MecBrayer, McGinnis, Leslie & Kirkland, PLLC

- [MSBRAYER

ATTORNEYS AT LAW

201 BasT MAIN STREET, SUITE 1000
- LEXINGTON, KENTUCKY 40507

(859)231-8780 EXT. 256

FAX: (859)281-6480

October 23, 2011 E @ E [l w | D
OCT 28 200

Cabinet for Health and Family Services
Office of inspector General . o T Heair Care
Division of Health Care Southern Enforcement Branch
116 Commerce Avenue

London, Kentucky 40477

RE: Supplement to-Addendum to Second Plan of Correction

Facility Name: Charleston Health Care Center '

Facility Address: 203 Bruce Court, PO Box 426, Danville, Kentucky 40423
Administrator: o _
-Provider Number: 185264

Dear Ms, Goins:

| am writing on behalf of our firm's client C'harleston Health Care Center to
supplement its Addendum to the Plan of Correction dated October 20, 2011. Please
accept the Supplement as follows: ‘ - :

» F-223

To address the concems of the Office of Inspector General, the Facility has
supplemented its Plan of Correction and Addendum. The Facility achieved substantial
compliance as of §/20/11. Even though Charleston has taken additional steps that
included reorganization and restatement of its abuse policies and procedures (10/12/11)
as well as additional education of staff about abuse policies ( 10/13/11), these steps
were not necessary for compliance and reflect only Charleston’s ongoing commitment
to compliance. '

« F-225

To address the concems of the Office of Inspector General, the Facility has
supplemented its Plan of Correction and Addendum. The Facility achieved substantial
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compliance as of 9/20/11. Even though Charleston has taken additional steps that
included reorganization and restatement of its abuse policies and procedures (10/12/11)
as well as additional education of staff about abuse policies ( 10/13/11), these steps
were not necessary for compliance and reflect only Charleston’s ongoing cornmitment
to compliance. _

s F-226

To address the concerns of the Office of Inspector General, the Facllity bhas
supplemented its Plan of Correction and Addendum. The Facility achieved substantial
compliance as of 8/20/11. Even though Charleston has taken additional steps that
included reorganization and restatement of its abuse policies and procedures (10/12/11)
as well as additional education of staff about abuse policies ( 10/13/11), these steps
were not necessary for compliance and reflect only Charleston’s ongoing commitment
.10 compliance. '

o F-323

To address the concerns of the Office of Inspecior General, the Facility has
supplemented its Plan of Correction and Addendum. The Facility achieved substantial
compliance as of 9/20/11. Even though Charlesion has taken additional steps that
mcluded reorganization and restaterment of its abuse policies and procedures (10/12/11)
as well as additional education of staff about abuse policies ( 10/13/11), these steps
were not necessary for compliance and reflect only Charleston’s ongoing commitment
to compliance. -

« F-490

To address the concerns of the Office of Inspector General, the Facility has
supplemented iis Plan of Correction and Addendum. The Facility achieved substantial
compliance as of 9/20/11. Even though Charleston has taken additional steps that
included reorganization and restatement of its abuse policies and procedures (10/12/11)
as well as additional education of staff about abuse policies ( 10/13/11), these steps

were not necessary for compliance and reflect only Charieston’s ongoing commitment
to compliance. ' : _
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| Addendum o Hhe
An abbreviated standard survey was initiated on eotlo
|'08/22/11, and a standard health/extended survey _ p , ’q’_‘) ‘9'p CO rrection
was conducted on 08/28/11-08/01/11. The.
survey began with the investigation of KY 16909 or
{on 08/22/11. KY168591 and KY 16696 were .
initiated on 08/24/11. KY16696 was F A a3
unsubstantiated with no related deficient practice. : 5
- KY16591 and KY 18909 were substanliated with ‘
deficient practice identified. F 9 9. :
Immediate Jecpardy was identified on 08/25/1 1, JL' 9‘ ?“(D
and determined to exist'on 07/19/11. The facility
was notified on 08/25/11. Interview and record : 1[‘ ‘ Q 5_3
review revealed three aliegations of physical and
verbal abuse involving State Registered Nurse L
-| Alde (SRNA) #8 were reported to the facility's f— 'ﬂ 8 9—
administrative staff on 07/19/14,07/21/11, and H 3 )
08/10/11. The facility failed to protect residents - F Lf
after each allzgation of abuse was reported, :
failed to complete a thorough investigation, and F 3 9-3
faiied to report the allegations of abuse to the .
appropriate state agencies, F 3 r I
Deficiencies were cited at 42 CFR 483.13 | .
Resident Benavior and Facility Practices (F223, | = Uil
225, and F226) and 42 CFR 483.75 ' _
Administration (F450) at a scope and severity of i L’ 90
"K." Substandard Quality of Care was identified }——

at 42 CFR 483,13 Resident Behavior and Faciiity
Practices (F223, F225, and F228). B

An accepizbie Allegation of Compliance was
received on 08/31/11, which alieged removal of
Immediate Jeopardy on 08/31/11. The State :
Apgency determined the Immediate Jeopardy was !
removed on 08/31/11, prior to exit, which lowered |
[ the scope and severity to"E" at 42 CFR 483.13 !

| ABORATORY DIRECTORS OR FROVIDE/SUPFLIER REPRESENTATIVES SIGNATURE ~TLE . T (X&) DATE
P‘Lf 10~ Jo-!]

Any deficiency statement ending W|th alq asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determinad that
other safeguards provide sufficient protection to the pafients. (Se instructions.} Except for nursing homes, the findings staied above are disctosabie 90 days
foliowing the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and pians of comection are disclosable 14
days foliowing the date these documents are made available fo the facility. If deficiencies are c:|ted an appmved plan of cormrection is requisite o continued
program participation.
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Resident Behavior and Facility Practices {F223,
F225, and F226) and 42 CFR 483.75
Administration (F490} while the facility monitors
the effectiveness of systemic changes and quality
assurance activities. '

F 223 1483.13(b), 483.13(b)(1)(i} FREE FROM F223
55=K | ABUSE/NVOLUNTARY SECLUSION

The reéident has tHe right to be free from-verba],
sexual, physical, and mental abuse, corporal
punishment, and involuntary seciusion.

The facility must not use verbal, mental, sexual, . , . : 5
or physical abuse, corporal punishment, or : oo
involuntary seclusion. - ’ ! '

This REQUIREMENT is not met as evidenced
by: ;
| -Based &n interview, record review, and review of
the facility's investigalions and poiicies, it was : : Co
determined the facility failed to have an effeciive ‘ . !
system in place to ensure two (2} of twenty-two ‘
(22) sampled residents (Residents #1 and #2)

were free from verbal, sexual, physical, and

mental abuse.. The facility falled to ensure - :
allegations of abuse were immediately reported to |
administrative staff, failed to ensure residents "
were protected from abuse and altowed an ;
alieged perpetrator fo continue to waoik during the
faciiity's investigation, failed fo conduct a
thorough investigation in order to reach a
conclusion that an aflegation of abuse was
substantiated/unsubstantiated, and failed to
report all allegations of abuse to the appropriate
state agencies.
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F 223 ]

Continued From page 2

On 07/19/11, Certified Medication Aide (CMA} #1
witnessed State Registered Nurse Aide (SRNA)
#8 being physically and verbally rough with
Resident #2 and reported the incident to the
Director of Nursing (DON). However, SRNA#8 -
| was not suspended, an investigafion was not
conducted, and the appropriate staie agencies
were not notified.

On Q7/21/11, Resident #2 reporied SRNA #8
physically abused the resident on the evening of
07/20/11. The resident's allegation was reported
to'the DON and stalemenis were obtained from
staff. However, the faclfity failed to conduct a
thorough investigaticn and the appropriate state
agencies were not notified of the allegation. The
facility also failed to protect Resident #2 during
the investigation and allowed SRNA #8 to
continue to work for three days following the

: resident's report of the aliegation. The SRNA
was suspended for two days (07/25-26/11).

On 08/10/11, SRNA #2 witnessed SRNA #8
"jump"” onto the bed with Resident #1 and fo
"spoon” and kiss the resident. SRNA #2 reporied
 the allegation to her supervisar buf the supervisor
 failed o report the allegation. The aliegation was
! overheard by Resident #3 and this resident
informed SRNA #9. SRNA #9 reported the

{ allegation o Licensed Practical Nurse (LPN) #6
i on 08/11/11 at approximately 6:45 AM; howaver,
' LPN #8 waited 26 hours before informing the

- Human Resources Director (HRD) on 08/12/11 at

8:30 AM, about the allegation. The Assistant
: Administrator was informed of the allegation at

- approximatefy 10:30 AM on 08/12/11, and SRNA ,
: #8 was removed from the facility, terminated, and

: escorted off the premises by Law Enforcement.

F 223
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. During the staie agency’s invéstigatidn, interviews
i revealed SRNA #8 had a history of inappropriate

report all allegations of abuse o the appropriate

. in the facilify. Immediate Jeopardy and
"} Substandard Quality of Care (SQC) were
determined to exist on 07/18/11,

Agency determined the immediate Jeopardy was

The Assistant Administrator confirmed the
appropriate state agencies had rict been notified |
of the aflegation and a thorough investigation had
not been conducied. ‘

behaviors towards residenis; however, there was
no avidence the facility investigated or reported
these behaviors to the appropriate state
agencies. ’

The factlity's failure to ensure staff immediately .
reported all allegations of abuse to administrative .
staff, fallure to protect residents from abuse
during the facility's investigation, failure to

conduct a thorough investigation, and faiture to

state agencies, has caused, or is likaly to cause,
serious injury, hanm, impairment, or death to
Resident #1 and Resident #2 and other residents

An acceptabl.e Allegation of Compliance (AQC)
was received on 08/31/11, and alleged removal of
immediate Jeopardy on-08/31/1%. The State -

removed on 08/31/11, prior to exit, which lowered

the scope and severity to "E" while the facliity
monitors the effectiveness of the systemic
changes and guality assurance activities.

The findings inciude:

A review of the facility's Abuse Policy {revised 1
08/06/00) revealed, "In the event of any evidence

FORM CW5-2567(02-99) Previous Versions Obsolete Event |D: 7F0711
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| (X1) PROVIDER/SUPPLIER/CLIA

(%2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

fo cause to believe that a resident has suffered
any abuse, the employee, visitor or family
member are requesied to report any/all
allegations; suspicion, or incidents to the
administration of the facifity, i.e. charge nurses,
supervisors, DON, 88D, or-administrator.” The
nolicy stated, "Upon report of any allegations or
viglations, the administration will thoroughly
investigate the sifuation, Any employee

-| suspected of abuse, neglect, or disregard for

resident welfare will be suspanded from direct
resident care while the investigation is in
progress.” The review revealed the investigation

: would inciude, but not be limited, fo the following: © -
: names of all individuals involved, withesses that

acfually viewed the incident, the -
resident's/family's statement concerning the
incident, when and where the incident occurred
and any evidence of injury or abuse present on
the resident's body or in the residenf’s actions.
The policy revealed, "The resuits of the
Investigation shali be documented and placed in
the investigation file." The policy also reveaied,
"After knowledge of an allegation of abuse, the
administrator, director of nursing or social service
director shall report it to Adult Profective Services
and the Cabinet for Human Resources
immediately. The results of all investigations will

| be reported fo the same agencies within five (5)

working days of the incident.”

1. An interview conducted on 08/22/11 at 2:45 |
PM, with Ceriified Medication Aide (CMA) #1

: revealed on 07/19/11, she witnessed SRNA #8
i being physically, mentally, and verbally abusive fo

Resident #2 and Resident #8. The CMA reported

SRNA #8's behavior to the DON the next moming °

on 07/20/11. Inferview on 08/24/11 at 7:05 PM,

IDENTIFICATION NUMBER: : . COMPLETED
] o A BUILDING
' B. WING c
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with the DON revealed she did not recall CMA
#1's allegation against SRNA#8. Thersfore,
SRNA #8 was not suspended, no investigation
was conducied, and the appropriate state
agencies were not notified. '

An inferview conducted on 08/22/11 at 5:20 PM,
with State Registered Nurse Alde (SRNA) #1,
revealed SRNA #8 had a history of being rude
and threatened/intimidated Resident #2 by saying
to the resident, "You apologize or else,” "No, :
you're not gelling up,” and would refuse 1o
transfer the resident to the chair. According to
SRNA #1, she could not remember when she

| witnessed this incident but she did report SRNA
#8's behaviors to the Human Resources Director
(HRD). Interview on 08/24/11 at 6:35 PM, with
the HRD revealed she did not recali SRNA #1's
gliegation against SRNA #8. Therefore, SRENA

#8 was not suspended, no investigation was
conducted, and the appropriate state agencies
-were not notified. )

interviews conducted on 08/22/11 at 7:00 PM,
with the Assistant Administrator, and on 08/25/11
at 8:05 PM, with the Administrator revealed they
were unaware of the above allegations against
SRNA #8, ’

2. Areview of the facility's investigation of
Resideni #2's allegation, undated, revealed the
facility had obtained statemenis from eight
empioyees, the DON, and the alieged
perpetrator. The DON's statement dated
07121111, revealed staff reported Resident #2
said SRNA #8 "beat" the resident up during the
13-11 PM shift on 07/20/11. The statement
reveaied the Administrator was notified of the

FORM CMS-2567{02-99) Previaus Versions Obsolete Event ID: 7FG711 Faclity 1D 100037 If continuation sheet Page 6 of 82
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allegation at approximately 8:20 AM on 07/21/11,
and stated, "Not to report as this didn't happen.”
The review revealed Resident #2 came to the

| DON at approximately 10:55 AM on 07/21/11,

and asked, "What are you going to do about"
SRNA #8 and the resident proceeded fo inform

the DON that SRNA #8 "put a piliow over my face

and then hit me on each side of my head." The
statement revezled at 12:10 PM on 07/21/11, the
DON reported the allegation again-to the
Administrator who stated "Quii worrying about
this;" the resident is "crazy." The review revealed

| SRNA #8 was suspended on 07/25/11 at 3:00 .

PM, four days after the allegation was made.
There was no evidence a thorough investigation
had been completed or that the appropriate state
agencies had been notified of the allegation.

| A review of Resident #2's medical record -

revealed the facility admitted the resident on
09/14/10, with diagnoses of Schizophreniz,
Closed Head injury, Depression, Multiple CVAs,
Hypertension, Seizures, and Left sided

| weakness, A review of Resident #2's Quarterly

MDS assessment dated 06/15/11, revealed the
resident's cognition was intact and the resident
requiréd extensive assistance of two staff
persons with bad mob|llty transfers, dressing,
and toileting.

L An interview conducted on 08/22/11 at 6:15 PM,
: with Resident #2 revealed SRNA #8 was not

good to him/her. Resident #2 stated, "He tried to
kil me," by placing a piflow over the resident's
face and "tried to smother me." According fo the
resident, SRNA #8 "hit me four imes,” two tlmes
on each side of the remdent‘s head.

F 223
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An inferview conducted on 08/22/11 at 2:11 PM,
with the Minimum Data Set {MDS) Coordinator
revealed she assisted Resident#2 on the

morning of 07/24/11, and at that time the resident |

reported SRNA #8 had hit the resident on the
head. The interview revealed the MDS
Coordinator reported Resident #2's allegation to
the DON. ' '

Interviews conducted on 08/22/11 at 3:30 PM,
with Registered Nurse (RN} #1 and on 08/22/11

i at 2;45 PM, with Certified Medication Aide (CMA) -

#1 revealed on 07/21/11, Resident #2 reported
SRNA #8 put a pillow over the resident's face and
hit the resident on the head four times. RN #1
stated Resident #2 was "very convincing” and the
aliegation was reported to the DON. CMA#1
stated at the time of the allegation she noted a
small bruise to the left side of the resident's face
on the cheek area that was not present the
previous day. The CMA reported Resident #2's
allegation to the MDS Coordinaior and wrote a
statement. : ‘

An interview conducted on 08/22/11 at 6:30 PM,

t and on 08/24/11 at 7:05 PM, with the DON

reveaied on the mornping of 07/21/11, staff

reported to her that Resident #2 alleged SRNA#8 |-

had physically beat the resident. The DON
informed the Administrator and was instructed not
to report the allegation. The interview revealed
later that same day Resident #2 came to the

DON and asked what she was going to do about

|- SRNA #8 putting a pillow over the resident's face

and beating the resident up. The DON again
informed the Administrator of the allegation and
was instructed to "stop worrying,” that Resident
#2 was "crazy." According to the DON, staff
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| 07124411, until the Assistant Administrator

recanted the allegation the facility felt the

| appropriate state agencies.

statements were obtained; however, SRNA #3
continuad to work on 07/22/11, 07/23/11, and

returned from vacation and was informed of the
allegation. The interview revealed SRNA #8 was
suspended on 07/256/11 and 07/25/11, and was
assignhed o a different unit and shift when he -
returned to work. The DON stated an
investigation had been conducted with no ,
conclusion reached and stated the Assistant
Administrator notified the Depariment for

Community Based Services (DCBS) on 07/25/11,

However, based on interview, the facility failed to
ensure all appropriate agencies had been notified
of the allegations. The DON denied that staff had
reported SRNA #8 had been rough with any of
the residents prior fo this allegation.

An interview conducted on 08/22/11 at 7:00 PM,
with the Assistant Administrator, confirmed SRNA
#8 worked on 07/22-24/11, and was suspended
on 07/25/11, until the investigation was
completed. The Assistant Administrator stated
tha SRNA was allowed to return to work on
07/27/11, on & different shift and unit. The
Assistant Administrater stated due to Resident
#2's history of head injury and that the resident

allegation was not true and did not report the
allegation fo the appropriate state agencies.

An interview conducted on 08/25/11 at 6:05 PM,

with the Administrator revealed the Administrator
was informed of Resident #2's allegation on ;
07/21111, and due to the residenf's "delusional” |
status the aliegation was not reported to the
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: of the allegation that SRNA #8 laid on the bed

| Resident #1's comprehensive Annual Minimum

i Resndent#1 was ali right and completed her

| duties and then reporled the allegation to her

! supervisor (Restorative Aide #2). An interview
; conducted on 08/25/11 at 8:10 AM, with

i Restorative Aide {RA) #2 confirmed SRNA #2
‘ reported the allegation but staff failed to report
: the allegation to administrative staff.

Aninterview conducted on 08/22/11 at 3:11 PM,

3. Areview of the facility's undated lnvestlgatmn |

with Resident #1 and spooned with the resident
revealed statements were obtained from 12 staif
members and the Assistant Administrator. There
was no documeniation of a conclusion, summary
of investigative findings, or-that all appropriate
state agencies had been notified of the aliegation.

A review of Resident #1's medical record
revealed the facllity admitted the resident on

11/06/09, with diagnoses of Lumbar Compression '

Fractures, Falls, Weakness, Right Subdural
Hematoma, Cardiomegaty, Deaf, Congestive
Heart Failure, and Depression. A review of

Data Set (MDS) assessment dated 11/43/10
revealed the resident's cognition was severely |
impaired and the resident was independent with

no setup needed for transfers, dressing, to:{etlng, .
1 and hygiene.

An interview conducted on 08/23/11 at 10:10 AM,
with SRNA #2 revealed on 08/10/11, during the 7
AM-3 PM shift, she witnessed SRNA #8 come
into Resident #1's room, jump on the bed, lie
down on the bed, and "spoon™ the resident.
SRNA #8 proceeded fo kiss Resident #1, got off
the bed, and left the room. SRNA #2 ensured
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with SRNA #7 revealed SRNA #2 informed SRNA
#7, in the presence of Resident #3, that she
(SRNA #2) witnessed SRNA #8 get in bed with a
female resident and lie with his body against the
resident's body. '

: An interview conducted on 08/29/11 af 4:30 PM,
with SRNA #8 revealed irn the early morning on

i 08/11/11, Resident #3 informed her that another
SRNA found SRNA #8 on top of a 90-year-old
female resident. The interview revealed SRNA ¢
#9 immediately reported the allegation to LPN #5. !

An interview conducted on 08/24/11 at 5:15 PM,.
with LPN #8 confirmed she was informed at :
approximately 6:45 AM on 08/11/11, by SRNA #3,
that Resident #3 reporied SRNA #8 was found in
bed with a female resident. The LPN waited 26
hours after being informed of the allegation to
report the allegation to the HRD on 08/12/11.

Interviews conducted on 08/22/11 at 4:45 PM, ' - :
with the HRD, and on 0B/22/11 at 2:11 PM, with : o , : |
! the MDS Coordmator revealed on 08/12/11at | . o :

{ approximately 8:30 AM, LPN #6 stated that
Resident #3 reported that an aide found a2 male

{ SRNA on top of a female resident. The Assistant
| Administrator was nofified of the allegation on
08/12/11 at approximately 10:30 AM by the HRD
and MDS Coordinator.

An interview conducted on 08/22/11 at 7:00 PM,
and 08/24/11 at 7:50 PM, with the Assistant :
Administrator confirmed she had been netified of
the allegation. The Assistant Administrator stated |
she informed the Administrator of the aliegation. ‘ : : _
The Assistant Administrator stated within 30 ’ :
minutes of being informed of the allegation, =~ : :
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‘SRNA #8 was terminated and removed from the
facility. Accerding to the Assistant Administraior,
DCBS was notified of the allegation and other
state agencies were not notified, ‘

+ An interview conducted on 08/25/11 at6:05 PM,
with the Administrator revealed upon being : i
informed of the allegation on the moming of
:08/12/11, SRNA #8 was terminated and escorted
off the premises by local Law Enforcement fo .
ensure the safely of residents and staff.

An interview conducted on 08/25M11 at 2:50 PM,

with SRNA #8 revealed he was told not to kiss or

hug the residents. SRNA #8 acknowledged that

he had kissed the residents on the cheek and
that he hac lain in bed with Resident #1.

4. In addition, interviews during the state ,
agency's investigation revealed SRNA#8 had a
history of inappropriate behaviors:  ~

An interview conducted with SRNA #1 on
08/22/11 at 5:20 PM, revealed she witnessed
SRNA #8 inappropriately kiss several female
residents since 02/11. The SRNA stated she
reported SRNA #8's inappropriate behaviors to
the charge nurses several fimes and also
- i reported the SRNA's behaviors fo the HRD. ;
1 According to SRNA #1, LPN #3 instructed SRNA | :
#8 to stop kissing the female residents but the }
i behaviors continued. :

P An interview conducted on 08/23/11 at 2:27 PM,
i with LPN #3 revealed she had witnessed SRNA
 #8 kiss several female residents. LPN #3 stated
s prior to 07/11 she counseled SRNA #8 that

‘ kissing on the residents was inappropriate. The
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: LPN stated she reported to the HRD that she
observed SRNA #8 inappropriately kiss femaie
residents and was instructed to "counsef" the
SRNA if she observed the behavior again.

An interview conducied on 08/23/11 ai 4:25 PM,
with LPN #5 revealed she witnessed SRNA #8
kiss several female residents in an inappropriate
|| manner. LPN #5 stated she and another LPN -
counseled SRNA #8 about his inappropriater
actions in the presence of the HRD. The
interview revealed the LPN thought the HRD
wotulld inform the DON of SRNA #8's
 inappropriate behaviors and therefore the' LPN
did not report the incident to administrative staff.

An interview conducted on 08/23/11 at 3,50 PM,
with SRNA #5 revealed she witnessed SRNA #3
kiss the female residents on their neck and face

| in 2 way that seermad inappropriate. The
interview revealed SRNA #5 had not reported the
incidents to administrative staff, '

An interview conducted on 08/23/11 at 3:30 PM, S :

with SRNA #5 revealed she also observed SRNA : o
#8 kiss female residents on their cheeks and
close to their mouth. The interview revealed
SRNA #5 had not reperied the incidents because
other staff had also observed incidents and had
not reported/stoppad them.

An inferview conducted on 08/22/11 at 4:45 PM,
and on 08/24/11 at £:35 PM, with the HRD
revealed she did not recall staff reporting SRNA | S
#8's inappropriate behaviors with female |
residents prior to 08/12/11. However, the HRD :

stated that toward the end of 06/11 she withessed .
: SRNA #8 kiss Resident #4, and she counseled
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i with the DON revealed she was unaware of

| provided care to during the fimeframe of

discussed the incident with the DON the next day.

- interviews with the alert and oriented residents
: about possible abuse issues.

' On 08/30/11, the Assistant Administrator and the

the SRNA concerning his inappropriate .
behaviors. The interview revealed the HRD had
not documented SRNA #8 was counseled but

An Interview conducted on 08/24/11 at 7:05 PM,

SRNA#8's inapproprizie behavicrs pror the
08/12/11 allegation. Therefore SRNA #8 was not
suspended, no investigation was conducted, and
the appropriate state agencies were not notified
prior to the 0812111 allegation.

~-A Teview of the Allegation of Compliance
revealed the following:

The facility terminated SRNA #8 on 08/12/1 1,
when adminisirafive staff was made aware of the
allegation involving SRNA #8 and Resident #1. .

The faciiity initiated an investigation of the .
allegation involving SRNA #8 and Resident #1.
On 08/12/11, the Assistant’ Administrator and the
HRD conducted interviews with all staff members
who may have information regarding the
allegation,

The faéility had hursing staff conduct physical
examinations of all residents SRNA #8 had.

08/08-12/11, to determine if there were any
signs/symptoms of abuse. - :

On 08/30/11, RN #1 and LPN #1 conducted

F 223
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Co-Owner conducted interviews with 13 family

members/visitors, which included family members
of non-oriented residents, to determine if there
were any ssgns/symptoms of abuse or any o . S
compla;nts L , . . . - ) i

On 08/25/11, Legal Counsel was contac:ted
concerning the Immediate Jeopardy in abuse
investigation, protection, and reporting. Legal
Counsel and Administration immediately began
review and revisions to the facility's Abuse policy.
The final revisions were compieted on 08/30/11.
Policy changes involved the supervision of staff . ‘ -
congcerning the supervisory staff's duty fo monitor b
and evaluate the staff that may have greater
-potential for abuse. The policy instructs staff 1o
advise. supervisors of problems dealing with
stress. Other policy changes involved the
screening procedure to include a screening
process for Administration to use upon hire, in
addition to the criminal record checks, abuse
registry screens, license/certification verification,
and reference checks, The investigation section
of the policy was also strengthened to ensure all
investigations were initiated upon reports of
suspected abuse as defined in the Investigation

: Protocol. The protection section of the policy was : . '
revised fo stafe that if 2 report of abuse was : ‘ B :
made that involved an employee, that empioyee ' : ‘ o :
woulld be reassigned from resident care or
suspended during the investigation.

On 08/25/11 and 08/30/11, the Assistant ;_
Administrator and the Administrator received _ : . S
i training concerning abuse prevention, abuse : - '
- protection, abuse investigation, and abuse
reporting by Legal Counsel.
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- On 08/26/11, the Education Asslstant the DDN

and the Co-Owner received training concaming
abuse prevention, abuse protection, abuse
invesfigation, and abuse reporting by the
Assistant Administrator.

On 0B/26/11, training was conducted for all 150
staff members including non-clinical staff during
each shift (10 AM, 2 PM, 4 PM, and 11 PMj}
concerning abuse prevention, abuse
investigation, and abuse reporting. The training
was conducted by the Education Assistant, the
Assistant Administrator, and the Co-Owner.

Upon completion of the training all staff was given
a writften guiz to verify the staff's comprehansion

 of the material. The facifity currently has one staff
: person on medical leave that will receive this
 fraining upon returning to work. All new staff will

receive this training upon date of hire, Confinued
abuse training will be conducted on a bi-annual
basis for all staff.

On 08/26/11, supervisory staif recelved spesific
training on recognizing situations that may
indicate stress on staif, because staff working
under excessive emotional stress was maore likely
to be impatient with a greater likelihood of
committing abuse. The training was conducted
by the Education Assistant, the Assistant
Administrator, and the Co-Owner.

On 08/26/11 and 08/30/11, all Department Heads
received specific training about the new ™~
policies/procedures emphasis that potential
abuse must be reported to both the OIG and
DCBS with the final resuits of the investigation
communicatad within five working days. Upon
completion of the training all Department Heads

| Fazs)
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were given a written quiz to verify the staff's
comprehension of the matenal, The training was
conducted by the Education Assistant, the
Assisfant Administrator, and the Co-Owner,

On 08/26/11, an Abuse Response Checkiist File
was developed and distributed to the Depariment
Heads to assist the staff in following the correct
procedures. The Checkiist File consists of the
Self Reporting Form published by the OIG.

The DON will review compliance with training
requirements and will report any and all findings
to the Quality Assurance committee on a
quarterly basis, which wili monitor the facility's
compliance, .

' The treatment nurse will monitor residents on a
daily basis for any skin changes or signs of
| potential abuse. Any suspected or actual abuse

.| discovered by the treatment nurse wili be

! reported to the charge nurse. The charge nurse
! 15 requirad to report the findings to the DON, who
i will immediately report to the ASS|5tant
Admlmstra‘cor

The Abuse Response Checklist File for the
Department Heads will walk the individual through
the steps that should be taken when abuse is
suspected or reported. All reports of suspected

: abuse will be immediately reported te the charge

i nurse. The charge nurse will immediately report
the suspecied abuse o the DON, who will |
-document the aliegation on the 24-hour nurses'

‘ report

E The DON and the Assistant Administrator will
 review the 24-hour nurses' report on a daily basis

F 223
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and will report any alleged abuse to the
Adminisirator and the appropriate state agencies. :
Upon report of any alleged violations the

Administration will thorough[y 1nvestigate the .
allegation. . ‘ . ' o

{ The Administrator and the Assistant Administrator
"+ will monitor any suspected or actual abuse
' according to facility policy to ensure the resident
is protected by suspending or reassigning the
alleged perpetraicr, if ah employee, during the
investigation process. The Administrator and the
Assistant Administrator will also monitor that a
conclusion to the investigation is compieted and.
that reporting has been made to the appropriate
agencies.

The Quality Assurance Committee will receive all |

reports of suspected or actual abuse and will

monifor to ensure compliance with fauiity policy
and regulation,

~The surveydrs validated the corrective actions
i taken by the facility as follows: -

A review of the Employee Master Change Sheet
revealed SRNA #8 was terminated effective
08/12111, by the Human Resources Director.

A review was conducted of the facility's
investigation. The investigation was initiated on
08/12/11, when administrative staff received the
report of the abuse and SRNA #8 was
immediately remaved from the faciiity and

i escorted off the premises by local Police.

| A review of the physical' examinabons of
residents cared for by SRNA#8 on 08/D6-12/11,
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was conducted. Skin assessments for eight
residents under the care of SRNA #8 were ‘ . ‘ i
conducted and decumented by LPN #3 and each i : ‘ ' i
resident was questioned by LPN #3. Interview : ' ‘ :
with LPN #3 on 08/01/11, revealed the LPN
conducted the skin assessments af the request of
the Human Resources Director after SRNA #8 .
was escorted from the faciiity. According io LPN _ ' ‘
#3, no injuries or skin changes were noted. Skin : : ;
assessments conducted during the survey
revealed np injurles of Unknown source.,
- [ Interviews were conducted with family members’
-| of Residents #1 and #4. The Tamily members
denied any injures or mistrsatment of the
residents,

A review of the documentation of interviews with
alert/oriented residents and famify members -

i conducted by RN #1 revealed no identified

: problems from the interviews. A resident group
Linterview was conducted by surveyors on .
{ 08/30/11 at 10:00 AM, and no reports of ‘ ' C i
abuse/neglect were reported.

A review of the facility's revised policy/procedure
for abuse/neglect revealed the facility addressed . ;
all requirements for the policy/procedure. The ' , _ o
revised policy/procedure included educationto '
address staff behaviors that would indicate a

potential for abuse, The investigation section of
the policy/procedure addressed the reed to ! :
immediately notify state agencies and reporiing . ’ . ' '
requirements for suspected abuse/neglect of '
residents. _ :

interview on 09/01/11 at 10:35 AM, with the
facility's Legal Counse! revealed the Legal
- Counsel educated the Administrator and

i : i
i :
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 Assistant Administrator on abuse/neglect and the | :
-fegulatory requirements for Long Term Care ‘ :
i Facilities from 08/12/11 through 08/30/11, ’ S
According to Legal Counsel, the Administrator -
and Assistant Admrnlstrator were educated on
reporting requirements of suspected ablise and
what the definitions for :
abuse/negiect/misappropriation were. Rewew of ;
the revised facllity policy/procedure revealed the
policy met regulatory requirements.

A review of the facility's training records revealed
evidence that all employees of the facility except .
for one received training on abuse/neglect from -
‘| administrative staff on 08/26/11. One faciiity
employee was on medical leave and will be
aducated prior to being allowed fo work. The
aftendance rosters for the fraining wera
compared 1o the facility's time reports for active

i working employees and.confirmed all employses
‘ received education in abuse/neglect and received ;
i a copy of the facllity policy/procedure. The
. facility's documentation included evidence of :
each staff member having successfully passed a : Co
.quiz concerning the inforimation given in the
abuse/neglect training. Staff interviews were
conductad on 08/31/11 from 3:40 PM 1o 4,30 PV,
and on 09/01/11 at 11:42 AM, with LPN #11, LPN
#12, KMA #2, SRNA#14, SRNA #15,
Housekeeper #1, and Housekeeper #2 rejated to
the facility's abuse/neglect training. Staff verified
the receipt of training and each received a copy i
of the facility's revised policy/procedure.

A review of the facility's training records revealed
evidence the facllity's Depariment Heads -
received training in ahuse/neglact and reporting.
The Checklist File was included In the fadliity's
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| A review of the facility's 24-hour Nursing Report, |
used as the monitoring tool for signs of abuse, .
| revealed documentation of daily. monitoring of
residents including any changes in condition or
new orders. Interview with the Assistant
Administrator on 08/01/11 at 11:10 AM, reveaied
the 24-hour Nursing Report was reviewed on a -
daily basis and any concems were investigated.
The Assistant Administrator siated the results of
the manitoring would be part of the facility's
Quality Assurance process.

The State Agency determined the Immediate
Jeopardy was removed on 08/31/11, prior to exit,
which lowered the scope and severity o "E™ while
the facility monitors the effectiveness of the
systematic changes and quallty assurance
activities. _
F 225 | 483, 13(c){1)(i)-(ii), (©)(2) - (4} S F 225
53=K | INVESTIGATE/REPCRT -
- ALLEGATIONS/INDIVIDUALS

The factHity must nct employ individuais who have
been. found guilty of abusing; negleciing, or
mistreating residents by a court of law; or have
.had a finding entered into the State nurse aide
registry conceming abuse, negiect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would

: indicate unfitness for service as a nurse aide or

1 other faciiity staff to the State nurse aide registry -
or licensing authorities.

The facility must ensure that all alleged violations
! involvirg mistreaiment, neglect, or abuse,
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SUMMARY STATEMENT OF DEFICIENCIES

including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures. (including to the -
State survey and certification agency).

The facility ‘must have evidence that ak alleged
violations are theroughly investigated, and must
prevent further potential abuse while the

! investigation is in progress.

| The results of afl investigations must be reported

to the administrator or his designated )
representative and o other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's investigation and policies, it was

. determined the facility failed to have an effective

sysiem in place to ensure all allegations of abuse
were immediately reported to administrative staff
and to the appropriate state agencies. A review
of documentation and interviews conducted -
revealed facility staff became aware thatan .
empioyee of the building had exhibited abusive
behavior toward two (2) of iwenty-two (22)
sampled residents (Resident #1 and #2). The
facility falled to ensure allegations of abuse were

| immediately reéported to the appropriate state

agencies. -The facliity also failed fo protect
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residents from abuse by allowing an alleged ~
perpetrator to continue to work after an allegation
of abuse had been reported, and failed to conduct
a thorough investigation of a reported abuse !
allegation.

The facili‘sy‘s failure {o ensure staff immediately
reported all allegations of abuse to administrative
staff and the appropriate state agencies, failure to
protect residents from abuse during the facility's
investigation, and failure to conduct a thorough
|nvest|gatlon has caused, oris likely {o cause,
sencus injury, harm, lmpalrment or death to
Resident #1, ReS|dent #2, and other residents in
the facility. lmmediate Jeo;:')ardy and :
Substandard Quality of Care (SQC) were . .
determined to exist on 07/19/11. (Refer to F223.) :

An acceptable Allegation of Compliance (AOC)
was recetved on 08/31/11, which alieged removal
of Immediate Jeopardy on 08/31/11. The State
Agency determined the Immediate Jecpardy was
removed on 08/31/11, prior ic exit, which lowered
the scope and severlty to "E" while the facility -
monitors the effectiveness of the systemic
changes and quality assurance activities.

The findings include:

A review of the facility's Abuse Policy (revised .
08/08/00) revealed, "In the event of any evidence
1 t6 cause to believe that a resident has suffered

- any abuse, the employee, visitor or family

! member are requested to report any/all
allegations, suspicion, or incidents fo the
administration of the facility, i.e. charge nurses,
supervisors, DON, 88D, or administrator.” The -
policy reveaied, "Upon report of any allegations or
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viclaticns, the administration will thoroughly
investigate the situation, Any employea
suspected of abuse, neglect, or disregard for
resident welfare will be suspended from direct

i resident care while the investigation is in

| pragress." The review revealed the investigafion
would include, but not be limited to, the foliowing:
names of all individuals involved, witnesses that -
actually viewed the incident, the
resident's/family's statement concerning the
incident, when and where the incident occurred,
and any evidence of injury or abuse present on
the resident's body or in the resident's actions.
The policy revealed, "The results of the
investigation shall be documented and place in
the investigation file." The policy also revealed,
"After knowledge o an allegation of abuse, the .
-administrator, director of nursing or social service
director shalt report it to Adult Protective Services
and the Cabinet for Human Resources
immediately. The results of-all investigations will
be reported to the same agencies within five (5)

" i working days of the incident”

1. An interview conducted on 08/22/11 af 2:45
PM, with Certified Medication Aide (CMA) #1
revealed on 07/19/11, she witnessed State
Registerad Nurse Aide (SRNA).#8 being
physically, mentally, and verbaly rough with

| SRNA #8's behavior to the Director of Nursing
.1{DON) the next morning on 07/20/11. Interview
i on 08/24/11 at 7:05 PM, with the DON revealed

i she did not recall CMA #1's allegation against

: SRNA #8. Therefore, SRNA #5 was not o
i suspended, no investigation was conducted, and
i the approprate state agencies were not notified.

Resident #2 and Resident #8. The CMA reported |

]
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An interview conducted on 08/22/11 at 5:20 PM,
with State Registered Nurse Alde (SRNA) #1
revealed SRNA #8 had a history of being rude

and threatened/intimidated Resident #2 by saying

to the resident, "You apologize or else," "No,
you're not getting up," and wouid refuse to
transfer the resident to the chair. According to
SRNA #1, she couid not remernber when she
withessed this incident but she did report SRNA
#8's behaviors {o the Human Resources Director
(HRD). Interview on 08/24/11 af 6:35 PM, with
the HRD revealed she did not recall SRNA #1's

allegation against SRNA #8. Therefore SRNA#8 ¢

was not suspended, no.investigation was

: conducted, and the appropriate state agencies
twere not notified. .

Interviews conducted on 08/22/11 at 7:00 PM,
with the Assistant Administrator, and on 08/25/11
at 6:05 PM, with the Administrator revealed they
were unaware of the above aliegations against
SRNA #8. '

2. Review of Resident #2's medical record
revealed the facility admitted the residenton .

‘09/14/10, with diagnoses of Schizophrenia, Close |.

Head Injury, Depression, and Left Sided .
Weakness. A review of Resident #2's Quarterly
Minimum Data Set (MDS) assessment dated
08/15/11, revealed the resident's cognition was
intact and the resident required extensive

assistance of two staff persons with bed mobility,

transfers, dressing and toileting.

A'review of an investigative report, undated and
provided by the facility, revealed statements had
been obtained from sight employees, the DON,
and an alleged perpetrator refated o an aliegation

F 225
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" [{RN) #1, and on 08/22/11 at 2:45 PM, with

| tried to kill me." Resident #2 stated SRNA #8 had

Continued From page 25

made by Resident #2 that SRNA #8 had "beat"
the resident on the evening of 07/20/11.

An interview conducted on 08/22/41 at 6:15 PM,
withh Resident #2 revealed SRNA #8 was not
good {o the resident. Resident #2 stated, "He

placed a piliow overthe resident's face and "trisd
to smother me." The resident stated SRNA #8.
*hit me four times," and indicated SRNA #8 had
hit thie resident two times on each side of the
head. : : :

interviews conducted on 08/22/11 at 2:11 PM,
with the Minimum Data Set (MDS) Coordinator,
on 08/22/11 at 3:30 PM, with Regisiered Nurse .

Certified Medication Aide (CMA) #1 revealed on
the moming of 07/21/11, Resident #2 reported
that SRNA #8 put a pillow over the resident's face
and hit the resident on the resident's head four
fimes, CMA #1 stated a small bruise was noted
to the left side of the resident's face that was not
presentthe previous day. The interviews
revealed the staff reported Resident #2's
allegation to the DON and the HRD.

An interview conducted on 08/22/11 at 6:30 PM, . |
tand on 08/24/11 at 7:05 PM, with the DON and a |
{ review of documentation revealed Resident#2
! informed the DON at approximately 10:55 AM on
1 07/21/11, that SRNA #8 "put a piliow over my

face and then hit me on each side of my head,"

. and asked, "What are you going to do about"

| SRNA #8. The DON revealed the Administrator

i was notified of the allegation at approximately

£ 8:20 AM &n 07/21/11, and stated, "Not to report -
{ as this didn't happen." On 07/21/11 at 1210 PM, -

F225|
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| the DON reported the allegation agam to the
! Administrator and was told, *Quit worrying about
; this;" the resident is "crazy. " The. DON stated the -
i | Assistant Administrator notified the Department
i for Community Based Services (DCBS) of the
! residen?'s allegation on 07/25/11.

EAn interview conducted on 08/22/11 at 7:00 PM, .
i with the Assistant Administrator revealed SRNA
: #8 continued to work on 07/22/11, 07/23/11, and
"07/24/11, until the Assistant Administrator .
returned from vacation and was informed of the
allegation. The Assistant Administrator stated
due to Resident #3's history of head injury and
-i because the resident recanted the allegation the
facility felt the allegation was not true and did not
‘need o be reparted o the state survéy and
ceriification agency.

An interview conducted on 08/25/11 at 6:05 PM,
with the Administrator revealed the Administrator
was informed of Resident #2's allegation on-
07/21/11, and due to the resident being
"de]usmnal" the zllegation was not reported to the
state agencies. :

3. The faciiity admitted Resident #1 on 11/06/09.
A review of Resident #1's comprehensive Annual
Minimum Data Set (MDPS) assessment dated
11/13/10 revealed the resident's cognition was -
severely impaired and the resident was
independent with no setup needed for fransfers,
dressing, toileting, and hygiene.

'An interview conducted on 08/23/11 at 10:10 AM,
with SRNA #2 revealed on 08/10/11, during the 7 !
AM-3 PM shift, SRNA #8°came into Resident #1's
room, lay down on the bed, and "spooned” the
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resident. SRNA #2 completed her duties and : _ : ‘ ' !
-then reported her observation to her supervisor ' -
(Restorative Aide #2) within ten minutes.
However, an interview conducted on 08/25/11 at
8:10 AM, with Restorative Aide {RA) #2 reveaied
she did not report the allegation to administrative
staff bacause she thought the report was 2
fumor,

An interview conducted on 08/22/11 at 3:11 PM,
with SRNA #7 revealed while providing care to
Resident #3, SRNA #2 informed SRNA #7 of the
aliegation that SRNA #8 had been in the bed with -
a female resident. SRNA #7 stated she thought
the allegation had already been reported and
therefore did not report the allegation to

-+ administrative staff.

‘An interview conducted on 08/24/11 at 5:15 PM,
with LPN #8 reveaied she was informed at
approximately 5:45 AM on 08/11/1%, by SRNA #9
that Resident #3 reported SRNA #8 was caught
in bed with a female resident. LPN #6 went home |
and retumned to work that same day at 7,00 P,
at which time she informed LPN'#2 of the
aliegation. LPN #8 waited 26 hours after being
informed of the allegation on 08/11/11, o report
the allegation to the Human Resources Director
(HRD) on 08/12/11. 7 :

An interview conducted on 08/22/11 at 4:05 PM,
with LPN #2 revealed she did not report the

| allegation to administrative staff as required-
because LPN #8 was initially informed of the
allegation.. ' :

: Interviews conducted on 08/22/11 at 2:11 PM,
with the MDS Ccordinator and on 08/22/11 at
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4:45 PM, with the HRD revealed on 08/12/11, at
approximately 8:30 AM, they were informed of the
.| allegation. At that time, the Assistant '
Administrator and the Administrator were IE
informed of the allegation, Law Enforcement was
notified, and SRNA #8 was escorted off the
premises.

Interviews conducted on 08/22/11 at 7:00 PM,
and 08/24/11 at 7:50 PM, with the Assistant .
Administrator, and on 08/25/11 at 6,05 PM, with
the Adminisfrafor revealed on 08/12/11 at
approximately 10:30 AM, they were notified of the
- allegation that SRNA #8 had been in the bed of a
‘female resident. The interviews revealed at that _ :
time SRNA #8 was terminated and removed from : . |
the faciiity. The Assistant Administrator
confirmed the state survey and certification
agency was not notified of this allegaticn,

A review of the facility's investigation, undated,
involving SRNA #8 lying on the bed and spooning
Resident#1 revealed statements were obtained,
however, the appropriate state agencies had not
been rotified of the allegation.

4. in addition, based on interviews, SRNA #s
exhibited a history of unacceptabie behaviors that
facility staff failed to report, Interviews conducted
on 08/22/11 at 5:20 PM, with SRNA #1, on
08/23/11 at 2:27 PM, with LPN #3, and on
|08/23/11 at 4:25 PM, with LPN #5 reveaied the
staff had witnessed SRNA #8 inapproprately kiss
several female residents and reported SRNA#8's | -
inappropriate behaviors to the charge.nurses, the |
HRD, and the DON pror to 07/11. There was no
-documenied evidence that these aflegafions were
thoroughly investigated, reported to the
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Administrator, or the appropriate state agencies.

Interviews conducted on 08/23/41 at 3:50 PM,
with SRNA #56 and on 08/23/11 at 3:30 PM, with
SRNA #5 revealed SRNA #8 would kiss on the
female residents in a way that seemed
inappropriate. SRNA #6 stated Resident#8
would scream hysterically when SRNA#8B came
into the residenf's rmom. However, these
allegations were not reporfed to administrative
staff because the nurses had already asked
SRNA #8 to stop this behavior, according to
SRNA #6. ‘

An interview conducted on 08/22/11 at 4:45 PM,
and on 08/24/11 at 6:35 PM, with the HRD

: revealed she did net recall staff had reported

| SRNA #8's inappropriate behaviors with female
residents prior to 08/12/11. However, the HRD
stated thai toward the end of 08/11, she
witnessed SRNA #8 kiss Resident #4 and she
"counseled” the SRNA conceming his
inappropriate behaviors. There was no
documentation provided that the HRD had
*counseled" SRNA #8 or that the allegation was
‘thoroughly investigated and reported to the -
Administrator or the appropriate state agencies.

An interview conducted on 08/24/11 at 7:05 FM;

' with the DON revealed she did not recall that staff
i had informed her of SRNA #8's inappropriate
behaviors prior to the 08/12/1.1 aliegation.

—A review of the Allegation of Compliance
reveaied the following:

The facility terminated SRNA #8 on 08/12/11,
whean administrative staff was made aware of the
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allegation.

complaints.

allegation invoiving SRNA #8 and Resident #1,

The facility initiated an investigation of the ‘
ailegation invalving SRNA #8 and Resident #1.
On 08/12/11, the Assistant Administrator and the |
HRD conducted interviews with all staff members
who may have information regarding the

The facility had nursing staff conduct physical
examinations of all residents SRNA #8 had
provided care to during the imeframe of 08/06/11
through 08/12/11, to determine if there were any
signs/symptoms of abuse.

| On 08/30/11, RN #1 and LPN #1 conducted
interviews with the alert and oriented residents
about possible abuse ssues. ’

| O 08/30/11, the Assistant Administrator and the
Co-Ownér conducted interviews with 13 family
members/visitors, which included family members |
of non-oriented residents to determine if there
were any signs/symptomns of abuse or any

On 08/25/11, Legal Counsal was contacted
concerming the immediate Jeopardy in abuse
investigation, protection, and reporting. Legal
Counsel and Administration immediately began
review and revisions to the facility's Abuse pclicy.
The final revisions were completed on 08/30/11.
Policy changes invoived the supervision of staff
concerning the supervisory staff's duty to monitor
and evaluate the siaff that may have greater
‘potential for abuse. The policy instructs staff to
advise supervisors of problems dealing with
stress. Other policy changes involved the'
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! screening procedure to include & screening

: process for administration to use upon hire, in

I addition to the criminal record checks, abuse
registry screens, ficense/certification verification,
and reference checks, The investigation section
of the policy was also strengthened to ensure
investigations are initiated upon reports of
suspected abuse as defined in the Investigation
Protocol, The protection section of the poticy was :
revised io state that if a report of abuse js made
that involves an employee, that employee will be
reassigned from resident care or suspended ;
during the investigation. B

i
3
x
L

On 08/25/11 and 08/30/11, the Assistant
Administrator and the Administrator received
training concerning abuse prevention, abuse
protection, abuse investigation, and abuse
reporting by Legal Counsel. :

On 08/26/11, the Education Assistant, the DON,
and the Co—Owner received training ceneerning
abuse prevention, abuse protection, abuse )
investigation, and abuse reperiing by the

| Assistant Administrator.

On'08/26/11, training was conducted for all 150
staff members including non-clinical staff during
each shrft(‘IO AM, 2 PM, 4 PM, and 11 PM)
concerning abuse preventjon abuse :
investigation, and abuse reporting. The training
was conducted by the Education Assistant, the

| Assistant Administrator, and the Co-Owner. )
Upon completion of the training all staff was given
a written quiz to verify the staff's comprehension -
of the material. The facility currently has one staff
person on medical ieave that will receive this
training upon returning o work. All new staff will
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| receive this fraining upon date of hire. Continued

abuse training will be conducied on a bl—annual

basxs for all staff.

On 08/26/11, supervisory staff received specific
training on recognizing situations that may
indicate stress on staff because staff working
under excessive amofional stress was more likely
to be impatient with a greater likelihood of
committing abuse, The fraining was conducted
by the Education Assistant, the Assistant
Administrator, and the Co-Owner.

On 08/26/11 and 08/30/11, all Department Heads
recaived specific training about the new
policies/procedures emphasizing that potental
abuse must be reported to both the OIG and
DCBS with the final results of the investigation
communicated within five werking days. Upon
completion of the training ali Department Heads
were given a written quiz to verify the staffs
comprehension of the material. The training was

-conducted by the Education Assistant, the

Assistant Administrator, and the Co-Owner.

On 08/26/11, an Abuse Response Checkiist File

- | was developed and distributed to the Department

rleads to assist the staff in following the correct
proecedures. The Checklist File consists of the
Self Reporting Form published by the OIG,

The DON will review cornpliance with fraining

. requirements and will report any and all findirgs

to the Quality Assurance committee on a
guarterly basis, which wili mionitor the facmty s

‘compliance.

| The treatment‘nurse will moniter residents on a
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daily basis for any skin changes or signs of
potential abuse. Any suspected or actuai abuse
discovered by the treatment nurse will be
reported to the charge nurse. The charge nurse
18 required to report the findings io the DON, who
will immediately report to the Assistant
Administraior, : '

The Abuse Response Checklist File for the
Depariment Heads will walk the individual through
the steps that should be taken when abuse is
suspected or reported. All reports of suspected
abuse will he immediately reported to the charge
nurse. The charge nurse will immediately report
the suspected abuse 1o the DON, who Wil
document the allegation on the 24-hour nursas'
report.

| The DON and the Assistant Adminisfrator wil}
Teview the 24-hour nurses' report on a daily basis -
and will report any alleged abuse fo the
Administrator and the appropriate state agencies,
Upon report of any alleged vialations the
Administration wiit thoroughly investigate the .
allegation. '

Tha Administrator and the Assistant Administrator
will monitor any suspected or actual abuse i
| according to facility policy to ensure the resident |
is protected by suspending or reassigning the
alieged perpetrator, if an employee, during the ,
investigation process. The Administrator and the |
Assistant Administrator will also moniter thata !
congiusion o the investigation is completed and
that reporting has been made tc the appropriate
agencies. . B

The Quality Assurance Commitiee will receive all
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reports of suspecied or actual abuse and will
maonitor to ensure compliance with facility policy
and reguiation.

~The surveyors validated the corrective actions
taken by the facifity as follows: '

A review of the Employee Master Change Sheet -
revealed SRNA #8 was terminated effective
08/12/11, by the Human Resources Director.

. A review was conducted of the facility's
‘investigation. The investigation was initiated on
08/12/11, when administrative staff received the
. Teport of the abusé and SRNA #8 was
immediately removed from the faciiity and °
escorted off the premises by local Police.

A review of the physical examinations of
residents cared for by SRNA #8 on 08/06/11
through 08/12/11, was conducted. Skin
assessments for eight residents under the care of
SRNA #8 were conducied and documented by
LPN #3 and each resident was questionad by
LPN #8, Interview with LPN#3 on 09/01/11,
revealed the LPN conducted the skin

: assessments at the request of the Human

'+ Resources Director afrer SRNA #8 was escorted
from the facility.. According to LPN #3, no injuries
of sKin changes were noted. Skin assessments
conducted during the survey revealed no injuries -
of unknown source. Interviews were conducted
with farily members of Residents #1 and #4.
The family members denled any injuries or
mistreatment of the residents.

A review of the documentation of interviews with
alert/oriented residents and family members
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conducted by RN #1 revealed no identified
oroblems from the inferviews. A resident group
interview was conducted by surveyors an
08/30/11 at 10:00 AM, and no reports of
abuse/neglect were reported.

A review of the facility's revised policy/procedure
for abuse/negiact revealed the facility had
addressed all requirements ior the
policy/procedure. The revised policy/procedure
included education to address staff behaviors that
would indicate a potential for abuse. The.
investigation section of the policy/procedure
addressed the need to immediately notify state
agencies and reporting requirements for
suspected abuse/neglect of residents:

Interview on 09/01/11 at 10:35 AM, with the
facility's Legal Counsei revealed the Legal ?
Counsel had educzied the Administrator and |
Assistant Administrator on abuse/neglect and the ’
regulatory requirements for Long Term Care
Faciiities from 08/12/11 through 08/30/11. !
According to Legal Counsel, the Administrator |
. and Assistant Administrator were educated on
reporting requirements of suspected abuse and
what the definitions for
abuse/neglect/misappropriation were, Review of
the revised facilty policy/procedure revealed the
policy met regulatory reguirements.

A review of the faciiity's training recprds revealed
evidence that all employses of the facility except
for one received training on abuse/neglect from !
administrative staff on 08/26/11. One facility :
employee was on medical leave and will be
educated prior to being aliowed to work. The
attendance rosters for the training were
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compared to the facility's time reports for active
working employees and confirrned all employees
recejved education in abuse/negiect and had
received a copy of the facility policy/procedure.
The facility's documentation included evidence of
each staff member having successfully passed a
guiz concerning the information given'in the
abuse/neglect training. Staff interviews were
conducted on 08/31/11 from 3:40 PM to 4:30 PM,
and on 06/01/11 at 11:42 AM, of LPFN #11, LPN -
#12, KMA #2, SRNA #14, SRNA #15, :
Housekeeper #1, and Housekeeper #2 related to
the facility's abuse/neglect training. Staff verified
the receipt of training and each had received a
copy of the facility’s revised_ policy/procedure.

A review of the facliity's training records revealed
evidence the facility's Department Heads had
received fraining in abuse/neglect and reporting.
The Checkiist File was included in the facility's
documentation.

A review of the facility's 24-hour Nursing Report,
used as the monitoring toof for signs of abuse,
revealed doecumentation of daily monitoring of
residents including any changes in condition or

| new crders, interview with the Assistant

Adminisfrator on 09/01/11 at 11:10 AM, revealed
the 24-hour Nursing Report was reviewed ona

1 daily basis and any concerns were investigated.

The Assistant Administrator stated the results of
the menitoring wouki be part of the facility's

| Quality Assurance process,

The State Agency determined the Immediate

Jeopardy was removed on 08/31/11, prior to exit,

- which lowerad the scope and severity to "E" while
 the facliity monitors the effectiveness of the

£
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s5=K | ABUSE/NEGLECT, ETC POLICIES

policies and procedures that prohibit
mistreatment, negiect, and abuse of residents
and misappropriation of re;ident property.

This REQUIREMENT is not met as evidenced
by: ) "
Based on interview, record review, facility

was determined the facility failed to ensure the
facility's policy/procedures were implemented
related to abuse, negiect, and mistreatment for
two (2} of twenty-two (22} sampled residenis
{Residents #1 and #2). The fadility failed'to
ensure all allegations of abuse were reported
immediately o administrative staff and the

protect residents from abuse, and failadto
thoroughly investigate all allegations of abuse.

On 07/18/11, SRNA #8 was observed to ba’
| physically and verbally abusive tc Resident #2
and, based on interviews, the allegation was

i the report. Resident #2 reported on 07/21/11,

i SRNA #8 abused the resident the previous -
evening. The allegation was reported to the
DON,

On 08/10/11, SRNA #2 withessed and reported

#1. in addition, interviews revealed throughout

The facility must develop and implement written

investigation review, and facility policies review, it

appropriate staie agencies as per policy, failed to _

reported to the DON,; however, the DON denied

SRNA #8 lay in the bed and "spooned” Resident
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SRNA #8's employment staff witnessed SRNA #3
inappropnately kiss female residents and
reported SENA #8's behaviors to the DON and
the Human Resources Director (HRD). (Refer to
F223 and F225.)

The factlity's failure to impiement the poliéiés.

serious injury, harm, impairment, or death to
Resident #1 and Resident #2 and other residents
in the faciifty. immediate Jeopardy and
Substandard Quality of Care (SQC) were
determined to exist on 07/19/11.

An acceptable Allegation of Compliance (AOC)
was received on 08/31/11, which alleged removal
of immediate Jeopardy on 08/31/11. The State
Agency determined the Immediate Jeopardy was
removed on 08/31/11, prior to exit, which lowered
the scope and severity to "E" while the facility
menitors the effectivenass of the systemic
changes and quality assurance acfivities,

The findings include:,

| A review of the facility's Abuse Policy (revised -
09/06/00) revealed, "In the event of any evidence
{o cause to believe that a resident has suffered
any abuse, the employes, visitor cr family
member are requested to report any/all
aliegations, suspicion, or incidents to the
administration of the facility, i e. charge nurses,
supervisors, DON, SSD, or administrator.”
According fo the policy, "Upon report of any
“allegations or violations, the administration will

; thoroughly investigate the situation. Any

; employee suspected of abuse, neglect, or
disregard for resident welfare will be suspended

related to abuse has caused, or is likely to cause, L
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from direct resident care while the investigation is
in progress." The review revealed the
investigation would include, but not be fimited to, {
the foliowing: names of all individuals involved,
witnesses that actually viewed the incident, the
resident's/family's statement concerning the ‘
incident, when and where the incident occurred, | !
and any evidence of injury or abuse presenton |
the resident's body or in the resident's actions. In
addition, the policy revealed, "The results of the
investigation shall be documented and placed in
the investigation file." The policy aiso revealed,
"After knowledge of an allegation of abuse, the
administrator, director of nursing or social service
director shall report it fo Adult Protective Services
and the Cabinet for Human Resources
immedijately. The results of all investigations wiil
be reported to the same agencies within five (5)
working days of the incident”

1. An interview conducied on 08/22/11 at 2.45
PM, with Certified Medication Aide (CMA} #1
revealed on 07/19/11, she witnassed State
Reqgisterad Nurse Aide (SRNA} #8 being
physically, mentally, and verbally rough with
Resident #2 and Resident #8. The CMA reported
SRNA #8's behavior to the Director of Nursing
(DON} the next morning on 07/20/11. Interview
on 08/24/41 at 7:05 PM, with the DON revesled
she did not recall CMA #1's allegation against
SRNA #8. Therefora SRNA #8 was not :
suspended, no investigation was conducted, and :
the appropriate state agencies were not nofified.

2. An interview conducted on 08/22/11 at6:15 |
PM, with Resident #2 revealed SRNA #38 was not -
good to the resident. Resident #2 stated, "He

tried to kill me," had placed a piliow over the

FORM CMS-2567(02-89) Previous Versions Obsalete Event 1D; TFO711 Fadliify 1D: 100037 If continuation sheet Page 40 of 82




PRINTED: 16/12/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES CORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ . OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ' (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
‘ A BUILDING, .
. . - C
B.WING : '
185264 "~ 08/01/2011
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, 2IP COOE '

203 BRUCE COURT, PO BOX 426

-CHARLESTON HEALTH CARE CENTER ‘
. : DANVILLE, KY 40423

(xa) 1D SUMMARY STATEMENT OF DEFICIENCIES D - ~ PROVIDER'S PLAN OF CORRECTION )
FREFIX. (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ : ' : i DEFICIENCY)
. E
'F 226 | Continued From page 40 o F 226

; resident's face, and "tried o smother me." The
resident stated SRNA #8 "hit me four times,"” two
times on each side of the resident's head. The
interview revealed this was the only time SRNA
#8 physically abused the resident. A review of
the facility's investigation of Resideni #2's
allegation ravealed staff reported Resident #2
said SRNA #8 "beat" up the resident. The
investigation included siaff statements; however,
there was no documentation of the investigalive
findings, a conclusion, or that the appropriate
state agencies had been notified of the aliegation
as per policy. The review reveaied SRNA #38
continued io provide direct care o the residenis
for three days following the allegation made by
Resident #2 on 07/21/11.

An interview conducted on 08/22/11.at 2:45 PM,
with Certified Medication Aide (CMA} #1 revealed
Lon 0771941, she witnessed SRNA#8 being
physically, mentally, and verbaily rough with
Resident #2 and Resident #8 and reported SRNA
#8's behavior to the charge nurse that night
(07/18/11) and to the DON the next morning
(07/20/11). However, there was.no oot
documentation the facility implemented the Abuse |
policy by conducting an investigation or reporting
the allegation to the appropriate state agencies.

An interview conducted on 08/22/11 at 5:20 PM,
with SENA #1 revealed SRNA #8 was rude and
threatened/intimidated Resident #2 by saying to
the resident, "You apologize or else,” "No, you're
not getting up," and refused fo transfer the
resident to the chair,. SRMA#1 did not report this
allegation to administrative staff in accordance
with facility policy. Therefore, the aliegation was
[ not investigated or reportad to the appropriate
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state agencies,

A review of the facility's investigation of Resident :
#2's aliegation revealed stafi reporied Resident
#2 said SRNA #8 "heat” up the resident. The
investigation included staff statements; however,
there was no documentation of a conclusion or
results of investigative findings or that the-
approprigte state agencies were notified of the
allegation in accordance with facility policy.

An interview conducted on 08/22/11 at 8:30 PM,
and on 0B/24/11 at 7:05 PM, with the DON
revealed on the morning of §7/21/11, staff
reported Resident #2 had made an allegation that
SRNA #8 had beat the resident up. The DON.
informed-the Administrator and was insfructed not
to-report the aliegation. According to the DON,
.and an interview conducied on 08/22/11 at 7:00
PM, with the Assistant Administrator, SRNA #8
continued to work en 07/22/11, 07/23/11%, and
- Q7/24/11, after the allegation was reporied and
had not been suspended in accerdance with
facility policy. In addition, the DON confirmed
there were no results to the facilify's investigation
or ihat the allegation had been reporied to the J
state-survey and certification agency in C
accordance with facility pelicy. .

An interview conducted on 08/25/11 at 6:05 PM,
~with the Administrator reveaied Resident #2 was
"delusional” so the allegation was not reported 0
all state agencies per policy.

3. Aninierview conducted on 08/23/11 af 10:10
AM, with SRNA #2 revealed on 08/10/11, she
withessed SRNA #8 come into Resident #1's
rcom, lie down on the bed with the resident,
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"spoan” and kiss the resident, and leave the
room. SRNA #2 reported the allegation to her
supervisor (RA #2}. An interview conducted on
08/25M1 1 at 8,10 AM, with RA #2 revealed she did
not report the allegation to administrative staff.

An interview cenducted on 08/29/11 at 4:30 PM,
with SRNA #9 revealed on 08/11/11, Resident #3
told her SRNA #8 was cbserved to be lying on top
of a 90-year-cld woman. The interview revealed
SRNA #9 immediately reported the allegation to
LPN #5. An interview conducted on 08/24/11 af
5:15 PM, with LPN #6 revealed she was informed
: of the allegation at approximately 6:45 AM cn
08/11/11. LPN #6 waited approximately 26 hours
before reporting the atlegation fo the HRD the
next morning on G8/12/11,

A review of the facility's investigation involving
SRNA #8 spooning with Resident #1 revealed
there was no documeniaticn of resulis of

! mvestlgatcve findings or that il the appropriate

: state agencies had been notlﬂed of the aliegation
as per policy.

4. Additional information addressing SRNA #8's
history of abusive behaviors was obtained during
interviews:

¢ An interview conducted on 08/22/11 at 5:26 PM,
with SRNA #1 revealed since 02/11 she had
witnessed SRNA #8 inappropriately kiss several
femaie residents and had reported the behaviors
to the charge nurses and the HRD several times.
There was no documentation this aliegation was
mvestlgated or repcried o the approprlate state
agencies as per policy,
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| Interviews conducted on 08/23/11 at 3:50 PM,

Resident #8 would scream hysterically when

1 the SRNA that it was inappropriate to kiss the

-SRNA's behaviors.to the HRD on two occasions.

with. SRNA #6, and on 08/23/11 at 3:30 PM, with
SRNA #5 revealed SRNA #8 kissed the female

residents inappropriately. SRNA #8 stated

SRNA #8 came info the resident's room. The ;
interviews revealed neither SRNA reported SRNA |
#8's inappropriate behaviors to adminisirative
staff {charge nurses, supervisors, DON, S3D, or
Adminisirater} as required by facility policy.

Interviews conducted on 08/23/11 at 2:27 PM,
with LPN #3, and pn 08/23/11 at 425 PM, with
LPN.#5 also revealed the LPNs had. witnessed
SRNA #8 kiss several female residents. The
interviews revealed prjor to 07/11, both LFNs had
separately "counseled" SRNA #8 and informed

residents. LPN #3 stated she reported the.

LPN #5 stated she counseled SRNA #8 about his
inappropriate behawvior in the presence of the
HRD. "LPN #5 thought the HRD would inform the
DON of SRNA #8's inappropriate behaviors.
There was no documentation these allegations
were reported to administrative staff (charge
nurses, supervisors, DON, $SD, br _
Administrator}, investigated, or reported to the
appropriate state agencies as per policy.

An interview conducted 6n 08/22/11 at 4:45 PM, .
and on 08/24/11 at 6:35 PM, with the HRD
revealed staff had not reported SRNA #8's
actions to her prior to 08/12/11. The HRD stated
that in 06/11 she witnessed SRNA #8 kiss
Resident #4, and had counseled the SRNA. The
interview revealed ihe HRD discussed the
SRNA's behaviors with the DON the next day.
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Thare was no documentation this allegation was
investigated or reported to the appropriate state
agencies as per policy.

An inferview conducted on 08/24/11 at 7:05 PM, -
with the DON revealed she had not been
informed of SRNA #8's inappropriate behaviors
prior to the 0B/12/11 aliegation. Therefore, there
were no investigations conducted.

—A review of the Allegation of Comphance
.| revealed the following:

The facility terminated SRNA #8 on 08/12/11,
when administrative staff was made aware of the
allegation involving SRNA #8 and Resident #1.

The facility initiated an investigztion of the
allegafion involving SRNA #8 and Resident #1,
On 08/12/11, the Assistant Administrator and the
HRD conducied interviews with all staff members
who may have information regarding the
allegatlon '

The faciiity had nursing staff conduct physical : . : .
examinations of all residents SRNA #8 had ' . 1
provided care to during the imeframe of 08/06/11 | ‘ . '
through 08/12/11, to determine if there were any '
signs/symptoms of abuse. -

On 08/30/11, RN #1 and L#’N #1 conducted
interviews with the alert and orlented residents
about possible abuse issues.

On 08/30/11, the Assistant Administrator and the : i
Co-Owner conducted interviews with 13 family 1
' members/visitors, which included family members
' of non-oriented residents to determine if there
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were any signs/sympioms of abuse or any
complainis. - '

On 08/25M1, Legal Coupsel was contacted’
soncerning the Immediate Jeopardy In abuse
investigation, protection, and reporting. Legal
Counsel and Administration immediately began
 review ‘and revisions to the facility's Abuse policy, .
The final revisions were completed on 08/30/11. ' :
Policy changes involved the supervision of staff
conceming the supervisory staff's duty to monitor
and evaluate the staff that may have greater -
potential for abuse. The policy instructs staff to
zdvise supervisors of probiems dealing with
siress. Other policy changes involved the
screening procedure o include a screening
‘process for Administration to use upon hire, in
: addition to.the criminal record checks, abuse
i registry screens, license/certification verification,
- and reference checks. The investigation section
of the policy was also strengthened to ensure:
investigations are initiated upon reports of
suspected abuse as defined in the Investigation
Protocol. The protection séction of the policy was
revised to stete that if a report of abuse is made -
that invoives an employee, that employee will be
: reassigned from resident care or suspanded
. during the investigation.

On 08/25/11 and 08/30/11, the Assistant
Administrator and the Administrator received
training conceming abuse prevention, abuse
protection, abuse invesfigation, and abuse
reporting by Lega!l Counsel,

On 08/26/11, the Education Assistant, the DON,
i and the Co-Owner received training concerning
' abuse prevention, abuse protection, abuse
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-1 policiesfprocedures emphasizing that potential
. abuse must be reported to both the GIG and

investigation, and abuse reporting by the
Assistant Administrator,

On 08/26/11, training was conducted for all 150

| staff members including non-clinical staff during
| each shift {10 AM, 2 PM, 4 PM, and 11 PM)
_concerning abuse prevention, abuse '

investigation, and abuse reporting. The fraining
was conducted by the Education Assistant, the
Assistant Administrator, and the Co-Owner.

Upon completion of the training all staff was given
a written quiz to verify the staff's comprehension
of the material, The facility currently has one staff
person on medical ieave that will recefve this
training upon returning to work.  All new staff will

receive this training upan daie of hire. Continuad :

abuse training will be conducted on a bi-annual
basis for all staff.

On 08/26/11, supervisory staff received specific
fraining on recognizing situations that may
indicate stress on staff because staff working :
under excessive emotional stress was more likely ;
to be impatient with a greater likelihood of
committing abuse. The training was conducied
by the Education Assistant, the Assistant
Administrator, and the Co-Owner.

On 08/26/11 and 08/30/11, all Department Heads
received specific training about the new

DCBS with the final results of the investigafion
communicated within five working days. Upon
completion of the training all Department Heads
were given a written quiz to verify the staffs
comprehension of the material. The training was

conducted by the Education Assistant, the

F 228
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Assistant Administrator, and the Co-Owner.

On 08/26/11, an Abuse Response Checklist File

"| was developed and distributed to the Department
Heads io assist the st=ff in following the correct
procedures. The Checklist File consists of the
Self Reporting Form published by the OIG.

The DON will review compliznce with training , i
requirements and will report any and all findings )
o the Quality Assurance committee on a
guarterly basis, which will menitor the facility's
compliance. ' "

The treatment nurse will monitor residents on a
daily basis for any skin changes or signs of
poteniial abuse. Any suspected or actual abuse
discovered by the treatment nurse will be -
reported fo the charge nurse. The charge nurse
is required to report the findings fo the DON, who
will immediately report to the Assistant
Administrator.

The Abuse Respense Checkiist File for the ;
Department Heads will waik the individual through
i the steps that should be taken when abuse is
suspected or reported, Afl reports of suspected

: abuse will be immediately reported to the charge
nurse. The charge nurse wili immediately report
the suspected abuse fa the DON, who wilt
document the allegation on the 24-hour nurses’
report, : '

The DON and the Assistant Administrator will ;
review the 24-holr nurses’ report on a daily basis’
-and wili report any alleged abuse to the

"+ Administrator and the appropriafe state agencies.
Upon report of any alleged violations the
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Administration will thoroughly investigate the
allegation.

: The Administrator and the Assistant Administrator
rwill monitor any suspected or actual abuse
according to facility poficy to ensure the resident '
is protected by suspending or reassigning the
alleged perpetrator, if an employee, during the
invesiigation process. The Administrator and the
Assistant Administrator will also monitor that a
conclusion {o the investigation is completed and
that reporting has been made to the appropriate
agencies, . :

The Quality Assurance Commitiee will receive all
reports of suspected or actuat abuse and will
rmonitor to ensure compiiance with facility policy .
and regulation.

~The surveyors validated the correciive actions
| taken. by the facility as follows;

A review of the Employee Master Change Sheet
revealed SRNA #8 was ferminated effective
08/12/11, by the Human Resources Direcior.

A review was conducted of the facility's
investigation. The investigation was.initiated on
08/12/11, when administrative staff received the
report of the abuse and SRNA #8 was
immediately. removed from the facility and
escorted off the premises by local Police.

A review of the physical examinations of
residents. cared for by SRNA #8 on 08/06/11.
through 08/12/11, was conducted. Skin
assessments for eight residents under the care of
SRNA #8 were conducted and documented by
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: LPN #3 and each resident was questioned by
LPN #8. Interview with LPN #3 on 08/01/11,
revealed the LPN had conducted the skin
assessments at the request of the Human
Resources Director after SRNA #8 was escorted
from the facility. According to LPN #3, no injuries ] . :
or skin changes were noted. Skin assessments ’ ‘ ‘ :
+ conducted during the survey revealed no injuries .
{of unknown source. Interviews were conducted
with family members of Residents #1 and #4.

The family members denied any injuries or
mistreatment of the residents.

A review of {he documentation of interviews with
alert/oriented residenis and family members
conducted by RN #1 revealed no identified
problems from the interviews. Aresident group
interview was conducted by surveyors on
08/30/11 at 10:00 AM, and no reports of
abuse/neglect were reported.

A review of the facility's revised policy/procedure
for abuse/neglect revealed the facility had
addressed alt requirements for the
policy/procedure. The revised poitcy/procedure
included education io address staff behaviors that
would indicate a potential for abuse. The
invesiigation section of the policy/procedure
addressed the need fo immediately notify state
agencies and reporting requirements for

"| suspected abuse/negiect of residents.

Inferview on 09/01/11 at 10:35 AM, with the
facility's Legal Counsel revealed the Legal
Counse} had educated the Administrator and
Assistant Administrator on abuse/neglect and the : 7 . ;
regulatory reqmrements for Long Term Care . ‘ ;
Facilities from 08/12/11 through 08/30/11. ’

FORM CMS—ZSS?(UZ-QQ) Previous Versions Obsolete - Event ID:7FQ711 . Facility [D: 100037 : if continuation shest Page 50 of 82



DEPARTMENT OF HEALTH AND HUMAN SERVICES . ' - PRINTED: 1012/2011

, FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (43) DA'i'E SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ' ) COMPLETED

' - A BUILDING
- N . C
B. WING . :
185264 __09101/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

203 BRUCE COURT, PO BOX 426
DANVILLE, KY 40423

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES E 0 : PROVIDER'S PLAN OF CORRECTION {X8)

CHARLESTON HEALTH CARE CENTER

PREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
’ - DEFICIENGY)
F 228 Continued From page 50 : F 226

- According to Legal Counsei, the Administrator
and Assistant Administrator were educated on
reporting requirements of suspected abuse and -
what the definitions for

1 abuse/neglect/misappropriation were. Review of
the revised facility policy/procedure revealed the
policy met regulatory requirements.

A review of the facility's training records revealed
evidence that all employees of the facility except
for one had received training on abuse/neglect

: from administrative staff on.08/26/11. One facility
employee was on medical leave and will be
educated prior fo being allowed to work. The
attendance rosters for the training were
compared fo the facility's time reports for activa
working employees and confirmed all employees |-
had recefved education in abuse/neglect and had
recefved a copy &f the facility policy/procedure.

' The facility's documentation included evidence of
i each siaff member having successfully passed a
quiz concerning the information given in the ;
abusefneglect fraining. Staff interviews were .
conducted on 08/31/11 from 3:40 PM to 4:30 PM,
and on 09/01/11 at 11:42 AM, with LFN #11, LPN
#12, KMA #2, SRNA #14, SRNA #15,
Housekeepear #1, and Housekeeper #2 related to
. the facility's abuse/neglect training. Staff verified
the receipt of training and each had received a
copy of the facility's revised policy/procadure.

A review of the facility's training records revealed |
evidence the facility's Department Heads had

: received training in abuse/neglect and reporting.
The Checklist File was included in the facility's
documentation.

A review of the facility's 24-hour Nuréing Report,

: ] -
FORM CM3-2537(02-28) Previous Versions Obsolete Event IB:7F0T11 Fagility iD: 100037 i continuation sheet Page 51 of 82




DEPARTMENT OF HEALTH AND HUMAN SERVICES ' P o PRINTED: 10/12/2011

" FORM AFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . A OMB NO. 0838-0381-
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA - | (x2) MULTIPLE CONSTRUCTION : {(X3) DATE SURVEY
AND PLAN OF CORRECTION ADENTIFICATION NUMBER: : . COMPLETED
. A BUILDING '
B. WING C
- 185284 ' 09/61/2011 :
NAME OF PROVIDER OR SUPPLIER 7 STREET ADDRESS, CITY, STATE, ZIF GODE :
) 203 BRUCE COURT, PO BOX 428 '
CHARLESTON HEALTH CARE CENTER : . : :
R o . DANVILLE, KY_ 40423 )
{(X4) ID " SUMMARY STATEMENT OF DEFIGIENCIES . o 7 PROVIDER'S PLLAN OF CORRECTION i (x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION i
TAG & REGULATORY OR LSC IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE ARPROPRIATE DATE :
i ‘ } ‘ _ DEFICIENCY) :
F 226 i Continued From page 51 : ‘ F226i 2

used as the monitoring tool for signs of abuse, :
revealed documentation of daily monitoring of ' : S g
residents including any changes-in condition or
new orders. Interview with the Assistant . - '

| Administrator on 09/01/41 at 11:10 AM, revealed — o I . ,
the 24-hour - Nursing Réport was reviewed on a : _
dally basis and any concerns were investigated. '
The Assistant Administraior stated the results of .
the menitoring would be part of the facrlliy $
Quaiity Assurance process

The State Agency determined the Immediate
Jeopardy was removed on 08/31/11, prior fo exit,
which lowered the scope and seventy to "E" while
the facifity moniters the effectiveness of the o
systematic changes and quality assurance :
. . | activities, '

F 253 | 483.15(h){(2y HOUSEKEEPING & . F 253

s5=0 | MAINTENANCE SERVICES ‘ :

The facility must provide housekeeping and
maintenance services necessary o maintain a
-sanitary, orderly, and comfortable interior.

This REQU[REMENT ts not met as evidenced ' L ‘ !
by . :
Based on observation, interview, and review of
facility poficy/procedures it was determined the
facility failed to ensure the wheeichair for one (1)
of twenty-two (22) sampled residents (Resident
#4) was kept ciean and sanitary. The resident's
wheelchair remained scnled for two days during
the survey

The ﬂndlngs tnciude
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:
: Review of the faciiity policy/procedure

! waste, and odors from wheelchairs, The
policy/procedure did not designate who was
t how frequently the whealchairs were to'be
cleaned.

PM, 4.00 PM, 5:26 PM, andg 6:02 PM and on

i resident utilized a wheelchair for out of room
activities. The wheelchair was fitted with a

i right side of the cushion and on the seat of the

above the wheal had a light brown-colored

below the arm rest.

! be severely cognitively impaired and had
i moderate visual impairment, An interview with
i Resident #4 could not be conducted.

Interview on 08/30/11 ét 9:20 AM, with State
- Registered Nursing Assistant (SRNA) #4

: least one time each week and more often if the
: wheeichair had "stuff" on it. SRNA #4 was

1

i unaware when the wheelchair was last cleaned

1

i "Wheelchair Cleaning Procedure" (no date given)
revealed staff was required io remove soil, foed,:

! responsibie for cleaning resident wheelchairs or

Observations of Resident #4 on 08/29/11 at 3:30
08/30/11 at B;30 AM and &:20 AM, revealed the
pressure reiieving cushion. The cushion on the
wheelchair had debris ana food particles on the
whseichair. The outer right side of the wheelchair
substance In a smear pattern approximately six

inches in width and three inches in height starting
Review of the comprehensive assessment, dated
as completed 10/15/10, for Resident #4 revealed
' the resident had been assessed by the faciiity to

- revealed residents' wheelchairs were cleaned at

: but stated it should have been cleanad when the
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The services provided or arranged by the facility

[ by:

| review it was determined the facility failed to L
ensure care was provided in accardance with thé

PERSONS/PER CARE PLAN

must be provided by qualified persons in
accordance with each resident's written plan of
care. -

This RE_QUIREMENT is not met as evidenced

Based on observation, interview, and record

plan of care for one (1) of twenty-two (22}
sampled residents, A review of.the plan of care
developed for Resident #8 revealed staff was to
utilize a bed alarm on the resident's bed o alert
staff if the resident attempted to rise from the bed-,
unassisted. However, an observation conducted
on 08/29/11, revealed the resident's bed did not
have & bed alarm in place.

The findings include: " ' -

An interview conducted with the Acting Director of
Nursing (DON) on 08/31/11 at 10:00 AM,
revealed the facility did not have a specific policy
related ta staff compliance with sach resident's
pian of care,

A review of the medical record revealed Resident '
#8 was diagnosed with Aizheimer's, Psychosis, !
and Osteoarthritis. A review of the most recent
quarterly Minirmum Data Set (MDS) assessment

for Resident #8 revealed the resident's cognition .|

was severely impaired and the resident was
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resident was placed in bed.
F 2821 483.20(k}3)i) SERVICES BY QUALIFIED F 282
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" assessed to be a fall risk. .

Observation of Resident #8 conducted on 8/29/11
at 4:25 PM, revealed the resident was lying in a !
low bed and a personal bed alarm was notin
place. o : S |

An interview conducted with Kentucky Medication -
Aide (KMAY#1 on 8/25/11 at 4:35 PM, revealed |
; the KMA had transferred the resident to bed from

¢ a wheelchair and forgot to fransfer the alarm from
i the chair to the bed and attach the alarm to the
resident - ' ;

F 314} 483.25(c) TREATMENT/SVCS TO o F 314
55=0 | PREVENT/HEAL PRESSURE SORES '

Based on the cormprehensive assessment of a
*| resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonsfrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenéed
by: . _
‘| Based on observations, interviews, and record
review it was determined the facility failed to
‘ensure two {2} of twenty-two (22} sampied
| residents &t risk for pressure sores received
necessary treafment'and services to promate
healing and prevent the development of new
sores. Staff failed to identify a pressure sore on |
Resident #8's skin, In addition skin :
- assessments/body checks were not completed

i
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A review of the facility policy titled "Prevention .

and Care of Decubitus” (revised 08/07/03)

_| revealed breaks in residents' skin were required
to be reported at once,

A review of the facility policies titled "Treatment of
Skin integrity Problems" and the "Body Check
Folicy" (undated) revealed all residents were to
receive appropriate interventions to prevent and
treat skin integrity problems. Additional review
revealed a weekly body check was required fo be
done on all residents and documentation of the
findings was 1o be made in the nursing notes.

1. Record review revsaled facility staff conducted
a Comprehensive Minimum Data Set (MDS)
assessment and Care Area Assessment dated
'05/06/11 for Resident #8 and the resident was |
assessed to be at increased risk for pressure '
ulcers due to functional declines and
incontinence. Care pian intervenfions revealed
staff was to assess the resident's skinon a
weekly basis. Continued record review revealed
the most recent skin assessment conducied for
Resident #8 was on 08/07/11, and the resident's
“| skin was noted to be warm, dry, and intact with
redness to buttocks. Record review revealed -
another skin assessment was not conducted until
08/23/11, 16 days later when requested by the
surveyor.

Observation of Resident #8's skin conducted on
'08/23/11 at 3:20 PM, revealed the resident had a
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accordmg to facility policy for Residents #8 and
#20.
The findings include;
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0.3 by 0.4 centimeter open area o the left
buttocks. '

An interview conducted with Licensed Pracfical
Nurse (LPN) #13 on 08/23/11 at 3:20 PM,
revealed the LPN was assigned to provide care
for Resident #8, was not aware of the operi area -
on resident #8's buttocks, and was not aware why
Resident#8's skin had not been assessed waekly
since 08/07/11.

An interview with SRNA #15 conducted on
8/30/11 at 11:00 AM, revealed the SRNA
provided care for Resident #8 on 08/23/11, and
had not observed the open area, The SRNA
stated staff was reguired to report any open areas
to the nurse immediately for assessment and
treatment. In addition the SRNA stated she must
have missed the open area when she provided
care to Resident #8. :

2. Review of the facility policy/procedure
"Preventative Skin Care Program” {no effective
date) revealed residents would be provided with a
skin assessment at admission and a weekly skin
assessment would be completed throughout the
resident's admission. The policy stated the skin
assessment would be docurnented in the
patient's reccrd by a Regisiered Nurse {RN) ar
Licensed Practical Nurse (LPN).

Observations on 08/31/11 at 10:00 AM, revealed
the resident was in bed positioned on the ledt
side. Observations by the surveyor on 08/31/11
at 10:00 AM, of a skin assessment of Resident
#20 conductad by facility staff revealed no open
areas or nonblanchable reddened areas,

F314
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! Review of the medical record of Resident #20

revealed the resident was admitted to the facility
on 08/06/09, with diagnoses that included
Alzheimer's dementia, Depressive Mental
Discrder, Alcohol Abuse, and Hypertension.

for Resident #20 with an assessment completion
date of 08/04/11 revealed the facility assessed
the resident to be at risk for the cevelopment of
pressure ulcers.  The resident was assessed to
require a pressure reducing device for the bed
and applications of ointments and medications to
the skin. : ‘

 Review of the nursing notes for Resident #20
{ from 05/28/11 io 08/30/11, revealed a skin

assessment was performed on 06/01/11, and the
resident was observed to have reddened areas fo
the buttocks. Further review of the nursing notes
revealed staff had not conducted a skin
assessment for Resident #20 from 06/01/11 until
0712711, a timeframe of approximately 8 weeks.
The nursing notes-dated 07/27/11, documented
no new reddened or open areas were observed.
A skin assessment was completed on 08/03/11,
with no open or reddened areas ideniified.” There
was nho documentation of skin assessments until
08/22/11, when staff discovered an unstageable
pressure ulcer to the resident's left butiocks while
bathing the resident. A skin assessment was
documenied as completed on 08/24/11, that

documenied a treatment had been applied to the

resident’s buttocks.

 Interview on 08/31/11 at 10:50 AM, with Licensed
¢ Practical Nurse (LPN) #11 revealed Resident #20
iwas on the facility's schedule to receive weekly
‘ gkin assessments on the 3-11 PM shifteach .

Review of the annual comprehensive assessment | .

i

F 314
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Wednesday. According to LPN #11, the
freatment nurse on each shift was responsible for
conducting skin assessments, LPN #11 stated

i she was unaware if anyone monitored io ensure

: skin assessmenis were conducted. LPN #11

! stated she was made aware of the resident's skin
! breakdown on 08/22/11, by the SRNAs preparing

' io bathe the resident. The LPN stated she

observed the area and it was not stageable
because it was covered with a "scab." The LPN
stated the “scab" fell off a few days later and LLPN
#11 did not know why the skin assessments for
Resident #20 were not completed as required.

The Director of Nursing was out of town and
unavailable for interview,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faciiity must ensure that.the resident ‘
environment rermains as free of accident hazards

i as is possible; and each resident receives
! adequzte supervision and assistance dewces to

prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on environmental observatron interview,
and z review of the facility malntenance pollcy it

' was determined the facility failed to ensure the
, resident environment remained as fres of
i accident hazards as was possible. Hot water

temperatures in resident rooms and baths on the
C Hall were 120 to 130 degrees Fahrenheiton

F 314
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(8/20/11; and electrical ppwer cords and
television cables were not setured in resident
rooms and presented an entanglement hazard for
residents.

The findings include:

1. A review of the facility pb[icy and procedure for
| water temperatures {undated) revealed water '

temperatures were checked three times a week,
at random. Additionzl review of the policy
reveaied any time the water temperature was not
100 to 110 degrees Maintenance would '
immediately adjust the hot water source to correct
the water temperature, C

‘Observations of water temperatures conducted

ornt 08/30/11 at £:00 AM, revealed the hot water
temperature in resident room 104 was 126
degrees Fahrenheit at the residents’ sink ahd 130
degrees Fahrenheit in the residents’ bath.

Observation ont 08/30/11 at 8:15 AM, of the hot
water heater for the C Hall revealad the water
termperature thermostat was set at 120 degrees
and a mixing valve was present on the hot water
outlet line. Further observations revealed the
outiet line did not have a thermometer to monitor
the hot water temperature.

An interview conducted with the Maintenance
Director on 08/30/11 at §:15 AM, revealed the’
facility water thermometer was broken and had
not been replaced. The Maintenance Director
adjusted the hot water temperature to 112
degrees but did not adjust the mixing vaive.

Observations of the water temperatures in C Hall

F 323
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rooms 101-105 conducied on 08/30/11 at 10:15
AM, after the water heater had been adjusted,

revealed the hot water temperatures were 120
degrees Fahrenheit, :

Cn 08/30/11 at 10:30 AM, the Facility Co-Owner
adjusted the mixing valve, and the water ' -
ternperature decreased to 80 degrees
Fahrenheit.

An interview conducted with the Co-Owner on
08/30/11 at 10:30 AM, revealed Maintenance had
made repairs to the water heater piping on
08/29/11, and had accidentally turned the maxmg i
valve, - :

3

A review of the facility water temperature log for
the month of 08/11 revealed that the water
temperature for the G Hall was checked on
08/29/11. However there was no evidence the,
water temperatures were checked after repairs
were made to the water heater piping an
p8r2g/11.

2. A review of the facility Maintenance Policy - ‘ :
(undated) revealed maintenance requests were :
made by staff and docurmented in maintenance
binders at each-nurses' station and the binders
were checked by maintenance staff two times
daily.

Observations conducted during an environmental
tour with the Maintenance Director on 08/31/11 at
i 8:55 AM, revealed television cables with

| profruding sharp wires hanging from the ceiling at :
i eye level near the resident sinks in resident

: rooms 35 and 37. In addition, loose eiectrical
cords were observed hanging from resident
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i An interview conducted with the Maintenance

! considered satisfactory by Federal State or local
"authorities; and

| This REQUIREMENT is not met as evidenced

i keep hair covered/contained during meal

Continued From page 61 -
televisions in rooms 11, 13, 18, 103, and 104,

Director on 08/31/11 at 8:55 AM, revealed that he
made rounds and checked the maintenance logs
daily and had not noticed the television cords and
cabies hanging down. Additional interview

revealed the Maintenance Director had not

received any work orders to repair or reroute the i
cables. .
483.35(j) FOOD PROCURE, -
STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved or

(2) Store, prepare, distribute and serve food
under sanitary conditions

by: .
Based on observation, interview, and review of
facility policy/procedures it was determined the
facility failed to ensure three (3) of three (3}
dietary staff members kept their hair contained
during mea! preparation.

The findings include:

Review of the facility policy/procedure related to
dietary sanitation revealed siaff was required to.

preparation.

F 323
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Observation of the evening meal preparation was
conducted on 08/29/14 at 4:32 PM. The Distary
Manager was observed wearing a hair net to ' . ‘ ‘
cover her hair. The hair net did hot cover the ' o '

back of the Dietary Manager's hair from the level
of the ears down to the neck. Dietary Aide (DA)
#1 was preparing containers of coffee for tray line
distribution. DA #1 had a hair covering in place;
however, stands of hair approximately three
inches in length were hanging onfo the DA's back
outside of the hair cavering. Continued
observations revealed DA #2 went info the

walk-in covler, obtained chilled foods, and
refurned to tray {ine preparation. DA#2 had no
head covering on,

Interview with DA #2 on 08/29/11 at 4,35 PM,
reveaied staff was required to have their hair
covered in the Dletary Department. DA#2 : - ‘
confirmed she had entered the food cooler : ' i oo 3
without a hair covering and stafed the covering . '
"must have fafien off."

Interview with the Dietary Manager on 08/28/11 &t
5:04 PM, reveated staff in the Dietary Department
should have their hair fully contained, especially
during food preparation. The Dietary Manager
was unaware staff was not covering their halr as
requ:red

F 441 483.65 INFECTION CONTROL, PREVENT F 441
SS=F SPREAD LINENS ’

The facility must establish and maintain an : : : E
Infection Control Program designed o provide a | : : :
safe, sanitary and comfortable environment and ' | ; i
"o help prevent the development and transmission
of disease and infection.
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{a) Infection Control Program
The facility must establish an Infection Control
Program under which it -

in the facility;”

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3} Maintains a record of incidents and corrzctive
actions related to infections. .

{b) Preventing Spread of infection

{1) When the |nfection Control Program

1 determines that a resident needs isolation to
orevent the spread of infection, the fac:fllty must
isolate the resident.

{2) The facility must prchibit employees with a

I cammunicable disease or infected skin lesions

i from direct contact with residents or their food, if
 direct contact will transmit the disease.

(3} The facility must reguire staff to wash their

‘ | hands after each direct resident contact for which
hand washing is indicated by accepted
professmnal pract!ce

(c) Linens

! Personnel must handie, store, process and
A transport linens so.as to prevent the spread of.
: lnfectlon

This REQUIREMENT is not met as eviderced
by: .

Based on observation, interview, and facility
policy review it was determlned the faclity falled
to ensure effective infection control measures

(1) Investigates, controls, and prevents infections |

i

F 441
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were utilized by facility staff to prevent the spread -
of infection. Chservation of incontinence care
provided to Resident #g on 08/28/11, revealed
staff failed to wash their hands and/or change
gioves when applicahle and failed fo provide a i
sanitary environment by placing soiied linens on
the resident's bed rail and floor. Additionaily, the |
: facility failed {o ensure that glucormeter machines
: were cleansed/disinfected in accordance with

: manufacturer's recommendations.

The findings include:

1. A review of the facility's infection Control policy
(undated) and Nursing Services policy (undated) -
revealed the facility would maintain an infection
control program designed to provide a safe and
sanitary environment and prevent the
development of disease and infection. According
.| to the policies the Director of Nursing {DON)
would enforce policies and procedures, crient,
instruct, and supervise personnel. During
employee onentation instruction would be given
which emphasized handwashing techniguas and
handiing of linen znd contaminated materials.
The policies further detailed that monitoring of
ampioyee performance in regards to infection
control would be maintained with additional
instruction given as needed.

An observation of State Registerad Nurse Aides
{SRNAs) #12 and #13 as they provided :
incontinence care to Resident #9 was conducted - : _ ' i
on 08/29/11 from 1:00 PM until 1:55 PM. During : o S ' o
the observation Resident #9 was observed o be ) ’

soiled with a large amount of Ipose liquid stool.
Observation revealed the heel flotaticn device -
utilized by Resident #8 was soiled with stool and
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"1 then returned to the room with clean washcloths

'| the hee! floatation devica from the floor'and place

observation.

Continued From page 65

SRNA #12 was observed io wipe the hael
fiotation device with a damp washcioth that had
been used to clean Resident #9's buttock area,
and then place the heel flofation device on the
floor. The SRNAs were observed to place linen
on the resident's bed which was soiled with the
liquid stool, and failed to clean the air mattress
that Resident #9 was lying on, despite the
mattress being visibly sofled and wet from the
ligquid stool. SRNA #13 was observed o place
the stool-saturated washcloths on Resident #9's’
bed raif. SRNA#13 was also observed to
rermove her soitled gloves and exit the room
{having o apen the door by utilizing the door
knob) and failed to wash her hands or use hand
sanitizer prior to leaving the room. SRNA#13

which the SRNA stated she obtained from the
clean linen cart, The soiled linens that contained
the large amount of pobled loose liguid stool were
placed on the floor beside Resident #9's bed, and
SRNA #12 was observed to walk on the soiled
finens. After completicn of incontinenca care for
Resident #9, SRNA #12 was observed fc retrieve

it in the bed under Resident #9's ankles. SRNA
#12 was observed 1o then move the resident's
urinary catheter from one side of the bed to the
other and adjust the tubing, with the same soiled
gloves utifized throughous the incontinence care .

interviews were conducted on 08/29/11 at 2:20
PM, with SRNA #13, and at 2;25 PM, with SRNA
#12. Both SRNAs stated they recently became
SRNAs (SRNA #12 on 04/08/11, and SRNA#13
on 07/08/11) and had not recelved training at the
facility regarding infection control procedures

. F 441
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related fo incontinence care to residents. The
SRNAs stated they had completed inconfinence
care while attending SRNA classes, but had .
never been "watched” or evaluated since being
employed by the facility te ensure they were
providing care correctly. SRNA #13 staied she
placed the soiled washcioths on Resident #9's
bed rails "because | couldn't reach the bedside
table” stating the bedside tabie would have been
the appropriate place to place the soiled cioths,
and stafed she "“forgot” to wash her hands after
she removed the soiled gloves prior to obtaining
clean washcloths, Both SRNAs reportedly "didn't
think" about cleaning Resident #3's air matiress
even though i was visibly wet from the stool.
SRNA #12 stated she was unaware that the
soiled finens or the adaptive equipment (heel
floatation device)} sheuld not have been placed on

‘1 the ficor, and did not think the adaptive

equipment reguired additional cleansing.

An interview conducted with LPN #10 on 08/29/11
at 2:36 PM, revealed she had "noticed some
concerns” during the observation of incaontinence
care for Resident #3, such as the SRNAs not
washing their hands when indicated and placing
solled linens on the floor. However, LEN#10
stated she "mainly passed meds" at the facflity
and was cnsure if she shouid correct or instruct
the SRNAs on appropriate infection control
measures, and indicated-that would have been
the responsibiiity of the charge nurse. However,
PN #10 stated she had failed to nofify the

i charge nurse of her "concerns" regarding the
i observation of incontinence. care for Resident #9.

tnterviews were conducted on 08/31/11 at 11:30
AM, with the Human Resources Director (HRD;}

F 441
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and at 1:20 PM, with the MDS Coordinator. The
HRD stated that SRNAs were placed with other
SRNAs (preceptors) to work “on the floor" for two
weeks after being hired by the facility. The HRD

 stated the SRNA's "preceptor” would be
i responsible to train the newly hired SRNA in each

area on the Orientation Checklist, which included
including infection control standard precautions.
However, the HRD stated the facility did not
require the newly hired SRNAs tc demonstrate
any-competency evaluation after completion of
the two week orentation, and did not have a
system in place io evaluate or to ensure the
employae responsibie for training a new
empioyee was competent in the performance
listed on the'checklist. Although the Minimum
Data Set (MDS) Coordinater had signed the
Crientation Checklists (undated) for SRNAs #12
and #13, the MDS Coordinator stated her
S|gnature was only to verify that 2ach item had a
check mark by #, not that the SRNA was
competent in or safe {o perform the skilt.

An interview on 08/31/11 at 2:00 AM and 10:00
AM, with Registered Nurse (RN) #1/acting DON
revealed the facility did not have a systemin,
place to periodically evatuate or ensure staff was
competent to provide patient care, or used
effective infection contrel measures,

2. Review of the facility's policy/procedure
"Cleaning and Sanitizing the Glucometer' (no

effective date} revealed staff was required to wipe

the giucometer before each use with an alcohal
prep or a sanitizing wipe and allow the surface to
air dry.

' Review of the manufacturer's directions for use

F 441
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for the Sani-Wipe (brand name) disinfectant
utilized by the facility to clean the glucometer
revealed in order to disinfect a surface the wipe
was {o be used on the entire surface. According
to the manufacturer, for the disinfectant to be
effective the surface of the gluzometer should be
: visibly wet for two rnlnutes to ensure adeguate

: disinfection.

Observations on 08/34/11 gt 11:05 AM, revealed
Licensed Practical Nurse (LPN) #10 obtained a
blood specimen for glucose tasting from an
unsampled resident (Resident #A), After use of
the glucometer, LPN #10 obtained a Sani-Wipe,
wiped the surface of the giucometer, and placed
the device back info the storage area for the next i
use. The LPN failed to ensure the surface of the | -
i device was kept visibly wet for two minutes as i
| directed by the manufacturer.

Interview with LPN #10 cn 08/31/11 at 11;10 AM,
revealed the LPN would wipe down'the
glucometer with the Sani-Wipe. LPN #10 stated
she was unaware of the manufacturer's directions o : :
for use of the Sani-Wipe. Acc:ording to LPN #10, A . S
she had been told to just W|pe the glucometer :

down. w1th the wipe. .

During an interview on 08/31/11 at 11 15 AM, with
LPN #11 it was révealed the LPN was unaware of
the manufacturer's directions for use of the
Sani-Wipe. LPN #11 stated staff used the wipe

- i as though it was an alcohot swab and did not

- : wipe for any amount of time. _ i
F 490 483.75 EFFECTIVE" ‘ F 4380
§8=K | ADMINISTRATION/RESIDENT WELL-BEING ‘

A facility must be administered in a manner that
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enables it to use its resources effectively and
efficiently to attain dr maintain the highest
practicable physical, mental, and psychosocial
weil-being of each resident.

This REQUIREMENT is not met as evidenced
by . o

Based on interview, record review, facility
investigation review, and facllity policy review, it
was determined the facility failed io be
effectively/efficientty administered in a manner
that maintained the highest physical well-being for
two (2) of twenty-two {22) sampled residents
(Residents #1 and #2), The facility failed to have
an effective system in place to ensure facility
policies/procedures related to abuse/negiect .
prevention were implemented.

A review of documentation and interviews
conducted revealed during the months from
07/11 until 08/11 faciiity staff became aware that
SRNA #8 had exhibited abusive behavior toward
two of sevenizen sampled residents {Residents

#1 and #2). The facility's Adminisiration falled t© ;

ensure staff immediately reported all aliegations
of abuse to administrative siaff and appropriate
siate agencies. In addition, the Administration
failed to ensure residents were protected from
abuse during the facility's investigation by

allowing the alieged perpetrator o continue to

provide direct resident care and failed to ensure &
thorough investigation was conducted of all

: allegations. (Refer io F223, F225, and F228.}

The Administrator's failure to ensure facliity
policies/procedures related to abuse/neglect

F 498G
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prevention were implemented caused, or is likely
to cause, serious injury, harm, impaimment, or
death to residents in the facility, to include -

| Residents #1 and #2. Immediate Jeopardy and
Substandard Quatity of Care (SQC) was
determined to exist on 07/19/11,

1 . i
i An acceptable Allegation of Compliance (AQC) | ' :
- was received on 08/31/11, which alleged removal ‘ : i
.. of Immediate Jeopardy on 08/31/11. The State

- Agency determined the immediate Jeopardy was
removed on'08/31/11, prior to exit, which lowered
i the scope and severity to-"E" while the facility
monitors the effectiveness of the systemic
changes and quality assurance activities.

The findings include:

A review of the facility's Abuse Policy (revised |
08/0B/00) revealed, "in the event of any evidence !
to cause to believe that a resident has suffered )
any abuse; the employee, visitor or famity . ' C i
: member are requested to report any/all
allegations, suspicion, or incidents to the
administration of the facility, i.e. charge nurses,
supervisors, DON, 88D, or administrator.” The
policy stated, "Upon report of any allegations or
violations, the administration will thoroughly
investigate the situation. Any employee .
suspected of abuse, neglect, or disregard for
resident welfare will be suspended from direct
resident care while the investigation is in-
progress.” The review revealed the investigation
“would include, but net be limited to, the following: -
“names of all individuals involved, witnesses that
actually viewed the incident, the
resident'sffamily's statement cancerning the
incident, when and where the incident occurred,

FORM CMS-2867(02-99) Previous Versions Obsclets Event [D: 7F07 11 Facility 1D 100037 If continuztion sheet Page 71 of 82




DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 10/12/2011

’ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0381 .
- | STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA - %2 MULTIPLE CONSTRUCTION {%3) DATE SURVEY !
AND PLAN OF CORRECTION SDENTIFICATION NUMBER: ) COMPLETED i
. . ‘ A BUILDING
B. WING c
_ 185264 ' : ) 09/01/2011
NAME OF PROVIDER OR SUPFLIER _ STREET ADDRESS, CITY, STATE, ZIF CODE
CHARLESTON HEALTH CARE CENTER - {209 BRUGE COURT, PO BOX 426
. ‘ DANVILLE, KY 40423 o
o4 D SUMMARY STATEMENT CF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ) ;
PREFIX ! (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX * (EAGHCORRECTIVE ACTION SHOULO BE ¢ COMPLETION ;
TAG | REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
. - ‘ : DEFICIENGY)
F 430 | Continued From page 71 - : F 490 ;
and any evidence of injury or abuse present on
the resident's body or in the resident's actions,
The policy revealed, "The results of the
investigation shalt be documenied and ptace in

the investigation file." The policy also revealed,

: "After knowledge of an allegation of abuse, the
administrator, director of nursing or social service
director shall report it to Adult Protective Services
and the Cabinet for Human Resources
immediately. The results of all investigations wilf
be reported fo the same agencies within five (5}
working days of the incident.”

1. An interview with Certified Medication Aide
{CMA} #1 on 08/22/11 at 2:45 PM, revealed on

1 07120/11, Certified Medication Aide (CMA) #1
reported to the Director of Nursing (DON} that . -

'| State Registered Nurse Aide (SRNA} #8 had
been physically, mentally, and verbally rough with | - : , ;
Resident #2 and Resident #8. [nterviews with the : _ !
DON on 08/22/11 at 6:30 PM, the Assistant
Administrator on 08/22/11 at 7:00 PM, and the
Assistant Administrator and Administrator on i ,
: 08/25/11 at 6:05 PM, revealed they were unaware :
of this allegation. - Therefore, the facility had no '
documentation that administrative staff
investigated or notified the appropriate state
agencies regarding this allegation or protected . _ )
the residents from further potential abuse, o ' i

2. On07/21/11, Resident #2 reported SRNA #8 ‘

- had physically abused Resident #2. A review of ) i
| the facility's undated investigation revealed the : ‘ :
Administrator was notified of the allegation at
approximately 8:20 AM on 07/21/11, and
instructed the DON "not to report as this didn't
happen. The DON's statement revealed at . . ) i
112:10 PM on 07/21/11, the DON reported the , |
; | :

FORM CMS-2567(02-89) Pravicus Versions Obsalele Evertt ID:7F0711 Facility ID: 100037 ‘ If continuation sheef Page 72 of 82

o



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

PRINTED: 10/12/2011
FORM APPROVED
OMB NO. 0938-0381

- allegation again to the Administrator who stated,
: "Quit worrying about this;" the resident js "crazy.”
t Further review of the investigation revealed

: SRNA #8 continued to provide direct care to

: residents from the time the allegation was _

: reported on 07/21/11, until 07/25/11 at 3:00 PM,

: when the SRNA was suspended for two days. A
review of the investigation reveaied the facility
had failed fo determine a conclusion of their
investigative findings and the appropriate state
agencies had not been notified of the allegation.
An interview with the DON on 08/22/11 at 6:30
PM, revealed staff reported Resident #2's
allegation on 07/21/11; however, SRNA #8
continued io provide direct care to residents on
07/22/11, 07/23/11, and 07/24/11. The DON
confirmed she did not conduct a conclusion te the
faciiity's investigation and no one notifled the
appropriate state agencies of the allegations. An
interview with the Administrator on 08/25/11- at
6:05 PM, revealed he was informed of Resident
#2's allegation on 07/21/11, and, due to the
resident being "delusional,” the aliegation was not
reporied to the appropriate state agencies.

: 3. An interview with SRNA #2 on 08/23/11 at
110:10 AM, revealed on D8/10/11, SRNA #2

: reported to her supervisor (Restorative Aide #2)
she had withessed SRNA #8 lie on the bed and -
"spoon” Resident #1, however, the Resiorative
Aide (RA) did nof report the allegation ¢
administrative staff (charge nurse, supervisor,
DON, 88D, .or Administrator) as required,
Internview with Licensed Practical Nurse {LPN) #6
on D8/24/11 at 5:15 PM, revealad she was
informed at approximately 6:45 AM on 08/11/11,
that SRNA #8 was in the bed with a female

i resident. LPN #6 waited 28 hours before she

i
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: allegation was reported to the Administrator. At
: that time, based on interviews and record review,

| undated investigation related {o the allegation

SRNA #8's inappropriate behaviors. [nterviews.

Continued From page 73

reported the allegation to the Human Resources
Director (HRD}. Interview with the HRD on :
08/22/11 at 4:45 PM, revealed she reported the !
allegation to the Assistant Administrator on ‘
08/12/11 at approximately 10:30 AM, and the

SRNA #8's employment wag términated and he
was escorted off the premises, However,
according to an interview with the Assistant
Administrator on 08/24/11 at 7:50 PM, she did not
notify the Office of Inspector General (OIG)
because she was.unaware of thé regulation that
required reporting of alleged abuse. The facility's

revealed the Assistant Administrator fajled to
conduct a thorough investigation of the allegafion
and failed to notify the appropriate state agencies
of the allegation, '

4, |n addition, based on interviews, SRNA #8
exhibited a history of unacceptable behaviors that
facility staff failed to report. Interviews conducted.
on 08/22/11 at 5:20 PM; with SENA #1, on
08/23/11 at 2:27 PM, with LPN #3, and on :
08/23/11 at 4:25 PM, with LPN #5 reveaied staff
had witnessed SRNA #8 inappropriately kiss
several female residents. SRNA #1 reported
SRNA #8's inappropriate behaviors to the charge
AUrses on numerous occasions and to the HRD. -
LPN #3 discussed the SRNA's inappropriate
behaviors with SRNA #8 and reporied his
behaviors to the HRD on two occasions. LEN #5
counseled SRNA #8 on the inappropriateness of
kissing the residents, in the presence of the HRD,
The interview revealed LPN #5 was under the
impression the HRD wouid inform the DN of

P
i

F 490,
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 with the HRD and the DON on 08/22/11 at 6:30
: PM, revealed they were unable to recall if staff

had reported SRNA #8's inappropriate behavicrs.
The fagcility failed to conduct an investigation and
did not notify the appropriate state agencies of
the allegations. "Interview with the HRD on
08/22/11 at 4:45 PM, revealed in 06/11 she
witnessed SRNA #8 inappropriately kiss Resident

#4, The interview revealed the HRD had a

discussion with SRNA #8 about his inappropriate
behaviors and had reported her observations and
discussion with SRNA #8 1o the DON the
foliowing day. Interview with the DON on
08/22/11 at 8:30 PM, revealed she could not
recall thaf the HRD had reported SRNA #8's

! inappropriate behaviors to her. There was no

evidence the facility investigated or reported the
allegations to the appropnate state agencies. In
addition, there was no evidence the facility
protected the residents from further potential -
abuse.

~A review of the Allegation of Compliance
revealed the following:

i The facility terminated SRNA #8 on 08/12/11,
- when administrative staff was made aware of the

allegation involving SRNA #8 and Resident #1.

The facility initiated an investigation of the
allegation involving SRNA #8 and Resident #1.

On 08/12/11, the Assistant Administrator and the

HRD conducted interviews with all staff members

' : who may have information regarding the:
- aliagation, -

The facility had nuf‘sing'staff'conduct physical
examinations of all residents SRNA #8 had
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provided care fo during the time frame of
08/06/11 through 08/12/11, to determine if there
were any signs/symptoms of abuse. ’

On-08/30/11, RN #1 and LPN #1 conducted
interviews with the alert and oriented residents
about possible abuse Issues. :

On 08/30/11, the Assistant Adminisfrator and the !

Co-Owner conducted interviews with 13 farnily
membersfvisifors, which included family membears
of non-criented residents to determine if there
were any signs/symptoms of abuse or any
complainis. ) :

On 08/25/11, Lega! Counsel was contacted
concerning the Immediate Jeopardy in abuse
investigation, protection, and reporting. Legal
Counsel and Administration immediately began
review and revisions to the facilify's Abuse policy.
The final revisions were completed on 08/30/11.
Policy changes involved the supervision of staff
concerning the supervisory staff's duty to monitor
and evajuate the staff that may have greater
potential for abuse. The policy instructs staff fo
advise supervisors of problems dealing with
stress. Other policy changes involved the
screening procedure to include a screening
process for administration to use upon hire, in
additien to the criminal record checks, abuse

. registry screens, license/certification verification, |
; and reference checks. The investigation section ~:

of the palicy was also strengthened to ensure
investigations are initizted upon reports of
suspected abuse as defined in the Investigation
Protocol. The protection section of the policy was

| revised to staie that if a report of abuse is made

that involves an employee, that employee will be

F 490
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: and the Co-Owner received fraining concerning
i abuse prevention, abuse protection, abuse

! person on medical leave that will receive this

| ikety to be impatient with a greater likelihood of

by the Education Assistant, the Assistant

Continued From page 76

reassigned from resldent care or suspended
during the investigation,

On 08/25/11 and 08/30/11, the Assistant
Administrator and the Administrator received
training concerning abuse prevention, abuse
protection, abuse investigation, and abuse
reporting by Legal Counsel.

On 08/26/11, the Education Assistant, the DON,

investigation, and abuse reporting by the
Assistant Administrator.

On 08/26/11, fraining was conducted for all- 150
staff members including nen-clinical staff during
each shift (10 AM, 2 PM, 4 PM, and 11 PM) -
conceming abuse prevention, abuse
invastigation, and abuse reporting. The training
was conducted by the Education Assistant, the
Assistant Administrator, and the Co-Owner. i
Upon completion of the training all staff was given |
a writien quiz to verify the staff's comprehension
of the material. . The facility currenily has one staff

training upon returning to work. All new staff will
receive this training upon date of hire. Continued
abuse training will be conducted on a bi-annual
basis for all staff.

On DB/26/11, supervisory staff received specific
training on recognizing situations that may
indicate stress on staff because staff working
under excessive emotional stress were more

comrmitting abuse. The fraining was conducted -

F490;
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T Administrator, and the Co-Owner.

| On 08/26/11 and 08/30/11, all Department Heads-

1 Heads to assist the staff in following the correct

: The DON will review compliance with iraining
‘requirements and will report any and all findings
i to the Quality Assurance commiittee’on a
‘quarterly basis, WhICh will monitor the facility's

‘Administrator.

: The Abuse Response Checkiist Fite for the

Continued From page 77

received specific training about the new _
policies/procedures emphasizing that potential
abuse must be reported to both the OIG and
DCRBS with the final resuits of the Investigation-
communicated within five working days. Upbn
completion of the training alt Department Heads
were glven a written quiz to verify the staff's
comprehension of the material. The training was
conducted by the Education Assistant, the
Assistant Administrator, and the Co-Owner.

On G8/26/11, an Abuse Response Checklist File
was developed and distributed to the Department

procedures. The Checklist Flle consists of the
Self Reporting Form published by the OIG.

compiiance,

The treatment nurse will monitor residents on a
daily basis for any skin changes or signs of
potential abuse. Any suspected or actual abuse
discovered by the treatment nurse will be
reported to the charge nurse. The charge nurse
is required to report the findings to the DON, who
wili immediatety report to the Assistant -

Depariment Heads will walk the individual through
the steps that should be taken when abuse is

* F 490
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: revealed SRNA #8 was terminated effective
08/12/11, by the Buman Resources Director.

Continued From page 78

suspected or reported. Allreports of suspected
abuse wili be immediately reported fo the charge

nurse. The charge nurse will immediately report |-

the suspected abuse to the DON, who will
documeni the allegation on the 24-hour nurses'
report. : :

The DON and the Assistant Administrator will
review the 24-hour nurses' report on a daily basis
and will report any alleged abuse tothe
Administrator and the appropriate state agencies.
Upon report of any alleged vioiations the
Administration will thoroughly investigate the
allegation.

3

The Administrator and the Assistant Administra’torﬁ
: will monitor any suspected or actual abuse

‘according to facility policy to ensure the resident
is protected by suspending or reassigning the
alleged perpetrator, if an employee, during the
investigation process. The Administrator and the
Assistant Adminisirator will also monitor that a
conclusion to the investigation is completed and
that reporting has been made to the appropriate

agencies,

The Quality Assurance Committes will receive all
reports of suspected or actual abuse and will
monitor to ensure compitance with facitity policy
and regulation,

—The surveyors validated the corrective actions |
taken by the facility as follows: !

A review of the Employee Master Change Sheet
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Continued From page 79

-08/12M11, when adminisirative staff received the

i immediately removed from the facility and

i revealed the LPN had conducted the skin

1 of Residents #1 and #4. The family members

! interview was conducted by surveyors on

abuse/neglect were reported.

|

: policy/procedure.  The revised policy/procedure

A review was conducted of the facility's
investigation. The investigation was initiated on

report of the abuse and SRNA #8 was
escorted off the premises by local Police.

A review of the physical examinations of
residents cared for by SRNA #8 on 08/06/11
through 08/12/11, was conducied. Skin
assessments for eight residents under the care of
SRNA#8 had been conducted and documented
by LPN #3 and each resident was questioned by
LPN #8. Interview with LPN #3 on 09/01/11,

assessments at the request of the Human .
Resources Director after SRNA #8 had been -
escorted from the facility. According to LPN #3,
ne injuries or skin changes had been noted. Skin
assessments conducted during the survey
revealed no injuries of unknown source,
Interviews were conducted with family members

denied any injuries or mistreatment of the
residents. o -

A review of the documentation of interviews with
alert/oriented residents and farmily members
conducted by RN #1 revealed no identified
problems from the interviews. A resident group -

08/30/11 at-10:00 AM, and no reports of

A review of the facility's revised policy/procedure |

for abuse/neglect revealed the facitity had
addressed all requirements for the

F 490
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.| attendance rosters for the training were

Continued From page 80
i included education to address staff behaviors that ;
would indicate a potential for abuse. The '
investigation section of the policy/procedure
addressed the need to immediately notify state
agencies and reporting requirements for
suspected abuse/neglect of residents.

Interview on 09/01/11 at 10:35 AM, with the
facility's Legal Counsel reveaied the Legal
Counsel had educated the Administrator and :
Assistant Adminisirator on abuse/neglectand the
regulatory requirements for Long Term Care
Faciiities from 08/12/11 through C8/30/11.
Aceording to Legal Counsel, the Administrator
and Assistant Administrator were educated on
reporting reguirements of suspected abuse and
what the definitions for .
-abuse/neglect/misappropriation were. Review of
the revised facility policy/procedure revealed the
policy met regulatory requirements. -

| A review of the facifity's training records revealed
evidence that all employees of the facility except
for one had received training on abuse/negiect
from administrative staff on.08/26/11. One facility
employee was on medical leave and will be’
educated prior to being allowed to work. The

compared to the fadility's time reports for active
working employees and confirmed all employees
had received education in abuse/negiect and had
received a copy of the facility policy/procedure.
The facility's documentation includad evidence of
each staff member having successfully passed a
quiz conceming the information given in the

abuse/neglect training. Staff interviews were
conducted on 08/31/11 from 3:40 PM to 4:.30 PM, !
i and on 08/01/11 at 11:42 AM, with LPN #11, LPN ;

= i
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#12, KMA #2, SRNA#14, SRNA #15, .

Housekeeper #1, and Housekeeper #2 related to
the facility's abuse/neglect training. Staff verified i
the receipt of training and each had received a -
copy of the facility’s revised policy/procedure,

i Areview of the faility's training records revealed
| evidence the facility's Department Heads had
received training In gbuse/meglect and reporting.
The Checklist File was included in the facility's
documentation.

A review of the facility'’s 24-hcur Nursing Report,
used as the monitering too! for signs of abuse,
revealed documentation of dally monitoring of '

' residents including any changes in condition or

.i new orders.” Interview with the Assistant
Administrator on 08/01/11 at 1110 AM, revealed
the 24-hour Nursing Report was reviewed on a
daily basis and any concerns investigated. The

Assistant Administrator stated the results of the
menitoring would be part of the facility's Quality
Assurance process., '

The State Agency determined the Immediate
Jecpardy was removed on.08/31/11, prior 1o exit,
which lowered the scope and severity to "E" while
the facility monitors the effeciiveness of the
systematic changes and quality assurance

. activities. '
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This plan of correction constitutes our wrtten allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited comrectly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

Please accept the following addendum to the Plan of Corrections filed with the
Cabinet for Health and Family Services on or about September 26, 2011. This
Addendum is meant to address the issues identified in the October 12, 2011 letter
and to supplement the September 26, 2011 Plan of Corrections.

In addition, please find éttached as Appendix A the Credible Allegation of
Compliance that was filed on 8/31/11, which resuited in the removal of immediate
jeopardy. As such, please accept this as additional proof of compliance.

It is the policy of Charleston Health Care Center (“Charleston”) for its residents to be
free from verbal, sexual, physical and mental abuse, corporal punishment and
involuntary seclusion.

F223. _

- alleged perpetrator, was terminated as of August 12, 2011 before 11 AM
when the matter was brought to the attention of Human Resources Director and
communicated to the Administrator Assistant Administrator
was instructed by to terminate the employee. The employee was terminated
within the hour.

Pursuant to the direction of the Administrator, immediate investigation of events begah
on the evening of August 12", 2011 as soon as Charleston terminated
(alleged perpetrator) employment as directed. Nursing staff conducted physical

examinations of residents in the care of - for the week August 6" 2011 and
including up to August 12", 2011 to determine if any possible abuse had occurred.
, Assistant Administrator and . HR Coordinator, also conducted

interviews on the evening of August 12™ 2011 with all staff members who may have had
information regarding this allegation. The investigation of possible abuse of residents
continued as interviews of family members and alert and oriented residents were
“conducted on August 30, 2011. Resident interviews were conducted by clinical staff
~ that included LPNand"™ °~ = ° , RN who specifically inquired of
residents about possible abuse. Family and visitor interviews (13), which included
family members on non-oriented patients, were conducted by , Assistant
Administrator and Co-Owner on the afternoon of August 30, 2011 to
determine if there were any signs of abuse, if patients felt they were treated well and
asked if they had any complaints. No complaints were noted out of the 13 interviews. A



timeline of interviews with summaries of events was prepared by . Assistant
Administrator and reported to the Administrator '

~ Pursuant to the direction of the Administrator, commencing on Thursday, August 25,
2011 and thru August 30", 2011 Facility policies related to the prevention, investigation
and reporting of abuse were reviewed and revised. Legal counsel was contacted on
August 25, 2011 conceming revision of the policies and other matters.

Once Charleston became aware of the situation, the Administrator and the Assistant
Administrator determined that changes in policy and additional training of staff was
necessary. On Friday, August 26", 2011 training was conducted for all staff including
non-clinical staff during each shift (10am, 2pm, 4pm, and 11pm) concerning abuse
prevention, abuse investigation, and abuse reporting. The training was conducted by
key employees of the Facility including . Marketing/PR Coordinator and
Education Assistant; Assistant Administrator; and Co-Owner.
Training session was overseen by the Administrator, Both
and received training from concerning abuse prevention, abuse-
investigation and abuse reporting. The Director of Nursing, RN was then
trained by regarding allegation of abuse, reporting of abuse and investigation
process regarding abuse allegations. =~~~ Assistant Administrator and =~ ~
Administrator received training concerning abuse prevention, abuse
investigation, and abuse reporting by legal counsel, | commencing August 25,
2011 and continuing through the present. Additional consultation was provided by
who is also legal counsel concerning the situation with | the
alleged perpetrator commencing August 12, 2011. At the completion of the training for
the staff, a written quiz was taken by each staff member to verify the employee's
comprehension of the material. This training was given to all 150 current employees.
Training concerning abuse prevention, abuse investigation and abuse reporting will be
given to any new employees of the Facility upon date of hire. Further, the Facility
currently has one employee on medical leave. This employee will receive training
concerning abuse prevention, abuse investigation and abuse reporting upon returning
from medical leave. The employees successfully completed the quiz and the results
were reviewed by Administrator.

The Friday August 26", 2011 training was given to all employees of the Facility even
‘those without direct patient care duties. Charleston believes that any employee that
may have contact with a resident and that all employees should be aware of the
potential for abuse and should know how to report it in the event it is suspected or
observed. As reported above, the training was conducted by key employees of

Charleston including Marketing/PR Coordinator and Education Assistant

Assistant Administrator: and ! Co-owner. Both and

received training from conceming abuse prevention, abuse
investigation and abuse reporting. , Assistant Administrator and

Administrator received training conceming abuse prevention, abuse

Invesugation and abuse reporting by legal counsel, In addition,



please note that Charleston works with legal counsel, , On a regular
basis regarding regulatory compliance issues. ' :

On Friday, August 26", 2011 and August 30, 2011 each Department Head was
specifically educated about the new policies and procedures emphasizing that potential
abuse must be reported to both the Office of Inspector General and Adult Protective
Services with the final resuits of an investigation communicated within five days. New
tools have been developed for the use of Department Head staff. Verfication of
understanding of policies by Department Head staff was conducted by taking a quiz on
the information received. The results of the quiz were reviewed by Marlin Sparks,
Administrator and , Assistant Administrator, on the evening of Friday, August
26", 2011. ‘On Friday, August 26", 2011 a checklist file was prepared and distributed to
the department heads to assist them in following the correct procedures. Included in
the Abuse Response Checklist is the Self-Reporting Form published by the Division of
Health Care entitled “Long Term Care Facility-Self-Report Incident Form” along with the
instructions. In addition, on the evening of August 30", 2011 training regarding the

emphasis of reporting suspected abuse was conducted by , Assistant
Administrator, which was overseen and presented under the direction of Marfin Sparks,
Administrator. and - received training from legal counsel,

regarding suspected abuse reporting requirements.

The Abuse Policy-Supervision of Staff related to Abuse Potential was updated and
revised concerning a supervisory employee’s start to monitor and evaluate employees
who may have a greater potential for abuse of a resident. This policy was revised on
Thursday, August 25, 2011, immediately upon notification of the immediate jeopardy.
This policy also instructs an employee to advise his or her supervisor if he or she is
having problems dealing with stress-whether personal or work related. Both
supervisors and employees are reminded of the confidential nature of these
communications to the extent that resident safety is not compromised. ' Training about
~ the revised and existing policies related fo abuse was conducted by key employees

Marketing/PR Coordinator and Education Assistant; ..., Assistant
Administrator, and Co-owner, who were approved and overseen by the
Administrator, and the Assistant Administrator, Both

and received their training from concerning abuse
prevention, abuse investigation, and abuse reporting. and

received training concerning abuse prevention, abuse investigation and abuse reporting
by legal counsel, '

The Abuse Policy and Screening Procedure for Potential Employees was amended and
approved by , Administrator, on the Thursday evening, August 25" 2011,
to include a screening process for administration to use when hiring new employees so
that the potential for abuse is specifically considered in addition to the criminal record
checks, abuse registry screens, license verification, state registration verification and
reference checks. In Addition, all revision and amendment to policies were reviewed

and approved by ) , Administrator. The training was conducted by key
employees of Chareston including i ., Marketing/PR Coordinator and
Education Assistant; Assistant Administrator, and =~ Co-owner,



who were overseen by the Administrator, Both and
received training from , Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting by legal counsel,
In addition please note that the Facility works on a continuous basis with Ms.
for training on regulatory compliance and is notified by » for training on
regulatory compliance and is notified by . of any updates and/or changes to
regulatory compliance issues. :

The policies related to investigation were also reviewed and strengthened on the
Thursday evening, August 25th, 2011 to make sure that investigations are carried out
when reports of suspected abuse and abuse have been made as the investigation -
Protocol makes clear. These policies were reviewed and approved by
Administrator.

Continued training will be conducted on a bi-annual basis for all employees of
- Charleston Health Care Center. This training will include specifies regarding allegation
of abuse, reporting of abuse, monitoring for signs of potential abuse and investigation
procedures regarding alleged abuse. This training will be overseen and approved by
the Administrator, ] ~ In addition, any new hires will receive the above
referenced training upon date of employment. The Director of Nursing will review
compliance with training requirements and will report any and all findings to the quality
assurance committee on a quarterly basis, which will monitor Fagility compliance.
Because all residents may be at risk for harm of agues if it exists changes and
improvements were made to policies and procedures concerning abuse prevention,
abuse investigation, and abuse reporting, on a system-wide basis and all 150 current
staff members were educated about the policies on Friday, August 26" 2011. The
training was conducted by key employees of the Facility including "~

Marketing/PR Coordinator, and Education Assistant; . Assistant Administrator;
and , Co-owner, who were overseen by ™~ = 7 i, Administrator. - Both
- and received training from 7~ concerning abuse
prevention, abuse investigation and abuse reporting. and

received training concerning abuse prevention, abuse investigation and abuse reporting
by legal counsel, '

As of Thursday evening, August 25, 2011, these policies include a specific provision
that if a report of abuse is made that involves an employee, that employee will be
reassigned form resident care to another job or suspended during the investigation.
These charges were made to protect resident from retaliation or further acts of abuse.

As of Friday, August 26" 2011, other policies have been implemented that are aimed at
the protection of residents from abuse by employees. This includes training supervisory
staff to recognize situation that may indicate stress on employees. Because individuals
who are working under excessive emotional stress are more likely to be impatient they
have a greater likelihood of committing abuse. The training was conducted by key
employees of the Facility including Marketing/PR Coordinator,

- , Co-owner, and - Assistant Administrator. Both and



received training from Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting. received training
concerning abuse prevention, abuse investigation and abuse reporting by legal counsel,

As of Friday August 26", 2011, Charleston has initiated new procedures to ensure
compliance by these important changes to policies and procedures. Education of staff
however is vital to insuring that everyone understands their duty to report suspected
abuse and to whom it is to be reported. The training will continue on abuse prevention,
abuse investigation, and abuse reporting on a bi-annual basis overseen by

, _ Administrator. Also new staff will be thoroughly in-serviced by key employees
of the Facility, overseen by Administrator, = =, on the policies and procedures
pertaining to abuse, prevention, investigation, and reporting and importance of reporting
- requirement.  [n addition, the Facilty and its administration believes that by
incorporating the duty to be vigilant about employee stressors into the policies for
supervisory employees and employees that staff will be more sensitive to situations that
make staff more susceptible to acting in an abusive manner.

In addition, residents will be monitored on a daily basis by the treatment nurse for any
skin changes or signs of potential abuse. Any suspected or actual abuse discovered by
the treatment nurse will be reported to the charge nurse, who in turn is required to
report the findings to the Director on Nursing, RN, who then reports
immediately to , Assistant Administrator, and ~~ = =~ Administrator.
_ Assistant Administrator will then notify any and all approprate State
Agencies.

The Facility has implemented plans to monitor its perfformance to ensure that these
solutions that have been identified are sustained. As of Thursday evening, August 25",
2011, the Facility revised relevant policies and as of Friday, August 26", 2011 has
educated staff about those policies. The training was conducted by key employees of
the Facility including ™~ ™ Marketing/PR Coordinator and Education Assistant,
Assistant Administrator; and , Co-owner under the supervision
and direction of the Administrator Both and =~
received training for concemning abuse prevention abuse investigation and
abuse reporting. received training concerning abuse prevention abuse
investigation and abuse reporiing by legal counsel .. In addition, by
creating the new tool for Department Heads, which walks the individual through the
steps that should be taken when abuse is suspected or reported, the Facility is
confident that its solution will be sustained. In addition all reports of suspected abuse
~ are to be immediately reported and given to the charge nurse. The charge nurse will
then immediately report the suspected abuse to the Director of Nursing and will record -
the allegation in the 24-hour nurses’ report. The Director of Nursing and
Assistant Administrator, will review the 24-hour nurses’ report on a daily basis and will
report any alleged abuse in compliance with any and all regulatory requirement to
Administrator, and any and all state agencies necessary. This will insure



that communication of suspected abuse as well as abuse is address and monitored by
Facility Administration.

When abuse is suspected or abuse is discovered, the Administrator and the Assistant
Administrator shall monitor the situation according to Facility policies to assure that any
employee suspected to have perpetrated abuse will be suspended or reassigned from
resident care duties until a full investigation has been completed and a determination
reached, that all reports have been made, and that the situation has been appropriately
documented. Additional monitoring will be carried. out by the Quality Assurance
Committee that receives all reports of suspected or actual abuse.

Additional in-service training was held on Friday September 16", 2011, & Tuesday
September 20", 2011 with key department heads and licensed nurses. Training

included abuse, abuse reporting, and ‘abuse documentation. Assistant
Administrator presented training under the direction of Administrator.
h Administrator, and Assistant Admlnlstrator have received

- continued education for legal counsel

A book of allegations and log of all abuse, abuse reporiing, abuse documentation,
abuse investigation if to be kept in the Administrator/Assistant Administrator’s office.
The book will be used for compliance, quality assurance, and record keeping. This book
was started September 2, 2011.

Substantial compliance was met on August 31, 2011.

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

It is the policy of Charleston Health Care Center ("*Charleston™) to not 'employ individuals
who have been found guilty of abusing, neglecting, or mistreating residents by a court of
law or have a finding entered into the state nurse aide registry.

The following corrective actions were ammedlately taken to address the deficient
practices:

Criteria #1 - The plan of correction fails to address corrective éctions taken for
residents identified in the deficient practice. -

Please find attached as Exhibit 1, updated policies addressing abuse a!legaﬁons.

Resident 1:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action



was taken, the investigation of alleged abuse indicated that Resident #1 did not
suffer any abuse or harm either mental or physical. The following specific actions
were accomplished for Resident #1:

Head to toe skin assessment of Resident #1 was completed on 7/22/11.

A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse, or harm substant[ated for
Resident #1.

Interview with Resident #1-was_ conducted on 8/12/11.

Resident #1's family was notified of the alleged abuse and interviewed on
8/13/11. it is interesting that Resident #1’s family was supportive of the
alleged perpetrator, thought that he worked well with Resident #1, did not
confirm any abusive behavior on the part of the employee, and did not note
any physical or mental indications of abuse for Resident #1.

Accused perpetrator was terminated from employment on 8/12/11.
The Facility’s medical director assessed Resident #1 based on the report of
alleged abuse on 8/15/11 and determined that Resudent #1 had not suffered

mental or physical injury.

Pursuant to Facility procedures, the charge nurse for each shift has the
responsibility of completing a report about all important issues that affect

- patient care including allegations of abuse, change of abuse, change in

patient condition, etc. The DON has the daily responsibility of reviewing all
the charge nurse reports to complete a form (24-Hour Report) that
documents the important changes that occur during each 24 hour period.
The DON is responsible for reviewing all charge nurse reports for the
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
tool to communicate informatiocn between the clinical staff and the
Administration. Exhibit 2.

Pursuant to CMS requirements, patients’ treating physicians were notified
in writing of the substandard of care on $/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25M11. Initial training of staff was completed by 8/26/11 with additional
training in September. In October, policies were then revised and
reorganized to make them easier to read and understand. No substantive
changes were made other than to clarify the monitoring mechanisms. The

7



reerganization and restatement of the Facility’'s Abuse Policies and
Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required to successfully complete a quiz to verify knowiedge about the new
policies and procedures. Results were verified by the Administration. Staff
was again trained in September. When the policies were reorganized and
restated in October, staff was again trained.

Additional education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and Laundry and Housekeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse inciuding the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 9/16/11 and ¥/20/11; and in October.

To aid and assist in the recording and communication of allegations of
abuse, a notebook procedure was implemented where allegations of abuse
are recorded. Key Employees with responsibilities for the investigation
and repoiting of allegations of abuse were educated about the process and
their respective duties using the notebook. Education of Key Employees
that include Administrator, DON, assistant director of nursing, social work
director, assistant Administrator as well as the entire nursing staff
including LPN’s was completed on 8/25/11 and again on 9/16/11, and
9!20/11

Random interviews of Residents were conducted to identify if any other
potential abuse victims existed on 8/30/11.

Procedures involving the proper recordkeeping for background checks so
that only qualified employees with no reported instance of abuse are hired
were reviewed. The Facility performs background checks for all staff, not
just clinical staff. Upon hire, all staff will be trained on the Abuse Poilczes
and Procedures as well as other Facility policies and procedures

The nursing staff was also educated about their respective duties refated to
allegations of abuse that include the duty to report and document
allegations of abuse as well as how to report and respond to allegations of
abuse, etc. Specific training took piace on 8/26/11, 9/16/11 and 9/20/11.
Ongoing training is aiso provided.

Monitoring of residents to determine if allegations of abuse have been
reported will be performed by the treatment nurse became. effective 8/12/11.



in addition, on 8/10/11 Charleston entered an agreement with Park View
Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric diagnoses and review
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely response to
recommendations from other health care professionals involved in
residents’ care; and coordinate care for patients with psychiatric

.diagnoses. Park View will designate a Psychiatrist and/or Advanced

Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and comp!ete all patient records with -
progress notes. Exhibit 3.

Resident 2:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alieged abuse indicated that Resident #2 did not
suffer any abuse either mental or physical. The following specific actions were
accomplished for Resident #2:

Head to toe skin assessment of Resident #1 was completed on 7/22/11 and
on 8/M17/11. _

A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse or harm substantiated for
Resident #2. Resident #2 has mental impairments that cause him to make
statements that are imagined and without basis. It was determined that
Resident #2’s statements were not accurate.

Interview with Resident #2 was conducted on 8/12/11.

Resident #2’s allegations of abuse occurred in July. At the time, staff
notified Resident #2’s family about his allegations. Later in Juiy the DON
personally communicated with Resident #2’s family about his allegations.
The family as well as Facility staff did not find the allegations to be true as
a resuit of Resident #2’s mental status and frequent statements that did not
reflect reality. While Resident #2 did name the same CNA his statements
were found to be untrue.

Accused perpetrator was terminated from empioyment on 8/12/11.
The Facility’s medical director assessed Resident #2 based on the repoit of
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alleged abuse on 8/15/11 and determined that Resident #2 had not suffered
mental or physical injury.

Pursuant to Facility procedures, the charge nurse for each shift has the
- responsibility of completing a report about all important issues that affect
patient care including allegations of abuse, change of abuse, change in
patient condition, etc. The DON has the daily responsibility of reviewing ali
the charge nurse reports to complete a form (24-Hour Report} that
documents the important changes that occur during each 24 hour period.
The DON is responsible for reviewing all charge nurse reports for the
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator.” The 24-Hour Report is an important and effective
tool to communicate information  between the clinical staff and the
Administration. Exhibit 2.

Pursuant to CMS requirements, patients’ treatinrg physicians were notified
in writing of the substandard of care on 9/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25/11.- The policies were then.revised and reorganized to make them
easier to read and understand. No substantive changes were made other
than to clarify the monitoring mechanisms. The reorganization of the
Facility's Abuse Policies and Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required to successfully complete a quiz to verify knowledge about the new
policies and procedures. Resuits were verified by the Administration. Staff
was again trained in September. When the policies wers reorganized and
restated in October, staff was again trained. ' :

Additional Education of “Key Employees” {all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and Laundry and Housekeeping Supervisor} concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 9/16/11 and 8/20/11; and in October.

To aid and assist in the recording and communication of allegations of
abuse, a notebook procedure was implemented to record allegations of
abuse. Key Employees with responsibilities for the investigation and
reporting of allegations of abuse were educated about the process and
- their respective duties using the notebook. Key employees include
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Administrator, direcfor of nursing, assistant director of nursing, social
work, assistant Administrator as well as the entire nursing staff including
LPN’s was completed on 8/25/11.

Random Interviews of Residents were conducted to identify any other
potential abuse victims existed on 8/30/11.

. Proper record check/keeping to identify safe employees upon hire. Upon
hire, all staff will be trained on the Abuse Policies and Procedures as well
as other Facility policies and procedures. The nursing staff was also
educated about their duties related to aliegations of abuse that inciude the
duty to report and document allegations of abuse as well as how to report
and respond to allegations of abuse. etc.

Monitoring of residents to determine if allegations of abuse have been
reported will be performed by the treatment nurse became effective 8/12/11.

In addition, on 8/10/11 Charleston entered an agreement with Park View
Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric diagnoses and review
" treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the trezatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls inciuding timely response to
recommendations from other health care professionals involved in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patlent records with
progress notes.

Criteria # 4 - The plan of correction faaled to include specufcsldetails related to
monitoring.

. Charleston will monitor its performance on an on-going basis to assure

that its Facility Policies and Procedures are implemented in a timely and effective
manner. The treatment nurse has been assigned the responsibility of monitoring
each shift, (24 hours per day, 7 days per week) for any reports of allegations of
abuse. When reported, the treatment nurse is to initiate procedures in a manner
consistent with Fac:hty policies and procedures

The Facility has impiemented a process that 'inciudes shared staff
responsibility for timely reporting, Investigating, addressing, and
monitoring allegations of abuse. By assigning the treatment nurse, the
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-charge nurse, and the DON to report allegations of abuse, effective
compliance will be maintained. Date: 9/21/11.

All Facility staff has been educated about the policies and procedures to be
followed when abuse is discovered/reported or allegations of abuse are
made. Dates: 8/25/11/9/16/11 and 9/20/11.

All Certified Nursing Assistants (“CNA”) have the duty to report any
allegations, symptoms, or signs of abuse to charge nurse immediately
upon discovery; staff has been extensively educated about this duty.
Dates: Dates: 8/25/11/ 8/16/11 and 8/20/11.

Nursing staff assigned the duties of treatment nurse is required to
undertake a specific review of patients and staff for reports of abuse or
potential abuse and is to report the same to charge nurse each shift.

The Charge Nurse has the duty to report allegations of abuse to DON
during business hours and if allegations are reported after business hours;
the charge nurse is to report the allegations to the Administrator or
" assistant Administrator when received after businaess hours.

The Administrator is to follow up within 48 hours of any report of alleged
abuse to determine and verify all policies and procedures regarding alleged
abuse were followed and that the investigation has been compie_ted;

Clinical staff shall assess and identify residents who may have the
potential for abusive behavior and this shall be addressed through care
planning and monitoring of residents wuth needs and behaviors that may
lead to conflict or neglect

Any residents identified as having the potential for abusive behavior
through care planning and monitoring will be reported to charge nurse
each shift; the charge nurse will then report this information to the
Administrator.

To assure further compliance with monitoring, the Facility has arranged for
qualified psychiatrist and other mental health professionals to help the
staff manage difficult or aggressive residents.

Random head to toe examinations, in addition to scheduled skin
assessments for residents, wiill be conducted on a monthly basis by
nursing staff. Any signs of abuse will be immediately reported to the
charge nurse on duty, which will immediately report the findings to the
administration. '
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Continuous monitoring will all occur through interviews with visitors,
family, volunteers, that will be conducted monthly.

DON and Assistant Administrator and/or Administrator wiil meet five times
a week specifically to discuss whether any allegations of abuse have been
reported or any signs of abuse noted by staff for any resident.

Daily meeting of the key employees (that include Department Heads,
Administrator, Assistance Administrator, MDS Coordinator, DON, Activities
Director, Social Services, Dietary, Restorative Nurse, Office Manager and
- Housekeeping and Laundry) will occur to address concerns and identify
problems including any reports of abuse or alleged abuse.

Monitoring and review of abuse allegations. and investigations has been
added to Quality Assurance Committee’s duties; the Administrator will
designate a clinical staff member to monitor and supervise each allegation
of abuse that is received prior to the QA meeting to determine whether
Facility procedures and policies have been followed in a timely manner.

Administrator or his delegate has the responsibility to perform and/or
supervise the investigation, to make proper and timely reports, and to.
document satisfactory resolution of abuse allegations. To facilitate timely
supervision, a log shall he kept in the Administrator’s office that records
every allegation of abuse and a tool to determine that Facility policies and
procedures have been followed in a timely manner. This book will contain
all information IE, incident report, statements, nurses notes, 24-Hour
- Report, face sheet of resident, MDS, self-report to OIG, fax confirmation,
final report, receipt of report to Aduit Protective Services along with a log
indicating when the action has been taken; '

The Administrator and Assistant Administrator are responsible for
reviewing the log book to determine and monitor compliance with
regulations and Facility Policies and Procedures. [In addition, the
Administrator and Assistant Administrator are responsible for making all
reports of allegations of abuse and findings, and for completing the
investigation within 5 days with the help of key employees. The
Administrator shali report the results of all investigations of abuse in timely
manner as required by Facility policy and procedure as well as state law.

Criteria #5 — The completion date Es prior to the survey exit date. .

To address the concerns of the Office of Inspector General, the Facility has
revised the Plan of Corrections as previously submitted. Although the Plan of
Corrections has been supplemented, the Facility achieved substantial compliance
as of 8/31/11. Even though Charleston has taken additional steps including
reorganization and restating of abuse policies and procedures on 10/12/11.  The
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staff was educated on the reorganized and restated policies with written copies of
the new policies distributed on 10/13/11. The survey was completaed on 9/1/11
and the immediate jeopardy was removed on 8/31/11 even though the original
Plan of Corrections has been supplemented, Charleston achieved substantial
compliance on 8/31/11.

E225.

. alleged perpetrator, was terminated as of August 12, 2011 before 11 AM
when the matter was brought to the attention of Human Resources Director and
communicated to the Administrator , Assistant Administrator
was instructed by to terminate the employee. The employee was terminated
within the hour.

Pursuant to the direction of the Administrator, immediate investigation of events began
on the evening of August 12", 2011 as soon as Charleston terminated

(alleged perpetrator) employment as directed. Nursing staff conducted physical
examinations of residents in the care of . for the week August 6™ 2011 and
including up to August 12", 2011 to determine if any possible abuse had occurred.

- , Assistant Administrator and = ™ ~ - 7, HR Coordinator, also conducted
_interviews on the evening of August 12" 2011 with all staff members who may have had
information regarding this allegation. The investigation of possible abuse of residents
continued as interviews of family members and alert and oriented residents were
conducted on August 30, 2011. Resident interviews were conducted by clinical staff
thatincluded = ~ = LPNandl ™ - i, RN who specifically inquired of
residents about possible abuse. Family and visitor interviews (13), which included
family members on non-oriented patients, were conducted by , Assistant
Administrator and , Co-Owner on the afternoon of August 30, 2011 to
determine if there were any signs of abuse, if patients felt they were treated well and
asked if they had any complaints. No complaints were noted out of the 13 interviews. A
timeline of interviews with summaries of events was prepared by Assistant
Administrator and reported to the Administrator

Pursuant to the direction of the Administrator, commencing on Thursday, August 25™,
2011 and thru August 30", 2011 Facility policies related to the prevention, investigation
and reporting of abuse were reviewed and revised. Legal counsel was contacted on
August 25, 2011 conceming revision of the policies and other matters.

Once Charleston became aware of the situation, the Administrator and the Assistant
Administrator determined that changes in policy and additional training of staff was
necessary. On Friday, August 26", 2011 training was conducted for all staff including
non-clinical staff during each shift (10am, 2pm, 4pm, and 11pm) concerning abuse
prevention, abuse investigation, and abuse reporting. The training was conducted by

key employees of the Facility including - ) , Marketing/PR Coordinator and
Education Assistant; 1 Assistant Aaministrator; and ! , Co-Owner.
Training session was overseen by the Administrator, Both

and Mr. Brown received training from Jill Brown concerning abuse prevention, abuse
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investigation and abuse reporting. The Director of Nursing, RN was then
trained by =~ ' regarding allegation of abuse, reporting of abuse and investigation
- process regarding abuse allegations. , Assistant Administrator and
Administrator received training concerning abuse prevention, abuse
investigation, and abuse reporting by legal counsel, " commencing August 25,
2011 and continuing through the present. Additional consultation was provided by
who is also legal counsel concemning the situation with the
alleged perpetrator commencing August 12, 2011. At the completion of the training for
the staff, a written quiz was taken by each staff member to verify the employee’s
comprehension of the material. This training was given to all 150 current employees.
Training concerning abuse prevention, abuse investigation and abuse reporting will be
given to any new employees of the Facility upon date of hire. Further, the Facility
currently has one employee on medical leave. This employee will receive training
concerning abuse prevention, abuse investigation and abuse reporting upon returning
from medical leave. The employees successfully completed the quiz and the results
were reviewed Administrator.

The Friday August 26" 2011 training was given to all employees of the Facility even
those without direct patient care duties. Charleston believes that any employee that
may have contact with a resident and that all employees should be aware of the
potential for abuse and should know how to report it in the event it is suspected or
observed. As reported above, the training was conducted by key employees of

Charleston including . ., ..........., Marketing/PR Coordinator and Education Assistant
Assistant Administrator; and _ Co-owner. Both and
received training from concemning abuse prevention, abuse

L]

investigation and abuse reporting. . Assistant Administrator and
Administrator received training conceming abuse prevention, abuse
investigation and abuse reporting by legal counsel, In addition,
please note that Charleston works with legal counsel on a regular
basis regarding regulatory compliance issues. '

On Friday, August 26", 2011 and August 30, 2011 each Department Head was
specifically educated about the new policies and procedures emphasizing that potential
abuse must be reported to both the Office of Inspector General and Adult Protective
Services with the final results of an investigation communicated within five days. New
tools have been developed for the use of Department Head staff. Verification. of
understanding of policies by Department Head staff was conducted by taking a quiz on
the information received. The results of the quiz were reviewed by

Administrator and , Assistant Administrator, on the evening of Friday, August
26" 2011. On Friday, August 26", 2011 a checklist file was prepared and distributed to
the department heads to assist them in following the correct procedures. Included in
the Abuse Response Checklist is the Self-Reporting Form published by the Division of
Health Care entitled “Long Term Care Facility-Self- Report Incident Form” along with the
instructions. In addition, on the evening of August 30", 2011 training regarding the
emphasis of reporting suspecied abuse was conducted by Assistant
Administrator, which was overseen and presented under the direction of
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Administrator. and received training from legal counsel,
, regarding suspected abuse reporting requirements.

The Abuse Policy-Supervision of Staff related to Abuse Potential was updated and
revised concerning a supervisory employee’s start to monitor and evaluate employees
who may have a greater potential for abuse of a resident. This policy was revised on
Thursday, August 25, 2011, immediately upon notification of the immediate jeopardy.
This policy also instructs an employee to advise his or her supervisor if he or she is
having problems dealing with stress-whether personal or work related. Both
supervisors and employees are reminded of the confidential nature of these
communications to the extent that resident safety is not compromised. Training about
. the revised and existing policies related to abuse was conducted by key employees

Marketing/PR Coordinator and Education Assistant; , Assistant
- Administrator, and I, Co-owner, which was approved and overseen by the
Administrator, and the Assistant Administrator, Both
ind received their training from concernina abuse
prevention, abuse investigation, and abuse reporting. ‘and

received training conceming abuse prevention, abuse investigation and abuse reporting
by legal counsel, -

The Abuse Policy and Screening Procedure for Potential Employees was amended and
approved by , Administrator, on the Thursday evening, August 25" 2011,
to include a screening process for administration to use when hiring new employees so
that the potential for abuse is specifically considered in addition to the criminal record
checks, abuse registry screens, license verification, state registration verification and
reference checks. In Addition, all revision and amendment to policies were reviewed

and approved by Administrator. The training was conducted by key
employees of Charleston including Kay Thurman, Marketing/PR Coordinator and
Education Assistant; , Assistant Administrator, and ’ , Co-owner,
who were overseen by ine Aaministrator, ‘Both and

received training from . Assistant Administra.., wviiven @ abuse
prevention, abuse investigation and abuse reporting by legal counsel, *~ — 7 °

In addition please note that the Facility works on a continuous basis with Ms.
. .. ww TOr training on regulatory compliance and is notified by [ for training on
regulatory compliance and is notified by on any updates and/or changes to
regulatory compliance issues.

The policies related to investigation were also reviewed and strengthened on the
Thursday evening, August 25th, 2011 to make sure that investigations are carried out
when reports of suspected abuse and abuse have been made as the investigation
Protocol makes clear. These policies were reviewed and approved by

Administrator.

Continued training will be conducted on a bi-annual basis for all employees of
Charleston Health Care Center. This training will include specifies regarding allegation
of abuse, reporting of abuse, monitoring for signs of potential abuse and investigation
procedures regarding alleged abuse. This training will be overseen and approved by
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the Administrator, In addition, any new hires will receive the above
referenced training upon date of employment. The Director of Nursing will review
- compliance with training requirements and will report any and all findings to the quality
assurance committee on a quarterly basis, which will monitor Facility compliance.

Because all residentss may be at risk for harm of agues if it exists changes and
improvements were made to policies and procedures concerning abuse prevention,
abuse investigation, and abuse reporting, on a system-wide basis and all 150 current
staff members were educated about the policies on Friday, August 26™, 2011. The
training was conducted by key employees of the Facility including

Marketlng/PR Coordinator, and Education Assistant; Assistant Administrator;
and , Co-owner, who were overseen by Administrator. Both-
Ms. Thurman and received training from conceming abuse
prevention, abuse investigation and abuse reporting. and

received training concerning abuse prevention, abuse investigation and abuse reporting
by legal counsel

As of Thursday evening, August 25, 2011, these policies include a specific provision
that if a report of abuse is made that involves an employee, that employee will be
" reassigned form resident care to another job or suspended during the investigation.
These charges were made to protect resident from retaliation or further acts of abuse.

As of Friday, August 26", 2011, other-policies have been implemented that are aimed at
the protection of residents from abuse by employees. This includes training supervisory
staff to recognize situation that may indicate stress on employees. Because individuals
who are working under excessive emotional stress are more likely to be impatient they
have a greater likelihood of committing abuse. The training was conducted by key -
employees of the Facility including Marketing/PR Coordinator,
Co-owner, and Assistant Administrator. Both Ms. Thurman and Mr.
received training from T T l, Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting. received training
concerning abuse prevention, abuse investigation and abuse reporting by legal counsel,

As of Friday August 26", 2011, Charleston has initiated new proceduress to ensure

compliance by these important changes to policies and procedures. Education of staff
however is vital to insuring that everyone understands their duty to report suspected

abuse and to whom it is to be reported. The training will continue on abuse prevention,

abuse investigation, and abuse reporting on a bi-annual basis overseen by

- , Administrator. Also new staff will be thoroughly in-serviced by key employees

or tne racility, overseen by Administrator, , on the policies and procedures

“pertaining to abuse, prevention, investigation, and reporting and importance of reporting

requirement. [n addition, the Facility and its administration believes that by

incorporating the duty to be vigilant about employee stressors into the policies for

supervisory employees and employees that staff will be more sensitive to situations that .
make staff more susceptible to acting in an abusive manner.
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[n addition, residents will be monitored on a daily basis by the treatment nurse for any
skin changes or signs of potential abuse. Any suspected or actual abuse discovered by
the treatment nurse will be reported to the charge nurse, who in tum is required to
report the findings to the Director on Nursing, RN, who then reports
immediately to . , Assistant Administrator, and =~ © = °  Administrator.

, Assistant Administrator will then notify any and all appropriate State
Agencies.

The Facility has implemented plans to monitor its performance to ensure that these
solutions that have been identified are sustained. As of Thursday evening, August 250
2011, the Facility revised relevant policies and as of Friday, August 26", 2011 has
educated staff about those policies. The training was conducted by key employees of
the Facility including 1 Marketing/PR Coordinator and Education Assistant,
Assistant Administrator: and =~ Co-owner under the supervision
-and direction of the Administrator . Both and
received training for I conceming abuse prevention abuse investigation and
abuse reporting. received training concerning abuse prevention abuse
investigation and abuse reporting by legal counset ™ =~~~ In addition, by
creating the new tool for Department Heads, which walks the individual through the
steps that should be taken when abuse is suspected or reported, the Facility is
confident that its solution will be sustained. In addition ali reports of suspected abuse
are to be immediately reported and given to the charge nurse. The charge nurse will
then immediately report the suspected abuse to the Director of Nursing and will record
the allegation in the 24-hour nurses’ report. The Director of Nursing and
Assistant Administrator, will review the 24-hour nurses’ report on a daily basis and will
report any alleged abuse in compliance with any and all regulatory requirement to
., Administrator, and any and all state agencies necessary. This will insure
that communication of suspected abuse as well as abuse is address and monitored by
Facility Administration. '

When abuse is suspected or discovered, the Administrator and the Assistant
Administrator shall monitor the situation according to Facility policies to assure that any
employee suspected to have perpetrated abuse will be suspended or reassigned from
resident care duties until a full investigation has been completed and a determination
reached, that all reports have been made, and that the situation has been appropriately
documented.  Additional monitoring will be carried out by the Quality Assurance
Committee that receives all reports of suspected or actual abuse,

Additional in-service training was held on Friday September 18", 2011, & Tuesday
September 20", 2011 with key department. heads and licensed nurses. “Training

included "abuse, abuse reporting, and abuse documentation. Assistant
Administrator presented training under the direction of Administrator.
7 7 Administrator, and Assistant Administrator have received

continued education for legal counsel
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A book of allegations and log of all abuse, abuse reporting, abuse documentation,
abuse investigation if to be kept in the Administrator/Assistant Administrator's office.
The book will be used for compliance, quality assurance, and record keeping. This book
was started September 2, 2011.

The Facility was in substantial compliance on August 31, 2011,

This plan of correction constitutes our written allegation of compliance for the
'deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that orie was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

It is the policy of Charleston Health Care Center (“Charleston”) to develop and
implement written policies and procedures that prohibit mistreatment, neglect and abuse
“of residents and misappropriation of resident property.

The following corrective actions were immediately taken to address the deficient
practices: ' ' :

Criteria #1 - The plan of correction fails to address corrective actions taken for
residents identified in the deficient practice.

Please find attadhed as Exhibit 1, updated policies addressing abuse aElegations..
Resident 1:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alleged abuse indicated that Resident #1 did not
suffer any abuse or harm either mental or physical. The following specific actions
were accomplished for Resident #1:

« Head to toe skin assessment of Resident #1 was completed on 8/12/11.

e A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse, or harm substantiated for
Resident #1. '

s [nterview with Resident #1 was conducted on 8/12/11.

+ Resident #1's family was notified of the alleged abuse and interviewead on
8/13M11. It is interesting that Resident #1's family was supportive of the
alleged perpetrator, thought that he worked well with Resident #1, did not
confirm any abusive behavior on the part of the employee, and did not note
any physical or mental indications of abuse for Resident #1.
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Accused perpetrator was terminated from employment on 8/12/11.

The Facility’s medical director assessed Resident #1 based on the report of
alleged abuse on 8/15/11 and determined that Resident #1 had not suffered
mental or physical injury.

Pursuant to Facility procedures, the charge nurse for each shift has the
responsibility of completing a report about all important issues that affect
patient care including allegations of abuse, change of abuse, change in
patient condition, etc. The DON has the daily responsibility of reviewing all
the charge nurse reports to complete a form (24-Hour Report) that
documents the important changes that occur during each 24 hour period.
~ The DON is responsible for reviewing all charge nurse reports for the

~weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
tool to communicate information beftween the clinical staff and the
Administration. Exhibit 2.

Pursuant to CMS requirements, patients’ treating physicians were notified
in writing of the substandard of care on 9/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25/11. Initial training of staff was completed by 8/25/11 with additional
training in September. [In October, policies were then revised and
reorganized to make them easier to read and understand. No substantive
changes were made other than to clarify the monitoring mechanisms. The
reorganization and restatement of the Facility’s Abuse Policies and
-Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required to successfully complete a quiz to verify knowledge about the new -
policies and procedures. Results were verified by the Administration.  Staff
was again trained in September. When the policies were reorganized and
restated in October, staff was again trained.

Additional education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and laundry and Housekeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compiiance established by Facility policies and procedures,
was conducted on 8/31/11, 8/16/11 and 9/20/11; and in October.
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» . To aid and assist in the recording and communication of allegations of
abuse, a notebook procedure was impiemented where allegations of abuse
are recorded. Key Employees with responsibilities for the investigation
and reporting of allegations of ahuse weare aducated about the process and
their respective duties using the notebook. Education of Key Employess
that include Administrator, DON, assistant director of nursing, social work
director, assistant Administrator as wesll as the entire nursing staff
including LPN’s was completed on 8/25/11 and agam on 9/16/11, and
'8/20/11.

¢ Random interviews of Residents were conducted to identify if any other
potential abuse victims existed on 8/30/11.

e Procedures involving the proper recordkeeping for background checks so
that only qualified employees with no reported instance of abuse are hired
were reviewed. The Facility performs background checks for all staff, not
just clinical staff. Upon hire, all staff will be trained on the Abuse Policies
and Procedures as weill as other Facility policies and procedures.

s The nursing staff was also educated about their respective duties related to
' allegations of abuse that include the duty to report and document
ailegations of abuse as well as how to report and respond to allegations of
abuse, stc. Specific training took place on 8/26/11, 9/16/11 and 9/20[11
Ongomg training is also provided.

¢ Monitoring of residents to determine if al!egations of abuse have been
reported will be performed by the treatment nurse became effective 8/12/11.

» In addition, on 8/10/11 Charleston éntered an agrzement with Park View
Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric diagnoses and review
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calis including timely response to
recommendations from other heaith care professionals involved in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patient records with
progress notes. Exhibit 3.

Resident 2:
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Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alleged abuse indicated that Resident #2 did not
suffer any abuse either mental or physical. The following specific actions were
accompiished for Resident #2:

e Head to toe skin assessment of Resident #1 was completed on 7/22/11 and
on 8/M17/11.

s A comprehensive investigation was initiated on 8/12/11 and completed on

8/17/11 with no mental, physical, other abuse or harm substantiated for -

.~ Resident #2. Resident #2 has mental impairments that cause him to make

statements that are imagined and without basis. It was determined that
Resident #2’s statemants were not accurate.

e Interview with Resident #2 was conducted on 8/12/11.

» Resident #2’s allegations of abuse occurred in Juiy. At the time, staff
notified Resident #2’s family about his allegations. Later in July the DON
personally communicated with Resident #2’s family about his allegations.
The family as well as Facility staff did not find the ailegations to be true as
a result of Resident #2’s mental status and frequent statements that did not
reflect reality. While Resident #2 did name the same CNA his statements
were found to be untrue.

e Accused perpetrator was terminated from employment on 8/12/11.

s The Facifity’s medical director assessed Resident #2 based on the report of
atleged abuse on 8/15/11 and determined that Resident #2 had not suffered
mental or physical injury.

¢ Pursuant to Facility procedures, the charge nurse for each shift has the
responsibility of completing a report about all important issues that affect
patient care inciuding allegations of abuse, change of abuse, change in
patient condition, etc. The DON has the daily responsibility of reviewing all
the charge nurse reports to complete a form (24-Hour Report} that
documents the important changes that occur during each 24 hour period.
The DCN is responsible for reviewing all charge nurse reports for the
weekand on Mondays to compiete the 24-Hour Report. The 24-Hour Report
inciludes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
tool to communicate information befwzen the clinical staff and the
Administration. Exhibit 2.

 Pursuant to CMS requirements, patients’ treating physicians were notified
in writing of the substandard of care on 9/26/11.
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The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25/11. The policies were then revised and reorganized to make them
aasier to read and understand. No substantive changes were made other
than to clarify the monitoring mechanisms. The reorganization of the
Facility’s Abuse Policies and Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
‘required to successfully complete a quiz to verify knowledge about the new
policies and procedures. Results were verified by the Administration. Staff
was again trained in September. When the policies were reorganized and
restated in October, staff was again trained. ' ‘

Additional Education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and Laundry and Housekeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 8/16/11 and 9/20/11; and in October.

To aid and assist in the recording and communication of allegations of
‘abuse, a notebook procedure was implemented to record allegations of
abuse. Key Employees with responsibilities for the investigation and
- reporting of allegations of abuse were educated about the process and
their respective duties using the notebook. Key employees include
Administrator, director of nursing, assistant director of nursing, social
work, assistant Administrator as well as the sntire nursing staff including
LPN’s was completed on 8/25/11.

Random Interviews of Residents were conducted to identify any other
potential abuse victims existed on 8/30/11.

Proper record check/keeping to identify safe employees upon hire. Upon
hire, all staff will be trained on the Abuse Policies and Procedures as well
as other Facility policies and procedures. The nursing staff was also
educated about their duties related to allegations of abuse that include the
duty to report and document allegations of abuse as weil as how to report
and respond to allegations of abuse. etc.

Monitoring of residents to determine if allegations of abuse have been
reported will be performed by the treatment nurse bacame effective 8/12/11.
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In addition, on 8/10/11 Charleston entered an agreement with Park View
Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric diagnoses and review
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely response to
recommendations from other heaith care professionals involved . in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric

-diagnoses; participate in assessment and care planning process in

accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patient records with
progress notes. '

Criteria # 4 - The plan of correction failed to include specifics/details related to
monitoring.

Charieston will monitor its performance on an on-going basis to assure

that its Facility Policies and Procedures are implemented in a timely and effective
manner. The treatment nurse has been assigned the responsibility of monitoring
each shift, (24 hours per day, 7 days per week) for any reports of allegations of
abuse. When reported, the treatment nurse is to initiate procedures in a manner
consistent with Facility policies and procedures.

The Facility has implemented a process that includes shared staif
responsibility for -timely reporting, investigating, addressing, and
monitoring allegations of abuse. By assigning the treatment nurse, the
charge nurse, and the DON to report allegations of abuse, effective
compliance will be maintained. Date: 8/21/11.

All Facility staff has been educated about the policies and procedures to be
followed when abuse is discovered/reported or allegations of abuse are
made. Dates: 8/25/11, 9/16/11, and 8/20/11.

All Certified Nursing Assistants (“CNA”) have the duty to report any
aliegations, symptoms, or signs of abuse fo charge nurse immediately
upon discovery; staff has been extensively educatad about this duty.
Dates: 8/25/11, 9/16/11, and 9/20/11.

Nursing staff assigned the duties of treatment nurse is required to

- undertake a specific review of patients and staff for reports of abuse or

potential abuse and is to report the same to charge nurse each shift.
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The Charge Nurse has the duty to report allegations of abuse to DON
during business hours and if allegations are reported after business hours;

the charge nurse is to repoirt the allegations to the Administrator or
* assistant Administrator when received after business hours.

The Administrator is to follow up within 48 hours of any report of alleged
abuse to determine and verify all policies and procedures regarding alleged
abuse were followed and that the investigation has been completed;

Clinical staff shall assess and identify residents who may have the
potential for abusive behavior and this shall be addressed through care
planning and monitoring of residents with needs and behaviors that may
lead to conflict or neglect.

Any residents identified as having the potential for abusive hehavior
through care planning and monitoring will be reported to charge nurse
each shift; the charge nurse will then report this information to the
Administrator.

To assure further compliance with monitoring, the Fécility has arranged for -
qualified psychiatrist and other mental health professionals to heip the
staff manage difficult or aggressive residents.

Random head to toe examinations, in addition to scheduied skin
assessments for residents, will be conducted on a monthly basis by
nursing staff. Any signs of abuse will be immediately reported to the
charge nurse on duty, which will immediately report the findings to the
administration. ‘ :

Continuous monitoring will all occur through interviews with visitors,
family, volunteers, that will be conducted monthly.

'DON and Assistant Administrator and/or Administrator will meet five times
a week specifically to discuss whether any allegations of abuse have been
reported or any signs of abuse noted by staff for any resident.

Daily meeting of the key employees {that incilude Department Heads,
Administrator, Assistance Administrator, MDS Coordinator, DON, Activities
Director, Social Services, Dietary, Restorative Nurse, Office Manager and
Housekeeping and Laundry) will occur to address concerns and identify
problems including any reports of abuse or alleged abuse.

Monitoring and review of abuse allegations and investigations has been

added to Quality Assurance Committee’s duties; the Administrator will
designate a clinical staff member to monitor and supervise each allegation
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of abuse that is received prior to the QA meeting to determine whether
Facility procedures and policies have been followed in a timely mannar.

o Administrator or his delegate has the responsibility to perform and/or
supervise the investigation, to make proper and timely reports, and to
document satisfactory resolution of abuse allegations. To facilitate timely
supervision, a log shall be kept in the Administrator’'s office that records
every allegation of abuse and a tool to determine that Facility policies and
procedures have been followed in a timely manner. This book will contain
all information IE, incident report, statements, nurses notes, 24 report, face
sheet of resident, MDS, self-report to CIG, fax confirmation, final report,
receipt of report to Adult Protective Services along with a log indicating
when the action has been taken;

e« The Administrator and Assistant Administrator are responsible for
reviewing the log book to determine and monitor compliance with
regulations and Facility Policies and Procedures. In addition, the
Administrator and Assistant Administrator are responsible for making ali
reports of allegations of abuse and findings, and for completing the
investigation within 5 days with the help of key employeses. The
Administrator shall report the results of all investigations of abuse in timely
manner as required by Facility policy and procedure as well as state law.

Criteria #5 — The completion date is prior to the survey exit date.

To address the concerns of the Office of Inspector General, the Facility has
revised the Plan of Corrections as previously submitted. Although the Plan of
Correction has been suppiemented, the Faciiity achieved substantial compliiance
as of 8/31/11. Even though Charleston has taken additional steps including
recrganization and restating of abuse policies and procedures on 10/12/11 and
the staff was educated on the reorganized and restated policies with written
copies of the new policies distributed on 10/13/11. The survey was completed on
8/30M11 and the immediate jeopardy was removed on 8/31/11 even though the
original Plan of Corrections has been supplemented, Charleston achieved
substantial compliance on 8/31/11. :

F226

alleged perpetrator, was terminated as of August 12, 2011 before 11 AM
when the matter was brought to the attention of Human Resources Director and
communicated to the Administrator Assistant Administrator
was instructed by to terminate the employee. The employee was terminated
within the hour. '

Pursuant to the direction of the Administrator, immediate investigation of events began

on the evening of August 12", 2011 as soon as Charleston terminated
(alleged perpetrator) employment as directed. Nursing staff conductea pnysical
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examinations of residents in the care of for the week August 6™ 2011 and
including up to August 12", 2011 to determine if any possible abuse had occurred.

Assistant Administrator and HR Coordinator, also conducted
interviews on the evening of August 12" 2011 with all staff members who may have had
information regarding this aliegation. The investigation of possible abuse of residents
continued as interviews of family members and alert and oriented . residents were
conducted on August 30, 2011. Resident interviews were conducted by clinical staff
that included , LPN and | , RN who specifically inquired of .
residents about possible abuse. Family and visitor interviews (13), which included
family members on non-oriented patients, were conducted by . Assistant
~ Administrator and Co-Owner on the aftermoon of August 30, 2011 to
determine if there were any signs of abuse, if patients felt they were treated well and
asked if they had any complaints. No complaints were noted out of the 13 interviews. A
timeline of interviews with summaries of events was prepared by . Assistant
Ad ministrator and reported to the Administrator

Pursuant to the dlrectlon of the Administrator, commencing on Thursday, August 25th

- 2011 and thru August 30", 2011 Facility policies related to the prevention, investigation

and reporting of abuse were reviewed and revised. Legal counsel was contacted on
August 25, 2011 concerning revision of the policies and other matters.

Once Charleston became aware of the situation, the Administrator and the Assistant
Administrator determined that changes in policy and additional training of staff was
necessary. On Friday, August 26", 2011 training was conducted for all staff including
non-clinical staff during each shift (10am, 2pm, 4pm, and 11pm) conceming abuse
prevention, abuse investigation, and abuse reporting. The training was conducted by
key employees of the Facility including Marketing/PR Coordinator and
Education Assistant; Assistant Administrator; and ' Co-Owner.
Training session was overseen by the Administrator, Both =~ ™
and received training from | concerning abuse prevenuon, apuse
investigation and abuse reporting. The Director of Nursing, RN was then
trained by 2garding allegation of abuse, reporting or anuse and investigation
process regarding abuse allegations. Assistant Administrator and
, Administrator received traimng cuncerning abuse prevention, abuse
investigation, and abuse reporting by legal counsel, commencing August 25,
2011 and continuing through the present. Additional consultation was provided by
, legal counsel, concerning the situation with the alleged
perpetrator commencing August 12, 2011. At the completion of the training for the staff,
- 'a written quiz was taken by each staff member to verify the employee’s comprehension
of the material. This training was given to all 150 current employees. Training
concerning abuse prevention, abuse investigation and abuse reporting will be given to
any new employees of the Facility upon date of hire. Further, the Facility currently has
one employee on medical leave. This employee will receive training conceming abuse -
prevention, abuse investigation and abuse reporting upon retuming from medical leave.
Tha emnloyees successfully completed the quiz and the results were reviewed by |
Administrator.
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The Friday August 26y, 2011 training was given to all employees of the Facility even
those without direct patient care duties. Charleston believes that any employee that
may have contact with a resident and that all employees should be aware of the
potential for-abuse and should know how to report it in the event it is suspected or
observed. As reported above, the training was conducted by key employees of

Charleston including Marketing/PR Coordinator and Education Assistant
Assistant Administrator; and , Co-owner. Both 1 and

_._.... received training from :oncerning abuse prevention, abuse
mvestlgatlon and abuse reporting. 1, Assistant Administrator and ~~ 7
Administrator received training concemang abuse preventlon abuse
|nvest|gat|on and abuse reporting by legal counsel, ~In addition,
please note that Charleston works with legal counsel, on a regular

basis regarding regulatory compliance issues.

- On Friday, August 26", 2011 and August 30, 2011 each Department Head was
specifically educated about the new policies and procedures emphasizing that potential
abuse must be reported to both the Office of Inspector General and Adult Protective
Services with the final results of an investigation communicated within five days. New
tools have been developed for the use of Department Head staff. Verification of
understanding of policies by Department Head staff was conducted by taking a quiz on
the information received. The results of the quiz were reviewed by

Administrator-and Assistant Administrator, on the evening of Friday, August
26™ 2011. On Friday, August 26™, 2011 a checklist file was prepared and distributed to
the department heads to assist them in following the correct procedures. Included .in
the Abuse Response Checklist is the Self-Reporting Form published by the Division of
Health Care entitied “Long Term Care Fac:llty -Self-Report [ncident Form” along with the
instructions. In addition, on the evening of August 30", 2011 training regarding the

emphasis of reporting suspected abuse was conducted by |, Assistant
-Administrator, which was overseen and presented under the direction of .
Administrator. and s received training from legal counsel,

, regarding suspected abuse reporting requirements.

I'he Abuse Policy-Supervision of Staff related to Abuse Potential was updated and
revised concerning a supervisory employee’s start to monitor and evaluate employees
who may have a greater potential for abuse of a resident. This policy was revised on
Thursday, August 25, 2011, immediately upon notification of the immediate jeopardy.
This policy also instructs an employee to advise his or her supervisor if he or she is
having problems dealing with stress-whether personal or work related. Both
supervisors and employees are reminded of the confidential nature of these
communications to the extent that resident safety is not compromised. Training about
the revised and existing policies related to abuse was conducted by key employees

Marketing/PR Coordinator and Education Assistant; Assistant
Administrator, and , Co-owner, which was approved and overseen by the
- Administrator, and the Assistant Administrator, . Both

and received their training from concernmg abuse

prevention, abuse investigation, and abuse reporting. and
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received training concerning abuse prevention, abuse investigation and abuse reporting
by legal counsel, Lisa English Hinkle.

The Abuse Policy and Screening Procedure for Potential Employees was amended and
approved by Administrator, on the Thursday evening, August 257 2011,
to include a screening process for administration to use when hiring new employees so
that the potential for abuse is specifically considered in addition to the criminal record
checks, abuse registry screens, license verification, state registration verification and
reference checks. [n Addition, all revision and amendment to policies were reviewed
and approved by Administrator. The training was conducted by key
employees of . Charleston including Marketina/PR Coordinator and
Education Assistant; Assistant Administrator, and . Co-owner,
who were overseen by the Administrator, . Both =~ ™ and "~

received training from Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting by legal counsel,

In addition please note that the Facility works on a continuous basis with

for training on regulatory compliance and is notified by for training on -
regulatory compliance and is notified by - on any updates and/or changes to
regulatory compliance issues. '

The policies related to investigation were also reviewed and strengthened on the
Thursday evening, August 25th, 2011 to make sure that investigations are carried out
when reports of suspected abuse and abuse have been made as the mvestlgatlon
Protocol makes clear. These policies were reviewed and approved by -
_Admlnlstrator

Continued training will be conducted on a bi-annual basis for all employees of
Charleston Health Care Center. This training will include specifies regarding allegation
of abuse, reporting of abuse, monitoring for signs of potential abuse and investigation
procedures regarding alleged abuse. This training will be overseen and approved by
the Administrator, In addition, any new hires will receive the above
referenced training upon date ot employment. The Director of Nursing will review
compliance with training requirements and will report any and all findings to the quality
assurance committee on a quarterly basis, which will monitor Facility compliance.
Because all residents may be at risk for harm of agues if it exists changes and
improvements were made fo policies and procedures concerning abuse prevention,
abuse investigation, and abuse reporting, on a system-wide basis and all 150 current
staff members were educated about the policies on Friday, August 26, 2011. The
training was conducted by key employees of the Facility including

Marketing/PR Coordinator, and Education Assistant; . Assistant Administrator;
and , Co-owner, who were overseen by " Administrator. Both

and received training from concerning abuse
prevention, abuse investigation and abuse reporting. and

received training concerning abuse prevention, abuse mvestlgatlon and abuse reporting
by legal counsel,
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As of Thursday evening, August 25, 2011, these policies include a specific provision
that if a report of abuse is made that involves an employee, that employee will be
reassigned form resident care to another job or suspended during the investigation.
These charges were made to protect resident from retaliation or further acts of abuse.

As of Friday, August 26", 2011, other policies have been implemented that are aimed at
the protection of residents from abuse by employees. This includes training supervisory
staff to recognize situation that may indicate stress on employees. Because individuals
who are working under excessive emotional stress are more likely to be impatient they
have a greater likelihood of committing abuse. The training was conducted by key
employees of the Facility including Marketing/PR Coordinator, ‘
Co-owner, and Assistant Administrator. Both | and
received training from , Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting. received training
concerning abuse prevention, abuse investigation and abuse reporting by legal counsel,

As of Friday August 26", 2011, Charleston has initiated new procedures to ensure
compliance by these important changes to policies and procedures. Education of staff
however is vital to insuring that everyone understands their duty to report suspected
abuse and to whom it is to be reported. The training will continue on abuse prevention,
abuse investigation, and abuse reporting on a bi-annual basis overseen by

Administrator. Also new staff will be thoroughly in-serviced by key employees
of the Facility, overseen by Administrator, on the policies and procedures
pertaining to abuse, prevention, investigation, and reporting and importance of reporting
requirement. In addition, the Facility and its administration believes that by
incorporating the duty to be vigilant about employee stressors into the policies for
supervisory employees and employees that staff will be more sensitive to situations that
make staff more susceptible to acting in an abusive manner.

fn addition, residents will be monitored on a daily basis by the treatment nurse for any
skin changes or signs of potential abuse. Any suspected or actual abuse discovered by
the treatment nurse will be reported to the charge nurse, who in turn is required to
report the findings to the Director on Nursing, , RN, who then reports
immediately to , Assistant Administrafor, and Administrator.

Assistant Administrator will then notify any and all appropriate State
Agencies.

The Facility has implemented plans to monitor its performance to ensure that these
solutions that have been identified are sustained. As of Thursday evening, August 25",
2011, the Facility revised relevant policies and as of Friday, August 26", 2011 has
educated staff about those policies. . The training was conducted by key employees of
the Facility including Marketing/PR Coordinator and Education Assistant,
Assistant Administrator; and Co-owner under the supervision
and direction of the Administrator _ Both =~ and
received training for . concerning abuse prevention abuse investigation and
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abuse reporting. received training concerning abuse prevention abuse
investigation and abuse reporting by legal counsel In addition, by
creating the new tool for Department Heads, which walks the individual through the
steps that should be taken when abuse is suspected or reported, the Facility is
confident that its solution will be sustained. In addition ail reports of suspected abuse
are to be immediately reported and given to the charge nurse. The charge nurse will
then immediately report the suspected abuse to the Director of Nursing and will record
the allegation in the 24-hour nurses’ report. The Director of Nursing and Jill Brown,
Assistant Administrator, will review the 24-hour nurses’ report on a daily basis and will
report any alleged abuse in compliance with any and all regulatory requirement to

Administrator, and any and all state agencies necessary. This will insure
that communication of suspected abuse as well as abuse is address and monitored by
Facility Administration. :

When abuse is suspected or discovered, the Administrator and the Assistant
Administrator shall monitor the situation according to Facility policies to assure that any
employee suspected to have perpetrated abuse will be suspended or reassigned from
resident care duties until a full investigation has been completed and a determination
reached, that all reports have been made, and that the situation has been appropriately
documented. Additional monitoring will be carried out by the Quality Assurance
Committee that receives all reports of suspected or actual abuse.

Additional in-service training was held on Friday September 16", 2011, & Tuesday
September 20", 2011 with key department heads and licensed nurses. Training

included abuse, abuse reporting, and abuse documentation. . _ Assistant
Administrator presented training under the direction of Administrator.
Administrator, and Assistant Administrator have received

continued education for legal counsel

A book of allegations and log of all abuse, abuse reporting, abuse documentation,
abuse investigation if to be kept in the Administrator/Assistant Administrator's office.
The book will be used for compliance, quality assurance, and record keeping. This book
was started September 2, 2011, '

The Facility was in substantial compliance on August 31, 2011.

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law. ‘ '

It is the policy of Charleston Health Care Center (“Char[éstoh”) to provide housekeeping

and maintenance services necessary to maintain a sanitary, orderly and comfortable
interior.
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The following corrective actions were immediately taken to address the deficient
practices: -

Criteria #1 - The plan of correction faals to address correctlve actions taken for
- residents identified in the deficient practice.

Please find attached as Exhibit 1, updated policies addressing abuse allegations.
R.esédent 1:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of aileged abuse indicated that Resident #1 did not
suffer any abuse or harm either mental or physical. The following specific actions
were accomplished for Resident #1:

e Headto to'e skin assessment of Resident #1 was completed on 8/12/11.

¢ A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse, or harm substantiated for
Resident #1.

¢ |nterview with Resident #1 was conducted on 8/12/11.

» Resident #1's family was notified of the alleged abuse and interviewed on
8/13M11. It is interesting that Resident #1's family was supportive of the
alleged perpetrator, thought that he worked well with Resident #1, did not
confirm any abusive behavior on the part of the employee, and did not note
any physical or mental indications of abuse for Resident #1.

» Accusead perpetrator was terminated from employment on 8/12/11.

« The Facility’s medical director assessed Resident #1 based on the report of
alleged abuse on 8/15/11 and determined that Resident #1 had not sufferad
mental or physical injury. :

e Pursuant to Facility procedures, the charge nurse for each shift has the
responsibility of completing a report about all important issues that affect
patient care including allegations of abuse, change of abuse, change in
patient condition, etc. The BON has the daily responsibility of reviewing al!
the charge nurse reports to complete a form (24-Hour Report) that
documents the important changes that occur during each 24 hour period.
The DON is responsible for reviewing all charge nurse reports for the
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
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tool to communicate information betwesen the clinical staff‘and the
Administration. Exhibit 2.

Pursuant to CMS requirements, patients’ treating physicians werz notified
in writing of the substandard of care on 9/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25/11. Initial training of staff was completed by 8/26/11 with additional
training in September. In October, policies were then revised and
reorganized to make them easier to read and understand. No substantive.
changes were made other than to clarify the monitoring mechanisms. The
reorganization and restatement of the Facility’s Abuse Policiess and
Procedures was accomplishad by 10/12/11. -

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required fo successfully complete a quiz to verify knowledge about the new
policies and procedures. Resuits were verified by the Administration. Staff
was again trained in September. When the policies were reorganized and
restated in October, staff was again trained.

Additional education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and Laundry and Housskeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitcering for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 8/16/11 and 9/20/11; and in Octobaer.

To aid and assist in the racording and communication of aliegations of
abuse, a notebook procedure was implemented where allegations of abuse
are recorded. Key Employzes with responsibilities for the investigation
and reporting of allegations of abuse were educated about the process and
their respective duties using the notebook. Education of Key Employees
that include Administrator, DON, assistant director of nursing, social work
director, assistant Administrator as well as the entire nursing staff
including LPN’s was completed on 8/25/11 and again on 9/16/11, and
8/20/11.

Random interviews of Residents were conductad to identify if any other
potential abuse victims existed on 8/30/11.

Procedures involving the proper recordkeeping for background checks sc
- that only qualified employees with no reported instance of abuse are hirad
were reviewed. The Facility performs background checks for ail staff, not
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just clinical staff. .Upbn hire, all staff wiil be trained on the Abuse Policies
and Procedures as well as othear Facility policies and procedures.

The nursing staff was also educated about their respective duties reiated to
allegations of abuse that inciude the duty to report and document
allegations of abuse as well as how to report and respond to allegations of
abuse, etc. Specific training took place on 8/26/11, 8/16/11 and 9/20/11.
Ongeing training is also provided.

Monitoring of residents to' determine if allegations of abuse have been
reported will be performed by the treatment nurse became affective 8/12/11.

'In addition, on 8/10/11 Charleston entered an agreement with Park View

Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric dlagnoses and review
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely response to
recommendations from other health care professionals involved in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patient records with
progress notes. Exhibit 3. '

Resident 2:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alleged abuse indicated that Resident #2 did not
suffer any abuse either mental or physical. The foilowing specific actions wera
accomplished for Resident #2:

Head to toe skin assessment of Resident #1 was completed on 7/22/11 and
on 8M17/M11. '

A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse or harm substantiated for
Resident #2. Resident #2 has mental impairments that cause him to make
statements that are imagined and without basis. It was determined that
Resident #2’s statements were not accurata,

Interview with Resident #2 was conducted on 8/12/11.
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Resident #2’s allegations of abuse occurred in July. At the time, staff
notified Resident #2’s family about his allegations. Later in July the DON
personally communicated with Resident #2’s family about his aliegations.
The family as well as Facility staff did not find the allegations to be true as
a result of Resident #2's mental status and frequent statements that did not
reflect reality. While Resident #2 did name the same CNA hIS statements
‘were found to be untrue.

Accused perpetrator was terminated from employment on 8/12/11.

The Facility's medical director assessed Resident #2 baéed on the report of
alleged abuse on 8/15/11 and determined that Resident #2 had not suﬁered
mental or physmal injury. :

Pursuant to Facility procedures, the charge nurse for each shift has the

responsibility of completing a report about all important issues that affect
patient care including aliegations of abuse, change of abuse, change in
patient condition, etc. The DON has the daily responsibility of reviewing ali
the charge nurse reports to complete a form (24-Hour Report) that
documents the important charnges that occur during each 24 hour period.
The DON is responsible for reviewing ali charge nurse reports for the .
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the

Assistant Administrator. The 24-Hour Report is an important and effective

tool to communicate information between the clinical " staff and the
Administration. Exhibit 2.

Pursuant to CMS requiremeants, patients’ treating phys_icians were notified
in writing of the substandard of care on 9/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was completed on
8/25/11. The policies were then revised and reorganized to make them
easier to read and understand. No substantive changes were made other
than to clarify the monitoring mechanisms. The reorganization of the
Facility’s Abuse Policies and Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required to successfully complete a quiz to verify knowledge about the new
policies and procedures. Results were verified by the Administration. Staff
was again trained in September. When the policies were reorgamzed and
restated in October, staff was again trained.

Additional Education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical

35




Plant, and Laundry and Housekeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 8/16/11 and 9/20/11; and in October.

¢ To aid and assist in the recording and communication of allegations of
abuse, a notebook procedure was impiemented tc record aliegations of
abuse. Key Employees with responsibilities for the investigation and
reporting of allegations of abuse were educated about the process and
their respective duties using the notebook. Key employees include
Administrator, director of nursing, assistant director of nursing, social
work, assistant Administrator as well as the entire nursing staff including.
LPN’s was completed on 8/25/11.

« Random Interviews of Residents were conducted to identify any other
potential abuse victims existed on 8/30/11.

+ Proper record check/keeping to identify safe employees upon hire. Upon
hire, all staff will be trained on the Abuse Policies and Procedures as well
as other Facility policies and procedures. The nursing staff was aiso
educated about their duties related to allegations of abuse that include the
- duty to report and document allegations of abuse as well as how to report
and respond to allegations of abuse. etc.

. Monitori'ng of residents to determine if allegations of abuse have been
reported will be performed by the treatment nurse became effective 8/12/11.

¢ In addition, on 8/10/11 Charleston entered an agreement with Park View -
Psychiatric Services (“Park View”). This clinical service will provide
 psychiatric treatment to residents with psychiatric diagnoses and review
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely response to
recommendations from other health care professionals involved in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. - Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at tie of visit; and complete ail patient records with
progress notes. :

Criteria # 4 - The pian'of correction failed to include specifics/details related to
monitoring.

36



Charleston will monitor its performance on an on-going basis to assure

that its Facility Policies and Procedures are implemented in a timely and effective
manner. The treatment nurse has been assigned the responsibility of monitoring
each shift, (24 hours per day, 7 days per week) for any reports of allegations of
abuse. When reported, the treatment nurse is to initiate procedures in a manner
consistant with Facility policies and procedures.

The Facility has implemented a process that includes shared staff

- responsibility for timely reporting, investigating, addressing, and

monitoring allegations of abuse. By assigning the treatment nurse, the
charge nurse, and the DON to report allegations of abuse, effective
compliance will be maintained. Date: 9/21/11.

All Facility staff has been educated about the policies and procedurss to be
followed when abuse is discoverad/reported or allegations of abuse are
made. Dates: 8/25/11, 9/16/11, and 8/20/11.

All Certified Nursing Assistants (“CNA”) have the duty to report any
allegations, symptoms, or signs of abuse to charge nurse immediately
upon discovery; staff has been extensively educated about thls duty.
Dates: 8/25/11, 8/16/11, and 9/20/11.

Nursing staff assignéd the duties of treatment nurse is required to
undertake a specific review of patients and staff for reports of abuse or
potential abuse and is to report the same t6 charge nurse each shift.

The Charge Nurse has the duty to report allegations of abuse to DON
during business hours and if allegations are reported after business hours;
the charge nurse is to report the allegations to the Administrator or
assistant Administrator when received after business hours. '

The Administrator is to follow up within 48 hours of any report of alleged
abuse to determine and verify all policies and procedures regarding alleged
abuse were followed and that the investigation has been_com’p!eted;

Clinical staff shall assess and identify residents who may have the
potential for abusive behavior and this shall be addressed through care
planning and monitoring of residents with needs and behaviors that may
lead to conflict or neglect.

- Any residents identified as having the potential for abusive behavior

through care planning and monitoring will be reported to charge nurse
gach shift; the charge nurses will then report this information to the
Administrator.
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To assure further compliance with monitoring, the Facility has arranged for
qualified psychiatrist and other mental health professionals to help the
staff manage difficult or aggressive residents.

Random head to toe examinations, in addition to scheduled skin
assessments for residents, will be conducted on a monthly basis by
nursing staff.. Any signs of abuse will be immediateiy reported to the
charge nurse on duty, which will immediately report the findings to the
administration.

Continuous monitoring will all occur through interviews with visitors,
family, volunteers, that will be conducted monthly.

DON and Assistant Administrator and/or Administrator will meet five times
a week specifically to discuss whether any allegations of abuse have been
reported or any signs of abuse noted by staff for any resident.

Daily meeting of the key employees (that include Department Heads,
Administrator, Assistance Administrator, MDS Coordinator, DON, Activities
Director, Social Services, Dietary, Restorative Nurse, Office Manager and
Housekeeping and Laundry) will occur to address concerns and identify
problems inciuding any reports of abuse or alleged abuse.

Monitoring and review of abuse allegations and investigations has been
added to Quality Assurance Committee’s duties; the Administrator will
designate a clinical staff member to. monitor and supervise each ailegation
of abuse that is received prior to the QA meeting to determine whether
Facility procedures and policies have been followed in a timely manner.

Administrator or his delegate has the responsibility to perform and/or
~ supervise the investigation, to make proper and timely reports, and to
document satisfactory resolution of abuse allegations. To facilitate timely
supervision, a log shall be kept in the Administrator’s office that records
every allegation of abuse and a tool to determine that Facility poilicies and
procedures have been followed in a timely manner. This book will contain
all information IE, incident report, statements, nurses notes, 24 report, face
sheet of resident, MDS, self-report to OIG, fax confirmation, final report,
receipt of report to Aduit Protective Services along with a log indicating
when the action has been taken;

The Administrator and Assistant Administrator are responsible for
reviewing the log book to determine and monitor compliance with
regulations and Facility Policies and Procedures. In addition, the
Administrator and Assistant Administrator are responsible for making all
reports of allegations of abuse and findings, and for compiesting the
investigation within 5 days with the help of key employees. The
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Administrator shall report the results of ail investigations of abuse in timely
manner as required by Facility policy and procedure as well as state law.

Criteria #5 — The completion date is prior to the survey exit date.

To address the concerns of the Office of Inspector General, the Facility has
revised the Plan of Corrections as previously submitted. Although the Plan of
Corrections has been supplemented, the Facility achieved substantial compliance
as of 8/31/11. Even though Charleston has taken additional steps including
reorganization and restating of abuse policies and procedures on 10/12/11. The
staff was educated on the reorganized and restated policies with written copies of
the new policies distributed on 10/13/11. The survey was completed on 9/1/11
and the immediate jeopardy was removed on 8/31/11 even though the original
Plan of Corrections has been supplemented, Charieston achieved substantial
compliance on 8/31/11.

F253 _
Charleston will provide the housekeeping and maintenance services necessary to
maintain a sanitary, orderly, and comfortable interior.

Facility reviewed and revised Wheelchair Cleaning Procedure on September 1, 2011.
Laundry/Housekeeping Supervisor, meet with all laundry/housekeeping
staff regarding new policy and education regarding to keeping not only wheelchairs but
all equipment, building, clothes, ETC. Sanitary, orderly and comfortable.

Hous_ekeepinglLaundry Superv‘i.sor is to monitor daily to ensure compliance. In addition,
a log will be kept noting when wheelchairs are cleaned, date, time, and by whom.

The Facility was in substantial compliance on September 2, 2011.

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

it is the policy of Charleston Health Care Center (“_Charleéton”) for all services to be
provided or arranged by the Facility to be provided by qualified persons in accordance
with each resident’s written plan of care.

The following corrective actions were immediately taken to address the deficient
practices:

Criteria #1

e Resident # 4’s whaelchair was immediately cieaned by housekeeping when
brought to the attention of staff by state surveyors.
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» Wheelchair Policies and Procedures were updated on 8/1/11. See Attached
Exhibit 4.

¢ Laundry and Housekeeping Staff were aducated about the Wheelchair
Policies and Procedures and their respective duties thereunder on 9/1/11.

» Clinical staff was advised of the policy changes and their responsibility to
report soiled or non-functioning wheelchairs to housekeeping supervisor
on $/1/11. .

s+ lLaundry and Housekeeping Supervisor were assigned the task of keeping a
written log to confirm the cleaning of esach wheelchair and the date of the
cleaning starting on 9/1/11. -

Criteria #3

Laundry and Housekeeping Supervisor will keep an inventory of all wheelchairs.
The Supervisor will assure timely and efficient routines and cleaning patterns to
verify that each wheelchair has bezn cleaned weekly. If a wheelchair becomes
soiled before the scheduled cieaning date, it will be cleaned immediately and
documented in the Supervisor’s written iog.

Policies and Proceduras ware updated to reflect these changes Theasea Policies
and Procedures were completed 10/12/11. See attached Exhibit 4.

F282
An u updated list of residents who require the use of a magnetic pull away alarm for
personal safety has been in use. MARS are noted to check for placement and function
on every shift. Lists are placed at each nurse’'s desk into each group book and copies
are kept in the DON'’s office. As census changes as will as part of the end of month
procedure.

ALL SRNA information Care sheets have been rewewed for notation that alarm is
to be used and completed if needed. This was completed on 9-24-11.

MARS were also checked for notation “Bed/Chair” alarm-check every shift for
placement and function. Completed 9-24-11.

The resident safety quality assurance record will be utlllzed for compliance.
Information is to be obtained per nursing administration directives. This will be done
weekly X4, monthly X4, and then quarterly.

Education and Training regarding residents’ safety will be completed by 10-1-11
for licensed nurses and SRNA’s Residents’ beds will be noted with a sticker indicating
that a Bed/Chair alarm is to be used. Completion date 10-1-11.

The Facility will be in substantial compliance on October 1, 2011.

40



This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law. -

It is the policy of Charleston Health Care Center (“Charleston”) to ensure residents who
enter the Facility without pressure sores do not develop them, unless a resident's
clinical condition makes them unavoidabie.

The following corrective actlons were immediately taken to address the deficient
practices:

Criteria #4

« The DON is responsible for monitoring the compliance of magnetic pull
away alarms for safety (bed/chair alarm). The DON may advise and direct
clinical staff to help her in assuring monatormg and compliance. AII reports
shall be made to the DON.

o Clinical staff is responsibla for checking the operation and placement of
bed/chair alarms. Any nonfunctionmg alarm is to be reported to the DON
immeadiately.

» To monitor compliance, the DON or delegated key employee shall perform
random chacks on a daily basis of residents who use bed/chair alarms.
The Administrator or delegated individual shall confirm with the DON that
monitoring of operation and placement of bed/chair alarms is bemg
performed. See Exhibit5.

E314

All resident records were reviewed to determine if a skin assessment was completed.
This was completed on 9-21-11 with no negative findings. = A new policy regarding skin
assessments was developed on 9-21-11 along with a checklist to assure compliance
with the new policy. The checklist will aiso serve as a Quality Assurance Measure and
become effective 9-21-11. This will be Monitored on an on-going basis by nursing
administration for completion on a weekly basis by signing and dating the checklist.

An in-service for all licensed nurses will be completed by October 1, 2011 to
include review of the new policy, checking as well as Pressure Ulcer Prevention, wound
care and Igjentiﬂcation of stage-able pressure ulcers.

The Facility will be in compliance on October 1, 2011,

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
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that a deficiency exists or that one was cited correctly. This Plan of Correction is
submiited to meet requirements established by State and Federal law.

It is the policy of Charleston Health Care Center (“Charleston™to ensure that the
resident environments remain as free of accident hazards as is possible and each
resident receives adequate supervision and assistance devices to prevent accidents.

The following corrective actions were immediatsly taken to address the deficient
practices:

Criteria #1

o Immediate completion of the missing skin assessments were performed for
Resident # 8 and Resident # 20 on 8/31/11. Based upon the assessment,
appropriate skin treatments were implemented and in place for Resident #8
and Resident #20 on 8!31!11

Criteria #2

To identify and assure that no other residents were affected by the alleged
~deficient practice pertaining to treatment prevention, healing of pressure sores
and documentation of same, staff performed a compiete audit of skin assessment
- documentation for all residents, which was conducted beginning 8/31/11 and
completed 9/21/11, with no negative findings. In addition, all licensed nurses
ware educated regarding new policies pertaining to pressure ulcer prevention,
wound care, and identification of stageable pressure ulcers. All education was
completed by 10/1/11. _ :

Criteria #4

A checklist was developed to assure compliance with new poiicies and to monitor
the timely completion of skin assessments.

» The DON is responsible for monitoring the completion of skin assessments
by clinical staff on a daily basis. For skin assessments completed over the
weekend, the DON will review for completion on Monday.

» Monitoring of the performance of skin assessments is an ongoing
responsibility of the DON, who is to check this on a daily basis and
determine that skin assessments are being performed by individual
residents as they become due.

o DON will notify the MDS Coordinator immediately if any changes in skin
have occurred with the resident. For continued assurance, the DON will
also report ail changes to the QA Committee. See Exhibit 6.
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E323 '
Water temperature was corrected the morning of August 30, 2011 by 11am.

Charleston contacted outside professional service for assistance WIth water temperature
issue. Water temperature gauge was installed at hot water source and tempering value
was adjusted to bring hot water temperature levels into compliance for safety.

Hot water temperature was checked in all affected patient bathrooms and room to
insure resident safety and compliance.

Inspector's checked water temperature, hot water temperatures in resident’s bathrdoms
. and rooms to ensure resident safety and compliance before the exit of survey.

Hot water temperatures were recorded and found to be within a range of 103 degrees
fahrenheit -104 degrees fahrenheit in affected rooms.

New emersion style thermometers were purchased for maintenance to accurately check
water temperatures in all resident areas. Thermometers were put-in use on Monday
September 57, 2011.

Source temperatures will be checked Monday thru Friday at hot water source. Water
temperature room checks will continue to be monthly to ensure safety and compliance. -

Safety of water temperature’s was reviewed and revised 9-26-11.
The Facility was in substéntia! compliance on August 30, 2011.

This pian of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

It is the policy of Charleston Health Care Center (“Charleston™ to procure food from
- sources approved or considered satisfactory by Federal, State or local authorities; and
to store, prepare, distribute and serve food under sanitary conditions.

Criteria #1

Corrective action was taken for residents in rooms 11, 13, 19, 35, 37, and 104 on
8/31/11. The Maintenance Department identified and secured loose wires hanging
from the ceilings in rooms 35 and 37 on 8/31/11. In addition, television cords in
reoms 11, 13, 19, 103, and 104 were secured to assure safety on 8/31!11 Each
resident’s room was reviewed and corrected.

Criteria #2
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On 8/1/11, all clinical staff was notified of a maintenance log book that will be kept
at each nurses’ station in which they are to immediately report any broken, or
fauity equipment immediately. See Exhibit 7. On 8/2/11, a complete maintenance
" check of the entire Facility property, including resident rooms and resident areas,
was made by Director of Physical Plant and

Maintenance Supervisor. No other safety issues were found. Daily checks of the
Facility property checks will be conducted by the Maintenance Supervisor to
assure safety and compliance. Any issues found will be immediately reported to
the Administrator and will be properly addressed.

Criteria #3

On 9/5/11, maintenance staff was educated by ., Director of Physical
Plant, regarding the importance of safety in resident rooms with regards to
protruding sharp wires, cables, water temperature safety, etc. In addition, on
10/6/11, . was educated by legal counsel regarding water
temperature safety. Thereafter, maintenance staff was educated by

on 10/6/11. Systemic changes have been enforced to assure compliance and
safety for each resident. A complete check of Facility property, including
resident rooms and rasident areas, was conducted by , Diractor of
Physical Plant and Maintenance Supervisor was conducted. HNo
other safety issues were identified on 9/2/11. The Facility staff will perform daily
checks of the Facility property including resident rooms and resident areas to
assure compliance. This will be monitored by the Administrator on a weekly
basis. '

Criteria #4

A Maintenance Request Log has been placed at each nurse’s station and all
maintenance requests shall be recorded on the Maintenance Request Log. The
Administrator will review the Maintenance Request Log on a weekly basis to
assure that all maintenance requests have been addressed. A memo was posted
about appropriate identification, and documentation in the maintenance request
log books on September 1, 2011. In addition, Maintenance staff will survey the
plant, operation, resident rooms, and resident common areas at the beginning of
each shift, and again before they leave each day to assure compliance and
resident safety. , Director of Physical Plant, will also monitor safety
on a daily basis.

Criteria #5

To address the concerns of the Office of Inspector General, the Facility has
revised the Plan of Corrections as previously submitted. Although the Plan of
_Correction has been suppliemeanted, the Facility achieved substantial compliance
as of 8/3111. Even though Charleston has taken additional steps including
updating policies and procedures for checking water temperatures on 3/26/11, all
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new thermometers were in place at that time on 9/26/11, and maintenance staff
was educated on 9/5/11 and 10/6/11 regarding water temperature safety.

The survey was completed on 8/30/11 and the immediate jeopardy was removed
- on 8/31/11 even though the original Plan of Corrections has been supplemented,
Charleston achieved substantial compliance on 8/31/11.

F371

A mandatory in-service was conducted on September 7", 2011 by

RDLD. During the in-service employees were educated on the importance of wearing a
hair restraint/hair net, covering hair entirely, hair care, personal hygiene & general
sanitation review. ‘

~ Daily rounds in Dietary Administration to check that hair is fully covered by hair
restraint/hair net are being done.

A larger size hair restraint/hair net was ordered on September 7" 2011. In addition
bobby pins are on hand for all dietary employees’s to be worn in conjunction with hair
restraint/net.

Employees with long hair will double hair restraint/net, and then secure with bobby p'ins.
The new dietary action plan for hair restraint/net was completed on September 9, 2011.
The Facility was in substantial compliance on September 7, 2011.

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited comrectly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

it is the policy of Chérleston Health Care Center (“Charleston”) to establish and maintain
an Infection Control Program designed to provide a safe, sanitary and comfortable
environment and to help prevent the development and transmission of disease and
infection.

Criteria #4

Infection control will be monitored for compliance using a quality assurance form
beginning 9/26/11. See attached Exhibit 8. The DON will be responsible for
monitoring for compliance regarding infection control. To assure compliance,
actual observation of staff will be required from the DON or clinical staff
appointed and trained by the DON, which will be done four times a week; four
times a month and onca a quarter by a licensed nurse desighated by Nursing -
Administration. The DON will record findings on the new form and report ail
findings to the quality assurance committee on a quarterly basis. Additional
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training will be given per policy, particularly when non-compliance is documented
by the DON.

F441 _ ‘
SRNA #2 is no longer an empioyee of Charleston Health Care Center. Nurse #10 was
given a written counseling on 9-2-11,

A new employee checklist devised on 9-23-11 to include observed incontinence
care by a licensed nurse and/or nursing administration during the orientation period.

This form is to be obtained from the Director of Nursing upon employment and
reported to her at the conclusion of the orientation period. At this time concerns and or
questions will be addressed.

An in-service will be given to all SRNA’s and licensed nurses in relation to
infection control, incontinence care and use of plastic bags, observation of incontinence
care by a licensed nurse began 9-21-11. This will be ongoing, unannouniced, and done
monthly on each shift using an infection control form which will also serve as quality
assurance.

This will be completed by 10-1-11.

Nurse #10 was given a written counseling 9-21-11.

The policy for cleaning and sanitizing the glucometer was revised on 9-21-11.
See attached. :

Monitoring for compliance will be done utilizing a quality assurance form for
infection control related to glucometer cleaning beginning 9-26-11.

This will be done weekly times four; monthly times four, then quarterly by a
licensed nurse as directed by Nursing Administration. Actual observation will be
necessary.

An in-service for all licensed nurses will be given on or before 10-1-11.

The Facility was in substantial compiiance by October 1, 2011.

This plan of correction constitutes our written allegation of compliance for the
deficiencies cited. However, submission of the Plan of Correction is not an admission
that a deficiency exists or that one was cited correctly. This Plan of Correction is
submitted to meet requirements established by State and Federal law.

It is the policy of Charleston Health Care Center (“Charleston”) to administer its Facility
in a manner that enables it to use its resources effectively and efficiently to attain or
maintain the highest practicable physical, mental and psychosocial well-being of each
resident. _ '

Criteria‘ #4

Infection control will be monitored for compliance using a quality assurance form
beginning 9/26/11. See attached Exhibit 9. The DON will be responsible for
monitoring for compliance regarding infection control. To assure compliance,
actual observation of staff will be required from the DON or clinical staff
appointed and trained by the DON, which will be done four times a week; four
- times a month and once a guarter by a licensed nurse designated by Nursing
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Administration. The DON will record findings on the new form and raport all
findings to the quality assurance committee on a quarterly basis. Additional
training will be given per policy, particularly when non-compliance is documentad
by the DON. o

F490.

. alleged perpetrator, was terminated as of August 12, 2011 before 11 AM
when the matter was brought to the attention of Human Resources Director and
communicated to the Administrator Assistant Administrator
was instructed by Mr. Sparks to terminate the employee. The employee was terminated
within the hour.

Pursuant to the direction of the Administrator, immediate investigation of events began
on the evening of August 12", 2011 as soon as Charleston terminated |
(alleged perpetrator) employment as directed. Nursing staff conductea pnysical

examinations of residents in the care of for the week August 8™ 2011 and
including up to August 12", 2011 to determine if any possible abuse had occurred.
, Assistant Administrator and HR Coordinator, ailso conducted

interviews on the evening of August 12 <u1 1 wun an staff members who may have had
information- regarding this allegation. The investigation of possible abuse of residents
continued as interviews of family members-and alert and oriented residents were
conducted on August 30, 2011. Resident interviews were conducted by clinical staff
that included , LPN and ~, RN who specifically inquired of
residents about possible abuse. Family and visitor interviews (13), which included
family members on non-oriented patients, were conducted by . , Assistant
Administrator and =~ =~ ., Co-Owner on the afternoon of August 30, 2011 to
determine if there were any signs of abuse, if patients felt they were treated well and
asked if they had any complaints. No complaints were noted out of the 13 interviews. A
timeline of interviews with summaries of events was prepared by . , Assistant
Administrator and reported to the Administrator '

Pursuant to the direction of the Administrator, commencing on Thursday, August 25™,
2011 and thru August 30™, 2011 Facility policies related to the prevention, investigation
and reporting of abuse were reviewed and revised. Legal counsel was contacted on
August 25, 2011 concerning revision of the policies and other matters.

Once Charleston became aware of the situation, the Administrator and the Assistant
Administrator determined that changes in policy and additional training of staff was
necessary. On Friday, August 26", 2011 training was conducted for all staff including
_non-clinical staff during each shift (10am, 2pm, 4pm, and 11pm) conceming abuse
prevention, abuse investigation, and abuse reporting. The training was conducted by
key employees of the Facilitv including =~ Marketing/PR Coordinator and
Education Assistant; Assistant Administrator; and Co-Owner.
Training session was overseen by the Administrator, 5. Both

and eceived training from concerning abuse prevention, abuse
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investigation and abuse reporting. The Director of Nursing, RN was then
trained by regarding allegation of abuse, reporting of abuse and investigation
process regarding abuse allegations. Assistant Administrator and

) Administrator received training conceming abuse  prevention, abuse
investigation, and abuse reporting by legal counsel, commencing August 25,
2011 and continuing through the present. Additional consultation was provided by
' - legal counsel concerning the situation with ‘the alleged
. perpetrator commencing August 12, 2011. At the completion of the training for the staff,
a written quiz was taken by each staff member to verify the employee’s comprehension
of the material. This training was given to all 150 current employees. Training
concerning abuse prevention, abuse investigation and abuse reporting will be given to
any new employees of the Facility upon date of hire. Further, the Facility currently has
one employee on medical leave. This employee will receive training concerning abuse
prevention, abuse investigation and abuse reporting upon returning from medical leave.
The employees successfully completed the quiz and the results were reviewed by Mr.
Sparks, Administrator. '

The Friday August 26y, 2011 training was given to aill employees of the Facility even
those without direct patient care duties. Charleston believes that any employee that
may have contact with a resident and that all employees should be aware of the
potential for abuse and should know how to report it in the event it is suspected or
observed. 'As reported above. the training was conducted by key employees -of

-Charleston including Marketing/PR Coordinator and Education Assistant

Assistant Administrator; and Co-owner. Both and

received training from soncering abuse prevention, abuse
investigation and abuse reporting. ..._. _._..., Assistant Administrator and

, Administrator received training. conceming abuse prevention, abuse

investigation and abuse reporting by legal counsel, =~ ~ =~ °7 7 In addition,

please note that Charleston works with legal counsel, on a regular

basis regarding regulatory compliance issues.

On Friday, August 26™ 2011 and August 30, 2011 each Department Head was
specifically educated about the new policies and procedures emphasizing that potential
abuse must be reported to both the Office of Inspector General and Adult Protective
Services with the final results of an investigation communicated within five days. New
tools have been developed for the use of Department Head staff. Verification of
understanding of policies by Department Head staff was conducted by taking a quiz on
the information received. The results of the quiz were reviewed by

"~ Administrator and Assistant Administrator, on the evening of Friday, August
26" 2011. On Friday, August 26", 2011 a checklist file was prepared and distributed to
the department heads to assist them in following the correct procedures. Included in
the Abuse Response Checklist is the Self-Reporting Form published by the Division of
 Health Care entitled “Long Term Care Facility-Self-Report incident Form™ along with the
instructions. In addition, on the evening of August 30", 2011 traininas reqarding the
emphasis of reporting suspected abuse was conducted by . Assistant
Administrator, which was overseen and presented under the direction of
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Administrator. and received training from legal counsel,
. regarding suspected abuse reporting requirements.

The Abuse Policy-Supervision of Staff related to Abuse Potential was updated and
revised concerning a supervisory employee’s start to monitor and evaluate employees
. who may have a greater potential for abuse of a resident. This policy was revised on
Thursday, August 25, 2011, immediately upon notification of the immediate jeopardy.
This policy also instructs an employee to advise his or her supervisor if he or she is
having problems dealing with stress-whether personal or work related. Both
supervisors and employees are reminded of the confidential nature of these
communications to the extent that resident safety is not compromised. Training about
the revised and existing policies related to abuse was conducted by key employees

Marketina/PR Coordinator and Education Assistant; Assistant
Administrator, and ¢ , Co-owner, which was approved and overseen by the
Administrator, and the Assistant Administrator, Both

and " T received their training from concerning abuse

- prevention, abuse invesugation, and abuse reporting. and

received training concerning abuse prevention, abuse investigation and abuse reporting
by legal counsel,

The Abuse Policy and Screening Procedure for Potential Employees was amended and
approved by ) , Administrator, on the Thursday evening, August 25™ 2011,
to include a screening process for administration to use when hiring new.employees so
that the potential for abuse is specifically considered in addition to the criminal record
checks, abuse registry screens, license verification, state registration verification and
reference checks. In Addition, all revision and amendment to policies were reviewed
and approved by~~~ 5, Administrator. The training was conducted by key
employees of Charleston includirig i, Marketing/PR Coordinator and
Education Assistant; , Assistant Administrator, and 1, Co-owner,
who were overseen by the Administrator, Marlin Sparks. Both ~~ — and

received training from Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting by legal counsel,
- In addition please note that the Facility works on a continuous basis with

for training on regulatory compliance and is notified by for training on
regulatory compliance and is notified by Ms. Hinkle an any updates and/or changes to
regulatory compliance issues.

The policies related to investigation were also reviewed and strengthened on the
Thursday evening, August 25", 2011 to make sure that investigations are carried out
when reports of suspected abuse and abuse have been made as the investigation
Protocol makes clear. These policies were reviewed ‘and approved by

Administrator. ‘ :

Continued training will be conducted on a bi-annual basis for all employees of
Charleston Health Care Center. This training will include specifies regarding allegation
of abuse, reporting of abuse, monitoring for signs of potential abuse and investigation
procedures regarding alleged abuse. This training will be overseen and approved by
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the Administrator, In addition, any new hires will receive the above
referenced training upon date ot employment. The Director of Nursing will review
compliance with training requirements and will report any and al! findings to the quality
assurance committee on a quarterly basis, which will monitor Facility compliance.
Because all residents may be at risk for harm of agues if it exists changes and
improvements were made to policies and procedures. concerning abuse prevention,
abuse investigation, and abuse reporting, on a system-wide basis and all 150 current
staff members were educated about the policies on Friday, August 26™. 2011. The
training was conducted by key employees of the Facility including

Marketing/PR Coordinator, and Education Assistant; Assistant Administrator,;

and , Co-owner, who were overseen by Administrator. Both
and | received training from concerning abuse

prevention, abuse investigation and abuse reporting. =~ .~ and [

received training concerning abuse prevention, abuse mvestlgatlon and abuse reporting
by legal counsel,

As of Thursday evening, August 25, 2011, these policies include a specific provision
that if a report of abuse is made that involves an employee, that employee will be
reassigned form resident care to another job or suspended during the investigation.
These charges were made to protest resident from retaliation or further acts of abuse.

As of Friday, August 26™, 2011, other policies have been implemented that are aimed at
the protection of residents from abuse by employees. This includes training supervisory
staff to recognize situation that may indicate stress on employees. Because individuals
who are working under excessive emotional stress are more likely to be impatient they
have a greater likelihood of committing abuse. The training was conducted by key
employees of the Facility including ., Marketing/PR Coordinator, =~
. Co-owner, and , Assistant Administrator. Both and
received training from . Assistant Administrator concerning abuse
prevention, abuse investigation and abuse reporting. received training
concerning abuse prevention, abuse investigation and abuse reporung by legal counsel,

¥

As of Friday August 26" 2011, Charleston has initiated new procedures to ensure
compliance by these important changes to policies and procedures. Education of staff
however is vital to insuring that everyone understands their duty to report suspected
abuse and to whom it is to be reported. The training will continue on abuse prevention,
abuse investigation, and abuse reporting on a bi-annual basis overseen by

Administrator. Also new staff will be thoroughly in-serviced by key employees
of tne racility, overseen by Administrator, . on the policies and procedures
pertaining to abuse, prevention, investigation, and reportlng and importance of reporting
requirement. -In addition, the Facility and its administration believes that by
incorporating the duty to be vigilant about employee stressors into the policies for
supervisory employees and employees that staff will be more sensitive to situations that
make staff more susceptible to acting in an abusive manner.
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In addition, residents will be monitored on a daily basis by the treatment nurse for any
skin changes or signs of potential abuse. Any suspected or actual abuse discovered by
the treatment nurse will be reported to the charge nurse, who in turn is required to
"report the findings to the Director on Nursing, i, RN, who then reports
immediately to Assistant Administrator, and i, Administrator.

, Assistant Administrator will then notify any and all appropriate State
Agencies. ' ' :

The Facility has implemented plans.to monitor its performance to ensure that these
solutions that have been identified are sustained. As of Thursday evening, August 25,
2011, the Facility revised relevant policies and as of Friday, August 26", 2011 has
educated staff about those policies. The training was conducted by key employees of
the Facility including Marketing/PR Coordinator and Education Assistant,
‘Assistant Administrator; and Co-owner under the supervision
and direction of the Administrator Both and
received training for . concerning abuse prevention abuse investigauon ana
abuse reporting. received training conceming abuse prevention abuse
investigation and abuse reporting by legal counsel t. In addition, by
creating the new tool for Department Heads, which walks the individual through the
steps that should be taken when abuse is suspected or reported, the Facility is
confident that its solution will be sustained. In addition all reports of suspected abuse
are to be immediately reported and given to the charge nurse. The charge nurse will
then immediately report the suspected abuse to the Director of Nursing and will record
the allegation in the 24-hour nurses’ report. The Director of Nursing and
Assistant Administrator, will review the 24-hour nurses’ report on a daily basis and will
report any alleged abuse in compliance with any and all regulatory requirement to
] Administrator, and any and all state agencies necessary. This will insure
that communication of suspected abuse as well as abuse is address and monitored by
Facility Administration.

When abuse is suspected or discovered, the Administrator and the Assistant
~ Administrator shall monitor the situation according to Facllity policies to assure that any
employee suspected to have perpetrated abuse will be suspended or reassigned from
resident care duties until a full investigation has been completed and a determination
reached, that all reports have been made, and that the situation has been appropriately
documented.  Additional monitoring will be carried out by the Quality Assurance.
. Committee that receives all reports of suspected or actual abuse.

Additional in-service training was held on Friday September 16", 2011, & Tuesday
September 20™, 2011 with key department heads and licensed nurses. Training

included abuse, abuse reporting, and abuse documentation. Assistant
Administrator presented training under the direction of i Administrator.
- Administrator, and Assistant Administrator have received

continued education for legal counsel
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A book of allegations and log of all abuse, abuse reporting, abuse documentation,
abuse investigation if to be kept in the Administrator/Assistant Administrator's office.
The book will be used for compliance, quality assurance, and record keeping. This book
was started September 2, 2011.

The Facility was in substantial compliance on August 31, 2011.

The following correctlve actions were immediately taken to address the deficient
practices: :

Criteria #1 - The plan of correction fails to address corrective actions taken for
residents identified in the deficient practice.

Please find attached as Exhibit 1, updated peolicies addressing abuse allegations.
Resident 1:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alleged abuse indicated that Resident #1 did not
suffer any abuse or harm either mental or physical. The following spacific actions
were accomplished for Resident #1:

s Head to toe skin assessment of Resident #1 was cpmpietéd cn 8/12/11.

» A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse, or harm substantlated for
Residant #1. -

o Interview with Resident #1 was conducted on 8/12/11.

+ Resident #1's family was notified of the alleged abuse and interviewed on
3/13/11. It is interesting that Resident #1's family was supportive of the
alleged perpetrator, thought that he worked well with Resident #1, did not
confirm any abusive behavior on the part of the employee, and did not note
any physical or mental indications of abuse for Resident #1.

e Accused perpetrator'was terminated from employment on 8/12/11.

» The Facility’s medical director assessed Resident #1 based on the report of
alleged abuse on 8/15/11 and dstermined that Resident #1 had not suffered
mental or physical injury.

e Pursuant to Facility procedures, the charge nurse for sach shift has ths
responsibility of completing a report about all important issues that affect

patient care inciuding allegations of abuse, change of abuse, change in
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patient condition, etc. The DON has the daily responsibitity of reviewing all
the charge nurse reports to complete a form (24-Hour Report) that
documents the important changes that occur during each 24 hour period.
The DON is responsible for reviewing all charge nurse reports for the
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
tool to communicate information between the clinical staff and the
Administration. Exhibit 2. : :

" Pursuant to CMS requirements, patients’ treating physicians were notified
in writing of the substandard of care on 9/26/11.

The Facility’s Abuse Policies and Procedures were revised, updated and
reorganized. The first review and revision of policies was compieted on
8/25/11. Initial training of staff was completed by 8/26/11 with additional
training in September. In October, policies were then revised and
reorganized to make them easier to read and understand. MNo substantive
changes were made other than to ciarify the monitoring mechanisms. The
reorganization and restatement of the Facility’'s Abuse Policies and
Procedures was accomplished by 13/12/11.

- Intense training of staff concerning the Facility’s revised Abuse Policies
and Procedures was conducted on 8/26/2011. Each staff member was
required to successfully complete a quiz to verify knowledge about the new
policies and procedures. Results were verified by the Administration. Staff
was again trainad in Septembear. Whan the policies were reorganized and
restated in October, staff was again trained.

Additional education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
Plant, and Laundry and Housekeeping Supervisor) concerning thesir
specific duties regarding afl aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 8/31/11, 8/16/11 and 2/20/11; and in October.

To aid and assist in the recording and communication of allegations of
abuse, a notebook procedure was implemented where allegations of abuse
are recorded. Key Employees with responsibilities for the investigation
and reporting of allegations of abuse were educatad about the process and
their respective duties using the notebook. Education of Key Employees
that inciude Administrator, DON, assistant director of nursing, social work
director, assistant Administrator as well as the entire nursing staff
including LPN’s was compieted on. 8/25!11 and again on 9/16/11, and
9/20/11.
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Random interviews of Residents were conducted to identify if any other
potential abuse victims exlsted on 8/30/11.

Procedures involving the proper recordkeeping for background checks so -
that only qualified employees with no reported instance of abuse are hired
were reviewed. The Facility performs background checks for all staff, not
just clinical staff. Upon hire, all staff will be trained on the Abuse Policies
and Procedures as well as other Facility policies and procedures.

The nursing staff was also educated about their respective duties related to
allegations of abuse that include the duty to report and document
aliegations of abuse as well as how to report and respond to aliegations of
‘abuse, etc. Specific training took place on 8/26/11, 8/16/11 and 9/20/11.
Ongoing training is also provided.

Monitoring of residents to determine if allegations of abuse have been
reported will be performed by the treatment nurse became effective 8/12/11.

In addition, on 8/10/11 Charleston entered an agreement with Park View
Psychiatric Services (“Park View”}. This clinicai service will provide
psychiatric treatment to residenis with psychiatric diagnoses and raview
treatment and care plans of residents. Park View will review and assist in
the development and refinement where necessary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely respense to
recommendations from other h=aith care professionals involved in
residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patient records with
progress notes. Exhibit 3.

Resident 2:

Corrective actions were immediately taken to address the deficient practice
identified by state surveyors. It is important to note that while corrective action
was taken, the investigation of alleged abuse indicated that Resident #2 did not
suffer any abuse =2ither mental or physical. The following specific actions were
accomplished for Resident #2:

Head to toe skin assessment of Resident #1 was completed on 7/122/11 and
on 8/M17/11.
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A comprehensive investigation was initiated on 8/12/11 and completed on
8/17/11 with no mental, physical, other abuse or harm substantiated for
Resident #2. Resident #2 has mental impairments that cause him to make
statements that are imagined and without basis. It was determined that
Resident #2’s statements were hot accurate.

Interview with Resident #2 was conducted on 8/12/11.

Resident #2’s allegations of abuse occurred in July. At the time, staff
notified Resident #2’s family about his allegations. Later in July the DON
personally communicated with Resident #2’s family about his allegations.
The family as well as Facility staff did not find the allegations to be true as
a result of Resident #2’s mental status and frequent statements that did not
reflect reality. While Resident #2 did name the same CNA his statements
were found to be untrue. ‘

Accused perpetrator was terminated from employment on 8/12/11,

The Facility’s medical director assessed Residant #2 based‘on the report of
alleged abuse on 8/15/11 and determined that Resident #2 had not suffered
mental or physical injury.

Pursuant to Facility procedures, the charge nurse for each shift has the
responsibility of completing a report about all important issues that affect
patient care including allegations of abuse, change of abuse, change in
patient condition, etc. The DON has the daily responsibility of reviewing ali
~ the charge nurse reports to complete a form (24-Hour Report) that
-documents the important changes that occur during each 24 hour pericd.
The DON is responsible for reviewing all charge nurse reports for the
weekend on Mondays to complete the 24-Hour Report. The 24-Hour Report
includes a carbon copy that is distributed to the Administrator and/or the
Assistant Administrator. The 24-Hour Report is an important and effective
tool to communicate information between the <clinicai staff and the
Administration. Exhibit 2.

Pursuant to CMS requirements, patients’ treating physicians were notified
in writing of the substandard of care on 8/26/11.

The Facility’s Abuse Policies and Procedures wers revised, updatad and
reorganized. The first review and revision of policies was completed on
8/25/11. The policies warza then revised and reorganized to make them
easier to read and understand. No substantive changes were made other
than to clarify the monitoring mechanisms. The reorganization of the
Facility’s Abuse Policies and Procedures was accomplished by 10/12/11.

Intense training of staff concerning the Facility’s revised Abuse Policies
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and Procedures was conducted on 8/26/2011. Each staff member was

-required to successfully complete a quiz to verify knowledge about the new
policies and procedures. Results were verified by the Administration, Staff
was again trained in September. When the policies were reorganized and
restated in October, staff was again trained. .

Additional Education of “Key Employees” (all Department Heads, MDS
Coordinator, Social Work Director, Business Office, Director of Physical
~ Plant, and Laundry and Housekeeping Supervisor) concerning their
specific duties regarding all aspects of the Facility’s response to
allegations of abuse including the investigating, reporting, responding, and
monitoring for compliance established by Facility policies and procedures,
was conducted on 3/31/11, 8/16/11 and $/20/11; and in October.

To aid and assist in the recording and communication of allagations of
abuse, a notebook procedure was impiemented to record allegations of
abuse. Key Employees with responsibilities for the investigation and

- reporting of allegations of abuse were educated about the process and

their respective duties using the notebook. Key employees include
Administrator, director of nursing, assistant diresctor of nursing, social
work, assistant Administrator as well as the entira nursing staff ancluding
LPN’s was completed on 8/25/11.

Random' Interviews of Residents wsare conducted to identify any other
potential abuse victims existed on 8/30/11.

Proper record check/keeping to identify safe emplioyses upon hire. Upon
hire, ail staff wili be trained on the Abuse Poilicies and Procedures as weil
as other Facility policies and procedures. The nursing staff was also
educated about their duties related to allegations of abuse that include the
duty to report and document ailegations of abuse as well as how to repoit .
and respond to aliegations of abuse. etc.

Monitoring of residents to determine if aliegations of abuse have bheen
reported will be performed by the treatment nurse became effective 8/12/11.

In addition, on 8/10/11 Charleston entered an agreement with Park View
Psychiatric Services (“Park View”). This clinical service will provide
psychiatric treatment to residents with psychiatric diagnoses and review
treatment and care plans of residents. Park View will review and assist In
the development and refinement where necassary of patient care policies;
assume responsibility for the treatment of patients with psychiatric
diagnosis; provide 24 hour coverage for calls including timely response to
recommendations from other health care professionals involved in
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residents’ care; and coordinate care for patients with psychiatric
diagnoses. Park View will designate a Psychiatrist and/or Advanced
Registered Nurse Practitioner to monitor and treat patients with psychiatric
diagnoses; participate in assessment and care planning process in
accordance with established procedures; review residents’ medication and
other treatment orders at time of visit; and complete all patient records with
progress notes.

Criteria # 4 - The plan of correction failed to include spemﬁcs/detalls related to
monitoring.

Charleston will monitor its performance on an on-going basis to assure
that its Facility Policies and Procedures are implemented in a timely and effective
mannear. The treatment nurse has bheen assigned the responsibility of monitoring
each shift, (24 hours per day, 7 days per week) for any reports of allegations of
abuse. When reported, the treatment nurse is to initiate procedures in a manner
‘consistent with Facility policies and procedures.

e The Facility has implemented a process that inciudes shared staff
responsibility . for timely reporting, investigating, addressing, and
monitoring allegations of abuse. By assigning the treatment nurse, the
charge nurse, and the DON {o report allegations of abuse, effective
compliance will be maintained. Date: 2/21/11.

» All Facility staff has been educated about the policies and procedures to be
followed when abuse is discovered/reportad or allegations of abuse ars
made. Dates: 8/25/11, 8/16/11, and 8/20/11.

o All Certified Nursing Assistants {“CNA”) have the duty to report any
aliegations, symptoms, or signs of abuse to charge nurse immediateiy
upon discovery; staff has been extensively educated about this duty.
Dates: 8/25/11, 9/16/11, and 8/20/11.

+ Nursing staff assigned the duties of treatment nurse is required to
undertake a specific review of patients and staff for reports of abuse or
potentiai abuse and is to report the same to charge nurse each shift.

o The Charge Murse has the duty to report allegations of abuse to DON
during business hours and if allegations are reported after business hours;
the charge nurse is to report the allegations to the Administrator or
assistant Administrator when received after business hours.

¢ The Administrator is to follow up within 48 hours of any report of ailéged

abuse to determine and verify ail policies and procedures regarding alleged
‘abuse were followed and that the investigation has been completed;
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Clinical staff shall assess and identify residents who may have the
potential for abusive behavior and this shall be addressed through care
planning and monitoring of residents with needs and behaviors that may
lead to conflict or neglect.

Any residents identified as having the potential for abusive behavior
through care planning and monitoring will be reported to charge nurse
each shift; the charge nurse will then report this information to the
Administrator.

To assure further complianc‘e with monitoring, the Facility has arranged for
qgualified psychiatrist and other mental health professionals to heip the
staff manage difficult or aggressive residents.

Random hsad to toe examinations, in addition to schedulad skin
assessments for residents, will be conducted on a monthly basis by
nursing staff. Any signs of abuse will be immediately reported to the
charge nurse on duty, which will immediately report the findings to the
admmistratlon

Continuous monitoring will ali occur through interviesws with visitors,

- family, yolunteers, that will be conducted monthly.

DON and Assistant Administrator andfor Administrator will meet five times
a week specifically fo discuss whether any allegations of abuse have been
reported or any signs of abuse noted by staff for any resident.

Daily meeting of the key employees (that inciude Department Heads,
Administrator, Assistance Administrator, MDS Coordinator, DON, Activities
Director, Social Services, Dietary, Restorative Nurse, Office Manager and
Housekeaeping and Laundry) will occur to address concerns and identify
- problems including any reports of abuse or ailleged abuse.

Monitoring and review of abuse allegations and investigations has been
added to Quality Assurance Committee’s duties; ths Administrator will
designate a clinical staff member to monitor and supervise each allegation
of abuse that is received prior to the QA meeting to determine whether
Facility procedures and policies have been followed in a timely manner.

Administrator or his delegate has the responsibility to perform and/or
supervise the investigation, to make proper and timely reports, and to
document satisfactory resoiution of abuse allegations. To facilitate timely
supervision, a iog shall be kept in the Administrator’s office that records
every allegation of abuse and a tool to determine that Facility policies and
procedures have been followad in a timely manner. This book will contain
all information IE, incident report, statements, nurses notes, 24 report, face
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sheet of resident, MDS, seif-report to OIG, fax confirmation, final report,
receipt of report to Adult Protective Services along with a Iog mdlcatmg
when the action has been taken;

o The Administrator and Assistant Administrator are responsible for

- reviewing the log book to determine and monitor compliance with
regulations and Facility Policies and Procedures. In addition, the
Administrator and Assistant Administrator are responsible for making all
reports of allegations of abuse and findings, and for completing the
investigation within 5 days with the help of key employees. The
Administrator shall report the resuits of all investigations of abuse in timely
manner as required by Facility policy and procedure as well as state law.

Criteria #5 — The completion date is prior to the survey exit date.

To address the concerns of the Office of Inspector General, the Facility has
revised the Plan of Corrections as previously submitted. Although the Plan of
Corrections has heen supplemented, the Facility achieved substantial compliance
as of 8/31/11. Even though Charleston has taken additionai steps inciuding
reorganization and restating of abuse policies and procedures on 10/12/11. The
- staff was educated on the reorganized and restated policies with written copies of
. the new policies distributed on 10/13/11. The survey was completed on 8/1/11
and the immediate jeopardy was removed on 8/31/11 even though the original
Plan of Corrections has been supplemented, Charieston achieved substantial
compliance on 8/31/11. :
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