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A Recertification Survey/Extended Survey was ABOM  Assistant Business Office Manager

initiated on 06/30/14 and concluded on 67/03/14. ADON  Assistunt Director of Nursing
immediate Jeopardy was identified on 06/30/14 BOM Business Office Manager

and was determined to exist on 06/24/14, in the CRS Clinical Reimbursement Specialist
areas of 42 CFR 483.25 Quality of Care (F-323) snicat RetmBursement 3p

and 42 CFR 483.75 Administration (F-490, F-518 DOA Director of Admissions

and F-520) ail at a Scope and Severity (S/S) ofa DON Director of Nursing

"K". Substandard Quality of Care (SQC) was - - »
identified at 42 CFR 483.25 Quality of Care psM  Dietary Services Manager
(F-323). The facility was notified of the ESD Environmental Services Manager
Immediate Jeopardy on 06/30/14. ESNS Evening Shift Nurse Supervisor

HRD/AIT HR Director/Administrator in Training

T ility failed t u idents'
he facility failed to ensure the residents MDSN  MDS Nurse

environment remained as free of accidental

hazards as was possible, failed to ensure the MOD Manager on Duty
facility’s evacuation plarrwas updated to reflect MEM Medical Records Manager
necessary changes to fire exils related {o POA P y )
construction, and failed to ensure all staff was wwer af Attorney

trained and knowledgeable regarding which fire POD Plant Operations Director
exits were aPPé Opl’ia;g f?‘r EVacua“‘?n dl;.lﬁl'lg the PODA Plant Operations Director Assistant
construction. On 06/24/14, the facility began g

construction by removing the concrete pavement o4 Q"“hfy A““_m"c"' .
outside the Northwest hallway exit and the Dining QolA Quality uf Life Assistant
room exit, and on 06/27/14 the Southwest exit QolD Quality of Life Director
door had pavement removed, affecting the safe RSM Rehab Services Manager

path to a public way for three (3) of the facility's

eight (8) exits, which the facility had detailed as scc Signature Care Consultant
fire evacuation exits. _ RY) I Staff Development Director
SSD Sveial Services Director

Observation on 06/30/14 revealed the fire exit
located at the end of the Northwest haliway had a weN Wound Care Nurse
ramp which led to a three (3) inch drop off from WNS Weekend Nurse Supervisor
the ramp to gravel and rebar (common stee! bar
used In construction to reinforce concrete); the
fire exit located at the Dining room exit had a
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other safeguards provide sufficlent protection to the patients. (See instruclions.) Excepl for nursing homes, the findings stated above are disclosable 90 days

following the dale of survey whether or not a pian of corraction is provided. For nursing homes, tha above findings and plans of correction are disclosabla 14

days following the date thesa documents are made available to the facilily. if deficlencies are cited, an approved plan of correction is requlsite to continued
program panicipatlon.
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cancrete pad leading to a three and & haif (3.5)
inch drop off to gravel and rebar; and, the
Southwest hallway had a ramp which led to a four
and a half (4.5) inch drop off with gravel.
Observation revealed there was no slgnage
posted at the Northwest, Dining room, and
Southwest exits to alert staff, resident, and
visitors these exits were not accessible due e the
construction. In addition, observation revealad no
posting of new evacuation routes in case of firs or
other emergencies due to the exits not being
accessible related to the construction. Staff
interviews revealed, in the event of an
emergency, they would have evacuated residents
through the Northwest, Dining reom, and
Southwest exits as they wera not aware of any
changes in the facility's evacuation plan.

The facility provided an acceptabie Cradible
Allegation of Compliance (AOC) on 07/03/14 with
the facility alleging removal of the Immediate
Jeopardy on 07/02/14. The Immediate Jeopardy
was verified to be removed on 07/02/14 with
remaining non-compliance in the areas of 42
CFR 483.25 Quality of Care (F-323) and 42 GFR
483.75 Administration (F-490, F-518 and F-520)
at a Scope and Severity of a "E" while the facility
develops and implements a Plan of Correction
{POC), and the facility's Quality Assurance
monitors the effectiveness of the systemic
changes.

After Supervisory review the Recertification
Survey was re-opened and an Abbreviated
Survey investigating KY00021980 was Initiated on
07/22/14 and concluded with a new exit date of
08/01/14. KY00021980 was unsubstantiated with
no related deficiencies cited. Immediate

Jeopardy was identified on 07/25/14 and was
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Administrator, DON, Medical Director, ADON,
SDC, HRD/AIT, DOA, MDSN, MRM, DSM,
ESD, POD, BOM, QoL D and SSD.
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determined to exist on 07/03/14, in the areas of
42 CFR 483.13 Resident Behavior and Facility
Practice (F-224, F-225 and F-226), 42 CFR
483.30 Nursing Services (F-353), and 42 CFR
483.75 Administration (F<490) all at a Scope and
Severity (S/S) of 2 "K". Substandard Quality of
Care (SQC) was identified at 42 CFR 483.13
Resident Behavior and Facility Practice. The
facility was notified of the Immediate Jeopardy on
07/25114, '

On 07/03/14, Resident #26 rang the call bell for
incontinence care assistance at approximately
5:30 AM; however was not assisted until
approximately 7:45 AM, ( two hours and fifteen
minutes later). Interview with the day shift Stats
Registered Nursing Assistant (SRNA), who
assisted Resident #26 at 7:45 AM, revealed the
resident was soaked with urine and covered in
bowel movement. Staff interviews further
revealed four (4) other residents were also laft
soaked in urine or soiled with bowel movement
the morning of 07/03/14, after day shift reported
to work at 7:00 AM. According to staff interview
there was a conflict between SRNA#19 and
SRNA #21, who worked on the South Unit during
the night shift, and they did not work together.
Staff interviews revealed they were aware of the
the confiict between the SRNAs; however,
interviews with Administrative staff revealed they
were not aware and had not taken action which
negatively impacted resident care on the South
Unit on 07/03/14. The facility failed to conduct a
thorough investigation to include assessments of
those residents involved; skin assessments of
non-interviewable residents cared for the SRNA
#19; and, interviews with all staff who had
knowledge of the incident. Additionally,
interviews with residents revealed czll lights were

FORM CBAS.-2567(02-85) Previous Versions Obsolele Event ID:ATO3

Facilily 1D: 100482 if continuation sheet Page 3 of 386



PRINTED: 09/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185446 B. WING 08/01/2014

STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
3576 PIMLICO FARKWAY

BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40517
(X4) ID SUMMARY STATEMENT OF BEFICIENCIES n PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
F 000| Continued.From page 3 F 000

not answered timely and their request for
assistance was not provided timely due to the
faciiity's staffing. Also, interviews with staff
revealed the facility was short staffed on night
shift and the staff could not always meet the
residents' needs and/or answer call lighis in a
timely manner.

The facility provided an acceptable Credibla
Allegation of Compliance {AOC) on 07/30/14 with
the facility alleging removal of the Immediate
Jeopardy on 07/29/14. The Immediate Jeopardy
was verified to be removed on 07/29/14, prior to
exiting the facility on 08/01/14, with remaining
non-compliance in the areas of 42 CFR 483.13
Resident Behavior and Facility Practice (F-224,
F-225 and F-226), 42 CFR 483.30 Nursing
Services (F-353), and 42 CFR 483.75
Administration (F-490) at a Scope and Severily of
a "E" while the facility develops and Implements a
Plan of Correction (POC), and the facility's '
Quality Assurance monitors the effecliveness of
the systemic changes.

Int addition, deficient practice was identified during
the Recertification Survey af; 42 CFR 483.10
Resident Rights (F-166) at a S/S of an "E"; 42
CFR 483.20 Resident Assessment (F-276 and
F-278) at a S/S of a "D", (F-279 and F-280) at a
S/S of an "E", (F-281) ata S/S of 2"D", and
(F-282) ata S/8 of a "G"; 42 CFR 483.25 Quality
of Care (F-309) at 2 5/S of an "G" and (F-315) at
a S/8 of a"D"; 42 CFR 483.35 Diefary Services’
(F-371) ata S/S of an "F"; and 42 CFR 483.65
Infection Control (F-441) at a S/S of a"D",

F 166} 483.10(f{(2) RIGHT TO PROMPT EFFORTS TO F 166
. 88=E | RESOLVE GRIEVANCES
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A resident has the right to prompt efforts by the I
facility to resolve grievances the resident may E:S::??;enfxrr;:::r&c GOt B Y
have, including those with respect to the behavior ‘
of other residents. * Resident #8, 14, 16, 17, 24, 32, 33, 36, and
three un-sampled residents C, D, and E
This REQUIREMENT is not met as evidenced g::i’ d;l: I:?i g{::;‘;“i:“&‘gﬁ‘:g ‘;:3:
by:

Based on interview, record review, rasident ?;sizslme;st m;{!) fzr%plasnsg)mAp‘liﬁ?ﬂ{sﬂ:tg?
council group interview, review of the facility's DON yMRﬁr[ QoLAy ESD. DOA. MDSN.
policy and procedures, review of facility resident HRD/AIT and QoLﬁ to inclu de follow-up
questionnaires, and the Resident Council Minutes i St g s riatl:
it was determined the facility failed to ensure stale sgcncies [ﬁ:si dent #35 (ﬁgchg roed
attermnpts were made to rescive grievances for from th’é" facilil. on July 10, 2014 C
nine (9) of thirty-seven (37) sampled residents ¥ on July 15 S
(Residents #8, #14, #16, #17, #24, #32, #33, #35, . T
#36) and three {3) unsampled residents Irfl et';::gf;' :f)";:e“: r‘;‘:::; Resldents with the
{Unsampled Residents C, D, E). Review of the :

Resident Council Minutes, dated April, May, June, . . )

and July 2014, revealed the residents had * :llt::xia;dwe;:soznﬁlBlgsmofJgIor;jbozvg ﬁfﬁc

complained, of their call bells not being answered SSD. HRD/AIT yQoI.D Q{: L A MRMy

timely in the past two (2) months. Interview with Chal;luin BOM. DOA A'DON SPC. SCC

Residents #14, #17, #24, #33, #36 and Y ' i

et ! ! . and ESNS with any concerns voiced taken

Unsampled Besrdents C, D : .a']d E dunpg the through the grievance process for follow-up

Group Interview and also individual resident and resolution

interviews revealed they continued to compiain of )

their call bells not being answered timely. . .

Hovaver, i o e acifysdocumeriaton R P B

regarding grisvance forms and cal light audits interviewed on July 23 to August 04, 2014

revealed no documented evidence the facility had N AITYDO A Ml‘ﬁ\f o

atternpted to resolve the residents’ grievances B)(;)M L BOM. ESD D"S'w e \lgON,

regarding call bells, even though this had been an oLﬁ: dQ ’LIS W.'u = nce;'::s taker{

ongoing concern expressed by residents since QoLA and QoLD with any co .

April 2014, {hrough the grievance process for follow-up
. X . Lo and resolution. Anyone unable to contact

In addition, during the facility's investigation were sent certified letters on July 29, 2014,

regarding alleged neglect, eight (8} interviewable

residents were interviewed by facility staff

(Residents #8, #16, #17, #24, #32, #33, #35 and
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F 166 | Cantinued From page 5 F 166 Measures taken ta assure there will not be a
#36). Al sight (8) residents verbalized concems Recurrence
regarding night shifi staffs care, which was 1 O .
documented on the facility's "care questionnaire” ¢ ?Jll S;:)ffzgili g“ Ecsgggcgc? gllﬁll()ﬁrtro
forms utiiized during the Interviews. The SSl); Eous D}(’DN ADON. WeN I{SM'
residents expressed concarns related to: QoLb Qoi, A BOM Assistant. BOM °
problems with their call light not being answered ( ABO&I} \ dn;ini . ‘l.’ A 3 ant (AA)
in a timely manner; having to wait for extended Vo e an(l"J B%SA HMSDSIN'
periods of ime fo receive the care requested; not chk;n d Nu. e S o S' SSD J
getting their medication as ordered; and not Chanlain mlrf 4 :‘p':cr;:?'f( ! )'l. 05
receiving pain medications as ordered or “;ci dure I;‘::c du:'u . :f i:gc. p.c:I;cl:ydan
requested. Although the facility's investigation e Sl e e - g"
identified those eight (B) residents' concerns S g;cmbcr 12 2014 S comple 4
regarding care issues, there was no documented P : )
evidence the facility investigated and followad-u . .
on the concems tr}yresolvegtihe residents’ P + Education has been provided by the SCC on
rigvances July 23 to July 28, 2014 to all department
8 ' heads related to {ollowing the grievance
P . policy and procedure and assuring all
The findings include: concerns are investigated and follow-up is
Revlew of the facility's policy titled, “investigating a2 g
a Resident Grievance or Complaint”, dated ..
¢ Any staff member not receiving the

December 2010, revealed it was the intent of the
facility for all grievances and/or complaints to be
investigated by the appropriate facility staff and
recorded on the grisvance/complaint log. Policy
review revealed the Administrator would assign
the responsibility of investigating grievances and
complaints to the Soclal Services Director (SSD)
or designee. According to the policy, all
grlevances/complaints would be docurmeanted on
the Grievance and Complaint Report by the
person receiving the report, and the SSD or
designes would begin an investigation into the
allegations. The policy revealed the investigation
and repart were to include a
follow-up/recommendation for corrective action, a
resclution, and date of the resolution. Continued
review of the policy revealed the

Grievance/Complaint Investigation Report was to

education by Seplember 12, 2014 will not
be allowed to work =2 shift until the
education has been provided by the SDC,
SCC, HRD/AIT, 88D, ESNS, DON,
ADON, RSM, QoLD, QoLA, BOM,
ABOM, AA, MRM, DSM, ESD, POD,
DOA, MDSN, WNS, SSD, Administrator
or Chaplain.
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F 166 | Continued From page 6 _

be reviewed by the Administrator within three (3)
working days of the receipt of the grievances or
complaint and the resident or person acting on
behalf of the resident was to be informed of the
findings upon completion of the investigation, as
well as, any corrective actions. Further review
revealed the grievance or complaint and the
corrective action taken were to be documented in
the Social Service Progress Notes in the
resident's medical record, on the Grievanca
Complaint Form and notad on the
grievance/complaint log. The completed
Grievance/Compiaint Form was to be maintained
on file in the Administrator’s office or SSD's office.

Review of Resident Council Meeting Notes dated
04/28/14 and 05/20/14, revealed call lights were
not being answered promptly and were not being
answered around 10:00 PM to 11:00 PM. Further
review of the Rasident Counsel Meeting Notes,
date 07/14/14, revealed residents were hearing
personal gonversations among State Registered
Nursing Assistants (SRNAs) instead of answering
call lights, and staff was responding to call lights,
but turning the call light off without addressing
what the resident's needed.

Review of the facility's information regarding
complainis/grievances revealed no documented
evidence calft light concerns were addressed until
06/03/14. Review of the Complaint/Grievance
Report form dated 06/03/14, ravealed the
Resident Council's concerns were addressed by
the SSD, and the SSD documented she, along
with nursing staff, would audit call lights across aii
shifts. Further review of the Complaint/Grievance
form dated 06/03/14, revealed the resolution,
which was undated, noted the facility would
continue call light audits until further notice.

F 86| o Beginning September 12, 2014 Residents
and  families attending  care plan
conferences shall be asked by the SSD,

MDSN, QoLD or Licensed Nurse if there
have been any concems and if grievance
process has been initiated and followed, [f
resident or responsible party does not attend
the care plan conference the SDC,
HRD/AIT, SSD, ESNS, DON, ADON,
RSM, QoLD, QoLA, BOM, ABOM, AA,
MRM, DSM, ESD, FOD, DDA, MDSN,
WNS, SSD, Administrater or Chaplain.
shall attempt to contact via phone x3 for
response,

+—The—rdministrator—will-ba-respensible-for
monttering—the—pgeisvance—proeess—io—be
asswred-all-grievanees-have-been-samploted
per-the-pelisyand-prosedure:

+ Beginning August 02, 2014, five audits are
being completed daily across all shifis by
SDC, HRD/AIT, SSD, ESNS, DON,
ADON, RSM, QoLD, QoLA, BOM,
ABOM, AA, MRM, DSM, ESD, POD,
DOA, MDSN, WNS, Administeator,
Chaplain or Licensed Nurse related to call
light observations to assure answered timely
and patient care nceds met. ‘This will be
ongoing until instructed otherwise by QA
Committee.
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Review of the facility's ¢all light audits for June
2014 revealed audits were conducted on two (2)
shifts, the 7:00 AM to 3:00 PM and 3:00 PM to
11:00 PM shifts. However, further review of the
call light audits revealed there was no
documented evidence the audits were conducted
onh the 11:00 PM to 7:00 AM shift.

1. Interview with residents during the Group
Interview conducted on 07/01/14 at 10:50 AM by
the State Survey Agency, revealed Resident #14,
Resident #17, Resident #24, Resident #33,
Resident #36, Unsampled Resident G,
Unsampled Resident D, and Unsampled
Resident E were present. The residents present
stated they have had to wait for an hour or longer
for staff to answer their call lights. The residents
in the Group Interview stated they were not
certain thelr concern regarding staff answering
their call lights in a timely manner was addressed
by the facility, even though they had voiced their
concem in Resident Council Meetings.

Interview with Resident #14 on 07/03/14 at 2:00
PM, revealed the staff were slow to answer the
call lights on the weekends.

Interview, on 07/01/14 at 11:00 AM, with Resident
#17 during the Group Interview revealed he/she
had waited for aver an hour "a lot" of times for
sormeone fo come and assist him/her after ringing
hisfher call light. According to Resident #17, staff
who were not SRNA's tumed off histher call light
and walked away without assisting him/her, or
getting someone else to provide assistance.
Review of Resident #17's Quarterly Minimum
Data Set (MDS) dated 06/23/14, revealad the
facility assessed Resident #17 to have a Brief

interviews daily of residents with BIMS of
8 or above by the SDC, HRD/AIT, 88D,
ESNS, DON, ADON, RSM, QoLD, QoLA,
BOM, ABOM, AA, MRM, DSM, ESD,
POD, DOA, MDSN, WNS, SSD,
Administrator, Chaplain or Weckend
Manager on Duty (MOD) to address call
lights and any care issues. This will be
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ongoing uvntil instrucled otherwise by QA

Committee,

SCC educated the SSD on July 24, 2014
relative  to  responsibility to  address
complaints and  grievances timely with
appropriate follow up per company policy
and regulatory guidelines.  This is to
include any complaings from Resident
Council,
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Interview for Mental Status (BIMS) scora of fifteen
{15) which indicated the resident was cognitively
intact.

Interview, on 07/25/14 at 9:30 AM, with Resident
#24 revealed she had problems with call lights
not being answered timely. Resident #24 siated it
could range from five (5) minutes to an hour for
staff to answer If. According to Resident #24,
he/she knew the staff got "covered up” with work
at times, and it might take longer then. Per
intervlew, Resident #24 stated hefshe took
nimselffherself to the bathroom, and did not ask
staff for help to do that. Continued interview with
Resident #24 revealed he/she had complained of
the call light issue before in the past; however,
indicated he/she could not recall who hefshe fold.
Review of Resident #26's Annual Minimum Data
Set (MDS) Assessment, dated 06/23/14, revealed
the facility assessed Resident #26 to have a Brief
Interview for Mental Status (BIMS) score of
thirteen (13) which indicated the resident was
cognitively intact. Continued review of the MDS
Assessment revealed the facility assessed
Resident #26 as requiring: extensive physical
assistance of two (2} staff with his/her Activities of
Daily Living (ADLs) of bed mobility, iransfers and
tolleting.

Interview with Resident #33, on 07/03/14 at 2:25
PM, revealed it took staff "a long time" to respond
to histher call light when he/she rang i. Resident
#33 reported it was worse at night. Review oftha
Quarterly MDS Assessment dated 05/15H4
revealed the facility assessed Resident #33 to
have a BIMS scare of fourteen (14), indicating the
resident was cognitively intact.

Interview, on 07/24/14 at 2:10 PM, with Resident

Monitoring Changes to Assure Continuing
F 166| Compliance

+  The Administrator will be responsible
Sfor monitoring the grievance process
to be assured all prievances have been
completed  per the policy and
procedure by  reviewing  each
grievance and the grievance log
weekly beginning September 22, 2014
until instructed otherwise by the QA
Committee.

¢ Deginning August 06, 2014 all audits
andl observations as well as grievances
will be brought to the QA commitiee
weekly x 4 weeks and then monthly
ongoing by the S8D in order to track
and trend and to provide additional
recommendations for ongoing process
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#36 revealed he/she had to wait twenty (20) to
thirty (30) minutes "somelimes” for his/her call
light to be answered. According to Resident #386,
he/she thought the facility was "really short of
staff at night"; staff was busy and couldn't get to
him/her "right away" at times. Review of the
Quarterly MDS Assessment, dated 06/16/14,
revealed the facility assessed Resident #36 to
have a BIMS scare of fourteen (14) which
indicated the resident was cognitively intact.

Interview with the Activities Director on 07/03/14
at 3:42 PM, revealed residents in the Resident
Councli Meetings had voiced concerns about staff
taking a long time tq answar their call lights, She
reported, the residents concerns were filled out
on a grievance form and given to the SSD who
was supposed to "look" Info the residents’
concems, The Activities Director stated the
facility had seventy-twa {72) hours to answer 3
resident's volced concern and correct the issues.
She stated the resolution of the call lights not
being answered by staff was addressed with the
SSD who was auditing the call lights across alf
the shifts.

Interview with the SSD on 07/03/14 at 4:08 PM,
revealed if a concern was brought up in the
Resident Council Meetings, then a
grievance/complaint form was filled out. She
stated if the concern brought up was about a
speciiic department, then she would let that
department know about the concern, Continued
interview with the SSD ravealed the Resident
Council had concerns about the call lights not
being answered timely, and she developed an
audit for call lights to be performed across all
shifts and during shift changes. She Indicated the
majority of call light audits had been done during

F 166
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the day shift, with a "few” audits conducted by
nurses and SRNAs during the 3:00 PM to 11:00
PM shift. However, call light audits had not been
completed during the SRNAs 11:00 PM till 7:00
AM shifts. The SSD indicated the call light audits
should have been performed during the 11:00 PM
to 7:00 AM SRNAs shift though, as the audits
were supposed to be performed across all shifts.

Interview with the Registered Nurse (RN)
#4/Assistant Director of Nursing (ADON) of the
South Unit, on 07/03/14 at 4:35 PM, revealed the
SSD was responsible for the audits of the call
lights and it was reviewed in the facility's Quality
Assurance (QA) meetings. RN #4/ADON
reported the SSD had audited all shifls and stated
she did not participate in the auditing of call lights.
She stated she was not aware of nursing staff
assisting with the call light audits, as to her
knowledge only the SSD was auditing the facility’s
call light system,

Interview with the Staff Development Coordinator
(SDC), on 07/03/14 at 6:41 PM, revealed the call
light audits were used to observe the amount of
time it took for staff to respond to a resident's call
light after the resident rang the call light. She
reported the audils were done on all shifts,
However, there was no documented evidence an
audit was completed on the 11:00 PM to 7:00 AM
shift. Further interview with the SDC revealed all
shifts should have been audited for call light
concerns, per the Resident Council's concern.

Interview with the Director of Nursing (DON), on
07/03/14 at 5:20 PM, revealed the facility talked
to the residents once a week to find out about
how staff was doing with answering their call
lights. She stated if a concern regarding the call

F 168
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lights came up more often, then she would talk to
residents more often refated to their concerns.
She reported Resident #26 had brought the call
light concern of residents having to wait for an
hour or more for staff to assist with their care to
her attention. The DON stated this was why the
facility was continuing with the call light audits.
However, there was no evidence the call light
audit had been conducted consistently and on alf
three (3) shifts,

Interview with the former Administrator, on
07/03/14 at 7:25 PM, and 07/31/14 at 10:14 PM
revealed, she was the Administrator for the facility
from 05/15/14 until 07/11/14, The former
Adminisirator stated, the concerns from the
Resident Counsel Meetings were to be
addressed as a grievance. Further interview
revealed, the facility was doing call light audits
before she started at the facility, and they were
done at varying times by staff; however, she
stated she was unsure if the audits were being
canducted on the night shift. She stated she did
not think the QA effort to improve the timeliness
of answering call bells was effective, and had not
corrected the problem.

2. Review of the facility’s neglect investigation
report revealed resident "care questionnaire”
interviews performed with Interviewable residents
revealed nine (9) interviewable residents
expressed concern regarding the care received
on night shift. These concerns included: call
lights not being answered at night; not receiving
care as requested during the night or not having
care provided during the night; not receiving
assistance to get out of bed, go to the bathroom
or be changed during the night; and, not receiving
pain medication as requested or ordered, or not
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receiving medications as requested or ordered.
The residents included, Resident #8, Resident
#16, Resident #17, Resident #24, Resident #286,
Resident #32, Resident #33, Resident #35 and
Resident #36. However, review of the facility's
investigation report revealed no documented
evidence the interviewable residents' concerns
were Investigated and resolved.

Interview, on 07/25/14 at 11:20 AM, with Resident
#8 revealed aithough he/she was continent,
he/she required assist of one (1) staff to go to the
bathroom. Per interview, Resident #8 stated at
during the night shift there wera "not enough staff
and there were "issues” due to staffing. Resident
#8 indicated hefshe did not recall anyone
following up with him/her regarding concerns
made on 07/03/14. Review of the Quarterly MDS
Assessment, dated 03/30/14, revealed the facility
assessed Resident #8 to have a BIMS score of
fifteen (15) which indicated no cognitive
impairment.

Interview, on 07/24/14 at 1:30 PM, with Resident
#16 revealed he/she "usually" went to the
bathroom on his/her own; however, required
assistance to get out of bed. According to
Resident #16, he/she had told a nurse about
having to wait forty-five {(45) minutes for the call
light to be answered, but couldr't recalt the
nurse's name. Resident#16 revealed he/she
recalled the facility's Chaplain asking him/her
questions about the care before; however, did not
recall anyone following up on hisfher concerns
expressed. Review of the Significant Change
MDS Assessment, dated 05/05/14, revealed the
facility assessed Resident #16 fo have a BIMS
score of fifteen (15) which indicated no cognitive
impairment.
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Additional interview, on 07/24/14 at 1:49 PM, with
Resident#17 revealed someone had interviewed
him/her regarding concerns hefshe had with care
on 07/03M14; howsver, the resident stated no one
had followed up with him/her on the concerns
expressed. Per interview, Resident #17 stated
he/she had still had to wait on histher call light to
be answered for as long as thirty (30) minutes "at
times". According to Resident #17, he/she feit
the nurses should be on top of call lights and
know how long they had been on.

Further interview, on 07/25/14 at 9:30 AM, with
Resident #24 revealed on 07/03/14, he/she iold
the SSD of his/her concemn about not getting
hisfher pain medication on 06/27/14 after
requesting it three (3) times; however, as of
07/25/14, there had been no follow-up with the
resident regarding the concem.

Interview with Resident #32, on 07/22/14 at 5:00
PM, on 07/25/14 at 3:30 PM and on 07/31/14 at
6:25 PM, revealed he/she had talked to "the
people over the building” previously, but he/she
still had to wait for the call light to be answered on
day shift and night shift, and he/she still "wet" on
himself/herself. The resident stated nothing had
been done, and he/she felt staff did not respond
to hisfher call light in a timely manner, Review of
the Quarterly MDS Assessment, dated 04/13/14,
revealed the facility assessed Resident #32 to
have a BIMS score of fourteen (14) which
indicated no cognitive impairment.

Additional, interview with Resident #33 on
07/29/14 at 6:30 PM, revealed staff had talked to
him/her regarding concerns with night shift;
however, no one had followed up with him/her on
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hisfher concerns.

Interview with Resident #35 was not conducted
as the resident had been discharged and was in
the hospltal. However, review of Resident #35's
"care questichnaire" completed by the SSD on
07/03/14, during the facility's investigation,
revealed the resident expressed concarn

'} regarding not receiving histher pain medication
and other medication the night before. Review of
the 07/09/14 MDS Assessment, revealed the
facility assessed Resident #35 to have a BIMS
scare of fifteen (15) which indicated the resident
was cognitively intact,

Further interview, on 07/24/14 at 2:10 PM, with
Resident #36 revealed the rasident recalled the
"care questionnaire" interview performed on
Q7/03/14; however, expressed hefshe did not
recall staff had foflowed-tp In regards fo his/her
concerns related to call lights and staffing.

Interview with the SSD on 07/23/14 at 5:49 P\,
revealed when she received grievances or
concerns, these were given lo the Department
Head, and if it had anything to do with nursing it
was given to the DON, as the facility used a
"team approach”. She stated on 07/03/14 she,
the Activities Director, Chaplain, and Supply
Coordinator had performed interviews with
interviewable residents that day. According to the
58D, they had identified resident concerns with
“call bells", and she had ensured "call bell audits”
were being done on the day and evening shift,
then after 07/03/14, she had assured the "call belt
audits” were being conducted on all shifis to
include the 11:00 PM to 7:00 AM shift. She
stated she looked over the "call bell audits” and
noted whether there were any complaints.
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Additional interview on 07/25/14 at 7:20 PM, with
the SSD revealed the "call bell audits” were
initiated "a few months ago", and the audits were
part of the facility's Quality Assurance (QA)
process. The SSD stated as the audits were part
of the QA she should have been ensuring they
were completed on all shifts when they were first
initiated. She revealed she had not investigated
the other interviewahle residents' concerns from
the inferviews conducted on 07/03/14, until the
survey was re-opened on 07/22/14, and the State
Survey Agency began interviewing about the
concems. The SSD stated she had not
addressed the concerns as grievances and
written the concerns up on grigvance forms. She
indicated she was not sure why she hadn't
addressed the residents concems at the time of
the investigation, The SSD stated she
"assumed" the former Administrator talked to the
DON about the complaints received from other
interviewable residents after the interviews were
conducted on 07/03/14, In addition, she indicated
as she had not addressed the residents' concems
as grievances, she had not documented anything
in their records.

However, review of the facility's "lnvestigating a
Resident Grievance or Complaint" policy revealed
the Administrator would assign the responsibility
of investigating grievances and complaints to the
SSD or designee, and the SSD or designes
would begin an investigation into the aliegations.
The Policy noted the SSD or designee would
include In the investigation: the date and time of
the incident reported; the "nature” of the
grievance or complaint; the name of any
witnesses and their account of the incident; the

resident's account of the incident;
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follow-up/recommendation for corrective action; a
resolution; and date of the resolution. Further
review revealed the grievance or complaint and
the corrective action taken were to be
documented in the Social Service Progress Notes
in the resident's medical record, on the Grievance
Complaint Form and noted on the
grievance/complaint log. The completed
Grlevance/Complaint Form was to be maintained
on file in the Administrator's office or SSD's office.

Interview on 07/25/14 at 7:20 PM, with the HR
Director revealed she and the SSD "took
direction” from the former Administrator who had
not directed them to “follow-up on those
concems” received on 07/03/14. The HR
Director stated the former Administrator had not
told her or the SSD if she had followed-up on the
residenis' concemns either. She stated there had
been "miscommunication” between the thrae (3)
of them, the former Administrator, herself and the
SSD.

Further interview with the former Administrator on
07/03/14 at 7:25 PM, and 07/31/14 at 10:14 PM
revealed if there was a grievance, a Grievance
Form was to be completed and the form would be
brought to the morning meeting and discussed
and then forwarded to the appropriate department
head to investigate. She further stated there was
an area on the Grievance Form for findings and
conclusions and the corrective action was to be
addressed with the person who had the grievance
or concemn. However, there was no documented
evidence this process had been followed. She
stated she had not read the resident interviews,
as it was verbally reported to her there had been
no other resident complaints. The former

Administrator stated she had not read the
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Investigation report, and the SSD and Activities
Director had conducted resident interviews and
"werbally reported back” to her. Further interview
with the former Administrator revealed if residents
had verbalized concerns during the interviews
conducted as part of the investigation, the
concemns should have been followed-up on by
staff.

Interview, on 07/25/14 at 8:09 PM, with the
Speclal Projects Administrator for the corporation
who owned the facility, revealed the facility shculd

‘have followed-up on any complaints from

residents identified during the facility's
investigation.

483.13(c) PROHIBIT
MISTREATMENT/NEGLECT/MISAPPROPRIATN

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

A Recertification Survey/Extended Survey
concluded on 07/03/14 identified Immediate
Jeopardy in the areas of 42 CFR 483.25 Quality
of Care (F-323) and 42 CFR 483.75
Administration (F-490, F-518 and F-520} allata
Scope and Severity (5/S) of a "K". After
Supervisory review the Recertification Survey was
re-opened and an Abbreviated Survey
investigating KY00021980 was initiated on

F 166

F 224) p224

Found To Be Affected

complaints.

Immedinte Corrective Action for Residents

¢ On July 23 to July 25, 2014 residents #5,
26, 27, 28, and 29 had investigations
opened related to allegations of nepglect and
initial reports were completed as well as 5
day follow-up reports to all appropriate
state agencies. SSD met with each of the
tesidents (o nssess for any issues or

FORM CMS-2507(02-88) Pravious Versions Obsclete Event ID: ATO311

Faciity [D; 100492 I§ continuation sheet Page 18 of 386




PRINTED: 09/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
' 185445 B. WING 08/01/2014

NAME OF PRCVIDER CR SUFFLIER
BLUEGRASS CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
LEXINGTON, KY 40517

PROVIDER'S PLAN OF CORRECTION

identified an 07/25/14 in the areas of 42 CFR
483,13 Resident Behavior and Facility Practice
(F-224, F-225 and F-226), 42 CFR'483.30
Nursing Services (F-353), and 42 CFR 483.75
Administration (F-490} all at a Scope and Severity
{SIS)of a"K". '

Based on interview, record review, and review of
the facility's policy, during the 08/01/14 survey, it
was determined the facility failed fo ensure
residents were free from neglect for five (5) of
thirty-seven (37) sampled residents (Residents
#5, #26, #27, #28, #29). The facility failed to
have an effective system in place to ensure the
necessary care and services related to
incontinence care were provided to residents
when needad and upon the residents’ request.

On 07/03/14, Resident #26 rang the call bell for
incontinence care assistance at approximately
5:30 AM; however was not assisted until
approximately 7:45 AM, (two hours and fiiteen
minutes later). Interview with the day shift State
Registered Nursing Assistant (SRNA), who
assisted Resident #26 at 7:45 AM, revealed the
resident was soaked with urine and covered in
bowel movement. Staff interviews further
revealed other residents were also left soaked in
urine or soiled with bowel movement the morning
of 07/03/14, after day shift reported to work at
7:00 AM. These residents included #5, #27, #28,
and #29.

After becoming aware of this information on
07/03/14, the facility initialed an investigation and
identified a conflict between the two (2) SRNAs
normally scheduled on the South Unit who didn't

{X4yID SUMMARY STATEMENT OF DEFICIENCIES 1o )
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 224 | Continued From page 18 F 024] Identification of Other Residents with the

07/22/14 and concluded with a new exit date of L (oL DER S

08/0114. Asecond Immediate Jeopardy was . . .

parsy ¢ 100% of the resident population received

¢

head to toc assessments on July 23 to July
28, 2014 by the DON, ADON, MDSHN,
WCN, SDC, ESNS, SCC or licensed nurses.

All residents with BIMs of 8 or above were
interviewed on July 23 {0 July 25, 2014 by
SSD, HRD/AIT, QolD, QoLA, MRM,
Chaplain, BOM, DOA, ADON, SDC, SCC
and ESNS with any concerns voiced taken
through the grievance process for follow-up
and resolution.

Al residents with a BIMS below 8,
Responsible Partics, POA or Guardian were
interviewed on July 23 to August 04, 2014
by SSD, HRD/AIT, DOA, MRM, Chaplain,
BOM, ABOM, ESD, DSM, SCC, ADON,
QoLA and QoLD with any concemns taken
through the grievance process for follow-up
and resolution.  Anyone unable to contact
were sent certified letters on July 29, 2014,
Staff was interviewed on July 23 to August
10, 2014 for any abuse, neglect or any
misappropriation or concems by the DON,
ADON, DSM, SDC, MDSN, ESD,
HRD/AIT, ESNS, SCC, BOM, DOA, RSM,
QoLD, WCN, WNS, Chapluin and SSD.

Tnitial reports were completed as well as 3
day follow-up for any concerns identified,
Thorough investigations wers completed
and forwarded on to the state agencies as
NCeCessary.
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concermns with night shift and failed to address the
conflict between the two (2) SRNAs assigned to
the unit on the night shift which impacted resident
care and left residents at risk for further neglect.
(Refer to F-225 and F-226)

The facility's failure to have an effective system to
ensure residents were protected from neglect
was likely to cause risk for serlous injury, harm,
impairment or death. The Immediate Jeopardy
was identified on 07/25/14, and was determined
to exist on 07/03/14. The facility was notified of
the Immediate Jeopardy on 07/25/14.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/30/14 with
the facility alleging remaval of the Immediate
Jeopardy on 07/29/14, The Immediate Jecpardy
was verified to be removed on 07/29/14, prior to
exiting the facility on 08/01/14, with remaining
non-compliance at a Scope and Severity of a "E",
while the facility develops and implements a Plan
of Correction, and the facility's Quality Assurance
continues to monitor to ensure necessary care
and services are provided in regards to having an
effective system in place fo ensure incontinence
care Is provided timely and upon request and
residents are protected from neglect.

The findings include:

Review of the facility’s policy titled, "Abuse,
Neglect and Misappropriation”, dated April 2013
revealed abuse and neglect of residents was

prohibited.

Review of the facility's Job Description for the

+
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F 224 Continued From page 19 F 224 Measurcs taken to assure there will not be a
’ Recurrence
wark together to provide care. However, the
; g - : . . '
facility failed to address the interviewed residents ¢ Education was completed by the SCC on

July 23 10 July 30, 2014 related 10 abuse,
neglect and misappropriation o DON,
ADON, MDSN, SDC, DSM, BOM, SSD,
Chaplain, DOA, MRM, HRD/AIT, RSM,
QoLA, ESD, POD, QoLD, WCN, BOM
and Administrator, Training  included
investigations, prevention, identification,
protection, and reporting as  well as
providing care per residents individualized
care plans.

100 % of all stakcholder were educated
beginning on July 23, 2014 to July 30, 2014
by DON, ADON, MDSN, SBC, DSM,
BOM, SSD, Chaplain, DOA, MRM,
HRD/AIT, RSM, QoLA, ESD, POD,
QoLD, WCN, BOM, Administrator, or SCC
related to abuse, neglect, misappropriation,
incontinence care, and activity of daily
living and the answering of call lights, Re-
educated all stafl o August 25 to
September 12, 2014,

Education of - abuse, neglect,
misappropriation policy will be included in
the orientation packet for newly hired
employees beginning September 12, 2014,

ail
and

Post ftests were completed  for
stakeholders to  assure leaming
understanding of policy and procedures.
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Resident #26 to have a Brief Interview for Mental
Status (BIMS) score of thirteen (13) which
indicated the resident was cognitively intact.
Continued review of the MDS Assessment
revealed the facility assessed Resldent #26 as
requiring: extensive physical assistance of two (2}
staiff with his/her Activities of Daily Living (ADLs),
with bed mobility, transfers and toileting. Further
revlew of the MDS Assessment revealed the
facllity assessed the resident to be frequently
incontinent of bowel and bladder and as being at
risk for developing pressure ulcers. Review of
the Brand Scale for Pressure Sore Risk, dated
06/23/14 revealed the resident was assessed as
having a moderate risk for pressure development.
Review of Resident #26's Comprehensive Care
Plan, dated 06/16/14, revealed the resident was
care planned for ADL assistance and for the
potential for altered skin integrity.

Interview, on 07/03/14 at 2:26 PM, with Resident

426 revealed on 07/03/14, during the night shift
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F 224 | Continued From page 20 Fooal * Beginning August 02, 2014, Ten staff
" inservice  questionnaires  ar¢  being
position of SRNA, updated December 2011, administered daily DON, ADON, MDSN
revealed licensed nursing personnel were to SDC, DSM, BOM SSD, Cha lafn DOA'
provide supervision of SRNAs when they MRM, HRD/AIT, RSM QgLA. ESD,
performed direct resident care duties. Review of POD, QoLD WCN. BOM. Administrator.
the Job Description revealed SRNA's essential or SCC o ensure continued understa ;.l'or'
duties and responsibilities included the provision of abuse and neglect policy and proc;]duur:g
of personal care required by residents daily and | Results of the questionnaires and lests are o
as needed. I}?f[{D ;x'i?wcd by the Administrator,
. , , 88D or DON. Any Stakeholder
1. Review of Resident #26's medical_record unable to satisfy this requirenent will be
revealed the_ fac_lllty admitted thF.: resident on re-educated until satisfactory completion
07/23/12, with diagnoses which included or remnoved from the schedule if unuble to
Depressive Disorder, _leﬁculty Walking, Muscle demonstrate  understanding  upon  re-
Weakness, MUSC'_E Disuse Atr ophy .and , education, This will continue until
Abnormality of Gait. Review of Resident #26's instructed otherwise by the 04 Commnitice
Annual Minimum Data Set (MDS) Assessment, .
dated 06/23/14, revealed the facility assessed + Beginning August 02, 2014, five resident
2 Ed

skin agsessments per day shall be completed
by a licensed murse for residents with BIMS
of less than 8. Results will be reviewed by
the DON, ADON, SDC, MDSN or WCN
daily. Any identified concerns will be
investigated by the Administrator, DON,
ADON, SDC, HRI/AIT, S§D or DOA for
root cause with appropriate follow up and
reporfing to state agencies as per policy
and regulatory requirements, This will

continue until divected otherwise by the
0A Committee. '
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F 224 | Continued From page 21 F 224 Beginning August 02, 2014, five residents
than 8 will be

he/she had "pooped"” on himselitherself.
Resident #26 stated he/she had requestead
assistance from SRNA#19, who had been
assigned to his/her care during the night shift,
and SRNA#19 had not assisted with changing
the resident after the request. Resident #26
started crying during the interview and stated
hefshe felt that staff "did not want to change"
hir/her and felt he/she "wasn't supposed to be
clean". Per interview, Resident #26 stated he/she
had to wail until day shift came in to get
incontinence assistance and get cleaned. Further
interview revealed at times hefshe had waited for
over an hour for staff to answer his/her call light.
Resident #26 reported hefshe had problems with
getting staff to answer his/her call light on the
night shift, 11:00 PM fo 7:00 AM, and the day
shift, 7:00 AM to 11:00 PM.

Interview, on 07/03/14 at 7:.00 PM, with
Registered Nurse (RN) #6, who had worked the
night shift from 07/02/14 at 11:00 PM to 07/03/14
at 7:00 AM, revealed at "about 5:30 AM",
Resident #26 had requested staff's assistance lo
get cleaned and changed. Per interview, RN #6
stated she informed SRNA#19 to change
Resident #26 as the resident was on intravenous
(IVv) fluids at seventy-five (76) cc's {cubic
centimeters) per hour and this caused the
resident to urinate "a lot". RN #6 stated SRNA
#19 told her she was getting the residenis up,
dressed and ready for breakfast and she needed
assistance to changs Resident #26. According to
RN #8, thera was a personal conflict between
SRNA#19 and SRNA #21, who were the SRNAs
regularly scheduled on the unit. According to RN
#6, she had assisted SRNA #19 with resident
care at approximately 1:30 AM and 3:00 AM.

However, RN #6 was passing medication when

with BIMS greater
intervicwed daily by DON, ADON, MDSN,
SDC, ESNS, WNS, DSM, BOM, $§8D,
Chaplnin, DOA, MRM, HRD/AIT, RSM,
QoLA, ESD, POD, QolD, WCN, BOM,
Administrator, or SCC and reviewed by the
Administrator, HRD/AIT, 85D, or DON.
Any  identified  concerns  will  be
investigated by the Administrator, DON,
ADON, §DC, HRD/AIT, S8D or DOA for
root cause with appropriate follow up und
reporting fo state agencies as per policy
and regulatory requirements. This will
contime until divected otherwise by the
0A Comumiitiee.

Beginning August 02, 2014, five call light
observations will be completed on each
shift by the DON, ADON, MDSN, SDC,
ESNS, WNS, DSM, BOM, SSD, Chaphin,
DOA, MRM, HRIVAIT, RSM, QolA,
ESD, POD, QolD, WCN, DBOM,
Administrator, or SCC. Any identified
concerns will be investigated by the
Administrator, DON, ADON, SDC,
HRD/AIT, §8D or DOA for root cause
with approprivte follow up and reporting
lo state agencies as per policy and
regulatory  requirements.  This  will
continue until directed otherwise by the
QA Committee.
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F 224 | Continued From page 22

Resident #26 requested assistance at
approximately 5:30 AM and had not assisted
SRNA#19 to change the resident. Continued
interview revealed the personal conflict between
SRNA#19 and SRNA #21 had negatively
impacted resident care that night. RN #86 stated,
‘as she was SRNA #19's supervisor, she should
have informed SRNA #19 not to get residents out
of bed as that was not as important as providing
resldent care as requested and/or needed. She
stated even though she knew Resident #26 had
requested assistance, she did not ensura it was
provided; however, should have followed up to
ensure the resident's needs were met  Further
interview with RN #8 revealed it would be
"terrible” to be wet or soiled and not be changed.
She indicated the facllity provided iraining on
neglect as a form of abuse, and by not providing
the care Resident #26 requested that moming it
was neglect. RN #6 stated she had not reported
this information to Administration; however,
indicated she should have reported the incident.

Interview, on 07/03/14 at 4:45 PM and on
07/23/14 at 9:08 AM, with SRMA #19 revealed
early in the morning of 07/03/14, during her last
rounds, Resident #26, who was a two (2) person
assist, rang the call light and requested
incontinence assistance. Continued interview
with SRNA#19, revealed she informed Resident
#28 as soon as she could get someone to help
her she would change him/her. However, she
stated she could not get anyone to help her
change Resident #26. SRNA #19 stated she
asked RN #6 to help her, but she couldn't as she
was passing medications, She also asked SRNA
#21; however, SRNA#21 "ignorad"” her.
According io SRNA#19, when SRNA #9 and
SRNA #8 came to work on the day shifi,

F224(¢ Beginning August 02, 2014, incontinency

carc observations will be completed for five
residents daily licensed nurse and results
will be reviewed by the Administrator,
DON, ADON, ESNS, WNS or WCN. Any
identified concerns will be investigated by
the Administrator, DON, ADON, SDC,
HRD/AIT, SSD or DOA Sor root cause
with apprapriate follow up and reporting
lo state agencies as per policy and
regulatory  requirements.  This  will
continue until divected otherwise by the
0A Committes,

¢ Beginning August-02 September 22, 2014,
the Adminisirator, SSD or DON will review
weekly, all grievances and allegations of
abuse, neglect and misappropriation to
assure all steps of the abuse, neglect policy
and procedure were completed. Any
identified concerns will be investigated by
the Administrator, DON, ADON, SDC,
HRD/AIT, SSD or DOA for roof cause
with appropriate follow up and reporting
fo state agencles as per policy and
regulatory  requirements,  This  will
continue nntil directed otherwise by the
OA Comminee.
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F 2241 Continued From page 23
somewhere around 6:45 AM to 7:00 AM, she fold
them Resldent #26 needed to ba changed.
SRNA#19 stated she took out her trash after
telling the day shift SRNAs and went home
without returning to Resident #26's room.

Interview with SRNA #8, on 07/03/14 at 2:44 PM
and on 07/23/14 at 1:52 PM, revealed upon
reporting to work at 7:00 AM that moming she
had discovered Resident #26 had solled
himselifherself and needed to be cleaned and
changed. According to SRNA#9, she had asked
SRNA #19, who had been assigned to the
residents on night shiff, to assist with cleaning
and changing the resident. She stated however,
SRNA #19 did not assist and walked away. She
stated SRNA#20, who had cormne in early that
morning to escort Resident #26 to an
appointment, had cleaned and changed the
resident upon arrival.

Interview, on 07/03/14 at 2:51 PM and on
07/23/14 at 2:26 PM, with SRNA#20 revealed
she had reported to work early the morning of
07/03/14 to escort Resident #26 to his/her
doclor's appointment. She stated upon her
arrival, Resident #26 had bowel movement on
histher clathing and on the pad of the reclining
chair the resident was sitting on. Per interview,
she had to work for aver an hour to assist the
resident in getting cleaned. According fo SRNA
#20, Resident #26 usually requested assistance
when hefshe needed if, and this was not normal
for the resident. SRNA#20 stated Resident #26
"normally" knows when he/she has to have a
bowel movement and goes to the bathroom in the
wheelchair with two (2) person assist to stand
and transfer. She stated Resident #26 told her
the "aide" assigned to his/her care had not

F224| * Beginning September 12, 2014 Residents
and families attending  care plan
conferences shall be asked by the SSD,
MDSN, QoLD or Licensed Nurse if there
have becn any concerns and if grievance
process has been initinted and followed. If
resident or responsible party does not attend
the care plan conference the SDC,
HRD/AIT, SSD, ESNS, DON, ADON,
RSM, QoLD, QoLA, BOM, ABOM, AA,
MRM, DSM, ESD, POD, DOA, MDSN,
WNS, SSD, Admmlslrator or Chaplain.
shall attempt to contact via phone x3 for

response, Any identificd concerns will be
investigated by the SCC, Administrator,
DON, ADON, SDC, HRD/AIT, §8D or
DOA for root cause with appropriate
Sollow up and reporting to state agencies
as per policy and regulatory requirements.
Administrator, HRD/AIT, DON, SCC,
ADON or SDC will be responsible for re-
education and/or disciplinary action up to
and including termination shall occur for
any faiture to follow the grievaice pracess.
This will continue until directed otherwise
by the 0A Commitiee,

¢ Investigation rclative to SRNA conflict was
initiated on July 22, 2014 by HRD/AIT,
SCC, DON or ADON interviewing
stakeholders working July 2-3, 2014 to
identify the conflict that had been reported
to OIG. Investigation was complcied on
July 25, 2014 with SRNA #19 being
terminated as a result of the investigation.
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F 224 Continued From page 24 F224 Conflict Management (raining was

checked on him/her all night on 07/02/14 at 11:00
PM to 07/03/14 at 7:00 AM. Additional interview,
with SRNA#20 revealed she reported the
condition she had found Resident #26 in on
07/03/14 to LPN #8, and had asked her to come
look at the resident; however, LPN #8 could not
came "right then",

Interview, on 07/03/14 at 5:53 PM, with Licensed
Practical Nurse (LPN) #8 revealed SRNA #20
aiso told her Resident #26 was left wet, LPN #8
revealed when she went to Resident #26's room
and spoke to him/her, the resident told her staff
had not been in his/her room “all night".

Interview, on 07/23/14 at 5:27 PM, with SRNA
#16 revealed she had sat with Resident #26 early
in the morning on 07/03/14. She stated Resident
#26 needed to be changed and she was on "light
duty" and could not change the resident. SRNA
#16 stated she told SRNA#19 Resident #26
needed to be changed, and SRNA #19 informed
her she would change Resident #26 when she
“got some heip",

Interview, on-07/23/14-at 3:49 PM, with RN
#4/ADON ravealed she had became aware of "a
problem with night shift" late in the day on
07/0314. RN #4/ADON stated she had
overheard SRNA #9 talking to someone else
about Resident #26 being left wet that moming.
She statad she could not recall who SRNA #9
was {elling, and stated SRNA #9 did not tell her
"directly” about Resident #26. RN #4/ADON
stated she did not talk to SRNA#9 about what
she had overheard her saying; however, indicated
she should have. According to RN #4/ADON,
she talked o SRNA#16, as she knew she had
been sitting with Resident #26 the moming of

Mouitering Changes to Assure Continuing
Compliance

Date of Completion:

initiated by the HRD/AIT, SCC, DON,
ADON, or SDC on 08729 and was on-
going until 09712, Tepics of discussion
were: Conflict management- how fo
handle it, wha to communicate it ta if you
need help resolving; The Hodine policy
and  procedure;  Attendance  policy;
Staffing Protacols were also reviewed with
the nursing staff ondy. ANl those not
completed by 09/12 were mailed certified
letters  that  training  must  be
completed prior 1o working  again.

Starting the week of 9/12 for 4 weeks,
HRD/AIT, SCC, DON, ADON, or SDC
have completed stakeholder interviews at

random  with  the aursing  staff to
address/assist  with  any  stakeholder
conflict/teambuilding us necessary.

¢ Results of the staff, resident and family
interviews, skin assessments, call light
observations, and incontinence care
observations will be reported weekly
x4 to the QA committee by the ADON,
MDSN, SDC, WCN, SSD, DON,
Administrater  or  HRD/AIT 1o
determine further need for coatinued
education, revision of plan and process
improvements.  Any allegations of
abuse, ncglect and misappropriation
will be handled immediately and then
reviewed at the weekly meeting
beginning August 06, 2014.

’ 09-27.14
|
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07/03/14. She stated SRNA #16 told her SRNA
#19 told Resident #26 he/she would have to wait
for day shift to come in to change him/her.

Interview, on 07/03/14 at 6:45 PM, with RN
#5/Evening Shift Supervisor revealed at
approximately 4.08 PM that day she had spaoken
with Resident #26 who told her SRNA#19 had
left him/her "wet and with crap” on him/her. RN
#5/Evening Shift Supervisor stated she went to
the Director of Nursing (DON) and Social
Services Director (SSD) and reported to the DON
and SSD what Resident #26 had told her. Per
interview, RN #5/Evening Shift Supervisor
revealed staif should not "knowingly" leave
residents wet and soiled as that would be a form

of neglect.

Further interview with SRNA#9, 07/03/14 at 2:44
PM, revealed several other residents were found
"soaked" with urine or soiled on (7/03/14 which
included Residents #5, Resident #27, Resident
#28, and Resident #29,

2..Review of Resident #5's medical record
revealed the facility re-admilted the resident on
04/10/14, with diagnoses which included Sepsis,
Arthritis, Osteoparosis and Muscle Weakness.
Review of Resident #5's Quarterly MDS
Assessment, dated 05/15/14, revealed the facility
assessed the resident as having severe cognitive
impairment, and to require extensive physical
assistance of two (2) staff with hisfher ADLs
including bed mobility, transfers and toileting.
Further review of the MDS Assessment revealed
the facility assessed Resident #5 to always be
incontinent of bowel and bladder. Continued
review of the MDS revealed the resident was
assessed as being at risk for pressure ulcers and
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as having a pressure ulcer. Review of the Brand
Scale for Pressure Sore Risk, dated 05/15/14
revealed the resident was assessed as having a
moderate risk for pressure. Continued record
review revealed Resident #5 had a history of a
Stage |l pressure ulcer to the coccyx which was
resolved on 05/26/14. Review of Resldent #5's
Comprehensive Care Plan, dated 06/03/14,
revealed the resident was care planned as
requiring extensive assistance with bed mobility
and for the potential for complications related to
his/her incontinence of bowel and bladder.
Continued review of the Comprehensive Care
Plan revealed the resident was at risk for
developing skin breakdown. Review of the
interventions revealed treatments were provided
from 04/11/14 through 05/26/14 at which time the
Stage il was noted as being healed.

Additional interview, on 07/23/14 at 12:05 PM,
with LPN #8 revealed SRNA#8 had come to her
the morning of 07/03/14 and reported Resident
#5 being solled. She stated she had told SRNA
#9 to clean and change the resident immediately.
Per interview, LPN #8 stated when she went to
Resident #5's room, the resident was "prefty wet"
but she could not recall if the bed was wet.

3. Review of Resident #27's medical record
revealed the facility admitted the resident on
06/14/13, with diagnoses which included Fracture
of the Femur, Difficulty Walking, Muscle
Weakness, Anxiety and Senile Dementia.
Review of Resldent #27's Quarterly MDS
Assessment, dated 05/21/14, revealed the facility
assessed the resident to have severs cognitive
impairment, and to require extensive physical
assistance of two (2) staff with his/her ADLs
including transfers, bed mobility and toileting.

F 224
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Further review of the MDS Assessment revealed
the facility assessed the resident to be frequently
incontinent of bowel and bladder and as being at
risk for developing pressure sores. Review of the

‘Braden Scale for Pressure Sore Risk, dated

05/21/14 revealed the facility assessed the
resident as being at a high risk for pressure sore
development. Review of Resident #27's
Comprehensive Care Plan, dated 05/28/14,
revealed the resident was care planned for ADLs
and for the potential for complications related to
his/her incontinence of bowel and bladder.
Continued review of the Comprehensive Cars
Plan revealed Resident #27 was care planned for
the risk of developing skin breakdown and as
needing extensiveftotal assistance with bed
mobility.

4. Review of Resident #28's medical record
revealed the facility admitted the rasident on
03/06/13, with diagnoses which included Muscle
Weakness, Difficulty in Walking, Failure to Thrive,
Chrenic Kidney Disease and Renal Failure.
Review of Resident #28's Quarterly MDS
Assessment, dated 03/26/14, revealed the facility
assessed the resldent to have severe cognitive
impairment, and to require extensive physical
assistance of two (2) staff for most ADLs
Including transfers and bed mobility and
extensive assist of one (1) staff for toileting.
Further review of the MDS Assessment revealed
the facility assessed the resident to be frequently
incontinent of bowel and bladder and as having
no pressure but as being at risk for skin break
dawn. Review of Resident #28's Comprehensive
Care Plan, dated 06/03/14, revealed the resident
was care planned for ADLs and for the potential
for complications related to his/her incontinence
of bowel and bladder and for the potential for

F 224
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altered skin integrity. Review of the Pressure
Ulcer Braden Scale, dated 06/26/14 revealed the
facility assessed the resident to be at moderate
risk for skin breakdawn.

5. Revlew of Resident #29's medical record
revealed the facility admitted the resident on
09/28/12, with diagnoses which included
Abnormality of Galt, Muscle Weakness, history of
Urinary Tract Infections (UT!s) and Alzheimer's
Disease. Review of Resident #29's Quarterly
MDS Assessment, dated 07/07/14, revealed the
facility assessed the resident to have severe
cagnitive impairment, and lo require extensive
physical assistance of two (2) staff with ADLs
including transfers, bed mobility and toileting.
Further review of the MDS Assessment revealed
the facility assessed the resident to be always
incontinent of bowel and bladder and as being at
risk for the development of pressure ulcers.
Review of the Braden Scale for Predicting
Pressure Sore Risk, dated 07/07/14 revealed the
facility assessed the resident as having a mild
risk for the development of pressure sores.
Review of Resident #29's Comprehensive Care
Plan, dated 06/01/14, revealed the resident was
care planned for ADLs and for the potential for
complications related to his/her incontinence of
bowel and bladder. Continued review of the
Comprehensive Care Plan revealed the resident
was care planned for the potential for altered skin
integrity related to decreased physical and
cognitive function.

Additional interview, on 07/03/14 at 5:53 PM, with
LPN #8 revealed on the morning of 07/03/14,
after reporting to work at 7:00 AM, SRNA #32
came and got her to ook at the condition
Resident #29 had been left in by night shift. LPN
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#8 stated Resident #29 was "heyond soaked"® that
morning, and indicated it appeared as though the
resident had not been changed at all during the
night.

Interview, on 07/03/14 at 4:45 PM and on
07/23/14 at 9:08 AM, with SRNA #19 revealed
she had not been able to perform incontinence
care on Resident #29 during her last rounds on
07/03/14 as he/she was also a two (2) person
assist.

‘Continued interview with SRNA#19, on 07/03/14
at 4:45 PM and on 07/23/14 at 8:08 AM, revealed
there was a conflict hefween her and SRNA #21
who wouldn't talk to her, and they did not wark
well together because of this. Per interview at
times she had worked the entire South Unit by
herself due to SRNA#21 not wanting to work with
her. SRNA#19 stated she had informed the
nurses and they were aware of the conflict;
hawever, nathing had been done. Further
interview with SRNA#19 revealed neglect was a
form of abuse, and it was neglect "for residents
not to be changed when needed”. However,
SRNA#19 denied leaving residents wet or sciled,
not changed, or unatiended.

Interview, on 07/23/14 at 4:36 PM, with SRNA
#21 revealed she worked on the South Unit. She
stated SRNA#19 had not requested her
assistance early in the morning of 07/03/14,
SRNA#21 stated she and SRNA #19 did not
have a “very good" relationship. She stated
SRNA#19 did not want to work with her, thought
she did not like her, and would not ask her for
assistance, SRNA#21 reported SRNA#19 told
"everyone" she refused to help her; however,
indicated she assists if SRNA #19 asked her.

F224
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Continved interview with SRNA #21 revealed
SRNA #19 would ask the nurses cr SRNAs on
the North Unit to help her. SRNA#21 stated she
just liked to get her work done on her hall and did
not sociaiize "a lot". SRNA#21 indicated if
residents were not being changed, ringing their
call light for assistance or being left wet it would
be abuse in the form of neglect. She stated "no
one wants to be left wel". Perinterview, SRNA
#21 stated if SRNA#19 asked her for assistance
she would help her.

Interview, on 07/29/14 at 3:20 PM, with SRNA
#31 revealed staif was aware of the conflict
between SRNA#19 and SRNA #21 which had
been going on for "months”, SRNA#31 stated
SRNA#19 and SRNA#21 complainad about
each other to other people. Per interview, SRNA
#31 stated he/she had not told nurses or other
supearvisory staff about it.

Interview, on 07/30/14 at 2:55 PM, with SRNA
#18 and SRNA#20 revealed they were both
aware of the conflict between SRNA#19 and
SRNA#21, SRNA#20 stated when SRNA#19
and SRNA#21 worked at night they did not work
together and did not answer call lights for each
other. Both SRNAs stated "everybody" knew
about the conflict between the two (2) SRNAs
and indicated the conflict impacted resident care.
SRNA#20 stated there had been times SRNA
#19 had leit residents “soaking wet" and with
bowel movement an them at the end of her shift.
According to SRNA #20, there was no need to tell
nurses about the conflict because they knew what
was going on,

Interview, on 07/24/14 at 9:11 PM with SRNA #4
who worked day shift, revealed she had rounded
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| of 07/03/14, the SDC told her to *write it up" and

before on residents who SRNA #19 had been
assigned to provide care and had found five (5)
residents wet, with their "full” bed wet with urine,
which required a complete bed linen change.
She stated she did not report this.to anyone as
she was not usually assigned to work the South

Unit.

Further interview, on 07/03/14 at 5:53 PM, with
LPN #8 revealed she had noticed when a certain
SRNA, whose name she could not recall, warked
it looked as if rounds were not being performed
on pight shift. Per interview, LPN #8 revealed
she did not tell her supervisor about what
Resident #26 had told her, or of the condition
other residents had been left in, as she had
observed SRNA#9 going to the Staff
Development Coordinator (SDC) to tell her about
the condition residents had been left in that
morning.

Further interview with SRNA #9, 07/03/14 at 2:44
PM, revealed she was 50 upset over the candition
the residents had been left in, on 07/03/14 by
SRNA#19, she went to the SDC to report the
residents being left "soaked" and "soiled",
Additional interview with SRNA #9 revealed when
she reported the incident of residents being leit
"soaked" and "soiled” to the SDC on the morning

she would take it to the Human Resources (HR)
Director. However, SRNA #9 stated she never
wrote up the incidents, SRNA#9 stated "almost
daily" when she came to work after SRNA#19
had worked the previous shift, she found her
residents "wet" and their beds needing to be
changed. Per interview, SRNA #9 stated it was
"neglect” to leave residents "wet",
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interview, on 07/03/14 at 6:41 PM, with the SDC
revealed no staff had reported fo her that moming
the condition residents had been left in, nor had
she spoken to residents. However, interviews
with SRNA#9 and LPN #8 revealed SRNA#9
had reporied the residents’ condition to her, The
SDC stated if she had been informed of a
reportable situation by staff she would have
directed them to tell the Assistant Director of
Nursing (ADCN) and "follow the chain of
command”,

interview, on 07/03/14 at 2:51 PM and on
07/23/14 at 2:26 PM, with SRNA#20 revealed
when reporting to work on day shift at 7:.00 AM, in
a week's time she had had to change several
residents three (3) times out of the week. Further
interview with SRNA #20 revealed she had told
Registered Nurse (RN} #4/Assistant Director of
Nursing (ADON} of her concern regarding
residents' care, She reiterated three (3) to four
{(4) days out of the week finding residents “wet"
when she reported to work at 7:00 AM. *

Interview, on 07/03/14 at 4:35 PM and on
07/23/14 at 3:49 PM, with the RN #4/ADON
revealed she was not aware of the incidents
involving Resident #5, Resident #26, Resident
#27, Resident #28 and Resident #29 which had
taken place the moming of 07/03/14 until later
that day. She stated a staff member did tell her
residents had not been "touched in awhile";
however, the staff person did not tell her which
residents were involved and to what extent. The
ADON stated her expectation was for night shift
and day shift to do rounds on residents prior to
night shift leaving the facility. She indicated staff
should not leave residents soiled.
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Interview, on 07/03/14 at 5:20 PM, with the
Director of Nursing {DON) revealed she was not
made aware of Resident #26 and the other
residents having been left wet and soited by night
shift for day shift to change until about an hour
before the current interview with the State Survey
Agency. The DON stated an investigation had
been started regarding the incident after she was
notified. She stated the RN Evening Shift
Supervisor notified her. Continued interview with
the DON revealed residents should not be left wet
and sailed by any shiit,

Interview, on 07/03/14 at 7:25 PM, with the
Administrator revealed it was her expectation
staff would ensure residents were clean and dry.
She stated staff should be completing rounds
every twa {2) hours as per the facility's policy.
The Administrator stated for residents who need
it, rounds shouid be compieted more frequently.
Continued interview with the Administrator
revealed if a resident was fufly saturated with
urine, then the employee should be removed from
duty and a full investigation initiated to determine
if there was a neglect related lo the resident's
care.” The Administrator stated she would have
wanted to have been notified that morning when
the incident involving the residents had occurred.
The Administrator indicated any form of abuse or
neglect of residents should be reported to
Administration immediately and residents being
left soiled was a form of neglect.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/30/14 that
alleged removal of the IJ effective 07/29/14.
Review of the AOC revealed the facility
implemented the following:
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1. The facility opened and investigated the five
(5) reported allegations of neglect identified on
the 06/30/14 through 07/03/14 Survey for
Residents #5, #26, #27, #28, and #29. Initial
Reports were completed with the five (5) day
follow up reports pending completion of the
investigations. The allegations were investigated
by the Clinical Nurse Executive, Corporate Nurse .
Consultant, Special Projects Administrator,
Administrator, HR Director, SSD, Corporate
Director of Compliance and Signature Care
Consultant,

2. Cne hundred percent (100%) of the resident
population received head to toe assessments by
the DON, the ADON, MDS Coordinator, Wound
Care Nurse, SDC, Evening Nurse Supervisor,
Corporate Nurse Consultant and Charge Nurses
o 07/23/14.

3. Residents with a BIMS of eight (8) or above
were interviewed by the ADON, Admissions
Director, Dietary Director, MDS Coordinators,
Medical Records Director, Business Office
Manager, Housekeeping Director, SDC, Supply
Coordinator, Quality of Life Director or Chaplain
which was completed on 07/25/14 for any abuse,
neglect, or misappropriation concemns.

4. Families and responsible parties were
interviewed for residents with 3 BIMS below gight
(8) which was initiated on 07/25/14 and as of
07128/14, thirty-seven (37) of fifty-six (56) had
been completed, for any abuse, neglect, or
misappropriation concerns. The facility would
continue to attempt contacting families and
responsible parties daily to identify any concerns
until remaining Power of Attorney’s (POA's) had
been reached, Concerns were addressed per
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policy and procedure as fo reporting requirements
and resident protection.

| 8. Staff was Interviewed for any abuse, neglect,

or misappropriation concerns by the ADON,
Admissions Director, Dietary Director, MDS
Coordinators, Medical Records Director,
Business Office Manager, Housekeeping
Directar, SDC, Quality of Life Director or Chaplain
on 07/25/14. Initial reports were made on the
allegations relative to those interviews.

6. Initial Reports were made on 07/25/14 related
to the alleged allegations relative to the interviews
with residents, families, responsible parties, and
staff. Thorough investigations were initiated on
07/25/14 by the Clinical Nurse Executive,
Corporate Nurse Consultant, Special Projects
Administrator, Administrator, HR Director, 3D,
Corporate Director of Compliance and Signature
Care Consultant on those residents identified with
appropriate follow up reporting on the allegations
received. :

7. Abuse, neglect and misappropriation audits,
assessments, interviews and questionnaires were
reviewed by the Special Projects Administrator,
DON, Comporate Nurse Consultant or Chief Nurse
Executive on 07/27-07/28/14 for any indications
of abuse, neglect or misappropriation concerns.

8. The Medical Director was notified of the
Immediate Jeopardy on 07/25/14 by the DON and
Special Projects Administrator. An Emergency
Quality Assurance (QA) Meeting was held on
07126114 with the Corporate Director of Risk
Management, Clinical Nurse Executive,
Corporate Nurse Consultant, Medical Director,
Special Projects Administralor, DON, HR

F 224
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Director, SSD and SDC related o the Immediate
Jeopardy.

9. The DON, two (2) ADONs, MDS Coordinators,
SDC, Dietary Director, Business Office Manager,
S8D, Chaplain, Admissions, Director, Medical
Records Director, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director,
Quality of Life Director and Wound Nurse wera
re-educated on 07/23/14 and the Adminlstrator
was re-educated on 07/28/14, upon his retum, by
the Corporate Nurse Consultant on the Abuse,
Neglect and Misappropriation Policy and
Procedure which inciuded training, prevention,
identification, investigation, protection and
reporting, as well as, providing care per residents’
individualized care plans. They could not retum
to work until the abuse, neglect, misappropriation
education was provided and post test
administered and a one hundred percent (100%)
score was obtained on the postlest. Ifa
manager did not score a one hundred percent
{(100%) on post test, the manager was
immediately re-educated and a post test was
re-administered.

10. The facility's Administrator, DON, ADON's,
MDS Coordinators, SBC, Dietary Director,
Business Office Manager, SSD, Chaplain,
Admissions Director, Medical Records Direclor,
HR Director, Therapy Services Manager, Supply
Manager, Environmental Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Nurse educated stakehaolders related to
the Abuse, Neglect, and Misappropriation Policy
which included training, prevention, identification,
investigation, protection and reporting, as well as,
providing care per residents' individualized care

F 224
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plans starting on 07/23/14 and continued until
07/28/14. No staff would be allowed to work until
this education was provided and the post test
administered and a one hundred percent (100%)
score obtained. Eighty-seven (87) of ninety-six
(96) were completed by 07/28/14.

11. Administrator, DON, ADCN's, MDS
Coordinators, SDC, Dietary Director, Business
Office Manager, SSD, Chapiain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Nurse provided education to stakeholders
which was initiated on 07/26/14 to nursing staff
related to ineaontinenca care and Activities of Daily
Living (ADL's) care per the Care Plan and
answering call lights. Calls and certified leiters
had been sent notifying staff they must complete
training before returning to work relative to
incontinence care and Activities of Dalily Living
(ADL's) Care per resident individualized Care
Plan and answering call lights in a timely
manner.

12. Education regarding the Abuse, Neglect and
Misappropriation Policy would be included in the
orientation process for newly hired staff. No
newly hired person wouid be able to worl until
this education was provided and a post test
administered and one hundred percent (100%)
score obtained provided by staff development.

13. Staff assessment of knowledge test
regarding abuse, neglect and misappropriation
was being administered by the Administrator,
DON, ADON's, MDS Coordinator, SDC, Dietary
Director, Medical Records Director, Business

F224
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Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Manager, Plant
Operations Directar, Quality of Life Director and
Wound Care Nurss to five (5) staff members on
each shift and different staff members unti! the
immediacy was removed.

14. Ten (10) staff questionnaires would be
administered daily to ensure continued
understanding of the Abuse, Neglect and
Misappropriation Policy. Results of the
questionnaires, tests, ten (10) resident skin
assessments of residents with a BIMS less than
eight (8) per day, ten (10) residents with a BIMS
greater than eight (8) interviews would be
reviewed daily until the inmediacy was resolved
by the Administrator, DON, Nurse Consuitant or
Chief Nurse Executive. Any concerns revealed
on the above to include injuries of unknawn
source would be reparted immediately to the
Abuse Coordinator, Administrator, DON,
Corporate Nurse Coordinator, Regional Vice
President of Operations, Special Projects
Administrator, or Chief Nurse Executive.

15. Results of the staff questionnaires, resident
interviews and skin assessments would be
reviewed daily by the Administrator, DON, Nurse
Consultant or Chief Nurse Executive with results
reported to the Quality Assurance (QA)
Committee weekly to determine the further need
of continued education or revision of plan. Based
on the evaluation the QA Committee would
decide at what frequency the staff questionnaire
would need to continue. Concerns identified
would be corrected immediately and reported to
the Administrator or DON to ensure an
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Investigation of suspected abuse, neglect or

misappropriation was investigated/completed and
reporting guidelines were met along with any
reporting of violation of resident rights.

16. Administrator, DON, ADONs, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Director, Plant
Operations Director, Quality of Life Director,
Wound Care Nurse, Corporate Nurse Consultant,
Regional Vice President or Clinical Nurse
Executive would conduct call light audits through
direct observation and monitoring ool daily
twenty-four (24) hours a day seven (7)days a
week on each shift to monitor compliance until
the immediacy was removed. Then five (5} call
lights daily on each shift (fifteen (15) total)
ongoing and reported to QA Committee weekly
during immediacy and monthly after immediacy
was removed. Charge Nurses would provide

direct observation of call light responsiveness and

ensure all residents were getting needs met for
plan of care each shift. Incontinence care
observation would be completed for ten (10)
residents daily until the immediacy was removed
then ongoing for five (5) residents daily with
resuits being reported to the QA Commitiee
weekly during immediacy and monthly after the
immediacy was removed.

17. Human Resources (HR) Director performed
an audit of staff files for any abuse, neglect or
misappropriation cancerns 7/26/14 through
7127114 and the items reviewed included
coaching, counseling forms, suspension forms,
termination forms, abuse registry checks,
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background checks and licensure to 07/03/14.
Resuiis of the audit was given to the
Administrator, DON or Corporate Nurse
Consultant on 07/27/14, to review for any abuse,
neglect or misappropriation concems that needed
reported. None were Identified.

18. Information en "Caring for the Caregiver”
which addresses the signs of stress and bum out,
showing the caregiver ways to cope and reduce
stress and useful ways that friends could offer
help to the caregiver were posted by the time
clock on 07/27/14 by the Special Projects
Administrator.

19. Anurse from the regional leam or corporate
office had been onsite since 07/21/14 and would
rernain in the facility daily until the Immediate
Jeopardy was lifted. The nurses from the
regional feam home office were assisting with
investigations, observing staff treatment of
residents, performing chart audits and providing
oversight and consultation. The Chief Nurse
Executive would be in daily contact with the
Corporate Nurse Consultant and would review
allegations.

20. Grievances and Resident Questionnaires
since 07/23/14 were reviewad by the
Administrator, DON, Chief Nurse Executive, HR
Director, Admissions Director or Regional Nurse
Consultants 07/27/14 through 07/28/14 to
determine if any items documented were a
reportable event. All issues identified were
reported and investigations initiated per the
facility's policy and procedure. The Administrator,
SSD, or the DON would review daily, the
grievances and Incident/Accident Reports, until

immediacy was lified, starting 07/27/14 to

F 224
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determine if there were reportable allegations
which had been identified, then daily Monday
through Friday during the Morning Stand-Up
Meeting. SSD or the DON would report to the
Administrator any identified allegations of abuse,
neglect or misappropriation Immediately after
their review. The Administrator would review any
allegations of abuse, neglect or misappropriation
for reporting fo the Office of Inspector General,
Adult Protective Services and Ombudsman and
appropriate authorities as required by state law.

21. The Administrator, DON, SSD would review
and discuss abuse, neglect and misappropriation
allegations daily to ensura the resident was
protected, the perpetrator was removed from
resident care area, reports to the State Survey
Agency, APS and Ombudsman were filed timely,
and a thorough Investigation was compieted. The
Abuse Coordinator (S5D) would maintain an
abuse, neglect and misappropriation investigation
log starting on 07/27/14 that would include
documentation of the following: validate
protection of residents; perpetrator was remaved
from resident care area; reporis to the State
Survey Agency and Adult Protective Services
(APS) were flled timely; and a thorough
investigation was completed. The Abuse
Coordinator and one of the following:
Administrator, DON, Chief Nurse Executive or
Regional Nurse Consultant would review the
abuse, neglect and misappropriation iog daily
untif removal of the Immediate Jeopardy,
beginning on 07/27/14, to validate protection of
the resident, that the perpetrator was removed
from the resident care area, that reports to the
State Survey Agency and APS and appropriate
authorities required by state law, were filed timely,

and a thorough investigation had been
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22. In the event of any new reports of alleged
abuse, neglect, or misappropriation of property,
after the Immediate Jeopardy was removed, the
Signature Care Consultant or Chief Nursing
Execulive would validate the residentwas |
protected, report was filed timely, the perpetrator
was remaoved from resident care area and a
thorough investigation was completed.

23. Beginning on 07/27/14, the care plan
conferences for each resident would include any
abuse, neglect or misappropriation concems
which the residents or families had, Resident
safety would be validated and then the allegation
would be reported to the Charge Nurse. The
Abuse,Neglect and Misappropriation Policy would
then be followed.

24, Administrative oversight of the facility would
be completed by the Special Projects
Administrator, the Regional Vice President of
Operations, Chief Nursing Officer, Signature Care
Consultant, member of the regional staff leam or
Chief Operating Officer daiiy until removal of the
immediacy beginning 07/21/14, then weekly for
four (4) weeks, then monthly.

25. A Quality Assurance Meeting would be held
weekly for four (4) weeks beginning 07/26/14,
then monthly for recommendations and further
follow up regarding the above stated plan. At that
time based upon evaluation the QA Committee
would determine at what frequency any ongoing
audits would need to continue.

The State Survey Agency validated the
implementation of the facility's AOC as follows:
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1. Review of the facilities investigations revealed
the five (5} reported allegations involving
Resident's #5, #27, #28, and #29 have been
completed with a five (5) day follow up. A
re-investigation was done related to allegations
for Resident #26.

Interview, on 07/31/14 at 7:08 PM, with the
Corporate Nurse Consultant revealed the facility
had investigated the allegations regarding
Resident's #5, #26, #27, #28, and #29 and found
them all to be substantiated.

2. Review of copies of resident head to toe
assessments revealed all residents were
assessed and the assessments were performed
on 07/23/14 on North and South Hall, with a
recorded census on 07/23/14 of fifty six (56}
residents on North Hall and fifty-one (51)
residents on South Hall. There was no concerns
revealed during review of the skin assessments.

Interview, on 07/31/14 at 5:26 PM, with the
Wound Care Nurse revealed she was in charge
of the skin assessments, and she and other
nurses completed skin assessments on ene
hundred percent (100%) of the residents in the

building.

3. Review of Resident Interviews revealed
residents with a BIMS of eight (8) and above were
interviewed, which included forty-six (46)
residents, related to abuse, neglect, and
misappropriation concerns. Coricerns were
addressed per policy and procedure as to
reporting requirements and resident protection.

4. Review of family interviews for residents with a
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BIMS of less than eight (8) revealed thirly-seven
(37) of fifty-six (56) of these Interviews were
completed as of 7/28/14 related to abuse,
neglect, and misappropriation concerns,
Concerns were addressed per policy and
precedure as to reporting requirements and
resident protection,

Interview with the DON on 08/01/14 at 10:00 AM,
revealed the interviewable residents were
interviewed, as well as, the families of residents
with a BIMS score of less than elght (8) and she
reviewed the interviews for any concerns.

5. Review of the Stakeholder (Staff) Investigative
Interviews reveaied they were conducted in
reference o abuse, neglect and misappropriation
concerns 7/23/14 through 7/25/14 for all regular
and part-time staff,

Interview on 07/31/14 with SRNA #24 at 2:00
PM; Activily Assistant at 2:15 PM; SRNA#37 at
2:20 PM, Dietary Aide #5 at 2:30 PM; SRNA #36
at 2:30 PM; SRNA#11 at 2:40 PM; Housekeeper
#4 at 2:45 PM; SRNA#5 at 2:55 PM: SRNA #34
at 3:30 PM; LPN #11 at 3:40 PM: SRNA #18 at
3:50 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM; SRNA #35 at 5:49 PM; LPN #13 at
6:05 PM; Dietary Manager at 6:15 PM; and SRNA
#4 at 7:40 PM revealed they were all intarviewed
and asked if they were aware of any abuss,
neglect, or misappropriation.

6. Review of the allegations ralative to the
interviews with residents, families, responsible
parties, and staff concerns revealed they were
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investigated with initial reparts completed.

Interview with the Corporate Nurse Consultant on
07/31/14 at 7.08 PM revealed there was several
reportable allegations from the interviews which
she assisted with conducting, and the facility
investigated with follow up actions and reporting.

7. Review of the Abuse, Neglect, and
Misappropriation audits, assessments, interviews
and guestionnaires revealed they were reviewed
by the DON, Corporate Nurse Consultant, Chief
Nurse Executive or Special Projects Administrator
on 07/27/14 and 07/28/14.

Interview with the DON on 08/01/14 at 10:00 AM
revealed they expanded on the abuse questions
giving scenarios to the staff to have them choose
which type of abuse was occurring in the
scenarios, She stated she reviewed the abuse
audits, assessments, interviews, and
questionnaires,

8. Review of the Quality Assurance Signature
Sheet and Minutes revealed an Emergency QA
meeting was held on Saturday, 07/26/14, with the
Medical Director, Special Projects Administrator,
Director of Nursing Services, Director of Clinical
Risk Management, Staff Development, Certified
Nurse Executive, Corporate Nurse Consultant,
Human Resources Director, and Social Services
Directar to discuss current Immediate Jeopardy
deficiencies and a Plan of Correction.

interview with the DON on 08/01/14 and the
Corporate Nurse Consultant on 07/31/14 at 7.08
PM confirmed the QA Meeting was held on
07/26/14 with the Medical Director. Interview with

the HR Director on 07/31/14 at 5:45 PM revealed
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during the emergency QA Meeting they discussed
the Immediate Jeopardy deficiencies and the
reason for the deficiencies as well as discussed
the audits, interviews, questionnaires and
interviewing that was being done related {o the
deficiencies.

9. Review of the sign in sheets dated 07/23/14
regarding training for the Administrative staff of
the facility regarding the Abuse, Neglect and
Misappropriation Policy revealed the Certified
Nurse Executive educated the DON, ADON's,
MDS Coordinator, SDC, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Records, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director,
Quality of Life Director and Wound Care MNurse
received the training.

Review of the sign in sheet on 07/28/14 for
training on the Abuse, Neglect and
Misappropriation Palicy, revealed the
Administrator of the facility was educated on skin
assessments, interviews, the Abuse, Neglect, and
Misappropriation Policy, and the Education
session regarding the Plan of Correction.

Interview with the ADON/UM of the South Unit on
07/31/14 at 3:30 PM, ADON/UM of the Narth Unit
on 07/31/14 at 4:45 PM, HR Director on 07/31/14
at 5:45 PM, the Dietary Director on 07/31/14 at
6:15 PM, and the DON on 08/01/14 at 10:00 AM,
revealed they received training on abuse, neglect
and misappropriation and had to take a post test
in which they had to score a one hundred percent

(100%]}.

FORM CMS-2567(02-99) Pravicus Versicna Obsolete Event ID: A70311 Facility ID: 100492 If continuation sheet Page 47 of 386




DEPARTMENT OF HEALTH AND HUMAN SERVICES e I p i

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

185448 B. WING 08/01/2014
STREET ADDRESS, CITY, STATE, ZIP CODE

3576 PIMLICO PARKWAY

BLUEGRASS CARE & REHABILITATION CENTER LEXINGTON, KY 40517

(X4} ID SUMMARY STATEMENT COF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION (%5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)

NAME OF PROVIDER OR SUPFLIER

F 224| Continued From page 47 ' F 224
Review of the post test administered for

Department Administrative Managers revealed a
scora of one hundred percent (100%) related to
abuse, neglect, and misappropriation education.

Interview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consultant, revealed the
Depariment Administrative Managers scored a
one hundred percent (100%) on the post test
related to abuse, neglect and misappropriation
education.

10. Review of the inservices revealed education
was conducted with stakeholders related to
abuse, neglect, and misappropriation 07/23/14
through 07/28/14 in which they had to score a
one hundred percent {100%) on the post test or
retake the test.

interview with the Staff Development Coordinator
(SDC) on 07/31/14 at 5:15 PM, and the SSD on
07/31/14 at 6:30 PM revealed she and other
administrative staff educated the stakeholders
related to abuse, neglect and misappropriation
and completed these inservices.

Interview on 07/31/14 with SRNA #24 at 2:.00 PM;
Activity Assistant at 2,15 PM; SRNA #37 at 2:20
PM; Dietary Aide #5 at 2:30 PM; SRNA #36 at
2:30 PM; SRNA#11 at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34 at
3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM; RN #1 at 3:55 PM; LPN #12 at 410 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM:  SRNA#35 at 5:49 PM; LPN #13
at 6:05 PM; Dietary Manager at 6:15 PM; and
SRNA#4 at 7:40 PM revealed they were all
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educated on the facility's Abuse, Neglect and
Misappropriation Policy, which included training,
prevention, identification, investigation, protection
and reporting.

Review of the sign in sheets from 07/23/14
through 07/28/14 revealed inservices were
conducted with the facility staff regarding the
Abuse and Neglect Policy. Review of the
post-test revealed some slaff had to be
re-educated and staff eventually received a one
hundred percent (100%) on the post tests.
Documentation provided from the facility revealed
talephone calls and certified letters were sent to
staff who did not complete education and
informed they could not return to work until the
education was completed.

Interview on 07/31/14 with SRNA #24 at 2:00 PM;
Activity Assistant at 2:15 PM; SRNA#37 at 2:20
PM; Dietary Aide #5 at 2:30 PM; SRNA #36 at
2:30 PM; SRNA#11 at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA#5 at 2:55 PM; SRNA #34 at
3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADON/UM of the Narth Unit at 4:45 PM;
RN #5/Evening Shift Superviser at 5:00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN #13
at 6:05 PM; Dietary Manager at 6:15 PM; and
SRNA#4 at 7:40 PM revealed they were all
educated related to abuse, neglect, and
misappropriation in which they had to score a cne
hundred percent {100%) on the post test or
retake the test,

11. Review of the sign in sheets on 7/26/14 and
documentation of education provided revealed
additional education was conducted with
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stakeholders regarding incontinence care, ADL
care per resident individuzlized plan of care, and
answering call lights in a timely manner to the
facility staff. Review of documentation provided
by the facility revealed telephone calis and
certified letters were sent to staff who did not
complete education and informed they could not
return to work unti the education was completed.
Further review revealed the stakeholders had to
score a one hundred percent (100%) on the post
test or retake the test. Further review revealed all
but four {4) prn (as needed) staff had taken the
test and scored a one hundred percent (100)%.

Interview on 07/31/14 with SRNA#24 at 2:00
PM; Dietary Aide #5 at 2:30 PM; Housekeeper #4
at 2:45 PM; Activity Assistant at 2:15 PM; Dietary
Manager at 6:15 PM; ADON/Unit Manager (UM)
of the South Hail at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM:; ADON/UM of the North
Unit at 4:45 PM; SRNA#16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA#37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA#5 at 2:55 PM; SRNA#34
at 3:30 PM; SRNA #28 at 3;30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM; SRNA
#35 at 5:49 PM; and SRNA#4 at 7:40 PM
revealed they all had received inservice fraining
regarding incontinence care, ADL care per
rasident individualized plan of care, and
answering call lights in a timely manner.

12. Review of the new orientation schedule
revealed all new employees will complete

education regarding the facility's abuse and
neglect and succassfully complete post test,

Interview with the SDC on 07/31/14 at 5:15 PM
confirmed the abuse and neglect education was a
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part of the new orientation schedule for new
employess,

13. Review of the Stakeholder Assessment of

-| Knowledge Tests regarding the Abuse, Neglect
and Misappropriation Policy revealed the test was
administered to five (5) stakeholders each shift
and continued with different stakeholders.

Interview on 07/31/14 with SRNA#24 at 2:00 PM;
Dietary Aide #5 at 2:30 PM; Housekeeper #4 at
2:45 PM; Activity Assistant at 2:15 PM; Dietary
Manager at 6:15 PM; ADCN/Unit Manager (UM}
of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA#16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA#37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA #5 at 2:55 PM; SRNA #34
at 3:30 PM; SRNA #28 at 3:30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM; SRNA
#35 at 5:48 PM; and SRNA#4 at 7:40 PM
revealed they all had received the Assessment of
Knowledge Test regarding abuse, neglect and
misappropriation.

14, Review of the questionnaires, skin
assessments, and interviews revealed ten (10)
stakehalder questionnaires, ten (10) skin
assessmants for residents with a BIMS of less
than eight (8), and ten (10} interviews with
residents with a BIMS of eight {8) or greater than
eight (8} were administered daily related to
understanding cf the abuse, neglect, and
misappropriation palicy. Concerns were
addressed per policy and procedure as to
reporting requirements and resident protection.

Interview with the DON on 08/01/10 at 10:00 AM
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revealed, the facility was still administering ten
(10) questicnnaires to stakeholders a day,
performing ten (10) skin assessmenis a day for
residents with a BIMS of less than eight (8), and

"conducting ten (10) interviews a day with

residents who had a BIMS of eight (8) or greater
related to abuse, neglect, and misapprapriation.

15. Review of the QA Minutes dated 07/26/14
revealed the stakeholder questionnaires, resident
skin assessments and resident interviews were to
be reviewed daily and results and were to be
reported to QA weekly.

interview with the DON on 08/01/14 at 10:00 AM
revealed the stakeholder questionnaires, skin
assessments and resident interviews wera
reviewed daily by her and taken to the QA
Meeting weekly.

16. Review of the call light audits revealed
monitoring was being done twenty-four hours (24)
a day on each shift. Further review of the call
light audits revealed five (5} call lights audits was
being done daily on each shift (fifteen (15) fotal)
which was ongoing. Review of the audits for
Incontinence care revealed observation of
incantinence care was completed for ten (10)
residents daily. Review of the call light audits
revealed an improvement in call light response
time as the auditing continued.

Interview on 07/31/14, with LPN #11 at 3:40 PM;
RN #1 at 3:55 PM; LPN #12 at 4:10 PM; LPN #3
at 5:17 PM; and LPN #13 at 6:05 PM verified, as
charge nurses they were providing direct
observation of call light responsiveness and
ensuring the residents were getting needs met as
per the care plan.
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Interview with the DON an 08/01/14 at 10:00 AM,
revealed call light audits were still being done
twenty-four (24) hours a day on each shift and

'| observation of incontinence care was still being
done for ten (10) residents daily and the resuits of
the audits would be taken to the weekly QA
Meeting.

17. Review of the audits revealed the Human
Resources Director conducted an audit of the
personnel charts for any history of abuse,
neglect, or misappropriation concems and no
concemns were identified.

Interview with the HR Director on 07/31/14 at 5:45
PM revealed she had performed an audit of the
personnel files looking far any abuse charge,
coaching/counseling/suspension/termination
related to abuse, license verification, criminal
background checks and abuse regisiry checks.

18. Ohservation on 07/31/14 at 11:00 AM
revealed a sign was posted by the time clock to
personnel fo address Caring for the Caregiver -
signs of siress and burn-out.

Inferview with SRNA #24, on 07/31/14 af 2:00
PM, revealed she was aware of the sign at the
timeclock related to stress and burn out.

Interview with the DON on 08/01/14 at 10:00 AM
revealed there was a sign posted by the
timeclock for personnel related to what to do if
feeling stress and burn out.

19. Observation revealed a nurse from the
corporate office of the facility was present on the

facility throughout the survey.
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Intarview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consultant revealed a
Corporate Nurse had been in the building since
07/2114 on someone would remain at the facility
untif the immediacy was removed.

20. Review of the Grievances and Resident
Questionnaires since 07/23/14 revealed they
were reviewed by the Administrator, DON, Chief
Nurse Executive, HR Director, Admissions
Director and/or Regional Nurse Cansultants by
07/28/14. Concerns were addressed per policy
and procedure as to reporting requirements and
resident protection.

Interview with the Administrator on 08/01/14 at
11:46 AM, revealed he had been reviewing daily
the grievances, incident reports and resident and
staff questionnaires to identify any reportable
allegations and the facility was reviewing them
daily Manday through Friday in the morning stand
up meeting. He stated the DON and SSD were to
report any allegations of abuse to him and he was
to review the invesligations to ensure there was
corrective action, appropriate follow up, and
reporting.

21. Review of the Allegation Log, revealed the
following; validate protection of residents,
perpetrator removed from resident care area,
reports to the Inspector General and APS were
filed timely, and a therough investigation was
completed.

Interview with the SSD on 07/31/14 at 6:30 PM
revealed she was the Abuse, Coordinator and she
reviewed allegations of abuse and grievances

daily with the Administrator. She stated Accident
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and Incldent reports, allegations of
abuse/neglect/misappropriation and grievances
were reviewed daily in the clinical meeting
Monday through Friday with the DON and other
Administrative Staff. She stated there was a new
tool used for logging investigations which
included the date of submission, resident name,
description of allegation, perpetrator, date the five
(5) day Investigation was to be completed, and
the date state agencies were notified of the
findings. The SSD stated she was responsible for
keeping the log up to date with new reportable
allegations.

22. Review of the facility binder provided to the
surveyors related to the 14, revealed
documentation that in the event of any new
reports of alleged abuse, neglect, or
misappropriation the Signatura Care Consultant
or Chief Nursing Executive would be contacted
prior to making the final five day investigation to
the State Survey Agency to valldate the resident
was protected, report was filed timely, the
perpetrator was removed from the patlent area
and a thorough investigation was completed.

Interview with the Administrator on 08/01/14 at
11:46 AM, revealed in the event of any allegation
of abuse, neglect or misappropriation, corporate
was to review the investigation prior to sending
the five (5) day final report fo the State Survey
Agency.

23. Review of the facility binder provided to the
surveyors related to the 1J, revealed
documentation stating care plan conferences
would include any abuse, neglect or
misappropriation concerns that the families or
residents may have.

F 224
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F 224 | Continued From page 55 F224

fnterview with the DON on 08/01/14 at 10:00 AM,
revealed all care plan conferences would include
questioning residents and families about any
concerns related to abuse, neglect or
misappropriation.

24. Interview with the Administrator on 08/01/14
at 11:46 AM, revealed Corporate Administrative
oversight of the facility was to continue until the
immediacy was removed, then would continue
weekly for four (4) weeks and then monthly.

25. Interview on 08/01/14 at 11:46 AM with the
Administrator confirmed there would be a weekly
QA meeting to include Corporate oversight
weekly for four (4) weeks, then monthly and the
last meeting was 07/26/14. He stated during the
meeting they would discuss the audits and
recommendations for frequency of continued
audits related to the deficiencies cited.

F 225 | 483,13(c)(1)(ii)-(), (c)(2) - (4) F 225| F-225
55=K | INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS Immediate Corrective Action for Residents
Found To Be Affected

The facility must not employ Individuals who have
been found guilty of abusing, neglecting, or * On July 23 to July 25, 2014 residents #5,
mistreating residents by a court of law; or have 26, 27, 28, and 29 had investigations
had a finding entered into the State nurse aide opencd related to allegations of neglect and
registry conceming abuse, neglect, mistreatment initial reports were completed ag well as 5
of residents or mlsappropri-at]on of their property; day follow-up reporis to all appropriate
and report any knowledge it has of actions by a state agencies. SSD met with each of the
court of law against an employee, which would residents to assess for any issues or
indicate unfilness for service as a nurse aide or complaints.

other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged viotations
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F 225 Continued From page 56 F oo Identification of Other Residents with the
: g Potential to be affected
invelving mistreatment, neglect, or abuse, -
Including injuries of unknown securce and . . .
misappropriation of resident property are reported ¢ II?O(;A’ of Ehc resident population reccived
immediately to the administrator of the facility and e 2t001 ;"‘}J asstiss"gg‘rf} °r‘:\g"y 23 to July
to other officials in accordance with State law | WCN. SDC YESNES SCCor ki _ON' MDSN,
through established procedures (including to the Sl J or licensed nurses.
S DRI EIE b Loy ¢ All residents with BIMs of 8 or above were
The facility must have evidence that all alleged interviewed on July 23 to July 25, 2014 by
violations are thoroughly investigated, and must gﬁb' HRI/AIT, QoLD, QoLA, MRM,
prevent further potential abuse while the aplain, BOM, DOA, ADON, SDC, SCC
investigation is in progress. and ESNS wn.h any concerns voiced taken
through the grievance process for follow-up
The resulls of all investigations must be reported Sl
to the administrator or his designated . .
representative and to other officials in accordance ¢ All residents with a BIMS below 8,
with State law (including to the State survey and Responsible Parties, POA or Guardian were
certification agency) within 5 working days of the interviewed on July 23 to August 04, 2014
incident, and if the alleged violation is verified g%i?D ;\}BHSEIIAII‘E) D?J};’M M%‘é‘éc%gﬂ}x
. . ] ’ = L ] L] ) 3
appropriate corrective action must be taken. QoLA and QoLD with any concerns taken
through the gricvance process for follow-up
and resolution.  Anyone unable to contact
This REQUIREMENT is not met as evidenced were sent certified letters on July 29, 2014,
by:
K Recertification Survey/Extended Survey ¢ Staff was interviewed on July 23 to August
concluded on 07/03/14 identified Immediate 10, 2014 for any abuse, neglect or any
Jeopardy in the areas of 42 CFR 483.25 Quality inisappropnation or concerns by the DON,
of Care {F-323) and 42 CFR 48375 ADON, DSM, SDC, MDSN, ESD,
Administration (F-490, F-518 and F-520) all ata TIRD/AIT, ESNS, SCC, BOM, DOA, RSM,
SCOPB and SE‘JErity (S/S) Of a "K“. After QOLD, \VCN, \VNS, Chaplam and SSID.
Supervisary review the Recerlification Survey was .
re-opened and an Abbreviated Survey ¢ Initial reports were completed as well as 3
investigating KY00021980 was initiated on day follow-up for any concerns identified.
07/22/14 and concluded with a new exit date of Thorough investigations were completed
08/01/14. Asecond Immediate Jeopardy was and forwarded on to the state agencies as
identified on 07/25/14 in the areas of 42 CFR s
483.13 Resident Behavior and Facility Practice
{F-224, F-225 and F-226), 42 CFR 483.30
Facility 1D; 100482 If continuation sheet Page 57 of 386
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F 225| Continued From page 57 E 225 Inga:::f::c?ke“ to assure there will not be a
Nursing Services (F-353), and 42 CFR 483,75
Administration (F-480) all at a Scope and Severity e Education was completed by the SCC on
(S/S) of a "K". July 23, 2014 to July 30, 2014 telated ta
. ) ] abuse, neglect and misappropriation to
Based on interview, record review, review of the DON, ADON, MDSN, SDC, DSM, BOM,
facility's policy and investigation reports, during SSD, Chaplain, DOA, MRM, HRD/AIT,
the 08/01/14 survey, it was determined the facility RSM, QoLA, ESD, POD, QolLD, WCN,
failed to have an effective system in place to BOM and Administrator. Training included
ensure all allegations of abuse, incliding neglect, thorough investigations, ensuring that
were investigated thoroughly to ensure residents non-inferviewable residents (BIMS less
were protected from further neglect for five (5) of than 8 are assessed, prevention,
thirty-seven (37) sampled residents (Residents identification, protection, and reporting as
#5, #26, #27, #28, #29). (Refer to F-224) well as providing care per residents

individualized care plans.
On 07/03/14, Resident #26, who resided on the
South Unit, rang the calt bell for incontinence care + 100 % of all stakeholder were cducated
assistance at approximately 5:30 AM; however beginning on July 23, 2014 to July 30, 2014
was not assisted until approximately 7:45 AM, by DON, ADON, MDSN, SDC, DSM,
(two hours and fifteen minutes later). Interview BOM, SSD, Chaplain, DOA ' MRM,
with the day shift State Registered Nursing HRD/AIT, RSM, QoLA, Esf) POD
Assistant (SRNA), who assisted Resident #26 at Qol.D, WCN, BOM, Adminislrator: or SCé
7:f15 AM, revealed .lhe resident was soaked with related to abuse, neglect, misappropriation,
urine and covered in bowel movement. Staff incontinence care, and activity of daily
interviews further revealed other residents on the living and the answering of call lights. Re-
South Unit were also left soaked in urine or soiled educated all staff on August 25 to
with bowel movement the morning of 07/03/14, September 12, 2014,
after day shift reported to work at 7:00 AM.
These residents included #5, #27, #28, and #29. ¢ Education of abuse, neglect,
misa, i i il be i i
Review of the facility's invecsjtigation revealed only the I:I;irg:?;l;:zn ﬁi’ﬁi wfl;lr b;c:::i;l d;:irclg
Resident #26's concern and his/her condition on emnlove inni
the morning of 07/03/14 was investigated. There ployees beginsing September 12, 2014
was no documented evidence the facility + 7T
investigated the conditions of Residents #5, #27, :ﬁ;imﬁ::s ‘:3"‘ a_,,;‘,’:'e’p"’fjfmf;" :,g
#28 and #29 who reportedly had been left urine understanding of policy and procedures
soaked and soiled the morning of 07/03/14 and ’
no documented evidence an assessment was
performed on Residents #5, #27, #28 and #29,
who were assessed by the facility as
Evant 10;A70311 Facifty 1D: 100492 If continuation sheet Page 58 of 386
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non-interviewable, In addition, the facility failed fo
assess other non-interviewable residents on the
South Unit for possible neglect through skin

| assessments and failed to interview all staff who

had knowledge of the condition the residents
were found in, on 07/03/14 at shift change.

Additlonally, review of the facility's investigation
reports revealed a staff interview which indicated
a conflict between SRNA#19 and SRNA#21,
who were usually scheduled as the night shift
SRNAs for the South Unit, on which alf the
aforementioned residents resided. Even though
the conflict was noted in Registered Nurse (RN)
#4's/Assistant Director of Nursing's (ADON)
written statement in the facility’s investigation,
there was no documented evidence the facility
investigated and interviewed the fwo (2) SRNAs
about the conflict after becoming aware of it
during the investigation, or that the facility
followed-up and addressed the conflict issue to
ensure residents were protected from possible
further neglect. Staff interviewed by the State
Survey Agency revealed the conflict impacted
resident care during the night shift on the South
Unit on 07/03/14.

The facility's failure to have an effective system in
place to ensure all allegations of abuse, Including
neglect were investigated thoroughly, and to
ensure residents were protected from further
neglect was likely to cause risk for serious Injury,
harm, impalrment or death. The Immediate
Jeopardy was identified on 07/25/14, and was
determined to exist on 07/03/14. The facility was
notified of the Immediate Jeopardy on 07/25/14.

The facility provided an acceptable Credible

.| Allegation of Compliance (AOC) on 07/30/14 with

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION €
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F 225 Continued From page 58 Fo25/¢ Beginning August 02, 2014, Ten staff

inservice  questionnaires  are  being
administered daily DON, ADON, MDSN,
SDC, DSM, BOM, SSD, Chaplain, DOA,
MRM, HRD/AIT, RSM, QoLA, ESD,
POD, QolD, WCN, BOM, Administrator,
or SCC to ensure continued understanding
of abuse and neglect policy and procedure,
Results of the questionnaires and tests are fo
be reviewed by the Administrator,
HRD/AIT, SSD or DON. Any Stakeholder
nnable to satisfy this requivenent will be
re-edncated until satisfuctory completion
ar removed from the schedule if unable to
demonstrate  understanding  upon  re-
educution.  This will continue  unuil
instructed otherwise by the 04 Conunitiee,

Beginning August 02, 2014, five resident
skin assessments per day shall be completed
by a licensed nurse for residents with BIMS
of less than 8. Results will be reviewed by
the DON, ADON, SDC, MDSN or WCN
daily. Any identified concerns will be
investigated by the Administrator, DON,
ADON, SDC, IIRD/AIT, S8D or DO for
root canse witl appropriate follow up and
reporting lo state agencies as per policy
and regulatory requirements. This will
continwe until directed otherwise by the
OA Comumittee.
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F 225| Continued From page 59 F 225! ¢ Beginning August 02, 2014, five residents

the facility alleging remaval of the Immediate
Jeopardy on 07/29/14. The Immediate Jeopardy
was verified to be removed on 07/29/14, prior to
exiting the facility on 08/01/14, with remaining
non-compliance at a Scope and Severity of a "E",
while the facility develops and implements a Plan
of Correction, and the facility's Quality Assurance
continues to monitor to ensure an effective
system is in place to ensure all allegations of
abuse, including neglect are investigated
thoroughly, and residents are protected from

further neglect.
The findings include:

Review of the facility's policy fitled, "Abuse,
Neglect and Misappropriation”, dated Aprit 2013
revealed abuse dnd neglect of residents was
prohibited. Review of the Policy revealed staff
was to be trained on abuse fo include what
constituted abuse, neglect or misappropriation of
resident property. The Policy revealed all
allegations of abuse were to be investigated, and
the Administrator/designee was to make ail
reasonable efforts to Investigate and address
alleged reports, grievances and concerns.
Further review revealed Social Services or the
Chaplain were to follow up with the resident to
monitor hisfher emotional well-being after an
incident, and families were to be notified of the
outcome of the investigation,

Interview, 07/03/14 at 2:26 PM, with Resident #26
revealed early that morning the resident had
requested night shift SRNA#19's assistance to -
get cleaned up as he/she had "pooped" on
himselffherself. According to Resident #26,
SRNA#19 did not assist him/her as requested ,
which made the resident feel staff "did not want to

with BIMS greater than 8 will be
interviewed daily by DON, ADON, MDSN,
SDC, ESNS, WNS, DSM, BOM, S§8D,
Chaplain, DOA, MRM, HRD/AIT, RSM,
QoL.A, ESD, POD, QoLD, WCN, BOM,
Administrator, or SCC and reviewed by the
Administrator, HRI/AIT, SSb, or DON.’
Any  identified  concerns  will  be
investipated by the Administrator, DOY,
ADON, SDC, HIRD/AIT, §8D or DOA for
root cause with appropriute fellow up and
reporting to state agencies as per policy
and regulatory requirements, This will
continie until directed otherwise by the
QA Comumitiee,

Beginning August 02, 2014, five call light
observations will be completed on each
shift by the DON, ADON, MDSN, SDC,
ESNS, WNS, DSM, BOM, 58D, Chaplain,
DOA, MRM, HRD/AIT, RSM, QoLA,
ESD, POD, QoLD, WCN, BOM,
Administrator, or SCC.  Any rdentified
concerns will be investigated by the
Administrator, DON, ADON, S8DC,
HRD/AIT, SSD or DOA for root cause
with appropriate follow up and reporting
t state agencies as per policy and
regulatory  requiremenrs,  This  will
continne until divected otherwise by the
QA Commitree,
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change" him/her and feel like he/she "wasn't
supposed to be clean". Resident #26 was
observed to start crying, and stated he/she did
not received assistance to be changed until after
day shift SRNAs came to work.

Interview with SRNA #9 on 07/03/14 at 2:44 PM,
revealed when she reported to work for day shiit
on 07/03/14, she found several residents
"soaked" andfor soiled, and needing to be
changed (Residents #5, #26, #27, #28, and #29).

Review of the facility's investigation reports, dated
07/03/14 through 07/07/14, revealed only
Resident #26's concerns were investigated.,
There was no documented evidence of Resident
#5, Resident #27, Resident #28 or Resident #29
being left wet and/or soiled by night shift staff on
07/03/14 was investigated, Continued review of
the investigation report revealed Resident #26
was interviewed on 07/03/14 and had concerns
about the care received by night shift staff which
he/she had reported to Registered Nurse (RN)
#5/Evening Shiit Supervisor.

Interview, on 07/03/14 at 6:45 PM, with RN
#5/Evening Shift Supervisor revealed at
approximately 4:08 PM that day she had spoken
with Resident #26 who told her SRNA #19 had
left him/her "wet and with crap” on him/her.
RN#5/Evening Shift Supervisor stated she went
to the Director of Nursing {DON) and Social
Services Director (3SD) and reported to them
what Resident #26 had fold her.

Continued review of the investigation report
revealed staff statements were obtained and two
{2) staff interviewed, Licensed Practical Nurse
{LPN) #12 and RN #4/ADON indicated SRNA #9
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F 225 | Continued From page 60 F225 Beginning August 02, 2014, incontinency

care observations will be completed for five
residents daily licensed nurse and results
will be reviewed by the Administrator,
DON, ADON, ESNS, WNS or WCN, Any
identified concerns will be investigated by
the Administrator, DON, ADON, SDC,
HRD/AIT, SSD ar DOA for root cause
with appropriate follow up and reperting
to state agencies as per policy and
regulatory  requirements.  This  will
cantinue until directed otherwise by the
OA Commitice,

Beginning August-02 September 22, 2014'&.
the Administrator, SSD or DON will review
weekly, all prievances and allegations of
abuse, neglect and misappropriation to
assure all steps of the abuse, neglect policy
and procedure were completed,  Any
identified concerns will be investigated by
the Adwministrator, DON, ADON, SDC,
HRD/AIT, SSD or DOA for rect cause
with appropriate follow up and reporting
to state agencies as per policy and
regulatory  requirements.  This  will
continue until directed otherwise by the
0A Committee,
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had reporied concerns regarding the condition
resldents wera left in by night shift staff on
07/03/14. Review of the written statement for
LPN #12 revealed SRNA #9 reported to him her
"group" of assigned residents, on the Southeast
Halt of the South Unit, were "all wet" when she
took over thelr care. LPN #12 noted in his written
statement he told SRNA #9 to "take it to" RN
#4/ADON or the DON, and the SRNA “just turned
and walked away". Review of RN #4's/ADON's
written statement revealed SRNA #9 had stated
“late [n the day” on 07/03/14 that Resident #26
had reported to her he/she had been “covered in
feces up to" his/her walst and no one had
changed him/her. RN #4/ADON documented
having spoken to SRNA#16 who had sat "one on
one" with Resident #286, "since around 6:20" AM.
RN #4/ADON noted SRNA #186 told her SRNA
#19 (the night shift SRNA) informed her she had
not changed Resident #26 because the reésident
was a two (2) person assist, and she and the
"other night shift* aide, SRNA #21 "don't wark
tagether’. However, continued review of the
investigation report revealed no documented
evidence SRNA#9 was interviewed by the facility
regarding her concerns on 07/03/14.

Interview with SRNA #9 on 07/03/14 at 2:44 PM,
revealed she had never been interviewed
regarding her concerns on 07/03/14, in regards to
Resident #5, Resldent #26, Resident #27,
Resident #28 and Resident #29 being left wet
and/or soiled by night shift staff. Even though she
had expressed her concerns regarding the
residents care to LPN #12 and RN #4/ADON
which was documented on their written
statements that was part of the investigation
conducted 07/03/14 through 07/07/14.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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F 225 Continued From page 61 F225| ¢ Beginning September 12, 2014 Residents

and  families attending care  plan
confercnces shall be asked by the SSD,
MDSN, QoLD or Licensed Nurse if there
llave been any concerns and if grievance
process has been initiated and followed. IF
resident or responsible party does not attend
the carc plan conference the SDC,
HRID/AIT, 88D, ESNS, DON, ADON,
RSM, QoLD, QoLA, BOM, ABOM, AA,
MRM, DSM, ESD, POD, DOA, MD3N,
WNS, 85D, Administrator or Chaplain,
shall attempt to coniact via phone x3 for
response.  Any identified concerns will be
investigated by the SCC, Administrator,
DON, ADON, SDC, HRD/AIT, §5D or
DOA for root cuause with appropriate
Jollow up and reporting to state agencies
as per policy and regulatory requirements.
Administrator, HRD/AIT, DON, SCC,
ADON or SDC will be responsible for re-
education and/or disciplinary action up fo
and including termination shall eccur for
any fuilure ta follow the grievance process,
This will continue until divected othenvise
by the QA Committee.

Investigation relative SRNA conflict was
initiated on July 22, 2014 by HRD/AIT,
SCC, DON or ADON interviewing
stakeholders working July 2-3, 2014 fo
identify the conflict that had been reported
to OIG. Investigation was completed on
July 25, 2014 with SRNA #19 being
terminated as a result of the investigation.
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Interview, on 07/03/14 at 4:35 PM, with the RN
#4/ADON revealed she had not talked directly to
SRNA#9; however, indicated she should have.
Per interview, RN #4/ADON stated she was not
awara of a conflict betwean SRNA#19 and SRNA
#21 at the time of the incident on 07/03/14. She
stafed if they were not "working well together” it
could “Impact” resident care.

Additionally, review of the facility's investigation
report dated 07/03/14 through 07/07/14, revealed
staff interviews which indicated a conflict between
SRNA#19 and SRNA#21, who were usually
scheduled as the night shift SRNAs for the South
Unit, on which all the aforementioned residents
resided. Even though SRNA #19's phone
interview statement revealed she had "difficulty”
getting SRNA #21 to help her, and RN
#4/ADON's written statement noted SRNA #19
and SRNA#21 didn't "work together”, there was
no documented evidence the facility interviewed
the two (2) SRNAs about the conflict, or that the
facility followed-up and addressed the issue fo
ensure residents were protected from possible
further neglect. :

Interview conducted on 07/23/14 at 9:08 AM, with
SRNA#19 revealed the DON had never
discussed the incident involving Resident #26, on
the morning of 07/03/14, with her, She stated
she had never been asked lo write a statement
about what had occurred, and had never been
interviewed by any of the administrative staff.
However, review of the investigation report
revealed a telephone interview was conducted
with SRNA#19 on 07/03/14 by the Human
Resources (HR) Director related to Resident #26.
Continued interview with SRNA #19 revealed

SRNA #21 and she had a conflict between them,

Mouitoring Changes o Assare Continuing
Compliance

Date of Completion:

initinted by the HRD/AIT, SCC, DON,
ADON, or SDC on 08/29 und was on-
going wntil 09/12. Topics of discussion
were: Conflict management- lrow (o
handle it, who to communicate it to if you
need help resolving; The Hotline policy
aml  procedure;  Attendance policy;
Staffing Protocols were also reviewed with
the nursing staff only. All these not
eompleted by 09/12 were mailed certified
[etters  that  fraining  must  be
completed prior  to  working again,
Starting the week of September 12, 2014
Jor 4 weeks, HRD/AIT, SCC, DON,
ADON, ar SDC have complefed
stakelolder interviews at random with the
nursing staff to address/assist with any
stakeholder  conflicveeambuilding a5
necessary.

¢ Results of the staff, resident and family
interviews, skin assessments, call light
observations, and incoulinence care
observations will be reported weckly
x4 to the QA committec by the ADON,
MDSN, SDC, IWCN, SSD, DON,
Administrator  or  HRD/AIT 1o
determine further need for continued
education, revision of plan and process
improvements.  Any allegations of
abuse, neglect and misapproprialion
will be handled immediately and then
reviewed at the weekly meeting
beginning August 06, 2014.

09-27-14
]
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and therefore did not work together when
assigned as the two (2) SRNAs on the night shift
for the South Unit. SRNA #19 stated she had told
nurses about the conflict, and had written a
grievance about the conflict and put it under the
DON's office door. However, she stated nothing
had ever been done and she had never been
interviewed regarding the conflict.

Interview, on 07/23/14 at 4:51 PM, with SRNA
#21 revealed no one in the facility had aver
discussed the incident involving 07/03/14 with

her.

Further review of the investigation report, dated
07107114, revealed Resident #26's
concerns/allegation were unsubstantiated, as
there were no findings of abuse or neglect. In
addition, review of the investigation report
revealed no documented evidence other
non-interviewable residents also cared for by
SRNA#19 on 07/03/14 had been assessed or
their families/responsible parties interviewed.

A group interview was held with the HR Direcfor,
Social Services Director (SSD) arid DON on
07/23/14 at 549 PM. Per the SSD, she was
responsible for abuse investigations. She stated
on 07/03/14 the investigation performed had been
"focused" on Resident #26's concerns. The SSD
Indicated she was unaware of a conflict between
SRNA #19 and SRNA #21, even though two (2)
staff reported concemns in staff interviews
conducted on 07/03/14. The SSD reported the
investigation report was reviewed by the former
Administrator on 07/07/14, in conjuncticn with
herself and the HR Director.

Per the HR Director, she had assisted with the
Event ID:A70311 Facfity ID; 100462 If continuation sheet Page €4 of 386
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and part-time staff.

Interview an 07/31/14 with SRNA#24 at 2:00

"| PM: Activity Assistant at 2:15 PM; SRNA#37 at

2:20 PM; Dietary Aide #5 at 2:30 PM; SRNA#36
at 2:30 PM:; SRNA#11 at 2:40 PM; Housekeeper
#4 at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34
at 3:30 PM: LPN #11 at 3:40 PM; SRNA#16 at
3:50 PM; RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager {UM) of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN#13 at
6:05 PM; Dietary Manager at 6:15 PM; and SRNA
#4 at 7:40 PM revealed they were all interviewed
and asked if they were aware of any abuse,
neglect, or misappropriation.

6. Review of the allegations relative to the
interviews with residents, families, responsible
parties, and staff concerns revealed they were
investigated with initial reporls compieted.

Interview with the Corporate Nurse Consultant on
07/3114 at 7:08 PM revealed there was several
reportabie allegations from the interviews which
she assisted with conducting, and the facility
investigated with follow up actions and reporting.

7. Review of the Abuse, Neglect, and
Misappropriation audits, assessments, interviews
and questionnaires revealed they were reviewed
by the DON, Corporate Nurse Censultant, Chief
Nurse Executive or Special Projects Administrator
on 07/27/14 and 07/28/14.

Interview with the DON on 08/01/14 at 10:00 AM
revealed they expanded on the abuse questions

giving scenarios to the staff to have them choose

F 225
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which type of abuse was occurring in the
scenarios. She stated she reviewed the abuse
audits, assessments, Interviews, and
questionnaires.

8. Review of the Quality Assurance Signature
Sheet and Minutes revealed an Emergency QA
meeting was held on Saturday, 07/26{14, with the
Medical Director, Special Projects Administrator,
Director of Nursing Services, Director of Clinical
Risk Management, Staff Development, Certified
Nurse Executive, Corporate Nurse Consultant,
Human Resources Director, and Social Services
Director to discuss current Immediate Jeopardy
deficiencies and a Plan of Correction.

Interview with the DON on 08/01/14 and the
Corporate Nurse Consultant on 071314 at 7.08
PM confirmed the QA Meeting was held on
07/26/14 with the Medical Director. Interview with
the HR Director on 07/31/14 at 5:45 PM revealed
during the emergency QA Meeting they discussed
the Immediate Jeopardy deficiencies and the
reason for the deficiencies as well as discussed
the audits, interviews, questionnaires and
interviewing that was being done related to the
deficiencies.

0. Review of the sign in sheets dated 07/23/14
regarding training for the Administrative staff of
the facility regarding the Abuse, Neglect and
Misappropriation Policy revealed the Certified
Nurse Executlve educated the DON, ADON's,
MDS Coordinator, SDC, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Records, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director,

F 225
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Quality of Life Direclor and Wound Care Nurse
received the training.

Review of the sign in sheet on 07/28/14 for
training on the Abuse, Neglect and
Misappropriation Policy, revealed the
Administrator of the facility was educated on skin
assessments, interviews, the Abuse, Neglect, and
Misappropriation Policy, and the Education
session regarding the Plan of Correction.

Interview with the ADON/UM of the South Unit on
07/31/14 at 3:30 PM, ADON/UM of the North Unit
on 07/31/14 at 4:45 PM, HR Director on 07/31/14
at 5:45 PM, the Dietary Director on 07/31/14 at
6:15 PM, and the DON on 08/01/14 at 10:00 AM,
revealed they received training on abuse, neglect
and misappropriation and had to take a post test
in which they had to score a one hundred percent
(100%).

Review of the post test administered for
Department Administrative Managers revealed a
score of one hundred percent (100%) related to
abuse, neglect, and misappropriation education.

Interview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consuitant, revealed the
Department Administrative Managers scored a
one hundred percent (100%) on the post test
related to abuse, neglect and misappropriation
education,

10. Review of the inservices revealed education
was conducted with stakeholders related to
abuse, neglect, and misappropriation 07/23/14
through 07/28/14 in which they had to score a
one hundred percent (100%) on the post test or

retake the test.
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Interview wiih the Staff Development Coordinator
(SDC) on 07/31/14 at 5:15 PM, and the SSD on
07/31/14 at 6:30 PM revealed she and other

! administrative staff educated the stakeholders

related to abuse, neglect and misappropriation
and completed these inservices.

Interview on 07/31/14 with SRNA#24 at 2:00 PM;
Activity Assistant at 2:15 PM; SRNA#37 at 2:20
PM: Dietary Aide #5 at 2:30 PM; SRNA#36 at
2:30 PM: SRNA#11 at 2:40 PM,; Housekeeper #4
at 2:45 PM; SRNA #5 at 2:55 PM; SRNA#24 at
3:30 PM: LPN #11 at 3:40 PM; SRNA #16 at 3:50
PM: RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager (UM} of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:48 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PV LPN #13
at 6:05 PM; Dietary Manager at6:15 PM; and
SRNA#4 at 7:40 PM revealed they were all
educated on the facility's Abuse, Neglect and
Misappropriation Policy, which included training,
prevention, identification, investigation, protection
and reporting.

Review of the sign in sheets from 07/23/14
through 07/28/14 revealed Inservices'were
conducted with the facility staff regarding the
Abuse and Neglect Policy. Review of the
post-test revealed some staff had to be
re-educated and staff eventually received a one
hundred percent {100%) on the post tests.
Documentation provided from the facility revealed
teleghone calls and certified letters were sent to
staff who did not complete education and
informed they could not return to work until the
education was completed.
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Interview on 07/31/14 with SRNA#24 at 2:00 PM;
Activity Assistant at 2:15 PM; SRNA#37 at 2:20
PM: Dietary Aide #5 at 2:30 PM; SRNA#36 at
2:30 PM; SRNA#11 at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34 at
3:30 PM; LPN #11 at 3:40 PM; SRNA #16 at 3:50
PM; RN #1 at 3:55 PM; LPN #12 &t 4:10 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM: ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at5:17 PM; SRNA#35 at 5:49 PM,; LPN #13
at 6:05 PM; Dietary Manager at 8:15 PM; and
SRNA #4 at 7:40 PM revealed they were all
aducated related to abuse, neglect, and
misappropriation in which they had {o score a one
hundred percent (100%) on the post test or
retake the test.

11. Revlew of the sign in sheets on 7/26/14 and
documentation of education provided revealed
additional education was conducted with
stakeholders regarding incontinence care, ADL
care per resident individualized plan of care, and
answering call lights in a timely manner to the
facility staff, Review of documentation provided
by the facility revealed telephone calls and
cerlified letters were sent to staff who did not
complete education and informed they could not
return to work until the education was completed.
Further review revealed the stakeholders had to
score a one hundred percent (100%) on the post
test or retake the test. Further review revealed all
but four (4) pm (as needed) staff had taken the
test and scored a one hundred percent (100)%.

Interview on 07/31/14 with SRNA#24 at 2:00
PM:; Diatary Aide #5 at 2:30 PM; Housekeeper #4
at 2:45 PM: Activity Assistant at 2:15 PM; Dietary

Manager at 6:15 PM; ADON/Unit Manager (UM)
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of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA #16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA#37 at 2:20 PM, SRNA
#11 at 2:40 PM; SRNA#5 at 2:55 PM; SRNA#34
at 3:30 PM; SRNA#28 at 3:30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM, LPN #12 at4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM, SRNA
#35 at 5:49 PM; and SRNA#4 at 7:40 PM
revealed they all had received inservice training
regarding Incontinence care, ADL care per
resident individualized plan of care, and
answering call lights in a timely manner.

12. Review of the new orientation schedule
revealed all new employees will complete
education regarding the facility's abuse and
neglect and successfully complete post test.

Interview with the SDC on 07/31/14 at 5:15 PM
confirmed the abuse and neglect education was a
part of the new orientation schedule for new
employees.

13. Review of the Stakeholder Assessment of
Knowledge Tests regarding the Abuse, Neglect.
and Misappropriation Poficy revealed the test was
administered to five (5) stakeholders each shift
and continued with different stakeholders.

interview on 07/31/14 with SRNA #24 at 2:00 PM;
Dietary Aide #5 at 2:30 PM; Housekeeper #4 at
2:45 PM; Activity Assistant at 2:15 PM; Dietary
Manager at 6:15 PM; ADON/Unit Manager (UM}
of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA#16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA #37 at 2:20 PM; SRNA

#11 at 2:40 PM; SRNA#5 at 2:55 PM; SRNA#34
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at 3:30 PM; SRNA #28 at 3:30 PM; LPN #11 at
3:40 P RN #1 at 3:55 PM; LPN #12 at 4:10 FM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM; SRNA
#35 at 5:49 PM; and SRNA#4 at 7:40 PM
revealed they all had received the Assessment of
Knowiedge Test regarding abuse, neglect and
misappropriation.

14. Review of the questionnaires, skin
assessments, and interviews revealed ten (10)
stakeholder questionnaires, ten (10) skin
assessments for residents with a BIMS of less
than eight (8), and ten (10) interviews with
residents with a BIMS of eight (8) or greater than
eight (8) were administered daily related o
understanding of the abuse, neglect, and
misappropriation policy, Concemns were
addressed per policy and procedure as to
reporting requirements and resident protection.

Interview with the DON on 08/01/10 at 10:00 AM
revealed, the facility was stilt administering ten
(10) questionnaires to stakeholders a day,
performing ten (10) skin assessments a day for
residents with a BIMS of less than eight (8), and
conducting ten (10) interviews a day with
residents who had a BIMS of eight (8) or greater
related to abuse, neglect, and misappropriation.

15. Review of the QA Minutes dated 07/26/14
revealed the stakeholder questionnaires, resident
skin assessments and resident interviews were {o
ba reviewed daily and results and were to be
reported to QA weekly.

interview with the DON on 08/01/14 at 10:00 AM
revealed the stakeholder questionnaires, skin
assessments and resident interviews were
reviewed daily by her and taken to the QA

STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
185448 B. WING 08/01/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
BLUEGRASS CARE & REHABILITATION CENTER
LEXINGTON, KY 40517
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
. DEFICIENCY)
F 225 [ Continued From page 85 F 225

FORM CMS-2567(02-09) Previous Verslons Obsalste

Event ID:ATO3 11

Facility 10: 100492

If continuation sheet Page 86 of 386




PRINTED: 09/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES CORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X% PROVIDER/SUPPLIERICUA (¥2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185446 B WING 08/01/2014

NAME OF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3576 PIMLICO PARKWAY
LEXINGTON, KY 40517

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10

PREFIX

TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CORRECTIVE AGTION SHOULD BE CCMPLETION
CROSS-REFERENCED 70 THE APPROPRIATE DATE

F 225

Continued From page 86
Meeting weekly.

16. Review of the call light audits revealed
monitoring was being done twenty-four hours (24)
a day on each shift. Further review of the call
light audits revealed five (5} call lights audits was
being done daily on each shift (fifteen (15) total)
which was ongoing. Review of the audits for
Incontinenca care revealed abservation of
incontinence care was completed for ten (10)
residents daily. Review of the call light audits
revealed an impraovement in call light response
time as the auditing continued.

Interview on 07/31/14, with LPN #11 at 3:40 PM,
RN #1 at 3:55 PM; LPN #12 at 4:10 PM; LPN#3
at 5:17 PM: and LPN #13 at 6:05 PM verified, as
charge nurses they were providing direct
observation of call light responsiveness and
ensuring the residents were getting needs met as
per the care plan.

Interview with the DON on 08/01/14 at 10:00 AM,
revealed call light audits were still being done
twenty-four (24) hours a day on each shift and
observation of incontinence care was still being
done for ten (10) residents daily and the results of
the audits would be taken to the weekly QA

| Meeting.

17. Review of the audits revealed the Human
Resources Director conducted an audit of tha
personnel charts for any history of abuse,
neglect, or misappropriation concems and no
concerns were identified.

Interview with the HR Director on 07/31114 at 5:45
PM revealed she had performed an audit of the
personnel fites looking for any abuse charge,

F 225
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coaching!counselinglsuspensionlterminatlon
related to abuse, licenss verification, criminal
background checks and abuse registry checks.

18. Observation on 07/31/14 at 11:00 AM
revealed a sign was posted by the time clock to
personnel to address Caring for the Garegiver -
signs of siress and burn-out.

Interview with SRNA#24, on 07/31114 at 2:00
PM, revealed she was aware of the sign at the
timeclock related to stress and burn out.

Interview with the DON on 08/01/14 at 10:00 AM
revealed there was a sign posted by the
timeclock for personnel related to what to do if
feeling stress and burn out.

19. Observation revealed a nurse from the
corporate office of the facllity was present on the
facility throughout the survey.

Interview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consultant revealed a
Corporate Nurse had been in the building since
07/21/14 on someone would remain at the facility
until the immediacy was removed.

20, Review of the Grievances and Resident
Questicnnaires since 07/23/14 revealed they
were reviewed by the Administrator, DON, Chief
Nurse Executive, HR Director, Admissions
Director andfor Regional Nurse Consultants by
07/28/14. Concerns were addressed per policy
and procedure as to reporting requirements and
resident protection.

Interview with the Administrator on 08/01/14 at
11:46 AM, revealed he had been reviewing daly

F 225
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the grlevances, incident reports and resident and
staff questionnaires to identify any reportable
allegations and the facility was reviewing them
daily Monday through Friday in the morning stand
up mesting. He stated the DON and SSD were to
report any allegations of abuse to him and he was
to review the investigations to ensure there was
corrective action, appropriate follow up, and
reporting.

21. Review of the Allegation Log, revealed the
following; validate protection of residents,
perpetrator removed from resident care area,
reports to the Inspector General and APS were
filed timely, and a thorough investigation was
completed.

Interview with the SSD on 07/31/14 at 6:30 PM
revealed she was the Abuse Coordinator and she
reviewed allegations of abuse and grievances
daily with the Administrator. She stated Accident
and Incident reports, allegations of
abuse/neglect/misappropriation and grievances
were reviewed daily in the clinical meeting
Monday through Friday with the DON and other
Administrative Staff. She stated there was a new
tool used for logging investigations which
included the date of submission, resident nams,
description of allegation, perpetrator, date the five
(5) day investigation was to be completed, and
the date state agencies were notified of the
findings. The SSD stated she was responsible for
keeping tha log up to date with new reportable
allegations.

22. Review of the facility binder provided to the
surveyors related to the 1J, revealed
documentation that in the event of any new
reports of alleged abuse, neglect, or

F 22§
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misappropriation the Signature Care Consultant
or Chief Nursing Executive would be contacted
prior to making the final five day investigation to
the State Survey Agency to validate the resident
was protected, report was filed timely, the
perpetrator was removed from the patient area
and a thorough investigation was completed.

Interview with the Administrator on 08/01/14 at
11:46 AM, revealed in the event of any allegation
of abuse, neglect or misappropriation, corporate
was to review the investigation prior to sending
the five (5) day final report to the State Survey
Agency.

23. Review of the facility binder provided to the
surveyors related to the 1J, revealed
documentation stating care plan conferences
would include any abuse, neglect or
misappropriation concems that the families or
residents may have.

Interview with the DON on 08/01/14 at 10:00 AM,
ravealed all care plan conferences would include
questioning residents and famities about any
concemns related to abuse, neglect or
misappropriation.

24. Interview with the Administrator on 08/01/14
at 11:46 AM, revealed Corporate Adminisirative
oversight of the facility was to continue until the
immediacy was removed, then would continue
weekly for four (4) weeks and then monthly.

25. Interview on 08/01/14 at 11:46 AM with the
Administrator confirmed there would be a weekly
QA meating to include Corporate oversight
weekly for four (4) weeks, then monthly and the
last meeting was 07/26/14. He slated during the

FORM CMS5-2587(02-98) Previous Versions Obsclete Event ID: A70311

Facility iD: 100492

If contingation sheet Page 90 of 386



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/02/20i4
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF (QEFICIENCIES K1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: A. BUILDING COMPLETED
165448 B. WING - 08/01/2014
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER CR SUPPLIER
BLUEGRASS CARE & REHABILITATION CENTER

3576 PIMLICO PARKWAY
LEXINGTON, KY 40517

| re-opened and an Abbreviated Survey

The facllity must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT Is not met as evidenced
by: .

A Recertification Survey/Extended Survey
concluded on 07/03/14 identified Immediate
Jeopardy In the areas of 42 CFR 483.25 Quality
of Care (F-323) and 42 CFR 483.75
Administration (F-490, F-518 and F-520) allata
Scope and Severity (S/S) of a "K". After
Supervisory review the Recertification Survey was

investigating KY00021930 was initlated on
07/22/14 and concluded with a new exit date of
08/01/14. Asecond Immediate Jeopardy was
identified on 07/25/14 in the areas of 42 CFR
483.13 Resident Behavior and Facility Practice
(F-224, F-225 and F-226), 42 CFR 483.30
Nursing Services (F-353), and 42 CFR 483.76
Administration (F~490) alt at a Scope and Severity

(SIS) of a "K".

Based on Interview, record review, review of the
facility's investigation reports and policy. during
the 08/01/14 survey, it was determined the facility
failed to have an effective system in piace to
ensure the facility's policies and procedures
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meeting they would discuss the audits and
recommendations for frequency of continued
audits related to the deflciencies cited.
F 226 | 483.13(c) DEVELOP/AMPLMENT F226] F2206
ss=K | ABUSE/NEGLECT, ETC POLICIES
Immediate Corrective Action for Residents

Found To Be Affected

¢ On July 23 to July 25, 2014 residents #5,
26, 27, 28, and 29 had investigations
opened related to allegations of neglect and
initial reports were completed as well as §
day follow-up reports to all appropriate
state agencies. SSD met with each of the
residents to assess for eany issues or
complaints.

Identification of Other Residents with the
Potential to be affected

+ 100% of the resident population received
head to toe assessments on July 23 to July
28, 2014 by the DON, ADON, MDSN,
WCN, SDC, ESNS, SCC or licensed nurses.

+ Al residents with BIMs of 8 or above were
interviewed on July 23 to July 25, 2014 by
SSD, HRD/AIT, QoLD, QoLA, MRM,
Chaplain, BOM, DOA, ADON, SDC, sCC:
and ESNS with any concerns voicced taken,
through the grievance process for follow-up,
and resolution.

¢ All residents with a2 BIMS below 8,
Responsible Parties, POA or Guardian were
interviewed on July 23 to August 04, 2014
by $SD, HRD/AIT, DOA, MRM, Chaplain,
BOM, ABOM, ESD, DSM, SCC, ADON,

I
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related to abuse/neglect were implemented for
five (5) of thirty-seven (37) sampled residents
(Residents #5, #26, #27, #28, #29). On 07/03/14,
at approximately 5:30 AM, Resident #26 rang
hisfher call light to request assistance, from the
night shift staff, to be cleaned after being
incontinent. However, Resident #26 did not
receiva the requested assistance until
approximately 7:45 AM, when tha day shift State
Registered Nursing Assistants {SRNAs) assisted
the resldent. Interviews with the day shift SRNAs
revealed Resident #26 was covered in bowel
movement (BM) and urine soaked when they
assisted the resident. Interviews with the day
shift staff revealed other residents were also left
urine soaked or soiled with BM that same
morning, 07/03/14. The other residents included
Resident #5, Resident #27, Resident #28 and
Resident #29, (Refer to F-224, F-225)

Additionally, during the facllity's investigation a
conflict was identified between the two (2) night
shift SRNAs usually assigned to care for the
residents involved, who did not work together
when providing care for residents. However, the
facility failed to address the conflict between the
SRNAs which impacted resident care on night
shift on the South Unit, where the residents all
resided, leaving residents at risk for further
neglect.

In addition, review of the facility's policy and
procedure related to abuse and neglect revealed
the policy did not clearly state all allegations of
abuse would be investigated per the reguiation,
[-225,

The facility's failure to have an effective system In

place to ensure the implementation of abuse
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through the grievance process for follow-up
and resolution. Anyone unable to contact
were sent certified letters on July 29, 2014.

Staff was interviewed on July 23 to August
10, 2014 for any abuse, neglect or any
misappropriation or concems by the DON,
ADCN, DSM, SDC, MDSN, ESD,
HRD/AIT, ESNS, SCC, BOM, DOA, RSM,
QoLD, WCN, WNS, Chaplain and SSD.

Tnitial reports were completed as well as 5
day follow-up for any concemns identified.
Thorough investigations were compieted
and forwarded on to the state agencies as
necessary.

Measures taken to assure there will not be a
Recurrence

¢ Education was completed by the SCC on

July 23 to July 30, 2014 related to current

corporate policies, which was previously

opproved by CMS and states on page 1,

“all ollegotions of abuse will be

investigated” and government regulutions

ont abuse, neglect and misappropriation {0

DON, ADON, MDSN, SDC, DSM, BOM,
58D, Chaplain, DOA, MRM, HRD/AIT,

RSM, QoLA, ESD, POD, QoLD, WCN,

POM ‘and Administrator. Training included

investigations, prevention, identification,

protc.ct.ion, and reporting as well us,
providing care per residents individualimd&
cire olans,

G pasaas .
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policies and procedures to prevent neglect was
likely to cause risk for serious injury, harm,
impairment or death. Immediate Jeopardy was
identified on 07/25/14, and determined to existon
07/03/14. The facility was notified of the
Immediate Jeopardy on 07/2514.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/30/14, with
the fzcility 2lleging removal of the Immediate
Jeopardy on 07/29/14. The immediate Jeopardy
was verified to be removed on 07/29/14, prior to
exiting the facility on 08/01/14, with remaining
non-compliance at a Scope and Severity of a"E",
while the facility develops and implements a Plan
of Carrection, and the facility's Quality Assurance
continues to monitor to ensure an effective
system is in place to ensure abuse policies and
procedures aré implemented to prevent neglect
of residents.

The findings include:

Review of the facility's policy titted, "Abuse,
Neglect and Misappropriation”, dated April 2013
revealed the facillty prohibited abuse or neglect of
residents. Review of the Policy revealed staff
was to be trained on abuse to include what
constituted abuse, neglect or misappropriation of
resident property. The Policy revealed all
allegations of abuse wera to be investigated, and
the Administrator/designee was ta make ali
reasonable efforts to investigate and address
alleged reports, grievances and concems.
Further review revealed Social Services ar the
Chaplain were to follow up with the resident to
monitor his/her emotional well-being after an
incident, and familles were to be notifled of the

outcome of the investigation.

heginning on July 23, 2014 to July 30, 2014
by DON, ADON, MDSN, SDC, DSM,
BOM, SSD, Chaplain, DOA, MRM,
HRD/AIT, RSM, QeoLA, ESD, POD,
QoLD, WCN, BOM, Administrator, or SCC
related to current carporate policies {which
was approved by CMS and states on poge
1, “all allegations of obuse will be
investigated”), and  government
regulations on abuse, neglect,
misappropriation incontinence care, and
activity of daily living and the answering of
call lights, Re-educated all slaff on August
25 to September 12, 2014.

Education of abuse, neglect,
misappropriation policy will be included in
the orientation packet for newly hired
cmployees beginning September 12, 2014.
Post tests were completed for all
stakeholders to assurc leaming and
understanding of policy and pracedutes.

Beginning August 02, 2014, Ten staff
inservice  questionnaires  are heing
administered daily DON, ADON, MDSN,
SDC, DSM, BOM, SSD, Chaplain, DO0A,
MRM, HRD/AIT, RSM, QoLA, ESD,
POD, QoLD, WCN, BOM, Administrator,
or SCC to ensure continued understanding
of abuse and neglect policy and procedure.
Resulis of the questionnaires and tests are to
be reviewed by the Administrator,
HRD/AIT, SSD or DON. Any Stakeholder
unable fo satisfy this requirement will be
re-educated until satisfactory completion
or removed from the schedule if unable io
demonstrate  understanding upon  re-
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Post-survey Interview with the current
Administrator, on 08/12/14 at 4:40 PM, revealed
where the facility's abuse policy stated the
Administrator/designee was to make reasonable
effort to investigate and address aflegations of
abuse or neglect meant "doing whatever” it took
to "find out the circumstances” of an incident. He
stated all investigations were to be investigated
and reported, and all efforts made to address all
investigations, allegations, concerns or
grievances. However, he indicated the policy
wording was confusing, and indicated the wording

.in the policy needed to be changed to clearly

state all allegations of abuse would be
investigated as per the regulation.

Review of the facility's investigation report forms
dated 07/03/14, and documented as concluded
on 07/07114, revealed Resident #26 had voiced

.| concerns related to "possible” failure by a night

shift SRNA to provide care. Review of the staffs
written statements and interviews revealed siaff
interviewed during the investigation reported
Resident #5, Resident #27, Resident #28 and
Resident #29 had also been left wet and/or soiled
the morning of 07/03/14. However, continued
review of the statements and staff interviews
revealed no documented evidence Resident #5,
Resident #27, Resident #28 and Resident #29
were assessed or staff concerns were
investigated or followed-up on related to these
residents as per facility policy. Additional review
of the staff interviews and written statements in
the investigation report revealed two (2) staff had
raported SRNA #9 had voiced concerns regarding
resident care issues on 07/03/14, and staff also,
indicated there was a conflict between SRNA#19
and SRNA #21 who worked on night shift.
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instracted otherwise by the 0A Commiftee.

Investigation relative SRNA conflict was
initlated on July 22, 2014 by HRD/AIT,
§CC, DON or ADON interviewing
stakeholders working July 2-3, 2014 to
identify the conflict that had been reported
te OIG. Investigation was completed on
July 25, 2014 with SRNA #19 being
terminated as a result of the investigation.

Conflict  Management fraining was
initiated by the HRD/AIT, SCC, DON,
ADON, or SDC on 08729 and was on-
going until 9%/12. Topics of discussion
were: Conflict  management- how {0
handle it, who to conununicate it (o if you
need help resolving; The Hotline policy
and  procedure;  Attendance policy;
Staffing Protocols were also reviewed with
the nursing staff ounly. All these not
completed by 09/12 were mailed certified
letters  that  training  must  be
completed prior to  working again.

Starting the week of %12 for 4 weeks,
HRD/AIT, SCC, DON, ADON, or SDC
have completed stakeholder interviews at

cundom with the varsing  <taff to
address/assist  with any  stakeholder

conflict/teambuilding as necessary.

Beginning August 02, 2014, five resident
skin assessments per day shall be completed
by a licensed nurse for residents with BIMS
of less than 8. Results will be reviewed by
the DON, ADON, SDC, MDSN or WCN
daily. Any identified concerns will be
investigated by the Administrator, 10N,
|
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However, there was no documented evidence
SRNA #9 was Interviewed regarding her concems
and no documented evidence the facllity had
addressed the conflict reported between SRNA
#19 and SRNA #21 to ensure an investigation
was conducted to prevent neglect as per facility

policy.

Interview on 07/23/14 at 5:49 PM, with the
Human Rescurces (HR) Director, Social Services
Director ($SD) and Director of Nursing (DON)
revealed the investigation conducted on 07/03/14
had been "focused" on Resident #26's concerns.
The HR Director stated she interviewed the staff
she thought had been assigned to the residents
the morning of 07/03/14; however, she was not
sure why SRNA #9 was not interviewed. Further
interview revealed even though she had assisted
with the investigation performed 07/03/14 through
07/07/14 where staff Interviewed indicated a
conflict between SRNA #19 and SRNA #21, she
was not aware of a conflict between the two (2)
SRNAs. The HR Director stated she had missed
the information in staff's statements she obtained
on 07/03/14, such as, SRNA#9's concerns
reported to two (2) staff regarding resident care,
and the conflict between SRNA #19 and SRNA
#21. Ininterview, the DON stated after
completion of the investigation on 07/07/14, she
had not reviewed the Investigation report.
Accarding to the DON, she was not aware of
SRNA #9's concerns reported during the
investigation; however, she stated the
investigation should have noted why the staff had
riot taken action, when the SRNA expressed
concemns regarding resident care to staff.

However, interview, on 07/31/14 at 10:14 AM,

with the former Administrator, who was in charge

rogt cause with appropriate follaw up and
reporting to state agencies as per policy
and repulatory requirements. This will
continue until directed otherwise by the
QA Committee.

¢ Beginning August 02, 2014, five residents
with BIMS greater than 8 will be
interviewed daily by DON, ADON, MDSN,
$DC, ESNS, WNS, DSM, BOM, SSD,
Chaplain, DOA, MRM, HRD/AIT, RSM,
QoLA, ESD, POD, QoLD, WCN, BOM,
Administrator, or SCC and reviewed by the
Administrator, HRD/AIT, S8D, or DON.
Any  identified concerns will  be
investipated by the Administrator, DON,
ADON, SDC, HRD/AIT, 88D or DOA for
root cause with appropriate follow np and
reporting to state agencles as per policy
and regulatory requirements, This will
continue until directed otherwise by the
QA Commiltice.

¢ Beginning August 02, 2014, five call light
observations wifl be completed on each
shift by the DON, ADON, MDSN, SDC,
ESNS, WNS, DSM, BOM, SSD, Chaplain,

DOA, MRM, HRID/AIT, RSM, QoLA,
ESD, POD, QolLD, WCN, BOM,

Administrator, or SCC. Any identified
concerns will be investiguted by the
Administrator, DON, ADON, SDC,
HRD/AIT, S§D or DOA for root couse
with appropriate follow up and reporting
fo state agencies as per policy and
regulatery  requirements.  This  will
continue until directed otherwise by the
04 Committee.
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of the facility until 07/11/14, revealed the DON did
make her aware of the conflict between SRNA
#19 and SRNA #21. However, she failed to
follow-up on it during the investigation conducted
on 07/03/14. She stated the conflict could have
impacted resident care if the SRNAs did not work
together. She further revealed the HR Director or
Staff Development Nurse (SDN) should have
addressed the conflict, as per facility policy. The
former Administrator stated the DON, the HR
Director and SSD had performed the
investigation, and her part of the investigation had
heen to review it and come up with findings;
however, the investigation information was
verbally reported to her and she had not read the
investigation report. The former Administrator
indicated as Administrator she should have
ensured a thorough investigation was performed
to Include: interviewing SRNA #9's regarding her
concems of rasidents left wet and/or soiled on
07/03/14; ensuring those residents were
assessed; ensuring the interviswable residents
concermns were investigated; and ensuring the
conflict between SRNA#19 and SRNA#21 was
investigated and addressed as per the policy.

Interview, on 07/31/14 at 11:47 AM, with the
current Administrator revealed he had taken over
as Administrator on 07/11/14, and indicated he
was aware of the facility's abuse policy, he had
been involved in investigations, and was awars of
the status of investigations. He staled as
Administrator he read the final investigation
reports, and findings were also verbally reported
to him by staff involved in the investigations. The
current Administrator stated this process was in
place prior to his taking over as-Administrator of
the facility. However, interview and record

review revealed the process/procedure had not
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care observations will be completed for five
residents daily licensed nurse and resulis
will be reviewed by the Administrator,
DON, ADON, ESNS, WNS or WCN. Any
identified concerns will be investigated by
the Administrator, DON, ADON, SDC,
HRD/AIT, S8D or DOA for root cause
with appropriate follow up and reparting
fo state agencies as per policy and
regulatory  requirements.  This  will
continue nntil directed otherwise by the
0A Committee. :

Beginning August-02 September 22, 2014,
the Administrator, SSD or DON will review
weekly, all grievances and allegations of
abuse, neglect and misappropriation to,
assure all stcps of the abuse, neglect policy
and procedure were completed. Any
identified concerns will be investigated by,
the Administrator, DON, ADON, SDC.,
HRD/AIT, SSD or DOA for root cause
with appropriate follow up and reporting
to stafe agencies as per policy and

regulatory  reguirements.  This  will
continue unfil directed otherwise by rhe
114 Committee.

¢ Beginning September 12, 2014 Residents

and f{amilies autending care plan
conferences shall be asked by the SSD,
MDSN, QoLD or Licensed Nurse if there
have been any concemns and if grievance
process has been initiated and followed. 1f
resident or responsible party does not attend
the care plan conference the SDC,
HRIDYAIT, S50, ESNS, DON, ADON,
RSM, QoLD, QoLA, BOM, ABOM, AA,
MM, DSM, ESD, POD, DOA, MDSPf,
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been implemented.

The facility provided an acceptable Credible
Allegation of Compliance (AOC) on 07/30/14 that
alleged removal of the IJ effective 07/29114.
Review of the AQC revealed the facility
implemented the following:

1. The facllity opened and investigated the five
(5) reported allegations of neglect identified on
the 06/30/14 through 07/03/14 Survey for
Residents #5, #26, #27, #28, and #29. Initial
Reports were completed with the five (5) day
follow up reports pending completion of the
Investigations. The allegations were investigated
by the Clinical Nurse Executive, Carporate Nurse
Consultant, Special Projects Adrministrator,
Administrator, HR Director, SSD, Corporate
Director of Compliance and Signature Care
Consultant.

2. One hundred percent {(100%) of the resident
population recelved head to toe assessments by
the DON, the ADON, MDS Coordinator, Wound
Care Nurse, SDC, Evening Nurse Supervisor,
Corporate Nurse Consultant and Charge Nurses
on 07/2314.

3. Residents with a BIMS of eight (8) or above
were interviewed by the ADON, Admissions
Director, Dietary Director, MDS Coordinatars,
Medical Records Director, Business Office
Manager, Housekeeping Director, SDC, Supply
Coordinator, Quality of Life Director or Chaplain
which was completed on 07/25/14 for any abuse,
neglect, or misappropriation concems.

4. Familles and responsible parties were

interviewed for residents with a BIMS below eight

*

Date of Completion;
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shall attempt to contact via phone x3 for

response. Any identified concerns will be
investigated by the SCC, Administrator,
DON, ADON, SDC, HRD/AIT, SSD or
DOA for root cause with appropriate
follow up and reporting fo state agencies
as per policy and regulatory requirements.
Administrator, HRD/AIT, DON, SCC,
ADON or SDC will be responsible for re-
education and/or disciplinary action up to
and including termination shall occur for
any failure to follow the grievance process.
This wiil continue until directed otherwise
by the QA Committce.

Monitoring Changes to Assure Continuing
Compliance

Results of the staff, resident and family
interviews, skin assessments, call fight
observations, sand incontinence care
observations will be reported weekly x4 to
the QA commitiee fy the ADON, MDSN,
SDC, WCN, $5D, DON, Administrator or
HRD/AIT to determine forther need for
continued education. revision of plan and
process improvemenis. Any allegations of
abuse, neglect and misappropriation will be
handled immedintely and then reviewed at
;hot:l weekly meeting beginning August 06,
4,

0927114
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{8) which was initiated on 07/25/14 and as of
07/28/14, thirty-seven (37) of fifty-six (56) had
been completed, for any abuse, neglect, or
misappropriation concerns. The facility would
continue to attempt contacting farnilies and
responsible parties daily to identify any concerns
until remaining Power of Attorney's (POA's) had
been reached. Concems were addressed per
policy and procedura as to reporting requirements
and resident protection.

5. Staff was interviewed for any abuse, neglect,
or misappropriation concerns by the ADON,
Admissions Director, Digtary Director, MDS
Coordinators, Medical Records Director,
Business Office Manager, Housekeeping
Director, SDC, Quality of Life Director or Chaplain
on 07/25/14. Initial reports were made on the
allegations relative to those interviews.

8. Initial Reports were made on 07/25/14 related
to the alleged allegations relative to the interviews
with residents, familles, responsible parties, and
staff. Thorough investigations were initiated on
07/25t14 by the Clinical Nurse Executive,
Corporate Nurse Consuitant, Special Projects
Administrator, Administrator, HR Director, SSD,
Corporate Director of Compliance and Signature
Care Consultant on those residents dentified with
appropriate follow up reporting on the allegations
received.

7. Abuse, neglect and misappropriation audits,
assessments, interviews and questionnaires were

‘| reviewed by the Special Projects Administrator,

DON, Corporate Nurse Consultant or Chlef Nurse
Executive on 07/27-07/28/14 for any indications
of abuse, neglect or misappropriation concerns.
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8. The Medical Director was notified of the
Immediate Jeopardy on 07/25/14 by the DON and
Special Projects Administrator. An Emergency
Quality Assurance {QA) Meeting was held on
07/26/14 with the Corporate Director of Risk
Management, Clinical Nurse Executive,
Corporate Nurse Consultant, Medical Director,
Special Projects Administrator, DON, HR
Director, SSD and SDC related to the immediate
Jeopardy.

9. The DON, two (2) ADONs, MDS Coordinators,
SDC, Dietary Director, Business Office Manager,
88D, Chaplain, Admissions, Director, Medical
Records Director, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director,
Quality of Life Director and Wound Nurse were
re-educated on 07/23/14 and the Administrator
was re-educated on 07/28/14, upon his return, by
the Corporate Nurse Consultant on the Abuse,
Neglect and Misappropriation Policy and
Procedure which included training, prevention,
identification, investigation, protection and
reporting, as well as, providing cara per residents’
individualized care plans. They could not return
to work until the abuse, neglect, misappropriation
education was provided and post test
administered and a one hundred percent (100%)
score was obtained on the post test. If a
manager did not score a one hundred percent
(100%) on post test, the manager was
immediately re-educated and a post test was
re-administered.

10, The facility's Administrator, DON, ADON's,
MDS Coordinators, SDC, Dietary Director,
Business Office Manager, SSD, Chaplain,
Admissions Director, Medical Records Diractor,
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HR Director, Therapy Services Manager, Supply
Manager, Environmental Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Nurse educated stakeholders related to
the Abuse, Neglect, and Misappropriation Policy
which included iraining, prevention, Identification,
investigation, protection and reporting, as well as,
providing care per residents' individualized care
plans starting on 07/23/14 and continued unil
07128114, No staff would be allowed to work until
this education was provided and the post test
administered and a one hundred percent (100%)
score oblained. Eighty-seven (87) of ninety-six
(96) were completed by 07/28/14.

11. Administrator, DON, ADON's, MDS
Coordinators, SDC, Dietary Director, Business
Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Nurse provided education to stakeholders
which was initiated on 07/26/14 to nursing staff
related to incontinence care and Activities of Daily
Living (ADL's) care per the Care Plan and
answering call lights. Calls and cerified letters
had been sent notifying staff they must complete
training before returning to work relative to
incontinence care and Activities of Daily Living
(ADL's) Care per resident individualized Care
Plan and answering call lights in a timely
manner.

12. Education regarding the Abuse, Neglect and
Misappropriation Policy would be included in the
orientation process for newly hired staff. No
newly hired person would be able to work until

this education was provided and a post test
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administared and one hundred percent {100%)
score obtained provided by staff development.

13. Staff assessment of knowledge test
regarding abuse, neglect and misappropriation
was being administered by the Administratar,
DON, ADON's, MDS Coordinator, SDC, Dletary
Director, Medical Records Direclor, Business
Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Direclor,
Therapy Services Manager, Supply Manager,
Environmentat Services Manager, Plant
Operations Director, Quality of Life Director and
Wound Care Nurse to five (5) staff members on
each shift and different staff members until the
immediacy was removed.

14, Ten (10) staff questionnaires would be
administered daily to ensure continued
undersianding of the Abuse, Neglect and
Misappropriation Policy. Results of the
questionnaires, tests, ten (10) resident skin
assessments of residents with a BIMS less than
eight (8) per day, ten (10) residents with a BIMS
greater than eight (8) interviews would be
reviewed daily unti! the immediacy was resolved
by the Administrator, DON, Nurse Consultant or
Chief Nurse Executive. Any concems revealed
on the above to include injuries of unknown
source would be reported immediately to the
Abuse Coordinator, Administrator, DON,
Carporate Nurse Coordinator, Regional Vice
President of Operations, Special Projects
Administrator, or Chief Nurse Executive.

15. Resulis of the staff questionnalres, resident
interviews and skin assessments would be
reviewed daily by the Administrator, DON, Nurse
Constiltant or Chief Nurse Executive with results
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reported to the Quality Assurance (QA)
Committee weekly to determine the further need
of continued education or revision of ptan. Based
on the evaluation the QA Committee would
decide at what frequency the staff questionnaire
would need to continue. Concerns identified
would be corrected immediately and reported to
the Administrator or DON to ensure an
investigation of suspected abuse, neglect or
misappropriation was investigated/completed and
reporting guidelines were met along with any
reporting of violation of resident rights.

16. Administrator, DON, ADONs, MDS
Coordinator, SDC, Dietary Director, Business
Office Manager, SSD, Chaplain, Admissions
Director, Medical Records Director, HR Director,
Therapy Services Manager, Supply Manager,
Environmental Services Director, Plant
Operations Director, Quality of Life Director,
Wound Care Nurse, Corparate Nurse Consultant,
Regional Vice President or Clinical Nurse
Executive would conduct call light audits through
direct observation and monitoring tool daily
twenty-four (24) hours a day seven (7) days a
week an each shift to monitor compliance until
the immediacy was removed. Then five (5) call
lights daily on each shift (fifteen (15) totaf)
ongoing and reported to QA Committee weekly
during immediacy and monthly after immediacy
was removed. Charge Nurses would provide
direct observation of call light responsiveness and
ensure all residents were getting needs met for
plan of care each shift. Incontinence care
abservation would be completed for ten (10)
residents daily until the immedIacy was removed
then ongoing for five (5) residents daily with
resulis being reported to the QA Committee
weekly during immediacy and monthly after the
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immediacy was removed.

17. Human Resources (HR) Director performed
an audit of staff files for any abuse, neglect or
misappropriation concerns 7/26/14 through
7/27/14 and the items reviewed included
coaching, counseling forms, suspension forms,
tarmination forms, abuse registry checks,
background checks and licensure to 07/03/14.
Results of the audit was given to the
Administrator, DON or Corporate Nurse
Consultant on 07/27/14, to review for any abuse,
neglect or misappropriation concerns that needed
reported. None were identified.

18. Information on "Caring for the Caregiver”
which addresses the signs of stress and burn out,
showing tha caregiver ways to cope and reduce
stress and useful ways that friends could offer
help to the caregiver were posted by the time
clock an 07/27/14 by the Special Projects
Administrator.

19. A nurse from the regional team or corporate
office had been onsite since 07/21/14 and would
remain in the facility daily until the Immediate
Jeopardy was lifted. The nurses from the
regional team home office were assisting with
investigations, observing staff treatment of
residents, performing chart audits and providing
oversight and consultation. The Chief Nurse
Executive would be in daily contact with tha
Corparate Nurse Consultant and would review
allegations.

20. Grievances and Resident Questionnaires
since 07/23/14 were reviewed by the
Administrator, DON, Chief Nurse Executive, HR
Director, Admissions Director or Regional Nurse
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Consultants 07/27/14 through 07/28/14 to
determine if any items documented were a
reportable event. All issues identified were

 reported and investigations initiated per the

facility's policy and procedure. The Administrator,
SSD, or the DON would review daily, the
grievances and Incident/Accident Reports, until
immediacy was lifted, starting 0712714 to
determine if there were reportable allegations
which had been identified, then daily Monday
through Friday during the Morming Stand-Up
Meeting. SSD or the DON would report to the
Administrator any identified allegations of abuse,
neglect or misappropriation immediately after
their review. The Administrator would review any
allegations of abuse, neglect or misappropriation
for reporting to the Office of Inspector General,
Aduit Protective Services and Ombudsman and
appropriate authorities as required by state law.

21. The Administrator, DON, SSD would review
and discuss abuse, neglect and misappropriation
allegations daily to ensure the resident was
protected, the perpetrator was removed from
resident care area, reports to the State Survey
Agency, APS and Ombudsman were filed timely,
and a thorough investigation was completed. The
Abuse Coordinator (SSD) would maintain an
abuse, neglect and misappropriation investigation
log starting on 07/27/14 that would include
documentation of the following: validate
protection of residents; perpetrator was removed
from resident care area; reports to the State
Survey Agency and Adult Protective Services
(APS) were filed timely; and a thorough
investigation was completed. The Abuse
Coordinator and one of the following:
Administrator, DON, Chief Nurse Executive or

Regional Nurse Consultant would review the
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abuse, neglect and misappropriation log daily
until removal of the Immediate Jeopardy,
beginning on 07/27/14, to validate protection of
the resident, that the perpetrator was removed
from the resident care area, that reports to the
State Survey Agency and APS and appropriate
authorities required by state law, were filed timely,
and a thorough Investigafion had been
completed.

92 In the event of any new reports of alleged
abuse, neglect, or misappropriation of property,
after the Immediate Jeopardy was removed, the
Signature Care Consultant or Chief Nursing
Executive would validate the resident was
protected, report was filed timely, the perpetrator
was removed from resident care area and a
thorough investigation was completed.

23. Beginning on 07/27/14, the care plan
conferences for each resident would include any
abuse, neglect or misappropriation concerns
which the residents or families had. Resident
safety would be validated and then the allegation
would be reported to the Charge Nurse. The
Abuse,Neglect and Misappropriation Policy would
then be followed.

24. Administrative oversight of the facility would
be completed by the Special Projects
Administrator, the Regional Vice President of
Operations, Chief Nursing Officer, Signature Care
Consultant, member of the regional staff team or
Chief Operating Officer daily until remaval of the
immediacy beginning 07/21/14, then weekly for
four {4) weeks, then monthly.

25. A Quality Assurance Meeling would be held
weekly for four {4) weeks beginning 07/26/14,
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then monthly for recommendations and further
foltow up regarding the above stated plan. At that
time based upon evaluation the QA Committee
would determine at what frequency any ongoing
audits would need to continue.

The State Survey Agency validated the
implementation of the facility's AQC as follows:

1. Review of the facilities investigations revealed
the five (5) reporled allegations involving
Resident's #5, #27, #28, and #29 have been
completed with a five (5) day follow up. A
re-investigation was done related to allegations
for Resident #26.

Interview, on 07/31/14 at 7.08 PM, with the
Corporate Nurse Consultant revealed the facility
had investigated the allegations regarding
Resident's #5, #26, #27, #28, and #29 and found
them all to be substantiated.

2. Review of copies of resident head lo toa
assessments revealed zll residents were
assessed and the assessments were perfarmed
on 07/23/14 on North and South Hall, with a
recorded census on 07/23/14 of fiity six (56)
residents on North Hall and fifty-one (51)
residents on South Hall. There was no cancerns
revealed during review of the skin assessments.

Interview, on 07/31/14 at 5:26 PM, with the
Wound Care Nurse revealed she was in charge
of the skin assessments, and she and other
nurses completed skin assessments on one
hundred percent {100%) of the residents In the
building.

3. Review of Resident Interviews revealed
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residents with a BIMS of eight (8) and above were
Interviewed, which included forty-six (46)
residents, related to abuse, neglect, and
misappropriation concerns. Concerns were
addressed per policy and procedure as to
reporting requirements and resident protection.

4. Review of family interviews for residents with a
BIMS of less than eight (8) revealed thirty-seven
(37) of fifty-six (56) of these interviews were
completed as of 728114 related to abuse,
neglect, and misappropriation concems.
Concems were addressed per policy and
procedure as to reporting requirements and
resident protection.

Interview with the DON on 08/01/14 at 10:00 AM,
revealed the interviewable residents were
interviewed, as well as, the families of residents
with a BIMS score of less than eight (8} and she
reviewed the interviews for any cancerms.

5. Review.of the Stakeholder (Staff) Investigative
interviews revealed they were conducted in
reference lo abuse, neglect and misappropriation
concerms 7/23/14 through 7/25/14 for all regular
and part-time staff.

Interview on 07/31/14 with SRNA #24 at 2:00
PM; Activity Assistant at 2:15 PM; SRNA#3T at
2:90 PM: Dietary Aide #5 at 2:30 PM; SRNA#36
at 2:30 PM; SRNA #11 at 2:40 PM; Housekeeper
#4 at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34
at 3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at
350 PM; RN #1 at 3:55 PM; LeN #12 at 410 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN

#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN#13 at
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6:05 PM; Dietary Manager at 6:15 PM; and SRNA
#4 at 7:40 PM revealed they were all interviewed
and asked if they were aware of any abuse,
neglect, or misappropriation.

6. Review of the allegations relative to the
interviews with residents, families, responsible
parties, and staff concerns revealed they were
investigated with initial reports completed.

Interview with the Corporate Nurse Consultant on
07/31/14 at 7:08 PM revealed there was several
reportable allegations from the interviews which
she assisted with conducting, and the facility
investigated with follow up actions and reporting.

7. Review of the Abuse, Neglect, and
Misappropriation audits, assessments, interviews
and questionnalres revealed they were reviewed
by the DON, Corporate Nurse Consultant, Chief
Nurse Executive or Special Projects Administrator
on 07/27/14 and 07/28/14.

Interview with the DON on 08/01/14 at 10:00 AM
revealed they expanded on the abuse questions
giving scenarios to the staff to have them choose
which type of abuse was occurring in the
scenarios. She stated she reviewed the abuse
audits, assessments, interviews, and
questionnaires.

8. Review of the Quality Assurance Signature
Sheet and Minutes revealed an Emergency QA
meeting was held on Saturday, 07/26/14, with the
Medical Director, Special Projects Administrator,
Director of Nursing Services, Director of Clinical
Risk Management, Staff Development, Certified
Nurse Executive, Corporate Nurse Consultant,
Human Resources Director, and Social Services
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Director to discuss current Immediate Jeopardy
deficiencles and a Plan of Correction.

Interview with the DON on 08/01/14 and the
Corporate Nurse Consultant on 07/31/14 at 7.08
PM confirmed the QA Meeting was held on
07/26/14 with the Medical Director. Interview with
the HR Director on 07/31/14 at 5:45 PM revealed
during the emergency QA Meeting they discussed
the Immediate Jeopardy deficiencies and the
reason for the deficiencies as well as discussed
the audits, interviews, questionnaires and
interviewing that was being done related to the
deficiencies.

9. Review of the sign in sheets dated 07/23114
regarding training for the Administrative staff of
the facility regarding the Abuse, Neglect and
Misappropriation Policy revealed the Cerlified
Nurse Executive educated the DON, ADON's,
MDS Coordinator, SDC, Dietary Director,
Business Office Manager, Social Services
Director, Chaplain, Admissions Director, Medical
Records, HR Director, Therapy Services
Manager, Supply Manager, Environmental
Services Manager, Plant Operations Director ,
Quatity of Life Director and Wound Care Nurse
received the training.

Review of the sign in sheet on 07/28/14 for
training on the Abuse, Neglect and
Misappropriation Policy, revealed the
Administrator of the facility was educated on skin
assessments, interviews, the Abuse, Neglect, and
Misappropriation Policy, and the Education
session regarding the Plan of Correction.

Interview with the ADON/UM of the South Unit on

07/31/14 at 3;30 PM, ADON/UM of the North Unit
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on 07/31/14 at 4:45 PM, HR Director on 07/31/14
at 5:45 PM, the Dietary Director on 07/31/14 at
6:15 PM, and the DON on 08/01/14 at 10:00 AM,
revealed they received training on abuse, neglect
and misappropriation and had to take a post test
in which they had fo score a one hundred percent

(100%).

Review of the post test administered for
Department Administrative Managers revealed a
score of one hundred percent (100%)}) related to
abuse, neglect, and misappropriation education.

Interview on 07/31/14 at 7:08 PM with the
Corporate Nurse Consultant, revealed the
Department Administrative Managers scored a
one hundred percent (100%) on the post lest
related to abuse, neglect and misappropriation
education.

10. Review of the inservices revealed education
was conducted with stakeholders related to
abuse, neglect, and misappropriation 07/23/14
through 07/28/14 in which they had to score a
one hundred percent (100%) on the post test or
retake the test.

Intervlew with the Staff Development Coordinator
{SDC) on 07/31/14 at 5:15 PM, and the SSD on
07/31/14 at 6:30 PM revealed she and other
administrative staff educated the stakeholders
related o abuse, neglect and misappropriation
and completed these inservices.

Interview on 07/31/14 with SRNA#24 at 2:.00 PM;
Aclivity Assistant at 2:15 PM; SRNA#37 at 2:20
PM; Dietary Aide #5 at 2:30 PM; SRNA #36 at
2:30 PM; SRNA #11 at 2:40 PM; Housekeeper #4

at 2:45 PM; SRNA#5 at 2:55 PM; SRNA#34 at
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3:30 PM; LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM: RN #1 at 3:55 PM; LPN #12 at 4:10 PN,
ADON/Unit Manager (UM) of the South Unit at
4:30 PM; ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5:00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN #13
at 6:05 PM; Dietary Manager at 6:15 PM; and
SRNA #4 at 7:40 PM revealed they were all
educated on the facility's Abuse, Neglect and
Misappropriation Policy, which included training,
prevention, identification, investigation, protection
and reporting.

Review of the sign in sheets from 07/2314
through 07/28/14 revealed Inservices were
conducted with the facility staff regarding the
Abuse and Neglect Policy. Review of the
post-test revealed some staff had to be
re-educated and staff eventually received a one
hundred percent (100%) an the post tests.
Documentation provided from the facility revealed
telephone calls and certified letters were sent to
staff who did not complete education and
informed they could not retum to work until the
education was completed.

Interview on 07/31/14 with SRNA#24 at 2.00 PM;
Activity Assistant at 2:15 PM; SRNA#37 at 2:20
PM; Dietary Aide #5 at 2:30 PM; SRNA#36 at
2:30 PM; SRNA#11 at 2:40 PM; Housekeeper #4
at 2:45 PM; SRNA#5 at 2:55 PM, SRNA#34 at
3:30 PM: LPN #11 at 3:40 PM; SRNA#16 at 3:50
PM: RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
ADON/Unit Manager (UM) of the South Unit at
4:30 PM: ADON/UM of the North Unit at 4:45 PM;
RN #5/Evening Shift Supervisor at 5.00 PM; LPN
#3 at 5:17 PM; SRNA#35 at 5:49 PM; LPN #13
at 5:05 PM; Dietary Manager at 6:15 PM; and
SRNA #4 at 7:40 PM revealed they were all
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educated related to abuse, neglect, and
misappropriation in which they had to score a one
hundred percent (100%) on the post test or
retake the test.

11. Review of the sign in sheets on 7/26/14 and
documentation of education provided revealed
additional education was conducted with
stakeholders regarding incontinence care, ADL
care per resident individualized plan of care, and
answering calt lights in a timely manner to the
facility staff. Review of documentation provided
by the facility revealed telephone calls and
certified letters were sent to staff who did not
complete education and informed they could not
return to work until the education was completed.
Further review revealed the stakeholders had to
score a one hundred percent (100%) on the post
test or retake the test. Further review revealed all
but four (4) prn (as needed) staff had taken the
test and scored a one hundred percent (100)%.

Interview on 07/31/14 with SRNA #24 at 2:00
PM; Dietary Aide #5 at 2:30 PM; Housekeeper #4
at 2:45 PM; Activity Assistant at 2:15 PM; Dietary
Manager at 6:15 PM; ADON/Unit Manager (UM)
of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA #16 at 3:50 PM; SRNA
#36 at 2:30 PM; SRNA #37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA #5 at 2:55 PM; SRNA #34
at 3:30 PM; SRNA #28 at 3:30 PM; LPN #11 at
3:40 PM: RN #1 at 3:55 PM; LPN #12 at 4:10 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM, SRNA
#35 at 5:49 PM; and SRNA#4 at 7:40 PM
revealed they all had received inservice training
regarding incontinence care, ADL care per
resident individualized plan of care, and
answering call lights in a timely manner.

F 226

FORM CMS-2587(02-99) Previous Versions Obsclete Event ID:A70311

Facility 107 100482 if continuation sheet Page 112 of 386



PRINTED: 09/02/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILDING COMPLETED
185446 B, WING 08/01/2014

NAME OF PROVIDER OR SUPPLIER

BLUEGRASS CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
3576 PIMLIGO PARKWAY
LEXINGTON, KY 405617

SUMMARY STATEMENT OF DEFICIENCIES

iD

PROVIDER'S PLAN OF CORRECTION

12. Review of the new orientation schedule
revealed ail new employees will complete
education regarding the facility's abuse and
neglect and successfully complete post test.

Interview with the SDC on 07/31/14 at 5:15 PM
confirmed the abuse and neglect education was a
part of the new orientation schedule for new
employees.

13. Review of the Stakeholder Assessment of
Knowledge Tests regarding the Abuse, Neglect
and Misappropriation Policy revealed the test was
administered to five {5) stakeholders each shift
and continued with different stakeholders.

interview on 07/31/14 with SRNA#24 at 2:00 PM;
Dietary Aide #5 at 2:30 PM; Housekeeper #4 at
2:45 PM; Activity Assistant at 2:15 PM; Dietary
Manager at 6:15 PM; ADON/Unit Manager (UM)
of the South Hall at 4:30 PM; RN #5/Evening Shift
Supervisor at 5:00 PM; ADON/UM of the North
Unit at 4:45 PM; SRNA #16 at 3:50 PM; SRNA
#35 at 2:30 PM; SRNA#37 at 2:20 PM; SRNA
#11 at 2:40 PM; SRNA #5 at 2:55 PM; SRNA#34
at 3:30 PM: SRNA #28 at 3:30 PM; LPN #11 at
3:40 PM; RN #1 at 3:55 PM; LPN #12 at 410 PM;
LPN #3 at 5:17 PM; LPN #13 at 6:05 PM; SRNA
#35 at 5:49 PM; and SRNA #4 at 7:40 PM
revealed they all had received the Assessment of
Knowledge Test regarding abuse, neglect and
misappropriation.

14. Review of the questionnaires, skin
assessments, and interviews revealed ten (10}
stakeholder questionnaires, ten (10) skin
assessments for residents with a BIMS of less
than eight (8}, and ten (10) interviews with
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residents with a BIMS of eight (8) or greater than
eight (8) were administered daily related to
understanding of the abuse, neglect, and
misappropriation policy. Concems were
addressed per policy and procedure as to
reporting requirements and resident protection.

Interview with the DON on 08/01/10 at 10:00 AM
revealed, the facility was still administering ten
{10) questionnaires to stakeholders a day,
performing ten {10) skin assessments a day for
residents with a BIMS of less than eight (8), and
conducting ten (10) interviews a day with
residents who had a BIMS of eight (8) or greater
related to abuse, neglect, and misappropriation.

15. Review of the QA Minutes dated 07/26/14
revealed the stakeholder queslionnaires, resident
skin assessments and resident interviews were to
be reviewed daily and resuits and were to be
reported to QA weekly.

Interview with the DON on 08/01/14 at 10:00 AM
revealed the stakeholder questionnaires, skin
assessments and resident interviews were
reviewed daily by her and taken to the QA
Meeting weekly.

16. Review of the call light audits revealed
monitoring was being done twenty-four hours (24)
a day on each shift. Further review of the call
light audils revealed five (5) call lights audils was
being done daily an each shift (fifteen (15) total)
which was ongoing. Review of the audits for
Incontinence care revealed abservation of
incontinence care was completed for ten (10}
residents daily. Review of the call light audits
revealed an Improvement in call light response
time as the auditing continued.
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Interview on 07/31/14, with LPN #11 at 3:40 PM;
RN #1 at 3:55 PM; LPN #12 at 4:10 PM; LPN #3

| at 5:17 PM; and LPN #13 at 6:05 PM verified, as

charge nurses they were providing direct
observation of call light responsiveness and
ensuring the residents were getting needs met as
per the care plan,

Interview with the DON on 08/01/14 at 10:00 AM,
revealed call light audits were still being done
twenty-four (24) hours a day on each shift and
observation of incontinence care was still being
done for ten {10) residents daily and the resuits of
the audits would be taken to the weekly QA
Meeting.

17. Review of the audits revealed the Human
Resources Director cenducted an audit of the
personne! charls for any history of abuse,
neglect, or misappropriation concerns and na
concerns were identified.

Interview with the HR Director on 07/31/14 at 5:45
PM revealed she had performed an audit of the
personnel files looking for any abuse charge,
coaching/counseling/suspension/termination
related to abuse, license verification, criminal
background checks and abuse registry checks,

18. Observation on 07/31/14 at 11:00 AM
revealed a sign was posted by the time clock to
persannel to address Caring for the Caregiver -
signs of stress and burn-out.

Interview with SRNA #24, on 07/31/14 at 2:00
PM, revealed she was aware of the sign at the
timeclock related to stress and burn out.
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Interview with the DON on 08/01/14 at 10:00 AM
revealed there was a sign posted by the
timeclock for personnel related to what to do if
feeling stress and burn out.

19. Obsewétioﬁ revealed a nurse from the
corporate office of the facllity was present on the
facility throughout the survey.

Interview on 07/31/14 at 7:08 PM with the -
Corporate Nurse Consultant revealed a
Corporate Nurse had been in the building since
07/21/14 on someone would remain at the facility
until the immediacy was removed.

20. Review of the Grievances and Resident
Questionnaires since 07/23/14 revealed they
were reviewed by the Administrator, DON, Chief
Nurse Executive, HR Director, Admissions
Director and/or Regional Nurse Consultants by
07/2814. Concemns were addressed per policy
and procedure as to reporting requirements and
resident protection. .

Interview with the Administrator on 08/01/14 at
11:46 AM, revealed he had been reviewing daily
the grievances, incident reports and resident and
staff questionnaires to identify any reporiable
allegations and the facility was reviewing them
daily Monday through Friday In the morning stand
up meeting. He stated the DON and SSD were to
report any allegations of abuse to him and he was
to review the investigations to ensura there was
corrective action, appropriate follow up, and
reporting.

21. Review of the Allegation Lag, revealed the
following; validate protection of residents,
perpetrator removed from resident care area,
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reports to the Inspector General and APS were
filed timely, and a thorough investigation was
completed.

Interview with the SSD on 07/31/14 at 6:30 PM
revealed she was the Abuse Coordinator and she
reviewed allegations of abuse and grievances
daily with the Administrator. She stated Accident
and Incident reports, allegations of
abuse/neglect/misappropriation and grlevances
were reviewed daily in the clinical meeting
Monday through Friday with the DON and other
Administrativa Staff. She stated there was a new
tool used for logging investigations which
included the date of submission, resident name,
description of allegation, perpetrator, date the five
(5) day investigation was to be completed, and
the date state agencies were notified of the
findings. The SSD stated she was responsible for
keeping the log up to date with new reportable
allegations.

59 Review of the facility binder provided to the
surveyors related to the 1J, revealed
documentation that in the event of any new
reports of alleged abuse, neglect, or
misappropriation the Signature Care Consultant
or Chief Nursing Executive would be contacted
prior to making the final five day investigation to
the State Survey Agency to validate the resident
was protected, report was filed timely, the
perpetrator was removed from the patient area
and a thorough investigation was completed.

Interview with the Administrator on 08/01/14 at
11:48 AM, revealed in the event of any allegation
of abuse, neglect or misappropriation, corporate
was o raview the Investigation prior to sending
the five (5) day final report to the State Survey
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