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F 000 INITIAL COMMENTS

**Amended**

An Abbreviated Survay investigating complaint
#KY22085 and a Partial Extended Survey was
conducted on 08/11/14 through 08/29/14.
Comp aint #KY22085 was substantiated with
deficiencies cited.

Licensed Practical Nurse (LPN)#1 Registered
Nurse (RN) #1, and State Registered Nurse Alde
{SRNA) #1, were alleged to have abused and
mistreated Residents #1, #2 #4, #5, #6, #7, #8,
#9, and #10 and unsampled Residents Aand B
The alleged abusers all worked on second (2nd)
shift together, The allegations of abuse included
verbal, physical and mental abuse. Staff was
aware of the alleged abuse but failed to report the
allegations fo the Administrator.

Immediate Jeopardy {IJ) was identified in the
areas of 483.13 Resident Behavior and Facility
Practice at F223, F225, and F226; 483.15 Quality
of Life at F241; and, 483.20 Resident
Assessment at F282 and 483/75 Administration
at F400 at a Scope and Severity of an "L".
Substandard Quality of Care was identified at
483.13 Resident Behavior and Facility Practice
and 483,15 Quality of Life. Inmediate Jeopardy
was identified on 08/14/14 and was determined to
exist on 08/02/14. The facility was notified of the
Immediate Jeopardy on 08/14/14. An acceptable
Allegation of Compliance {AoC) was received on
08/29/114 and the State Survey Agency validated
the Immediate Jeopardy was removed on
0B/29/14, as alleged. The Scope and Severity
was lowered to a "F" while the facility develops
and implements the Plan of Correction {PoC);
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"This Plan of Correction is prepared
and submitted as required by law.
By submitting this Plan of Correction,
Edmonson Center does not admit
that the deficiency listed on this form
exist, nor does the Center admit to
any statements, findings, facts or
conclusions that form the basis for
the alleged deficiency. The Center
reserves the right to challenge in
legal and/or regulatory or
administrative proceedings the
deficiency, statements, facts and
conclusions that form the basis for
the deficiency.”
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program participation.
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F 000 | Continued From page 1 - 1.) The allegation of abuse regarding
. . Resident #4 and #5 was reported to
and, the faclity's Quality Assurance (QA) the Administrator on 8/2/14 by the
monitors the effectiveness of the systemic y
changes. - Director of Marketing from an
F 223 | 483.13(b}, 483.13(c){1)(l} FREE FROM F 223| anonymous source. Initial report to
S5sL | ABUSE/INVOLUNTARY SECLUSION Office of Inspector General and Police
) Department was completed by
The resident has the right to ba free from verbal, Administrator on 08/03/2014.
sexual, physical, and mental abuse, corporal
unishment, and involuntary secfusion. . .
P v Residents’ #6 and #7 allegation of
The facility must not use verbal, mental, sexual, abuse was reported to the
or physical abuse, corporal punishment, or Administrator on 08/03/2014 by a
Invaluntary seclusion. Licensed Practical Nurse and a
Registered Nurse. Initial report to the
This REQUIREMENT is not met as evidenced Office of Inspector General was
by: completed on 08/04/2014 by the
Based on interview, record raview, and review of Administrator.
the facility's policy and procedure and the facility's
investigation, it was determined the facllity failed Resident’s #1, #2, #8, #9 and #10
to ensure nine (9) of ten (10) sampled residents .
(Resident #1, #2, #4, #5, 46, #7, #8, #9 and #10) allegation ?f abuse was reported to
and two (2) unsampled residents (Unsampled th.e Admimstra.tor on 0_8/ 05[ 2014 by
Resident A and B) were free from abuse. The Director of Social Services, Licensed
facility failed to have an effective systam in place Practical Nurse and Certified Nursing
::’:::“"i Les'd‘a'f'ﬂ_*s W:’?afl;z: tf:':’m abus"’t:ﬁ Assistant. Initial report to the Office
atment by siaft; and, ansure s
reported the observed mistreatment of residents of Ig;pg(étozr D(".;in;ratlhwasdco-m p l;i;etd
immediately. on 08/06/ y the administrator.
Licensed Practical Nurse (LPN) #1, State The Office of Inspector General
Registered Nurse Alde (SRNA) #1, and identified allegations of abuse
Registered Nurse (RN) #1 were a"egefl‘dm h;‘f regarding un-sampled Residents A
abused Resident #1, Resident #2, Resident #4, . .
Resident #5, Resident #6, Resident #7, Resident and B during their investigation.
#8, Resident #9 and Resident #10. In addition, it
was allaged RN #1 and SRNA#1 also abused Resident A has a BIMS score of 12
Unsampled Resident A and Resident B. The and is interviewable. He/she was
- interviewed on 08/03/2014 by
FORM CMS-2587(02-85) Pravicus Venilons Obsolels Event |D: TPFWI1 Facility ID: 100880 If continuation sheet Page 2 of 123
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allegations revealed the abuse occurred on the
second shift but the facility was unable {o
determine specific dates. The allegations of
abuse included verbal, physical and mental
abuse. Although LPN #2, LPN #5, LPN #8,
SRNA#2, SRNA#3, SRNA#4, SRNA#5, SRNA
#9, SRNA#10, and RN #4 witnessed LPN #1, RN
#1, and SRNA #1 exhibit abusive behaviors
toward the residents, there was no evidence staff
intervened to protect the residents. Abusive
behaviors witnessed by LPN #2, LPN #5, LPN #8,
SRNA#2, SRNA#3, SRNA #4, SRNA #5, SRNA
#9, SRNA #10, and RN #4 included pinching the
resident's breasts and noses; telling resident(s) to
shut histher mouth; dropping one (1) resident to
the bed from face height; putting soap in a
resident’s mouth; video taping telling a resident to
cluck like a chicken, ptacing a resident on a bare
mattress and covering him/her with a fittad sheet;
putting gloved fingers in a resident's mouth to
aggravate the resident; jumping up and down on
a resident's bed and pretending to vomit in hisfher
ear, slapping a resident; videotaping of residents
being made to cluck like & chicken; and pouring
bath waler with ice cubes on one (1) rasident
during a bath leaving the resident cold and totally
exposed. Interviews with the above listed staff
members revealed the allegations of abuse were
not reported 1o the Administrative Staff due to
LPN #1 threatening if anyone told on him he
would make their lives "a living hell” and he was
untouchable.

The facility's feilure to ensura residents were free
from abuse has caused or is likely to cause
serious injury, hamm, impairment or death to a
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, concerns. Resident A was
F 223 | Continued From page 2 F223

interviewed on 08/11/2014 by a
region staff member and expressed
no concerns. Resident A has had
Social Services monitoring with a
note on 08/21/14 with no change in
mood or behavior noted.

Resident B has a BIMS score of 3,
being non-interviewable. Skin
assessment completed on
08/03/2014 with no concerns.
Interviews with staff and residents
on 08/03/14 revealed no allegations
regarding Resident B, Resident B
have had Social Services monitoring
with a note on 08/21/14 with no
change in mood or behavior noted.

Licensed Practical Nurse (LPN) #1,
State Registered Nurse Aide

(SRNA) #1 & Registered Nurse

(RN} #1 was not working and not
scheduled to work on 8/2/14. Staff
at the center was instructed by the
Administrator not to call anyone in to
work without administrator
notification. These three (3)
employees were suspended on
8/3/14 by the Administrator and
Nurse Practice Educator. LPN #1
was terminated on 08/14/2014, and

resident. Immediate Jeopardy was identified on SRNA #1 along with RN #1 was
08/14/14 and determined to exist on 08/02/14.
The facllity was notified of the Immediate
FORM CME-2567{02-89) Previous Varsions Dbsclate Event ID: TPFWI1 Faclity ID: 100880 It continuation shest Pags 3 of 123
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terminated on 09/03/2014 by the
F 223 | Continusd From page 3 [ y

Jeopardy on 08/14/14. An acceptable Allegation
of Compliance {AcC) was received on 08/29/14
and the State Survey Agency validated the
Immediate Jeopardy was removed on 08/29/14,
as alleged, The Scope and Saverity was lowerad
to a "F" while the facility develops and
implements the Plan of Correction (PoC); and,
the facility's Quality Assurance (QA) menitars the
effectiveness of the systemic changes.

The findings include:

Review of the facility's policy and procedure, titted
*Abise Prohibition”, dated 07/01/13, ravealed the
facllity would prohibit abuse, mistreatment,
neglect, Involuntary seclusion, and
misappropriation of property for all residents
through the following: Screening of potential
hires; Training of employees (both new
employees and ongaing training for all
employees); Pravention of occurrences;
ldentification of possible incidents or allegations
which need investigation; Investigation of
incidents and allegations; Protection of residents
during investigations; and, Reporting of incldents,
investigations, and the Center's response to the
results of their investigations. The Administrator,
or designes, was responsible for operationalizing
policies and pracedures that prohibit and would
protect residents from further harm during an
investigation and provide the resident with a safe
environment by identifying pafsons with whom
he/she feels safe and conditions that he/she
would feel safe.

Interview with the Marketing/Admission Director,
on 08/12/14 at 2:03 PM, revealed he got a call
from an anonymous employee who told him he
needed to come to the faciiity and speak with

F223

Administrator.

On August 12, 2014 employees
identified to have failed to report
alleged abuse timely, SRNA #2,
LPN#8, LPN #5, and SRNA #5 were
counseled by the Administrator. LPN
#2 and SRNA #4 quit without notice
prior to investigation being complete.

Residents #4 and #5 were assessed
by the Director of Nursing, Assistant
Director of Nursing or a Licensed
Practical nurse on 08/03/2014.
Neither of these residents was found
to have s/s of bruising, tearfulness or
other s/s of emotional harm.

Residents #4 and #5 were
independently re-assessed again by a
Licensed Practical nurse and the
Social Services Director on
08/03/2014 with no concerns

identified.

Residents #1, #2, #6, #7, #8 and #9
were also assessed by a Registered
Nurse or a Licensed Practical nurse
on 8/3/2014. None of these

residents were found to have s/s of
bruising, tearfulness or other s/s of

emotional harm.
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Resident #10 no longer resides in
F 223 | Continued From page 4 F 223 . .
LPN #2. He stated he immediately called the facility prior to 08/02/2014.
Administrator and she asked him to initiate the .
investigation because she was an hour away. He Resident A has a BIM score of twelve
stated he went to the facility and spoke with LPN (12). He/she was interviewed on
#2 and was told about the alleged abuse by LPN 08/03/2014 to determine if the
#1 and SRNA#1. He stated part of the alleged resident has experienced or
abuse was supposed to have been recorded oni . :
SRNA#1's phone. Further interview revealed the witnessed any abuse in the center.
Administrator arrived at the facility and ook over . . )
the Investigation. He stated the anonymous No other issues were identified by
employaa told him they did not call the this resident.
Administrator as they did not want thelr voice
recognized by her. Further interview with the Resident A was interviewed on
Marketing/Admission Director revealed he was :
not given a reason why the anonymous employee - 08/11/2014 by a region staff
did not want to speak with the Administrator, member and expressed no concerns.
Resident A has had Social Services
1. Record review ravealed the facility admitted monitoring with a note on 08/21/14
Resident #1 on 04/16/07 with diagnoses which with no change in mood or behavior
included Convulsions, Contractures of joints, noted.
Depression, and Hyperiension. Review of the
Quartery Minimum Data Sel (MDS) Assessment, .
dated 06/29/14, revealed the facility assessed Resident B has a BIM score of three
Resident #1's cognition as moderately impaired (3). He/she had a head to toe skin
with a Brief Interview Mantal Status (BIMS) score assessment by the Director of
of nine {8) indicating the resident was Nursing, Assistant Director of
interviawable, SRNA #9 alleged LPN #1 would . .
make Resident #{ go fo bed at approximately Nursing or Licensed Practical nurse
6:00 PM every night; would deny the resident the and he/she was assessed for signs
use of hisfer computer, as well as tell the and symptoms of bruising,
resident to shut histher mouth when hefshe tearfulness and change in behavior
asked for the computer. Additionally, she on 08/03/2014. No other issues
revealed she was unsure why LPN #1 was the were identified for this resident.
L Interviews with staff and residents
Interview with SRNA #9, on 08/16/14 at 11:10 AM, on 08/03/14 revealed no allegations
revealed LPN #1 would tell her and the other involving this resident. Resident B
aides to place Resident #1 outside his/her room has had Social Services monitoring
door after dinner and put him/her to bed at 5:00
FORM CMS-2567(02-89) Pravious Versions Obsalete Evant ID: TPFW11 Facility 1D: 100880 It continuation sheet Page 5 of 123
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with a note on 08/21/14 with no
F 223 | Continued From page 5 E F 223 /21/

. | was conducted with the Administrator rather than

PM. LPN #1 would not allow the resident fo use
histher computer. Additionally, she revealed she
heard LPN #1 state, on several occasions, "l hate
them all* refarring to the residents. She stated
sha did not report the abuse because Resident
#1 was the Administrator's ralative and told her
things all the time; therefore she was sure the
Administrator knew how Resident #1 was being
treated by LPN #1.

tntorview with the Sacial Service Director (S8D),
on 08/14/14 at 9:49 AM, revealed on 08/02/14 the
Administrator told her about the allegations of
abuse and asked her to beqin the investigation by
conducting interviews along with the
Admissions/Marketing Director. She revealed
she Interviewed Resident #1 and was told he/she
did not like LPN #1 because he told him/her to
shut up and would not let him/her use his/her
computer. She stated she knew Resident #1 was
telling the truth because he/she would begin to
shake as If he/she was in fear and would state
"he will be here tonight" and tears would come to
hisfher ayes.

Interview with the Administrator, on 08/15/14 at
10:55 AM, revealed she had spoken with LPN #1
regarding making Resident #1 go to bed at 6:00
PM every night and thought she and LPN #1 had
come to an agreement about Resident #1's
schedule. Resident #1 was to be placed in bed at
8:00 PM on school nights and would be allowed
to remain up unitil 8:30 or 9:00 PM on non-school
nights. She revealed she explained to LPN #1
that Resident #1 liked 1o have access to his/her
computer. Additionally, she revealed she was
unaware of LPN #1 not complying with her wishes
related to Resident #1's schedule. An interview

change in mood or behavior noted.

Audits were completed on 8/14/14
and 8/15/14 regarding grievances
voiced, complaints or concerns
identified, allegations of abuse or
neglect, and positive staff/resident
interaction with no concerns
identified.

2) Census on August 3, 2014 was
seventy two (72) SNF/NF residents.
Forty one (41) residents were
interviewed, with a2 BIMS score of
greater than seven (7), by the
Director of Social Services or the
Admission Director, beginning on
08/03/2014 and completing on
08/05/2014 to determine if the
resident has experienced or
witnessed any abuse in the center.
No other issues were identified by
these residents.

Census on August 3, 2014 was
Seventy two (72) SNF/NF residents.
Forty one (41} residents were
interviewed, with a BIMS score of
greater than seven (7). Forty two
(42) residents with a BIMS score less
than twelve (12) received a head to
toe skin assessment by the Director
of Nursing, Assistant Director of

FORM CMS-2567(02-58) Pravicus Versiona Obaclats Event ID: TEFWI1
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Nursing or Licensed Practical nurse
F 223 | Continued From page 6 F223 8 : 2

Resident #1 as the resident was not reliable in
giving accurate information.

2, Record review revealed the facility admitted
Resident #2 on 08/16/10 with diagnoses which
included Alzhelmer's Disease, Paranold
Schizophrenia, Anxiety, Dysphagia, Obsessive
Compulsive Disorder, Psychasis, and
Depression. Review of the Quarterly MDS
Assessment, dated 05/12/14, revealed the facility
assessed Resident #2's cognition as severely
impaired with a BIMS score of two (2) indlcafing
the resident was not interviewable. SRNA#3
allaged LPN #1 scooped Resident #2 off of the
commode after ha/she refused to go to bed and
carried the resident to the bed, held. him/her ke a
baby, and dropped him/her on the bed (naked).
LPN #1 fell on the bed and the resident landed on
top of him. LPN #1 then told the SRNAs In the
raom to "get this Bitch off of ma".

Interview with SRNA #3, on 08/13/14 at 12:00 PM
revealed she witnessed SRNA #1 and SRNA #8
with Resident #2. The résident was on the
commode and was resisting care not wanting to
go to bed. She stated the SRNAs called LPN #1
to assist with Resident #2; the LPN scooped
Resident #2 off the commodea, pinched his/her
breasis, walked 1o the bed and dropped the
resident from face height down onto the bed with
the resident completely naked. She stated the
LPN fell to the bed with the resident landing on
top of him. SRNA #3 stated LPN #1 then told
SRNA#1 and SRNA #8 to "Get this Bitch off of
me". She stated tha LPN proceeded to tell
Resident #2 he/she was going to bed-and if
he/she didn't he was going to call his/her son and

allegations beginning on

to appropriate agencies.

requirements.

Nurse Practice Educator,

and were assessed for signs and
symptoms of bruising, tearfulness
and change in behavior on
08/03/2014. No other issues were
identified for these residents.

Director of Nursing, Assistant
Director of Nursing, Nurse Practice
Educator, Medical Records Director,
Director of Social Services and
Director of Admissions interviewed
100% of facility and contract staff to
identify any additional abuse

08,/03/2014 through 08/06/2014.
All concerns identified were reported

3) The Director of Nurses and
Administrator were-re-educated
8/3/14 by the Regional Vice
President of Operations regarding
Abuse Policy and reporting

Administrator, Administrative
Assistant, Director of Marketing

& Admissions, Social Services
Director, Therapy Program manager,
Environmental Services Supervisor,
Nutritional Services Director,

hefshe (the resident) would not lika how he talked Registered Nurse or
to him. Further interview with SRNA #3 revealed
FORM CMS-2567(02-89) Pravious Versions Obsolto Event iD: TPFWH1 Facilly ID: 100880
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F 223 Continued From page 7 F2zs provided 100% re-education
she resigned because she could not work in that e 08/03/2014 and
type of environment, SRNA#3 revealed she did egl_nn ng on 08/03/ ?n
not report the allegations of abuse to the ending on 08/06/2014. This re-
Administrator because she told the Charge Nurse education included all center &
on duly and expected her to follow up with the contract employees regarding an
oWl e effective system that ensures
Intarview with LPN #2, Charge Nurse, on each resident remains free of
08/13/14 at 11:11 AM, revealed after SRNA #3 abuse:
reported the abuse to her, she did not report the o Center Abuse Policy including
alleged abuse to Administration because she felt need to protect the resident from
nothing woutid be done about it. LPN #2 statad potential risk at the time and
LPN #1 threatenaed the staff with making their . : .
lives a "living hall" if they told on him, therefore during .the mve'stlgation. . .
the abuse went unreported. e Reporting requirements including
immediate reporting to the
3. Record review revealed the facility admitted Administrator and appropriate
Resident #4 on 11/11/10 with diagnoses which state agencies.
included Cervical Spondylosis without ;
Myelopathy, Anxiety and Depression. Review of s Promise of conrldentiality and no
the Annual MDS Assessment, dated 05/25/14, fear of retribution. :
revealed the facility assessed Resident #4's » Employee competency assured
cognition as severely impaired with a BIMS' score using the Abuse Prevention post-
of six (6) indicating the resident was not test. ,
Interviewable, LPN #2 alleged SRNA #1 and LPN _ : :
#1 pinched Resident #4's nose and breasts. She ° Eosttl:lte;t rew;we(':’::iandc\{alldateg
also allages that this was recorded on SRNA #1's y the Nurse Practice educator by
cell phene. 08/06/2014.
HIPAA Privacy law
Interview with LPN #2, on 08/13/14 at 11 N 11 AM, The prohibition of cell phone
revealed she witnessed LPN #1 and SRNA #1 R
pinching Resldent #4's breasts. LPN #2 also usage i re§1dent e
revealad she had witnessed videos on the incl.udmg video or photographs of
phones of LPN #1 and SRNA#1 telling Resident residents.
#4 to cluck like a chicken. LPN #2 statad LPN #1
threatened the staff with making their lives a As of 08/06/2014 date, only nine (9)
“living hell" If thay told on him, therefore the of one hundred six (106) employees
abuse went unreparted. were not available for immediate
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-education. 3 en
F 223 | Continued From page 8 F 223 re-education. Three (3) of the nine

Interview with SRNA #4, on 08/13/14 at 10:08
AM, revealed she wiinessed RN #1 putting her
gloved fingers in Resident #4's mouth; LPN #1
and SRNA #1 pinch Resident #4's breasts.
Eurther interview revealed SRNA #4 felt
threatened by LPN #1 as LPN #1 would tell staff
that he and SRNA #1 were untouchable and if
anyone told on them they would make their lives
a "living hell"; therefore, the abuse went
unreported.

4. Record review revealed the facllity admitted
Resident #5 on 08/04/09 with dlagnoses which
included Dementia, Deluslonal Disorder, Anxisty,
Psychosis, Deprassion, Diabetas Mellitus Typell
and Peripheral Vascular Disease. Review of the
Annual MDS Assessment, dated 07/08/13,
revealed the facility assessed Resident #5's
cognition as severely impaired. An anonymous
caller as well as LPN #2 and SRNA #4 alleged
LPN #1 and SRNA#1 pinched the resident's nose
and breasts; LPN #1 jumped up and down,
straddled the resident In bed, then put his mouth
at the resident's ear and acted like he was
vomiting. LPN #1 thraw cold water on the
resident as well.

Interview with LPN #2, on 08/13/14 at 11:11 AM,
revealed she also witnessed LPN #1 and SRNA
#1 pinching Resident #5's braasts. She stated
LPN #1 Jumped up and down straddling Resident
#5 aon the bed and pretended to vomit in the
resident's ear to make him/her scream. She also
witnessed RN #1 place her gloved fingers in
Resident #5's mouth to aggravate him/her. LPN
#2 alsp revealed she had witnessed videos that
ware made of the alleged abuse of Resident #5.

| Further interviaw with LPN #2 revealed SRNA#3
had reported to her that the staif was abusing the

(9) employees were re-educated by
phone as of 08/06/14 and will be
educated face to face prior to
returning or beginning work.
Employees upon hire or not
currently available during this
timeframe will have education/ re-
education noted above completed
prior to returning or beginning work
by the Administrator, Nurse Practice
Educator, Director of Nurses or the
Assistant Director of Nurses.

On August 25, 2014 center
Administrator was jointly re-
educated by Regional Vice President
of Operations (via telephone) and
Regional Manager of Clinical
Operations (in person) regarding the
centers Abuse Policy and Procedure
to include conducting a thorough
investigation which has the potential
to be substantiated if the event was
alleged by only one witness.

4) The Center Administrator is
responsible for the implementation
of and adherence to facility policy
and procedures. Center oversightis
provided by the Administrator,
Director of Nursing Services,
Assistant Director of Nursing
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F 223 Continued From page 9 F223 g:?;e:s?snd e
residents and other staff had seen the abuse y )
occurring but they did not report it or infervene L.
because they was Intimidated by LPN #1. LPN Beginning on August 2,2014, upon
#2 stated LPN #1 threatened the staff with notification of an alleged abuse /
making their lives a "living he!l" {f they told on him, neglect the administrator will notify
therefore the abuse went unreported. LPN #2 Regional Vice President of
staled afier SRNA #3 reported the abuse to her, Operations, the Reg onal Manager of
she did not report the alleged abuse to . X th N )
Administration because she felt nothing would be Clinical Operations or the Regiona
dane about it Clinical Educator to validate a
' . thorough investigation will be
Interview with SRNA #4, on 08/13/14 at 10:08 immediately initiated with continued
AM, revealed she wrtrlwssed LPN #1 and SRNA support to be provided throughout
#1 pinch Resident #5's braast. She stated she thé investigati d clusio
recelved a video from RN #1's phone that X mv_ gation and conclusl “
revealed RN #1 putting her gloved fingers in This will occur for every allegation
Resident #5's mouth and LPN #1 pinching the for three (3) months.
resident's breasts. Further interview revealed
SRNA #4 felt threatenad by LPN #1 as he would On 8/3/14, Administrator and
tell staff that he and SRNA #1 were untouchable : :
and if anyone told on them they would make their ]Djlrector of Nl\l./llrsing aSSIgged
lives & "living hell"; thersfore, the abuse went epartment Managers an /or nurse
unreported. supervisors across the three (3)
shifts daily (includes Saturday and
Interview with LPN #5, on 08/12/14 at 10:53 AM, Sunday) times fourteen ( 14) days to
Li‘;‘:‘:fv‘i;‘%:aai;"g’::':‘::aﬂﬁ;::l’;d&iggm observe staff/resident interaction
#5's mouth to make himMher mad. He stated the and to deterrr'xine tha.t any allegations
resident would yell "quit it, stop, stop.” are rep.orted immediately to the
Additionally, he revealed, on 08/12/14 at 1053 Administrator. Any concerns
AM, he witnessed SRNA #1 and LPN #1 refuse regarding staff interaction or
to ’ttai;e F:les‘l’c.!‘ant #% to :ﬂsfh;r rattnm atndh\;vsi;:n he allegations of abuse or neglect will be
asked why the resident could not go to ar
room ha was told by LPN #1 that Resident #5 ([:ﬁlle;ltto tl;.i]Ad[Pml;u‘:;orS%&
was only asking to be a "pain in the ass". irector ol Nursing by te .
Additionally, he revealed another SRNA took the Supervisor for review to determine
resident to his/her room and the resident was any action to be taken including staff
satisfied becausa that was all he/she wanted. He
stated he should have reported the verbal abuse
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F 223 Cotinued From page 16 23| Suspension and/or reporting to the
and misireatment but felt nothing would be done gency '
about it because LPN #1 seemed to get awa A
with everything. ¢ Y The audit tool utilized by the Shift
Supervisor to observe staff/resident
5. Record raview revealed the facility admitted interaction was updated on 8/22/14
included Manic Depressive (Bipolar Disorder) and .
Mild Mental Retardation. Review of the Quarterly mon!tor'stafffusa%: o ce.g.phones,
MDS Assessment, dated 06/01/14, revealed the monitoring ot staif providing
facility assessed Resident #6's cognition as residents privacy, monitoring of bath
severely impalred with a BIMS score of six (6) temperatures and to determine that
indicating the resident was not interviewable. LPN any allegations are reported
#5 alleged the resident was denied the immediately Concerns identified
opporiunity to go to histher room when he/she . § .
wanted and LPN #1 called him/her a “pain in the will be adc!ressgd upon discovery.
ass" for asking and hefshe would wait and be the These audits will be co-mpleted
last one to be put to bed just for asking. across all three (3) shifts for five (5)
days per week times thirty (30} days
8. Record review ravealed the facility admitted then two (2) days a week across all
Resldent #7 O‘I'I 05/10M13 with‘diagnoses which three [3] shifts six times [GJ months
included Parkinson's, Malnutrition, Depression th ded by th
and Psychotic Disorder. Review of the Quartery SUCE recom.men L AL
MDS Assessment, dated 06/24/14, revealed the monthly Quality Assurance
facility assessed Resident #7's cognition as Performance Improvement
seversly impaired with a BIMS score of seven (7) Committee.
Indicating the resident was not Interviewable. LPN
#8 allegad LPN #1 pinched the resident's nose Admini . :
N A ministrator, Social Services
with a reacher {metal grab assist bar). P )
; ¢ ¢ ) Director, Admissions Director,
Interview with LPN #8, on 08/15/14 at 11:58 AM, Director of Nursing, Assistant
revealed she witnessed LPN #1 using a reacher Director of Nursing, Nurse Practice
to P‘“‘:: gesident f;'; ;:se;nd :’“9'; ?hf?th Educator or Clinical Reimbursement
entered the room Siopped and 'eii the Manager will i i fteen (15
room. She revealed she did not raport this ! g t.l lntEl]';lldew fi | ent(s )
incidant because she did not feel anyone would e e D
believe her as she had seen in mestings how weekly for four (4) weeks and then
LPN #1 spoke rudely to the Administration and ten (10) per week for three (3)
got away with it
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months than five (5) per week for
T Racer roiow rvenot th ity acnitd F#%9) three (3) months to detarmine staff
Resident #8 on 05/30/07 with diagnoses which understanding of the abuse policy,
included Seizure Disorder, Depression, reporting allegations to the
Glaucoma, Restless Leg Syndrome, and Other Administrator immediately, and that
Chranic Pain. Review of the Quarterly MDS allegations or statements are kept
Assess;nda;t. c::tectl gglzem. riei;/ealleld tt::t fa_tzir:itv confidential with no fear of
assessed Resident #8 as cognitively Intact with a . .
BIMS score of eleven (11} indicating the resident Femtfuuon f:or Al B
was Interviewable, SRNA #10 alleged the resident identified will be addressed upon
was afraid of LPN #1 and SRNA#1 calling them discovery. The Administrator will
‘| "the gang” or the “"cult”. report findings monthly to the
‘ Quality Assurance Performance
Interview with Resident #8, on 08/11/14 at 1:05 Improvement Committee for further
PM, revealed "Someone" on second (2nd) shift (a recommendations
nurse) mistreated him/Mer and it was a man. . ’
He/She revealed the nurse said things to him/her
(no specifics) and was rough with him/her at Administrator, Social Services
times. Resldent #8 began to cry during the Director, Admissions Director,
interview Ian:d stated, "I dOI:I't want to say anymore Director of Nursing, Assistant
because 'he ha_s a lot of friends and somfltimes Director of Nursing, Nurse Practice
thay|come in i him and dre mesn 1oc. Futher Educator or Clinical Reimbursement
interview with Resident #8, on 08/12/14 at 2:35 s .
PM, revealed he/she was afraid ta go to bed at Manager will interview fifteen (15)
night after LPN #1 and the SRNA climbed through residents weekly for four (4) weeks
the window into hisfher room. Additionally, hefshe and ten (10) per week for three (3)
e o aot sl iow 1 rier and et months than five (5) per weel: for
ceto er a 0 \
et i et care how he trewed himiher three (3) months {o determine any
issues with staff treatment or abuse.
Interview with Housekeeping Alde #3, on Concerns identified will be addressed
08/13/14 at 2:30 PM, revealed Resident #8 told upon discovery. The Administrator
her §he would be surpn‘seq at what.went on at the will report findings to the Quality
ot socu ) i G Assurance Performance
phones for talking and texting In resident cars Improvement Commlttee_monthly
areas. She revealed she had not witnessed any for further recommendations.
abuse and would report it inmediately to her
supervisor, the charge nurse, and the Administrator, Social Services
Administrator.
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Director, Admissions Director,
F 223 d , ! , o
Continued From page 12 F223| irector of Nursing, Assistant
8. Record review revesled the facility admitted Director of Nursing, Nurse Practice
Resident #8 on 04/18/10 with diagnoses which Educator o C.llnlcal‘ Reimbursement
included Non-Alzheimer's Dementia, Parkinson's Manager will interview five (5)
Disease, Depression, Adult Failure to Thrive, family members of residents with a
Pain, and lnsomnlaé R:dvlew c‘alflihe Quarterly BIMS score of less than eight (9)' and
MDS Assessment, dated 07/01/14, revealed the . .
facility assessed Resident #9's cognition as review of five [5) skin als;essments
severely impaired with a BIMS score of two (2) weekly for four [4) weeks then two
indicating the resident was not interviewable. An (2) per week for six (6) months to
anonymous caller alleged SRNA #1 put soap in determine any issues with staff
the resident's mouth. treatment or abuse. Concerns
denti e addressed
Interview with SRNA #4, on 08113/14 at 10:08 fiisrr:lc?vftiaEd v{.ﬂz\ dminismto:ﬁﬁ
AM, revealed she witnessed SRNA #1 putting Iy )
soap in Resident #9's mouth. She revealed she report findings monthly to the
did not report the abuse because LPN #1 told Quality Assurance Performance
other staff members that he and SRNA #1 were Improvement Committee for
untouchable and If anyons told on them their lives further recommendations.
would be a living hell.
9. Record review ravealed the facility admitted Social Services Director, Director of
Resident #10 on 11/07/08 with diagnoses which Nursing or Assistant Director of
included Unspecified Psychosis, Alzheimer's Nursing will complete psychosocial
Disease, Depression, Anxety, Episodic Mood assessments of residents with a BIMS
%:s&ferégﬁteeﬂfnﬁf&:ﬁrﬂdﬁgg LB score of less than eight (8). This
Assassment, deted 03/14/14, revealed the facllity audit will be completed for three (3)
assessed Resident #10's cognition as severely residents per week for four (4) )
impalred with a BIMS scora of three (3) which weeks then two (2) per week for six
indlcated the residant was not interviewable. (6) months to determine any issues
Resident #10 expired in the facility on 05/19/14. with staff treatment or abuse.
SRNA#4 alleged LPN #1 placed the resident on H ;
a bare mattress and placed a fitted sheet on top Conce;ns iden ﬁe]f wﬁl b.e §ddressed
of him/her. upon discovery. The Administrator
will report findings monthly to the
Interview with SRNA #4, on 08/13/14 at 10:08 Quality Assurance Performance
AM, revealed she witnessed LPN #1 placing a
fitted sheet on top of Resident #10 while he/she
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lay an a bare mattress. She revealed she did not
report the abuse because LPN #1 had fold staff .
that he and SRNA #1 were untouchable and he Adn.!inistrator, Directc?r of Nursing,
would make life a living hell for anyone who told Registered Nurse or Licensed
on him. Practical Charge nurses supervisors
. _ will review grievances, complaints
10. Record review revealed the facility admitted and allegations daily (includes
Unsampled Resident A on 02/18/13 with Saturday and Sunday) times fourteen
diagnoses which included Senile Dementia, y Y.
Unspecified Psychosls, Anxety, Impulse Control (14) days then atleast five (5) days
Disorder, Diabstes Mellttus and Deprassion. per week times thirty (30) days then
Review of the Quarterly MDS Assessment, dated as determined by the monthly
37" 1 14|- Le‘é“'ladd ﬂ::f“f"ty afse‘-’is"'-;dtm " Quality Assurance Performance
nsampled Residsnt A as cognitively intact with a .
BIMS score of twelve (12) indicating the resident ;mpm"?meﬂt C°;"m'ttﬁe mﬁ
was interviewable. SRNA #14 alleged RN #1 and etermine that abuse allegations are
SRNA#1 laid on the resident’s bed and kissed reported timely, resident is
him/her on the neck against the resident's will on protected from further
more than one {1} occasion. potential abuse as per the Abuse
Interview with Unsampled Resident A, on B
08/13/14 at 9:58 AM, revealed RN #1 and SRNA thoroughly completed. Concerns
#1 laid on the bed with him/her and kissed hisfher identified will be addressed upon
neck and he/she asked them to stop. Unsampled discovery.
Resident A revealed RN #1 and SRNA #1 started
ﬁu’s:‘hing acr;(d Ell’gg hlsgerd be: aﬂ:\;eﬁan tz késs The QA committee consists of at
s/her nack. He/She stated when he/she aske
them to stop, they continued fo laugh at him/her ﬁﬁ::inAdSn; ig;iﬁg;g‘;;?;g:
and this had occurred two (2) or three (3) times in . g_, X . '
the past but he/she had never reported it to Admissions Director, Dietary
anyone, Manager, Activity Director and the
Medical Director.
11, Record review revealed the facility admitted
‘tUnsampled Resident B on 10/08/11 with s }
diagnoses which included Generalized pain, Correction Date: OC)/ A H
Dementia, Alzhelmer's, Anxiety, and Blpolar
Disorder. Review of the Quarterly MDS
Assessment, dated 06/21/14, revealed the facility
assessed Unsampled Resident B's cognition as
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severely Impaired with a BIMS scora of three (3)
indicating the resident was not interviewable,
SRNA #3 alleged the resident recsived a cold bed
bath by SRNA #1 and SRNA #8 and was told to
shut the "F_ _k up” and they did not "have all
night {o get the bath dona” by SRNA #1 when the
rasidant sald he/she was cold. She revealed she
reported the abuse to LPN #2 who was the
Charge Nurse on duty at the time of the alleged
incident. Interview with SRNA#3, on 08/13/14 at
12:00 PM, revealed she was asked by SRNA #1
to stand by and watch SRNA #1 give Resident B
a bath because she was in orientation. She
revesled she was shocked by what she had
witnessed by SRNA #1 as she (SRNA#1) had
poured water on the rasident's head and then the
rest of hisfher body, leaving him/her exposed and
cold, did not rinse the soap from the resident's
body nor wash the resident's backside, rolled the
resident over, dried the mattress, placed an adult
protective davice on the resident, and left him/her
shaking and cold. SRNA #3 ravealed she was
{old by SRNA #1 that she could do & bath her way
sfter she was trained because SRNA #3 was
apologizing to Resident B for the SRNA's actions.

Interview with Housekeeping Alde #1, on
08/13/14 at 3:10 PM, revealed she entered a
resident's room and the resident was nuda sitting
on the commods, crying because SRNA #1 was
mad at her/him because she felt the resident had
an incantinent episode on purpose. She revealad
she never witnessed any abusa to the resident by
SRNA#1 or anyone else. She statad she was in
and out of resident's rooms so often they tell her
things because she will listen to them.

interview with RN #2, on 08/13/14 at 2:00 PM,

revealed she had witnessed LPN #1 being short
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tempered with some residents. An example given
was LPN #1 would harshly tell one resident to "go
sit down", RN #1 stated LPN #1 had "no -
patience" with another resident and she didn't
report LPN #1's behavior because she didn't feel
anything would be done about it.

Interview with the Director of Nursing (DON), on
08/14/14 at 4:05 PM, revealed she had never
witnessed any type of abuse conducted by SRNA
#1, RN #1, or LPN #1, nor had any staff or
resident aver complained of abuse to her.

Interview with the Administrator, on 0B/14/14 at
10:55 AM, ravealed as part of the investigation,
she looked through LPN #1, SRNA#1, and RN
#1's phones and did not find any videos or
pletures of the alleged abuse. She stated the
Kentucky State Police and the local Sheriff were
working together to retrieve eny videos or picturas
if there weare any. Additionally, she revealed she
suspended the three (3) suspected employees on
08/03/14 pending an investigation into the
allegations of abuse; however, SRNA #1 and RN
#1 were able to return to work on 08/14/14
because there was no apparent proof to
substantiate the allegations of abuse. LPN #1
was later terminated from emploeyment on
0B/14/14 related to violating Resident #1's right,
as the resident was denied access to histher
personal property {computer). The Administrator
stated no disciplinary action was taken with the
employees who failed to report the witnessed
abuse but sl staff were reeducated on the
facility's abuse policy and procedure which
included reporting.

**The facility implemented the following actions to
remove the Immediate Jeopardy:
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1. On 08/03/14, the facility suspended RN #1,
LPN #1, and SRNA #1, and then terminated LPN
#1.

2, Audlts ware completed on 08/14/14 and
08/15/14 regarding grievances volced, complaints
or concems Identified, allegations of abuse or
neglect, and positive stafi/resident interaction with
no concerns identified.

3. Residents #3, #4, and #5 recsived skin
assessments and had changs of condition forms
perforrned on 08/03/14 with no concerns
identified. Pain assessments and Social Service
assessments wera also completed on 08/03/14
for the three (3) residents with no concams noted.
Skin assessments were also conductsd on
Residents #1, #2, #6, #7, #8, and #8 on 08/03/14
with no concerns identified related to abuse.
Changes in moods/behaviors were assessed for
Rasidents #1, #2, #6, #7, #8, and #9 on 08/03/14
with no concerns noted.

4. Unsampled Resident A, Unsampled Resident
B, end Unsampled Resident C were assassaed
and interviewed on 08/03/14 related to abuse and
changes of condition with ne concerns identified.

5. Forty-one (41) residents with a BIMS scare of
greater than seven (7) were interviewed by the
Director of Social Services and/ar the Admission
Director, on 08/03/14, with any new concems
identified and followed up on.

6. Skin assessments of forty-two (42) residents
with a BIMS of less than twelve (12) were
conducted on 08/03/14 and no concemns
identified.
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7. Education was provided to the Director of
Nurses (DON) and Administrator by the Regional
Vice Prasident (RVP) on 08/03/14 regarding the
Abuse policy and reporting requirements.

8. One-hundred (100)% re-education began on
08/03/14 and ended on 08/06/14 and included ali
Center and contract employees regarding
sffective systems that ensures each resident
remains free of abuse: Center Abuse Policy
including the need to protect the resident from
potential risk at the time and during the
invesligation, Reporting requirements including
immediate reporting to the Administretor and
appropriate state agencles, Promise of
confidentiality and no fear of retribution,
Employee competency assured using the Abuse
Prevantion Post-fest, the Post-test raviewed and
validated by the Nurse Practice Educator by
08/06/14. HIPPA Privacy Law, and the prohibition
of cell phone usage in resident care areas,
including video or photographs of residents.

As of 08/06114, nine (9) of one-hundred six (108)
employees were not available for Immediate
re-education. Three (3) of the nine (8) employees
were ra-educated by phone as of 08/06/14 and
were re-educated face to face prier to returning to
work, Employees upon hire or who were not
available durlng the timeframe received
education, re-education prior to retuming to work,
Two (2) employees were on leave of absence
(LOA} and had not received tralning, but were to
receive the training prior to returning to work.

Education was also provided to all available
employees in regards to following the resident's
plan of care beginning and ending 08/22/14.
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Seventy-six (78) of one-hundred nine (109)
employees were re-educated. The other thirty-two
(32) employeas wera In-serviced with post tests
completed. The re-education was completed on
08/26/14 and 08/27/14. The staff who received
the education on these lata dates were as
needed (PRN) employess, and were not on the
schedule at all, or were not available. The
re-education was provided by the DON, Assistant
DON, Clinical Reimbursement Manager,
Nutritional Services Director, Director of Socizl
Services, Therapy Program Manager,
Administrative Assistant, Registered Nurse,
Licensed Practical Nurse, Environmental
Servicas Manager or the Payroll Coordinator.
Post tests were reviewed and approved by the
RN Clinical Case Manager on 08/22/14.

Re-education was conducted by the RVP and
Manager of Clinical Operations (MCQ) for the
Administrator on 08/25/14 related to the Abuse
Policy & Procedure and for conducting a thorough
Investigation which has the potential to be
substantiated if the event was alleged by only one
{1) witness.

9. The Administrator's Job Description last
revised 08/01/12 Included the Administrator was
responsible for the Implementation of and
adherence to facility policy and procedures.
Additional support will be provided and was to
continue to be provided by the RVP, MCO, and
Regional Clinical Educator and/or Regional
Director of Human Resources. Beginning
08/02/14, upon notification of an allegad
abuse/neglect the Administrator was to notify the
RVP, MCO, and Regional Clinical Educator fo
validate a thorough investigation will be
immediately initiated with continued support to be

F223
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provided throughout the investigation and
conclusion. This is to occur for every occasion for

every allegation for three (3) months.

10, On 08/03/14, the Administrator and Director
of Nursing (DON) assigned department
managers or nursing supervisors across the three
{3) shifts daily (including Saturday and Sunday x
fourteen (14) days to observe staff/resident
interaction to determine that any allegations were
reported immediately to the Administrator. Any
concems regarding staff interaction or allegations
of abuse or neglect would be called {o the
Administrator or DON by the Shift Supervisor for
review to determine any action to be taken
including staff suspension and/or reporting to the
state agency, If indicated.

11. Audit tool utilized by the Shift Supervisor to
observe staff/resident Interactions was updated
on 08/22/14 to include monitoring staff usage of
call phones, monitoring of using appropriate
language, monitoring of staff providing resident's
privacy, monitoring of bath temperatures and to
determine that any allegations are reporied
immediately. The audits will be completed all
three (3) shifts for five (5) days a week imes
thirty (30) days and then two (2) days a week
across all three (3) shifts times six (8) months
and then as recommended by the Quality
Assurance Performance Improvement (QAPI)
Committes.

12. The Administrator, Social Service Director,
Admisslon Diractor, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Clinical Reimbursament Manager will interview
fifteen (15) employees from all departments

weekly for four (4) weeks, then ten (10) per week
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fimes three {3) months, then five {5) per week for
three (3} months to determine staff understanding
of the abuse policy, reporting allegations to the
Administrator Immediately and that all alisgations
or statements are kept confidential with no fear of
retribution for reporting.

13. The Administrator, Soclal Service Director,
Admisslon Director, Director of Nursing, Asslstant
Director of Nursing, Nurse Practice Educator, or
Clinicat Reimbursement Manager will intsrview
fifteen.(15) residents weekly for four (4) weeks
and then ten {10) per week for three (3} months
and five (5) per week for additional three (3)
months fo determine any issues with staff
treatment or abuse. Concemns identified will be
addressed immediately.

14. The Administrator, Social Service Director,
Admission Diractor, Director of Nursing, Assistent
Director of Nursing, Nurse Practice Educatar, or
Clinical Reimbursement Manager will interview
five (5) family members of residents with a BIMS
score less than elght (8) and review five (5) skin
assessments waekly for four (4) weeks, then two
(2) per week for six (B)months to determine any
Issue with staff treatment or abuse,

15. The Social Senvices Director, Director of
Nursing and Assistant Director of Nursing will
conduct Psychosocial Assessments of residents
with a BIMS score of less than eight (8). This
audit will be completed for three (3) residents a
week for four (4) weeks then two (2) a week for
six (6) months to dstermine any Issues with staff
treatment or abuse.

16. The Administrator, Director of Nursfng,
Registered Nurse or Licensed Practical Nurse

F 223
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Supervisors will review grievances, complaints,
and allegation daily starting on 08/03/14, for
fourtean (14} days and then for five (5) days a
week times thirty (30) days then as detarmined by
monthly Quality Assurance Committee.

17. Poslers were placed throughout the facility
and break room on 08/22/14 which included "We
Care Dialegue Line", "Staff Promises", Eldercare,
and "Core Values".

48. An Ad-Hoc meefing was held on 08/03/14
and the Medical Director was briefed an the
meeting and signad off on the mesting minutes
on 08/04/14 as he was unable to attend.
Trending continues monthly and is to be
conducted on any new issues as needed.

19, The QA Committee consisting of the
Administrater, Director of Nursing, Social
Sarvices Director, Admissions Director, Dietary
Manager, Activity Directer, and Medical Director
was hald on 08/19/14 to review all plans of
compliance regarding the outstanding citations.

**The State Survey Agency validated the
Comective action taken by the facility on 08/29/14
as follows:

1. LPN #1 was terminated on 08/14/14, and RN
#1 and SRNA #1 remained suspended.

2. Review of audits dated 08/14/14 and 08/15/14,
revealed the audits were completed on
grievances voiced, complaints or concermns
Identified, allegations of abuse or neglect, and
positive staffresident interaction with no concermns
identified.
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3. Review of skin assessments, change of
condition forms, pain assessments, Social
Service assessments and changes and mood
and behavior assessments revealed Residents
#3, #4, and #5 had skin assessments, change of
condition forms, Social Service assessments and
paln assessments parformed on 08/03/14 with no
concerns identified. In addition, further review of
the assessments revealed Residents #1, #2, #6,
#7, #8, and #8 had skin assessments and
changes In mood/behavior assessment
completed on 08/03/14 with no concerns
identified.

4, Review of assessments and intarviews, dated
08/03/14, revealed Unsampled Residents A, B,
and C were assessed and Iinterviewed refated to
abuse and changes of condition with no cancams
identified.

5. Review of forty-one {41) interviews conducted
with residents that had a Brief Interview Mental
Status (BIMS) score between eight (8) and fifteen
{15), revealed the interviews were conducted by
the Director of Soclal Services and the Admisslon
Director, on 08/03/14 with any concerns Identified
and eddresssd

6. Reviaw of skin assessments of forty-two (42}
residents with a BIMS of less than twelve (12),
dated 08/03/14 revealed there were no concems
identified.

7. Review of Education Documentation, dated
(08/03/14, revealed the Director of Nurses (DON)
and Administrator received education on the
Abuse Policy and reporting requirements on
08/03/14 by the Regional Vice President (RVP).
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8. Review of Education Documentation, dated
from 08/03/14 through 08/06/14, revealed 100%
of all of the Centar's and contract employees
received re-educatlon and completed a post test
related to the abuse policy, reporting
requirements, promise of confidentiality, and no
fear of retribution, Health Information Privacy
Protection Act {HIPPA) privacy law, cell phone
privacy and prohibition of use of cell phones in
resident care areas and prohibition of videos or
photographs of residents.

Review of Education Documentation, dated
08/22/14 revealed seventy-six (76) available
employees were educated on following the
resident's plan of care.

Review of Education Documentation, dated
08/26/14-08/27/14, revealed the other thirty-two
(32) employees were in-serviced with post tests
completed. The staff who received tha education
on these late dates were as needed (PRN)
employees, were not on the schedule at all, or not
avallable. The ecucation was provided by the '
DON, Assistant DON, Clinical Reimbursement
Manager, Nutritional Services Director, Diractor of
Soctal Services, Therapy Program Manager,
Administrative Assistant, Reglstered Nurss,
Licensed Practical Nurse, Environmental

Services Manager or the Payroll Coordinatar,

Review of Re-education Documentation, dated
08/25/14, revealed the RVP and Manager of
Clinical Operations (MCO) conducted education
for the Administrator related to the Abuse Palicy &
Procedure and for conducting a thorough
investigation which has the potential to be
substantiated if the event was alleged by only one

(1) wilness
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Interviews with Dietary Aide, on 08/29/14 at 2:00
PM, LPN #4 on 08/29/14 at 2:03 PM,
Occupational Therapist Assistant, on 08/29/14 at
2:05 PM, SRNA#12, on 08/29/14 at 2:08 PM,
SRNA#13, on 08/28/14 at 2:10 PM, SRNA#8, on
08/29/14 at 2:15 PM, LPN #6, on 08/20/14 at 2:15
PM, LPN #10, on 08/29/14 at 2:20 PM,
Housekeeping Aide #3, on 08/28/14 at 2:25 PM,
LPN #3, on 08/29/14 at 2:26 PM, Assistant
Activities Director, on 08/29/14 at 2:27 PM, LPN
#9, on 08/29/14 et 2:35 PM, Assistant Director of
Nursing, on 08/28/14 at 3:15 PM, Physlcal
Therapy Assistant, on 08/28/14 at 3:18 PM, and
Minimum Data Set (MDS) Coordinator, on
08/29/14 at 3:35 PM, revealed all had been
inserviced related to abuse, privacy, and dignity
and following the care plans. All were able to
name the types of abuse, reporting abuse and
understoed the importance of following the care
plans end praviding privacy for residents as well
as being respectful of a resident's. dignity.

9. Review of the Adminlstrator's Job Deseription,
revealed the Administrator was responsible for
the implementation of and adherence to facility
policy and procedures. Intarviews conducted, on
08/29/14 with the MDS Coordinator at 8:55 AM,
Dietary Manager at 4:45 PM, and, Social Services
Director at 4:55 PM, revealed no other allegations
of abuse had been presented since the initial
allegations on 08/02/14.

10. Review of audits conducted on all thrae shifts
on 08/03/14 through 08/17/14 revealed
Department Managers or Nursing Supervisors
observed staff/resident interactions. Mo concems
Identified were identified. Audit tools ongoing.
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11. Review of Audits Tools, revealed the Shift
Supervisor was conducting audits to monitor for
staffs call phone usage, using appropriate
languags, resident's privacy, monitoring of bath
temperatures and to determine that any
allegations were reportad immediately were
completed for all thres (3) shifts, five (5} days a
week through 08/29/44. Review of the audits
revealed no concems. Audit tools ongoing

12. Review of the PI Tools revealed the
Administrator, Social Service Director, Admisslon
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Relmbursement Manager interviewed fifteen (15)
employees from all depariments weekly through
08/29/14 to determine staff understanding of the
abuse policy, reporting allegations to the
Administrator immediately and all allegations or
statements are kept confidential with no fear of
retribution for reporting. No concams wera
Identified. P! toals ongoing.

13. Review of resident interviews revealed the
Administrator, Social Sarvice Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager completed fifteen {15)
resident intervisws weekly through 08/28/14
related to staff treatment and abuse. Audit sheets
ongoing.

14. Review of resident family interviews and skin
assessments for residents with a BIMS of less
than seven (7) revealed the Administrator, Secial
Service Director, Admission Director, Diractor of
Nursing, Assistant Director of Nursing, Nurse
Practice Educator, or Clinical Reimbursement
Manager conducted five (5) family interviews and

F 223
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rasident skin assessments on 08/28/14 and are
to continue for four (4) weeks times one (1)
month and then two (2) a weak times six (6)
months.

15. Review of psychosocial assessments, on
08/29/14, revealed tha SSD, DON, or ADON
completed these assessments for three (3)
residents with a BIMS score of eight (8). The
assessments were ongoing.

16. Review of the grievances, complaints, and
allagation daily monitoring revealed starting on
0B/03/14 the Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors monitored daily for fourteen (14)
days and then for five (5) days a week up to
08/26/14.

17. Observation reveeled posters for "We Care
Dialogue Line", "Staff Promises”, Eldercare, and
"Cora Values" were on the walls throughout the
facility and in the breakroom.

18. Review of Ad-Hoc meeting minutes dated
08/03/14 revezled the Medical Direcfor was
briefed on the meeating and signed off on the
mesting minutes on 08/04/14 as he was unable to
attend.

19. Review of the QA Committee minutes, dated
08/19/14, revealed a meeting consisting of the
Administrator, Director of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activity Director, and Medical Dirsctor
was held and they reviewed all plans of
compllance regarding the outstanding citations.

483.13(cH N(W-{i), (€)(2) - (4)

F223

F 225
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. 1) The allegation of abuse regarding
Fszz_i ﬁ&";gﬁg::;éfg:; F225| Resident #4 and #5 was reported to
ALLEGATIONS/NDIVIDUALS the Administrator on 8/2/14 by the

The facility must not employ individuals who have
been found guilty of ebusing, neglecting, or
mistresting residents by a court of law; or have
had a finding entered into the State nurse alde
registry concearning abuse, neglect, mistreatment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facllity staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all slleged violations
involving mistreatment, neglect, or abuse,

"including injuries of unknown source and

misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law

.| through established procadures (including to the

State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is In progress.

The results of all investigations must be reported
{o the adminisirator or his designated
representative and to other officals in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and Iif the alleged vioiation Is verified
eppropriate corrective action must be taken.

Director of Marketing from an
anonymous source. Initial report to
Office of Inspector General and Police
Department was completed by
Administrator on 08/03/2014.

Residents’ #6 and #7 allegation of
abuse was reported to the
Administrator on 08/03/2014 by a
Licensed Practical Nurseand a
Registered Nurse. Initial report to the
Office of Inspector General was
completed on 08/04 /2014 by the
Administrator.

Resident’s #1, #2, #8, #9 and #10
allegation of abuse was reported to
the Administrator on 08/05/2014 by
Director of Social Services, Licensed
Practical Nurse and Certified Nursing
Assistant. Initial report to the Office
of Inspector General was completed
on 08/06/2014 by the
Administrator.

The Office of Inspector General
identified allegations of abuse
regarding un-sampled Residents A
and B during their investigation.
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Resident A has a BIM score of twelve
F 225 Continued From page 28 P2z (12). He/she was interviewed on
This REQUIREMENT Is not met as evidenced 08/03/2014 to determine if the
by: resident has experienced or
Based on intervisw, record review, and review of witnessed any abuse in the center.
the facility's policy and procedure, it was No other issues were identified by
determined the facllity failed to have an effective this resident.
system to ensure staff reported observad
incidents of abuse/mistreatment for nine {(9) of ten . R
(10) sampled residents (Residents #1, #2, #4, #5, Resident A was interviewed on
#6, #7, #8, #9, and #10) and two (2) of three (3) . 08/11/2014 by a region staff
unsampled residents (Unsampled Residents A member and expressed no concerns.
and B). (Refer to F223} Resident A has had Social Services
Licensed Practical Nurse (LPN) #1, Registered m.ct':}':imriig Ll d°" %8{12 i
Nurse (RN} #1, and State Registered Nurse Aide with ho change In mood or behavier )
{SRNA)} #1, were alleged to have abused and noted.
mistreated Residents #1, #2, #4, #5, #6, #7, #8,
#9, and #10. In addition, it was alleged RN #1 and Resident B has a BIM score of three
SRNA#1 abused three (3) unsampled residents, (3). He/she had a head to toe skin
{Unsampled Resldents A and B). The alleged assessment by the Director of
abusers all worked an second (2nd) shift together .
and the alleged abuse occurred on the second Nursing, Assistant Director of
shift with no particular dales. The allegations of Nursing or Licensed Practical nurse
abuse included verbal, physical and mental and he/she was assessed for signs
abuse. Staff was aware of the alleged abuse but and symptoms of bruising,
falled to report the abuse to the Administrator for tearfulness and change in behavior
fear of retaliation from LPN #1 and the .
Administrator. on 08/03/2014. No other issues
were identified for this resident.
The facility's failura to ensure staff reportad Interviews with staff and residents ,
observed incidents of abuse, neglact, and on 08/03/14 revealed no allegations
mistreatment has caused or Is Fkely to cause involving this resident. Resident B
serlous injury, hamm, impairment or death to a has had Social Services monitoring
resident. Inmediate Jeopardy was identified on
08/14/14 and determined to exist 08/02/14, The with a note on 08/21/14 with no
facility was notified of Immediate Jeopardy on change in mood or behavior noted.
08/1414. An acceptable Allegation of Compliance
{AoC) was received on 08/29/14 and the State Licensed Practical Nurse (LPN) #1,
Survey Agency validatad the Immediate Jeopardy Stamﬂggis.tmd_hlmsg Aide (SRNA)
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#1 & Repistered Nurse (RN} #1 were
F 225 | Continued From page 29 F 225 g (RN)

was removed on 0B/28/14, as alleged. The
Scope and Severity was lowered to a "F" while
the facllity develops and implements the Plan of
Correction (PoC); and, the facility’s Quality
Assurance {(QA) monitors the effectiveness of the
systemic changes.

The findings Include:

Review of the facility's Policy and Procedure
titted, "Abuse Prohibition®, dated 07/01/13,
ravealed any staff who witnassed an incident of
suspected abuse or neglect should tell the abuser
to stop immediately and report the incident to
his/her supervisor immediately. The notified
Supervisor should report the suspected abuse
immedlately to the Administrator or designee and
other officials in accordance with state law.

Interviews with LPN #5 and SRNA #4, revealed
alleged abuse had besen witnessad involving LPN
#1, SRNA #1 and RN #1 towards a total of twelve
(12) residents. However, the alleged abuse was
not reported to the Administrator or designee at
the time of the witnessed incidents per the
facllity's pollcy and procedure for fear of
retaliation from LPN #1 and the Administrator.

Interview with LPN #5, on 08/12/14 at 10:53 AM,
revaaled he was aware of staff mistreating and
abusing the residents but did not regort the abuse
because he felt nothing was going to be done
about it and if he did repori it the parson who was
reported would know who had reported him/her.

Intarview with LPN #2, on 08/13/14 at 11:11 AM,
revealed she did not report the abuse she
witnessed LPN #1 doing because she feit

intimidated by him and he was allowed to do

not working and not scheduled to
work on 8/2/14. Staff at the center
was instructed by the Administrator
not to call anyone in to work without
administrator notification. These
three (3) employees were suspended
on 8/3/14 by the Administrator and
Nurse Practice Educator. LPN #1
was terminated on 08/14/2014, and
SRNA #1 along with RN #1 was
terminated on 09/03/2014 by the
Administrator.

Residents #4 and #5 were assessed
by the Director of Nursing, Assistant
Director of Nursing or a Licensed
Practical nurse on 08/03/2014.
Neither of these residents was found
to have s/s of bruising, tearfulness or
other s/s of emotional harm.

Residents #4 and #5 were
independently re-assessed again by
a Licensed Practical nurse and the

Social Services Director on
08/03/2014 with no concerns
identified.

Residents #1, #2, #6, #7, #8 and #9
were also assessed by a Registered
Nurse or a Licensed Practical nurse
on 8/3/2014. None of these
residents were found to have s/s of
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b tearfulness s/s of
F 225 | Continued From page 30 F 225 e:nu ;ﬁgﬁ' al harm L LE
anything he wanted. Additionally, she reported )
LPN #1 told her if she told on him he would makea .
her life & “living hell". LPN #2 further revealed Resident #10 no longer resides in
when she had to work with someone who was facility prior to 08/02/2014.
repeatedly cursing and yelling at the ;
Adminisirator, then she did not feel comforiable Resident A has a BIM score of twelve
reposting that peron (LPN #1) o the (12). He/she was interviewed on
or. N
Administrat 08/03/2014 to determine if the
Interview with SRNA #4, on 08/13/14 at 10:08 resident has experienced or
AM, revealed she did not raport the alleged witnessed any abuse in the center.
witnessed abuse by LPN #1 because she felt No other issues were identified by
threatened by LPN #1 because he told staif he this resident.
and SRNA #1 were untouchable and if they told . .
on them thelr lives would "be a living hell". Resident A was inten{ iewed on
08/11/2014 by a region staff
Interview with SRNA #9, on 08/15/14 at 11:10 AM, member and expressed no concerns.
revealed she did not report the abuse because Resident A has had Social Services
Resident #1 was the Administrator's relative and monitoring with a note on 08/21/14
told her things ail the time; therefore she was : .
sure the Administrator knew how Resident #1 With dno change in mood or behavior
was being treated by LPN #1. Lliized
Interview with SRNA #3, on 08/13/14 at 12:00 PM Resident B has a BIM score of three
revealed she did not report the allegations of (3], He/she had a head to toe skin
abuse to the Administrator because she told the assessment by the Director of
Charge Nurse on duty and expected her ta follow Nursing, Assistant Director of
up with the Administrator. . .
Nursing or Licensed Practical nurse
Interview with SRNA #2, on 08/11/14 at 2:50 PM, and he/she was assessed for signs
revealed she did not report the abuse by LPN #1 and symptoms of bruising,
to anyone because LPN #1 had a history of being tearfulness and change in behavior
verbally abusive with staff, family, and residsnis. 2 o s
She revealed she had reported him on 08{(?3/ tif[i!::f fzhj's:hreel;;zsel;liis
approximately one (1) year ago end he had made LS ) = - o N
life miserable for her ever since. SRNA stated Interviews with staff and reSIden.ts
LPN #1 was her supervisor and she would not on 08/03/14 revealed no allegations
elaborate on what LPN #1 did to her. involving this resident. Resident B
has had Social Services monitoring
Event 1D TPFWT1 Feclity ID: 100680 I continuation sheat Page 31 of 122
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F 225 | Gontinued From page 31 F 228 with a note on 08/21/14 with no

Interview with LPN #8, on 08/15/14 at 11:58 AM,
ravealed she did not report what she witnessed
because she did not feel anyone would belleve
her as she had seen in meetings how LPN #1
spoke rudely to the Administration and got away
with It.

Interview with the Administrator, on 08/20/14 at
1.00 PM, revealed there had been no reports of
mistreatment or abuse of residents until they
received an anonymous call on 08/02/14 alleging
abuse and they began questioning staff about the
abuse. She stated she knew of no reason why
any employee would not come {o her or other
administrative staff and report abuse. She
revealed there was one time the Director of
Nursing (DON) counseled LPN #1 and he
returned to the fioor telling co-workers, (no
names), "they didn't do anything to me";
therefore, she felt the staff may feel it would not
do them any good to report anything to her. She
reveaied SRNA #2 told staff she reported LPN #1
about a year ago and since then he had treated
her badly. She stated even though she was
aware of this she did not {ake any acfion to
ensure staff would report any witnessed
abuse/neglect. The Administrator further
revealed she had always encouraged staff to
come to her with any lssues and If they did she
would not reveal the person's name who came to
her.

Further interview with the Administrator, on
08/20/14 at 1:00 PM, revealed the alleged
perpetrators were suspended pending the
facllity’s completion of the Investigation.
However, the alleged perpetrators were allowed
to return to work, while the facility was sfill in

Immediate Jeopardy, during the survey. Per the

change in mood or behavior noted.

Audits were completed on 8/14/14
and 8/15/14 regarding grievances
voiced, complaints or concerns
identified, allegations of abuse or
neglect, and positive staff/resident
interaction with no concerns

- lidentified.

Licensed Practical Nurse (LPN) #5,
LPN #2, State Registered Nurse Aide
(SRNA) #4 was re-educated on
08/03/2014 by R.N. Nurse Practice
‘Educator on reporting requirements
including immediate reporting to the
Administrator and appropriate state
agencies.

2) Cenisus on August 3, 2014 was
seventy two (72) SNF/NF residents.
Forty one (41) residents were
interviewed, with a BIMS score of
greater than seven (7), by the
Director of Social Services or the
Admission Director, beginning on
08/03/2014 and completing on
08/05/2014 to determine if the
resident has experienced or
witnessed any abuse in the center.
No other issues were identified by
these residents.
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Census on August 3, 2014 was
25 i .
- Edor‘:;:;:datz:om p:::l':::did not substantiate re Seventy two (72) SNF/NF I
, e | uosianiaie any o
of the abuse allegations due to the lack of Forty Lt (41) r esidents were £
physical evidence of abuse. The Administrator interviewed, with a BIMS score o
revealed she would not substantiate abuse based greater than seven (7). Forty two
on witness stalements only. She stated LPN #1 (42) residents with a BIMS score less
was terminated for falling to follow facllity policy than twelve (12) received a head to
and procadures for violating resident rights : e Dir
regarding Resident #1's computer and State t?ilsmr! asszisp't:anttbg'th " e;:tor
Reglstared Nurse Alde (SRNA) #1 and of Nursing, Assistant Uirector o
Registerad Nurse (RN} #1 were allowed to return Nursing or Licensed Pra.ctlcal nurse
to work on 08/14/14; while the survey was still in and were assessed for signs and
progress. symptoms of bruising, tearfuiness
AV S and change in behavior on
oo :,Iet‘l’m"':f:drlgfe"idop: rdy! owing chions o 08/03/2014. No other issues were
’ identified for these residents.
1. On 0B/03/14, the facllity suspended RN #1,
LPN #1, and SRNA #1, and then terminated LPN Director of Nursing, Assistant
#1. Director of Nursing, Nurse Practice
E A ical Records Director,
2. Audits were completed on 08/14/14 and D?;?;E:_ro?ds%i;? Services and
08/15/14 regarding grievances voicad, complaints L ! o i .
or concems dentified, allegations of abuse or Director ofA.d.mlssu'.ins interviewed
neglect, and positive stafifresident interaction with 100% of facility and contract staff to
no concems identified. identify any additional abuse
Resi . 4 sk allegations beginning on
3. Residents #3, §4, and #5 rscslvad skin 08/03/2014 through 08/06/2014.
assessmeants and had change of condition forms Al identified d
performed on 08/03/14 with no concems concerns i entified were reporte
identified. Pain assessments and Sociel Service to appropriate agencies.
assessments were also completed on 08/03/14
for the three (3) residents with no concems noted. 3) The Director of Nurses and
Skin assessments were also conducted on Admini tor were-re-educated
Reslidents #1, #2, #6, #7, #8, and #© on 08/03/14 g /31;!}111.1‘1‘5;!‘3 the Regiona! Vice
with no concemns identified related to abuse. y El , .
Changes in moods/behaviors were assessed for President _°f Operations .r'egardlng
Residents #1, #2, #6, #7, #8, and #9 on 08/03/14 Abuse Policy and reporting
with na coancems noted. requirements.
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Nurse Practice Educator,
F 225 i " A
Confinued From - 33 F225 Administrator, Administrative
4, Unsampled Resident A, Unsampled Reslident Assistant. Director of Marketin
B, and Unsampled Resident C were assessed SS51S n ] 1 ' ; B
and interviewed on 08/03/14 related to abuse and & Admissions, Social Services
changes of candition with no concarms Identified. Director, Therapy Program manager,
Environmental Services Supervisor,
greater than seven (7) were inlenviewed by the . .
Director of Social Services andfor the Admission G GO IR e RC A s
Director, on 08/03/14, with any new concerns .
identified and addrassed. Practical Nurse has provided 100%
re-education beginning on
6. Skin assassments of forty-two (42) residents 08/03/2014 and ending on
with a BIMS of less than twelve (12) were 08/06/2014. This re-education
;.:’oenndﬁt:-;tded Rl e included all center & contract
employees regarding an
7. Education was provided to the Director of effective system that ensures
Nurses (DON) and Administrator by the Regional each resident remains free of
Vice Prasident (RVP) on 08/03/14 regarding the abuse:
Gl O e ST LS o (Center Abuse Policy including
8. One-hundred {100)% re-education began on need to protect the rgsndent from
08/03/14 and ended on 08/06/14 and included all potential risk at the time and
center and contract employees regarding during the investigation.
effective systems that ensures each resident o Reporting requirements including
remains free of abuse: . . ,
Center Abuse Policy including the need to protect Em.eqla;ea:eporgng ) the. t
the resident from potential risk at the time and TNIn:s .or Gl o) e 2o
during the investigation. state agencies.
Reporting requirements including immediate. ¢ Promise of confidentiality and no
reporiing to the Administrator and appropriate fear of retribution.
stata agencies.
Promise of confidentiality and no fear of ° En_lplotiee ;12 mpeptency iissured ¢
ratributian, Employea competency assured using using te Abuse rreven 0"_ ety
the Abuse Prevention post-test Post-test test.
reviewed and validated by the Nurse Praclice o Post-test reviewed and validated
Educator by 08/08/14. HIPPA Privacy Law. by the Nurse Practice educator by
The prohibition of cell phone usage in resident 08/06/2014.
care areas, including video or phofographs of
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residents.

As of 08/06/14, nine (9) of one-hundred six (106)
employees were not available for immediate
ra-education. Three (3) of the nine (9) employees
were re-educated by phone as of 08/06/14 and
were re-aducated faca to face prior to returning to
work, Employees upon hire or who were not
avallable during the timeframe received
education, re-education pricr to returning to work.
Two (2) employees were on leave of absence
{LOA) and had not received training, but wera to
receive the fraining prior to returning to worlk.

Education was also provided to all available
employees in regards to following the resident's
plan of care beginning and ending 08/22/14.
Seventy-six (76) of one-hundred nine (109)
employees were re-educated. The other thirty-two
(32) employses were In-serviced with post tests
completsd. The re-education was completed on
08/26/14 and 08/27/14. The staff who recelved
the education on thess late dates were as
needed (PRN) employees, and were not on the
schedule at all, or wera not available. The
re-education was provided by the DON, Assistant
DOMN, Clinical Reimbursement Manager, A
Nutritional Services Director, Directer of Social
Services, Therapy Program Manager,
Administrative Assistant, Registered Nurse,
Licensed Practical Nurse, Environmental
Services Manager or the Payrall Coordinator.
Post tests wera reviewed and approved by the
RN Clinical Case Managear on 08/22/14.

Re-education was conducted by the RVP and
Manager of Clinical Operations (MCO) for the
Administrator on 08/25/14 related to the Abuse

Policy & Procedura and for conducling a thorough

e The prohibition of cell phone
usage in resident care areas,
including video or photographs of
residents.

LPN #5 was reeducated on
02/05/2014,05/01/2014 and
08/03/2014 during 2014 & upon
hire on 09/25/2013 on Abuse &
neglect to include immediately
reporting to the Administrator &/or
Director of Nursing.

LPN #2 was reeducated on
02/05/2014,05/01/2014 and
08/03/2014 during 2014 & upon
hire on 05/21/2013 on Abuse &
neglect to include immediately
reporting to the Administrator &/or
Director of Nursing.

SRNA #4 was reeducated on
02/05/2014,05/01/2014 and
08/03/2014 during 2014 & upon
hire on 04/01/2013 on Abuse &
neglect to include immediately
reporting to the Administrator &/or
Director of Nursing.

As of 08/06/2014 date, only nine (9)
of one hundred six (106) employees
were not available for immediate re-

education. Three (3) of the nine (9}
- ed by
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investigation which has the potential to be Emol g Bkt
substantiated if the event was alleged by only one Lo u;?on . .
(1) witness. currently available during this
timeframe will have education/ re-
2. Tha Administrator's Job Description last education noted above completed
ravised 08/01/12 included the Administrator was prior to returning or beginning work
responsible for the implementation of and by the Administrator, Nurse Practice
adherence to facility policy and procedures. . E'N th
Additional support will be provided and was to Edu-cator, [?lrector or Nurses arthe
continus to be provided by the RVP, MCO, and Assistant Director of Nurses.
Regicnal Clinical Educator and/or Regional
Director of Human Resources. Beginning On August 25, 2014 center
08/02/14, upon notiﬁcailion of an alleged Adminiétrator was jointly re-
abuse/neglect the Administrator was to notify the . .
RVP, MCO, and Regional Clinical Educator to educated by Reg_ional Vice President
validate a thorough investigation will be of Operations (via telephone) and
immediately inltiated with continued support to be Regional Manager of Clinical
provided throughout the investigation and Operations (in person) regarding the
conclusion. This is to occur for every occasion for centers Abuse Policy and Procedure
every allegation for thrae (3) months. to include conducting a thorough
10. On 0B/03H14, the Administrator and Director investigation which has the potential
of Nursing (DON) assigned depariment to be substantiated if the event was
managers or nursing supervisors across the three alleged by only one witness.
(3) shifts daily (including Saturday and Sunday x
fourteen {14) days to| observe stafffresident 4) The Center Administrator is
Interaction to determine that any allegations are .
reportad immediately to the Administrator. Any responsible for the lmp_le‘ment%tlon
concems regarding staff interaction or allegations _ of and adherence to facility po}lcy )
of abuse or neglect would be called to the and procedures. Center oversight is
Administrator or DON by the Shift Supervisor for provided by the Administrator,
review to determine any action to be taken Director of Nursing Services,
including staff suspension and/or raporting to the Assistant Director of Nursing
Lk il Services and the Charge Nurseson a
11. Audit tool ulilized by the Shift Supervisor to daily basis.
observe stafi/resident interactions was updated
on 08/22/14 to include monitoring staff usage of Beginning on August 2, 2014, upon
cell phones, menitoring of using appropriate
Evont 1D: TPFW11 Fasility ID; 100830
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language, menitoring of staff providing resident's
privacy, menitoring of bath temperatures and to
determine that any allegations are reported
immediately. The audits will be completed all
thrae (3) shifts for five (5) days a week times
thirty (30) days and then twa {2) days a week
across &ll three (3) shifts times six (6) months
and then as recommended by the Quality
Assurance Performancea Improvement (QAPI}
Committee.

12. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Diractor of Nursing, Nursa Practice Educator, or
Clinical Reimbursement Manager will interview
fifieen {15) employeas from all depariments
waekly for four (4) weeks, then ten (10) per week
times three (3) months, then five (5) per week for
threa (3) months to determine staff understanding
of the ebuse policy, reporting allegations to the
Administrator immediataly and that all allegations
or statements are kept confidential with no faar of
retribution for reporting. 7

13. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Diractor of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview
fifteen (15) residents waekly for four (4) weeks
and then ten (10) per waek for three (3) months
and five (5) per week for additional three (3}
months to determine any issues with staff
treatment or abuse, Concerns identified will be
addressed immediately.

14. Tha Admintstrator, Social Service Director,
Admission Director, Diractor of Nursing, Asslstant
Director of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will interview
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neglect the administrator will notify
Regional Vice President of
Operations, the Regional Manager of
Clinical Operations or the Regional
Clinical Educator to validate a
thorough investigation will be
immediately initiated with continued
support to be provided throughout
the investigation and conclusion.
This will occur for every allegation
for three (3) months.

On 8/3/14, Administrator and
Director of Nursing assigned
Department Managers and/or nurse
supervisors across the three (3)
shifts daily (includes Saturday and
Sunday) times fourteen ( 14) days to
observe staff/resident interaction
and to determine that any allegations
are reported immediately to the
Administrator. Any concerns
regarding staff interaction or
allegations of abuse or neglect will be
called to the Administrator or
Director of Nursing by the Shift
Supervisor for review to determine
any action to be taken including staff
suspension and/or reporting to the
state agency if indicated.

The audit tool utilized by the Shift
Supervisor to observe staff/resident

interaction was updated on 8/22/14
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five {5) family members of residents with a BIMS
score less than eight (B) and review five (5) skin
assassments weekly for four (4) weeks, then two
{2) par wask for six {6)months to determine any
issue with staff treatment or abuse.

15. The Social Services Director, Director of
Nursing and Assistant Diractor of Nursing will
conduct Psychosocial Assessments of residents
with a BIMS score of less than eight (8). This
audit will be completed for thres (3) residents a
waek for four (4) weeks then two (2) a waek for
six (6) menths o determine any Issues with staff
treatment or abuse.

16. The Administrator, Diractor of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors will review grievances, complaints,
and allegation daily starting on 08/03/14, for
fourteen (14) days and then for five {5) days a
waek imes thirty (30) days then as delermined by
monthly Quality Assurance Committee.

47. Posters were placed throughout the facility
and break room on 08/22/14 which included "We
Cara Dialogue Line", "Staff Promises", Eldercars,
and "Core Values".

18. An Ad-Hoc meeting was held on 08/03/14
and the Medical Director was briefed on the
meeting and signed off on the meeting minutes
on 08/04/14 as he was unable to attend.
Trending continies monthly and Is to be
conducted on any new issues as needed.

19, The QA Commities consisting of the
Administrator, Director of Nursing, Social
Services Director, Admissions Director, Dietary

Manager, Activity Director, and Medical Director

to include appropriate language, to
monitor staff usage of cell phones,
monitoring of staff providing
residents privacy, monitoring of bath
temperatures and to determine that
any allegations are reported
immediately. Concerns identified
will be addressed upon discovery.
These audits will be completed
across all three (3) shifts for five (5)
days per week times thirty (30) days
then two (2) days a week across all
three (3) shifts six times (6) months
then as recommended by the
monthly Quality Assurance
Performance Improvement
Committee.

F 225

Administrator, Social Services
Director, Admissions Director,
Director of Nursing, Assistant
Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement
Manager will interview fifteen (15)
employees from all departments
weekly for four (4) weeks and then
ten (10) per week for three (3)
months than five {5) per week for
three (3) months to determine staff
understanding of the abuse policy,
reporting allegations to the
Administrator immediately, and that
allegations or statements are kept
confidential with no fear of

retribution for reporting. Concerns
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was held on 08/19/14 to review all plans of
compliance regarding the outstanding citations.

**The State Survey Agency valldatad the
Corractive action taken by the facliity on 08/29/14
as follows:

1. LPN #1 was terminated, RN #1 and SRNA#1
remained suspended.

2. Review of audits dated 08/14/14 and 08/15/14,
revegled the audits wers completed an
grisvances voiced, complaints or concems
identified, allegations of abuse or neglect, and
positive staff/resident interaction with no concems
identified.

3. Review of skin assessments, change of
condition forms, paln assessments, Social
Service assessments and changes and mood
and behavior assessments revealed Residents
#3, #4, and #5 had skin assessments, ¢change of
condition forms, Social Service assessments and
pain assessments performed on 08/03/14 with no
concerns [dentified. In addition, further review of
the assessments revealed Resldents #1, #2, #6,
#7, #8, and #9 had skin assessments and
changes In mood/behavior assessment
completed on 08/03/14 with no concams
identified.

4. Review of assessments and Interviews, dated
08/03/14, revealed Unsampled Residents A, B,
and C were assessed and interviewed related to
abuse and changes of condition with no concams
identified.

5. Review of forty-one (41) interviews conducted
with residents that had a Brief Interview Mental

discovery. The Administrator will
report findings monthly to the
Quality Assurance Performance
Improvement Committee for further
recommendations.

Administrator, Soclal Services
Director, Admissions Director,
Director of Nursing, Assistant
Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement
Manager will interview fifteen (15)
residents weekly for four (4) weeks
and ten (10) per week for three (3)
months than five (5) per week for
three (3) months to determine any
issues with staff treatment or abuse.
Concerns identified will be addressed
upon discovery. The Administrator
will report findings to the Quality
Assurance Performance
Improvement Committee monthly
for further recommendations.

Administrator, Social Services
Director, Admissions Director,
Director of Nursing, Assistant  *
Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement
Manager will interview five (5)
family members of residents with a
BIMS score of less than eight (8), and
review of five (5) skin assessments
weekly for four (4) weeks then two
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Status (BIMS) score between eight (8} and fiftsen
{15), revealed the interviews weara conducted by
the Director of Social Services and the Admission
Director, on 08/03/14 with any concerns identiffied
followed up on.

6. Review of skin assessments of forty-two (42)
residents with a BIMS of less than twelve {12),
dated 08/03H4 revealed there were no concerns
identified.

7. Review of Education Documentation, dated
08/03/14, revealsd the Director of Nurses (DON)
and Administrator recelved education on the
Abuse Policy and reporting requirements on
08/03/14 by the Regional Vice President (RVP).

8. Review of Education Documentation, dated
from 08/03/14 through 08/06/14, revealed 100%
of all center and contract employees racetved
re-education and completed a post test related to
the abuse pollcy, reporting requirements, promise
of confidentiality, and no fear of retribution, Health
Information Privacy Protection Act (HIPPA)
privacy law, cell phone privacy and prohibition of
use of cell phones in resident care areas and

'| prohibition of videos or photographs of residents.

Review of Education Documentation, dated
08/22/14 ravealed seventy-six (76) available
employees were educated on following the
resident's plan of care.

Review of Education Documentation, dated
08/26/14-08/27114, revealed the other thirty-two
(32) employees were In-serviced with post tests
completed. The staff who received the education
on these late dates were as needed (PRN)
employees, wera not on the schedule at all, or not
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determine any issues with staff
treatment or abuse, Concerns
identified will be addressed upon
discovery. The Administrator will
report findings monthly to the
Quality Assurance Performance
Improvement Committee for further
recommendations.

Social Services Director, Director of
Nursing or Assistant Director of
Nursing will complete psychosocial
assessments of residents with a BIMS
score of less than eight (8). This
audit will be completed for three (3)
residents per week for four (4)
weeks then two (2) per week for six
{(6) months to determine any issues
with staff treatment or abuse.
Concerns identified will be addressed
upon discovery. The Administrator
will report findings monthly to the
Quality Assurance Performance
Improvement Committee monthly
for further recommendations.

Administrataor, Director of Nursing,
Registered Nurse or Licensed
Practical Charge nurses supervisors
will review grievances, complaints
and allegations daily (includes
Saturday and Sunday) times fourteen
(14) days then at least five (5) days
per week times thirty {30) days then
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. pag . Quality Assurance Performance
available. The education was provided by the i £C ittee t
DON, Assistant DON, Clinical Reimbursement mprovement Lommittee to
Manager, Nutritional Services Director, Director of determine that abuse allegations are
Social Services, Therapy Program Manager, reported timely., resident is
Administrative Assistant, Registered Nurse, protected from further potential
Licensed Practical Nurse, Environmental abuse as per the Abuse Policy and
Services Manager or the Payroll Coordinator. that investigations are thoroughly
Review of Re-education Documentation, dated completed. Concerns identified will
08/25/14, revealed the RVP and Manager of be addressed upon
Clinicat Operations (MCO) conducted education discovery.
for the Administrator related to the Abuse Policy &
|F‘mceciure and for conducting a thorough The QA committee consists of at
nvestigation which has the polential to be ) . .
substantiated if the event was alleged by only one least: Admlmstrator.', DlreFtor of
{1) witness Nursing, Social Services Director,
Admissions Director, Dietary
Intervisws with Dietary Aids, on 08/208/14 at 2:00 Manager, Activity Director and the
PM, LPN #4 on 08/26/14 at 2:03 PM, Medical Director.
Occupational Therapist Assistant on 08/29/14 at
2:05 PM, SRNA #12, on 08/29/14 at 2:08 PM, .
SRNA#13, on 08/20/14 at 2:10 PM, SRNA#8, on Completion Date : oq‘\g,\rq
08/28/14 at 2:15 PM, LPN #6, on 08/29/14 at 2.15
PM, LPN #10, on 08/29/14 at 2:20 PM
Housekeeping Aide #3, on 08/29/14 at 2:25 PM,
LPN #3, on 08/29/14 at 2:26 PM, Assistant
Activities Diractor, on 08/28/14 at 2:27 PM, LPN
#0, on 08/28/14 at 2:35 PM, Assistant Director of
Nursing, on 08/29/14 at 3:15 PM, Physical
Therapy Assistant, on 08/28/14 at 3.16 PM, and
Minimum Data Set (MDS) Ceordinator, on
08/29/14 at 3:35 PM, revealed all had been
inserviced related to abuse, privacy, and dignity
and following the care plans. All were abls to
name the types of abuse, reporling abuse and
understood the importance of following the care
plans and providing privacy for residents as well
as belng respectful of a resldent's dignity.
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9. Review of the Administrator's Job Description,
ravealed the Administrator was responsible for
the implementation of and acherence to facility
policy and procedures. Interviews conducted, on
08/29/14 with the MDS Cocrdinator at 8:55 AM,
Diatary Manager at 4:45 PM, and, Social Services
Director at 4:55 PM, revealed no cther allegations
of abuse had been presented since the initial
allegations on 0B/02/14,

10. Review of audits conducted on alt three shifts
on 08/03/14 through 08/17/14 revealed
Department Managers or Nursing Supervisors
observed staff/resident interactions. No concems
identified were identified. Audit tools ongoing.

11. Review of Audits Tools, revealed the Shift
Supservisor was conducting audits to menitor for
staffs cell phone usags, using appropriale
language, resident’s privacy, monitoring of bath
temperatures and to delermine that any
allegations were reported fmmediately wera
completed for all three (3) shifts, five {5) days a
week through 08/29/14. Review of the audits
revealed no concerns. Audit tools ongoing

12. Review of the Pl Tools revealed the
Administrator, Soclal Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager interviewed fifteen (15)
employees from all departmants weekly through
08/29/14 to determine staff understanding of the
abuse policy, reporting allegations to the
Administrator immediately and all allegations or
statemants are kept confidential with no fear of
refribution for reporting. No concems were
identified. Pl tools ongoing.

FORM CMS-2567{02-89) Previcus Veraions Obsolsts

Evenl ID: TPFWAL

Facllly ID; 100580

If continuation shest Page 42 of 123




PRINTED: 10/15/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: R COMPLETED
c
185401 B. WING 08/29/2014
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EDMONSON CENTER §13 8. MAW ST.
BROWNSVILLE, KY 42210
4 1o SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
F 225 | Continued From page 42 F 225

13. Review of resident interviews revealed the
Administrator, Soclal Service Director, Admission
Director, Director of Nursing, Assistant Diractor of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager completed fifteen (15)
resident interviews weekly through 08/28/14
related to staff treatment and abuse. Audit sheets
ongoing.

14. Review of rasident family interviews and skin
assessments for residents with a BIMS of less
than sevan (7) revealed the Administrator, Social
Service Director, Admission Director, Director of
Nursing, Assistant Director of Nursing, Nurse
Practice Educator, or Clinical Reimbursement
Manager conducled five (5) family interviews and
resident skin assessments on 08/28/14 and are
to continue for four (4} weeks times one (1)
month and then two {2) & week times six (6)
months.

16. Review of psychosocial assessments, on
0B8/29/14, revealed the SSD, DON, or ADON
completed these assessments for three (3)
residents with a BIMS score of eight (8). The
assessments were ongoing.

18. Review of the grievances, complaints, and
allegation dally monitoring revealed starling on
08/03/14 the Administrator, Director of Nursing,
Registered Nurse or Licensed Practical Nurse
Supervisors monitored daily for fourteen (14)
days and then for five (5) days a week up to
p8e/29/14,

17. Observation revealed posters for "We Care
Dialogue Line", "Staff Promises", Eldercare, and
"Core Values” were an the walls throughout the

facility and in the breakroom.
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18. Review of Ad-Hoc meeting minutes dated
08/03/14 revealed the Medical Director was
briafed on the meeting and signed off on the
meeting minutes on 08/04/14 as he was unabie to
attend.
19. Review of the QA Committee minutes, dated
08/19/14, revealed a meeting consisting of the
Administrator, Director of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activity Diractor, and Medical Director
was held and they raviewed all plans of
compliance regarding the outstanding citations.
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
§8=L | ABUSE/NEGLECT, ETC POLICIES
The facllity must develop and implement written
policies and procedures that prohibit | 1) The allegation of abuse regarding
mistreatment, neglect, and abuse of residents Resident #4 and #5 was reported to
and misappropriation of rasident property. the Administrator on 8/2/14 by the
Director of Marketing from an
anonymous source. Initial report to
This REQUIREMENT is not met as avidenced QOffice of Inspector General and Police
bgi 4 on Intenv o rout  roview of Department was completed by
ased on Interview, record review, and review o s
the facllity's policy and procedure, it was Administrator on 08/03/2014.
determined the facility failed to have an effective . , .
system to ensure the implementation of the Residents’ #6 and #7 allegation of
facility's Abuse/Neglect policy and procedures for abuse was reported to the
nine (9) of ten (10) sampled residents (Residents Administrator on 08/03/2014 by a
#1, 2, #4, #5, #6, #7, #8, #9, and #10) and two Licensed Practical Nurse and a
{2) qf three (3) unsampled residents (Unsamplad Registered Nurse. Initial report to the
Residents A and B).
Office of Inspector General was
Licensed Practical Nurse (LPN)#1, Registered
Nurse (RN) #1, and State Registered Nurse Aide
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{SRNA} #1, wera alleged to have abused and '
mistreated Residents #1, #2, #4, #5, #6, #7, #8, .
#9, and #10 and unsampled Residents A and B. Resident’s #1, #2, #8, #9 and #10
The alleged abusers all worked on second {2nd) allegation of abuse was reported to
shift together, The allegations of abuse included the Administrator on 08/05/2014 by
;gmf;ﬁ ;gsigsxi?ag;a;:%las aéllizr: ::21' LPN Director of Social Services, Licensed
SRNA#5, SRNA#9, SRNA #10, and RN #4 were Practical Nurse and Certified Nursing
awars of the alleged abuse but failed to follow the Assistant. Initial report to the Office
facility's policy and report the allegations to the of Inspector General was completed
Administrator. The above mentloned staff falled on 08/06/2014 by the
to report the alleged abuse due to fear of Administrator.
retaliation from the alleged perpetrators. (Refer
ok uh ) The Office of Inspector General
The facility's failure to implement the facility's identified allegations of abuse
Abuse/Neglect policy and procedures to protect regarding un-sampled Residents A
residents from abuse has caused or Is likely to and B during their investigation.
cause serious injury, harm, impalrment, or death
to a resident. Immediate Jeopardy was identified ;
on 08/14/14 and was determined to exist on Resident A has a BIM scqre of twelve
08/02114. The facility was notified of Immediate (12). He/she was interviewed on
Jeopardy on 08/14/14. An acceptable Allegation 08/03/2014 to determine if the
of Compliance {AoC) was received on 08/29/14 resident has experienced or
and the State Survey Agency validated the witnessed any abuse in the center.
' Immediate Jeopardy was ramoveq on 06/29/14, No other issues were identified by
xtas a!!eged._ The ScuRe and Severity was lowered this resident. Resident A was
o a "F" while the facility develops and ) ,
implements the Plan of Correction (PaC); and, interviewed on 08/11/2014 by a
the facility's Quality Assurance (QA} monitors the region staff member and expressed
effectiveness of the systemic changes. no concerns. Resident A has had
Social Services monitoring with a
The findings Include: note on 08/21/14 with no change in
Review of the facility's Policy and Procedure mood or behavior noted.
titled, *Abuse Prohibition", dated 07/0143,
revealed any staff who witnessed an incident of Resident B has a BIM score of three
suspected abuse or neglect should tell the abuser (3)_ He/she had a head to toe skin
to stop immediately and report the incident to - assessment by the Director of
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F 226 | Gontinued From page 4 e Nurs?ng, Ass!stant Directo.r of
Nursing or Licensed Practical nurse
hisfher supervisor immediately. The notified d he/she was assessed for signs
Supervisor should report the suspected abuse Gl 5 ok s_sn.a LUt
immediately to the Administrator or designee and and symptoms Ofb"-“Slf‘S: )
other officlals in accordance with state law. tearfulness and change in behavior
) on 08/03/2014. No other issues
'a"l‘[t:;"gw n:':: "‘i‘lm"’d’:;fs“; ’te"’aar'gd twaiéve gi’y were identified for this resident.
atio alleged abuse towards residen : X
LPN #1, SRNA #1, and RN #1 were witnessed by Interviews with staff and residents
staff which included LPN #2, LPN #5, LPN #8, on 08/03/14 revealed no allegations
SRNA#2, SRNA#3, SRNA #4, SRNA#5, SRNA involving this resident. Resident B
#9, SRNA#10, and RN #4; howaver, these has had Social Services monitoring
allegations of abuse were not reported to the with a note on 08/21/14 with no
Administrator or designee per the facility's policy. change in mood or behavior noted
The abave staff, who witnessed these allegations g oo a noted.
of abuse, stated they did not report the abuse, as . )
they were afraid of retaliation by the alleged Licensed Practical Nurse (LPN) #1,
perpetrators. State Registered Nurse Aide (SRNA)
#1 & Registered Nurse (RN} #1 were
Interview u\rr‘im ?(fNA #2, on 08/11/14 sg 2:50 PM, not working and not scheduled to
revealed she did not report the abuse by LPN #1 work on 8/2/14. Staff at the center
to anyone because LPN #1 had a history of being d by the Admini
verbally abusive with staff, family, and residents. was instructed by ; e mmlst_rator
She revealed she had reported him not to call anyone in to work without
approximately one (1) year ago and he had made administrator notification. These
life miserable for her ever since. SRNA stated three (3) employees were suspended
:r’;o#"twas hal_rl St”f:;“":?';;? 5:9 would not on 8/3/14 by the Administrator and
aboraa an wha o elr' Nurse Practice Educator, LPN #1
Interview with SRNA #3, on 08/43/14 at 12:00 PM was terminated on 08/14/2014, and
revealed she did not report the allegations of SRNA #1 along with RN #1 was
abuse to the Administrator because she told the terminated on 09/03/2014 by the
Charge Nurse on duty and expectad her to follow Administrator.
up with the Administrator.
Interview with SRNA #4, on 0B/13/14 at 10:08 On August 12, 2014 employees
AM, revealed she did not report the alleged identified to have failed to report
witnessed abuse because she felt threatened by alleged abuse timely, SRNA #2,
LPN #1. Perinterview, LPN #1 had fold.staff he
and SRNA #1 were untouchable, Additionally,
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F 226 | Continued From page 48 F 225 LPN#8, LPN #5, and SRNA #5 were
LPN #1 h counseled by the Administrator. LPN
ad told her that if she reported him he . .
would make her iife a "living hell" #2 and SRNA #4 quit without notice
prior to investigation being complete.
Interview with LPN #8, on 08/15/14 at 11:58 AM,
ravealed she did not report what she witnessed Residents #4 and #5 were assessed
bacause she did not feel anyone would belisve by the Director of Nursing, Assistant
her as she had seen in meetings how LPN #1 A . >
spoke rudely to the Administration and got away Dlrec-tor of Nursing or a Licensed
with It Practical nurse on 08/03/2014.
Neither of these residents was found
interview with LPN #5, on 08/12/14 at 10:53 AM, to have s/s of bruising, tearfulness or
revealed he did not report the abuse becauss the other s/s of emotional harm.
facllity would do nothing and the alleged
perpetrators would know who reported him. Residents #4 and #5 were
Interview with LPN #2, on 0813/14 at 11:11 AM, independently re-assessed again by a
revealed she did not report the abuse she Licensed Practical nurse and the
witnessed because she falt intimidated by LPN Social Services Director on
#1. She stated the facillty allowed LPN #1 {o do i ;
anything he wanted and she did not feel ?dse/r? tiaf{i? AT UL 15
comfortable reporting LPN #1 to the *
Administrator. Additionally, LPN #2 revealed LPN
#1 told her if she reportad him he would make her Residents #1, #2, #6, #7, #8 and #9
life "hell". were also assessed by a Registered
Interview with the Director of Nursing (DON) Nurse or a Licensed Practical nurse
ntervie e or of Nursing , on
08/20/14 st 2:50 PM, revealed the facility's policy on 8/3/2014. None of these
should be followed for every resident and staff resi'dt'a'nts were found to have s/s of
should report alleged Incidents of abuse. bruising, tearfulness or other s/s of
Additionally, she stated there was a fajlure to emotional harm.
follow policy related to Resident #1 being made to
g0 t°tgfd at %OOtPM 9“&:—'}':‘ #1's ref'-’sla' to Resident #10 no longer resides in
grant the resident use of his/her persona . .
computer. However, the DON stated this was not facility prior to 08/ 02/ 2014.
datermined to be abusive. The other allegations
of abuse were unsubstantiated by the facility. The Resident A has a BIM score of twelve
DON stated she was not aware of staff baing (12). He/she was interviewed on
afraid of LPN #1 and afraid to report abuse. 08/03/2014 to determine if the
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F 226 | Continued From page 47  226| Tesident has experienced or
. witnessed any abuse in the center.
Interview with the Administrator, on 08/20714 at No other i identified b
1:00 PM, revealed she expected employees to ? o e.r Issues were identilied by
follow the facility's written policies and procedures this resident.
for all residents and zllegations of abuse wera to
be reported when witnessed. She stated she was Resident A was interviewed on
not aware of any mistreatment or abuse of 08/11/2014 b ; ff
Y a region sta
residents untll thay received an anonymous call
on 08/02/14 alleging abuse. She revealad, based mer:nber and expressecl. e conf:erns.
on the facility's investigation, there was a failure Resu.lem-:A ha_s had Social Services
related to Resident #1 being denied use of his/her monitoring with a note on
personal computer and being made to go to be at 08/21/2014 with no change in mood
6:00 PM. She stated the other allegations of or behavior noted.
abuse were unsubstantiated by the facility. The
Administrator stated she was not aware of staff
being afraid of LPN #1 and afraid to report abuse. Resident B has a BIM score of th'_-ee
(3). He/she had a head to toe skin
**The facility implemented the following actions to assessment by the Director of
remove the Immediate Jeopardy: Nursing, Assistant Director of
Nursing or Licensed Practical nurse
1. On 08/03/14, the facility suspended RN #1, .
LPN #1, and SRNA #1, end then terminated LPN and he/she was assessed for signs
#1. and symptoms of bruising,
tearfulness and change in behavior
2. Audits were completed on 08/14/14 and on 08/03/2014. No other issues
08/15/14 ragarding gdﬂevaﬂces VO'CFf—'d ) complaints were identified for this resident.
ar concarns identified, allegations of abuse or : with esi
neglect, and positive staff/resident Interaction with Interviews with staffand r s:deqts
on 08/03/14 revealed no allegations
no concems ldentified. \ . . . .
involving this resident. Resident B
3. Residents #3, #4, and #5 received skin has had Social Services monitoring -
assessments and had change of condition forms with a note on 08/21/14 with no
performed on 08/03/14 with no concemns change in mood or behavior noted.
identified. Pain assessments and Social Service
assessments wers also completed on 08/03/14 .
for the three (3) residents with no concerns noted. Audits were completed UH.S/ 14/14
Skin assessments were also conducted on and 8/15/14 regarding grievances
Residents #1, #2, #6, #7, #8, and #9 on 08/03/14 voiced, complaints or concerns
with no concerns identified related to abuse.
Changes in moods/behaviors were assessed for
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i ified, ions of abuse or
F 226 | Continued From page 48 F 226 Ltaalils allega'ti-o .
neglect, and positive staff/resident
Residents #1, #2, #6, #7, #8, and #9 on 08/03/14 . . R
e e interaction with no concerns
identified.
4. Unsampled Resldent A, Unsampled Resident
B, and Unsampled Resident C were assessed 2) Census on August 3, 2014 was
and [ntervlfeweddgp 08/03/14 related to :’bus% adnd seventy two (72) SNF/NF residents.
changes of condition with no concerns identified. Forty one (41) residents were
5. Forty-one (41) resldents with a BIMS score of interviewed, with a BIMS score of
greater than seven (7) were intarviewed by the greater than seven (7), by the
Diractor of Social Services and/or the Admission Director of Social Services or the
Director, on 08/03/14, with any new concarns Admission Director, beginning on
identified and followed up on for correction. 08/03/2014 and completing on
6. Skin assessments of forty-two (42) residents 08/,05/ 2014 to delfermme ifthe
with a BIMS of less than twalve (12) were resident has experienced or
conducted on 08/03/14 and no concems witnessed any abuse in the center.
identified. No other issues were identified by
these residents.
7. Education was provided to the Dirsctor of
Nurses (DON) and Administrator by the Regional
Vice President (RVP) on 08/03/14 regarding the Census on August 3, 2014 wa?
Abuse policy and reporting requirements. Seventy two (72) SNF/NF residents.
Forty one (41) residents were
8. One-hundred (100)% re-education began on interviewed, with a BIMS score of
051({;!14 3nd etr:g;d on ?8106114 anc:dlincluded all greater than seven (7). Forty two
e i e e (42) residents with a BIMS score less
effective systems that ensures each rasident \
e e than twelve (12) received a head to
Center Abuse Policy including the need to protect toe skin assessment by the Director
the resident from potential risk at the time and of Nursing, Assistant Director of
during the investigation. ) ) Nursing or Licensed Practical nurse
Reporting requirements including immediate and were assessed for signs and
raporting to the Administrator and appropriate -
state agences. symptoms of bruising, tearfulness
Promise of confidentiality and no fear of and change in behavior on
retribution. Employee competency assured using
the Abuse Prevention post-test. Post-test
reviswed and validated by the Nurse Practice
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F 228 | Continued From page 49 F 228 ?dae/n Oti{ :doz.':;_ ggszt?::i;?#;s were
Educator by 08/06/44. HIPPA Privacy Law. i
The prohibition of cell phone usage In resident . . .
care areas, including video or photographs of Director of Nursing, Assistant
residents. Director of Nursing, Nurse Practice
Educator, Medical Records Director,
- :[f 0810814, nine &) & ﬁ:‘e'fzg{'d’e;’d?;’:eﬁos) Director of Social Services and
oyees were not available for imm . o . A
re-education. Three (3) of the nine (9) employesas Dlreoctor of !}lt'imlsszions mterv:ewf? d
were re-educated by phone as of 08/06/14 and 3100 Af of facility an contract staff to
were ra-educated facs to face prior to retuming to identify any additional abuse
work, Employess upon hire or who were not allegations beginning on
available during the timeframe racelved 08/03/2014 through 08/06/2014.
education, re-education prior to returning o werk. All concerns identified were reported
Two (2) employees wera on {eave of absence t riate agencies
(LOA) and had not received training, but were to 0 approp B g
raceive the training prior to returning to work.
3) The Director of Nurses and
Education was also provided to ali avallable Administrator were-re-educated
employses in regards to following the resident's 8/3/14 by the Regional Vice
plan of care beginning and ending 08/22/14. . . .
Sevanty-six (75) of one-hundrad nine (108) Plt')emd;ntl _of Optzlratncmrsti regarding
employees were re-educated. The other thirty-two A LG b i S s 0
(32) employees were In-serviced with post tests requirements.
completed. The re-aducation was completad on
08/26/14 and 08/27/14. The staff who received Nurse Practice Educator,
the education on these late dates were as Administrator, Administrative
needad (PRN) amployess, and were not on the : R .
schedule at all, or were not available. The Assistant, DII‘ECtOI'_ of Mar%:etmg
re-education was provided by the DON, Assistant & Admissions, Social Services
DON, Clinical Reimbursement Managsr, Director, Therapy Program manager,
Nutritional Services Director, Director of Sacial Environmental Services Supervisor,
igw:cf?;heﬁzyi"g’%mg "":atnﬂgc"?*"-‘l Nutritional Services Director,
ministrative Assistant, Reglstered Nurse, . .
Licensed Practical Nurse, Environmental ll}eglsf:er]e; Nurs; or Llce.r:is ec;'l 100%
Services Manager or the Payroll Coordinator. ractica ) urse {15 p.r0v1 e o
Post tests were reviewed and approved by the re-education beginningon
RN Clinical Case Manager on 08/22/14. 08/03/2014 and ending on
08/06/2014. This re-education
Re-education was conducted by the RVP and included zll center & contract
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F 226 | Continued From page 50 F 228 employees regarding an
- effective system that ensures
Manager of Clinical Operations (MCQ) for the .
Administrator an 08/25/14 related to the Abuse each resident remains free of
Policy & Procedurs and for conducting a thoraugh abuse:
investigation which has the potential to be o Center Abuse Policy including
substantiated if the event was alleged by only one need to protect the resident from
(1) witness. potential risk at the time and
9. The Administrator's Job Description last during -the lnve.stlgatlon.. .
revised 08/01/12 included the Administrator was o Reporting requirements including
responsible for the implementation of and immediate reporting to the
adherence to facility policy and procedures. Administrator and appropriate
Additional support will be provided and was to state agencies.
continue to be provided by the RVP, MCO, and .
Regional Clinica! Educator end/or Regional ° Promise of con_ﬁdentiality and no
Director of Human Resources. Beginning fear of retribution.
08/02/14, upon natification of an alleged e Employee competency assured
abuse/neglect the Administrator was to notify the using the Abuse Prevention post-
RVP, MCO, and Regional Clinical Educator to test.
validate a thorough investigation will be . .
immediately initiatad with continued support to be o Post-test rewewed.and validated
provided throughout the investigation and by the Nurse Practice educator by
conclusion. This is to occur for every accasfon for 08/06/2014.
every allegation for three (3) months. o HIPAA Privacy law
10, On 08/03/14, the Administrator and Director (L pfohlb'.t'don D
of Nursing (DON) assigned department }Jsage fn re§| ent care areas,
managers or nursing supervisars across the thrae including video or photographs
{3} shifts daily (including Saturday and Sunday x of residents.
fourteen (14) days to observe staffiresident As of 08 /06 /2014 date, only nine (9)
interaction to determine that any allegations are of one hundred six (106) employees
reported immediately to the Administrator, Any were not available for immediate re-
concems regarding staff interaction or allegations . .
of abuse or neglect would be called to the education. Three (3) of the nine (9)
Administrator or DON by the Shift Supervisor for employees were re-educated by
raview to datermine any action to be taken phone as of 08/06/14 and will be
including staff suspension and/or reporting to the educated face to face prior to
state agency, if indicated. returning or beginning work.
11. Audlt tool utilized by the Shift Supervisor to Employees upon hire or not
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abserve staffiresident interactions was updated
an 08/22/14 to include monitoring staff usage of
cell phones, monitoring of using appropriate
language, monitoring of staff providing resident's
privacy, monitoring of bath temperatures and to
determine that any allegations are reported
immediately. The audits will be completed all
three (3) shifts for five (5) days a week times
thirty {30} days and then iwo (2) days a week
across all three (3) shifts times six {6) months
and then as recommended by the Quality
Assurance Performance Improvement (QAPI)
Committee.

12. The Administrator, Social Service Director,
Admission Director, Director of Nursing, Assistant
Director of Nursing, Nurse Practice Educator, or
Cilnical Relmbursement Manager will interview
fiteen {15) employees from all departments
weekly for four (4) weeks, then ten {10) per week
times three {3) months, then five (5) per waek for
three (3) months to determine staff understanding
of the abuse policy, reporting allegations to the
Administrator immediately and that all allegations
or stalements are kept confidential with no fear of
refribution for reporting.

13. The Administrator, Soclal Service Director,
Admission Director, Director of Nursing, Assistant
Diractor of Nursing, Nurse Practice Educator, or
Clinical Reimbursement Manager will intarview
fifteen (15) residents weekly for four (4) weeks
and then ten (10) per week for three (3) months
and five (5) per week for additional three (3)
months to detarmine any lssues with staff
treatment or abuse. Concemns Identified will be
addressed immediately.

14, The Administrator, Soclal Service Director,
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F 226 | Continued From page 51 o currently available during this

timeframe will have education/ re-
education noted above completed
prior to returning or beginning work
by the Administrator, Nurse Practice
Educator, Director of Nurses or the
Assistant Director of Nurses.

On August 25, 2014 center
Administrator was jointly re-
educated by Regional Vice President
of Operations (via telephone) and
Regional Manager of Clinical
Operations (in person) regarding the
centers Abuse Policy and Procedure
to include conducting a thorough
investigation which has the potential
to be substantiated if the event was
alleged by only one witness.

4) The Center Administrator is
responsible for the implementation
of and adherence to facility policy
and procedures. Center oversight is
provided by the Administrator,
Director of Nursing Services,
Assistant Director of Nursing
Services and the Charge Nurses on a
daily basis.

Beginning on August 2, 2014, upon
notification of an alleged abuse /
neglect the administrator will notify
Regional Vice President of

Operations. the Regional Manager of
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F 226 Continued From page 52 F 228 Clgnfcal Operations or t?le Repional
Clinical Educator to validate a
Admission Director, Director of Nursing, Assistant . . . .
Director of Nursing, Nurse Practice Educator, or thorough investigation will be
Clinical Reimbursement Manager will interview immediately initiated with continued
five (5) family members of residents with a BIMS support to be provided throughout
score less than elght (8) and review five (5) skin the investigation and conclusion.
assessments weekly for four (4) weeks, then two This will accur for every allegation
(2) per week for six (6)months io determine any for three (3] e ITIEITS
Issue with staff treatment or abuse. '
15. The Social Services Director, Director of On 8/3/14, Administrator and
Nursing and Assistant Director of Nursing will Director of Nursing assigned
cclnt?]ducgtll:assychosoclal Assessments ?f )residients Department Managers and/or nurse
with a scors of less than eight (8). This .
audit will be completed for three (3) residents a supervisors across the three (3)
wealc for four (4) weeks then two (2) a week for shifts daﬂy UnCludes Saturday and
six (6) months to determine any issues with staff Sunday) times fourteen ( 14) days to
treatment or abuse. observe staff/resident interaction
and to determine that any allegations
16. The Administrator, Director of N{ursliag, are reported immediately to the
Registered Nurse or Licensed Practical Nurse .
Supervisors will review grievances, complaints, Administrator. Any conF erns
and allegation daily starting on 08/03/14, for regarding staff interactionor
fourteen (14) days and then for five (5) days a allegations of abuse or neglect will be
week times thirty (30) days then as determined by called to the Administrator or
monthly Quality Assurance Committes. Director of Nursing by the Shift
17. Posters were placed throughout the facility Supe:;vésor fo; re\n}f w ;:o c}gfie_rmine ff
and braak room on 08/22/14 which inciuded "We any a 9" to be taken inc u ing sta
Care Dialogue Line", "Staff Promises”, Eldercare, suspension and/or reporting to the
and "Core Values”. state agency if indicated.
18;’ an Fhf-;'iw'fg?etgs was f;ﬁ!dfgg 08/3?14 The audit tool utilized by the Shift
and the Medical Director was brisfed on the : :
meeting and signed off on the mesting minutes ?upem;or to observe staff/resident
on 08/04/14 as he was unable to attend. interaction was quiatEd on 8/22/14
Trending continues monthly and is to be to include appropriate language, to
conducted on any new issues as needed. monitor staff usage of cell phones,
monitoring of staff providing
19. The QA Committee consisting of the
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F 226 | Continued From page 53 F 226 e e

Administrator, Director of Nursing, Social
Services Director, Admissions Director, Dietary
Manager, Activity Director, and Medical Director
was held on 08/19/14 to review all plans of
compliance regarding the outstanding citations,

**The State Survay Agency validated the
Corrective action taken by the facility on 08/29/14
as follows: :

1. LPN #1 was terminated, RN #1 and SRNA #1
remained suspanded.

2. Review of audits dated 08/14/14 and 08/15/14,
revealed the audils wera completed on
grievances voiced, complaints or concems
identified, allegations of abuse or neglect, and
positive staff/resident interaction with no concams
identified.

3. Review of skin assessments, change of
condition forms, pain assessments, Social
Service assessments and changes and moogd
and behavior assessments revealed Residents
#3, #4, end #5 had skin assessments, change of
condition forms, Soclal Service assessments and
pain assessments performed on 08/03/14 with no
concems Identified. In addition, further review of
the assessments revealed Residents #1, #2, #5,
#7, #8, and #9 had skin assessments and
changes in mood/behavior assessment
completed on 08/03/14 with no concems
identified.

4. Review of assessments and interviews, dated
08/03/14, revealed Unsampled Residents A, B,
and C were assessed and interviewed related to
abuse and changes of condition with no concerns
identified.

temperatures and to determine that
any ailegations are reported
immediately. Concerns identified
will be addressed upon discovery.
These audits will be completed
across all three (3) shifts for five (5)
days per week times thirty (30) days
then two (2) days a week across all
three (3] shifts six times {(6) months
then as recommended by the
monthly Quality Assurance
Performance Improvement
Committee.

Administrator, Social Services
Director, Admissions Director,
Director of Nursing, Assistant
Director of Nursing, Nurse Practice
Educator or Clinical Reimbursement
Manager will interview fifteen (15)
employees from all departments
weekly for four (4) weeks and then
ten (10) per week for three (3)
months than five (5) per week for
three (3) months to determine staff
understanding of the abuse policy,
Manager will interview fifteen (15)
emplayees from all departments
weekly for four (4) weeks and then
ten (10) per week for three (3)
months than five (5) per week for
three (3) months to determine staff
understanding of the abuse policy,

and that aliegations or statements
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) are kept confidential with no fear of
F226 . .
Continued From page 54 F226) retribution for reporting. Concerns
5. Review of forty-one {41) interviews conducted lc!entified will be adfh:ESSEd up O_n
with residents that had a Briaf Interview Mental discovery. The Administrator will
Status (BIMS) score betwaen elght (8) and fifteen report findings monthly to the
(15), revealed the interviews wera conducted by Quality Assurance Performance
the Director of Soclal Services and the Admission Improvement Committee for further
Director, on 08/03/14 with any concsms Identified .
followed up on for correction. . recommendations.
8. Review of skin assessments of forty-two (42) Administrator, Social Services
residents with a BIMS of less than twelve (12), Director, Admissions Director,
dated 08/03/14 revealed thers were no concems Director of Nursing, Assistant
identified. Director of Nursing, Nurse Practice
7. Review of Education Documentation, dated Educator 01.' C-linical. Reimbursement
08/03/14, revealed the Director of Nurses (DON) Manager will interview fifteen (15)
and Administrator received education on the residents weekly for four (4) weeks
Abuse Pollcy and reporting requirements on and ten (10) per week for three (3)
08/03/14 by the Regional Vice President (RVP). months than five (5) per week for
8. Review of Education Documentation, dated ithree [3). ﬂn;l ontgst:-:o ctlzt::en:lme ;ny
from 0B/03/14 through 0B/06/14, revealed 100% ssues with stalf treatment or abuse.
of all center and contract employees received Concerns identified will be addressed
re-education and completed a post test related to upon discovery. The Administrator
the abuse policy, reporting requirements, promise will report ﬁndings to the Quality
of confidentiality, and no fear of retribution, Health Assurance Performance
Information Privacy Protection Act (HIPPA) .
privacy law, cell phone privacy and prohibition of Improvement Commlttee.monthly
use of cell phones in resident care areas and for further recommendations.
prohibition of videos or photographs of residents.
Administrator, Social Services
Review of Education Documentation, dated Director, Admissions Director,
08/22/14 revealed seventy-six (76} available Director of Nursin g Assistant
empiayess wers educated on following the Director of Nursing, Nurse Practice
resident's pian of care. -4
Review of Education Documentation, dated Educator or Clinical Reimbursement
08/26114-08/27/14, revealed the other thiry-two Manager will interview five (5)
(32) employess were in-serviced with post tests fami ; ;
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completed. The staff who received the education
on these late dates were as needed (PRN)
employses, were not on the schedule at all, or not
available. The education was provided by the
DON, Assistant DON, Clinical Reimbursement
Manager, Nutritional Services Director, Director of
Social Services, Therapy Program Manager,
Administrative Assistant, Registered Nurss,
Licensed Practical Nurse, Environmental
Services Manager or the Payrall Coordinator.

Review of Re-education Documentation, dated
08/25/14, revealed the RVP and Manager of
Clinical Operations (MCO) conducted education
for the Adminisirator ralated to the Abuse Policy &
Procedure and for conducting a thorough
investigation which has the potential to be
substantiated if the event was allegad by only one
{1) witness

Interviews with Dietary Alde, on 08/29/14 at 2:00
PM, LPN #4 on 08/29/14 at 2:.03 PM,
Occupational Therapist Assistant, on 08/29/14 at
2:05 PM, SRNA#12, on 08/29/14 at 2:08 PM,
SRNA#13, on 08/29/14 at 2:10 PM, SRNA#8, on
08/29/14 at 2:15 PM, LPN #6, on 08/29/14 at 2:15
PM, LPN #10, on 08/29/14 at 2:20 PM,
Housekeeping Aide #3, on 08/29/14 at 2:25 PM,
LPN #3, on 08/29/14 at 2:26 PM, Asslstant
Activities Director, on 08/28/14 at 2:27 PM, LPN
#9, on 08/20M14 at 2:35 PM, Assistant Director of
Nursing, on 08/29/14 at 3:15 PM, Physical
Therapy Assistant, on 068/29/14 at 3:16 PM, and
Minimum Data Set (MDS) Coordinator, on
08/25/14 at 3:35 PM, revealad all had been
inserviced related to abuse, privacy, and dignity
and following the care plans. All were able to |
name the types of abuse, reporting abuse and

understood the Imporiance of following the care
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F 226 | Cantinued From page 55 F 25| BIMS score of less than eight (8), and

review of five (5) skin assessments
weelkly for four (4) weeks then two
(2) per week for six (6) months to
determine any issues with staff
treatment or abuse, Concerns
identified wil! be addressed upon
discovery, The Administrator will
report findings monthly to the
Quality Assurance Performance
Improvement Committee for further
recommendations.

Social Services Director, Director of
Nursing or Assistant Director of
Nursing will complete psychosocial
assessments of residents with a BIMS
score of less than eight (8). This
audit will be completed for three (3)
residents per week for four (4)
weeks then two (2) per week for six
(6) months to determine any issues
with staff treatment or abuse.,
Concerns identified will be addressed
upon discovery. The Administrator
will report findings monthly to the
Quality Assurance Performance
Improvement Committee monthly
for further recommendations.

Administrator, Director of Nursing,
Registered Nurse or Licensed
Practical Charge nurses supervisors
will review grievances, complaints
and allegations daily (includes
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‘as being respectful of a resident's dignity.

plans and providing privacy for residents as well

9. Review of the Administrator's Job Descriplion,
revealed the Administrator was responsible for
the implementation of and adherence to facility
pollcy and procedures. Interviews conducted, on
08/29/14 with the MDS Coordinator at 8:55 AM,
Diatary Manager at 4:45 PM, and, Social Services
Director at 4:55 PM, revealed no other allegations
of abuse had been presanted since the Initial
ellegations on 08/02/14.

10. Review of audits conductad on gl thres shifts
on 08/03/14 through 08/17/14 ravealed
Department Managers or Nursing Supervisors
observed staff/resident interactions. Ne concems
identified were identified. Audit tools ongoing.

11. Review of Audits Tools, revealed the Shift
Supervisor was conducting audits to monitor for
staff's cell phone usage, using appropriate
language, resident's privacy, monitoring of bath
temperatures and to determine that any
allegations were reported immediately were
completed for all three (3) shifis, five (5) days a
week through 08/29/14. Review of the audits
ravealed no concerns. Audit tools ongoing

12. Review of the P! Tools revealed the
Administrator, Soclal Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Relmbursement Manager Interviewed fifteen (15)
employees from all departments weekly through
08/29/14 to determine staff understanding of the
abuse policy, reporting allegations to the
Administrator immediately and all allegations or

statements are kept confidential with no fear of

The QA

Medical

(14) days then at least five (5) days
per week times thirty (30) days then
as determined by the monthly
Quality Assurance Performance
Improvement Committee to
determine that abuse allegations are
reported timely,, resident is
protected from further potential
abuse as per the Abuse Policy and
that investigations are thoroughly
completed. Concerns identified will
- be addressed upon

discovery.

least: Administrator, Director of
Nursing, Social Services Director,
Admissions Director, Dietary
Manager, Activity Director and the

Correction date:
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Director.
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retribution for reporting. No concems were
identified. PI tools ongoing.

13. Review of resident interviews revealed the
Administrator, Social Service Director, Admission
Director, Director of Nursing, Assistant Director of
Nursing, Nurse Practice Educator, or Clinical
Reimbursement Manager completed fifleen (15)
resident interviews weekly through 08/29/14
related to staff treatment and abuse. Audit sheets
ongolng.

14. Review of resident famlly interviews and skin
assessments for residenis with a BIMS of less
than seven {7) revealed the Administrator, Social
Service Director, Admission Director, Director of
Nursing, Assistant Director of Nursing, Nurse
Practice Educator, or Clinical Reimbursement
Manager conducted five (5) family interviews and
resldent skin assessments on 08/28/14 and are
to continue for four (4) weeks times one {1}
month and then two (2) a week times six (6)
months.

15. Ravlew of psychosocial assessments, on
08/20/14, revealed the SSD, DON, or ADON
completed these assessments for three (3)
residents with a BIMS score of eight (8). The
assessments were ongoing.

18. Review of the grisvances, complaints, and
allegation dally monitoring revealed starting on
08/03/14 the Administrator, Director of Nursing,
Reqistered Nurse or Licensed Practical Nurse
Supervisors monitored daily for fourteen (14)
days and then for five (5) days a weak up to
0B/29/14.

17. Observation revealad posters for "We Care

F 228
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facility and in the breakroom.

08/03/14 revealed the Medical Director was
briefed an the meeting and signed off on the
attend.

Administrator, Director of Nursing, Social

was held and they reviewed all plans of

F 241 | 483.15(a) DIGNITY AND RESPECT OF
ss=L | INDIVIDUALITY

full recognition of his or her individuality.

by:

and Medicaid Services, Task 6, Information
Analysis {or Deficiency Detemination, it was

Dialogue Line®, "Staff Promises”, Eldercare, and
"Core Values" were on the walls throughout the

18. Review of Ad-Hoc meseting minutes dated
meeting minutes on 08/04/14 as he was unable to
19. Review of the QA Commities minutes, dated

08/18/14, revealed a meeting consisting of the

Services Director, Admisslons Diractor, Dietary
Manager, Activity Director, and Medical Director

cornpliance regarding the outstanding citations.

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident’s dignity and respect in

This REQUIREMENT: is not met as evidencad

Based on interview, record review, and review of
the facility's policy and procedure and the State
Operations Manual (SOM)-Centers for Medicare

delermined the facillty falled to ensure care for
rasidents In a manner and in an environment that
maintained or enhanced each resident’s dignity

F 226

F 241

1) Licensed Practical Nurse {LPN) #1,
State Registered Nurse Aide (SRNA)
#1 & Registered Nurse (RN) #1 were
not working and not scheduled to
workon 8/2/14. Staff at the center
was instructed by the Administrator
not to call anyone in to work without
administrator notification. These
three (3) employees were suspended
on 8/3/14 by the Administrator and
Nurse Practice Educator. LPN #1
was terminated on 08/14/2014, and

and respect in full recognition of his or her SRNA #1 along with RN #1 was
individuality for nine (8) of ten {10) sampled .
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residents (Resident #1, Resident #2, Resident #4,

Resident #5, Resident #6, Resldent #7, Resident
#8, Resident #9, Resident #10); and, two (2) of
three {3) Unsampled residents (Resident A and
Resident B).

Licensed Practical Nurse (LPN} #1, State
Reqisterad Nurse Aide (SRNA) #1, and/or
Registered Nurse (RN) #1 were witnessed by
staff which included LPN #2, LPN #5, LPN #8,
SRNA#2, SRNA#3, SRNA#4, SRNA#5, SRNA
#9, SRNA #10, and RN #4 treating residents in a
manner that did not malintain and enhance
Resident #1, Resident #2, Resident #4, Resident
#5, Resident #5, Resldent #7, Resident #8,
Resident #9, Resident #10 and Unsampled
Residents A's and B's dignity and respect.

LPN #2, LPN #5, LPN #8, SRNA #2, SRNA #3,
SRNA#4, SRNA#5, SRNA#9, SRNA#10, and
RN #4 witnessed LPN #1, SRNA #1, and/or RN
#1 pinching the resident's breasts and noses;
telling him/er to shut his/her mouth; Jald in bed
with a resident and was kissing the resident on
the neck; scooped a resident off the commode,
and dropped the resident from face height down
onto the bed with the resident completely naked;
placing a resident on a bare mattrass and
covaring him/her with a fitted sheet; placed

gloved fingers in a residents’ mouths 1o aggravate

the residents; jJumped up and dowaon a
resident’s bed and pretended to vomnit in his/her
ear; videotaping of residents being made to cluck
like & chicken and having gloved fingers placed In
the mouth of one (1) resident; and pouring water
over one {1) resident during a bath.

The facility's failure to promote care for each
resident in a manner and in an environment that

Administrator.

On August 12, 2014 employees
identified to have failed to report
alleged abuse timely, SRNA #2,
LPN#8, LPN #5, and SRNA #5 were
counseled by the Administrator. LPN
#2 and SRNA #4 quit without notice
prior to investigation being complete.

Residents #4 and #5 were assessed
by the Director of Nursing, Assistant
Director of Nursing or a Licensed
Practical nurse on 08/03/2014.
Neither of these residents was found
to have s/s of bruising, tearfulness or
other s/s of emotional harm.

Residents #4 and #5 were
independently re-assessed again by a
Licensed Practical nurse and the
Social Services Director on
08/03/2014 with no concerns
identified.

Residents #1, #2, #6, #7, #8 and #9
were also assessed by a Registered
Nurse or a Licensed Practical nurse
on 8/3/2014. None of these
residents were found to have s/s of
bruising, tearfulness or other s/s of
emotional harm.
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F 241 | Gontinued From page 60 £ 241 Re§|.dent #10 no longer resides in
maintained or enhanced each resident's dignity facility prior to 08/ 02/2014.
and respect in full recognition of his or her .
individuality has caused ot is likely to cause Resident A has a BIM score of twelve
sarfous injury, harm or impairment, or death to a (12). He/she was interviewed on
resident. Immediate Jeopardy was identified on 08/03/2014 to determine if the
08/14/14 and determined to exist on 08/02/14. : :
The faciilty was notified of the Immediate re.i‘r:ie"t gas exP;"e".cefhor .
Jeopardy on 08/14/14. An acceptabie Allegation wiinessed any abuse '_n e. (S
of Compliance (AoC) was recaived on 08/26/14 No other issues were identified by
and the State Survey Agency validated the this resident.
Immediate Jeopardy was removed on 08/29/14,
as alleged. The Scope and Severity was lowered Resident A was interviewed on
to a "F" while the facility develops and :
Implements the Plan of Correction (PoC): and, 08/11/2014 by a region staff
the facllity's Quality Assurance {QA) monitors the member and expressed. no concerns.
effactiveness of the systemic changes. Resident A has had Social Services
monitoring with a note on 08/21
The findings inciude: with no change in mood or behavior
Review of the facility's policy and procedure titled, R
*Treatment: Considerate and Respectful”, revised .
08/01/13, revealed "Dignity" means that in their Resident B has a BIM score of three
interactions with patients, staff carry out activities (3). He/she had a head to toe skin
that assist the palient (resident) to maintain and assessment by the Director of
enhance histher self esteem and self worth. The Nursing, Assistant Director of
PUrPose was o provide patients the right to a Nursing or Licensed Practical nurse
quality of life that supports independent
expression, declsion making, and respect. The and he/ she was asses‘m_ad for signs
process included staff will show respect when and symptoms of bruising,
communicating with, caring for, or talking about tearfulness and change in behavior
patients, Examples included grooming, clothing, on 08/03/2014. No other issues
dining, activities, respect paltients by spesking were identified for this resident.
respectfully, respect patient's private space and Interviews with staff and residents
property, signage (do not post signs on patient's X
doors or visible to others with confidential on 08/03/14 revealed no allegations
information on them), privacy, and demaaning involving this resident. Resident B
practices such as keeping urinary bags has had Social Services monitoring
uncovered, refusing to comply with a patient's with a note on 08/21 with no change
request for asslstance during mea! times, and in moad or hehavior noted
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restricting patients from use of common araas
open to the general public such as lobbies and
restrooms.

Review of the State Operations Manual
(SOM)-Centers for Medicare and Medicaid
Services, Task 6, Information Analysis for
Deficiency Determination, revealed the -
reasonable person concept should be used in
cases whare the residents were unable to speak
for themselves. The "reasonable person
concept” means to assess how most people
would react to the situation in question.

Review of the facility's policy and procedure, titled
“Personal Cell Phones and Handheld Davices:
Usa of, last revised 11/01/13, revealed "Staff may
not use cell phones, blue tooth ear pleces, ear
buds, headphones, camera phonas, digital
cameras, video cameras, audio recorders, or any
other personal communication, image, audio,
text, andfor computer devices when in patient
care areas including patient rooms, dining areas,
community rooms, and adjacent hallways, or
while attanding in any area of the location,

1. Record review ravealed the facility admitted
Resident #1 on 04/16/07 with diagnoses which
included Cerebral Palsy and Depression.

interview with SRNA #9, on 08/15/14 at 11:10 AM,
revealed LPN #1 would tsll her or other SRNAs
on duty to place Resident #1 outside his/her raom
door after dinner and put him/her to bed at 6:00
PM and would not allow the resident to uss
his/her computer. Additionally, she revealed she
heard RN #1 state, on several occasions, "l hate
themn all” referring to the residents. She did not
report the abuse of Resident #1 because the

Audits were completed on 8/14/14
and 8/15/14 regarding grievances
voiced, complaints or concerns
identified, allegations of abuse or
neglect, and positive staff/resident
interaction with no concerns
identified.

2) Census on August 3, 2014 was
seventy two (72) SNF/NF residents.
Forty one (41) residents were
interviewed, with a BIMS score of
greater than seven (7), by the
Director of Social Services or the
Admission Director, beginning on
08/03/2014 and completing on
08/05/2014 to determine if the
resident has experienced or
witnessed any abuse in the center.

No other issues were identified by
these residents.

Census on August 3, 2014 was
Seventy two (72} SNF/NF residents.
Forty one (41) residents were
interviewed, with a BIMS score of
greater than seven (7). Forty two
(42) residents with a BIMS score less
than twelve (12) received a head to
toe skin assessment by the Director
of Nursing, Assistant Director of
Nursing or Licensed Practical nurse
and were assessed for signs and
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resident was the sibling of the Administrator and .
the resident spoke with the Administrator often _08/ 0‘:3/ 2014. No Other: i
telling her problems he/she was having with LPN identified for these residents.
#1.
3) The Director of Nurses and
2 Record review revealed the facility admitted Administrator were-re-educated
Resident #2 on 09/16/10 with diagnoses which : .
included Alzheimer's Disease, Paranoid 8/ 3/.14 by the Reglt-)nal Vice
Schizophrenia, Anxiety, Obsessive Compulsive President _Of Operations -regarding
Discrder, Psychosls, and Dapression. Review of Abuse Policy and reporting
the Quarterly MDS Assessment, dated 05/12/14, requirements.
revealed the facifity assessed Residant #2's
cognition as severely impalred with a BIMS score Nurse Practice Educator,
;ftméiﬂ:i’caﬂ"g LDl i DL Administrat.or, Administrativ.e
. Assistant, Director of Marketing
Interview with SRNA #3, on 08/13/14 at 12:00 PM & Admissions, Social Services
revealed she withessed SRNA #1 and SRNA #8 Director, Therapy Program manager,
with Resident #2. SRNA witnsssed Resident #2 Environmental Services Supewisor'
on the commode and resisting care not wanting . :
to go to bed. She stated the SRNAs called LPN Nut{'ftional Sl D.l rector,
#1 to assist with Resident #2; the LPN scooped Registered Nurse or Licensed
Resident #2 off the commode, pinched his/her
breasts, walked to the bed and dropped the Practical Nurse has provided 100%
resident from face helght down onto the bed with re-education beginning on
the resident completely naked. She stated the
LPN fell to the bed with the resident landing on ggfgg;gg ii ?h‘:: se: :_ i(:dgu?::ti o
top of him. SRNA #3 stated LPN #1 then told . '
SRNA#1 and SRNA #8 to "Get this Bitch off of included all center & contract
me", She stated the LPN proceeded o tell employees regarding an
Reslident #2 hefshe was going to bed and if effective system that ensures
he/she didn't he was gaing to call his/her son and each resident remains free of
he/she would not like how he talked to him. abuse:
Interview with SRNA #3 revealed she did not N
report the abuse to the Administrator or Director * Center Abuse Policy lm.:luding
of Nursing because she reported it to LPN #2, need to protect the resident from
who was the Charge Nurse on duty. potential risk at the time and
during the investigation.
Interview with LPN #2, Charge Nurse, on
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