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An abbreviated standard survay (KY21601,
KY21579) was initiatad on 04/23/14 and
concluded on 05/07/14, KY21601 was found (o
be unsubstantiated wilh no deficiont practice |
identifind. KY21579 was found to be |
substantiated and Immediate Joopardy was
identifisd on 04/24/14 at 42 CFR 483.13 Resident
Bahavior and Facility Practices (F225 and F226)
and 483.76 Administration {(F490) at a scope and
severily of °J,” with Substandard Quallty of Care
at 42 CFR 483.13 Resident Behavior and Facility
Practices (F225 and F228), which was
delermined to exist on 01/1814. The facilily was
nolified of the Immediate Jeopardy on 04/24/14.
On 01/18/14, Resident #7 complained to Certified
Nursa Aide (CNA) #7 and CNA #8 during the
incantinence care thal CNA #8 had hurt him/her.
CNA#7 and CNA #8 notifiad the primary nursa,
Licensed Practical Nurse (LPN) 42, of tha
regident’s complainl. However, LPN #2 faijled 10
take any action lo investigate, report, or protect
residents from further abuse. On 01/22/14,
Registared Nurse (RN) #2 notified the Direclor of
Nursing {DON) of Residant #7's allegation of
abuse related to CNA #8; however, the DON also
failed to initiata an investigation, report the
allegation as required, or protoct residenls from
further potential abuse during the tacilily's
investigalion. Additionally, deficient practice was
identified at F166 at a scope and severity of "0."

A partial extended survey was conductad on
05/08-07/14. An acceplabla Aliegation of
Compliance was recelved an 05/05/14 which
alleged removal of the Immediate Jeopardy on
05/03/14. The State Survey Agoncy determined
the Immediate Jeopardy was removed on
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A residont has the right to prompt efforis by the
facility to resolve grievances the resident may
have, including those with raspect to the behavior
of cther residents,

This REQUIREMENT is not mat as avidenced
by:

Basad on obsarvatlon, interview, record review,
and raviow of the (acility's grievance policy and
procadure it was determined the facility failed to
ansuia resident grievances were promplly
resolved, Review of Rasident Councll meeting
minules for February, March, and Aprii 2014
revealed residents rapeatedly cormnplained about
staff failing to answer call lights in a timely
manner. Howaver, the lacility falled to make
prompt afforts 10 resolve the residant complaints
and/or lo keep lhe residents apprised of its
progress loward 2 regolution,

The findings include:

Roviaw ol the facilily's policy and procadure,
“Resident Grievance Policles and Procedures,”
undated, revealod grievances could be presanted
orally or in writing, and could be refated to
treatment and services provided. The policy
indicatad that grievances would be directed ta the
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05/03/14 as alleged. which lowered the scopa
and severity fo "D" at 42 CFR 483.13 Resident
Behavlar and Facility Practices (F225 and F22E)
and 42 CFR 483.75 Administration (F4580) whila
the {acllity monitors the effectiveness of systamic
changes and quality assurance activitias.
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Chargo Nurse, and il the griavance could not be
resolvad by the Charge Nurse it would be
dirscled to the Administrator, Directar of Nursing
{DON), and Assistant Director of Nursing
{ADON). Atthat tima, the grievance would be
discussed and invesligated. According to the
policy, if a resolulion was not reached, a group
meeting would be arranged with all pariies
invotvad until & resolution was reached, The
policy revealed resclutions would be documontad
and updales on the progress would be reported
{0 involved residonts.

Review of Resident Council Meeting minutes
dated 02/17/14, revealed residents in altendance
reportad during the month of January 2014 that
staff failed to answer call Hghts in a timely
manner. According to the report, the residants
had also reported their concerns the pravious
month {January 2014) and reported thay had not
observed any Improvement approximalely one
manth later.

Review of Resident Council Meeting minutes
daled 03/24/14, reveatad the residents reported
staff continuad to be slow In answering call lights
and that it "is no different, the aides aro still slow.”

Review of Resident Council Masling minutes
dated 04/21/14, revealed the rasidents continued
o complain that steff was slow o answer call
lights, and emphasizod the problem was worse
on Satlurdays and Sundays.

Review of tho madical record revealed facility
staff had assessed Resident #6 to have a Brief
Interviow of Mental Stalus (BIMS) scora of 15,
which indicated the resident's cognition was
intact, Interview with Resident #8 on 05/07/14. at
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9:55 AM revealed staff was slow lo answer call
lights "al imes" and thay were "especially” slow
on weekends.

Review of tha medical record ravealed facility
staff had assessed Resident #5 to have a BIMS
score of 15, which indicated the resident's
cognilion was intact. Interview with Resident 45
on 04/23114 at 10:15 AM revealed the problem
relaled to staff failure to answer call lights is a
timely manner had been discussed in several
council maslings, but he/she was unaware if the
facliity had inltiated action to reconcile the
complaints.

Review of the medical record ravealed facility
staff had assessed Resident #4 to have a BIMS
score of 13, which revealed the resident's
cognition was intact. Interview with Resident #4
revesled hefshe had voiced complaints in the
manthly rasident council meetings that staff was
slow "at imes” to answer call tights.

Interview with the Social Services DiractorActivily

Director (SSDIAD), on 04/25/14 at 10:10 AM
revealed she conducted the Resident Counil
Mesatings, recortled the minutes of the maeeting,
and provided a copy to the Administrator, The
SSD/AD stated the residents had complained for
several months that staff was “slow" to answer
lights, but she was unaware of any action the
facility had taken to monitor or resclve the
complainl. The SSD/AD stated it was not her
rosponsibility to conduct audits relatad to statf
training and/or the limeliness of staff response to
call lights. The SSD/AD also stated complaints
recelved during one month's Resident Council
Meelings were discussed with the rasidents at the
folfowing month's meeting. Howaver, the
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SS0/AD was unable to provide further
Infarmation ralaled lo how tha facility had worked
to rasolve the residents' complaints,

Interview on 04/24/14 at 5:05 PM and on
04/25/14 at 10:200 AM with the DON revealed sha
was awarg that residents had voicad complaints
that staff failed lo answer call lights in a timely
manner. The DON steted she had spoken with
stafl regarding answaring call lights timely but had
nol provided an in-service andfor training for staff
related to answaring call lighls. The DON stated
the facility did not record resident grievances and
did not track or trend resident grievances.
According to the DON, the facility did nol have a
systemn In place to inform residents of facllily
actions and/or progress toward resolutions to the
residents' complaints,

Interview with the Adminlstrator/Co-Owner was
conducted on 04/25/14, at 10:55 AM; however,
the Administrator was ill and the interview was not
comploted. The Administrator provided no
information refated 1o the facility's procass for
rasident grievances.

483.13(c) 1){it-(iii), {c)(2) - (4}
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, ar
mistreating residants by a court of law; or hava
had a finding entared into the State nurse aide
registry concerning abuse, neglact, mistreatmentl
of residents or misapprapriation of their property;
and report any knowledge it has of aclions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aido or

F 166
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other facility staff to the State nurse aida registry
or licensing authorifies,

The facility must ensura that all alleged violations
involving mistreatment, naglect, or abuse,
including Injuries of unknown source and
misappropriation of resident property are reporied
immediately to the adminisirator of the facitity and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

Thae facility must have evidence that all alleged
violations are thoroughty invesligated, and must
prevent furthar potantlal abuse while the
investigation is in progress.

Tha rasults of all investigations must be reporied
to the administrator or his designated
representative and to other officlals in accordance
with State law (Including to the Siate survey and
certification agency) wilhin 5§ working days of the
incident, and if the alleged violatian is vorified
appropriate correclive action must be taken,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, review of the
Incident Report, and review of Ihe facility's policy
and procedures, it was delermined the facility
falled to onsure allegations of resident abuse and
misappropriation of resldent property were
roported immediately to the State Survey Agency
and ofher officials in accordance with state law for
three (3) of four (4) sampled residents (Residents
#7, #5, and #6). Tha facility falled lo ensure all

allegalions woro investigated and failed to ensura
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residents were prolacted from further potential
abuse during the facilily's investigatian.

tnterviews and record reviow rovealed Resident
#7 informed Certified Nurse Aides (CNAs) #7 and
#8 that CNA #8 had hurt himfher when they
provided Incontinonca cara lo him/her. CNAs #7
and #8 informed Licensed Practlical Nursa {LPN)
#2 of the residant's complaint when they (CNAs
#7 and #8) lef the resident's room. However,
LPN #2 fsiled 1o immediataly report the allegalion
to the Administrator and Stato agencies, failed lo
initiate an investigation of the allegation, and
falled lo ensure residants were protected from
further abuse during the course of the
investigation. Further review revesled Residomt
K7, LPN #2, CNA #8, and CNA #7 could not recall
the exact date of the incident. Interviow on
04124114 at 5:50 PM with Registerad Nurse {RN)
#2 ravoaled she interviewed Residont #7 on
01r22:14 about an Incident Resident #7 had
reported to RN #3.

Inlerviews and raview of the Incident Report
revealed an 01/22/14, the resident informed RN
#2 that four days prior (011/18/14) Cerilied Nurse
Aide {CNA) #8 hurt him/or whan he provided
incontinence care to tha resident. interview with
RN #2 revealed she reperted the abuse aliegation
to the Birector of Nursing (DON). Interview with
the DON on 04/24/14 at 5:05 PM revealed that
due to wilnesses being present who denied that
CNA #8 had inlentionally hurt Resident #7 (on
01/18/14), she advised staff that CNA #8 could
continue o provide care o othar facility residents,
but CNA #8 would nol be allowed fo provide direct
care to Residont #7. The DON slated she did not
report the allegation to the Administrator of the
faclity and Stalo agencies as required. In
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addition, the facility failed 10 conduct interviews
with additional stall and residents during tha
course of the facility's investigation, and failed lo
take action to protect residents from further
abuse/potental abuse until 04/24/14 (95 days
after tha ailegation of abusn) when the fachity
removed CNA #8 from direct patient care in the
facility

Additionally, around 04/18/14 (exact date
unknown) Resident #5 reported to facility stafl
that six dollars {($6.00) and a pair of panls wera
missing from his/her room; and on 02/04/14,
Reslidant #5 reporied thal thirty-six dollars
($36.00) was missing from his/her raom.
Although the Tacility reimbursed Rasidenis #5 and
#6 for the reported missing monies, the faciity
failed to conduct an invostigation or report the
possible misappropriation of resident property 1o
the appropriate Stato agencies as required.

The facility's failure to immediately report all
allegations af abuse, failure to prolect residants
during the course of an investigation of abuse,
and failura to investigate an allegation of abuse
caused, or was likely to causa, sericus injury,
harm, impairment, or death to residents in the
facllity. Immediate Jeopardy was determined lo
exist on 01/18/14 at 42 CFR 483.13 Resident
Behavior and Facility Practices (F225 and F226)
and 483.75 Administration {(F490) with
Subslandand Quality of Care at 42 CFR 483,13
Resident Behavior and Facility Practices (F225
and F228). The facility was notified of lhe
Immediate Jeopardy on 04/24/14,

A partlal oxtended survey was conducied on
05/06-07/14. An acceplable Allegation of
Compliance was received on 05/05/14 which

F 225
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slleged remaoval of the Immadiate Jeopardy on
05/03/14. The State Agancy determined the
Immediate Jeopardy was removed on 05/03/14
as alleged, which lowerad the scope and savarity
lo "D" ut 42 CFR 483.13 Resident Behavior and
Facility Practices (F225 and F226) and 42 CFR
483.75 Administration (F490) while tha facility
monitors the effectiveness of systemic ¢changes
and quality assurance activities.

The findings include:

Raview of the facility’s policy, "Resident Abuse,”
(not dated) revealed the facility would
Immaodiately report, and thoroughly investigals, all
aliegations ol mistreatment, neglect, abuse, and
misappropriation of residant properly. Further
review revealed all alleged Incidents involving
mistreatment, abuse, or misappropriation of
resident proparty were (o be reported immadiately
to the Administrator. In addition, the policy
revealed the Administrator, or histher designee,
would immediately notify the appropriate State
agencies of the allegation. Tha policy also
revealed ths facility would prevent further
potential abuse during the course of the
investigation, including the removal of alleged
staff from the care of all residents.

1. Review of Resident #7°s madical record
revealed the facility admitted the rasident on
12119112 with diagnoses that included Chronic
Alrway Obstruction, Spinal Stenosis, Dementia,
Anxiety, Confessional Arousals, Hallucinalions,
and Contracture of Lower Leg Joink. Review of
Rasident #7's Minimum Data Set (MDS) dated
42/1714, revealed the facility assessed the
rasident to have a Brief Interview of Mantal Status
{BIMS) scare of 12, which Indicated the resident's

F 225
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cognilion was modarately impaired,

Review of a "Complaint of Abusa/Neglect” form,
not dated and not signed, rovealed an 01/22/14,
Resident #7 reporied to Rogistered Nurse (RN)
#3 that CNA #8 had burt him/her while providing
incontinence cara "our” days ago. Furthar review
of the form revealad RN #3 informed RN #2 of
the resident’s allegations, and RN #2 completed
an incident raport and inlerviewad Resident #7.
Continuad raview of the repart revealed Resident
#7 informad RN #2 that CNA #8 was "always
rough” with hinvher. The resident further stated
he/she "told" the CNA ha was hurting kim/her and
he started “laughing® and sald "you are just being
a limid [boy/girl)."

Interview with Rasident #7 on 04/24/14 at 10:30
AM revealed Cerlified Nurse Aide (CNA) #8 "hurt
ma,” Resident #7 was unable to recall the exact
date of the incident but stated CNA #8
intenlionally caused pain by forcibly pulling histher
leis apart lo providae incontinence cere. The
resident stated ha/she told the CNA that ha had
caused pain to himvher and hefsha was going o
"tell® an him,

Interview with CNA #8 on 04/24/14 al 4:17 PM
acknowledgad he and CNA #7 had provided
incontinence care for Resident 47 when the
regidant said # hurt "down there,” reforring 1o the
paringal area. CNA #8 statod he did not recall the
exact date of the incident retated to Resident #7,
but he had informed LPN #2 that the resident had
complained that he had hurt his/her legs when he
left the resident's room. CNA #8 slated he
provided incontinance care to Resident #7 tha
following night and the resident asked him o be
careful with histher lags because he had hurt

Fa225
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them the night baforg.

Interview with CNA #7 on 04/24/14 at 4:17 PM
revealed he recalled Resident #7 had complained
thal CNA #8 had hurt himyher when the CNA
"pulled® the residant's legs aparl In order to
provids incontinence care. Although CNA #7
stated ha did not remember the exact dats of the
incidant, he stated when they left the residant’s
room, he and CNA #B informad LPN #2 of the
statement Residant #7 had made when they had
provided incontinence care.

Interviaw with LPN #2 on 04/24/14 at 6'35 PM
revoaled CNA #8 reporied to her that Res|dent #7
stated CNA #8 "broke” hisfher “vagina®; however,
LPN #2 could not racall the date of the report.
LPN #2 further stated she wenl in Resident #7's
room o assess the resident and did not “see
anything broken,* She staled the resident
informed her CINA #8 "brake” hisiher "vagina” and
the resident was going to “tell* his/her spouse,
LPN #2 stated she "think[s]" she *documented”
the incident in the Nursing Notes of the resident's
medicai record at the tima the CNA reported the
incldent to her. Howavar, LPN #2 stalad because
there had been a “witness” in the room at the
tme of the incident, she did nol "think" of tha
incident as abuse and did not remove the alleged
porpatrator from direct resident cara; she did nol
inftiate an invesligation of the incident, and did not
report the residenl's allegation to anyone.

Review of Nursing Noles in Resident #7's
medical record for January 2014 {tha month the
incident occurred based on documentalion in the
incident report) revealed no documentation the
resident had made any complaints related o a
"broke vagina” or of an incident that involved CNA
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#8.

Interview with RN #2 on 04/25/14 at 11:15 AM
revealed sha spoke lo Residoent #7 on 01/22/14
about hisher allegation. According to RN #2,
Rasident #7 believed that CNA #8 had
intentionally hurt him/her whils providing
incontinence care on D1/18/14, RN #2 stated she
contacted the Director of Nursing (DON} by
telephone and reported the resident's altegation.
RN #2 revealad al that time CNA #8 was In the
facility and she was instructed by the DON lo
inform CNA #8 nol lo provide care {o Resident &7
bul CNA #8 could continue to provide direct care
to all other residents in the facitily. RN #2 statad
thal she ialked to three residents CNA £8 had
provided care to on 01/18/14. end none of the
residents had compiaints. RN #2 also stated no
furthar investigation was conducted at thal time
and the allegation was not reported 1o the
Administretor or other State Agencies, as
required. According to RN #2 she had the
responsibility to complete abuse investigations in
the facility and was aware of the reporing
raquiraments, but uitimately all decisions
rogarding reporiing and disciplinary aclion were
made by the Administratar and/or DON,

Interview with tha DON/Co-Owner on 04/24/14, at
5:05 PM revealed that because CNA #B had
denied intentlonally harming Resident 48 when ha
provided incontinence care to the residant, and
thare had been a witness in the room who also
denied CNA #8 had intentionafly harmed the
rasident, she did not {ee! tho ollagation warranled
further investigation,

Interview with the Administrator/Co-Owner on
04/25/14, at 10:55 AM rgvealed thal he or the
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DON made decisions regarding abuse
investigations. The Administrator staled o the
"best” of his "recollection™ he was not informed of
Resident #7's allegation of abuse made an
01/18/14, until 04/24/14, 95 days aftor the
residant voiced the allegation.

2. Review of Resident #5's madical record
revealed the facility admitted the resldent on
01/95M13. Raview of a Quartery Minimum Data
Sel (MDS) assessment dated 02/11/44, revealed
the facllity assessed Resident #5 to have a Briaf
interview Mantal Status {BIMS) score of 15,
which indicated the resident's cognition was intact
with no memuory deficits.

Intarview with Resldent #5 on 04/23/14, at 10:15
AM revealed he/she had "been robbed" sbout 8
month ago {exact date unknown). Resident #5
stated six dallars (36.00) had been taken out of 3
drawer in hisihar room during the night, Resident
#5 stated hefshe had reporied io the “boss” that
the meney was missing and the facility
reimbursed himvher tha six dollars ($6,00).
Additicnally, Residant #5 slated "lwo to thres
days ago" (exact dale unknown) a pair of pants
had also disappeared [rom hisfher room,

Interview on 04/23/14, at 2:50 PM with the Social
Services DirectorfActivity Dirsctor (SSL/AD)
revealed she genoraily tock care of missing
monay of items. The SSD/AD stated when a
resident roportad they had missing money or
items, she would replace the money andfor items,
Tha SSD/AD stated at limes the Administrator or
DON may be aware of the missing ilems, but that
no formal reporting system was in place for
“small* amounts of money or “inexpensive” ilems.
The SSD/AD stated that if a "large™ amount of
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money or an "expensiva” Rem was reportad
missing, Administrative staff would be notifiod
and an invostigation initlated. Howevor, the
SSD/AD was unable to stata how or who in the
facility made the decision on what would be
considared "large™ and what warranted an
invesligation or was to be raported to
Administration

3. Raview of Resident #8's medical record
revealed the facility admitied the resident on
08/30/13. Review of a Quarterly Minimum Data
Sel (MDS) assessment daled 02/25/14, revealed
the facility assessed Resldent #6 to have a BIMS
score of 15, which indicated the residants
cognition was intact with no memory deficits

Roview of a facility file containing wrillen
statements ravealed on 02/03/14, Resident #6
raportad 1o facility staff that thirty-six dollars
{536.00) had been *stolan” from him/her. The
staff reported the allagation made by Residont #5
to the nurse caring for the resident at the tima.

Interview on 04/26/4 at 11:30 AM revaaled LPN
#5 was notified on 02/03/14 that Resident #6
roported money had been stolen from himsher.
LPN #5 glated she spoke fo Resident #6 about
the missing money and searchad the resident's
room but was unabla to locate the maonay. LPN
#5 slated she wrola a stalement detalling the
events of the Incident, bul took no furthar action
ta Initiate an investigation or notify facllity
Adminlstration about Resident #6's allsgations
ihat money had been stolen. LPN #5 staled the
routine procedurs in the facility was to notity an
Actlvities staff member of any missing monoy
roparted by residents. LPN #5 stated she
informead the Activily Assistant an 02/D4/14 that
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Rasident #6 reported he/sha had thirty-six doflars
{$36.00) missing.

Interviaw on 04/24/14 at 3:25 PM with the Activity
Assistant revealed she was Informed on 02/104/19
that Resident #6 alleged thirty-six dollars {$36.00)
had been "stolen” from him/har. Tha Activity
Asslstant stated she spoke with Rasident #6
about tha money and then reimbursad the
rasident thirty-six dellars ($36.00) from facility
funds. The Aclivity Assistant stated since she
had relmbursed Rosident #8 for the missing
money the allagation was not reporied to the
Administrator or other officials. Tha Activity
Assistant staled if anyone reported a "large™
amount of money was migsing, she would notify
faciity Administration. Hawaver, the Agtivity
Assislant was unable to define what spedfically
vonstituted a "large” amount of maney, or what
specific cicumslances would prompt notification
of Administration.

Interview with tha DON on 04/24/14. at 5:05 PM
revealed when a rosident reported missing
money or an itam, the facilily staff would initiate a
search for the itlem, and if it was not locataed the
itam or money was replaced by tho facility, The
BON confirmed the facility did not investigate
when a resident reportad a small amount of
monay or inexpensiva ilam missing. The DON
also acknowledged facility staff did not always
inform her of all Homs thal residents alleged to be
missing. She stated the facility did not have a
system in place to track or irend missing items in
an atiempt to determine if there was a patiam of
whan the incidents occurred, or to identity staff
that had worked at the time the incidents had
raporisdly occurred.
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**Tha facility provided an acceptable Allegation of
Compliance (AOC) on 05/05/14. The facility
implemented the following actions to romove the
Immediate Jeopardy:

The allagation of abuse from 01118114 was
reopaned on 04/25/14 with all regulalory agencies
being nolified. All staff members alleged to ba
present during the 01/18/14 allegation including
State Rogisterad Nurse Alde (SRNA) #8 and
Licensed Practical Nurse (LPN) #2 were removed
{rom the schedule and suspended pending the
conclusion of this investigation,

To ensure the safaty of Resident #7, as well as all
other residents rasiding at this facility, on
D4/25/14 residants with a Brief Interviow for
Mental Status (BIMS) score of 8 and above were
interviewed by tha Activily/Social Services
Directar and/or Minimum Data Set (MDS)
Coaordinator to determine if any had failed to
report an allegation of abusa, neglect,
misappropration, or exploitation. No repors of
physical abuse were noted from these interviews.
These Interviews did identify 13 residents who
reported missing iftems/money. Investigations
wero started immediately by membars of lhe
Abuse Commillee. The appropriale Stale
agencies were notified of these allegations on
04/28/14.

Residents with a BIMS score below 8 had a head
to toe skin assessment dono on 04/25/34 by
nurses, Ten residents wera identified with
bruiseslareas of discoloration/scraiches and
scabs. Thesa wera reviewed by the Direcior of
Nursing (DON) and Consulting Nurses on
04/27/14, and atthough none were of suspiclous
nature, investigations were started on G4/27/14 by
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the Quality Assurance {QA) Nurse and MDS
Cuoordinators, The appropriate Stata agencies
ware nolified on 04/28/14 by the MDS
Coordinator. Investigations were concluded on
04/29/14 with ali baing unsubsiantiated by the
facility's QA Abuse Committee. On 05/01/14 and
05/02/14, the ten residents’ Investigations were
reviewnd again for possible causes of tha injuries
and what could be done to protect the resident
from ihe reaccurvence of similar injuries.

To ensure facility policy has been followed and
the sppropriale Stale agencies natified timely,
mombers of the Abuse Commiittea, which are the
DON, Social Services!Activity Director, MDS staff,
QA Nurse, and Assistant Qirector of Nursing
(ADON), reviewod on 05401714 all allegation
reports from the year 2013 unti! present. The
Abuse Commitiae reviewed daily all rasident
allegations, injuries of unknown origin, and any
misappropriation of residents' property o ensure
tacility policy was followed and alt notifications
had been timely.

All staff was interviewed by the ADON and thae QA
Nurse on 04/29/14 to determine if anyone had
falled to repart any allegations of abuse, neglact,
misappropriation, or exploltation. There ware no
new allogations reported.

The Nursing Home Administrator (NHA), DON,
ADON, QA Nurse, Aclivity/Social Services
Director, Residant Care Suparvisor, MDS
Coordinators, Medicat Records Director, Data
Compliance staff, and Office Assistant recaived
in-sarvice educalion by the Nurse Gonsultant on
04/235114 regarding the regulatory requirements
on reporling, investigation, and prolection of
residents with all allegations of abuse. neglect,
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misappropriation, and exploitation. On 05/01/14,
addifional in-service was provided by the Nurse
Consultant on using tha handouls provided at a
seminar given by the Office of Inspector General
on 02/26114.

Slaff was in-sarviced by the QA Nurse and/or the
DON on April 25, April 28, April 27, and April 28,
2014 on the following Ilems: investigating abuse,
neglect, misappropriatian, when fo investigate,
reporting abuse, neglect, misappropriation,
coliecting statements for investigations,
performing head 1o too assessments on residents
when eliegations are made 1o ensure tha resident
has no injury, notifying the Administrator, DON,
ADON, and appropriate State agencies, when to
call 811 for on-call Social Workar, resident’s
physician, and respansible party, prolecting
residents by removal of accused immediately,
and rernoving rasidant{s) immediately out of
harm's way.

In-garvice was hekd on 05/01/14 wilh all LPNs,
SRNAs, Certified Medication Tachnicians (CMTs),
office staff, kitchen staft, housekeeping staff,
laundry staff, maintanance stafl, and janilorial
staff attanding. In-service was given by the DON,
Two employees ware not present at ekher
masting and those iwo employees were
in-sarviced on 05/02/14 by the DON. Information
for the in-service included the fraining manual,
"Hand in Hand: A Training Serias for Nursing
Homes.” The in-service covared tha following
listed areas: revised abusa policy, revised
Investigation form, types of abuse, how lo report
abuse, protection of resident, preventing abusao,
what constilutes abuse, LPNs starting
invastigation (what to do), allegations of abusa,
idontifying abuse, screening potential amployees,
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and rovised raporting protocal far abuse.

A posltest was given on 05/01/14 1o all staff aftar
sach of the in-sarvices on examples related to
abuse issues. The two employees in-sarviced on
05/02/14 wora given the posttest also.
Emplayees who did nol score 100 parcent on
their tost were rein-serviced at the me the
posttest was reviewed by tha DON.

As an ongoing tralning program, all new hires will
be required to go through the abuse training that
will include the following: screening, training,
prevention, idantification, investigation, protection,
and reporting/response. Information for these
trainings will ba taken from the manual, "Hand in
Hand: A Training Series for Nursing Homes."
After these in-services, the new employee will ba
required to lake a postiest to ansure they
understand all issues retated to abuse.

in-services on abuse will be done manthly for a
period of six months. The monthly abuge
in-sarvices will be conducted by either ihe DON
or her designated stalf member. Postlests will bo
done after each abuse in-service. All stalf will ba
required to attend the monthly abuse in-sarvices.

Payroll Employee #1, the Offica Manager, and
Accounts Payable were in-serviced on the
Tollowing revised policics and procedures by the
ADON on 04/28/14: screening of potential
employees, criminal record background chacks,
and rafaronca checks on potential emplayoas,

Payroli Employee /1, the Offica Manager, and

Accounts Payable staff have raviewed all current
amployee files on the following to ansurs current
omployees have no offences that would pravent
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them from working at this facility: Abuse Registry,
Kentucky Court of Justice, local Counly Police
Department, and the OIG Exclusion.

The following policies and procedures have baen
revised by the DON and ADON: screening of
potentlal employees, criminal record backpround
checks, and reference chocks on potential
employees,

The DON and Adminisirator have reviewsd all
employes files and sipned off on them as of
04728/14 indicaling all current employses have no
record Ihat would prevent them from working at a
long-term care facility.

The facility QA team {DON, ADON, QA Nurss,
MDS Coordinator, and Social Servicos/Activity
Director) mat with the Medical Director on
04/29/14 10 review the circumstances of the
allagation and all iMlerventions which had been
and will be implemented by the facility.

The Administrator or his designae will be
regponsible for complating a thorough
investigation of all allegations including the
following: notifying appropriale Slate agencies
limely, notifying residants’ family and Physiclan
timely, pravent further polential abuse, reviaw the
results of the investigation procass and take any
comective action required such ag retraining,
disciplinary action, faxing information to agencias,
and ensuring residents have been and ara baing
protectod,

Members of the Abuse Committee will meet daily
and review the following: all incidenl reports from
the previgus 24 hours, all investigations, all
injuries of unknaown origin, all allegations of
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misappropriation, and all other allegations.

It will be the responsibility of the Abuse
Commitiea to make the detammination that an
allegation s or is not substanttated.

Members of the Abusa Committee will also be
responsibie for ensuring daily interviews are
completed with fiva rasidents and five employeos.
Interviaws ware conducied with staff and
residants seven days a week unti! the Immediate
Jeapardy {lJ) was removed. Employes interviews
ware done on a random basis and included all
shifts and all departments. After the LI is
removed, staff will continue to do staff and
resident interviews weekly for six months to
ansure all allegations are reported.

A log will be maintained by the Abuse Committee
to ensure five ditferent rasidents and five different
employees from differenl depariments are
interviewed daily. Thase interviews will be
maintainad in a log along with any allogations
idantified from the Interviews. Investigations wil
be initiated immediately an any allegation
identified from the Interviows, All investigation
inforraation will also be maintained In the log.
The information from thesa inlerviews will be
reviewed daily by members of the Abuse
Committes for any allegations and related
invastigations.

It is the responsibility of the Abuse Committes to
ensure all allegations are handied in a timely
manner with all agencies being nolifled timely.
The Continuous Quality Improvement {CQl)
indicator for the monitoring of compliance with the
componants of the abuse regulation, including but
not limitad to invesligaling and reporting of abuse,
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will be utilized (during and at the conclusion of the
investigation) with each sllegation of abuse for
four weeks, then monthly for four months, and
then quarierdy thereaftor under the supervision of
the Administrator and DON.

Results of each abuse allegation CQ indicator
will be reviewed by the QA tenm as part of the
daily maetings, Monday through Friday, to ensure
all ailegations were handled correctly, The
rasuits of these CQl indicatars will also serve as
ongoing information to sea whare the facilty's
waak areas are with tha seven components of
abuse and neglact and in-services will be
conducted related to these areas.

Daily oversight related to the findings of the
completad CQH indicators will be raviewed by the
contracted Nurse Consultant by e-mail o ensure
all allegations are invesligated and reported as
indicated. Monthly visits {0 the facility will also be
done by the Nursa Consuilant.

The facility's Abuse policies and procadures have
bean raviewed and revised by the DON, ADON,
and Administrator,

Information from the QA Commiliee and Abuse
Committee will be given to the Administrator daily
for his review. This information will include the
folowing: all allegations of abusa, all abuse
investigations and conclusions, QA findings, all
allegalions of misappropriation of property, all
other allegations, and minutes from the QA
Committee and Abuse Commiliee.

It will be the Administralor's responsibility to
ovarsee all aspects of this Allegation of
Compliance,
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The foliowing palicies and procedures have besn
ravised with most of the contant baing changed:
rasident Abuse Policy, QA Abuse Invastigating
Team., form far complaint of abuge, form for
reporting misappropriation of property, reparting
protocal, chack list of inilial investigation, Nurse's
instructions for initia! allegations, initial allegation
of abuse and neglect form, policy on residant
protection during abuse invesligalion, reporting
an injury of unknawn crigin policy, missing items
monitoring form, initial investigation of
misappropriation of property, poficy on
misappropriation of resident's property, and
complain¥grievance report form,

““The surveyors validated the Immadiate
Jeopardy was removed as follows:

Review of the facility's investigation and inlerview
with tho DON on 05/07/14 at 3:45 PM varified the
allegalion of abuse by Resident #7 had beon
reopenad and SRNA #8 and LPN #2 had been
suspended during the investigation.

interview on 05/07/14 at 2:45 PM with the
Aclivity/Social Sarvices Direclor revealed all alert
and orientod rasidents with a Brief Interview for
Mantal Status (BIMS) score of 8 and above had
heen intarviewed reganding abuse and staff
treatment and no concems related to physical
abuse or neglect wera identified.

Interview on 05/07114 with tha DON at 3:45 PM
and tho Activity/Social Servicas Director at 2:45
PM revealed 13 residents had haon identified
during Inlerview who reparted missing
maneyfitems. Intorview and review of the
facility’s Allegation of Compliance binder revealed
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the itoms/money had either been found or
replaced and the appropriate State agencies had
been notified.

Interview with Licensed Practical Nurse (LPN) #4
on 06/07/14 at 2:23 PM, and LPN ¥5 on 05/07/14
at 2:38 PM revealed thay completed skin
assessments on residants with BIMS scores
below 8. Interview revealed soma of the
rasidents assessed had bruising/ekin tears:
however, none of the araas observed were of a
suspicious nature,

Interviaw on 05/07/14 at 3:45 PM with the DON
end reviaw of the lacifity's Allegation of
Compllance binder revealed during the skin
assessments any areas identified on a resident
were reviewed by the DON and investigations
were initiated, aven though they were not of a
suspicious nature. Further review revealsd the
appropriate Stale agencies had boan notified.

Interview on 05/07/14 et 3:45 PM with the
Director of Nursing {DON]}, the Quality Assuranca
Nurse at 2:15 PM, the Assistant Director of
Nursing (ADON) at 2:00 PM, and the Minimum
Data Sat (MDS) Nurse al 1:45 PM revealed thay
ware a pan of the Abuse Committes and had mel
dally and reviewed all allegations of abuse as a
team. The Commillee reviewad all allegations
from the beginning of 2013 until present to ensure
they had been Iinvesiigated, protection had been
provided, and thoy were reporied timely to the
appropriate agencies, Furlher, the Commitien
only Identifiod a probiem with one, which was
reopened and invesligated and no concems were
identified so It was unsubstantiated,

Interview on 05/07/14 with LPN #4 al 2,43 PM,
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LPN #6 at 2:38 PM, SRNA #16 at 3:00 PM, and
SRNA#15 at 3:10 PM revealed they had boen
interviewed regarding any abuse which may nol
have been raported. All staff intorviewed denied
any lurther knowledge of abuse.

Review of the facility's Allogation of Compliance
binder and inlerview an 05/07/14 with the DON at
3:45 PM, the ADON at 2:00 PM, the QA Nurse at
2:07 PM, and the Activity/Soclal Servicas Director
at 2:45 PM roveaied they did recelve in-sarvice by
the Nurse Consultant on 04/25/14 regarding
regulatory requirements o reporting,
investigalion, and protection of residents with atl
allagations of abuse, neglect, misappropriation,
and exploitation. Further interview revealed thay
also received in-service on 05/01/14 on using the
handouts provided at a seminar by tha Offica of
Inspector General.

Review of the faciiity’s Allegation of Compliance
binder and interview on 05/07/14 with the QA
Nurse at 2:07 PM, the DON at 3:45 PM, LPN #4
at 2:43 PM, LPN #6 at 2:38 PM, SRNA #16 at
3:00 PM, and SRNA #15 at 3:10 PM revealed
In-service was conductad for all stafl regarding al
components of abuse. Further interview with tho
LPNs, SRNAs, and the DON revealed another
In-service was hald on 05/01/14 using tha
training, *Hand in Hand: A Training Series for
Nursing Homes." The staff slated they did take a
posttast after the in-service.

Intarview with Payroll Employae #1 on 05/07/14 at
1:00 PM revealed tha facility had not hired any
new employees since 05/03/14.

Review of the facliity's Allegation of Compliance
binder and interview with the ADON on 05/07/14
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at 2.00 PM rovealed Payroll Employes #1, the
Office Manager, and Accounts Payable staff had
baan in-serviced regarding rovised
policies/procedures regarding screening of
potential employees, criminal record background
checks, and reference checks on polential
employees.

Reviaw af the facllily's Allegation of Complance
bindaer and interview on 05/07/14 al 1:50 PM with
Payroll Employee #1 revealed all cumrent
employee files had been reviewed to ensura no
current employee had an offence that wauld
pravent them from working at a nursing facility.

Interview wilh the DON on 05/07/14 at 3:45 FM
and raview of the following policy/procedures
revealed they had been ravised: screening of
potential employees (revision date 04/25/14),
criminal record background checks {revislon date
04/25/14), and reference checks on poiential
employees (nat dated).

Interview with the DON on 05/07/34 at 3:45 PM
revaalad she and the Administrator had reviewed
aill current employee files.

Interview on 05/07/14 with the DON at 3:45 PM,
the ADON at 2:00 PM, the QA Nurse at 2:07 PM,
and the Aclivity/Social Services Diractar at 2:45
PM revealad the QA team had mat with the
Medical Director on 04/29/14 to ensure he was
aware of the Immediate Jeopardy {\J) and the
Interventions which had been put in piaca by the
facility.

Interviews on 05/0714 with the DON at 3:.45 PM,
the ADON at 2.00 PM, tha QA Nurse at 2:07 FM,
and the Aclivity/Social Sarvices Direclor at 2:45
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PM, who are members of the Abuse Committee,
ravealed the Committea had met daily and
reviewed Incident reports eatch day from the
previous 24 hours, all investigations, ail injuries of
unknown origin, all allegations of
misappropriation, and all other allegatians,
Further interview revealed the Committes was
making tha final decision on all Investigations as
lo whether It was substantiated or not. Interview
and review of the facility's Allegation of
Campliance binder further revealed the Abuse
Committan had baen conducting five intarviews
daily with residents and staff regarding abuse and
| staff treatment of residants. Interview and reviow
of the facility's Allsgation of Compliance binder
further ravoaled the facilily was maintaining a log
of 2ll allegations and investigations to ensure thay
wara initiated immedialely. Intorview further
| revealed the fadility was utilizing the CQI tool for
| ail allegations of abuse.

interview on 05/07/14 with the DON at 3:45 PM,
and the OA Nurse at 2:07 PM revealed the QA
team was maating daily, Monday through Friday,
and the CQI {ool was belng reviewed during the
maeting.

Policy review and interview with the DON on
05/07114 at 2:45 PM revaaled the facilily's Abuse
Palicy and Procedure had been reviewed and
ravised.

Intorview on BS/07/14 with the DON at 3:45 PM
revealed all informmation from the Abusa
Compmiltee and the QA Committea was given

| daily to the Administratar for his review.

Policy review and interview on 05/07/14 at 3:45
P with tha DON revealed the following
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policy/procedures had boon revised: resident
Abuse Policy, QA Abuse Investigating Team,
compiaint of abuse form, form for raporting
misappropriation of property, reporting protocol,
check list of inltial investigation, Nurse's
Instructions for initial allegations, initial alegation
of abuse and neglect form, policy on resident
protection during abuse Investigation, reporting
on injury of unknown origin palicy, missing itams
monitoring form, initial investigation of
misappropriation of property, policy on
misappropriation of resident’s property, and
complaint/grievance report form.
F 226 | 483.13(c) DEVELOR/IMPLMENT

$$=J | ABUSE/NEGLECT, ETC POLICIES

The facllity must davelop and implemant writlen
policles and procedures that prahibit
mistreatment, neglect, and abusa of residents
and misappropriation of resident property.

This REQUIREMENT is not mat as evidenced
by:

Based on interview and record review it was
determined tha facilily lailed to ensurn policies
and procedures thal prohibited naglect,
mistraatment, and abuse had been implemented
for three (3} of four (4) sampled residents
(Residents #7, #5, and #6). The facility failad to
ensure all allegaticns were invesligated and failed
to ensure residents wera protected from further
polential abuse during the facllity's invastigation.

| Record raview and interviews ravaaled Resident
#7 informed Certified Nurse Aidas (CNAs) #7 end
#8 that CNA /8 burt the rosident when they
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provided incontinance care to himiher. CNAs #7
and #8 informed Licensed Practical Nursa {LPN)
#2 of the residenl's complaint when they (CNAs
#7 and #8) left the resident's room; howaver, PN
#2 did not report the incident.

On 01122114, Resident 47 informed Registerad
Nurse (RN) #3 that CNA #8 hurt him/her whan he
previded incontinence care to the resident, and
RN #3 reported the allogation {o RN #2 and the
DON. RN #2 inlerviewsd Resident #7 and
informed the DON of her findings. The DON
stated in intarview on 04/24/14 at §:05 PM thal
dua to witnasses being present who denied CNA
#8 had intentionally hurt Residont #7 (on
01/18/14), she advised staff that CNA #8 could
cantinue 1o provide care to othar facilily residents,
but that CNA #8 would not be allowed o provido
direct care to Resident #7. The DON statad she
did not report the allegation to the Administrator
of the facility and State agencles as raquired. In
addition, raview of the facflity's investigation
revealed tha facility took no action to prolect
residonts from furlher abuse/potential abuse untl
04/24/14 {95 days after the aliegation of abuse)
when the facility removed CNA #8 from direct
patient care.

Residant #5 rapored lo facility staff {around
04/18/14, axact dale unknown) that six doltars
($6.00) and a pair of pants were missing from
histher room; and on 02/04/14, Residenl #6
feported that thirty-six dollars ($36.00) was
missing from hisfer room. The facility
raimbursed Residents #5 and #6 for the mportad
missing monies: however, the faciity failed to
conduct an investigation or report the possible
misappropriation of resident property to the
appropriate State egencles as required,
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The facllity's failura to implament policies and
procedures that prohibited neglect, mistrestment,
and abuse that included reporting allegations ot
abuse, protecting rasidents durlng the course of
their investigation, and conducting an
investigation of an akegation of abuse caused, or
was likely to cause, serious fnjury, harm,
impairment, or death to residents in the facility.
Immediate Jeopardy was determined to exist on
011814 at 42 CFR 483.13 Resldent Behavior
and Facility Practices (F225 and F226) and
483.75 Administration (F480) with Subslandard
Quality of Care at 42 CFR 483.13 Resident
Bahavior and Facility Practices (F225 and F226).
The facility was notifiod of tha Immediate
Jeopardy on D4/24/14,

On 05/06-07/14, a partial exiended survoy was
conducted. An acceplable Allegation of
Compliance was receivad on 05/05/14 which
alleged removal of the Immadiate Jeopardy on
06/03/14. The State Agency determined the
mmediate Jecpardy was ramoved on 05/03/14
as allagad, which lowered lhe scope and saverity
to "D* at 42 CFR 483.13 Resident Bshavior and
Facility Praclices {F225 and F226) and 42 CFR
483,75 Administration {F490) whila the facility
moenitors the effectivenass of systemic changes
and quality assurance aclivitias.

The findings Include:

According to the facility's policy, "Resldent
Abuse," not dated, the facliily would immediatsly
raporl, and thoroughly investigate, all allegations
of mistreatment, neglect, abuse, and
misappropriation of resident proparty, and would
immediately report all alleged incidents involving
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mistreatment, abusa, or misappropriation of
resident proparty to the facility Administrator. The
policy ravealsd the facility would pravent further
potential abuse during the coursa of the
invastigation, including tho remaoval of alleged
staff from the care of all residants. The policy
also revealed the Adminisirator/designee wouild
immediately notify the appropriate State agoncies
of the allegation,

1. Documentalion in Resident #7's medical
racord revealed the facility admitted the resident
on 12/19/12. Review of @ Minimum Dala Se!
{(MDS) assessment dated 02/17/14. revealed tho
facility assessad Rasident #7 to have a Brief
Interview of Mental Status (BIMS) score of 12,
which indicatad the resident’s cognition was
moderately impaired.

Basad on documentation on 2 "Complaint of
Abuse/Neglect” form, not dated and not signed.
on 01/22/14 Resident #7 reported to Regisierad
Nurse (RN) #3 that CNA #8 hurt himther when he
provided incontinence care to the resident
(approximately four days earlier), and RN #3
reporied Lhe allegation to RN #2 and Ihe DON.
RN #2 completed an incident report and
interviewed Residont #7. Conlinued review of the
report revoaled Resident #7 informed RN #2 that
CNA #8 was "always rough” with himhar, The
resident further staled he/she “toid” the CNA he
was huning himMer and he started "laughing” and
said "you are just being a timid [boy/girl].”

Reasident #7 acknowledged in an interview
conducted on 04/24/14 at 10:30 AM that ha/she
had reponted Cerlified Nurse Aide (CNA) #8 “hurt
me." The rasident was unable to recall the oxact
date of the incident and staled CNA #8
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intantionally caused pain fo the residant by
forcibly pulling the resident's logs apart to provide
incontinence care.

CNA #8 stated in an intarview conducled on
04/24/14 at 4:17 PM that he and CNA #7 had
provided inconlinence care far Residant #7, the
resident lold them it hurt *down thaere,” and CNA
#8 informed LPN #2. Conlinuad intarviaw wilh
CNA #8 ravoalod he provided incontinence care
to Rosidant #7 the following night and the
residant asked him to be careful vith histher legs
bacause he had hurt them tha night before.

CNA #7 stated in intarview on 04/24/14 at 4:17
PM that Resident #7 had compiained that CNA #8
had hurt tha resident when the TNA "pulled” the
rosident's legs apart in order to provide
incontinence care. CNA #7 stated ha did not
remembar the exact date of the incident, but
stated he and CNA #8 informed Licensed
Praclical Nurse {LPN) #2 of tha rasident's
complaint.

LPN #2 confirmed in intarview conducled on
04/24/14 at 6:35 PM that CNA #8 reporied to her
Rasidant #7 had complained about the care CNA
#8 provided; however, LPN #2 could not recail the
date of the report. LPN #2 further stated she
assessed the resident and that she “think[s]" she
“documented” the incident in tha Nursing Notes of
the resident's medical record. LPN 42 sialed
tharo had been a "witness” In the room at the
tima of the incldent and she did not "think” abusea
had occurred and she did not remove the alleged
perpetrator from direct residont care, did not
initiate an irnvestigation of the incident, and did not
repart the resident's atlegation to anycne.

F 226

FORM CM3 2547102 99) Provines Vamaony Cosolets

Ewmn ID; MWNEDY

Faulilly '0. 100485

If continuntion sheel Page 32 of 64




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: D6/17/2014
FORM APFROVED

CE FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONS TRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICAI ION NUMBLR. A BULDING COMPLETED
c
185288 B. WG 054712014

NAME OF PROVIDER OR SUPPLIER

HICKS GOLDEN YEARS NURSING HOME

BTREET ADDRESS, CNY, SIALE, 2P CODE
1901 WEST HIGHWAY 00 BYPASS
MONTICELLO, KY 42833

RN #2 stated in an inlarview conductod on
04/25/14 at 11:15 AM she spoka to Resident #7
on 01/22/14 abuut hisher allegation and reportad
the allegation to tha Diractor of Nursing (DON) by
telephone. Furtherintarviaw with RN #2 revealed
CNA #B was in the facllity al that time and she
was instructed by the DON to inform CNA #8 not
o provide care to Resident #7, but thet he could

| continue to provida direct care lo all other
rasidents in the facility. RN #2 stated that she
talked to three residents that CNA #8 had
provided care to on 01/18/14, and none of the
rasidents had voiced complaints. RN #2 also
stated no further investigation was conducted at

| that ima and the allegalion was nat raperied to

| the Administrator or other State Agencies as

| raquired. According to RN #2 she had the
rasponsibility to complate abuse investigations In
the facility and was aware of the reporting
requirements, but ultimalely atl decistons
regarding reporting and disciplinary action were
mada by the Administrator and/or DON.

The DONJ/Co-Owner siated in intarview

| conducted on (04/24/14, at 5.05 PM \hat because

| CNA 48 had denied intentionally harming
Resident #8 when ha provided incontinancs care
lo the resident, and there had been a witness In
the room who also denied CNA #8 had
intantionally harmed the resident, she did not feel
tha aliegation warranted further invastigation,

The Administrator/Co-Ownar stated in interview
on 04/25/14, et 10:55 AM that he or the DON
determined the actions fo take when an allegation
of abuse was made. The Administrator stated to
the "bost” of his "recolleclion” he was not
informed of Resident #7's allegatian of abuse
mada on 01/18/14, until 04/24/14, 95 days afler

4310 SUMMAKY STATEMONT OF DEFICIENC I£3 i PHOVIDEH'S PLAN OF CORRECTION X5)
PREEIX {EACH DEFICIENCY MUST BE PRECELDED BY FULL PREFIX (LACH CORRCCTIVE ACTION SHOUID RE COMPLATAN
1AG REGULAIORY ORLEC IDENTIEYING INFORMATION} TAG CHOSS-REFERENCLD TO THE APPROPRIATE OATE
BEFICIENGY)
F 226 | Continued From page 32 F 228

FORM CIAS 25d107.00) Previous Ventlons Cliwkly Cuerd 10 SWNE1

ety [0: 10U48S ¥ conlinisation sheal Page 33 of 64




PRINTED: 061772014
DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED

SERVICES OMB NO. 0838-03M1

STATEMEN1 OF DEMICIENCIES (X1 PROVINERSUPPLIERCUA (XY MULTIPLE CONSIRUCTION 1X3) DAIE SURVEY
AND PLAN OF CORRLCCTION IGENTIFICATION NUMBER A B DNG COMPLEIED

o]
0510712014

185208 8. WING
NAME OF FROVIDER OR SURFLIER. STREETADDRESS. GITY STATE, 2IP CODE

1801 WEST HIGHWAY 30 BYPASB
HICK RS NU
$ GOLDEN YEA RSING HOME MONTICELLO, KY 42633

x| SUMMARY STATEMENT OF DEF ICIENCIES v PROVIDER'S PLAN OF CORRECTION 51
PHEMX {EACH UEFICICNCY MUST BE PRETEDED BY FULL FHEFIX (FACH CORRECTIVE ACTION SHOULD HE COUPLENION
[AG REGULATDRY OR LSC INENTIFYING INFORMATION] IAG CROSS.-REFERENCED TO THE AFPROPRIATE DA

DEFICIENCY)

F 226 | Continued From page 33 F 228
‘ tha resident voiced the allagation.
‘ 2. Resident #5's madical record revealad the
facility admitted the resident on 01/05/13. Raview
of a Quarterly Minimum Dala Set (MDS)
assessment dated 02/11/14, revealed the facility
assessad Resident #5 10 havo a BIMS score of
15, which indicated the rosidant’s cognition was [
intact.

Resident #5 statad in interview on 04/23/14, al |
10:15 AM that six dollars ($6.00) had been taken '
from hisfher room during the night approximately |
ona month ago (exact date unknown}. Resident l
#5 raported o the "hoss® that the money had
baen taken, and was reimbursed six dollars
($6.00). Additionaly, Resident #5 slated a pair of
pants had also disappeared from his/her room
Iwa to Lhree days ago (exact date unknown),

In intarview on 04/23/14, at 2:50 PM the Social
Sarvices Direclor/Aclivity Director (SSDIAD)
stated when a resident reported missing money
or ilems, lhe money would be reimbursed to the
regident or the missing item replaced. Howaver,
the SSO/AD stated the Administrator would not
be nolified unless the money or item was of
substantial value. The SSD/AD stated If a *large”
| amaount of money or an *expensive” ltem was
reported missing, Adminisiralive staff wouid be
notified and an invastigation initieted. Howaver,
the SSO/AD was unable to state how or who in
the facliity made the decision on what would ba
roportad to the Administrator or warrant an
investigation,

3. The Facility sdmitted Resident #6 on 08/30/13.
Review ol Resident #&'s Quarterly Minimum Data
| Sel (MDS) assessmant dated 02/25/14, revealed
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the resident was cognitively intact with no
memory dofacts,

Raview of written stalements made by facility
staffl revealed on 02/03/14, Resident #6 reported
thirty-six dollers ($36.00) had been "stolen™ from
himter. The staff reported the allegation to
Residont #6's nurse on 02/03/14.

Interview conducted on D4/25/14 at 11:30 AM with
LPN #5 revealed sha had been nolified on
02/03/14 that Residant #6 had reported missing
money. LPN #5 statad she searched Resident
#6's rmom but was unable lo locata the money,
Although LPN #5 wrole a statament delaliing the
events of the incident, she took no action to
iniliate an investigation or notify facllity
Adminisiration about Resident #6's allegations
that money had boen stolen. LPN #5 stated the
only action she took was notifying the Activity
Assistant on 02/04/14 that Resident #5 had
reporied thiry-six doliars {§36.00) had baen
stolen.

In aninterview conducted on 04/24/14 at 3:25 PM
the Activily Assistant stated when she was
notified of Resident #6's allegations, she
reimbursed the resident thirty-six doltars ($36.00)
fram facility funds. The Activity Asslstant stated
since the facilily reimbursed Residont #6 for the
missing money the allegation was not reported to
the Adminisirator or othor officials. The Activity
Assislant was unablo to define whal specific
cireumstances would prompt notification of
Administralion in relation to resident allagations of
missing money,

In interview on 04/24/14, at 5:05 PM the DON

stated when a resident reporied missing money
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or an item, the fachity staff would initiale a search
for the llem, and if it was not located tho item or
monay was replaced by the faclity. The DON
confirmed the fachity did not investigate when a
resident reported a small amount of monay or
inexpensive itemn missing, The DON stated she
was eware that the facllity's policy/procedura
indicaled an investigalion would be Initiated for all
allegations of misappropdation of residant
proparty but stated since It was a "small facility” it
was "sasier” to reimburse the rasident the money
or replace inexpensiva itoms,

**The faciity provided an acceplable Allegation of
Compliance (AQC) on 06/05/14. Tha facility
imptamontad the following actions to remove the
immediate Jeopardy:

The allegation of abusa from 01/18/14 was
reopened on 04/25/14 wilh all regulatory agencies
baing notified. All slaff members allegod to be
present during the 01/18/14 allegation including
State Raegistered Nurse Alde {SRNA) #8 and
Licensed Praclical Nurse (LPN) #2 weore removed
from the schedule and suspanded pending Lhe
conclusion of this investigation.

To ensure tha safoty of Residenl #7, as wel as all
other rosidents reslding at this facility, on
D4725/14 residents with a Brief Interview for
Mantal Status (BIMS) score of 8 and above ware
Iinterviewed by the Aclivity/Social Services
Director and/or Minimum Data Sat (MDS)
Coordinator to determine if any had failed to
report un allegation of abuse, neglect.
misappropriation, or exploitation. No reports of
physical abuse were noled lrom these interviews.
These interviews did identify 13 residents who
reported missing llems/money. invastigations

FORM CIS-2157(02-69) Hravat s Versians Olawle

Everd ID:NWHE

Facibny D 10c485

{# ennnuation sheel Page 36 of 64




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/17/2014

FORM APPROVED
__CENTERS FOR MERICARE & MEDICAID SERVICES CMB NO, 0938-03%1
STAIEMENT OF DEFICIENCIES {%1) PROVINER/SUPFLIER/CLIA (X2} MULTIPLE CONSTRUCTION {A3) DATE SURVEY
AND FLAN OF CORRFCTION IDENTIFICATION NUMBER: ALThTTS COMPLEIED
c
1856208 B WING — 05M07/2014
NAWE OF PROVIDER OR SUPPLIER SIHEET ADDRESS, CTVY, STATE. ZiP CODE
HICKS GOLDEN YEARS NURSING HOME hedillc Al
MONTICELLO, KY 42822
4310 BUMIMARY STATEMENT OF DEF ICIENCIES n PHOVIDERS PLAK OF CORRECTION X8}
PRET I {EACH DEFICIENCY MUST BE PHECEDED BY FULL PREFIX {EACH CORRLCCTIVE ACTION SHOUI D BE EOMMLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAQ CROSS-REFERCNCLD TO THE ARPROPRIATE GATE
DERICIENCY)
F 226 | Continued From page 36 F 226

were starled immadiately by members of lhe
Abuse Committea. The appropriate Stale
agoncies were notified of these allegations on
0472814,

Residents with a BIMS scora halow 8 had a head
1o toe skin assessment done on 04/25/14 by
nurses. Ten residents were identified with
bruises/areas of discoloration/scratches and
scabs. These were reviewad by the Diractor of
Nursing (CON} and Consufting Nurses an
04127114, and although none were of suspicious
nature, investigations were startod on 04/27/14 by
the Quality Assurance {QA) Nurse and MDS
Coordinalors. The appropriate Stale agencies
were notified an 04/28/14 by the MDS
Coordinator. Investigations ware concluded on
04/29/14 with all being unsubstantialed by the
facility's QA Abuse Committee. On 05/01/14 and
D5/02/14, the ten residents’ investigations ware
reviewed again for possible causes of lhe injuries
and what could be dana to protact the resident
from the renccurrence of simifar injuries.

Ta onsure facility policy has been followed and
the appropriate Stale agencies notifiod timely.
members of the Abuse Commitiea, which are the
DON. Social Services/Activity Direclor, MDS staff,
QA Nursa, and Assistant Direcior of Nursing
{ADON), reviewed on 05/01/14 all allegation
reparts from the year 2013 until present. The
Abuse Commiliee reviewed daily aif rasident
allepations, injuries of unknown origin, and any
misappropriation of rosidants’ property to ensure
facility policy was followed and all notificalions
had been timely,

All staff was interviewed by the ADON and the QA
Nurse on 04/29/14 to delermine if anyone had
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failed to report any allegations of abuse, naglect,
misapproprialion, or exploitation. There were na
new allegations roporigd.

The Nursing Home Administrator (NHA), DON,
ADON, QA Nursa, Activily/Social Services
Director, Resident Care Supervisar, MDS
Coordinstors, Medical Records Direclor, Data
Compliance staff, and Offica Assistant received
in-sarvico aducation by the Nurse Consultant on
04/25/14 ragarding the regulatory requirements
on reporting, investigation, and protection of
residents with all allegations of abuse, naglect,
misappropriatian, and axploitation. On 05/01714,
additional in-servioo was provided by the Nurse
Consultant on vsing the handouts provided at a
seminar given by the Office of Inspecior General
on 02/26/14.

Staff was in-sarviced by the QA Nurse and/ar the
DON on April 25, April 28, April 27, and April 28,
2014 on lhe following items: investigating abuse,
neqlect, misappropriation, whon 1o Investigate,
reporling abuse, neglact, misapprapriation,
collecting statements for investigations.
performing haad to toe assessments on residenis
whaen altegalions are made o ensure the resident
has no injury, notifying the Administratar, DON,
ADON, and appropriate Stata agencies, when to
call 911 for on-call Social Warkaer, resident's
physician, and responsibie party. protecling
residents by removal of accused immediately,
and removing resident(s) immediataly out of
harm's way.

In-service was held on 05/01/14 with all LPNs,

SRNAa, Certified Madication Technicians {CMTs).

office staff, kitchen staff, housekeeping siaff,
laundry staff, maintenance stafl, and janitorial

X4} I SUMMARY STATFMENT OF DEFICIENCIES [is] PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICHENCY MUST BE PRECEDED BY FLLL PREFIX (EACH COHREC T IVE ACTION SHOULD BE COMPLETON
TAG RECULATORY OR LEC IDENTIFYING INFORMATHON} TAG CROBS-REFEHENCED TO THE APPROPRIATE L]
DEFICIENGY)
F 226 | Continued From page 37 F 226

TORM CNS 2567102 #9) Pravians Vinruons Oosolvie

Fynrd (D HWNF I

PGty 10, 100485 Il continuaton sheat Page 18 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0GH17/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMEN I OF DLFICIFNGIES [X1) PROVIDFRISUPPLIER/CLIA [%2) MULTIPLE COMSTRUCTION {X3) DATT: SURVEY
AND PLAN OF CORRECTION TDENTINCATICN NUMBER: AL COMPLFTRD
c
185298 B WING 05/07/2014
NAME OF PROVIDER OR SUPP IER STRFFT ADDRESS, CITY, S1AIE, 21 COOE
1501 WEST HIGHWAY 90 BYPASS
HICKS GOLDE R RSING HOME
kS N YEARS NU MONTICELLO, KY 42833
%4y 1D BUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION 155
PREFIN (EACH DEFICIENCY MUST BC PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOUD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-HEFERCNCED TO THE APPROGPRIATE 0ATC
DCTICIENCY)
F 228 | Cantinued From page 38

staff attending, In-service was given hy the DON.
Two employees wara not present at either
meeting and those two employees wers
in-serviced on 05/02/14 by the DON. information
far the in-service included the training manual,
"Hand in Hand; A Training Series for Nursing
Homes.” The In-service covered the following
listad areas: revised abuse policy, revised
investigation form, types of abusa, how to ropart
abuse, protoction of resident, preventing abuse,
what canstitutes abuse, LPNs starting
investigation (what to do}, allegations of abuse,
identifying abuse, screening patantial employses,
and revised reparting protocol lor abuse.

A postiest was given on 05/01/14 to all staff after
each of the in-sarvices on examples rolated to
sbuse issues. The two employees in-serviced on
05/02/14 were given the postiast also,
Employees who did not scome 100 percent on
thelr test wera roin-serviced al the time the
posttest was reviewed by the DON.

As an angalng training program, all new hiras will
be roquired to go through the abuse training thal
will include (he following: scresning, training,

pravention, identificaticn, investigation, protection,

and reporiing/response. Information for these
trainings will ba taken fram the manual, "Hand in
Hand: A Training Sorias for Nursing Homes *
After these in-sorvices, the new employes will ba
required to take a posilest to ensura they
understand all issues related to abuse,

In-sarvices on abuse will be dona manthly for a
period of six months. The monthly abuse
in-services will be conducied by either the DON
or her designatad stalf member, Postiests will ba
done aftor each abuse in-service. All staff will ba
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required ta attend the monthly abuse in-services.

Payroll Employee #1, the Office Manager, and
Accounts Payabla were In-serviced on the
following revised policies and procedures by the
ADON on 04/28/14; screening of poiontial
employees, criminal record background checks,
and refarance checks on potentiat employees,

Payroll Employes #1, the Office Manager, and
Accounts Payable staff have reviewed all current
employee files on the Tollowing lo ensure cument
employees hava no offences that would pravent
them from working at this facility: Abuse Registry,
Kentucky Court of Justice, local County Police
Deparment, and the OIG Exclusian.

The following policies and procedures have been
ravised by the DON and ADON: screening of
potential employeas, criminal record background
checks, and refarence checks on potontiat
employees.

Tha DON and Adminlstrator have reviewed al|
emptoyee files and signed off on them as of
04/29/14 indicating all current employeas have no
record that would prevent them from working at a
long-tarm care facility.

The facility QA team (BON, ADON, QA Nurse,
MDS Coordinator, and Social Services/Activity
Directar) met with tha Medical Director on
04/29/14 to review the circumstances af the
allegation and all interventlons which had basn
and will be implemented by the facility.

Tha Administrator or his degignae will be
rasponsible for completing a thorough
invastigation of all allegations including the
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following: notifying appropriate State agencies
timaly, notifying residents' tamily and Physician
timely, prevent furher potential abuse, review the
results of the investigation process and take any
corrective action required such as relraining,
disciplinary action, faxing Information to agencies,
and ensuring residents have been and are being
protected,

Members of the Abuse Commiiltee will meet daily
and raviaw the following: all incident reports from
the pravious 24 hours, all investigations, all
Injurias of unknown origin, ail allegations of
migappropriation, and ail cthar allegations.

It will be the responsibility of the Abuse
Committee to make the determination that an
allegation Is or is not substantiated.

Members of the Abuse Cormmitiee will also be
rasponsible for ensuring daily interviows are
completed with five residents and five employees,
Interviews were conducted with stalf and
rasidents seven days a week until the immediale
Jeopardy (1) was removed. Employee inlerviews
were done on a random basis and included all
shifts and all depariments. After the LI is
ramaved, staff will continue to do staff and
resident interviews weekly for skt months to
ensure all allegations are reported.

A log will be maintainad by the Abuse Commitica
to ensure fiva different residents and five differant
amployeses from different departmonts are
intarviewed daily. These interviows will ba
maintained in a log along with any allegations
identified (rom the intarviews, Investigations will
be initiated immadiately on any allegalion
identifiad from the interviews. All investigation
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informaticn will alsa be maintained in the log.
The information from these Interviews will be
reviewad dally by members of the Abuse
Committea for any allegations and related
invastigations.

It is the responsibifity of the Abuse Commiltee 1o
ensure all allegations are handled In a tmely
manner with all agencies being notified timely.
The Continuous Quality Improvement (CQI)
indicator for the monitoring of compliance with tha
components of the abuse regulation, including but
not Yimited to investigating and reporting of abuse,
will be utilized (during and at the conclusion of tha
investigation) with sach allegation of abuse for
four weeks, then monthly for four months, and
then quartarly thereafter under the supervision of
the Administrator and DON.

Resulls of each abuse allegation CQ1 indicator
will be reviewsd by the QA team as par of the
daily moetings, Monday through Friday, to ensura
all ellegations were handled correctly. The
resulis of these CQI indicators will also sarve as
angoing informalion to ses whara tha facility’s
weak areas are with the sevan components of
abuse and neglect and in-sarvices will be
conducted relatod to these areas.

Daily aversight related Lo the lindings of the
completed CQ indicalors will be reviewed by the
contracted Nurse Consultant by e-mail to ensure
all allegations are investigated and roported as
indicated. Monthly visits to the facility will also be
done by the Nurse Consultant.

The facility's Abuse policies and procedures have
been reviewed and ravised by the DON, ADON,
and Administrator,
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Information from the QA Committea and Abuse
Commitiee will be given to the Administrator daily
for his review. This infarmation will include the
following: all allegatians of abuse, all abuse
invesligations and conclusions, QA findings, all
allegatfons of misappropriation of property, all
other allegations, and minutes from the QA
Committes and Abuse Committea.

it will be the Administrator's responsibility to
oversee all aspects of this Allegation of
Compliance.

The flollowing policles and procedures hava been
revised with most of the conient being changed:
resident Abuse Policy, QA Abuse Investigaling
Toam, form for complaint of abuse, form for
raporting misappropriation of property, reporting
protocol, check Est of inflial investigation. Nurse's
instructions for Initlal allegations, initial allegation
of abuse and naglect form, policy on resident
protection during abuse Investigation, reporting
on injury of unknown origin policy, missing items
moniloring form, initial investigation of
misappropriation of property, policy on
misappropriation of resident's property, and
complaint/griavance report form.

“*Tha surveyors validated the Immediale
Jeopardy was removed as fallows:

Review of the facility’s investigation and inlerview
with the DON on 05/G7/14 at 3:45 PM verified tha
allegation of abuse by Resident #7 had been
reoponad and SRNA #8 and LPN #2 had been
suspended during the investigation.

Intarview on 05/07/14 at 2:45 PM with the
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Activity/Social Services Direclor revaaled all alert
and oriented residents with a Brief Interview for
Mental Status (BIMS) score of 8 and above had
been interviewed regarding abuse and staff
treaiment and no concams relaled to physical
abuse or neglect were identified.

Intorviaw on 05/07/14 with tho DON al 3:45 PM
and the Activity/Social Sewvices Director at 2:45
PM revealed 13 residents had been identifiod
during intorview who reported missing
moneyfitems. Intarview and review of tha
facility's Allogation of Compliance binder revealed
the ltemsimoney had either bean found or
repiaced and the appropnals Stale agencles had
been notified.

Interview with Liconsed Practical Nurse (LPN) #4
on 05/07/14 at 2:23 PM, and LPN #5 on 05/07/14
at 2:38 PM rovealad they completed skin
assessments on residents with BIMS scores
below 8. Interview revealed sama of the
residonts assessed had brulsing/skin tears;
however, none of the areas observed were of a
suspicious nature.

Inlerview on 05/07/14 at 3:45 PM with the DON
and review of the [acility’s Allegation of
Compliance binder revealed during tha skin
assessments any areas identifiad on a resldent
were reviewed by the DON and invesligations
were initiatnd, aven though they were notof a
suspicious nature. Further review revealod the
appropriate Stale agencies had been notified.

Interview on 05/07/14 at 3:45 PM with the
Director of Nursing (DON), the Quality Assurance
Nurse at 2:15 PM, the Assistant Direclor of
Nursing (ADON} at 2:00 PM, and the Minimum
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Data Set (MDS) Nurse at 1:45 PM ravealad they
were a part of the Abuse Committee and had met
dally and reviewed all allegations of abuse as a
team. The Commiltee reviewed al! allegations
from the beginning of 2013 until present to ensurp
they had been investigated, protection had heen
provided, and they were reported timely to the
appropriate agencies. Furher, the Committee
only identified a problam with one, which was
reopened and invesligated and no concems were
identified so it was unsubstantiated,

Interview an 05/07/14 with LPN #4 at 2:43 PM,
LPN #6 at 2:38 PM, SRNA #16 at 3:00 PM, and
SRNA #15 at 3:10 PM revealed they had been
interviewed regarding any abuse which may not
have haen repored. All staff interviewed denied
any further knowledge of abuse,

Review of the facility's Allegation of Compliance
hinder and interview on 05/07/14 with the DON at
3:45 PM, tha ADON at 2:00 PM, the QA Nurse at
2:07 PM, and the Activity/Soclal Services Director
at 2:45 PM revealed they did receive in-service by
the Nurse Consultant on 04/25/14 regarding
regulatory requiremants on reporting,
Investigation, and protection of residents with all
allegations of abuse, neglect, misappropriation,
and exploitation. Further interviow revealed they
alzo roceived in-service on 05/01/14 on using the
handouts provided al a seminar by the Office of
Inspector General.

Review of the facility's Allegation of Compliance
binder and inlorview on 05/07/14 with tha QA
Nurse at 2:07 PM, the DON at 3:45 PM, LPN #4
at 243 PM, LPN #6 st 2:38 PM, SRNA #16 at
3:00 PM, and SRNA#15 at 3:10 PM revealed
In-service was conducted for all siaff regarding all
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components of abuse. Further intorview with the
LPNs, SRNAs, and the DON ravaaled another
in-service was held on 05/01/14 using the
training, "Hand in Hand: A Training Series for
Nursing Homes.” The staff stated they did take a
postiast afler the in-senvice,

Interview with Payroll Employee #1 on 05/07/14 al
1:00 PM revaalad the facllity had not hired any
new employeas since 05/03/14.

Review of the lacility’s Allagation of Complianca
binder and interview with the ADON on 05/07114
at 2:00 PM revealed Payroll Employee #1, the
Office Manager, and Accounts Payable staff had
been in-serviced regarding revised
policies/procedurns regarding screening of
potential employees, criminal rocord background
checks, and reference chacks on potential
employees.

Review of the facility's Allegation of Compliance
binder and intarview on 05/07/14 at 1:50 PM with
Payrall Employes #1 revealed all current
employas files had been raviewed lo ensure no
current employee had an offence that would
prevent them from working at a nursing facility,

Interview with the DON on 05/07/14 at 3:45 PM
and reviow of the lollowing policy/procedures
revaalad thay had been revised: screening of
potential employees (ravision date 04/25/14),
criminal record background checks (revision date
04725114}, and raferance checks on potantial
employees {not dated),

Interview with the DON on 05/07/14 at 3:45 PM
reveatod she and the Administrator had reviewed
all current amployes files,
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Interview on 05/07/14 with the DON at 3:45 PM,
the ADON at 2:00 PM, the OA Nurse at 2:07 PM.
and the Activity/Social Servicas Director at 2:45
PM revealed the QA leam had met with the
Medical Director on 04/29/14 10 ensure he was
aware of the mmediate Jeopardy {I1) and the
interventions which had been put in ptace by the
facility.

Interview on 05/07/14 with the DON at 3:45 PM,
the ADON at 2:00 PM, the QA Nurse at 2:07 PM,
and the Activity/Social Services Director at 2:45
PM, who are members of the Abuss Committee,
revealod the Committee had met daily and
reviewad incident reports sach day from the
provious 24 hours, all investigations, all Injuries of
unknown origin, all allogations of
misapproprialion, and all other allegations.
Further interview rovealed the Committee was
making the final decision on all investigations as
to whether it was subslantialed or not. Interviaw
and raviow of the facliily's Allegation of
Compliance binder further revoaled the Abuse
Committee had been conducting five interviews
dally with residents and staff regarding abuse and
staff reatment of residents. Interview and review
of the facility's Allegation of Compliance bindar
furthar revealed the facilily was maintaining a log
of all allegalions end investigations to ensure they
warg initialed immediately. Interview further
revealed the facility was utilizing the CQl tool for
afl allegations of abuse,

Intarviow on 05/07/14 with the DON at 3:45 PM,
and the QA Nurse at 2:07 PM revealed the QA
team was meeting daily, Monday {hrough Friday,
and the CQl tool was baing reviewed during the
meeting.
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Palicy reviow and interviaw with the DON an

0507114 at 3:45 PM ravealed the facility's Abuse

Policy and Procedure had been reviewed and
revised.

Interview on D5/07/14 with the DON at 3:45 PM
revealed all information from the Abuse
Committee and the QA Commitice was given

daily to the Administrator for his review.

Policy raview and intarview on 05/07/14 at 3:45
PM with the DON revealed the following
policy/procedures had been revisad: resident
Abuse Policy, QA Abuse Investigaling Team,
complaint of abuse form, form for reparling
misappropriation of property, reporting protocol,
check list of initial investigation, Nurse's
Instructions for initial allegations, initial allegation
of abuse and neglect form, policy on resident
protection during abuse investigation, reporting
on Injury of unknown origin policy. missing itams
manitoring form, inilial investigation of
misappropriation of property, policy on
misappropriation of resident's proporty, and

complaint/grievance report form.
483,75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in & manner that

anables it lo use its resources efectively and
officiently to attain or maintain the highest

practicable physical, mental, and psychosoclal

well-being of each resident,

This REQUIREMENT is not met as avidenced
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Based on interview, record review, and roviow of
policy/procodures it was delermined the faciity's
Administration failed to ensure its resources,
including policies related to abuse and neglect,
were used sffeclively and efficiently to maintain
the highest practicable physical, mental, and
psychosoclal welkbeing for one (1) of four (4)
sampied residents (Rasidant #7), Interviews and
review of the incident report (undated) ravealad
on 01/22/14, Raesldenl #7 informed Rogistered
Nurse #2 that "four™ days priof to the date of the
interview (01/18/14), Certifled Nurse Aids {CNA}
#8 hurt the resident when he provided
incontinence care to himvher. Interview revealed
Resldent #7 alleged Cartified Nurse Aide (CNA)
#8 “broke" his/her “vagina” and hurt her/his lags.
CNA #8 and CNA #7, who ware alsa in tha room,
informod Licensed Practical Nurse (LPN) #2 of
the rosident’s complaints. Howavor, the LPN
failed to foilow the facility's policies and
procedures on raceipt of the residenl’s sllegation
and feiled {o ansura an investigation was inifiated,
failed to ensure that residents worm protected
during the facility’s investigation, and failed to
inform the Administrator of the resident's
allegation.

On 01/22/14, Resident #7 reporied the allegation
10 Registered Nursa (RN) #3, and RN #3
informed RN #2 (who was responsibic for abuse
investigations) of the allegation. RN #2
intorviewed Resident #7 on 01/22/%4 and notified
the Director of Nursing {DON) of tha resident's
allegation, The DON informad RN #2 to nol allaw
CNA 78 to provide cara to Resident #7; however,
Uhe facility did not restrict CNA #8 from providing
direct care to other rasidents in the facility.
Interviews and rocord raview revealed
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Administration failed to ensure abuse policias and
procedures ware implemented. The facliity falled
to iniliate an investigation of the allagation, failed
to protect residents feom further abuse, and failed
to report the allegalion of abuse immediately to
State agencies when the allegation was reported
to the LPN on 01/18/14 and the DON on
01722114, (Refor to F226 and F226.)

The Administration’s failura to ensure lacility
palicies/procedures related to abuse prevention
werg Implemenled caused, or was ikely to cause,
sorious injury, harm, impairment, or death to
residents at tha facllity. Immediata Jeopardy was
delermined to exist on 01/18/14 at 42 CFR
483.13 Resident Behavior and Facility Practices
(F225 and F226) and 483.75 Administration
(F420) with Substandard Quality of Care at 42
CFR 483.13 Resident Behavior and Facility
Practices (F225 and F228). The facility was
notified of the Immadiate Jeopardy on 04/24/14.

A partial exlended survey was conducted on
D5/06-07/14. An acceptable Allegation of
Cornplianco was recelved on 05/05/14 which
alleged removal of the Immadiate Jeopardy on
05/03/14. The State Survay Agency determined
the Immediate Jeopardy was removed on
0503114 as alleged, which lowered the scope
and severity to "D" at 42 CFR 483.13 Resident
Behaviar and Fagility Practices (F225 and F226)
and 42 CFR 483.75 Administration (F490) whila
the facility monitars the effectiveness of systemic
changes and quallty assurance activitias. (Refer
to F225 and F226.)

The findings include:

Review of the facilily's policy, “Resident Abuse
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Policy,” {nol dated) ravealed slafl was to repart all
allegalions of mistroatment, abuse, or
misapprogriation of resident property to the
Administrator. According to the policy, tha facility
was lo immediately report and thoroughly
investigate all allegations of mistraatmant,
neglect, and abuse of residants, and allegations
of misapproprialion of resident properly. The
policy also revealed the Administrator, or his
designee, would immediately notify the
appropriate Stata agencies of the zllegations. In
addition, the policy ravealed the facility would
prevent furthar potential abuse during the
Investigation including the removal of allegod staff
from the care of all rasidents,

Interviews and record review revealed Resident
¥7 informed Cerlified Nurse Aide {CNA) #8 that
he hurt tha resident when ha and CNA #7
provided incontinence care to the resident. CNA
#7 and CNA #8 informed Licensed Practical
Nurse (LPN) #2 of tha resident’s complaint when
he and CNA #7 left the resident’s room.

However, LPN #2 failed to immediately raport the
allegation to the Administrator of the facility and/or
State agoncles, failed to Initiate an investigation
of tho allegation, and failed to onsure residents
ware protecied from further abuse during the
course of an investigation. Although interview
revealed Resident #7, LPN #2, CNA 48, and CNA
#7 could not recall the exaci dale of the Incident,
interview on 04/24/14 al 5:50 PM with Reglstered
Nurse (RN} #2 revealed she Inferviewod Rasident
#7 on 01/22/14 about the incidont and the
resident reported the incident accurred "four”
days prior to the interview (01/18/14).

Inlarview with RN #2 revealed she reported the
abuge allegation lo the Director of Nursing
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(DON). Intarview with the DON on 04/24/14 at
5:05 PM revealed sho advised staff that CNA #8
could continue to provide care to other facility
residents, but tha CNA would not be allowed to
provide direct care to Resident #7. The DON
slated sha did nol report the aliegallon to the
Administrator of the facllity and Stale agencies as
requirad. In addilion, the facility failed to take
action to prolect residants from further
abuse/potential abusa until 04/24/14 (95 days
after the incident) when the facility romoved CNA
#8 from direct patient care in the facility,

Interview with the Administrator on 04/25/14 at
10:55 AM revealed he was nat aware of the
allagation of abuse by Residant #7 which
accurrad an 01/18/14 until 04/24/114. Further
intarview reveated LPN #2 "should* havo
informed "all of us” of the allegation made by
Resldent #7 at the time the resident reparted the
allegation.

**The facility provided an acceptable Allegation of
Compliance (AQC) an 05/05/14, The facility
implemented tho following aclions to remove the
Immediate Joopardy:

The aliagation of abuse from 01/18/14 was
raopened on 04/25/14 with all regulatory agencies
baing notified. All staff members alleged to be
present during the 01/18/14 allegation including
State Ragistered Nurse Aide {SRNA) #8 and
Licensod Practical Nurse (LPN)#2 were removed
from the schedule and suspended pending the
cunclusion of this investigation.

Te ansure the safely of Resident #7, as well as all
othar residents residing at this facility, on
04/25/14 residents with a Brief Inlerview for
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Menizl Status (BIMS) score of 8 and above were
interviewed by the Activity/Soclat Services
Dirgctor and/or Minimum Data Set (MDS)
Coordinator to detarmina il any had failed to
report an allegation of abuse, neglect,
misappropriation, or exploitation. No reports of
physical abuse were noted from these interviews.
These interviews did identity 13 residents who
roported missing itemsfmoney. Investigations
were slarted immediately hy mernbers of the
Abuse Commitice. The appropriate State
agencies wero notified of these allegations on
04/28/14.

Residanis with a BIMS score below 8 had a head
to toe skin assessmant done on 04/25/14 by
nursas. Ten residenis wara identified with
bruisesfareas of discoloration/scraiches and
scabs. These wero raviewed by the Director of
Nursing (DON) and Consulling Nurses on
04/2714, and aithough none were of suspicious
nature, investigations were started on 04/27/14 by
the Quality Assurance (QA) Nurse and MDS
Coordinalors. The approprigto State agencies
wara notified on 04/28/14 by the MDS
Coordinator. Investigations were concluded on
04/29/14 with all being unsubstantiated by the
facility's QA Abuse Commitiee. On 05/01/14 and
05102114, the ten residents' invostigations were
reviewed again for possible causes of Ihe injuries
and what could be done to protect the resldent
from the reoccurrence of similar injuries,

To ensure facility policy has been followed and
the apprapriate Siate agencies notified timely,
members of the Abuse Commilise, which are the
DON, Social Servicos/Activity Director, MDS staff,
QA Nurse, and Assistant Diractor of Nursing
(ADON), reviewed on ©5/01/14 all allegation
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reports lrom the year 2013 until presert. The
Abuse Committee raviewed dally all resident
allegations, injuries of unknown origin, and any
misappropriation of residonts' property to ensura
facllity palicy was foflowed and all nolifications
had been limely.

All staff was interviewsd by the ADON and the QA
Nurse on 04/29/14 o determing f anyone had
falled to report any allegations of abuse, noglect,
misapproprialion, or exploitation. Thera were no
new allegations reported,

The Nursing Home Administrator (NHA), DON,
ADON, QA Nurse, ActivitytSocial Services
Director, Resident Care Supervisor, MDS
Coordinators, Medical Records Director, Datla
Compliance staff, and Office Assistant received
in-service education by the Nurse Consultant on
04125114 regarding the regulatory requirements
on reporting, investigalion, and protection of
residents with all allegations of abuse, negloct,
misappropriation, and exploitation. On 05/01/14,
additional in-service was provided by the Nurse
Consultant on using the handouls pravided al a
saminar given by the Office of Inspactor General
an 02/26114.

Staff was in-serviced by the QA Nurse and/or the
DON on April 25, April 28, Apr 27, and April 29,
2014 on the following items: investigaling abusa,
naglact, misappropration, when Lo investigats,
reporling abuse, neglact, misappropriation,
collecting statements for investigations,
performing head to toe assessments on residents
when allegations are made to ansure the resident
has na injury, notifying the Adminisirator, DON,
ADON, and appropriate State agencies, when to
call 811 for on-call Soclal Worker, residant's
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physician, and respongible party, protecting
residents by removal of accused immediately,
and removing resident(s) immediately out of
harm's way.

In-service was heid on 06/01/14 with all LPNs,
SRNAs, Cortified Medication Technicians (CMT),
office staff, kitchen siafi, housekoeping staff,
laundry staff, maintenance staff, and Janitorial
staff attanding. In-service was given by the DON.
Two employeas were not present at either
meeting and {hose two employees were
in-serviced on 05/02/14 by the DON. information
for the in-service inciuded the training manual,
*Hand In Hand: A Training Series for Nursing
Homes." Tha in-service covered the following
listed ereas: mvised abuse policy, revised
Investigation form. types of abuse, how to report
abuse, proteclion of residani, prevenling abuse,
what constilutes abuse, LPNs starling
investigation (what 1o do), allegations of abuse,
Identifying abuse, screening potential employees,
and revised reporiing pratocol for abuse.

A postiesi was glven on 05/01/14 to all staff after
each of lhe in-services on examples relatod to
abuse Issues. The two employees in-serviced on
05/02/14 wera given the postiest alsa.
Employees who did not score 100 percent on
their test were rein-serviced ot the time the
posttest was reviewed by the DON.

As an onguoing training program, all new hiras will
be required to go through the abuse training that
will include the following: screening, training,
prevention, identification, investigation, protection,
and repartingfresponse. Information for these
trainings will be taken from the manual, "Hand in
Hand: A Training Series for Nursing Homes ™
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After these In-services, the new employee will be
| required o take a postiest lo ensure they
undarstand all issues related to abusa.

In-services on abuse will ba dore manihly for a
period of six months. Tha monthly abuse
in-services will be canducted by elther tha DON
or her designated staff member. Posttasts will be
done sfter each abuse in-service. All staff will be
required ta attend the monthly abuse inservices.

Payroll Employee #1, the Office Manager, and
Accounts Payable wera in-serviced on the
following revised policies and procedures by tha
ADON on 04/28/14: screening of potential
employees, criminal record background checks,
and reference chacks on polential employoas.

Payroll Employea #1, the Office Manager, and
Accounts Payable staff have roviewed all current
amployee files on the following to ensura current
employees have no offances that would prevent
them from working at this facility: Abuse Ragistry,
Kentucky Court of Justice, local County Police

| Departmont, and the QIG Exclusion

Tha fllowing policies and pracedures have been
rovised by the DON and ADON: screening of
polential employons, criminal record background
checks, and referance checks on potential
employces.

The DON and Administrator have reviewed all
employee files and signad off on them as of
04/29/14 indicating all curment employees have no
record that woutd pravent them from working at a
long-term cara facility,

| The facility QA team (DON, ADON, QA Nursae,
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MDS Coordinator, and Social Services/Activity
Diractor) mel wilh the Medical Director on
04/29/14 to review tho circumstances of tha
allegation and =il intarventions which had bagn
and will be implomanted by the facility.

Tho Administrator or his designae will be
responsitle for completing a thorough
investigation of all allegations including the
following: notifying appropriate State agencies
timely, natifying residents’ family and Physiclan
tmely, pravent further potential abuse, review the
results of the investigation procass and take any
comeclive action required such as retraining,
disclplinary action, faxing information to agencies,
and ensuring rosidents have been and are balng
protected.

Membars of the Abuse Committee will meet daily
and review the following: all incidant reports from
the previous 24 hours, all investigations, all
injuries of unknown origin, all aflegstions of
misappropriation, and all other allegations.

It will be the rospansibility of the Abuse
Commitiee to make \he determination that an
allegation is or is nol substantiated.

Members of the Abuse Commiltee will also ba
responsible for ensuring daily interviews are
completed with five residants and five employecs.
Imerviews were conducted with stafl and
residents sovan days a week until the Immadiate
Jaopardy (L)) was removed. Employes interviews
wera done on a random basis and included ail
shifls and all departmants, After the lJ is
removed, staff will continue to do staff and
residont intarviews weekly for six months to
ensura all allegations are reported.
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Alog will be maintained by the Abuse Commitiee
to ensure five different residents and five different
employees from different deparimenils are
interviewed daily. Thasa intarviews will be
maintained in a log along with any allegations
identified from tha interviews. Investigations will
be initiated immediately on eny allegation
identified from the interviews. All Investigation
informalion will also be malntained In the log.
The information from these interviews will be
reviowad dally by members of the Abuse
Commiiltea Tor any allegations and related
invesfigations.

It is the responsibility of the Abuse Commiltes to
ensure zli allagations are handled in a timely
mannar with all agencies baing notified timely.
The Continucus Quality improvement (CQI)
indicator for the monitoring of compliance with the
components of tho abuse regulation, including but
not fimited to Investigaling and reporting of abuse,
will be utilized {during and at the conclusion of the
investigation) with each aliegation of abuse for
four weeks, then monthly for four months, and
then quarierly thareafter under the supervision of
the AdmInistrator and DON.

Results of each abuse allegation CQI indicator
will be reviewed by the QA leam as part of the
daily meetings, Monday through Friday, to ensure
all allegations were handled correctly. The
resulls of these CQY indicalors will also serve as
ongoing infermation to see where the facility's
weakK areas are with the saven components of
abuse and neglect and in-services wil ba
conducted related to these areas.

Daily avarsight related 1o the findings of the
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completad CCH indicalors will be roviewed by the
contracted Nurse Consultant by e-mail to ensure
all allegations are invesiigated and reported as
indicaled. Monthly visits ta the facility will also be
done by the Nurse Consultant.

The facility’s Abuse policies and procedures have
been raviawed and revised by the DON, ADON,
and Administrator.

Informalion fram tho QA Commitiee and Abuse
Committee will ba given to the Administrator daily
for his review. This informalion will include the
following: all allegations of abuse, all abuse
investigations and conclusions, QA findings, all
allegations of misappropeation of property, all
other allagations. and minutes from the QA
Commitiee and Abuse Committes.

It will be the Administrator's responsibility to
oversee all aspacts of this Allegation of
Complianco.

Tha following policies and procadures have bean
ravised with most of the content being changed:
resident Abusa Policy, QA Abuse Investigating
Team, form for complaint of abuse, fom for
raporting misapproprialion of property, roporting
protocol, check list of initlal Invostigation, Nurse's
instructions for initial aliegations, initial allegation
of abuse and neglect form, paolicy on residam
prolection during abuse investigation, reporting
on Injury of unknown origin policy, missing oms
manitering form, initial investigation of
misappropriation of property, palicy on
misappropriation of resident’s property, and
complaint/grievance repost formt,

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

Reviow of the facility's Invastigation and interviow
with the DON on 05/07/14 at 3;45 PM verified the
allsgation of abuse by Resident #7 had basn
reopened and SRNA #8 and LPN #2 had been
suspended during the investigation,

Interview on 05/07114 at 2:45 PM with the
Activity/Social Servicas Direclor revealed all alert
and oriented residonts with a Brief Interview for
Mental Status (BiMS) score of 8 and above had
been interviewed regarding abuse and staff
treatment and no concorns related la physical
abuse or neglecl waro idsntified

Intarview on 05/07/14 with the DON at 3:45 PM
and the Activity/Social Services Direclor at 2:45
PM revealed 13 residents had been identified
during Intarview who reported misging
moeneyfitems. Interview and review cf the
facility’s Allegaticn of Compliance binder revealad
the llams/money had either been found or
replaced and the appropriate Stale agencies had
been nolified.

Inlerview with Licensed Praclical Nursa {LPN) #4
on 05/07/14 at 2:23 PM, and LPN #5 on 05/07/14
ot 2:38 PM revealed they complated skin
assessments on residonts with BIMS scores
below 8. Interview revoaled some of the
residents assessed had bruising/skin tears;
however, none of the areas observed wers of a
suspicious nature.

Intarview on 05/07/14 at 3:45 PM wilh the DON
and review of the facility's Allegalion of
Compliance binder revealed during the skin
assessments any areas idenlified on a resident
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were roviewed by the DON and Investigations
ware initiated, even though they were notof &
suspicious nature. Further review revealad the
appropriate State agencies had been notified.

Interview on 05/07114 at 3:456 PM with the
Director of Nursing (DON}, the Quality Assurance
Nurse at 2:15 PM, the Assistant Directer of
Nursing (ADON} at 2:00 PM, and the Minimum
{ala Sat {(MDS) Nurse at 1:45 PM revealed they
were a part of the Abuse Committea and had met
daily and reviewed all aliegations of abuse as a
team. The Committee reviewed all allegations
from the beglinning of 2013 untll present to ensure
they had been invesligated, prataction had been
provided, and they were reporiad timaly o the
appropriate agencies. Furthar, the Commitiee
only identilied a problom wilh one, which was
reopened and invastigaled and no concarms were
identified so it was unsubstantiatad.

Intarview on 05/07/14 with LPN #4 al 2:43 PM,
LPN #6 at 2:38 PM, SRNA #16 at 3:00 PM, and
SRNA #15 at 3:10 PM revealed they had been
interviewed regarding any abuse which may not
have been reported. All staff interviowed denled
any furthor knowledge of abuse.

Raviaw of the facilily's Allegation of Compllance
bindar and inlerview on 05/07/14 with the DON at
3:45 PM, the ADON at 2:00 PM, the QA Nurse at
2:07 PM, and the Activity/Sacial Services Direcior
at 2:45 PM revealod thay did receive in-servica by
the Nursa Consultant on 04/25/14 regarding
regulelory requirements on reporting.
investigation, and prolection of residents with all
allegations of abuse, neglect, misappropriation,
and expioitation. Further interviow revealed they
also received in-service on 05/01/14 on using the
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handouts provided at a seminar by the Office of
Inspector General.

Review of tha facility's Allegation of Compliance
binder and interview on 05/07/14 with the QA
Nursa at 2:07 PM, the DON at 3:45 PM, LPN #4
at 2:43 PM, LPN #6 at 2:38 PM, SRNA #16 at
3:00 PM, and SRNA#15 at 3:10 PM revealed
In-servica was conducted for all staff reqarding atl
components of abuse, Further interviow with the
LPNs, SRNAs, and the DON revealed another
in-service was held on D5/01/14 using the
Iraining, "Hand in Hand: A Training Senas for
Nursing Homes.” The siaff stated they did lake a
posttest after the in-service.

Interview with Payrol! Employee #1 on 05/07/14 at
1:00 PM ravoaled the facility had not hired any
new employoas since 05/03/14.

Raview of the facility’s Allegation of Compliance
binder and interview with thae ADON on 05/07/14
at 2:00 PM reveslad Payroll Employee #1, the
Office: Manager, nd Accounts Payable staff had
been in-serviced regarding revised
paolicies/procedures regarding screaning of
polantial employees, criminal record background
chacks, and reference checks on potential
employees.

Review of the facility's Allegation of Compliance
hindar and interview on 05/07/14 at 1:50 PM with
Payrofl Employee #1 revealed all current
employee files had been reviewad to ensure no
current employee had an offance that would
prevent them from working at a nursing facility.

Interview with tha DON on 05/07/14 al 3:45 PM
and review of tho foowing policy/procedures
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ravealed they had bean ravised: sereening of
potential employees {revigion date 04/25/14),
criminal recond background checks (revision dale
04/25/14), and reference checks on potential
employasas (not daled).

Intarview with the DON an 05/07/14 at 3:45 PM
revealed she and the Adminisirator had reviewed
all current employes files.

Interview on 05/07/14 with the DON al 3:45 PM,
the ADON at 2:00 PM, the QA Nurse at 2:07 PM,
and the Activity/Soclal Services Directar at 2:45
PM revealad the QA tearn had mat with the
Medical Diractor on 04/26/14 to ensure he was
aware of the Immediate Jeopardy {1J) and the
interventions which had baen put in place by the
facllity.

Intarview an 05/07/14 with the DON at 3:45 PM,
the ADON at 2:00 FM, the QA Nurse at 2:07 PM,
and the Activity/Social Services Diractor at 2:45
PM, who are members of the Abuse Commiliee.
revealed the Commitlee had met daily and
reviewed incideni reports each day from the
previous 24 hours, all investigations, all infuries of
unknown origin, all allegatlons of
misappropriation, and all other allegations.
Further intarviow revealed the Commitiae was
making the final decision on all investigations as
to whathor it was substantiated or not. Interview
and review of the facliity's Allegation of
Compiiance binder further revealed the Abuse
Commiltee had boan conducting five interviaws
daily with residents and stafl regarding abuse and
staff treatment of residents. Intarview and review
of the facility's Allegation of Compliance binder
further revealed the facility was maintaining a tog
of all ailegalions and investigalions o ensure they
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were initiated immediately. Interview further
revaalad tha facility was utilizing the CQl tool for
atl altegations of sbuse.

Inteeview on 05/07/14 with the DON at 3:45 PM,
and the QA Nurse at 2:07 PM revealed the QA
leam was moeling daily. Manday through Friday,
and the CQI fool was being reviewed during the
meeting.

Policy raview and interview with the DON on
05/07714 at 3:45 PM revealed Ihe facility’s Abusa
Policy and Procedure had been reviewed and
revised.

Intarviow on 05/07/14 with the DON at 3:45 PM
revoaiad all information fram the Abuse
Committee and the QA Commiltee was givan
dally 1a the Administralor for his review.

Policy review and interview on 05/07/14 at 3:45
PM with the DON revealed the following
policy/procedures had been revised: resident
Abuse Palicy, QA Abuse Investigaling Team,
complaint of abusa form, form for reporting
misappropriation of property, reporling protocot,
check list of initial Investigation, Nurse's
instructions for initial allegations, inltial aflegation
of abuse and neglect form, policy on resident
protaction during abuse investigation, reporting
on injury of unknown origin policy, missing items
monitaring form, initial investigation of
misappropriation of properly, palicy on
misappropriation of resident’s property, and
complalntgriovance report form.
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Hicks Golden Years Nursing Home

F166
483.10 Please accept our eredible allegation of compliance.

(Right to prompt efforts to resolve grievances)

Staff has been in serviced on answering residents #4, #5, & 46 call lights immediatcly
with the time not to exceed five (5) minutes,

Residents #4, #5, & #6 will be monitored weekly for 6 weeks by means of an interview
on call lights to ensure they are being answered timely. (See attachment 1)

Residens #4, #5. & # 6 interviews will be reviewed weckly for 6 weeks by the Abuse
Committee with any problems identified being investigated.

Call light interviews will be done weekly for u period ol 6 months with a random
selection of residents to ensure all call lights are answered immediately with a time frame
not to exceed five (5) minutes.

After the 6 month (ime frame of call light interviews being completed weekly the
interviews will be conducled monthly 1o ensure no problem recurs with the answering ol
call lights being answered immediately with Lhe time frame not to cxeced five (5)
minutes.

Monthly call light interviews will be reviewed by the Abuse Committee afier completed
with identified problems investigated.

Residents with a BIMS scorc of 8 or above have been interviewed by the Activitics/SS
Direclor to ensure their call lights are being answered in a timely manner. (See
altachment #1)

In services have been held with stalT on answering call lights in a timely manner (not to
exceed 5 minutes) by the following staff on the [ollowing dales:

4-28-14 10:1Sam Debbic Tucker DON

5-21-14 1:00pm  Amy Huff QA

5-27-14 6:40pm  lennifer Arms  LPN

6-2-14  11:00pm Lisa Linder LPN

6-3-14  9:30am  Debbie Tucker DON

6-4-14  9:00pm  Cindi Smith LPN

6-5-14  10:00am  Debbic Tucker DON

At Gl I R



Weekly audits are being conducted by the Dircetor of Nutsing &/or her designee on the
timing of call lights 1o monitor how long it takes staff to answer them. (See attachment
#2)

Weekly call light audit will be monitored for a period of 6 months. Weekly call light
audits will be reviewed by the Abuse Commillee with appropriatc interventions
implemented.

Problems identified by the weekly call light audits will be investigated by the Abuse
Committee.

Policies & procedures on call lights have been reviewerd and revised by the Director of
Nursing. (Sce attachment #3)

A minimum of 5 residents with a BIMS scorc of 8 or above will be interviewed weekly
by the Activities/SS Director &/or her designee to cnsure call lights are being answered
in a timely manner (not to exceed 5 minutes).

Resident interviews related to answering of call lights will be reviewed by the abusc
commitiee weekly.

Quality Assurance will monitor call lights monthly to ensure staff continues to answer
them in a timely manncr,

Staff who sits in on Resident Council Meetings has been in scrviced on completing the
necessary forms & of notifying the necessary stalT on complaints/gricvances voiced at
resident council meelings.

Resident Council Minutes have been reviewed for the past 5 months 10 ensure all
complaints/grievances have been addressed.

Procedurce for reporting complaints/gricvances were reviewed & revised on 6-6-14. (See
attachment 4 5)

New forms have been implemenled 1o ensure all grievancesfcomplaints voiced at the
resident council meeting has been reported to the DON, Adminisirator, & Abusc
Committee, investigated, & reported back to the residents on what is heing done to
resolve the stated issues,

Resident Council Policy ( See attachment #6)

Resident Council Meeting (See attachment #7)

Resident Councif Minutes (See attachment #8)

Complaint/Gricvance Report (Sce attachment #9)

Reporting Gricvances, Concerns & lncidents (Sce attachment #10)
Abuse [nvestigation and Reporting (Sce attachment #39)

Allegation of Abuse/Neglect Checklist (See atiachment #40)

g i G p o e S



Quality Assurance will monitor monthly resident council minutes for
complaints/grievances to ensure they have been reported, investigated, acted on, & a
repurt given to the residents in a timely manner on all issues voiced. (Sce attachment #11)
Quality Assurance will monitor monthly the weekly call light audits to ensure call lights
are being answered correctly,

Completion Date: 6-12-2014



interview for Call Lights

Resident Date:
Staff Signature:
1) ts staff answering your call light In a timely manner? Yes No

if resident answers no have him/her explain in detail;

2} How long does It take staff to answer your call light?

3} Has staff improved In answering your call light timely? Yes No
Expiain no answer in detalil:

4) Is certain days or times worse for your call bell to be answered
timely?

Date Director of Nursing reviewed Interview results:

Comments:

DON Signature Date Administrator’s Signature Date



o

CALL LIGHT AUDIT TOOL -

owe | e | oientts | e [T | vt [y | conners
:
2
3 .
4
5
6
T
8
9
10
Complated By: : Month/Year:

ACTION PLAN
Problem Corrective Action Target Date /

Responsible Party

Administrator's Signature

Director of Nursing Signature




#3

Policy and Procedure
Call Light

1. 1t is the responsibility of all Nurses, Med Techs and SRNAS to ensure
call lights are answered promptly. All staff except dietary are also
responsible to help with the answering of call lights and then to get
someone to help the resident with what ever they are needing at the
time.

2. Call lights are to be answered immediately with the time frame of
answering call lights by staff not to exceed five (5) minutes.

3. Call lights will be monitored regular intervals and at various times to
ensure they are being answered promptly.

4. Ifthere is a light not working, it is to be reported immediately to the
Maintenance Department. If there light has to be worked on, then the
resident will be placed where they have access to a call light.

5. Quality Assurance will track and trend to sce if there is any type of
patterns with rooms, residents or employees.

Revised 6-9-2014
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Procedure for Complaints/Grievances

1) Report complaints, grievances to the charge nurse immediately.

2) The charge nurse, Act/SS Director &/or designee will be responsible for starting an
Investigation Into the complaint/grievance immediately..

3) Charge nurse completes Section 1 of the Complaint/Grievance report & contacts the
Administrator & DON.

4} During week days the Act/ SS Director or his/her designea will be responsible for
starting an Investigation Into the complaint/grievance & completing section 2 of the
report.

5) Onweekends it will be the responsibility of the charge nurse to start investigations
into complaints/grievances and complete section 2 of the report.

6) Onweekends It will be the responsibility of the charge nurse to notify appropriate
staff of complaints/grievances as indicated.

7) Findings of the investigation will be documented on the complaint/grievance report.

8) A plan of action to resolve the Issue or problem will be discussed by the Abuse
Committee & placed into action.

9) Investigations will be completed within 48 hours of the complaint/grievance.

10) The complaint will be notifled of the investigation findings with in 24 hours of the
completion of the Investigation by the Abuse Committee designee.

11) Act/SS Director &/or their designee will be responsible to report the findings of the
investigation & what Is being done or was done to resolve the problem.

12) Documentatlon will include who notifled the resident, family member, findings of
investigation, what Is belng done to resolve the problem & the date, time of the
notification.

Revised 6-9-2014
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Resident Council Pollcy

1) Resident council meeting will be held monthly.

2} Minutes will be kept of each meeting.

3) It wlll be the responsibility of the Activities/SS Director &/or her designee to report all
complaints &/or grievances voiced at the resident council meeting to the DON and
Administratar in writing,

4) Residents with a BIMS score of 8 or above wlll be Invited to attend meeting.

5) Family members of residents with a BIMS score of 7 & below will be allowed to attend
the meeting if desired to volce any concerns they may have.

6) A resident with a BIMS score of 8 or above will serve as the president of the council.

Revised 6-9-2014



Resident Council Meeting
Grievances/Complaints

Date: Time:

Complaints/grievances voiced during resident council meeting:

1)

2)

3)

4)

5)

6)

Date complaints/grievances reported to Director of Nursing:

Date complaints/grievances reported to Administrator:

Date complaints/grievances reported to Abuse Committee:

Resolution ta complaints/grievances:

1)

2)

3}

4)

5)

6)

Date resolution to complaints/grlevances reported to residents:

Staff Signature:




Date:

Resldent Council Minutes

Time:

Resldents present:

1)

2)

3)

3)

5)

6)

7}

B}

Staff present:

1)

2)

Summary of meeting:

+ 3




Complaint / Grievance Report

Section 1

Date:

Complaint/Grievance: (describe in detail)

Time:

Reported By:

This section completed by:

Reported To:

Section 11
Documentation of investigation:
Date investigation started:

Individual responsible for investigation:

Findings of investigation:

Plan of action to resolve issue:

D.O.N signature:

Administrators signature:




% \0

Reporting Grievances, Concerns & Incidents

Residents, their responsible partics, family members & employees may voice
concerns relating to any grievance or incident without discrimination or reprisal
from the facility, Residents, responsible parties, or family members may report their
concerns or grievances to any employee. Employees who receive concerns or
grievances from a resident, responsible party or family member should immediately
report it to the charge nurse & write a statement that includes what the concern,
grievance was who reported it to them & sign & date the report. Employees are to
report their concerns to their immediate supervisor. The supervisor is responsible
for directing the concern or grievance to the correct people. It will be the charge
nurses responsible to complete a grievance form if the social service individual is not
presecnt.

Revised 4-28-2014



Indicator:  Abuse Investipation and Reporting

Threshold:

%204

100%

Directions: Members of the quality improvement team will review resident medical
records, investigation reports, other internal reports and perform staff interviews as
needed to complete the appropriate section of this form. Mark *X’ for a YES response,
‘O’ for a NO response, and ‘N/A’ if not applicable. A NO response may indicate a

potential problem.

Criteria/Question

Resident

Mark *X’ for YES, ‘O’ for NO, or ‘N/A’

2

3

Resident to Resident Allercation/Abuse:

1. The staff member(s) suspecting abuse
immediately reported the alleged incident to their
supervisor andfor the Administrator (or
designee).

2. The residents were separated from each other
immediately to assure their safety.

3. A thorough examination of both residents was
conducted for any suspicious marks, bruising,
injury, or indication of change in
emotional/mood status and is documented.

4. An investigation was performed (as deﬁned.per
policy).

5. If sbuse, neglect, exploitaion  or
misappropriation was alleged, then the Office of
the Inspector General (OIG), Dept. of
Community Based Services (DCBS) and other
state/local agencies were notified.

6. The resident’s attending physician and legal
representative were notified of the incident and
any suspicious marks, bruising, injury or
indication of change in emotional/mood status
found during the examination.

7. An evaluation of the aggressive resident was
completed to determine if there was a problem
requiring medical intervention to prevent further
incidents.

8. The aggressive resident had an assessment, care
plan and behavior management program in place
to prevent conflict/aggression.

9, The above has been reviewed and revised as
needed and all new approaches are re-cvaluated
for effectiveness by an interdisciplinary team per
policy.

Alleped abuse by a staff member:

10. The staff member(s) suspecting abuse
immediately reported the alleged incident to their
supervisor and Administrator (and/or designee).

11. The resident’s safety and protection was assured

Privileged and Confidential - for Quality and Peer Review Only



2

Criteria/Question

Resident

Mark *X for YES, ‘O’ for NO, or ‘N/A’ 1 2

3

by the immediate suspension/physical removal of
the employee involved.

12. The allegation of abuse, neglect, exploitation or
misappropsiation was immediately reported to
the OIG, DCBS, and cther state/local agencies as
required and is documented, (dale, time and
person reported to).

13. A thorough examination of the resident was
conducted for any suspicious marks, bruising,

injury or change in emotional/mood status and is
documented.

14. The Administrator or designes immediately
began a thorough investigation of the alleged
incident of abuse, neglect, exploitation or
misappropriation.

15. The resident’s attending physician and legal
representative were notified of the alleged abuse
incident and any suspicious marks, bruising,
injury or change in emotional/moad status found
during the examination.

16, The employee(s) suspected of the alleged abuse
has the following forms in their employee file:
¢ Reference check from  previous
employer(s)
» State Abuse Registry, Sex Offender
Registty and the OIG Exclusion Check
s Criminal record check showing no
felony's or misdemeanors relaled to
abuse, neglect, or exploitation of an adult
e Signed acknowledgment of the corporate
Abuse Policy

17. The Administrator completed the investigation
and sent a copy of it to the OIG within 5 working
days of the alleged incident.

18. The attending physician and the resident’s legal
representative were notified of the results of the
investigation.

19. Any subsequent knowledge of actions by a court
of law against an employee, which would
indicate unfitness for service, is reported to the
Nurse Aide Abuse Registry by the Administrator.

Alleped Abuse by an Individual not Directly
Associated with the Facility;

20. The staff member(s) suspecting abuse, neglect,
exploitation or misappropriation immediately
reported the alleged incident to their supervisor
and Administrator (and/or designes).
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Criteria/Question Resident

Mark ‘X’ for YES, 'O’ for NO, or ‘N/A’ 1 2 3 4

21. The alleged abusive person was removed from
the facility and not allowed to return until the
facility internal investigation is complete.

22, The incident was immediately reported to the
OIG, DCBS and other state/local agencies as
required

23. A thorough examination of the resident was
conducted for any suspicious marks, bruising

injury or change in emotional/mood status and is
documented.

24. The Administrator or designee immediately
began a thorough investigation of the alleged
incident of abuse, neglect, exploitation or
misappropriation.

25. The resident’s attending physician and legal
representative were notified of the incident and
any suspicious marks, bruising, injury or change
in emotional/mood status found during the
examination,

26. The ationding physician and the resident’s legel
representative were notified of the resulis of the
investigation.

Other issues:

27. Bruises and/or other injuries are investigated to
dctermine that the cause is not of unknown
origin. Injuries of unknown origin are reported
ta the state/local agencies as required.

28, Missing items that are unable to be Jocated upon
immediate search of the facility, will be reported
and investigated as allegations of potential
misappropriation of property and reported to
state/local agencies as required.

29,
30.
Percentdge of compliance = _# Yes responses X 100 % Compliance:
total # of responses
Threshold met:  Yes Ne Plan of correction implemented:  Yes
Date completed: By:
Rev: 1/12
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