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NO18& 902 KAR 20:300-3(2)(i)1.b. Section 3. Resident = N018
Rights ;

(2) Notice of rights and services.
(i} Nofification of changes.
. 1. Except in a medical emergency or when a
“resident is incompetent, a facility shall consult
with the resident immediately and notify the
resident's physician, and if known, the resident's
legal representative or interested family member
within twenty-four (24) hours when there js:
b. A significant change in the resident's physical,
i mental, or psychosocial status;

This requirement is not met as evidenced by:
Based on interview, record review and review of
- the faclility's policy, it was determined the facility
failed to have an effective system in place to ‘
~ensure the Physician was immediately notified of
an incident which reguired transfer to an acute
care facility for emergency treatment for one {1}
of nine (8) sampled residents (Resident #1), _
» Additionally, the facility failed to immediately notify :
. the Legal Representative for Resident #1 when |
~anincident occurred that reguired Physician
- intervention. On 08/03/13 at 4:30 AM, Resident _
#2 was found in Resident #1's room with the doaor ;
closed. Interview revealed Resident #1 was
found in a fetal position on his/her side with the
- Pajama pants and adult brief pulled down below
the buttocks and the buttocks were exposed. A
- wet substance was found on Resident #1's
buttocks, blanket, and on the outside of the adult
brief. Interview revealed Resident #7 was sitting
in his wheelchair with the zipper of hisiher pants
down. Interview and record review revealed the
facility failet to immediately notify Resident #1's
Fhysician and/or Legal Representative of the

SEE ATTACHED 9/16/13
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" incident.

+ The facility's failure to ensure an effective system :
was in place to ensure the Physician and Legal . :
~ Representative were immediately notified of an '
potential incident of sexual abuse presents an _
" imminent danger to residents creates substantial
risk that death or serious mental or physical harm
will occur. The Imminent Danger was identified
on 08/15/13, and determined to exist on 08/03/13. |
The facility was notified of the Imminent Canger | ;
on 08/15/13.

The findings include: _:

Review of the facility's policy titled, "Accidents
and Incidents” undated, revealed regardless of
how minor an accident or incident may be, it must |
be reported to the department supervisor, and an |
Accident/Incident Report Fornt must be '
completed on the shift that the accident or
incident occurred with the time the resident's
attending Physician was notified as well as the

- date and time the resident's Legal Representative :
was notified and by whom.

_Review of the facility's policy titled, "Physician

" Notification PolicyiProcedure” revised 08/07,

. revealed the Physician should be notified within
twenty-four (24} hours except in medical
emergencies. Review of the facility's policy titled.
"Family Notification Policy/Procedure" undated,
revealed the resident's Legal Representative
should be nofified within twenty-four (24) hours
except in emergencies.

" Record review revealed Resident #1 was

- admitted to the facility on 05/10/12 with the

* diagnoses which included Mentaf Retardation,
. Scoliosis, and Anemia. Review of the Nursing
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Notes, dated 08/03/13 at 4:00 AM, revealed staff :
entered the resident's room and found another
resident in his/her room,

“Review of the resident's physician orders

‘revealed on 08/03/13 at 11:00 PM. an order was
received from Resident #1's physician to
transport Resident #1 to the emergency
department far evaluation; approximately
eighteen and a half (18 1/2 )} hours after the
incident.

: Review of the Social Service Notes. dated
08/04/13 at 12:30 AM, revealed the resident's
Legal Guardian/Mother was informed of Resident .
#1's transfer to an Emergency Department for an .
evaluation and labs; approximately twenty {20y
hours after the incident.

. Review of the Emergency Bepartment notes,
 dated 08/04/13 at 1:05 AM. revealed Resident #1 |
- presented te the emergency department for a 5
possible sexual assault, Continued review
revealed, a sexual assault evidence collection
examination was completed and the results were |
- not available at the time of the survey.

" Interview on 08/15/13 at 7:06 PM, with Licensed
Practical Nurse (LPN) #5 who was Resident #1's
primary nurse and charge nurse, revealed she
found Resident #2 in Resident #1's room with the |
door closed. Further interview revealed Resident |
#1's left hip and buttocks were exposed and the
blanket had wet spots onit. LEN #5 stated she
nofified her Manager On Duty who notified the

- Corporate Executive Officer ( CEQ) wha called
her for further information. £ PN #5 stated she
was not directed to notify the Physician or family
and for non-emergencies the policy was to notify
within twenty-four {24) hours. Further interview
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revealed she did not think anything had happened.
because Resident #2 could walk but he was ina
wheel chair, Resident #1 had a fall mat beside :
his/her bed, Resident #2 could not remove his/her:
own pants, was not in the room but maybe five -

. (B} orten {10} minutes and did not have enough
time. Continued interview revealed Resident #2
could have gotten out of his/her wheel chair
touched Resident #1 inappropriately and gotten
back into his/her wheel chair,

. Interview with the Assistant Administrator who
was also Social Services Designee {S8D), on
- 08/21/13 at 10:44 AM, revealed she was notified
_of the incident on 08/03/13 at approximately $:30
AM. Further interview revealed she did not follow |
. the facility's policy for notification because she ¢id |
not think anything had happened. :

Interview with the CEQ, on 08/21/13 at 12:33 PM,
revealed the Physician and family should have
been notified per the facility's policy.

Interview with the Administrator, on 08/21/13 at
2:42 PM, revealed the Physician and family
should have been notified when the incident

" occurred.

Interview with Resident #1's legal guardian, on
(+8/21/13 at 1:58 PM, revealed she was notified
by the SSD on 08/04/13 at 1:46 AM of Resident
#1's transfer to the emergency department.
Continued interview revealed she was advised :
the staff had found a resident of the opposite sex -
in Resident #1's room and the facility was '
: transferring Resident #1 to the emergency
department for his/her safety just to obtain a few
- swabs but that the facility was one hundred
(100%) percent certain nothing had happened.
Continued interview revealed the legal guardian
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. was again notified by the SSD, after Resident #1
returned fram the emergency department, and
she was advised all examinations and labs were
negative and that no sexual assault had occurred.
However, evidence from the sexual assault

_ collection examination had not been processed at
the time of the State Survey Agency's :

“investigation, concluding on 08/23i13.

The State Survey Agency was unable to cbtain an {
- interview with Resident #1's physician due to his
death on 08/05/13.

Interview with Resident #2's Physician and the
Physician that assumed Resident #1's care, on
08/14/13 at 8:36 PM, revealed his expectation
would be for the staff to notify him and family

- members for resident behaviors.

802 KAR 20:300-3(5){a) Section 3. Resident
Rights

N 039

(5) Privacy and confidentiality of personal and

. clinical records.

" (a) Personal privacy includes accommodations,
medical treatment, written and telephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private

CrOOm,

- This requirement is not met as evicenced by
Based on observation, interview, and review of
the facility's policy, it was determined the facility
failed to ensure privacy was provided during

. personal care (bathing) for one (1) of three (3)
shower rooms. The facility failed to provide

* privacy curtains for the shower in the 300 hall

shower room.

S NO18
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The findings include:

Review of the facility's policy titled, “Resident
Rights" undated, revealed residents have a right
to privacy during personal care.

Observation of the 300 hall shower room. on
08/14/13 at 7:54 PM, revealed the door to be
: unlocked and accessible to all staff. residents and:
" visitors with no locking mechanism on the door. _
- Further observation revealed the shower room to
have a toilet, bathing tub, sink and shower area
with no privacy curtain to maintain privacy to the
residents during bathing.

Interview with Certified Nursing Aide (CNA) #1, on
 08/14/13 at 7:54 PM, revealed the shower room
. was used for showering residents and she did not |
“remember when the privacy curtain was :

removed. Further interview revealed the shower

room could be accessed by staff, residents and
visitors during a resident's shower and this would

be a dignity and privacy issue. X

Interview with the Director of Nursing, on |
: 08/22/13 at 5:14 PM, revealed she was not aware ;
 the privacy curtain was missing. Further interview f
‘ revealed there should be a privacy curtain to
maintain the resident’s privacy and dignity.
N 104 902 KAR 20:300-5(2) Section 5. Resident N 104 SEE ATTACHED 9/16/13
" Behavior & Fac. Practice .

(2} Abuse. The resident shall have the right to be !

- free from verbal sexual, physical or mental :
abuse, corporal punishment, and involuntary
seclusion,
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This requirement is not met as evidenced by:
. Based on interview, record review and review of
“the facility's policy, it was determined the facility
. failed to have an effective system to ensure each ;
resident remained free from abuse. The facility '
failed to protect one {1} of nine (9) samplad
residents from abuse (Resident #1). On 08/03/13
at 4:.00 AM. Resident #2 was found in Resident
. #1's room with the door closed. Interview :
“revealed Resident #! was found in a fetal position
on his/her side with the pajama pants anc adult
brief pulled down below the buttocks and the
buttocks were exposed. A wet substance was :
found on Resident #1's buttocks, blanket, and on
the outside of the acdult brief. Interview revealed :
Resident #2 was sitting in his wheelchair with the
zZipper of his/her pants down. :
- Interview and record review revealed Resident #1 |
. was not assessed for injury, nor was the :
resident's Physician or Legal Representative
immediately notified of the incident.

- Interview and record review revealed the facility
failed to investigate the incident and report the
" incident to the appropriate State Agencies.

Interview also revealed Resident #2 had a history ;
of exhibiting inappropriate touching of Resident

#1. Record review revealed Resident #2 woLd
stare into other residents' rooms, cuss in the
hallways, and make sexual comments; however,
there was no documented evidence the faciiity
had addressed Resident #2's behavior.

~ The facility's failure to ensure an effective system :
- was in place to ensure each resident remained

SIAIE FORM R 1K1 If eonlinualion shes) & of 44
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free from abuse, presents and imminent danger
and creates a substantial risk that death or
serious mental or physical harm will occur. The :

. Imminent Danger was identified on 08/15/13, and |
" determined to exist on 08/03/13. The facility was
. notified of the Imminent Danger on 08/15/13.

The findings include:

- Review of the facility's policy titled, "Abuse
Reporting" undated, revealed the facility will not
condone resident abuse by anyone, including
staff members legal guardians, sponsors, friends, |
or other individuals. Further review revealed the
definitions of abuse were provided to assist staff

- members in recognizing incidents of abuse. :

. Further review revealed sexual abuse defined ag, @

" but not limited to, sexual harassment, sexual
coercion, or sexual assault. Continued review of
the facility's policy revealed, upon receiving a :
report of suspected abuse, the charge nurse shall

* examine and interview the resident with findings

. of the examination recorded in the resident's

" medical record, Further review revealed when
sexual abuse is suspected, the resident is not to
be bathed and clothing or linens should not be
washed. Further review revealed the charge _
nurse should complete an incident form, notify the
resident's physician, responsible party, and the |
administrator or designee.

Review of the facility's policy titled, "Resident
_ Rights™ undated, revealed residents have the
“right to be free from verbal, sexual, physical or
. mental abuse, corporal punishment and
inveluntary seclusion.

Record review revealed Resident #1 was |
. admitted to the facility on 05/10/12 with diagnoses:
“which included Mental Retardation, Scoliosis, and
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Anemia. Review of the Quarterly Minimum Data
Set (MD S} cated 07/22/13, revealed the facility
assessed Resident #1 to be unable to complete a |
Brief Interview for Mental Status (BIMS) and to be |
" severely cognitively impaired.

Record review revealed Resident #2 was
admitted to the facility on 02/12/13 with diagnoses !
which include Altered Mental Status, Seizure
Disorder, Obstructive Hydrocephalus,
Schizophrenia, Degenerative Joint Disease, and
- Mental Retarcation. Review of Quarterly
Minimum Data Set (MDS), dated 05/14/13,
“revealed the facility assessed Resident #2 with a |
Brief Interview for Mental Status (BIMS) summary
score of 11/15, indicating the resident was :
moderately impaired in cognition.

Review of the Nursing Motes, dated 08/03/13 at

. 4:00 AM, revealed staff entered the closed door
to Resident #1's room and found Resident #2 in
his/her room with the resident.

Interview with Resident #1's primary nurse and
charge nurse, Licensed Practical Nurse {LPN) #5,;
~on 08/15/13 at 7:06 PM. revealed she found :
Resident #2 in Resident #1's room with the door
“closed. Further interview revealed Resident #1's
left hip and buttocks were exposed and the
blanket had wet spots onit. LPN #5 stated she
had seen Resident #2 approximately five (5)or
ten {10} minutes prior to the event. LPN #5
. stated upon finding Resident #2 in Resident #1's
room, she notified her Manager On Duty {MOD)}
who notified the Corporate Executive Officer
{CEQ) who called her for further information.

Interview with Certified Nursing Aide {CNAY#3, on
08/20/13 at 10:05 AM, revealed she entered ‘
P _Resident #1's room immediately behind LPN #5.

STATE FORM w0 11K119 K eorlinualicn sheet 10 of 44
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CNA #3 stated LPN #5 went to Resident #2 and
she went to Resident #1. LPN #5 removed
Resident #2 from Resident #1's room. Further
interview revealed CNA #3 found Resident #1
lying on his/ner right side in a fetal position with ;
histher pajama pants and adult brief pulled down
under the buttocks with his/her buttocks
. completely exposed. Further interview revealed
Resident #1 was found to have a wet substance
*on his/her hip, on the outer side of his/her adult
brief, and on the resident's blanket. CNA #3
reported she stayed with Resident #1 briefly until
CNA #2 bathed Resident #1. Continued interview :
revealed CNA #3 reported to LPN #5 that
. Resident #1's pajama pants and adult brief were ’
pulled down and a wet substance was found on
" Resident #3's hip, on the outside of his/her brief,
and on the blanket,

- Interview with LPN #2, on 08/14/13 at 6:53 PM,

“revealed she was the third person into the room

- and Resident #1 was lying on his/her right side in
the fetal position with histher pajama pants and
adult brief pulled down under the buttocks
exposing Resident #1's buttocks. Further

" interview revealed she did not think Resident #1
was capable of pulling histher own pajama pants
and adult briefs down. LPN #2 stated Resident #1
did not appear to be in distress. Resident #1 was :
facing the wall with his/her eyes closed. LPN #2

_ stated she then went back to care for her
assigned residents. Further interview with LPN
#2,0n08/14/13 at 8:25 PM, revealed CNA #2
asked LPN #2 if she should bathe Resident #1
LPN #2 told CNA #2 to bathe Resident #1
because I would want a bath if it happened to

-me", | would feel dirty".

Interview with CNA #2, on 05/15/13 at 7-47 P,
revealed she was on duty the night of 08/03/13.
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- CNA #2 stated she was in Resident #1's room
immediately after Resident #2 was removed.
Further interview revealed Resident #1's pajama
* pants and adult brief were pulled down helow
. Resident #1's buttocks. Further interview
‘revealed CNA #2 pulled Resident #1's adult brief
up. Continued interview revealed a wet
substance was found on Resident #1's blanket,
. hip and outer surface of the adult brief. Continued
. interview revealed she asked LPN #2 if she :
" should bathe Resident #1. Further interview :
revealed Resident #1 was bathed because ;
Resident #2 could have sexually assaulted :
Resident #1. CNA #2 stated if this happened to
her she would want someone to bathe her
~ because she would feel dirty. CNA #2 stated she |
was not aware that she should not have bathed

Resident #1.

" Interview with CNA#1, on 08/14/13 at 7:54 P,

" revealed she was the CNA that monitored
Resident #2 immediately after LPN #5 removed
the resident from the room. Further interview

. revealed Resident #2°s zipper of his/her pants

“was down when the resident was found in the
room,

Interview with a State Police Detective on
08/16/13 at 2:30 PM revealed the State Police
responded to the facility the evening of 08/03/13
after receiving an anonymous call to report an

. allegation of sexual assault, Continued interview
revealed the Police Officers found no

" documented evidence related to the allegation,
and no documented evidence Resident #1 had
been evaluated by a physician. Further interview

. revealed during the process of the Police

“investigation the State Police reguested the

- sexual assault examination.
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Further review of Resident #1's Nursing Notes
revealed on 08/04/13 at 12:30 AM, Resident #1
was transferred to the emergency department for
evaluation and labs, approximately twenty (20}
hours after staff was aware of the incident.

. N104

Review of the Emergency Department notes,
dated 08/04/13 at 1:.05 AM, revealed Resident #1 :
presented to the Emergency Department for a :
possible sexual assault. Continued review
revealed a sexual assault evidence collection
examination was completed. The emergency
Physician noted the nursing facility staff had
bathed Resident #1 and changed and washed
Resident #1's clothing and linens prior to seeking
emergency care. Evidence from the sexual :
assallt collection examination had not been
processed at the time of the State Survey
Agency's investigation.

Interview with the Manager of Duty {MOD)}, on
08/16/13 at 3:34 PM, revealed she was notified

by LPN #5 on 08/03/13 at approximately 4:30 AM |
of an incident involving Resident #2 being found

in Resident #1's room with the door closed.
Further interview revealed LPN #5 told her
Resident #1's adult brief had been pulled down
exposing his/her buttccks and the adult brief and
linens had a wet sticky substance on them. The
MOD stated she reported the information she
received from LPN #5 to the CEQ and also
reported the staff were very upset. The MOD ;
stated she was advised by the CEQ that she (the
CEO) would call LPN #5.

Interview with the Corporate Executive Officer
{CEQ), on 08/14/13 at 8:35 PM, revealed she

was advised of the incident on 08/03713 at
approximately 4:45 AM. Further interview :
revealed she was advised Resident #1 was found
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N 104: Continued From page 13 D N104
with hisfher pajama pants and adult brief pulled
down exposing Resident #1's buttocks and a wet
- substance was found on Resident #1's blanket.
However, the CEO stated she did not think
anything had happened.

Interview with the Owner of the facility, on
08/15/13 at 2:01 PM, revealed the incident of
08/03/13 was just "gossip” from a staff member
that was now afraid for his/her job. The Owner

- stated Resident #2 was “just a wandering
resident”, she {the owner) was "one hundred _
{(100%%) percent certain, no way" a sexual assault
happened. Further interview revealed "people
were assuming the waorst” and stated there was
no evidence an altercation or anything had
oceurred.

- Interview with two resident(s}, whom the facility
had assessed as being interviewable, revealed

~ Resident #2 had a history of exh|b|t|ng
inappropriate touching/behavior towards Re5|der%t

#1.

Interview with Resident #4, on 08/16/13 at 12:59
PM, revealed Resident #4 had witnessed
. Resident #2 put his/her hand between Resident

#1's legs. Continued interview revealed, Resident
#4 advised staff to "keep an eye on" Resident #2
and keep him/her out of Resident #1's rcom. :
Further interview revealed Resident #4 did report
hisfher concerns to the Assistant -
Administrator/Social Services Designee.

_Interview with Resident #5, on 08/16/13 at 1:10
PM, revealed Resident #5 recalled specific

. incidents when Resident #2 would reach towards :
Resident #1's breast and Resident #5 would
intervene prior to any actual touching, Resident
#5 stated the residents had to look out for
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N 105 902 KAR 20:300-5(3) Section 5. Resident
. Behavior & Fac. Practice

(3) Staff treatment of residents. The facility shall
develop and implement written policies and
procedures that prohibit mistreatment, neglect or |
abuse of residents. 3

This requirement is not met as evidenced by:
Based on interview, record review and review of :

_the facility's policies, it was determined the facility .
failed to have an effective system to ensure policy!
and procedures were implemented related to
abuse for one (1) of nine (9) sampled residents j
(Resident #1). On 08/03/13 at 4:00 AM, Resident
#2 was found in Resident #1's room with the door
closed. Interview revealed Resident #1 was

- found i a fetal position on his/her side with the
pajama pams and adult brief pulled down below

“ the buttocks and the buttocks were exposed. A

- wet substance was found on Resident #1's _
buttocks, blanket, and o the outside of the adult
brief. Interview revealed Resident #2 was sitting
in his wheelchair with the zipper of his/her pants
down. There was no documented evidence the
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N 104 Continued From page 14 : N 104
Resident #1 and keep Resident #2 away from
. Resident #1,
. Interview with the Assistant Administrator/Social j
Service Director {AA/SSD), on 08/21/13 at 10:44
AM, revealed she was not aware of Resident #2
making sexually inappropriate comments
gestures or touching others.
N 105 SEE ATTACHED 9/16/13
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- facility assessed the resident for injury, conducted:
an investigation, or reported the incident to the :
appropriate State Agencies per the facility's policy : ;
and procedures. :

. Based on the above findings, it was determined
the facility’s failure to implement it's abuse policy
and procedures presents an imminent danger

‘and creates substantial risk that death or serjious |

. mental or physical harm will occur. Imminent

" Danger was identified on 08/15/13 and was
determined to exist on 08/03/13.

The findings include:

- Review of the facility's policy titled, "Abuse
Reporting” undated, revealed each person
observing an incident of resident abuse or
suspected resident abuse should immediately
report the incident to the charge nurse. The :
charge nurse shculd complete an Incident Report -

- Form and should examine and interview the
resident and report all findings to the

. Administrator or designee. The policy stated if ;
sexual abuse was suspected, DO NOT bathe the -

“resident or wash the resident’s clothes or linen.
Further review revealed upon receiving
suspected reports of abuse, misappropriation of
property, or neglect, the Administrator or
designee should report the incident to the
appropriate authorities.

Review of the facility's policy tilled, "Abuse
Investigation” undated, revealed all personnel ;
were to promptly report any incident or suspected
“incident of resident abuse. Further review ;
. revealed when an incident or suspected incident
of abuse is reported, the investigation should :
begin immediately, Continued review revealed the:
investigation should consist of the review of the
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N 105 Continued From page 16 i N 108
completed incident report form; a review of the
¢ statement of the person reporting the incident; a
review of the statements of any witnesses; an
interview with the resident; a review of the
- resident's medical record; an interview with the
resident's roommate; and, a review of all
circumstances surrounding the incident.

Review of Resident #1's Nursing Notes, dated

08/03/13 at 4:00 AM , revealed staff entered the

closed door to Resident #1's room and found ;
Resident #2 in his’her room with the resident. ‘

Staff interviews revealed Resident #1 was found
lying on his/her right side in a fetal position with
histher pajama pants and adult brief pulled down |

- under the buttocks with his/her buttocks :

‘ completely exposed. There was a wet substance
on his/her hip, on the outer side of his/her adult

brief, and on the resident's blanket. However,

" record review revealed no documented evidence |
the resident was assessed for injury, an incident
report was completed, an investigation of the
incident was completed, or the appropriste State
Agencies were notified per the faciity's policies.

Interview with Licensed Practical Nurse (LPN) #5, ¢
on 08/15/13 at 7:06 PM, revealed LPN #5 found
Resident #2 in Resident #1's room and notified

! the Manager On Duty. Per interview she did not
assess Resident #1 for any injuries related to the
incident. LPN #5 stated LPN #2 assessed
Resident #1. However, LPN #5 stated LPN #2%
assessment of Resident #1 was he/she did not
appear to be ir distress and had his/her eyes
closed. Askinassessment was not performed.

- LPN #5 also stated she was not directed to
complete an incident report. Further interview
revealed, she was aware of the abuse policy,
however did not think anything had happened.
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In addition, review of the Emergency Department

‘ notes, dated 08/04/13 at 1:05 AM, revealed when 5
Resident #1 presented to the emergency

. department for a possible sexual assault, the
Emergency Department Physician documented

- the nursing facility staff had bathed Resident #1
and changed and washed Resident #1's clothing
and linens prior to seeking emergency care.

Interview with LPN #2, on 08/14/13 at §:25 PM,

. revealed CNA #2 asked LPN #2 if she should :
bathe Resident #1. LPN #2 told CNA #2 to bathe

. Resident #1 although the facility's policy and

" procedures stated if sexual abuse was
suspected, DO NOT bathe the resident or wash

* the resident's clothes or linen.

- Interview with the Director of Nursing, on
08/22/13 at 5:14 PM, revealed staff should have
followed the facility's policy to not bathe or wash
clothing or linens.

Interview with the Corporate Executive Officer
(CEQ), on 08/14/13 at 8:55 PM, revealed she

. only obtained statements from the staff working
on 08/03/13 after the State Police initiated their

- investigation. Per interview, she did not did not

" report the incident to the State Agencies, and did

- not complete a thorough investigation because ¢

~ she did not think anything had happened. Even
though, the facility's policy and procedures
revealed all suspected incidents of abuse were to |
be reported and upon receiving suspected reports
of abuse, the Administrator or designee should
report the incident to the appropriate State
Agencies and investigations were to be
conducted.

Interview with the Administrator, on 08/21/13 at
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2:42 PM, revealed an incident report and
investigation should have been completed and
the incident reported to the appropriate State

- Agencies per the facility's policy.

N 108 902 KAR 20:300-5(3)(b) Section 5. Resident
_ Behavior & Fac. Practice

* (3) Staff treatment of residents. ;
{b) The facility shall have evidence that all alleged ;
violations are thoroughly investigated, and shall

; prevent further potential abuse while the

~investigation is in progress.

This requirement is not met as evidenced by
Based on interview, record review, and review of
the facility's policy, it was determined the facility
faited to have an effective system to ensure an

. dlleged incident of sexual abuse was thoroughly

~investigated and reported immediately to the
appropriate State Agencies for one (1) of nine (9}
sampled residents (Resident #1). On 08/03/13 at ;

- 4:30 AM, Resident #2 was found in Resident #1's -
room with the door closed. Interview revealed '
Resident #1 was found in a fetal position on ;
his/her side with the pajama pants and adult brief :

: pulled down below the butiocks and the buttocks
were exposed. Awet substance was found on 5
Resident #1's buttocks, blanket, ard on the
outside of the adult brief. Interview revealed

" Resident #2 was sitting in his wheelchair with the ;
zipper of his/her pants down. The facility was

N 108

N 105
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- Unable to produce an incident report for the
occurrence of the alleged sexual abuse; proof of
- an investigation; nor documented evidence the
appropriate agencies were notified regarding the
_ alleged sexual abuse.

Based on the above findings, it was determined
the facility's failure to investigate an alleged
incident of sexual abuse and to immediately

_report the incident to the appropriate State
Agencies, presents an imminent danger and

. creates substantial risk that death or serious

" mental or physical harm will occur. Imminent

. Danger was identified on 08/15/13 and was

* determined to exist on 08/03/13.

" The findings include:

Review of the facility's policy titled,"Abuse

- Reporting” undated, revealed upon receiving
suspected reports of abuse, misappropriation of

. property, or neglect, the Administrator or

~ designee should report the incident to the
appropriate authorities.

Review of the facllity's policy titled, "Accidents
and Incidents” undated, revealed regardiess of
how minor an accident or incident may be, it
should be reported to the department supervisor, :
and an Accident/Incident Report Form should be
completed on the shift that the accident or
~incident occurred. Further review revealed the
charge nurse andfor the department supervisor
- shall conduct an immediate investigation and
submit it to the Director of Nursing Services.

The State Survey Agency requested the incident
report and investigation; however, the facility
denied all requests.
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. Review of Resident #1's Nursing Notes, dated
08/03/13 at 4:00 AM, revealed staff entered the
: closed door to Resident #1's room and found
- another resident in his/her room with the resident. -
Further record review revealed on 08/03/13 at
11:00 PM, an order was received from Resident
#1's physician to transport Resident #1 to the
- emergency department for evaluation.

- Review of the Emergency Department notes, :
dated 08/04/13 at 1:05 AM, revealed Resident #1 :
presented to the emergency department for a ;
possible sexual assault and a sexual assault
evidence collection examination was completed.

: However, interview and record review reveated
no documented eviderce the facility completed
an incident report; conducted a thorough
investigation of the incident; or notified the
appropriate State Agencies.

Interview with Licensed Practical Nurse (LPN) #5,
on Q8/15/13 at 7.06 PM, revealed LPN #5 was

- Residert #1's primary nurse and charge nurse,
Further review revealed she found Resident #2 in
Resident #1's room and notified her Manager on
Duty who notified the Corporate Executive Officer |

(CEQ).

* Interview with the Manager of Duty (MOD), on
08/16/13 at 3:34 PM, revealed she was notified |
by LPN #5 on 08/03/13 at approximately 4:30 AM
of an incident involving Resident #2 being found
in Resident #1's room with the door closed and
that Resident #1's adult brief had been pulled

- down exposing his/her buttocks and the adult
brief and linrens had a wet sticky substance on
them. The MOD stated she reported the
information she received from LPN #5 to the CEQ'

_and also reported the staff were very upset. The
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N 108, Continued From page 21 N108
MOD stated she was advised by the CEO that
she (the CEQ) would calt LPN #5,

Further interview with Licensed Practical Nurse
{LPN) #5, on 08/15/13 at 7:06 PM, revealed the

- CEQ called her for further information, but LPN
#5 was not directed to complete an incident

“report. Further interview revealed, she was

; aware of the abuse policy, and did not follow the

facility's policy to conduct an immediate :
investigation and document the incident because
she did not think anything had happened. Further
interview revealed she did not think anything had
happened because Resident #2 could walk but
he was in a wheel chair, Resident #1 had a fall

* mat beside his/her bed, Resident #2 could not

. remove his/fher own pants, and was not in the

" room but maybe five (5) or ten (10) minutes and
did not have enough time. Continued interview
revealed Resident #2 could have gotten out of
his/her wheel chair touched Resident #1
inappropriately and gotten back into his/her wheel |

chair.

Interview with the CEQ, on 08/14/13 at 855 PM,

- revealed she did not report the incident to the
appropriate State Agencies because she was told

~ by the reporting nurse (LPN #5), nothing .
happened. Continued interview revealed she was
told Resident #2 was found in Resident #1's room :
with the door closed. Further Interview revealed
she was told Resident #1's pajama pants and
adult briefs were pulled down and exposed
histher buttocks. She was also advised a wet

" substance was found on Resident #1's blanket.

. Further interview revealed when the State Police :
initiated their investigation, she requested witness
statements from immediate care providers for the |
night of 08/03/13; however, a thorough
investigation was not completed because she did
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not think anything had happened.

Interview with CNA #1, on 08/14/13 at 7:54 PM.

revealed the Corporate Executive Officer (CEQ) :
requested witness statements from staff after the |
State Police initiated their investigations. :
However, interview revealed the CEQ refused to

take CNA #1's witness statement requesting CNA |

| #1 re-write the statement including only facts of

what she saw when she looked into the room.
She stated the CEQ wanted only what she saw,
which was Resident #1 with his/her adult brief

" pulled down and blanket off. Further interview

revealed CNA#1 was advised by the CEQ, what | i
Resident #2 had been doing before ard after the

incident was not relevant. CNA #1 stated she

revised her statement; however, she gave her

original statement to the State Police.

fnterview with Resident #1's legal guardian, on
08/21/13 at 1:58 PM, revealed she received a call

' on 08/04/13, with her phore's caller ID system

identifying the caller to be from the facility. with a

" male voice stating he was a detective and the

case [involving Resident #1] was closed,
However, the Legal Representative confirmed
with the police detective that he had not called
her to advise the case was closed.

Interview with the Assistant Administrator who :
was also Social Services Director, on 08/21/13 at ¢
10:44 AM, revealed she was notifiad of the :

incident on 08/03/13 at approximately 9:30 AM.

Further interview revealed she did not think
anything had happened because Resident #2

was in a wheel chair and unable to walk and
Resident #1 had a fall mat beside his/her bed.
However, review of Resident #2's Nursing Motes
dated 08/03/13 at 4:30 AM, revealed Resident #2 |
became agitated, got up out of his/her wheel ’
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N 108 Continued From page 23 N 1B
chair, yelling foul curse words at staff, and was :

“ unable to be redirected.

- Interview with the Administrator, on 08/21/13 at
2:42 PM, revealed the Corporate Executive
Officer (CEQ) was on-call for 08/03/13. Further :
interview revealed the CEQ notified her on .
08/04/13 around 10:30 AM or 10:45 AM that
" Resident #2 was found in Resident #1's room
with the door closed but had only been in the :
room less than five {5) minutes and staff removed:
Resident #2 immediately upon finding him/her,
However, interview revealed she was not
informed Resident #1°s pajama pants and adult
brief were pulled down and the blanket was wet
with an unidentified substance. Cortinued
interview Tevealed an incident report and
investigation should have been completed.
Further interview revealed the incident should
have been reported per the facility’s policy to the
_ appropriate State Agencies.

N 130: 302 KAR 20:300-6(6)(a) Section 8. Guality Of Life - N 13

(86) Social services.
(a) The facility shall provide medically-related
social services to attain or maintain the highest

: practicable physical, mental or psychosocial
well-being of each resident.

- This requirement is not met as evidenced by:
Based on interview, record review, review of
Social Service Director Job Description, and the

- facility's policies, it was determined the facility
falled to have an effective system to ensure
residents in the facility received social services to |
attain and/or mairtain the highest practicable '
physical, mental, and psychosocial well-being of
each resident. On 08/03/13 at 4:00 AM, Resident |
#2 was found in Resident #1's room with the door :

SEE ATTACHED 9/16/13

STATE FORM 308 LK

P

¥ continualion sheet 24 of 44




PRINTED: 10/02/2013
FORM APPROVED

N 130" Continued From page 24

Office of inspector Generat
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA £X2i MULTIPLE CONSTRUCTION X% GATE SURVEY
AN PLAN OF CORRECTION IRENTIFICATION NIHMBER: A ~. CORMPLETED
BULDING:
_ C
100166 BWING 08/23/2013
NAME OF PROVIDE R OR SUPPLIER STREET ADDRESS. CITY. STATE, 2I®* CODE
323 WEBSTER AVENUE
EDGEMONT HEALTHCARE
CYNTHIANA, KY 41031
IX4HID SUMMARY STATEMENT OF DEFICIENCIES I FROVIDERS PLAN OF CORRECTION Ixs)
PREFIX {EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CORPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY !
. N130

closed. Interview revealed Resident #1 was
found in a fetai position on his/her side with the
pajama pants and adult brief pulled down betow
the buttocks and the buttocks were exposed. A
. wet substance was found on Resident #1's _
. buttocks, blanket, and on the outside of the aduit
brief, interview reveated Resident #2 was sitling
. in his wheelchair with the zipper of hisfher pants
 down. Interview also revealed Resident #2 had a .
history of exhibiting inappropriate touching of '
Resident #1. Record review reveaied Resident
- #2 would stare into other residents’ rooms, cuss
in the hallways, and make sexual comments;,
however, there was no documented evidence the
facility had addressed Resident #2's behavior.

In addition, record review revealed Resident #2
had a history of abusive behaviors towards other
residents in the facility with no documented
evidence Social Services addressed and
implemented interventions related to these
abusive behaviors.

. The facility's faiture to ensure an effective system
was in place to ensure sociai services were :
provided in order to attain and/or maintain the

- highest practicable physical, mental, and

- psychosocial weli-being of each resident presents
an imminent danger to residents and creates a
substantial risk that death or serious mentat or

- physical harm will occur. The Imminent Danger
was identified on 08/15/13, and determined to
exist on 08/03/13. The facility was notified of the
imminent Danger on 08/15/13.

The findings inctude:
Review of the job description for Social Service

. Director {SSD) reveated Administrative Function
- of meeting with administration. medical and
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N 130 _' Continued From page 25

" nursing staff, and other related departments in
planning social services as needed. Further
review revealed as a part of the Administrative

* Function, the Sociat Service Director was
responsibte for maintaining contact with the :
resident’s famity, involving them with non-medical
progress reports and working with emotionat
problems inctuding assisting resident/famity with

" anxieties and stress caused by illness and :

. admission to the facitity, difficulties in coping with ;

" residuat physical disabilities, fears related to '
heiplessness and death, and the need for
institutionaj and specialized care.

Review of facility's policy "Behavior Policy”, dated :
06/07, revealed assessing/documenting new

- onset of behaviors or those behaviors that were
not improving with treatment, monitoring for side

- effects and providing staff with information
regarding behavior management via care plan,

- efc. Further review revealed nursing staff shatt
document in nurses notes of any
concerns/changes {improvement/decfine} with
behaviors that require additionat intervention or
monitoring. Further review of the facility's policy

- reveated Sociat Services Designee (SSD) shatt
evaluate and document resident's mentat health

* issues, past and present history of behavioral
issues and shatl incorporate with nursing
information when documenting admission notes
for use with Resident Assessment instrument
(RA1) to develop an appropriate plan of care.
Further review reveated the SSD shall document ‘
at teast quarterty thereafter and as needed
regarding any noted changes in conditions,
interventions impiemented to assure an

¢ appropriate ptan of care was instituted.

- 1. Review of Resident #2's medical record
reveated the facitity admitted Resident #2 on ;
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: 02/12/13 with diagnoses which include Altered
Mentat Status, Seizure Disorder, QObstructive
Hydrocephalus, Schizophrenia, Degenerative
Joint Disease, and Mental Retardation. Review
of Guarterly Minimum Data Set {MDS), dated
05/14/13, revealed a Brief Interview for Mental :
Status (BIMS) summary score of 11/15, indicating :
the resident was moderatety impaired in :
. cognition. Aiso noted was no evidence of acute
changes in mentat status. Review of the Nursing ;
- Notes. dated 08/03/13 at 4:00 AM, reveaied staff
entered the closed door to Resident #1's room
and found Resident #2 in his/her room with the
resident. interview with staff revealed Resident
#1 was found lying on his/her right side in a fataf
position with his/her pajama pants and aduit brigf |
- putted down under the buttocks with his/her '
" buttocks completely exposed. Awet stibstance
was found on his/her hip, on the outer side of
" his/her adult brief, and on the resident's blanket.

interview with Resident #5, on 08/16/13 at 1:10
FM, revealed Resident #5 thought Resident #2

: "was a problem from the start”. Resident #5

_ coufd not recall specific dates and times but did

* reveal specific incidents when Resident #2 would

. reach towards Resident #1's breast and Resident
#5 would intervene prior to any actuat touching.
Resident #5 stated the residents had to took out |
for Resident #1 and keep Resident #2 away from
Resident #1, :

Review of Resident #5's medical record revealed -
the facility admitted Resident #5 on 07/19/12 with |
diagnoses which inctude Dementia, Depression, :

- and Alzheimer’'s disease. Review of Annual MDS, :
dated 07/13/13, reveated BIMS summary score of:
11/15, indicating the resident was interviswable.
Also noted was no evidence of acute changes in
mental status.
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: Interview with Resident #4, on 08/16/13 at 12:59
FPM, revealed Resident #4 had witnessed

- Resident #2 put histher hand between Resident
#1's legs. Continued interview revealted, Resident
#4 advised staff to "keep an eye on” Resident #2

- and keep him/her out of Resident #1's room. )
Further interview revealed Resident #4 did report |
hisfher concerns to the Assistant
Administrator/Social Services Director.

Further interview with Resident #5, on 08/16/13 af .
1:10 PM, reveated Unsanipled Resident A had
come into Resident #5's room and stated
Resident #2 had come into his/her room and
started tatking about kifing peopte. Unsampted
Resident A told Resident #5 he/she was afraid of
Resident #2. Resident #5 stated hejshe :
- encouraged Unsampied Resident A to report the
incident to staff. Resident #5 stated she was
present when Unsampted Resident A met with the
- Sociat Worker to inform of his/her fear of
Resident #2. According to Resident #5, the
- Social Worker informed Unsampled Resident A
not to worry about Resident #2 because he/she
- "wouldn't hurt anyane”.

interview with Unsampled Resident A, on
“08/20/13 at 4:55 PM, reveaied Unsampled
Resident A was upset by Resident #2 coming into '
histher room. iinsampled Resident A stated
helshe informed staff of the incident but coutdn't
remember to whom he/she reported it nor when |t

was reported.

Review of Unsampled Resident A's medicat
record revealed the facility admitted Unsampled
Resident A on 01/30/13 with diagnoses with
include Osteoarthritis, Pain in Limb, Spinat
Stenosis, Low Back Pain, Peripheral Vascutar

STATE FORM s 1TEIT Il connuation shee! 28 of 44




Office of Inspector General

PRINTED: 10/02/2013
FORMAPPROVED

(X1} PROVICERSUPPLIER/CLIA

STATEMENT OF CEFICIENCIES
IDENTIFICATION NURBER:

AMD PLAN OF CORBRECTION A BUILDING:

{(X2I MULTIPLE CONSTRICTION

{X3} GATE SURVEY
COMPLETED

8 wING

C
(8/23/2013

100166

NAME OF PROVIDER OR SUPPLIER
323 WEBSTER AVENUE

EDGEMONT HEALTHCARE CYNTHIANA, KY 41031

STREET ABGRESS, CITY, STATE, ZIP CODE

SUMMARY STATEMENT OF DEFICIENCIES s}
{EACH DEFICIENCY MUST BE PRECEDED BY FIJLL BREFIX
REGULATORY OR LSC IGENTIFYING INFORMATION) TAG

X4} 1D
PREFIX
TAG

PROVICER'S PLAN OF CORRECTION X5
JEACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TQ THE APPROPRIATE DATE
GEFICIENCY)

N 130 Continued From page 28 N 130
: Disease, Progressive Supranuclear Palsy, and
Parkinsonism. Review of Quarterty MDS, dated
- 08/08/13, reveated BIMS summary score of _
10/15, indicating the resident was interviewabte. | :

interview with Sociat Services Director, on : ;
08/21/13 at 10:45 AM, reveaied she did not i
remember any resident discussing Resident #2
going into his/her room. The Sociai Worker
further stated she didn't remember Resident #2 ,
going into any other residents’ room. The Sociat
- Worker stated if Resident #2 was in another
resident’s room, it was as a "wanted" visitor. The
: Sociat Worker stated she was not aware of
Resident #2 making any sexual comments to
staff or rasidents.

2. Review of Resident #2's medicai record
revealed documented evidence of Resident #2's
behavior {owards residents and staff. However,
record review reveaied no evidence these
behaviors were addressed by Sociai Services.

Review of the Nurse's Note, written on 02/28/13
~at 910 AM, revealed Resident #2 was verbally

abusive to residents and staff, Review of _

Resident #2's care pian reveaied no docunented

evidence of revision or interventions put into

ptace due to this behavior.

Review of Nurse’s Note, dated 04/10/13 at §:00
PM, revealed Resident #2 was extremely upset,
agitated and threatening to hurt his roommate.
There was no documented evidence the Social
 Worker addressed Resident #2's behaviors.
Review of Resident #2's care plan revealed no
revision or interventions put into place due to this |
" occurrence. :

* Review of Nurse's Note, dated 04/27/13 at 12:15
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M 130: Continued From page 28 - N30
PM, revealed Resident #2 was often found

¢ staring into other residents’ rooms, cussing in the
hatlways, and making sexual comments. There |
was no doclimented evidence the Social Setvices |

¢ Director addressed these behaviors. Review of
Resident #2's care ptan revealed no revision or

. interventions put into place due to this behavior.

interview with the Sociaf Service Director, on

£ 08/21/13 at 10:44 AM, revealed she was not
aware of Resident #2's behaviors that were
documented in the resident's medical record.

- Even though the facility's behavior policy stated
the Sociai Services would evaluate and document

. resident's mentat heaith issues, past and present

* history of behaviorat issues, and incorporate
nursing information to develop an appropriate
ptan of care.

Further review of Nurse's Note, dated 05/20/13 at

: 8:30 PM, reveated Resident #2 was on the patio
for smoke break and was yelling, cursing, and

: running into other residents with his/her wheet

‘ chair. There was no documented evidence the
Sociat Services addressed this behavior and

: review of Resident #2's care plan reveated no :

" revision or interventions put into ptace due to this

_ behavior.

" Interview with the Social Service Director, on

- U8/21/13 at 10:45 AM, reveaied she was unaware |

- of the incident on 05/20/13 at 6:30 PM. :

. However, interview with the DON, on 08/23/13 at |
1:35 PM, reveated the 24 Hour Report/Change of '
Condition Reports, which were compteted every
day, were read during the morning meetings by

- supervisors and department heads.

‘ Review of facility's 24 Hour Report/Change of
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N 130. Continued From page 30 N 130
Condition Report, dated 05/20/13, revealed
documentation of Resident #2 was yeliing,

. cursing staff, running into residents, and staff was |
Lunable to redirect. However, Social Services :

. failed to address this behavior and revise the

_ resident's plan of care to prevent recurrence of

. this behavior and protect other residents.

- interview with the Social Service Director, on
08/21/13 at 10:47 AM, revealed she was
responsible for tatking with residents and famities .
regarding incidents in an investigation. Further
interview revealed she was responsibie for
coordination of care within the faciiity to ensure
residents received needed and required services. |
Further interview revealed she atlended the
morning meetings to discuss resident condition

- changes or pertinent information: however, she
Wwas unaware any residents were concerned with
their safety, was unaware Resident #2 wandered .

- into other resident rooms, was unaware Resident |
#2 had a history of staring into other resident
rooms and was unaware Resident #2 had a
history of making sexuatly inappropriate sexuat
comments.

902 KAR 20:300-7(4)(b)3. Section 7. Resident N 192 SEE ATTACHED 9/16/13

. Assessment

N 192

{4) Comprehensive care plans.

(b) A comprehensive care pian shait be:
. 3. Periodicaity reviewed and revised by a team of
- qualified persons after each assessment.

This reguirement is not met as evidenced by:
Based on interview, record review and review of
the faciltity's policies, it was determined the facility :
faited to have an effective system fo evaluate and |
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N 192 Continued From page 31

revise residents’ care plans when a resident's

“ status changed for one (1) of nine (9} sampled

- residents {Resident #2). Resident #2 had a

" documented history of verbal outburst,

. inappropriate touching, wandering in other
residents’ rooms, and running into other residents :
with his/her wheel chair. However, review of
Resident #2's Care Ptan revealed no documented :

. evidence the facitity revised the care plan to ;

tinciude interventions to address these behaviors, |
On 08/03/13 at 4:00 AM, Resident #2 was found
in Resident #1's room with the door closed.
Interview revealed Resident #1 was found in a

_fetat position on his/her side with the paiama

" pants and aduit brief pulted down beiow the

. buttocks and the buttocks were exposed. A wet

" substance was found on Rasidertt #1's buttocks,
blanket, and on the outside of the aduit brief.
interview revealed Resident #2 was sitting in
his/her wheeichair with the zipper of his/her pants

- down.

Based of the above findings, it was determined
the facility’s failure to to evaluate and revise
residents’ care ptans when a change in status
occurred presents an imminent danger to
residents and creates substantiai risk that death
or serious mentai or physical harm witt occur.

. Imminent Danger was identified on 08/15/13 and

- was determined to exist on 08/03/13,

The findings include:

- Review of facility's policy "Behavior Poticy", dated
06/07, revealed assessing/documenting new

. onset of behaviors or those behaviors that were
not improving with treatrment, monitoring for side
effects and providing staff with information
regarding behavior management via care plan,
efc. Further review revealed nursing staff shalt
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N 192. Continied From page 32

+ document in nurses notes of any
concerns/changes {improvement/decline with

~ behaviors that require additionat intervention or
monitoring. Further review of the facility's policy
reveated Sociat Services Director {SSD) shail
evaluate and document resident's mentat heaith

" issues, past and present history of behaviorat

. issues and shalf incorporate with nursing
information when documenting admission notes
for use with Resident Assessment instrument
{RAI} to develop an appropriate pian of care. :
Further review revealed the SSD shalt document :
atteast quarterty thereafter and as needed
regarding any noted changes in conditions,
interventions imptemented to assure an

" approgpriate pian of care was instituted.

Review of facility's policy, "Care Ptans -
Comprehensive Policy”, no date, reveated care
plans should be revised as changes in the
resident's condition dictated.

Review of Resident #2's medicat recard revealed
the facifity admitted Resicent #2 on 02/12/13 with
diagnoses which include Altered Mental Status,

~ Seizure Disorder, Obstructive Hydrocephalus,

_ Schizophrenia, Degenerative Joint Disease, and

- Mental Retardation. Review of Quarterty

. Minimum Data Set (MDS), dated 05/14/13,
reveaied a Brief interview for Mentat Status
{BIMS) summary score of 11/15 indicating the
resident was moderatety impaired in cognition.
Atso noted was no evidence of acute changes in

- mentat status.

Interview with Resident #5, on 08/16/13 at 1:10

. PM, reveated specific incidents when Resident #2 :
would reach towards Resident #1's breastand = |
Resident #5 woutd intervene prior to any actual
touching. Resident #5 stated the residents had to
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N 192

look out for Resident #1 and keep Resident #2
away from Resident #1.

CInterview with Resident #4, on 08/16/13 at 12:59 ;
t PM, revealed Resident #4 had witnessed : i

Resident #2 put his/her hand between Resident
#1's legs. Resident #4 advised staff to "keep an
eye on" Resident #2 and keep him/her out of
Resident #1's room and Resident #4 reported

. his/her concerns to the Social Services Director.

- Review of Resident #2's Care Plan for

Aggression, dated 02/12/13, revealed nursing
staff to monitor moods and behaviers and
document daily on the Mood and Behavior
Tracker. The goal was for Resident #2 to have
no moodsibehaviors go undetected within the
next assessment period. The interventions were
implemented as needed to redirect, convey
acceptance of resident during period of
inappropriate behavior, always ask for help if
resident becomes abusive/resistive, keep

- environment calm and relaxed, remove from

public area when behavior is unacceptable,
encourage diversional activities, change staff if |
resident will allow another staff to complete care, 3
avoid over stimulation, assist to toilet or change
brief as needed, position for comfort and assess

~for hunger or thirst. The only revisions to the care

plan noted were for medication changes. Further :
review revealed a notation in the comment

section of the comprehensive plan of care dated
05/2013 "Goals Met cont. POC". The resident's
care plan did not address inappropriate touching
of other residents.

Review of the Nursing Notes. dated 08/03/13 at
4:00 AM, revealed staff entered the closed door
to Resident #1's room and found Resident #2 in

 his/her room with the resident. Interview with
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. staff revealed Resident #1 was found lying on

* his/her right side in a fetal position with his/her
pajama pants and adult brief pulled down under
the buttocks with his/her buttocks completely
exposed. A wet substance was found on his/her

the resident's blanket.

2. Review of Resident #2's medical record
revealed Resident #2 exhibited behaviors towards
residents and staff. However, review of the
resident’s plan of care revealed no changes in
interventions to address these behaviors.

Review of Resident #2's Mood and Behaviors
Monthly Assessment, 02/2013, revealed verbal

~and physical abuse documented on 02/28/13.

- Other behaviors were also documented to include
other behavioral symptoms not directed toward

. others, rejection of care, inattention and

" disorganized thinking. No documentation
indicating intervention of medication was used.

- Qutcomes were recorded as unchanged and the
resident's care plan was not revised. Review of
the Nurse's Note, dated 02/28/13 at 9:10 AM,
revealed Resident #2 to be verbally abusive to

unable to be redirected. Further review of the
medical record revealed Resident #2 received
PRN dose of Ativan for agitation/anxiety,
_However, review of the Care Plan revealed no
" documented evidence the facility revised the care .
plan to included updated interventions to address
. the behaviors.

Review of Resident #2's Mood apd Behaviors
Monthly Assessment, 04/2013, revealed no
ahusive behaviors documented although other
behaviors such as inattention and disorganized
thinking were documented. No documentation

hip, on the outer side of his/her adult brief, and on:

other residents and staff and extremely upset and |
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- indicating intervention of medication was used.
Outcomes were recorded as unchanged.

- However, review of Resident #2's Nurse's Notes,
dated 04/09/13 at 7:00 AM, revealed Resident #7

- was up in his/her wheel chair roaming the facility
making sexual remarks to staff. Resident #2 was ;
redirected with positive results. Review of :
Resident #2's Nurse's Note, dated 04/10/13 at
9:00 PM, revealed Resident #2 was extremely
upset and agitated. Review revealed Resident #2

. threatened to hurt his/her room mate. At this time X

" Resident #2 received PRN dose of Ativan for
agitation/anxiety. Review of Resident #2's
Nurse's Notes, dated 04/27/13 at 12:15 PM,
revealed Resident #2 was often found starring in
other resident rooms, cussing in hallways and
making sexual comments. Review of Resident
#2's Nurse's Note, dated 04/28/13 at 5:30 PM,
revealed Resident #2 was yelling and cussing in
the hall, threatening to fight other residents and
staff, packing his/her personal belongings.
Further review revealed Resident #2 received

. PRN dose of Ativan for agitation/anxiety.
However, review of the care plan revealed no

" documented evidence the care plan was revised
to include any additional interventions to address
Resident #2's behaviors,

. Review of Resident #2's Mood and Behaviors
Monthly Assessment, 05/2013, revealed no

" abusive belaviors documented although other
behaviors were documented to include inattention |
and disorganized thinking. No documentation
indicating intervention of medication was used.
Outcomes were record as unchanged. However,
review of Resident #2's Nurse’s Note, dated

- 058/13/13 at 11:00 PM, revealed Resident #2

_required frequent redirection from conversation
with staff regarding sexual overtories. Review of ;
Resident #2's Nurse's Note, dated 08/20/13at = |

- N 192
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8:30 PM, revealed Resident #2 was on the patio i
outside, very agitated, going through the trash ‘ ;
can, yelling, cursing and running into other
residents and unable to be redirected. Further
- review revealed Resident #2 received PRN dose
of Ativan for agitation/anxiety at 7:00 PM.
" Review of Resident #2's Nurse's Note, dated
. 05/31/13 at 2:45 PM, revealed Resident #2 was
" cussing and threatening staff and other residents.
Resident #2 received PRN dose of Ativan for
agitation/anxiety. However, review of the care
plan revealed no documented evidence the care
plan was revised with interventions to address the

behaviors,

Review of Resident #2's Mood and Behaviors
Monthly Assessment, (67,2013, revealed
physically abusive behaviors documented on
07/01/13. Other behaviors were noted on
CQ7/01713, 07/02/13, 0712013, 07122013, 07623/13
" and 07/24/13 to include other behavioral :
symptoms not directed toward staff, rejection of
care, inattention, disorganized thinking and
delusions. No documentation indicating
intervention of medication was used. Outcomes
wererecord as unchanged. However, review of
Resident #2's Nurse's Note, dated 07/26/13 at
10:30 AM, revealed the Inter-Disciplinary Team
(IDT) reviewed the resident's behaviors from
evening shift. Further review stated Resident #2
" became very angry and irate, cussing at other
staff, throwing things. Resident #2 received PRN
dose of Ativan for agitation/anxiety. Review of
Resident #2's Nurse's Note, dated 07/26/13 at
8:15 PM, revealed Resident #2 was yelling and
stating to staff to get away or he/she would hurt
staff. Resident #2 was cursing other residents
when they told him to shut up. Resident #2 was
- unable to be re-directed. Resident #2 received
PRN dose of Ativan for agitation/anxiety.

STATE FORM SRS 1TKI1 If coniiruation sheel 37 o7 44




Cffice of inspector General

FRINTED: 10/62/2013
FORM ARPROVED

STATEMENT OF DEFICIENCIES
ANTY PLAN OF CORRECTION

(X273 MULTIPLE CONSTRUCTION
AL BLATOING

(K71 FROVIDER/SUPPLIER/CLIA
{NENTIFICAFION NURMBER:

!;xz} DATE SURVEY
COMPLETED

E. WING

100166

c
08/23/2013

NAME OF PROVITIER OR SLIFFI IER

EDGEMONT HEALTHCARE

STREET ADDRESS. Cil'v. STATE. Zi# CODE

323 WEBSTER AVENUE
CYNTHIANA, KY 41031

SUMMARY STATEMENT OF DEFICIENCIES

- PROVIDER'S FLAN OF CORRECFON

COMPLETE

{LACH CORREC MNVE AC MON SHOUI D BE
CROSS-REFERENCED TO THE ARPROFRIATE DATE
DEFICIENCY?

X400
FREF iX
TAG

IEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
REGULATORY OR | SC DEN NP YING [NFORMATION) 1AG

N 192. Continued From page 37 - N192
However, review of the care plan revealed no :
documented evidence the care plan was revised

to include addition interventions to address the

behaviors.

Review of Resident #2's Mood and Behaviors
Monthly Assessment, from 08/01/13 to 08/03/13,
revealed no abusive behaviors documented
although other behaviors were documented to
include inattention and disorganized thinking. No
documentation indicating intervention of
medication was used. QOutcomes were record as
unchanged. However, review of Resident #2's :
Nurse's Note, dated 08/33/13 at 4:30 AM,

" revealed Resident #2 was roaming in the hall and
became agitated and unable to redirect. Further :

: review revealed Resident #2 got up out of his/her
wheei chair saving he/she was leaving, resident
yelling and cursing staff unable to redirect.
Resident #2 received PRN dose of Ativan for
agitationsanxiety at 4:50 AM.

Interview with the Director of Nursing (DON}), on
08/21/13 at 11:30 AM, revealed the Mood and
Behavior Tracking sheets were probably not
accurate due to not recording interventions of
medications given and the effectiveness of the
interventions.

- Interview with the Social Service Director, on
08/21/13 at 10:59 AM  revealed it was her

~responsibility to coordinate services in the facility

- to ensure residants received the care and _
services that they needed, She stated she did, at |
times revise care plans.

Interview with the Chief Executive Officer (CEQ},
on 08/21/13 at 1230 PM, revealed she was not
able to determine if the Mood and Behavior
Tracking sheets were an accurate assessment of |
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. the resident’s behavior if the sheets were imissing

important details, due to not having a medical
background.

; Interview with the Administrator, on 08/21/13 at

N 318

2:40 PM, revealed she does not review the Mood
and Behavior tracking sheets to assess residents.
The Administrator stated she looked at the :

nurse's notes, medications, and Physician's

- orders to assess behaviors. She further stated
the Social Service Director was responsible for

- review the Mood and Behavior tracking sheet and

revising the care plan accordingly.

902 KAR 20-300-15 Section 15. Administration - N 316

A facility shall be administered in a manner that
enables it to use its resources effectively and

. efficiently to attain or maintain the highest
" practicable physical, mental, and psychosocial
 well-being of each resident.

~This requirement is not met as evidenced by:
. Based on interview, record review, and review of

facility's policy, it was determined the facility failed :

" to be admiinistered in a manner which enables it

to altain or maintain the highest practicable

~ physical well-being of each resident related to

provision of care. The facility failed to ensure
abuse and care plan policies and procedures
were implemented by staff. The facility failed to

- develop and implement a behavior management
program to ensure residents' behaviors that could
“lead to conflict were assessed, care planned, and

monitored. The facllity's administration failed to

~ensure Social Services related to residents’

SEE ATTACHED 9/16/13

B85E
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" behaviors was involved in assessing and
implementing interventions to ensure care plan
revision to ensure resident behaviors were
addressed to ensure resident safety.

On 08/03/13 at 4:30 AM, Resident #2 was found
in Resident #1's room with the door closed.
Interview revealed Resident #1 was found in a
fetal position on his/her side with the pajama
pants and adult brief pulled down below the
buttocks and the buttocks were exposed. A wet
substance was found on Resident #1's buttocks,
blanket, and on the outside of the adult brief.
_Interview revealed Resident #2 was sitting in his
" wheelchair with the zipper of his/her pants down. |
. Interview and record review revealed Resident #1 |
“was not assessed for injury, nor was the :
resident’s Fhysician or Respensible Party
“immediately notified of the incident. Interview and:
- record review revealed the facility failed to :
" investigate the incident and report the incident to
the appropriate State Agencies. Interview also
revealed Resident #2 had a history of exhibiting
inappropriate touching of Resident #1. Record
review revealed Resident #2 would stare into
other residents’ rooms, cuss in the hallways, and
make sexual comments; however, there was no
documented evidence the facility had addressed
Resident #2's behavior,

Based on the above findings it was determined
the facility's failure to have an effective system in
place to ensure the facility was administered in a
manner that enabled it to use its resources
¢ effectively and efficiently presents an imminent
danger and creates a substantial risk that death
- or serious mental of physical harm will occur.
_lmminent Danger was identified on 08/15/13. and &
 was determined to exist on 08/03/13,

el
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The findings include:

Review of the facility's policy tited, "Resident

‘ Rights” undated, revealed the residents had the

. right to be free from verbal, sexual, physical or
mental abuse, corporal punishment, and .
involuntary seclusion. Continued review revealed -
the facility must implement procedures that
protect the resident from abuse, neglect or
mistreatment, or misappropriation of property. :
Further review revealed in the event of an alleged
violations involving resident treatment, the facility
was required to report it to the appropriate
officials and all alleged violations must he
thoroughly investigated and the results reported.
Further review revealed the facility must provide a:
safe environment. .

. Review of the facility's policy titled, "Abuse

- Reporting” undated, revealed the definitions of

: Abuse, Verbal abuse, Sexual abuse, Physical
abuse, Involuntary seclusion, Mental abuse, X
Neglect and Misappropriation of resident propenty .
were each defined in the policy. Further review
revealed each person observing an incident of
resident abuse or suspected resident abuse
should be immediately reported to the charge
nurse. Review further revealed the charge nurse
should complete an Incident Report Form and
should examine and interview the resident and
report all findings to the Administrator or
designee. Additionally, review of the facility's
policy stated if sexual abuse was suspected, DO

: NOT bathe the resident or wash the resident's
clothes or linen.

Review of the facility's policy titled, "Care Plans -
Comprehensive” undated, revealed the
Comprehensive Care Plan was desighed to
incorporate identified problem areas and

STATE FORM 554 1TKI1 i coniincalion sheel 41 of 44




PRINTED: 10/02/2013
FORMAPPROVED

Office of Inspector General
STATERENT OF DEFICIENCIES X131 PROVIGER/SUPPI (ER/C 1A iXZ) MULTIPE CONSTRUC FION X33 DATE SHRVEY
AN PLAN OF CORREC FICN IGENTIFEICATION NIMBER; A BUT DING: COMPI ETED
L NG
C
100166 B OWING - — 08/23/2013

STREET ADDRESS, Ciry, STATE, ZiF CORE

NAME OF PROVIDER OR SUPPI IER
323 WEBSTER AVENUE

EDGEMONT HEALTHCARE
CYNTHIANA, KY 41031
X4y D ’ SUMMARY STATEMENT QF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY #i1/ST BE PRECEDEO BY FUIL PREFIX . {EACH CGRREC IMVE ACTION SHOLT.D BE COMPIETE
raG REGUI ATORY OR i SC IDENTIFYING TNFGRMATION) ) TAG CROSS-REFERENCED TG 1HE AFERCPRIATE DATZ
_ DEFICIENCY
L N318

N 316 Continued From page 41

" incorporate risk factors associated with the :
_identified problem areas. Further review revealed |
“ the Care Plans were revised as changes in the

. resident's condition dictates.

Review of the facility's policy titled, "Behavior
Policy” dated 06/07, revealed Social Services

(88} should evaluate and document resident's :
mental health issues, past and present history of |

: behavioral issues and shall incorporate said
information with nursing information when

- documenting to develop an appropriate plan of
care. Further review revealed SS should
document at least quanterly thereafter and as
needed regarding any noted changes in
conditions, interventions implemented to assure

* appropriate plan of care is instituted. Further

: review revealed residents exhibiting behaviors
that posed an immediate threat/harm to

: themselves or others will have
physician/responsible party notified for request to -

~ discharge to hespital for assuring safety. Further
review revealed the residents would receive
individualized iiterventions based on behaviors
until transportation could be arranged.

Interview and record review revealed the facility

 had been knowledgeable of Resident #2's history |
of abusivesinappropriate behaviors since :

- 02/28/13, however, failed to assess, care plan,
and monitor Resident #2 related to these abusive |
behaviors. Record review revealed Resident #2
had made sexual comments to staff, and resident
interviews revealed residents had witnessed
Resident #2 inappropriately touch Resident #1.
Residents reported they had told facility staff and

stated they were concerned for Resident #1,

- However, interviews with staff revealed they
denied being informed of this behavior,
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Review of the Nursing Notes, dated 08/03/13 at
. 4:00 AM, revealed staff entered the closed door
to Resident #1's room and found Resident #2 in
- his/her room with the resident. Staff interviews
revealed Resident #1's left hip and buttocks were |
exposed and Resident #1 was foundto havea
wet substance on his/her hip, on the outer side of .
his/her adult brief, and on the resident’s blanket.
However, this incident was not immediately
_reported to Resident #1's physician or legal E
“representative and the resident was not assessed :
by the facility for injury. In addition, the facility
failed to conduct a thorough investigaticn, and
failed to notify the appropriate State Agencies.

Interview with the Corporate Executive Officer :
(CEO), on 08/14/13 at 8:55 PM, revealed she did
not report the incident to the appropriate State :
Agencies because she was told by the reporting
nurse (LPN #5), nothing happened. Further ;
interview revealed when the State Police initiated
their investigation, she requested witness '

" statements from immediate care providers for the :

- night of 08/03/13; however, a thorough i
investigation was not completed because she did |
not think anything had happened.

~ Interview with the Director of Nursing, on :
08/21/13 at 11:29 AM, revealed her expectations |
would be to foliow the facility's policies, Further

" interview revealed Resident #2 should have been
Care planned for behaviars with interventions in
place to monitor Resident #2 and protect the
other residents. Further interview revealed all
incidents should be documented, investigated

. and reported to the appropriate State Agencies.

* Interview with the Administrator, on 08/21/13 at
2:42 PM, revealed facility policy and procedures
should be followed; an incident report and
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investigation should be completed for all
allegations of abuse: and, the allegation should
- be reported to the appropriate State Agencies.
;
i
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Please note: faliowing termi alo entire POC when abbreviated, etc.

*  QI=Quality Improvement team (members are all Dept. Heads assignied to know respective
residents, inspect common areas which end np inspecting aj| residents/areas in tacility)

* QA= Quality Assnrance (checks to assure that Ql/compliance and systems are effective) Team
inciudes Medical Director, Adminisrraton’dcsi@tee, Nursing Management, 85 Director, Human
Resources/designee, Housekeeping/Maint. Supervisor, and other Dept. Heads in general}. Includes
Ql/clinical care quality indicators, survey results, policy changes, etc.

*  Woeekly Clinical Meetings (Usually held middle of weck, Wed. or Thurs.) and includes Nurse
manager, Admin/designee, Social Services/designee, therapy, and other QF members as needed.

« DT (interdisciplinary team) other wise known as CP (care plan team- same &s clinical team)

* MOD= Manager on Duty assigned on weekends (consists of QI dept.heads)

*  Please refer to F490 10 revea] audit forms, inservices, dates, detailed information if lacking

elsewhere for refererice,
“  Ifno date give (ar states as of commpliance date: then be agssured a sriormed prior to
916/13

Plan of Correetion/Allegation of Compliance for N018 Notify of Changes
Sampled Residents; R] and R2

terventions responses to answers for P estions: )
#1) Sampled R2 no longer resides in facility as of 8/3/13. POA/MD notified with condition 83/2013 prior

to DC and no further changes in care plan or notifications required after discharge, Sampled R| remains in
facility as of this date. R1’s MDD and POA notified as needed as of compliance date for changes in
unexpected changes in condition/per policy, ete. OIG notified on %/8/13 as well regarding incident along
with MD/POA. No additional treatment/orders needed for said occurrence. Skint assessment audited after
licensed nurse performed to assure accuracy and signed off on form for Ri on 9/8/13 and repeated as of
cotmpliance date (this is in addition to survey team performing skin assessments prior to exit). No further
repeat/similar incidents as noted for 8/3/13 date. R1 had no adverse outcomes per hospital and agency
reports for 8/3/13 incident and also after 9/8//] 3 reporting (same resident both isolated deficiencies).

adverse effects based on alieged deficient practice as of compliance date (9/16/i 3), DON, CPC,
Admin/designee assured Compliance by checking/comparing nurses* 24 hr reports, incidents, careplans
and skin assessments for residents as of compliance date to assure Policy for notifiving MID/POA/other

o : Was also
assured during QA eetings with review of audits for skin Z5sesaments, incidents/acqjdeﬂts, efc. as noted
below as 0f9/13/13.

#3/4 Admi nistrator/designee | n-serviced’re-in-serviced Department Managers/QI members/Manzgers on
duty, (MOD). Including Activitieg Manager, Socia| Services, Medical Records, Digtary,
Housekee_pingm{aintenance, Human Resources Manager, and Nurse Managers) regardin g aotification of
changes/policy including requirements for notification when there is an accident/incident pey policy on;
8/23/13,8/26/13/,9/13/13 at minitum to perform rounds and check, in addition to nursing staff . if any
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incidents/accidents, when making rounds to assess from staffresidents of concerns, ook for changes in
condition which will be called to nursing supervisors and Administration when not during normal working
hours to assure staff adhering to policy. OI team assigned designated areas daily and shal| complete on Q1
rounds checkiist that they performed/inspected. These rounds toels shail be given to
Administrator/designee at least 3 times weekly in addition to assure were compieted/corrected, These
internal QA rounds then transcribed onto Audit form for Admin/designee to shaw compliance times 30

Adminigtrator/Executive Director/DON gave gencral ali Staff In-services both prior to survey exit and
again at minimum; 823/ 13, 8/26/13, 9/9/13 and 9/13/13 {along with individual ones to ncw staff/others as

needed accordingly- wil] be availabie to survey team) to assure staff'Ql members recejved information
regarding Notification requirements, and covered ajl issues regarding regulatory/policy requirements for
duties, policy/regulations, ete., and to ensure prevention/interventions with documentation. Staff voiced
understanding of policy/procedures and voiced no concerns or issues,
on policy and procedurcs, Any additional issues noted with andits as listed for Quality Assurance shal
resuit in additional education/disciplinary action accordingly.)

Ombudsmen/$S Director/designee gave inservices to residents/staff and/or interviewed/talked to
residents/responsible party on at jeast following dates: both prior to end as of 8/23/13, 9/4/| 3, and repeated
ongoing as noted in remainder of this paragraph as of $/15/13. These are in addition to discussing at Care
Pian meetings held both prior and az of date of compliance (9/16/| 3) regarding resident righes, sssess
concerns, etc. Information of resident rights aiso gtven upon admission and at least annual ly thercafter as

weil which addresses ai] resident rights/abuse/reporting rievances/notifications with care/ete. FY]:
i i ts/families understand resident

Ombudsmen and ireator, nee have assured that all resid
rig}ggg/abum/regorting protocol/grievances as of compliance date (9/16/13). No similar gricvances voiced
o fs i gis at minimum, in addition to monthiy Resident Counci

with Om 5.1t on bi-month!

Formal QA meeting includes; Medicaj Director/QA members initiated as of $/23/2013 and was tepeated
B26/13, 9/4/13, and again with QA members after 9/12/(3 survey exit/prior to date of compliance. Shall be
repeated additional times (not for PQC, but internal purposes only and scheduled for: 10/7/13 and 11/7/ 13
(which revesled no further non-compliznce, afier survey cxit. (attendance of QA meetings held to be given
te show completion). Al issues as noted jn 2367/POC examined outcomes/compliance/systems/audits/and
if needing changes in interventions, etc. Also included alj noted deficiencies. reviewing policies,
monitoring systems/tools, and survey results prior to date of compliance. Medical Dircetor more than
pleased with QA djscussions/mom'toring/audits.(l‘heﬁc formal QA meetings are in addition 1o facility
weekly QA clinical meetings held from 8/23/13 through compliance date times 30 days)

Date of Compliance: 9/16/2013.
Responsible: Administrator/Director of Nursing.
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Plan of Correction/Allegation of Compliance for NO39 Personal Privacy/Cunﬁdemislity of Records

#1) The 300 hall (East Hall) bathroor had a privacy curtain placed in the room around resident bathing
area to maintain privacy to the residents as of 8/23/13. Facility corrected prior to survey exit, no further
issuas noted with curtain being down or not closed to assure privacy to nursing personne| only as of

compliance date,

#2) All residents have potential to be affected by said practice. Facility has 3 general common shower
rootns-as well privacy curtains in rooms. No other rooms have been identified as being non-compliant and
privacy assurad by designated guality improvement dept heads (QI members) performi

during normal work days and Manager on Dty (MOD) performing rounds and document on rounds tool of
assuring staff assuring privacy during rounds in addition to Licensed Charge Nurges making rounds. Thesc
rotnds turned into Administrator/designee for review . Admin/designee shall document on audit form on
weekdy basis times 30 days as being completed to give for revisit, QI rounds check list inciude that

common areas as well as residetit rooms were inspected for privacy curtains up/utilized, dignity/privacy

[ nservices) Dates audited in addition by DON in addition to Ql
rounds tools given to Admin/designee: 8/23/] 3, 8/26/13, 8/29/13, 9/3/13

#3/4) Q) members checking to assure while performing rounds on a daily basis/ MOD on weaekends, and
then given to Admin/designee to check compliance and transfer onto an audit form at least weekly at
minimum with weekly Ql/clinical meetings that staff honoring resident right to privacy/dignity including
privacy wiile bathing in rooms as well, All residents have potential to have privacy/respect issves affected
by said practice. and no further complaints reported or other residents affected regarding said practice after
interviews conducted by Ombudsman and or 8§ Director/designee both prior to 8/23/13 and again on
9/4/13. Assured by Q1 team and QA members as of 9/15/13, Audit forms shall continue by respective Q|

team times 30 days to be turned in for QA assurance,

Administrator/designee in-serviced Department Managers/Q1 Members/Managers on Duty both prior to
survey exit and on 8/23/13, 8/26/13, 9/13/13 at minimum., regarding policy/privacv/dignity, including
resident right to privacy while bathing, This included their responsibilities for completing QI rounds 100

and reporting if note any concerns,

DON/designee in-serviced/re-in-serviced nursing staff (nurses, CNA’s, KMA's as well as general al staff)
regarding dignity/privacy/resident bathing after survey exit on- 8/23/] 3, 8/2913, /9/13/13. This is in
addition to new staff, and individua inservices given pm from 8/23/13-9/15/13 and shaii be availabie for

review,

Formal QA meeting includes: Medical Director/QA members injtiated as 0f 8232013 and was repaated
8/26/13, 9/4/13, and again with QA members after 9/12/13 survey exit/prior to date of compliance, Skali be
repeated additional tirmes (not for POC, but internai purposes only and scheduled for: 10/7/13 and | 1/7/13
(which revealed no further non-compiiance,after survey exit. (attendance of QA meetings held to be given
to show completion).All issues as noted in 2567/POC examined outcomes/complianca/systems.’audim/and
if needing changey in interventions, ste. Also included all noted deficiencics, reviewing policies,
monitoring systems/tools, and survey results prior to date of compliance. Medical Director more than
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pleased with QA discussions/moni.tor:’ng.’aud.its.(These formal QA meetings are in addition to facility
weekly QA clinical meetings held from §/23/13 tirough compliance date times 30 days

Date of Compliance: 9/16/13
Responsilile: Administrator

Plan of Correction/Allegation of Compliance for N104 Freedom from Abusenvoluntary Seclusion
Sampled Residents: Ri and R2

Interventions Xesponses to answer for POC guestions:

#1) Sampled R2 no longer resides in facility as of 8/3/13, POA/MD notified with condffion 8/3/2013 prior
fo DC and no further changes in care plan or notifications required after discharge. Sampled R remains in
facility as of this date. R1's MD and POA notified as needed as of compliance date for changes in
unexpected changes in condition/per policy, etc. OIG notified on 9/8/13 as well regarding incident along
with MD/POA. No additional treatment/orders needed for said occurrence. Skin asgessment audited after
licensed nurse performed to assure accuracy and signed off on form for R| on 9/8/13 and repeated a3 of
cottzpliance date.{this is in addition to survey team performing skin assessments prior to exit)., No further
repeat/similar incidents as noted for 8/3/13 date, R had no adverse outcomes per hospital and agency
reports for 8/3/13 incident and also after 9/8//13 reporting (sarne resident both isolated deficiencies).

#2) Allresidents have potential to be affected by said practice. No other residents identified/had any
adverse effects based op alieged deficient practice as of compliance date (9/16/13). DON, CPC,
Admin/designee assurad Compiliance by checki

suspected abusafdocuantation/bwcstigatz’ons, etc not adhered to policy/regualations as needed ong
DON/designee reviews residents as listed ]
condition/notification of incident report completed, and with performing additional assessments when MDSg
die which includes checking treatment record which included all residents when reviewing as of
compliance date, Information included with weekly Quality Improvement (Qf) clinical dept. heads to be
transcribed ono an audit form as completed after reviewing internal/confidential quality assurance
information. This was assured by DON/designee as of compliance date. Shall repeat QA audit form for
proof of performing x 30 days, DON and Nurse Managers audited residents wio wore at risk {14 residents)
for behaviors, safety, abuse and wandering first as of survey exit 8/23/13 then al residents assured no
additional allcgations/similar incident examples based o above audits along with plan of care again ag of

9/13/13.

{(zee below for detsjjed inservices/audits/monitaring with dates performed in addition on how assimed no
other residents sr than R allseed by said ice), Also red duri A meetings with review of
audifs for skin assessmants, incidents/accidents, efc, as noted below as of 9/13/13.

#3/4 Administrator/designee in-serviced/re-in-serviced Department Managers/QI members/Managers on
duty, (MOD). Including Activities Manager, Social Services, Medical Records, Dietary,
Housekeeping!Maintenance, Human Resonrces Manager, and Nursc Managers) regarding
behaviors/incidents that require investigation of alleged possible harm, netification of changes/policy
including types of abuse/reporting/responsibilities en: 8/23/13,8/29/13,9/13/13 at minimum to perform
rounds and chack, in addition to nursing staff |, if any incidents/accidents, when making rounds to assess
from staff/residents of concerns, ook for changes in conditton whick will be calied to nursing supervisors
and Administration when not duritig normal working hours to assure staff adhering to policy.

Administrator/Executive Director/DON gave generai all Staff In-services both prior to survey exit and
again at minimum: 823, 13, 8/26/13, 9/131 3. (along with individual ones to new staff/others as needed
accordingly- will be availabie to SUrvey teamm) to assure staff/Ql members received information regarding
Notification requirements, and covered all issucs regarding regulatory/policy requirements for duties,
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policy/regulations, ¢tc.. and to ensure prevention/interventjons with documentation, Staff voiced
understanding of pelicy/procedures and voiced no concerns or issues, and ensured that they were competent
on policy and procedures. Any additional issucs noted with audits as listed for Quality Assurance shal]
result in additional cducation/disciplinary action accordingly.)

(In addition: facility scheduled for outside R3S consultant company to give in-service to gencral ali staff

regarding abuse/reporting/resident rights on 8/29/13,

Ombudsmen/Ss Director/designee gave ingervices to residents/staff and/or interviewed/talked to
residents/responsible party on at izast following dates: both prior to and as of 8/23/1 3, 9/4/13, and repeated

concerns, etc. Informetion of resi
well which addresses all regident rights/abuse/repozting grievances/notifications with carelete, FYL:
by and irector/designee have assured that a esidents/families upderstand resident

rights/abuse/reportin coi/grievances as of compliance date (9/16/13). No simila rievances voiced

ith Ombudsman, who is in on bi-mont basis at minimum, in addition to monthly Resident Council
meetings held and assured compliance as of 9/15/16 witlt amount of interaction from QI team doing
rounds/Ombudsmen’s interviews/review of 85 grievance reports/in addition to what Nursing Management
performing as noted above to assure notifications/reporting has occurred as of 9/1 5/13. This information
transeribed onto audit form that information was included with the weekly clinical meetings and QA
meetings held, and initialed off as completed on form. Done weekly after survey exit and siial] continue

times minimum of 4 wecks on audit form for POC.

Audits included; DON/designee comparing incident/aceident reports, 24 hr nurses’ report sheet, Nurses
Notes, Care Plans for all and especially if have aggressive behaviors/wandering/other high risk factors
along with Care plans. Residents listed on 24 hr reports, had incident that resylts in

mivestigation/interventions continye to be audited/assessed for compliance on work days as well as the
as of compliance date and shall continue ongoing,.

shail sign during weekly Ql/weekly clinical meetings at a minkmum to show compliance tirtes 3¢ days as

well as including detailed information with QA meetings for any noted concerns/noed for additiona]

changes.

QI team assigned designated areas daily and sha compiete on QI rounds cheeklist that they
performed/inspected. Tiiese rounds tools shall be given to Administrator/designee at least in eddition to
asswe were completed/corrected, These internal QA rounds then transcribed onto Audiy form for
Admin/designee to show compliance times 30 days. (Again, all issues will be given to respective
department management, prior to audit form for POC proof, whe i

time bascd on the issue), In addition to above listed in-service dates: additional individual

inservices/counseling given as nceded for department liead staff members

Formal QA meeting inclndes: Medicai Director/QA mernbers initinted as of 8/23/2013 and wag repeated
8/26/13, 9/4/13, and again with QA members after 5/12/13 survey exitvprior to date of compliance, Shalj be
repeated additional times (not for POC, but internal purposes only and scheduled for: 10/7/13 and | 1/7/13
(which revealed no further non-compliance,after survey exit, (attendance of QA meetings held to be given
to show completion). All issues as noted in 2567/POC examined outcomes/uompliance/systemns/audits/and
if needing changes in interventions, etc. Also inciuded all noted deficiencigs, reviewing policies,
monitoring systems/tools, and survey results prior to date of compliance. Medical Director more than
pleased with QA discussioas/monitoringfaudits.(’I’hesc formal QA meetings are in addition to facility
weekly QA clinical meetings heid from 8/23/13 through compliance date times 30 days

Date of Compliance: 9/16/2013.
Responsible: Administrator/Director of Nursing,
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Plan of Correction/Allegation of Compliance for N105 I.nvestigateiﬂeport/mIegaticns/lndividuals
Sampled R1

lerventions responses to answers for POC ugstions: Not able to do/email on 2567 Iself
#1) Sampled R2 no longer resides in facility as of 8/3/13. POA/MD notified with condition 8/3/2013 prior
to DC and no further changes in care plan or notifications required after discharge, Sampled R1 remains in
facility as of this date. R1's MD and POA notified as needed as of compliance date for changes in
unexpected changes in condition/per policy, etc. OIG notified on 9/8/13 as well regarding incident along
with MD/PQA. No additional treatment/orders needed for said occurrence, Skin assessment audited after
licensed nurse performed to assure accuracy and signed off on form for R on 9/8/13 and repeated as of
compliancc date.(this is in addition to Survey team performing skin assessments prior to exit). No further
repeat/simjlar incidents as noted for 8/3/13 date. R| had no adverse outcomes per hospital and agency
reports for 8/3/13 incident and aiso after 9/8//13 reporting (same resident both isolated deficiencies).

#2) All residents have potential to be affected by said practice. No other residents identitied/1ad any
adverse effects based on alleged deficient practice as of compliance date (9/16/13). DON, CPC,
Admin/designee assured Compitance by checking/comparing ntirses’ 24 hr reports, incidents, careplans
and skin asscssments for residents as of compliance date to assure Policy for notifiying MD/PQA/other

condition/notification of incident report completed, ,
due which includes checking treatment record which inciuded al] residents when reviewing as of
Information inclnded with weekly Quality Improvement (QI) clinical dept. heads to be
transcribed onto an audit form as compieted after reviewing internal/confidential qualiry assurance

information. This was assured by DON/designee as of compliance date. Shall repeat QA audit form for
i dits/monitgring with dates performead in

proof of performing x 30 days.(sge below for detailed inservice ts/1r _
addition on how assured ng other residents {other than R1 were affected by said practice ). Was also

assurcd dyrin eetings with review of audit 1 skin assessments. incidenes’ ccidents, etc. as noted
belgw as of 9/15/13.

#3/4 Administrator/designee in-serviced/re-in-serviced Department Managers/(1 members/Managers on
duty, (MOD). Including Activities Manager, Social Services, Medical Records, Dietary,
Housekeeping/Maintenance, Human Resources Manager, and Nurse Managers) regarding notification of
changes/palicy including requircments for notification when there is an accident/incident per policy on;
8/23/13,8/26/13/,9/13/13 at mivimum to perform rounds and check, in addition to nursing staff | if any
incidents/accidents, when making rounds to assess from staff/residents of concerns, look for changes in
condition which wil] be called to nursing supervisors and Administration wihen not during normal working
hours to assure staff adhering ta policy. Qi team assigned designated areas daily and shall complete on Q1

Administrator/designee at least 3 times weekly in addition to assure were completed/corrected. These
internal QA rounds then transcribed onto Audit form for Admin/designee to show compliance times 20
days. (Again, all issues will be given to respective department management, prior to audit form for POC
proof, wlen noting concerns to be corrected at that time based on the issue). It addition to above {isteg in-
service dates: additional individual inservices/counseling given as needed for department head staff

mertibers,

Administrator/Executive Dirzctor/DON gave general all Staff In-services both prior to survey exit angd
again at minimum: 8/33/ 13, 8/26/13, 9/9/13 and 9/ 13/13 (along with individuaj ones 1o new staff/others as

needed accordingly- will be available to Survey team) to assure staff’Ql members recejved mformation

regarding Notification requirements, and covered al| issues regarding regulatory/poliey reguirements for
duties, policy/regulations, etc., and to ensure prevention/interventions with documentation. Staff voiced

understanding of policy/procedures and voiced no concerns or issues, and ensured that they were competent
on policy and procedures, Any additional issues noted with audits as listed for Quality Assurance shaii
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Ombudsmen/S8 Director/designee gave inscrvices to residents/staff and/or interviewed/talked to
residents/responsible party on at {east following dates: both prior to and as of 8/23/13, 9/4/] 3, and repeated
ongoing as noted in remainder of this paragraph as of 9/15/13. These are in addition o discussing at Care
Plan meetings held both prior and as of date of compliance (9/16/13) regarding resident rights, assess

Ombudsmen and S8 Director/desi ee have assyred that all residents/families understan ident

Ligh t&’aizuse/repg;ting protocol/grievances as of compliance date (9/16/13). No similar grievinces voiced
with Ombudsman, who is in on bi-manthiy basis at minimum. in addition to monthly Resident Counci]
meetings held and assured compliance as of $/15/16 with amount of interaction from QI team doing
rounds/Ombudsmen’s interviews/review of 38 grievance reports/in addition to what Nursing Management
petforming as noted above to assure notifications/reporting has occurred as of 9715/ 3. This information
transcribed onto audit form that information was included with the weekly clinical mectings and QA
meetings held, and initialed off as completed on form. Done weekly aficr survey cxit and shall continue
times mininum of 4 weeks on audit form for POC.,

Formal QA meeting includes; Medical Director/QA members initiated as of 8/23/2013 and was repeated
8.26/13, 9/4/13, and again with QA members after 9/12/13 survey exit/prior to date of compliance. Shall be
repeated additional times {not for POC, but internal perposes only and scheduled for; 10/7/13 and |1/7/ 13
(which revealed no further non-compliance,after survey exit, (attendance of QA meetings lield to be given
to show complction). Alj issues as noted in 2367/POC examined ouicomes/compliance/systems/audits/and
if needing changes in interventions, etc. Also included all noted deficiencies, reviewing policies,
monitoring systems/tools, and survey resuits prior to date of compliance. Medical Director more tiian
pleased with QA diseussions/monitoring/audits.{ These formal QA meetings are in addition to fasility
weekly QA elinical meetings held from 8/23/13 through compliance datc times 30 days)

Dare of Compliance: 9/16/2013.
Responsible: Administrator/Ditector of Mursing.

Plan of Correction/Allegation of Compliance for N108 Develop/Implement Abuse/Neglect etc.
Policies

#1-Administrator reviewed/re-reviewed abuse policy with QA team agam on 8/23/13, 9/4/1 3 and assured
compliance as of 9,'16/13 again based on outcome of audits/no compliance issues as fisted bejow.
Inservices regarding abuse, policy, reporting given as listed below.) Sampicd R2 no lenger resides in
facility as of 8/3/13. Samypled R1 remains in facility as of this date, R1's MDD and FOA notified as needed
as of compliance date for changes in unexpected changes in condition/per policy, etc. QIG notified on
9/8/13 as well regarding incident along with MD/POA. No additional treatment/orders necded for said
oceurrence. Skin assessment audited afier licenscd nurse perforimed to assure accuracy and sigred off on
form for R1 on $/8/13 and repeated as of compliance date.(this is in addition to survey team performing
siin assessments prior to exit), No further repeat/similar incidents as noted for 8/3/13 date,

#2) All residents have potential to be affected iy said practice. No other residents had any adverse effects
based on alleged deficient practice as of compliance date (9/16/13). DON, CPC, Admin/designee assured
Compliance by checking/comparing muses’ 24 hr reports, incidents, careplans and skin assesaments for
residents as of compliance date to ssgurs Policy for notifiying MD/POA/other agencies as needed ongoing
when listed on 24 hour report, having new MI3 order for change in condition/notification of incident report
compieted, and with performing additional assesstments when MDS due which ingludes cheelding treatmens
record which ineluded all restdents when reviewing as of compliance date, Information included with

weekiy Quality Improvement (QI) clinica) dept. heads to be transcribed onto an audit form as completed

25/31
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after reviewing internal/confidential quality assurance information. This was assurcd by DON/designee as

of compliance date. Shail repeat QA audit form for proof of performing x 30 days. (se¢ below for detiled
itor] how assur i

mservyices/aydi toring with dates performed i addition on no residents affected by said
practice/policy. Was alsg assured during (04 Meetings with review of audjts as of 9/138/13,

#3/4 Administrator/designee in-serviced/re-in-scrviced Department Managers/Q1 members/Managers on
duty, (MOD). Including Activities Manager, Social Services, Medical Records, Dietary,
Housckeeping/Maimenance, Human Resources Manager, and Nurse Managers) regarding notification of
changes/policy including requirements for notification when there is an accident/incident per policy on:
8/23/13,8/26/13/.9/13/13 m minimum to perform rounds and check, in addition to nursing staff , if any
incidents/accidents, when making rounds to assess from staffiresidents of concerns, look for changes in
condition which will be called to nursing supervisors and Adminisiration when not during normal working
hours to assure staff adhering to policy. QI team assigned designated greas daily and shall compiete on Qf
rounds checklist that they performed/inspected. These rounds tools shali be given to
Administrator/designec at least 3 times weckly in addition to assure wers completed/corrected. These
internal QA rounds then transcribed onto Audit form for Admin/designee to show compliance times 30
days. (Again, all issues wil] be given to respective department management, prior to audit form for POC
proof, when noting concerns to be corrocted at that time bascd on the tssue). In addition to above listed in-
service dates: additional individua inservices/counseling given as needed for department head staff

members.

Administrator/Executive Director/'DON gave general al] Staff In-services both prior to survey exit and
again at minimum: 8/23/13, 8/26/13, 9/9/13 and #/13/13 (aleng with individual ones to new staffothers as

needed accordingly- will be available to survey team) to assure staff'QI members reccived information
regarding Notification requirements, and covered all issues regarding regulatory/policy requirerents for
duties, policy/reguiations, etc.. and to ensure prevention/interventions with documentation. Staff voiced
understanding of policy/procedures and voiced no concerns or issues, and ensured that they were competent
on policy and procedures. Any additional issues noted with zudits as listed for Quality Assurance shalj

result in additional education/disciplinary action accordingly.)

Cmbudsmen/Ss Director/designee gave inservices to residents/staff and/or interviewed/talked to

residents/responsible party on at least following dates: both prior to and as of 8/23/13, /4/13, and repeated

ongoing as noted in remainder of this paragraph as of 9/15/13. These are in addition 1o discussing at Care

Plan meetirngs held both prior and as of date of cormpliance (9/16/{3) regarding resident rights, assess

concerns, ¢tc. Information of resident rights also given upon a

well which addresses all resident rights/abuse/reporting grievances/notifications with care/ere. FYT;
‘ : ‘ . - d

; ce datg {9/16/13). No similar prie nces volced
with Ombuds wha is in on bi-monthlv basi minimym, in addition to monthly Resident Council
meetings heid and assured compliance as of 9/15/16 with amount of interaction from QI tegm doing
rounds/Ombudsmen’s interviews/review of 33 grievance reports/in addition to what Nursing Management
performing as noted above to assure notifications/reporting has otcurred as of 5/15/13. This information
transcribed onto audit form that infermation was included with the weekly clinical meetings and QA
meetings held, and initiaied off ag completed on form, Done weekly afier survey exit and ghall continue
times minimum of 4 weeks on audit form for POC.

Audits included: DON/designce commpaning incident/accident reports, 24 hr nurses’ report sheet, Nurses
Notes, Care Plans for ail and especially if have agpressive behaviors/wandering/other high risk factors
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QI team assigned designated areas daily and shall compiete on QT rounds checklist that they
performed/inspected. These ronnds toois shall be given to Administrator/designee at lesst in addition to
#Ssure were completed/corrected. These internal QA rounds then transcribed onto Audit form for
Admin‘designee to show compliance times 30 days. {Again, all issues will be given to respective
department management, prior to audit forn for POC proof, when noting eoncerns to be corrected at that
time based on the 1ssue). In addition to above listed in-service dates: additional individual
inservices/counsel ing given as needed for department head staff members

Formal QA meeting includes: Medica| Director/QA members initiated as of 8/23/2013 and was repeated
8/26/13, 9/4/13, and again with QA members after §/] 2/13 survey exitiprior to date of compliance. Shail be
repeated additional times (not for POC, but internal purposes only and scheduled for: 10/7/13 and 11/7/13
(which revealed no further non-compliance,afler survey exit, (attendanee of QA meetings held to be given
to show completion). Al issues as noted in 2567/PQC examined outcomes/compliance/svstems/audits/and
ntions, etc. Also included alj noted deficiencies, reviewing policies,

ings are in addition to facility
weekly QA clinical meetings held from 8/23/13 throngh compliance date times 30 days)

Datc of Compliance 9/16/2013.
Responsible: Administrator/Director of Nursing,

Plap of Correction/Allegation of Compliance for N13¢ Provision of Medically Related Social Services

#1- To ensure compliance with F250 Administrator/designee reviewed/repeated duties, interventions to
report grievance issues not resolved timely regardless of whether or not reportable,and reviewed the
role/responsibility of social services as of 8/23/13, 8/27/13.9/4/13. This inciudes to notify Administrator if
seeing non-compliance with grievance reports from other dept. manager, providing information along with
Ombudsman , audits, documentation. Social Services Director voiced understanding of regulation and
ensured that she wag competent on policy/procedures. 88 Diroctor also attended inscrvice given by Risk

Sampied R2 no loviger resides in facility as of 8/3/]3, Sampled ¥ ins in faciji i LRI,
addition to §8 Director/Q team, lias PASSR Social Services assist with Social Services with monthly visits

(varics based on outside S specialist scheduje and R1’s willingness to participate to assist with plan of
care. Communication continues ongoing as needed per policy to POA/MD to keep involved via phone

#2 All residents have potential to be affected by said practice pber policy. No other residents identified/had
any adverse effects based on alleged deficient practice. Social Service Director sha] give to
Administrator/designee grievance reports on at jeast weekly basis for review/auditing compliance of

with CP audit reviews with CPC/DON initiated on 8/23/13, repeated ongoing when CP due between 8/23-
9/15/13; additional audit assistance assured as of 9/14/13 for supplemental documentation of special
needs/non-compliance issues, and other specialized SS needs to be met.

nservices/audi i i

HieH L

(sce belaw for detaile it
other residents fother than R1/B2 alleged by said practies),

10

27731



12/84/20813

18: 54 18592348670 EDGEMONT HEALTHCARE

#3/4
58 Director/CPC/designee assuring Compliance by reviewing residents' chart wiil suspected change of

condition/behaviors/grievances/care plans with weekly clinical meetings (as Nsg Clinical team share
infarmation based on 24 hour reports. MD order for change in condition/ incident reports, erc that Social
Services can document as needed. Information included with weekly Quality Impravement (D elinical
dept. heads to be transcribed onto same audit form as complered after reviewing internal/confidential
Quality assurance information as attending meetings as of compliance d
QA forms. DON and Nurse Managers audited residents who waere at ris

safety, abuse and wandering first as of survey exit 8/23/13 then all residents assured no additional
an of care again as of 9/14/13,

allegations/similar incident examples based on above audits along with pl
(seg below for detailed i ervices/audi itoring with dates perfo ed in addition gn how assured no
i i i i A meetings with review of

vidual inservices a5 noted under #1 above, Administrator/designee in-

serviced/re-in-serviced Department Managers/Qf members/Managers on duty, (MOD). Including Activities
Social Services, Mcdical Records, Dietary, Housekecping!Maintenance, Human Resources
trequire investigarion of alleged possible

harm, notification of changes/policy including types of abuse/reporting/responsibilities on:
8/23/13,8/28/13,9/13/13 at minimum to perform rounds and check, in addition 1o S8 and nursing staff for
any incidents/accidents, when making rounds to assess from staff’residents of concerns, look for changes in
condition which will be called to nursing supervisors and Administration when not during normal warking
liours to assure staff adhering to policy.
OUmbudsmen/$s Director/designee gave inscrvices to residents/staff and/or interviewed/talked to
residents/responsible party on at least following dates: both prior to and as of §/23/13, 9/4/] 3, and repeated
ongoing as noted in remainder of this paragraph as of 9/15/13. These are in addition to discussing at Care
Plany meetings feld both prior and as of date of compliance (9/16/ 13) regarding resident rights, assess
concemns, ¢ic. Information of resident rigits also given upon admission and at least annually thereafier as
well which addresses all resident rights/abuse/reporting grievances/notifications with care/ete. FYT:
Ombudsmen 85 Director/designee have assured that Lresidepts/families understand ye idem
nghts/abuse/repartine sretocol/ rievances as of compliance date (9/16/13). Ng similay grievances voiced
with Ombudsman, who is in g bi-m thly basis at migimum, in addition to monthly Resident Council

it of interaction from QI team doing

meetings held snd assured compliance as of 9/15/16 with amoq
rounds/Ombudsmen’s interviews/review of S8 gricvance reports/in addition to whar Nursing Management

performing as noted above to assure notification
ranseribed ono audin form that information was included with the weekly clinical meetings and QA
meetings held, and initialed off ag complcted on form. Done weekly after survey exit and shall continie
times minitum of 4 weeks on audit form for POC,

Administmmrﬂ)DNfdesigneas gave generaf all Staff In-services both prior to survey exit and again at
minimum: 8/23/13, 8/26/13, 9/4/ 13, 9/13/13, (along with individual ones to new staff/others a3 needed
accordingly- will be available 1o survey team) to assure staff/Q) members recefved information regarding
Notification requirements, and covered all issues regarding regulatory/policy réquirements for duties,
policy/regulations, etc., and to ensure provention/interventions with documentation. Staff voiced
understanding of policy/procedures and voiced no cencerns or issues. and ensured that they were competent
on policy and procedures. Any additional issues nated with audits as listed for Quality Assurance shall
result in additional education/disciplinary action accordingly )

(In addition: facility scheduled for outside RSS consultant company to give in-service to general all staff
regarding abuse/reporting/resident rights on 8/29/13,

QI team assigned designated areas daily and shall complete on Ql rounds checklist thar they
performed/inspected on at least weekly basis to Administrator to review and internal QA rounds tools then
transcribed onto Audit form for Admin/designee to show compliance times 30 days, (Agair, all issues will
be given to respective department management. prior to audit form for POC preof, when noting concerns to

11
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be corrected at that time based on the issue). In addition to above listed in-service dates: additional
individnal inservices/counseling given as needed for department head staff members

Formal QA meeting includes: Medical Dircctor/(JA members initiated as of 8/23/2013 and wag repeated
8/26/13, 9/4/13, and again with QA members after 9/1 2113 survey exit/prior to date of compliance. Shall be
repeated additional times (not for POC, but internal purposes only and scheduled for: 10/7/13 and 1173/ 13
(which revealed no further non-compliance,after survey exit, {attendance of QA mectings held to be given
to show completion). All issues a3 noted in 2367/POC examined oulcomes/compliance/systems/audits/and
if needing changes in interventions, etc. Also included all noted deficiencies, reviewing policies,

Date of Compliance: 9/16/13
Reponsible: 88 Director/Administrator

Plan of Correction/Allegation of Com pltance for N192 Right to Pa rticipate Planning Carc-Revise CP

Sampled residents #1 and 2

Interventions responses to answers for P uestions: Not able to do/email on 2567 itself

#1) Sampled R2 no longer resides in facility as of 8/3/13 and no further changes in care plan or
notifications required after discherge, Sampled R remains in facility as of this date. R1s Care Plan was
reviewed on 8/23/13, 8/20/ 13, 9/13/13 and assyrcd as of compliance date. This is also ongoing with
changes in condition requiring notification/updates/etc as needed ongoing. Last time (prior to compliance
date of 9/16/13) R1 has had no significant change i condition and has been reveiewed by Care plan team a
angoing with new orders/Dx, etc not already on plan of care or references to Care Plan addendums. POA
and chart has been updated ongoing with interventions, based on unique discase conditions, goal
expectations, non-compliance issues, etc. as neoded via phone to family along with both MD and Medical
Diregtor invglvement at this point, in addition to §S Director and nursing staff communication to POA.
(same sampled resident as noted iny 5/ 12/13 survey exit wliich all of deficiencies are isolated based on R1.
CP team, Speech/Physical/Occupational therapists, Medical Director. attending physician, PASSR
specialist, Dermatolgist, etc have all assisted facility with R1 and POA ongoing for overall plan of care
expectations which are noted in R1s chart on multiple dates. POA has declined severa] of suggestions and
have been documented accordingly throughout stay/S8 notes, etc.as of cornpliance date.

#2 All residents have potential to be affected by said practice. No other residents identified/had any
adverse effecis based on alleged deficient practice. Assurad vig all care plans audited as of 9/14/ 13, along
with chart/24 br report audits/etc. Compliance also assured by CP nurses receiving new physician orders
and assuring in chart (ie; MARS/T ARS/Behavior sheets, etc), Care Plans have been reviewed by
DON/CPC team for accuracy initiated on 8/23/13, and repeated 8/30/13, and 9/13/13 in addition to when g
resident’s RAT due during time frame from 8/23/13 t0 9/15//13 and with changes during weekly clinical
meetings for residents that weps placed on nurses’ 24 hour report for change in condition, ncident reports,
and other change in ¢linical factors to assure plan of care being adhercd to as of compliance date,

#3/4 DON, CPC, Admin/designee assured Compliance by checking/comparing nurses’ 24 hr reports,
incidents, careplans and skin assessments for residents as of corapliance date to assure Policy for notifiying
MD/POA/other agencies as needed ongoing when listed on 24 hour report, having new MDD order for
change in condition/notification of incident report completed, and with perfarm ing additional assessments
when MDS due which includes checking treatment record which included all residents when reviewing as
of compliance date. Information included with weekly Quality Improvemient {Q1) clinical dept. heads to be
transcribed onto an audit form as completed after reviewing internal/confidential quality assurance
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information, This was assured by DON/designee as of compliance date. Shall repeat QA audit form for
inservices/audits/monjioring with ormmed in

proof of performing x 30 days.(see below for detailed
addition on how assured no other residents (other than & | were affected by said praciice). Was al

asyured during QA meetings with review of audits for skin assessments, inciden;s[accidm. fs. etc, as noted
below as of 9/} 513,

#3/4 Administrator/designee in-serviced/re-in-serviced Department Managers/QI members/Managers on
duty, (MOD). Including Activities Manager, Social Services, Medical Records, Dietary,

ent management, prior to audit form for POC proof, whern noting
isted in-service dates:

additional individual insetvices/counseling given as needed for department head staff members.

Administrator/Executive Director/DON gave general all Sta In-services both prior to survey exit and
again 8t minimum; 8/23/ 13, 8/26/13, 9/9/13 and 9/13/13 (along with individual ones to new staff/others as
nseded accordingly- will be available 1o survey team) to assure staft’'Ql members received information
regarding Care Plans, assuring resident needs are addressed/interventions ip place regardless of department
if noting change in “normal” function, Notification requirements, and covered all issues regarding
regulatory/policy requirements for dutics, policy/regulations, gtc.,
with documentation, Staff voiced understanding of policy/procedures and voiced no concerns or issues, and
ensursd that they were compeient on policy and procedures. Any additional issues noted with audhits as
listed for Quality Assurarice shall result in additional education/disciplinary action sccordingly.)

CPC/DON(CP team) reviewed all Care plans as of 8/23/13 (after survey exit) and continued ongoing as
needcd when changes in care plan needed/RAJ due date and repeated as of 9/13/13. Audits performed given
lo Administrator/designee to assure performance completed with showing numbor of care plans
audited'when, etc as of compliance date to show all were reviewed by CP managers,
Interventions/inservices.etc, have been effective regarding Accuracy of care plan information being updated
accordingly to individual residents” needs. This information also reported with previons/current QA

mcetings.

QI members(designated Dept Heads) shall document completing checklist rounds sheet which include
monitoring/assuring plan of care being given, etc at least 2 times weckly 1o both staff member at time of
rounds and to respective Dept, Head responsible for that supervisor's siafF 1o follow up.
Admfnfstraton’designee shall review and documen; at least weekly of completion. This information shall be
discussed with both weekly department head clinical meetings for any concerns and also with QA meeting
x 30 days. This includes scheduled weekend MOD (manager on duty- who is a QI member/Dept Head

assigned to show monitoring/rounds performed

Formal QA meeting includes: Medical Director/QA members initiated as of 8/23/2013 and was repeated
8/26/13, 9/4/13, and again with (A members afier 9/12/13 survey exit/prior to date of compliance, Shall be
repcated additional times (not for POC, but internal purposes only and scheduled for: 10/7/13 and 11/7/13
{which revealed no firther non-compliance,after survey exit, (attendance of QA meetings held to be given
to show completion).All issues as noted in 2567/POC examined outccmes;’comp]iancc/systems/&udits/and
if needing changes in interventions, ete. Also included al] noted deficisncies, reviewing policies,
monitoring systems/tools, and survey resules prior to date of cotnpliance. Medical Director more than
pleased with QA discussions/monitoring:’aud.ils.('fhesc formal QA mectings are in addition to facility
weekly QA clinical teetings held from 8/23/13 throuigh compliance date times 30 days)
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Date of Compliance 9/16/2013,
Responsible: Dircetor of Nursing/CP¢

#1- Adm inistrator/Chief Exectutive Director have reviewed all andits, in-services, monitoring (as described
below for all noted deficiencies completed angd compliance assured as of ¢/ 16/13. Medical Director, and
Governing Body has been given information to review o assure cornpliance, effectiveness of interventions
and follow through if any emplovee (afier multiple in-services) racejve counseling as needed i every tag

and no later than 9/14/]3. Administration team (including all dept. heads) have complied with performing

below audits, reporting, monitoring, ard analyzing information given on daily, weekly, and monthly basis
ition facility had Risk Management

for both QI/QA for all federal and state findings. (see below). In additi
come into facility 8/29/13 to assist with edycation in addition to QA members.

Governing Baody in-serviced. discussed, duties/ mon itoring of all Administration/r)cpmuent Managers
2313 (after survey exit), 9/4/13, 9/12/13 ata minimum regarding

prior to survey oxit as well as ail on &
audit/survey compliance and QA results, necd for addressmg,’giving inservices, assuring cormpliance and

emailing/other forms of receiving/giving information for every Department Manager to assure verify
administration performing audits/monitoring; as of compliance date, (pleaze refer to specific tags for
inservices/audits, etc given to avoid repeating amount of duplicate in formation. )

All audits done priorto 9/16/12 and have been given to Admin/designee with weekly clinical meetings
initiated as of 8/24/13 ar minimum for review and include: Director of Nursing and Nurse Managers
monitored MD orders and 24 hoyr rept. sheets to ensure MDD and fam; ly members/POA notified of any
changes in resident stanys, They are aiso auditing cars plans/interventions and implementation of care plans
to ensure that the care plan meets the needs of the resident. QI members assured resident rights tegarding
privacy /dignity. Social services notes to ensure the facility provide medically related social services to
maintain the highest practicable leva] of physical, mental, ang psychosoeia] wellbeing of cach resident
Administrator monitor audjt feports for QI members and DON 1o ensure compliance with monitoting and
transcribes onto QA audit form for survey team to show completion based on specific tag audits as ljsted
under that deficiency. (General All Staff given information on §/23/13, 8/26/13, 8/29/13,9/1313 for alf
Issues notes at a minimurmn). Counseling next reconrse after voicing understanding and numerons inservices

given,

Formal QA meeting includes: Medical Director/QA members initiated a3 of 8/23/2013 and was tepeatad
‘5126513, 9/4/13, 15 and again after §/13/13 survey exit, Shall he repeated additional timeg (not for POC, byg

meetings held from 8/23/13 throngh compliance date times 30 days

Date of Compliance: 9/15/20) 3,
Responsible: Comp Executive Director along with Administrator
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