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An Abbreviated/Partial Extended Survay |
investigating KY00022995 and KY00023037 was

: inilialed on 04/02/15 and concluded on 0471 6/15.

! Two (2} Immediate Jeopardy situations were
Idendified during the investigation,

KY00022595 was substantiated with deficiencies
cited. immediate Jeopardy was identified on :
: 04/07/15 and delermined Lo exit on 03/15/15 with |
! deficlencies cited at 42 CFR 483.13 Resident
Behavior and Facility Practice, F-223, F-225 and
F-228 alt a1 a Scope and Severity of a "J".
! Substandard Quality of Care was identified at 42
. CFR 483.13, Resident Behavlor and Facility
y Practice. The facility was nolified of the i
! Immediate Jeopardy on 04/07/15.

On 03/15/18, Centified Nursing Assistant {CNA) |
E #1, CNA#2 and Certified Medication Aide {CMA) :
 #9 witnessed Registered Nurse (RN) #1 yelling at |
Residant #1. Interview and record review !
; revealed, the three staff that witnessed the
i incident all identified this lo be verbal abuse; ;
however due i the fack of abuse educatlon, did l
ot report the incident to administration until
0INTH5 and therefore the facility falled to protect :
 the residents, to Initiate an abuse investigation, !
" and to report the Incident o the appropriale State
| Agencies in a timely manner,

; An acceplable cradible Allegation of Compliance

. was received on 04/14/15, alleging remaval of the
' Immediate Jeopardy related to abuse on

0412115, The State Survey Agency validated |
' removal of the Immediate Jeopardy as allegad on
1
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04112115, prior to exit on D4/16/15, with remaining ;
non-complianice at 42 CFR 483.13 Resident {
I Behavior and Facilily Practice, F-223: F-225 and
| F-226 all al a Scope and Severity of a "D, %
. KYD0023037 was subslantiated wilh deficlencies
i cited. Immediale Jeopardy was Identified on i
' 04/07115 and determined to exis! on D3/28/15 |
with deficiencies ciled at 42 CFR 483,10 Resident
; Rights, F-155; 42 CFR 483.20 Resident i
! Assessment. F-281; 42 CFR 483.25, Quality of
Care, F-308, all 5l a Scope and Severityof a "J™ |
42 CFR 483.20, Resident Assessment, F-279
| and 42 CFR 483.75 Administralion, F-480 at a
Scope and Severity of a “K". Substandard Quaiity
, of Care was identified at 42 CFR 483.25 Quality
i of Care, F-309. The facility was notified of the
Immediate Jeopardy on 04/07/15.

After supervisory review 42 CFR 483.75
Administralion, F-514 was also determined to
exist on 03/26/15 at a Scope and Severity of a

IIJ ll.

' On 03/28/15 at approximately 4:50 AM, Resident
#2, who implemenled Advance Directives on

i 03/25/15 requesting 1o be a Full Code, was found
non-responsive by RN #1. Record raview i
revealed, RN #1 documented Resident #2 had no i
pulss, no blood pressure and no signs of life; i

i

I

however, there was no documented evidence she

| Immediately initiated a Full Code including the

' Provision of cardiopulmonary resuscitalion {CPR)
as per the resident's Advance Directives and !
Physiclan orders. Interview with RN #1 revealed ;
she did not initlale CPR, per the resident wishes, |
i hecause he had been sick and sha didn't want o l
| desecrale histher body anymore and she didn'l

! want to break the resident's ribs. Interview

e i i e . it
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revezaled the facilily did not have a system in
Place 10 provide routine training andjor Mock
Code drills for staff {0 ensure proficlency in the i
event of a Code prior lo this incident. Further |
interview reveated, the facility did not have a
| System in place lo ensure al lease one CPR
| certified staff member was in the tacility at all
{ limes. ;
An acceplable credible Allegation of Compllance i
: was raceived on 04/14/15, alleging removal of the
| Immediate Jeopardy related 1o Advance
| Directives and Code Stalus on 04/12/15. The
' Slate Survey Agency validaled removal of the ;
- Immediate Jeopardy as alleged on 04/42/1 S, prior |
 to exit on 04/16/15, with remaining
1 non-compliance at 42 CFR 483.10 Residen!
i Rights, F-155; 42 CFR 483.20 Resident :
Assessment, F-281: 42 CFR 483.25 Quality of ! |
+ Care, F-309; and 42 CFR 483.75, Administration, ! i
F-514 all al a Scope and Severity of a "D"; and 42 |
| CFR 483.20 Resident Assessmen, F-279 and 42 -
| CFR 483.75, Administralion, F-490 at a Scope |
, and Severily of an "E". i
F 155 483.10(b)}{4) RIGHT TO REFUSE: FORMULATE F 155 . d eviewed
SS=i ADVANCE DIRECTIVES | . Administrator and DON revi .
| i ' Advance Directive policy, Code Status
: The resident has the right to refuse treatment, 1o policy, Resident Right’s policy, and
i refuse to participate in experimental research, l Full Code Policy. Administrator
- and lo formulate an advance direclive as . : : ;
; specified in paragraph {8) of this seclion. § revised Code Status Po!lcy fo include
! i . placement of a green sticker next to
The facility must comply with the requirements ) ' resident name outside room and a
Specified in subpart | of part 488 of this chapter green bracelet on person of all “Ful‘
related 10 maintaining written policies and i " .
pracedures regarding advance directives. These | Code status residents. F urthet:more_;l,
requirements include provisions to inform and | Administrator created new policy _
provide wrilten information to all adult residents | © titled Code Status Acknowledgement
. ' pnlir'y to insin i i
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' concerning the right to accept or refuse medical

[ or surglcal lreatment and, at the individual's

{ aplion, formulate an advance directive. This

! includes a writlen dascriplion of tha facility's

. policies lo implement advance directives and
applicable Stale law.

[]
This REQUIREMENT is nol met as evidenced
by:
Baeed on inlerview, record review and review of
i he facility’s policy, it was determined the facility
 falled to have an effective syslem to ensura
- Advance Direclives for one (1) of twelve (12)
sampled residents (Resident #2) were honored,

: On 03/25/15, Resident #2's Responsible Farty

| signed Advance Directives requesling the
resident have a Full Code status (Full Code

! indicates life-saving measures were to be

i iImplemented in the event of cardiac or respiratory

' fallure}, fo include Cardiopulmonary Resuscllation |

i (CPR). However, on 03/28/15 at approximataiy

4:50 AM, when Registered Nurse (RN) #1 found

! Residenl #2 unresponsive, with no pulse or !

! respiralions, the nurse failed lo initiate CPR 1

according to Resident #2's Advance Direclives. |

RN #1 stated she was not aware of Resident #2's

; code stalys, She wenl 1o the nurse's station and |

. had Certified Nursing Assistant (CNA) #3 and _

CNA #4 come lo Residenl #2's room with her, !

and they lold her they thought the resident was a

- Full Code. However, RN #1 failed to initiate CPR,

; and again returned {o the nurse's station to verify

(Xapo | SUMMARY STATEMENT OF DEFCIENCIES o PROVIDER'S PLAN OF CORRECTION \X5)
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i ~Tesitents*thoice o “Futt- Code > or Bo——
F 165 Continued From page 3 F155 Not Resuscitate (DNR). Policy states

f
i

i

.__and ADON. DON and ADON r

_outside room.

that staff must review code status with
all new residents upon admission to .
facility to designate wish to be “Full,
Code" or “DNR™ and further instructs
staff how identification of resident
code status is communicated and
documented. Policy states that “Full
Code” status residents will have |
placement of green stickers next to
resident name outside room and green
bracelet place on person. “DNR" will
have black sticker placed next to name

In accordance with existing, revised,
and new policies Mcdical Records
personnel conducted a review of allf
current residents, as 0f 3/31/15, in ﬂ}e
facility to verify code status was |
correct according to residents advance
directives on 3/31/15. DONand
ADON placed green stickers next tg
resident names outside rooms and |
green bracelets on residents with |
“Full Code" status on dates 3/31/15.
through 4/3/15. 5

1
All staff, except for four, were '
educated on revised code status policy
between 3/31/15 and 4/16/15 by DQN
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F 155 ’ Continued From page 4
| Resldent #2's cade status herself. RN #1 ;
' determinad Resident #2 was a Fuli Code, but she
did not initiate CPR according to the resident's
_ Advance Direclives, Par Interview, RN #1
! pronounced Resident #2 deceased, notified the
Physician and the resident's family, and calied the
l funeral home,

' The facility's fallure to ensure residents’ Advance
Direclives regarding their requested Full Code

i stalus was honored has caused or Is likely to

I Cause serlous Injury, harm, impairment, or death
. lo a resident. Immediale Jeopardy (1)) was

f identified on 04/07/15, and was delermined to ,
i exist on 03/28/15. The facilily was notified of the |
_’ Immediate Jeopardy on 04/07/15, i

i

| The facility provided an acceptable credible

: Allegation of Compliance {AOC) on 0411415 with i
the facility alleging removal of the immediate

| Jaopardy on 04/12115, The Slate Survey Agency |

 validaled removal of the Immedtate Jeopardy as

alleged on 04/12/15, prior to exit on 04716815,
wilh remaining non-compliance at a Scope and

' Severity of a "D" while the facility develops and
implements a Plan of Correctlion and the facility's '
Quality Assurance (QA) monltors Lo ensure

| compliance with systemic changes,

' The findings inglude:

| Review of the facility's policy titled, "Advance !

| Directives and Do Not Resuscitata Orders",

! undated, revealed the *Patiant Self-Determination
Act” mandated Medicare and Medicaid certified

; hursing facilitles to give residaents information

 about their right to make decisions concerning

{ medical care, including the right 1o accept or

: refuse treatment and the right lo formulate

"~ conguc veral—
F155 small group sessions during the dates
3/31/15 through 4/16/15 with open

. conversation and a question and
answer period to ensure knowledpe
and understanding of the policy. The
four staff members, 1 LPN and 3
CNAs, who did not receive this
education, are on medical leave with
en unknown date for return at this
point, however, they will not be
allowed on the schedule until they
have completed the cducation that is
to be conducted by DON or ADON.
Furthermore, this education has been
added o the facility’s orientation
program which is conducted prior to
new employees providing direct care
in the facility.

Social Services Director will audit all
“Full Code™ status residents to ensure
proper placement of green stickers and
green bracelets weekly for 180 days|
then monthly thereafter, Social '
Services will review with each ;
resident/ responsible party code status
during Care Plan Conferences for all
residents. Results of audits will be |
reviewed by the QAPI Committee, _
which includes Administrator, DON,
ADON, Dietary Director, Activities|

FORM CMS-2567(02-09) Previaus Varsians Cbsaiete Event IG:PPYOH
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| Advance Directives, Further review revealed _ ;
| Advance Directives referred lo wrillen documents : i ; 6/12/15

. compleled by residents prior to a serious iliness

| which noted the resident's choices about medical
trealmenl, and was {0 include the name of an
individual designated to make choicas on the
resident's behalf if the residenl was unable lo
make decisions,

Review of the facility's "Resident Rights"
| document, undaled, revealed the facility would
{ maintain written policies and procedures
regarding Advance Direclives, including
{ provisions to inform and provide writlen ¢
information to all adult residents concerning the
: Fight to accept or refuse medical or surgical
. lreatmeni and, at the individual's oplion,
! formulate an Advance Directive. Continued !
review revealed the facility would provide i
educallon for staff concerning is policies and
procedures related to Advance Directives. Per :
| the document, residents had a right to a dignified i
existence, sell-delermination, and [
communication, with access o parsons gnd
safvices inside and outside the facility.

i
. Review of the facility's policy tilled, "Code Status | 1
| Policy", dated July 2011, revealed the facility : i
i recognized two (2) code slatus oplions for its f !
; residents, which included a Full Code stalus or :
' Do Not Resuscitate (DNR) stalus. Continued
review revealed a Fult Code stalus required the
rasident or the Responsible Parly to provide
written consent.

Raview of the medical record for Resident #2 !
revealed the facility admitted him/her on |
03/25/15, with diagnoses which inciuded . !
Coronary Atherosclerasis, Hypertension, and | !
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F 155 | Continued From page 6 F 155
- Slalus posl Myocardial Infarct (heart allack},
Coronary Artery Bypass Graft {oper-heart
surgery), and aftercare for a healing Traumatic

Fraclure of the Hip.

Review of Resident #2's *"Admit/Readmit
Screener®, dated 03/27/15, revealed Resldent #2
was the reporter (person providing the
information) for this assessment. Further review
revealed Resident #2 was alerl to person and
appropriale verbally. Review of the "Code Stalus
Consent Form", dated 03/25/15, revealed it was
signed by the resident's Responsibie Party on

1 03/2515, Continued review of the Form revealed

' 11 stated to "observe the altending Physician's

| Order and in Ihe case of death” of Resident #2,

. "USE cardiac compresslons or arlificial ventiiation

 {a resuscitate”.

v

Review of the Physician's Orders, dated
+ Q3125/185, revealed Reslden! #2 had an order for
a Full Code status. Review of the March 201 5
Eleclranic Medication Administration Record
1 {8-MAR) and Electronic Medication Treatrnent |
- Record (e-TAR) revealed Resident #2 was a Fult
| Code status.

}

! However, review of the Nurse's Nole, datad

! 03/28/15 al 4:50 AM, signed by RN #1, revealed
she had faund Residenl £2 lying in bed with no

- pulse, no bloed pressure and na signs of tife.

: Confinued review revealed no documented

| evidence RN #1 Immediately initiated CPR j

- according to Resident #2's Advance Directive. i :
Addilional review of the Nurse's Noles revealed |
RN #1 notified the Physician al 5:05 AM, the
family at 5:10 AM, and the funeral home at an

; unstated time. Raview of the "Provisional Report |

; of Death” form revealed Resident #2s date of |

FORM CMS-2267(02-99) Previows Versions Obsolets Event ID: PPY8)1 Facity ID; 100189 If conliruation sheel Page 7of 180
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Continved From page 7

death was documented as 03/28/15, with the time

noled to be 4:50 AM.

{ Interview, an 04/04/15 al 3:26 PM, with RN #1
revealed she was the Charge Murse, and the

" primary nurse for Resident 42, an the night shift
of 03/281 5. Per interview, she was certifled ta
perform CPR; howeaver, when she found Resident
#2 on 03/28/15 at 4:50 AM, she did not initiate

. CPR. She stated she left Resldent #2's rcom and
went lo the nurse's station to request assistance
from the CNAs. RN #1 stated the CNAs tald her

i they thought Resident #2 was a Full Code, but

nurse's stalion la verily the resident's cade status,

RN #2 stated she noted Resident #2 was a Full

. Code; however, when she retlumed lo iha

' rasident’s room she ance again did not initiate

| CPR, as per the resident's Advance Directives.
According io RN #1, she instrucled the CNAs 1o

- provide post-mortem care of Resident #2's body
instead. Conlinued interview revealed the CNAs

reported lo her that during the provision of

posl-morlem care they thought they had fell a

heart beat, and thought they saw Resident #2

lake a breath. She stated she listened for heart

sounds with a stethoscope and found none, and

; again did not initiate CPR. Par inlerview, RN #1
slated if residents were sick and had already had
heart surgery, "where do you draw the line?". RN
#1 further staled she did not want io break
Resldent #2's ribs by perfarming CPR, did not

' wanl lo "desecrate” the resident's body, and she

“ fall CPR was "fulile”.

Interview with CNA #4, on 04/06/15 at 8:00 PM,

revealed she was warking on 03/28/M5, and was
i assigned lo care for Resident #2. She slated a
i littha before 5:00 AM, RN #1 came la the nurse's

she did not inltiate CPR again and relurned lo the

F 155

|
|
!
|
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5lation where she and CNA #3 were charting, and |

asked for help with Resident 22, CNA#4 :

: feported upon entering Resident #2's room she ' '
observed the residan! to be “yellow" in color, and
5he asked the RN if the resident was stif alive, |
Continued interview revealed RN #1 inld CNA #4 .
she didn't think so and to go check the resident's
chart for hisher cade status. CNA #4 revealed _
Resident #2's chart was checked and it was | i
determined the resident was 1o have a Full Cade |
stalus which was reported to RN #9. According
ta CNA#4, after RN #1 was tald this Infarmation,

. she did not initiale CPR. Further interview

revealed RN #1 told CNA 4 the resident was

! already gone and she didn't wanl fo braak his/her

fibs, and Instructed the CNAs to perform post-
mortem care. Per Inlerview, during the
post-moriem care CNA #4 thaught she saw

; Resident #2 take a breath which she reporied ta

: RN#1. The CNA stated RN #1 did not initiate

! CPR for Resident #1; however, she did listen for

@ heart beat with a stethoscape and didn't hear |

anything, ‘

Interview, on 04/06/15 at 8:20 PM, with CNA &3 f
{ revealed on 03/28/15 she and CNA #4 ware |
shiting at the nurse's statlan chariing early In the i
| morning. ‘RN #1 came ta them al the nurse's
* slalion and requesled assistance from herand |
CNA#4. She staled CNA#4, RN #1 and she | : ;
went lo Resident #2's raom, and when CNA#4 | !
saw the resident she asked RN #1 i the residem | i
was allve, and RN #1 slaled she didn't think so. | !
 Gontinued interview revealed RN #1 asked the -
CNAs to go check the resident's chart to verify | i
Resident #2's code status. Per intarview, she | i ;
' and CNA #4 checked Residant #2's chart and i
_ determined the resident was a Fuil Code, which '
CNA #3'reported to RN #1 and told the nurse she 2 i
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. needed fa initiate CPR Immediately. According to I
CNA#3, RN #1 toid the CNAs she wasn't going to |
break the resident's ribs by performing GPR, and | i
RN #1 did not initiate CPR for Resident #2. She | '
stated RN #1 instructed them to perform
post-mortem care for Resident #2, and during the
post-mortem care CNA #3 thought she felt a

. pulse, Per CNA #3, she reported Lhis information
ta RN #1, who listened for a hearibeat with a
stethascope but didn't hear anything, CNA #3
siated CPR was never inilialed for Resldent #2.

: Further interview with CNA #3 revealed she was

ot CPR certified and if she found an
unresponsive resident she was to report this

. infarmatlon to the nurse.

' Interview, on 04/02/15 at 11:40 AM, with the
Directar of Nursing (DON) revealed RN #1 left
her a volce message on her cellular telephane

. {cell phone) on 03/28/15 around 4.50 AM, lefling
har Resident #2 had expired. Conlinued
interview revealed she tatked to RN #1, on
032815 around 11:30 AM, RN #1 reporled she
had not inllfaled CPR because Resident #2 had |
no respirations, no pulse, had already expired i i

i and she (RN #1) did not want o break the :

| resident’s ribs by doing CPR. The DON stated |
the facility did nat have specific procedures in the ; |
event of the death of a resident who had a Full | ;
Cade stalus, but she expecled CPR would be
initiated immedialely and 811" nolified for
{ransparting the resldent ta the hospital. Per [
interview, RN #1 should have iniilated CPR
immediately for Resident #2, but this was notl
done.

. Administrator revealed he expecled the licensed
nurses to know which residents had Fulf Code |
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' slalus, and to Iniliate CPR immediately for any
" "Full Code" resident found to be unresponsive
and without signs of life. Continued interview

revealed RN #1 should have initialed CPR i

i immediately when Resident #2 was found i
unresponsive and It was delermined he had Fuly A
Code siatus,

The faciilty provided an acceptable credible
| Allegation of Camplianice {AOC) on 04/14/15, :
- which alleged remaval of the 1 effective 2 i
04/12115. Review of the AOC revealed the facility i
implemented the following: ' '

: 1. On 03/28/15, the Director of Nursing (DON) |

' Initiated an investigation inta the incident Invoiving! i
Resident #2. The DON interviewed {Registered ;
Nurse) RN #1, Certified Nursing Assistant (CNA} |
#3 and CNA#4 regarding Resident #2 not |

| recaiving Cardiopulmenary Resuscitation {CPR)
even though the resident was Full Code slalus.
RN #1 was suspended pending the facility's |
investigation. On 03/30/15, an inltial report of the |
Incident invalving Resident #2 an 03/28/15 was

; Sent lo the Slale Agency by the Social Services

i Director,

i 2. On 03130115, RN #1 was terminated fram her
| pasition of emplaymeant wilh the facllity.

3. On03/30/15, the facility developed a Code

Stajus Acknowledgement polley which Included
- the pracedure for a visual identification system. | _
- Full Code status residenls would be identifled by ! : !

applicalion of a green bracelet 1o the resident's . i
| wrist, and placement of a graen sticker outside | ‘
| the resident's door beside their name. Aresident

with a Do Not Resuscitate (DNR) status would ,

have a black slicker on the doar by thelt name. i
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4, On 03/31/15, the DON and the Assistant DON '

{ADON} conducted education in small group
| sessions ta all staff (with the exception of four i

{4)staff an medical leave) relaled lo their ;

knowledge and understanding of the facility's

Code Slalus Acknowledgement policy. Educalion

related lo the Code Status Acknowledgement ;

policy was added to the training agenda for New |
- Empioyee Orienlalion, !

5. On 03731115, Medlcal Records personnel i
conducted a review of ali current residents in the | ol
facility lo verify thelr code stalus. i

6. On 03/31/15 thraugh 04/01/15, the Saecial
Services Director (SSD) reviewed Advance
Directives with all current "Full Code" status
residents and/or their Power of Aflorney (POA) o
ensure their code stalus was accurale.

7. On 04/01/15, the SSD verified the Code

: Status Acknowladgement pollcy was
mplemented by a visual inspection of all full cade
status residents to ensure each had a green
bracelet on their wrist and a green sticker next o |
thelr name on the door.

8. The SSD monitored daily beginning D4/01/115 |
i through 04/11/15, to ensure &ll full code status
! resldents conlinued o waar a green bracelet and :
- had a green slicker next le their name on the
. outside of their daor.

. 8. On 04/06/15 through D4/11/15, the .
| Adminisirator and the DON made dafly rounds i

through the facility an all shifts to queslion and =~ | ! |
. tatk with staff aboul the new Code Status policy. i
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10. On 04/07/15, the Administraiar educated the

- Minimum Data Sel (MDS) staff related to
resident's code status documenled on the
residenl’s Comprehensive Care Plan (CCP)and it
was [0 be reviewed at the resident Care Plan
Caonferences.

11. On 04/07/15, MDS staff conferred with !
Medical Records staff 1o verlfy each residents’
code stalus was correct. The MDS staff revised

; ali resident CCPs to reflect each residant's

' Advance Direclives.

12. On 04/07/15, the Code Stalus Policy was
revised to incorporale instructions to add code |
_ status to resident CCPs on admissian. i
|
' 13, Beginning 04/15/15, fhe SSD wil review code |
| slatus with all the residents and/ar their POA i
during resident Care Plan Conlerences,

14. On 04/07/15, the DON audited all licensed
Charge Nurse's personnel files far the presence
of current CPR certificatians, and found two (2)
whao were not current. On 04/08/15, all licensed
| hurses were instrucled to have current CPR ;
- cerlification by 04/10/18, ' |
i

15, On 04/0815, the Administratar im plemented '
a CPR policy and a Code 500 Faolicy. On
04/08/15, the Administrator pravided education lo
the DON and the ADON related {o the new CPR
and Code 500 policies.

16. On 04/08/15 through 04/11/15 the DON and |
the ADON conducied educatian wilh all staff

related o the CPR, Code Slatus, Code Status
Acknowledgement and Code 500 policies and
General Documentation Guidelines for CPR, with |

H
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ceriificalions.

cerificallon,

F 155 Continued From page 13 ;
post-education tesls implemented an 04/10M15, 1a |
ensure the stafi's knowledge and understanding
of the policies.

i 17. On 04/08¢15, the Adminlstrator audited all
current resident charls to verify the code slatus
was an each resident's CCP, with nio Issues

! 19. On 04/10/15, the Administrator audited all
nurses’ persannel flles lo ensure all were CPR
cerlified as instructed on 04/06/15. Noissues |

. wera Identified and the Administratar will continue

| ta verify the DON audits of Charge Nurse's
personnel files to ensure they maintain CPR

1 26. On04110/15, the Administrator audited the
current facility schedule to verify a CER cerlified
staff member was present in the facility at all

i times. The Administrator wiil conlinue to audit

| the nurse schedute monthly, and when changes

i occur, to ensure all shifls are siaffed with a CPR

| certified nurse.

21 On 04/10/15, the Administrator, the DON and
! the ADON conducted a Mock Code 500 drifl and
' reviewed findings afler completion with staff who
, responded to the drifi. The facilily will conduct
I Mock Code 500 drills on a weekly basls for the
; nexl sixty (60} days, on different days and shiits.
The Administrator and the DON will monitor Code
. 500 documentation for compleleness and

18. The DON wili audit new hire nursing staff for '
CPR ceriffication expiration dates and will
. Schedule CPR certificalion courses as necessary
i to ensure all charge nurses mainlained CPR

|

F 155;

i
;
i
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' accuragy.
1

22, On 04/10/15, the Adminisirator notified the
- Mediea! Direclor of the code policy ravisions.

. The State Survey Agency validated the
: implementation of the facility's AOC as foflows:

1. Review of the facility's investigalion of the

. Incident revealed RN #1, GNA #3 and CNA#4
wera interviewed related lo the Code 500 avent
invaiving Resident #2. Continued revlew of the

. invesligations revaaled, RN #1 was suspended

: on 03/28/15, pending the Investigalion results,
Per review, the initiai reporl was sent (o the Stale
Survey Agency regarding the Code avent |

' involving Resident #2 on 03/3015, and It was ;
signed by the S8D,

Interview, an 04/16/15 at 2:25 PM, with the DON

| revealed she had initialed the invesligation an

' 03128115, and Interviewed the staff involved (RN
#1, CNA#3 and CNA #4). Per interview, RN #1

! was suspended from wark pending the resulis of
the Investigation. The DON stated the SSP sent
the initial report of the incident io the Stale Survey !

'. Agency on 03/30/15. H

+ 2. Review of RN #1's personnel file verified she
was terminated from her employment at the
 facillty. Inlerview with RN #1 on 04/04115 at 3:26 |
' PM, confirmed her employment at the fagility was |
; terminated on 03/30/15, !

; Interview, on 04/16/15 at 2:26 PM, with the DON
| revealed RN #1's employment was lerminatad an
03/30M15. i

' 3. Review of the facillly's Code Status
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. Acknowiedgament policy, daled 03/30415, and
' revised 04/09/15, revealed it included the |
procedure for visual identificalion af a resident's |
- code status. Per the Palicy, Full Coda stalus i
“resldenls would wear a green bracelet on their | f
wrist and have a green sticker located quiside the
room door by their name,

- Interview, on 04/16/15 af 2:26 PM, with the DON ’
revealed the facilily’s Cade Slatus
Acknowledgement policy now included the

i procedure for visual Identification of a resident's

' code status through Full Code residents wearing
a greert bracelet on thelr wrist and a green sticker =
placed by the resideni’s name oulside thelr room i

t doaor. : !

4. The facility's CPR policy and Code 500 policy,

Cuode Status policy and Code Status : l
| Acknowledgement palicy were raviewed. Review .

of the faclily's in-service sign-in farms dated |

03731185, revealed staff was educaled on the . i i
| facility's Code Stahts Acknowledgament policy ; !
! and the other code relaled policias. Review of i

the facility's New Employee Education Pack
: revealed the Cade Slatus Acknowledgemeni
' policy education had been added.

. B:20 AM with CNA#I; at 12:38 PM wilh PN #5; !

" at 1:58 PM with CNA #5; at 2:00 PM with CNA #6; |

" at 3:55 PM with CNA £11; and, al 4:05 PM with

' LPN #7 ravealed they had all baen provided '
education related to the faciity's Code Status

I Acknowledgement Palicy between 03/31/15 and
0411115, In srall group sesslons,

i
! Interview on 04/05/15 al 8:00 AM with CNA #4; at !
i
!

!

|

E .
, : l i
| Interview, on 04/16/15 at 2:268 PM, with the DON i
! revealed the educatlan on the Code Status .
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| verified,

| consents,

| 5. Review of the Medical Records documentation
| related lo the verification of all residents’ code
| status, revealed all resldents' code stalus was

Interview, on 04/02/15 at 1:20 PM, with Rasident
#3 revealed histher daughter was the resident’s
POA and talked to staff about decisions regarding
hisfher care; however, a green bracelet {indicated |
a Full Code status) had been placed on him/her
on 04/01/15. Interview, on 04/15/15 at 11:07 AM, |
with Resldent #9 revealed the SSD had lalked lo [
the resident about histher "Fujl Code” status. |
! Interview, on 04/14/15 at 12:24 PM, with Resident |
#10 revealed the SSD had discussed the i
resident's "Full Cade” status with him/her and |
. hefshe had made the decisian lo have the code !

- Acknowledgement policy had been provided as

. per the ADC, with all but four (4) staff racelving

' the education. The DON stated the four (4) stafl

“ who had not receive the education were on i

" medical leave, but would not be puton the !
schedule to work until they had received the
education. Per Interview, the education was

, added to the new hire orientation tralning agenda.

interview with the DON, on 0416115 al 2:26 PM,
| revealed after Medical Records compiled the
! code status Information, she varified it with
| comparison to the residents’ written signed

, B. Review of the documentation of the SSD's

' Advance Directives review wilh ail cutrent "Full
Code" status residents and/or thelr POAs lo
ensure the code was accurate reveated the code
slalus was verlfied for each resident from

' 03115 through 04/04/15.

;
|
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status changed to a DNR. Interview, on 04/14/15 :
i at 12:45 PM, with Resident #8 revealed the |

resident thought someone had tatked with

him/her about Advance Directives; however,
_ hefshe could not recall who had talked to himsher. | i
' Resident #8 revealed hefshe was not aware of i
- what his/her Advance Directive or code status :
 was at this time, !

‘ F155

interview, on 04/16/15 at 1:06 PM, with the SSD !
, revealed she had caonducled the Advanca |
| Directives review with “Full Code” status :
residents and/or thelr POA to verify the code
slatus was sccurale. The SSD revealed if a
| residen! requested o change their status, It was i
changed as requested. I

| 7. Review of documentation of the check off
sheet, dated 04/01/15, revealed the SSD had :

, verified all Full Code stalus residents had a green

i bracelet on their wrist and a green sticker next to .
their name on their door, i i

Observation revealed eleven (11) of eleven {11)

residents, who were "Full Code” status, wera

wearing a green bracelet and had a green sticker |
. outside the room door by thelr name. H

it interview, on 04/16/15 at 1:06 PM, with the SSD

| revealed she had conducted a visual Inspection

, of all "Full Code" residents on 04/01/15 to ensure l
! the Code Status Acknowledgement policy had |
: been implamented. Per ther SSD, she verified all !
: the "Full Code” status residents were wearing a i
. green bracelet and a green sticker was by the | j
| resldent's name outside their raom door. l

|
'8, The computer generated *Full Code” status
i logs utliized by the SSD to monitor that all “Full :
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i Code" status residents had a green sticker on
thelr doar by thelr name and was wearing a green ;

| bracelet. The review revealed the S50's "Fuli !

. Code" status log had been checked and signed
by the Administrator on 04/10/15, to verify the log
had been compleled by the SSD.

Interview, on 04/16/15 at 1:08 P, with the SSD

revealed she had conducled the maoritoring

beginning 04/01/15 through 04/11/1 5, to ensure 1
| residents had the green bracelet on if they hada -

“Full Code" status, and to ensure the green

sticker was beside their names outside their room :

, doors.

! ' !

- Inlerview, on 04/16/15 at 3:00 PM, with t
Admiristrator revealed he had reviewed the S50 ]

{ fog and verlfled the SSD had completed the !

{ monitoring to ensure "Full Code" status residents
had their grean bracslet in place and the green
slicker was beside their name autside the room

: doar.

i 9. Reviewed the Administrator's and DON's daily
rounds log sheet daled 04/06/15 through
04/11/15, which revealed the rounds were made

' each day on all shifts. Reviewed the

* dacumentation of the educational questions and
answers thal were reviewed with staff,

i Interview, on 04/15/15: at 11:45 AM with RN #4;

 at 1:20 PM with CNA #12; at 1:25 PM wilh House i

' Keeper #14; at 1:30 PM with Diatary #15; at 1:40

- PM with LPN #8; at 1:50 PM with LPN #1: at 2:10 |

- PM with LPN #8; al 2:20 PM with CNA #13at

| 3:40 PM with CNA #4; at 3:50 PM with CNA#N; |

; 84 710 PM with LPN #8; a1 7:20 PM with RN #5;

I at 10:05 PM with CNA #3; at 10:19 PM with CNA
#4; at 10:25 PM with CNA#17; and, at 10:30 PM

F 155,
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 with CNA #18, the Administrator and DON had |
been completing rounds on each shilt questioning |
and educating staff about codes and the faclity's |
' code status policies.

' interview wilh the DON, on 04/18/15 at 2:28 PM
and at 3:00 PM with the Administrator, revealed

| they had conducted the dally rounds throughout

. the facillty on all shifts to queslion and talk with

, staff about the facillty's Code Status policy. They
stated they had ensured staff understood the new

| policy with no problerns identified. Per Interview,

| the results of the dally rounds would be taken to

' the facility's Quality Assurance/Performance
improvement (QA/PI) Commiltee, and any lssues
discussed with development of a plan to correct
the prablem, i

| 10. Reviewed the education given to the MDS
staff by the Administrator related to ensuring

' residerts’ code status was documented on the |
CCP and that the code status was lo be reviewed !
at residents’ care plan conferences. f

" Interview with the MDS Coordinator on 04/16/15
at 3.05 PM, revealed the aducation had been
provided by the Administrator regarding residents’ |
j cade status being on the care plan and ensuring |
! the code status was discussed in the residents’ i
' care plan meetings. |

11. Reviewed 100% of the facdllity's residents’
' CCPs which revealed each resldent's code status
| was care planned with interventions. |

Interview with the MDS Coordinator on 04/16/15
| at 3:05 PM, revealed MDS staff had talked to the
| Medical Records staff to verily each resident's
| code status was correct. Per interview, MDS staff !
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revised all resident's CCPs lo address each j i
' resident's Advance Directives including the code 1
' status, "

12. Reviewed the Code Siatus Policy which

- revealed It had been revised April 2015, and
included ensuring each resident's CCP included
the code slatus be incorporated on admission,

| Reviewed ihe facility's "Admission Checkdist for

i Nursing” form which revealed It included the
Information for nurse’s 1o gbtain an order for the
new resident's cade slatus, place the appropriate |

| sticker on the residant's fiameplate, place a green|

 bracelet on "Full Code” residents and ensure the | 5
code stalus was added to the resident's care - ! i
plan.

Interview, o 04118/ at 3:00 PM, with

Administrator revealed the faclity's Code Status
. Polley had been revised as perthe AOC, t
i

13. Reviewed Care Plan Conference notes, .
| dated 04/15/15, which included reviewing the ; !

regident’s “Code Status® at the planned Care Plan '
i Conferences.

Interview, on 04/18/15 at 1:06 PM, with the SSD

revealed resldents’ cods status was being

discussed at care plan conferences which began
| on 04/15115.

- 14. On 04118M85, the "Employee Roster Report” : i
listing of afl licensed stat with CPR expiration !
dates and coples of thelr CPR cerlification was
1 reviewed. Reviewed the CPR certification class
 roster and certification cards from classes I
i pravided by the facility on 04/09/15 and 04/10/15. !
Review of the documentation revealed all
licensed nursing stalf now had current CPR
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certilication.

1 15. Reviewed the facility's CPR and Code 500
: policies. Reviewed the sign in sheet and

educalion provided by the Administrator lo the
- DON and ADON related to the CPR and Cede
- 500 Palicy dated 04/08/15.

|

¢ Inlerview with the DON and ADON, on 0411615
at 2:26 PM, revealed they had been educaled by

. the Administrator on 04/08/15, regarding the CFR

i and Code 500 policies, .

intarview, on 04/16/15 at 3:00 PM, with the
Administrator revealed the facilty's CPR and

{ Code 500 pollcies had been implemented on

| D4/08/15, as per the AQC. A post-survey

| interview on 05/01/15 at 9:32 AM, with the
Adminisirator reveasled after becoming aware of

» tha need to have someona CPR certified in the

i bullding at all times, he had read the regulatory
requirements and conferenced with the

i Consultant Administrator for guidance, Per
interview, the Consultant Administrator had

| discussed with him getting staff CPR certifled and
what needed to be done lo ensure this was done.
The Administrator stated he and the Consultant
Administrator had communicetion "all the way

. through” the process and had developed the plan

i of action.

! 16. Reviewed the sign-in sheets and education
. provided by the DON and ADON for afi staff

! related to the CPR and Cade 500 Policy, dated
i 04/08/15 through 04/11/15 and reviewed the

i post-tests.

I

! Inlerview, on 04/15/15: at 11:45 AM with RN #4:

at 1:20 PM with CNA #12; at 1:25 PM with House
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Keeping #14; at 1:30 PM with Dietary #185; at 1:40 :
PM wilh LPN #5; at 1:50 PM with LPN #1; at 2:10
PM with LPN #8; at 2:20 PM with CNA#IZ at |
3:40 PM with CNA #4; at 3:50 PM with CNA b b

; @t 7:10 PM with LPN #9; at 7:20 PM with RN #8;

; 8l 10:05 PM witts CNA #3; at 10:19 PM with CNA

| #4; at 10:25 PM with CNA #17, and, at 10:30 PM
with CNA 218 revealed they had alf been
educsled on the CPR and Code 500 policies, and

- other code poiicles and General Documentation !

i Guidelines for CPR, and had taken a post-test J !

| after the education.

Interview, on 04/18/15 at 2:26 PM, with the DON
revealed all but four (4) staff had received the .

. education on the facility's coda pollcies and CPR | {

i policy. The DON stated the four {4} staff who had |

,i not received the educalion were on medical

 teave, but would not be put on the schedule to
work until they had received the education, Per

 Interview, the education was added fo the new
hire orlentation training agenda,

i Interview, on 04/16/15 at 3:00 PM, with
Administralor revealed facility staff had been

. etducatad on the CPR, Code 500 and other code :
palicies, as per the AOC, : |

17. Reviewed the Administrator's audits of al]
resident's CCP for verification that each residents’
code status was care planned. The audits
revealed each resident had a "Code Status” CCp
with no issues identified and the Adminisirator
had signed the audits as completed on 04/0915.

Interview, on 04/16/15 at 3:00 PM, with .
Administrator revealed he had completed the ;
audit of all residents' CCPs on 04/09/15, with no

problems noted, as per the AOC. Per Interview, i
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| the resulls of the audits would be taken o the

I Facility's Quality Assurance/Performance
Improvement (QA/P1) Commiltlee, and any Issues
discussed with development of a plan to comect
the problem.

18. Interview, on 04716415 at 2:26 PM, with the
DON revealed she would audit all newly hired
i nursing staff for their CPR certification expiration
 dates, Per interview, she would schedule CPR
* certification courses as necessary to make sure
the Charge Nurses all maintained their CPR
 certification.

- 18. Reviewed the Administrator's audits,

i performed on 04/10/15, of all nurses' personnel
| files to ensure they wara CPR certified. The

| audis revealed each licensed staff's CPR

and no lssues were identified by the
Administrator.

Interview, on 04716115 at 3:00 PM, with the
. Administratar revealed he had performed the
audits of all nurses' personnel files for CPR
ceriification on 04/10/15, and had not identified a
| problem, The Adminisirator revealed he would
continue to monitor the DON's verification of the
Charga Nurse's CPR certlfication to ensure they
maintained currant CPR certification. Per
interview, the results of the audits would be taken
. to the facility's Quality Assurance/Periormance
- iImprovement {QA/Pl) Commitiee, and any Issues
| discussed with development of a plan to correct
' the problam.

' 20. Reviewed the Administrator's audit of the

| staff member was present in the facllity at al|

certification was present with the expiration date, !

r current facility schadule verifying a CPR cerlified |

. F155

I ]
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| times, dated 04/10/15, ; |

 Interview, on 04/16/15 at 3:00 PM, with the |
Administralor revealed he had compleled the !
audil of the facility's current schedule to verify a !
CPR certified staff member was present in the i
facility at all times on 04/10/15. He revealed he
waould continue to monitor the nursing schedule
monthly to ensure all shifts were slaffed with s
CPR certified nurse. Per Interview, the results of i
the audits would be laken to the facility's Quality i
: Assurance/Performance Improvement (QA/P1)
Committee, and any issues discussed with i
development of a plan to correct the problem. '

21. Reviewed the sign in sheet and notes for the
Meck Code Drill, conducted on 04710415,

 Interview on 04/15/15; at 11:45 AM with RN #at
1:40 PM with LPN #6; at 1:50 PM with LPN #1:
and, at 2:10 PM with LPN #8 revealed the Mock : i
Code Drill had been completed by the facility, and :
the findings had been reviewed with staff and
allowed for staff input.

Interview, on 04/16/15 at 2:28 PM with the DON

{ and at 3:00 PM, with the Administrator revealed

i the Mock Code Drill had been complstad on

! 04710115, as per the AOC. They stated the

I results had been discussed with staff afterwards,

i The Administrator and DON revealed the facility

- would cantinue to conduct Mock Cade Drills
weekly for sixty (60) days on difierent days and
shifts, and they would monitor the documentation

i of the drilis for accuracy and completeness, as

| per the AOC.

22, Interview, on 04/16/15 at 1:20 PM, with the !
Medical Director revealed the facility had notifled X i
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i him of the immediale Jeopardy and findings. Per ;
| interview, he had also been natified of the '
| changes made to the facliity's code policles and :
the new system for identification of "Full Code™ i
; residents. i ' |
F 223 5 483.13({b), 483.13(c)(1)()) FREE FROM - F223' DON counscled CNA #1, CNA #7, '
s5=J | ABUSE/INVOLUNTARY SECLUSION and CMA #9, on 3/18/15, individually

The resident has the right to be free from verbal, and educated each that all staff is to

| sexual, physical, and mental abuse, corporal | - report abuse immediately to

- punishment, and involuntary seclusion. . supervisor. DON also educated each
The facility must not use verbal, mental, sexual, that if t_.hey t;zulg . ;;EP c]);t t:il :

i or physical abuse, corporal punishment, or LS t they snould ci

! involuntary seclusion. i Administrator, DON, or Social

: ! Worker and provided contact

- This REQUIREMENT Is not met as evidenced information as well. On 3/18/15 Social

| by . ' Worker, Administrator, and DON
| Based on interview, record review and review of . spoke with Resident #] regarding
| the facility's policy and invesligation, It was i :: allegation. Resident stated fecling safe

| determined the facility failed to have an effective | - :
system to ensure each resident remained free | st this time. On 3/20/15, Social
from abuse for twa (2) of twaive (12) sampled : Worker conducted a survey of

. residents (Residents #1 and #5). | residents with BIMS of 8 or hlgher
. L1
On 031515 &t approximately 7:00 PM, i Resident #5‘ answered survey in Yes"
Registered Nurse {RN) #2 was overheard by staff , to question *“Do you feel safe at

| presant in the area, Cerlified Nursing Assistant facility?” On 4/8/15, Administrator’

{ (CMA) #9 to be yelling at Resident #1 for him/her ! . : n
| to slop coughing in her face. interview with i Is)re‘f:;‘g;n 1€°Ilcgdw'?h-niy and
ocial Worker. Administrator

' Resident#1 revealed a nurse did yell at him/her
| educated DON and Social Worker that
1

to stop coughing in her face; hawever, helshe
: couldn’t contral the cough. Interview with ali alleged abuse allegaﬁons needed to
i

i Resldent #5, who rasided In a reom near .
| Resident #1, overheard RN #2 in the hallway on be reported to appropriate State |
uan 5/15, stating, "t wish all you MF's would die". Agencies immediately per facility

_policy, !
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| Interview with CNA #1, CNA #7 and CMA &0
revealed they thought what they had wilnessed {
and overhieard RN #2, the Charge Nurse, say and |
do was abuse. However, the three (3} staff faileq i
lo report the abuse Incident immedialely, as par
the fadlity's abuse policy. Therefore, RN #2 was
allowed to continue working the remainder of her
shift on 03/15/15, approximately ten (10} hours
caring for residents. The incident was not
reported to the facility until the avening shift on

- 03717115 when CNA #1 calied the Director of
Nursing to report it, and RN #2 was suspended by

: the facility on 03/18/15. i

. The {acility’s failure to have an effective Syslem In |

_ Place to ensure each resident remaired free from |

" abuse, was likely 1o cause risk for serious injury,
harm, impairment or death. Immediate Jeopardy
(M) and Substandard Quality of Care (SQCjwas -
idenlified on 04/07/15 and determined to axist on

| 031815,

The facllity provided an dcceptable credible i
Allegation of Compliance {AOC) on 04414115 with *
- the faciflty alleging removal of the Immediate !
Jeopardy on 04/12/15. The Siate Survey Agency
! validated removal of the Immediate Jeopardy as
 alleged on 04/12/15, prior to exit on 04/16/15,
with remaining non-compliance at a Scope and
Severlly of a "D" while the faciity develops and :
i Implements a Plan of Carrection and the facility's
| Quality Assurance (QA) monitors tg ensure
| compliance with systemic thangas,

%r The findings include:

' Review of the facllity’s policy litled, "Abuse
Prevention Plan”, revised June 2013, revealed [
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F 223 ! Continued From page 26 F 223 On 3/20/1 5, SOCiﬂl Worker conductEd

|
!

a survey of residents with a Brief
Interview for Mental Status (BIMS)
score of eight and higher for possibl:e
abuse allegations of RN #2. No !
responses indicated further abuse
allegations. DON interviewed staff i
warking on dates 3/15/15 through .
3/17/15 to identify behavioral changes
of residents with BIMS scores less
than eight that occurred during those
dates that might indicate abuse had |
occurred. No signs or symptoms
reportfed as evidence of abuse.

All staff, exccpt for four, were
educated on facility Abuse Prevention
Policy by Social Worker. One LPN
and three CNAs are currently on
medical leave with unknown return !
dates; however, they will not be !
allowed to be placed on the schedule
until they each have completed the |
required education with the Social |
Worker. The education was conducted
on dates 4/8/15 through 4/16/15 by |
Social Worker. On 4/8/15, !
Administrator met with Social Worker
to review Abuse Prevention Policy to
ensure she was fully aware of policy.
Social Worker educated staff as p

of in service on procedures required!
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} T when an abuse allegaton mvolves an |
F 223 Continued From page 27 F223i employee. Social Worker educated ‘

' verbal abuse was the use of oral, wrilten, or that the policy reguires staff to walk
geslured fanguags which willfully included ' employee to time clock and escort ﬂTe
disparaging and derogalory terms to residents or
familles, or within their hearing distance, employ ee out of facility, the residen

regardless of age, ability to comprehend, or . should be placed on 1 on 1 care to

i disability. i ensure safety, and Social Worker,

' Review of the facliity's poficy titled, "Resident . Administrator, or DON should then be
Rights”, revised August 2013, revealed residents | t contacted for further .msh'ucllons. A
had a right to a dignified existence, seif } the end of the education sessions all
determination, and communication with persons uired to complete'a

; and services inside and outside the facility, Per ' stnffv:lere ?ilso :eqt t‘r deteni P
" the Palicy, the facillly must protect and promote - post education test to determune |

| the rights of each resident Including the right to \ knowledge and understanding of the

" be free from verbal, sexual, physical and mental i policy. Employees were required to i
abusa, corporal punishment, and Involuntary ) 0 ;
secusion. ¢ { score ninety percent to pass. All stai;’f

| that did not score ninety percent were

. Review of the facility’s, "Resident Abuse ‘ . reeducated and retested. The test

i Investigation Report Form®, signed by the Social ! 3 aati t asked when

. Services Director (SSD) on 03/20/15, revealed an | ":fl"deﬁ q‘:;'g‘ms . i

| Incident had occurred on 03/15/15 around 7:30 abuse should be reported, to whom,

! PM, involving Resident #1, which was witnessed and types of abuse. Activities staff put
. by three (3) staff members, CNA #1, CNA#7 and up an abuse prevention bulletin board

' CMA#9. Continued review revealed, on i Lo e
0316/15, CNA#1 had reporied RN #2 yelled at | , in the employee break room which -
Resident #1 "Do nat cough in my faceand "l | | includes when to report, to whom, and
can'l take you coughing in my face® which the : ! types of abuse with indicators of each
CNA did not report until 03/17/15. Par the Form, i e e on 4/10/15, New hire |
CNA #1 reporied RN #2 told her she hated "him", | | P gh?bu; = SV

| Resldent #1, and ali of the facility's resldents. CUl LU ) an revns_.e N .l.nc i
| Further review revealed RN #2 was suspended post abuse education testing prior to
durlng the facility's investigation on 03/16M5. In | new staff providing beginning

| addition, the Investigation revealed both verbal | orientation to their respective

{ and emotional abuse was substantfated. i : Sa, .

i } departments. This revision is effective
. 1. Record review revealed ha facllity admitted . as of 4/8/15 with first staff orientation
- Resident #1 on 02/10/15, with diagnoses which | date on 4/27/15. |
' included Confusional Arousals (a sleep disorder | i i
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! i FAdministr atorwith review-attabuse
F 223 continued From page 28 : Faza3 Allegations to monitor for s
causing a person 1o act strangely and confused ' implementation of policy. Social '
as they are waking up or just after awakening), Waorker will conduct an audit of all i
' Cerebral Embalism with Cerebral Infarction, : g e
, Diabetes, Depressive Disorder, Parkinsonism | | stafrcgm;l.mg k;lzgl dg; . .l
 and a history of Pneumonia and Cough, Review ' understanding of Abuse revennonl
of the Admission Minimum Dala Set (MDS) policy weekly for 60 days, monthly’
‘Assessment, dated 02/19/15, revealed the facitity for 120 days, bi-monthly for 120 days,
assessed Resident #1 (0 have a Brief Interview Py
 for Menta! Siatus (BIMS) score of thirteen {13) i and then quanerly theren.ﬁer. So_c!alh.
: out of fifteen (15), indicating the resident was j Worker will conduct audit by utilizing
cognilively Intact. | questionnaires covering types of
- Confinued record revisw revealed Resident #1 ! | abuse.. s:gnis: a|;1d symp‘;c;-ms'l(.:f nbuscf,
was diagnosed with an Upper Respiratory _j reporting of abuse, and faci ity
Infection (URI) on 02/27/15, with orders recelved policies and procedures regarding .
foran at?ﬁbioﬂc l\rg {Zi‘) times E‘Ij day fc;: " abuse. Audits will be conducted on all
congestion, nasal drainage and cough un ! : ;
| 03/06715. Further record review revealed shxi?s Monday through Sm}day. i
Resident #1 continued ta have a cowgh after ; Sociel Worker will immediately
' completion of the antiblotic on 03/06/15, and | conduct retraining as needed for sta{:f
orders were recaived for a cough syrup as i : : -
needed (PRN) for the cough on 03/07/15, | Wh(;Ch d"fi‘“'. not f,'sl;lay kl‘,mw“"d.ge find
nebulizer (neb) treatments and Tessalon Perles | understanding of Abuse Prevention |
(a non-narcatic cough medicine) on 03/16/15, and . policy. Social Worker will report all
on O%17HS a chest x-ray was ordered due to the *concerns and any need for retraining
medicalions baing inefieclive. . to the QAPI Committee. The |
- Reviaw of the Nurse's Noles for Resident #1, i Administrator will report all concerns
. revealed the rasident continued to have 2 cough . regarding implementation of policy|
which was not relleved by the medication. will be taken to QAPI Committee for
: Further review of the Noles revealed no further i o d Iuti
 documented evidence of entries made related 1o ; er investigation and reso ution.,
I the incldent which accurred on 03/15/15, | |
: | | 6/12/15
 Interview with Resident #1, on 04/07/15 at 2:40 ! |
' PM, revealad a nurse dld "yell" at him/her for i |
' coughing in her face; however Resident &1 | !
reported, hefshe couldn't help it, and "another " 1
nurse helped me”, i :
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F 223 Cantinued From page 29 | F223

2. Review of Resident #5's medical record
- revealed the facllity admitted the rasident on '
03/16/11, and readmitted on 09141/13, with i
! diagnoses which Included Chronie Airway !
- Obstruction, Depression, Congestive Heart
Failure, Insomnia, Anxlety and Debillty. Review I
of the Quarterdy MDS Assessmenl, daled ;
02/0215, revealed lhe facillty assessed Residen!
#5 as being cognitively inlact, with a BIMS score |
of fiiteen (15) out of fifteen (15), - f

Interview, on 04/02/15 at 1:00 PM,with Resident
i #5, who resided near Resident #1, revealed on i i
- 03/15/15, RN #2 was in the hallway and the i i
resident overheard the RN saying, " wish all you |
, MF's would dle”. Conlinued inlerview revealed |
I soma of the CNAS were present when RN #2
| made the comment and the RN's comment made
Resident #5 mad. i

Review of the facllity’s investigation report t }

| documentation of RN #2's written statement, i

| undated, revealed on “Sunday” (03/15/15) she |

- had walked by Resident #1's throughout the i

- night, and looked in on the resident. Continued

' raview of RN #2's writlen siatement revealed at

. 4:00 AM to 5:00 AM on 03/15/15, she “noticed"

' Resident #1 was "trying to cough up stuff, and
she entered the resident's room and handed

| him/her a tissue "lo try and bring up something”

| for her. Further review of RN #2's written

! statement revealed no documented evidence she
addressed the allegation of abuse.

Review of (RN} #2's time shest, for the week of
0311515 10 03/28/15, revealed RN #2 worked |
from 5:30 PM on 03/115/15 until 03/16/15 at 8:48 |
AM,
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F 223 Confinued From page 30 I

. Inlerview with RN #2, on 04/07/15 at 1:50 PMm,

' revesied she stated "nathing happened” on
03/15/15, and she reported being hard of hearing
and had a sinus Infection at the time., Continved .
interview revealed AN %2 denjed making any
Commenis regarding hating residents and wishing

" they wouid all die. Per interview, she would never |
make a comment like that to a resident or where '
a resident could hear her. However she stated

' she had an "off the wall” sense of humor and

- might have sald things to other stafi.

Interview, on 04/07/15 at 4:30 PM, wilh CNA #1,
 revealed on 03/15/15 around 7:30 PM, she !
; witnessed an incident Involving Resident #1, Per

interview, CNA #1 heard RN #2 stats she (RN #2)

hated Resident #1 and all of the facility's other

residents. CNA #1 revealed she alsg heard RN
' #2 yelling at Resident #1 to §l0p coughing in her
| face because she (RN #2) couldn't stand It

Conlinued interview ravealed CNA #4 considered

what she had witnessed RN #2 say lo Resident

#1 as verbal abuse; however, she did not
. Immedialely report the abuse, as RN #2 was (he
- Charge Nurse and she had bean tralned to repon i
‘ the abuse to the Charge Nurse.

{
1
I

Inlerview, on 04/07/15 at 4:20 PM, with CNA #7
| revealed on 03/15/15 around 7:30 PM, she was
' standing In the hallway and overheard RN #2
' yelling at Resident #1 to stop coughing In her
 face. Perinterview, afler RN #2 left Resident
| #1's room, she heard RN #2 stale she hated alf
the resldents and she was not a “people person”.
: CNA#T revealed she considered what she had
' wilnessed lo be verbal abuse; however, she did
- not immediately report the abuse, Continued i
_ Interview revealed she didn't know whoa lo report |

et - e
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the abuse to because the education she had ! |
[ recelved In orientation covered the lypes of .
abuse and that she was lo report allagations lo !
* the Charge Nurse. i

| Interview, on 04/07/15 at 2:30 PM, with CMA#9
revealed she had witnessed RN #2 yelling at
Resident #1 on 03/15/15 to stop coughing In her
face. Per Interview, she felt what she had

| witnessed on 03/15/15 was verbal abuse:
however, did not report the abuse because the
- CNA's had witnessed the whole incident and she
thought they were going to report &,

" Interview with the DON, on 04/02/15 at 11:40 AM, i i
revealed CNA #1 called her al her home, on her i !
cellular phone (cell phone) on 0317115 a1 7:00 |

{ PM to report the aflegation of abuse involving
" Resident #1 which had occurred on 03/15/15. :
i Cantinued interview, on 04/07/15 at 3:21 P\,
revealad the staff who witnessed the incident on

1 03/1516 were unsure of who to report the i

+ Incident to sine the abuse involved their Charge

! Nurse, RN #2. Per interview, therefore, RN #2

| was allowed to continue lo work and have access

i lo all the residents.

{ Interview, on 04/06/15 at 2:35 PM, with the
Administrator revealsd the incident invalving

’ Resldent #1, on 03/15/15, was witnessed by three '
(3) staff members who had nol reportad alleged

| abuse immediately, and due to the failure of the

I three (3) staff to report the alleged abuse RN #2
 was allowed 1o continue to work and have access -

] to the facility's residents. i

! |

E | ]
! “The facility provided an acceptable credible | i

Aliegation of Compliance {A0C) an 04/14/15, i
which alteged removal of the |} effective
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, 04112115, Review of the AOC revealed tha facility .
implemented the following: i
! 1. On 03118115, the factity initiated an
' investigation into the Incident Involving Resident ; 5
#1. The Social Worker (SW) interviewed
Residant #1 regarding the alleged Incident. The
SW interviewed other residents with a Brief
interview for Mental Stalus (BIMS) score of elght
i (8) or greater for possible abuse allegations
i committed by Regislered Nurse (RN) #2. i !
' 2. The Director of Nursing (DON) Interviewed :
; staff who had worked fram 03/15/15, the date the i
| alleged incident occurred through 03/17/1s, i |
 regarding non-interviewable residents who mi ght ;
have had changes in their behaviors which might L
. Indicate possible zbuse,

|

' 3. The Administrator and DON reviewed the i
facility’s abuse policy and determined the policy - !

| was In compliance with regulations.

} 4. The DON counseled Certified Nursing f
| Assistant (CNA) #1, CNA #7 and CNA #9,an I
' 03/1815, individually and educated each one (1) i
+ that all staff are lo report abuse immediately and
i ta call the Administrator, DON or SW if they could i
! not report allegations to their immediate

" supervisar,

{ 6. Alter the investigation, it was determined the '

’ allegation was substantiated and Registered
Nurse (RN) #2's employment was terminated on |

L 03nans. i

. 6. On 04/06/15, the Adminisirator met with the
! SW Io ensure she was fully aware of the facility's

Abuse Prevention Palicy. ] i
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F 223 Continued From page 33 F 223]

7. The SW educated all staff 04108115 through |
04/11/15, on the facility's Abuse Prevention i
! Pallcy, except for four (4) stalf who were on {
madical leave. Affer the educalion was provided, i
staff had to take a post-test to determine they |
were knowledgeable and understood the abuse
. policy, The four (4) slaff on medical leave will not '
be placed on'the schedule for work until they I
have been educated. l

| B. On04/08/15, the facility's new hire orientation
 was ravised to include the abuse education and |
' post-test, which new hires wili receive priar to i
. working to being oriented to their respective I
H
!

{ depariments, This will go inlo effect for the next
i orientation date, 04/27/15.

- 8. On Q4/09/15 through 04/14/15, the _

- Administrator made rounds throughoubthe facility
on all shifls 1o ensure staff were knowledgeable !

. and had understanding of the faclity’s "Abuse

| Prevention Policy”, which included questioning

| staff on the policy. Per the AGC, all staff replied

| appropriately to the questions asked by the

. Administrator,

i

10. On 04/10/15, Activities staff put up an abuse 5
i prevention bulletin board In the employee break |
¢ room which included information on when to
reporl abuse allegatlons, to whom they should
report and the types of abuse.

. 11. All concerns regarding the "Abuse Prevention !
i Policy” will be taken lo the facliity's Quality [
Assurance/Quality Impravement (QAPI) I

Committee, which consis!s of the Medical f
Director, Administrator, DON, ADON, SW, i
Maintanance Direclor, Activities Director, :
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f concerns voiced,

* rasidents and the alle
- RN #2 had been substantiated.

F 223 ! Conlinued From page 34

f Housekeeping/Laundry Supervisar and Dietary
i Manager which meels weekly.

! The State Survey Agency valldaled the
implementation of the faciiity's AOC as follows:

| 1. Review of the final "Resident Abuse
 Investigation Report Form®, daled 03/20/15, and
. signed by tha 8W and Adminisirator, revealed the

investigation into alleged verbal abuse of :
| Resldent #1 on 03/15/15, was initiated on
: 03118115, as per the AOC. Review of the Form
; revealed RN #2 was suspended on 03/18/15,
. olher residents with a BIMS score of eight {8) or
i greater were Inlerviewed for possible abuse
| allegatlons commilted by RN #2.

Interview, on 04/16/15 at 1:06 PM, with the SW
confirmed the investigation findings. Tha SW
revealed she had Inlerviewed residents with a
BIMS score of eight (8) or greater for possible
abuse allegalions committed by RN #2, with no

Interview, on 04/16/15 at 3:00 PM, with the
Administrator confirmed the investigation was
performed, the SW Interviewed the Interviewable
gation of verbal abuse by

2. Interview, on 04/07/15 at 2:25 PM with
| Licensed Practical Nurse (LPN) #3, and on
| 04/15/15 with RN #4 at 11:45 AM, who had both
- worked from 03/15/15 thraugh 03/17/15, revealed |
, the DON had questioned them regarding i
- residents who were non-Interviewable, who might
| have had behavior changes which could have
' Indicated possible abuse. Per interview, they had
not observed any behavior changes in thoge

i
|
i

F 223,
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residents.
I

| Interview, on 04/16/15 at 226 PM, with the DON f
revealed she had questioned and interviewed
slaff who had worked during the 03/15/15 through g
03/17/15 timeframe, about whether the stafl had |
noticed changes In non-interviewable resident's

| behaviors, which might have Indicaled possible
| abuse. Per intarview, no reports of behavior

| changes indicating possible abuse were

, verbalized by staff.

3. Further review of the facility's final "Resident
Abuse Investigation Report Form” revealed the
facility's abuse palicy was reviewed and it was
determined no changes were needed,

Interview, on 04718115 at 2:26 PM, with the DON
and at 3:00 PM with the Administralor, revealed
, they had reviewed Lhe facility's abuse poficy and It
! was determined o be in compllance with the i
I regulations. !
| | }
' 4, Raview of the facility's final “Resldent Abuse !
. Investigation Report Form" revealed CNA #1, ' i
; CNA#7 and CNA #9 were counseled by the DON l
| during the facility’s Investigation, on immediately l
| rgporting allegations of abuse. Additionally, the 1
DON educated the three {3) CNAs on cafling the i
i Administrator, DON or SW 1o report alleged !
! abuse, If unable lo report to their immediate |
supervlsor i

Interview, on 04/07/15 at 3:00 PM with CNA#9, at 5
4:20 PM with CNA #7 and at 4:30 PM with CNA |
#1, revealed they had afl been educated on the 5
facility's abuse policy and to report abuse i
immedialely to thelr supervisor. Per interview,

1 they were all aducated if they couldn't report
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| allegations of abuse to their supervisor, thay
should call the Administrator, DON or SW 1o
| report their allegations.

interview, on D4/16/15 al 2:28 PM, with the DON

| revealed she had counseled and educated CNA

{ #1, CNA #7 and CNA #9 individuaily regarding the
ahuse palicy and to report allegations of abuse
immadiately to their supervisor, and if they
couldn't repart lo the supervisor they should call

j the Administrator, SW or her to report allagations

i of abuse,

H

'3, Review of the facility's final "Resident Abuse |
Investigation Report Form® revealed the !

; allegalion was substantiated and RN #2 was

| terminated on 0¥18/15, Interview, on 04/16/15 at : .

f 1:06 PM, with the SW confirmed the investigalior | |

! findings. 1

Review of RN #2's personnel file revealed the RN
| was terminated on 03/18/15. i

| Interview, on 04/07/15 at 1:50 PM, with RN 2
revealed her emplayment al the tacility had been . I
terminated. !

Interview, on 04/16/15 at 3:00 PM with the i
Administrator, revealed RN #2's employment was |
| terminated, as per the AOC.

6. Interview, on D4/16/15 at 1:06 PM, with the
SW confirmed the Administrator had mel with her
and discussed her understanding of the facility's
Abuse Prevention Palicy.

: Interview, on 04/16/15 at 3:00 PM, wilh the
Administrator confirmed he had met with the SW
| and discussed her understanding of the facility's
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- aware of it.

| abuse paolicy.

education.

* Abuse Prevenlion Policy to ensure she was fully

| 7. The facility's abuse inservice material and

t post-lesis were reviewed and checked against
i the master list of current employees. Review of

I the faclity’s in-service sign-in forms for the dates
. of 04/08/15 through 04/11/15, revealed all staff

f disciplines were educated regarding the facility’s

i Interviews on 04/15/15 with RN #4 al 11:45 AM;

: CNA®12 at 1:20 PM:; House Keeping #14 at 1:25
PM; Dietary #15 at 1:30 PM; LPN #6 at 1:40 PM;
LPN# at 1:50 PM; LPN #8 at 2:10 PM; CNA #13
at 2:20 PM; CNA #4 at 3:40 PM; CNA #11 al 3:50
PM; LPN #9 at 7:10 PM; RN #5 at 7:20 PM; CNA
#3 at 10:05 PM; CNA #4 at 10:19 PM; CNA#17 at,
10:25 PM; and CNA #18 at 10:30 PM; and on
04M615 with CNA #4 at 8:00 AM; CNA#3 at 8:20

. PM; LPN #8 &1 12:38 PM; CNA#5 al 1:58 PM;
CNA#6 at 2:00 PM: CNA #11 al 3:55 PM: and

| LPN #7 at 4:05 PM, revealed they had all been

i educated on the facility's abuse policy and

! procedure and had taken a posi-lest.

|

Interview, on 04/16/15 at 2:26 PM with tha DON
and at 3:00 PM, with the Administrator revealed
the four (4} staff on medical leave would not be

: allowed to work until they had received the abuse

' B, The facility's new hire arientation infarmation
- and education was reviewed and revealed il
included the abuse sducalion and post-test.

. Interview, on 04/16/15 at 3:00 PM, with the
| Administrator revealed the facility's new hire
| orientation included the abuse education and
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F223. Conlinued From page 38

- post-test and would go into effect 04127115, as
| per the AOC.
1

| 9. The Administrator's and DON's daily rounds
log sheet dated 04/06/15 through 04/11/15 were
reviewed and revealed both documented rounds
made on each day, on the three (3) different
shifts regarding interviewing staff about if lhey
were knowledgeable and had understanding of
the palicy.

+ 1:20 PM with CNA #12; at 1:25 PM with House

| PM with LPN #8; at 2:20 PM with CNA #13; at
| 3:40 PM wilh CNA #4; at 3:50 PM with CNA #1141
| at 7:10 PM with LPN #9; at 7:20 PM with RN #5:

#4, at 10:25 PM with CNA #17; and &t 10:30 PM
with CNA #18 revealed the Administrator and
DON had performed rounds and asked staff
about the facility's abuse palicy.

Interview, on 04/16/15 at 2:26 PM with the DON

and at 3:00 PM, with the Administrator revealed
| they had performed the rounds 1o interview staff
| about thelr knowledge and understanding of the
' abuse policy, as per the AQC.

employee break room revealed a bulletin board
present which contained abuse information
| including when to report abuse allegations, who
i ta report to and the types of abuse.

!

! interview, on 04/16/15 at 3:00 PM, with the

+ Adminiskrator revealed Activily stafl had put the
bulletin beard up In the employee break room.

I at 10:05 PM with CNA #3; at 10:19 PM with CNA

F223,

Interview, on 04/15/15 at 11:45 AM with RN #4; at !

Keeping #14; at 1:30 PM with Dietary #15: at 1:40 |
PM with LPN #8; at 1:50 PM with LPN #t,at2:10

10. Observation, on 041515 at 10:25 AM, of the
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F 223 | Continued From page 39

: The Administrator revealed the board included

- abuse prevention information as per the AQC.

! 11. Inlerview, on 04/16/15 1:06 PM with the SW,
at 2:26 PM with the DON and at 3:00 PM, with the
Administrator revealed any concerns ralated to

| the facility's abuse policy would be taken to the
facility's QAP Committes, discussed and plans

' developed to implement.

| Interview, on D4/16/15 at 1:20 PM, with the

l facnllty's Medical Director revaaled he participated
In the facility's QAP] Commiltee and had been
informad of the incident involving Resident #1.

. The Medica! Director statad any concerns
regarding the facility's abuse policy would be
discussed in the QAP| Commilttee measting.

F 225 483.13(c)(1}(i)-it), (e)(2) - (4}
58=d | | INVESTIGATE/REPORT
. ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who hava
| been found guilty of abusing, neglecting, ar
| mistreating residents by a coun of law; or have
i had a finding entered into the State nurse alde
regisiry concerning abuse, neglect, mistreatment |
j of residents or mlsapprupnanon of their property; -
! ; and report any knowledge It has of actions by a
i court of law against an employee, which would
i indicate unfitness for service as a nurse aide or
. other facility staff lo the State nurse aide reglstry
or licensing authorities.

! The facility must ensure that all alleged violations

' involving mistreatment, neglect, or abuse,
_Including injuries of unknown source and
misappropriation of resident property are reported
“immediately lo the administrator of the facility and

F 223

F 225!

DON counseled CNA #1, CNA #7,
and CMA #9, on 3/18/15, individua]
and cducated each that all staff is to
. report abuse immediately to

- supervisor. DON also educated eacH
that if they could nol report ¢to
supervisor that they should call
Administrator, DON, or Social
Worker and provided contact ;
information as well. On 3/18/15 Soc_ml
Worker, Administrator, and DON |

. spoke with Resident #1 regarding |

' allegation. Resident stated feeling safe
i at this time, On 3/20/15, Social

' Worker conducted a survey of

. residents with BIMS of 8 or higher.
Resident #5 answered survey in
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F 225 _i Continued From page 40
t to other officials in accordance with Stats law

| State survey and certification agency).

| The facility mus1 have evidence that all alteged

' violallons are thoroughly investigated, and must
prevent further potential abuse whila the
investigation is in progress.

- The results of alf invesligations must be reported

, o the adminisiralor or his designated

' reprasentative and to olher officials in accordance
with State law {including to the State survey and

incident, and if the alleged vislalion is verified
| @ppropriate corrective action must be taken,

This REQUIREMENT is not metl as evidenced
by:
Based on interview, record review, review of the

was determined the facility failed to have an
effective sysiem to ensure all alieged Incldenis of
| abuse were reported immediataly to

5 allegation of abuse, and Administration
i Immedlalely reporied the allegations to the
!'appropriate State Agencies for two (2} of twelve
* (12) sampled residents (Residents #1 and
Resident #5).
|
On 03/15115 around 7:30 PM, Registered Nurse
! (RN) #2 was overheard by slaff o be yelling at
| Resldent #1, and Resident #5 overheard RN #2
. in the haliway stating, “I wish all you MF's would
- die”, Although the incidents occurred on aansis
' around 7:30 PM, it was not reporled by siaff fo

| through established procedures (including 1o the '

facllity's abuse investigation and facliity's policy, it i

certification agency) within 5 working days of the ;

| Administration, residents were protected after an

—affirmative toyuestion“Bo-yoo-feet-
F22s, safe at facility?” On 4/8/15, |
+ Administrator conducted a review of
. Abuse Prevention policy with DON
- and Social Worker, Administrator
educated DON and Social Worker that
all alleged abuse allegations needed to
. bereported to appropriate State |
| Agencics immediately per facility :
policy. =

On 3/20/15, Social Worker conducle:d

- asurvey of residents with a Brief
Interview for Mental Status (BIMS)
score of eight and higher for possible

'~ abuse allegations of RN #2. No

. responses indicated further nbuse

- allegations, DON interviewed staff |
working on dates 3/15/15 through
3/17/15 to identify behavioral changes
of residents with BIMS scores less

| than eight that occurred during those

date that might indicate abuse had

occurred, No signs or symptoms

reported as evidence of abuse.

All staff, except for four, were ;
educated on facility Abuse Prevention
' Policy by Social Worker. One LPN *
. and three CNAs are currently on
. medical leave with unknown return |
. dates; however, they will notbe |
; e placed on the schedulé
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F 225 ' Continued From page 41 F 225 required education with the Social
Administralion until 03/17/15 at 7:00 PM, allowing - - Worker. The education was conduct
RN #2 to work the entire shift on 03f15115, An . on dates 4/8/15 through 4/16/15 by !
| Investigation report was not initiated untit Social Worker. On 4/8/15 |
03/18/15 and the alieged abuse was not reported L .. : . ', :
to the appropriate State Agencies until 0319115 Administrator met with Social Worker
 at4:48 PM, - to review Abuse Prevention Policy tb
Based on fhe above findings, it was determined : cnSl‘lre she was ﬁ.llly aware ;:Jffpohc)l'.
the faciity’s fallure to ensure all allegations of Social Wt.)rker educated staff as part
| abuse were reporied immediately to the facliity's of in service on procedures required
Administration, failure 1o ensure residents wera . when an abuse allegation involves an
protected after an allegation of abuse was i :
| reported, and failure to ensure Administration | employee. $oclul V{orker educated |
! immediately reported the aliegations to the  that the policy requires staff to w‘ﬂk§
appl;opriate State Agencies, was likely to cause employee te time clock and escort the
, serlous injury, harm, impairment or death to a : H3 i
| resident. Immediate Jeapardy (L)) was identified | . employee out of facility, the residen
: on B4/07/15 and was detarmined to exist on i should be placed on 1 on lcareto |
03/15/15. The facility was nofified of the ' _ ensure safety, and Social Worker,
! immediale Jeopardy on 04/07/15. Administrator, or DON should then be
The facility provided an acceptable credible | ; contacted for ﬂlrthcr.msl:mctfons. Al
l Allegation of Compliance (AQC} on 04/14/15 with | i the end of the education sessions all|
| .tjhe factity alleging removal of the Immediate f \ staff were also required to complete 2
: Jeopardy on 04/12/15. The State Survey Agency | : .
' validated removal of the Immediate Jeopardy as : post education test to deter{nme |
| alleged an 04/12/15, pricr to exit on 04/16/15, ; kanIEdEB and understandmg of th
| with remaining non-complance at a Scope and policy. Employees were required to
| lSeuerity of a"D" while the facillty develops and | l score ninety percent to pass. All staff
; implements a Plan of Correction and the facility's | . . i
. Quality Assurance (QA) monitars to ensure ! that did not score ninety percent were
' compliance with systemic changes. . reeducated and retested. The test
| | included questions that asked when
| The findinigs Include: ! . abuse should be reported, to whom, |
[ Review of the fachity's policy litled, "Abuse ; i an.d tYPeS of abuse, Ne“f hire =
; Preventian Plan”, revised June 2013, revealed all | | orientation has been revised to include
. allegations of abuse would be reported | post abuse education testing prior to
' immediately to ane (1) of the faliowing: Charge ‘ ; inning orentation to |
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; Nurse, Director of Nursing (DON), Administrator,

+ Administralor in Training or the Social Services |

- Director {SSD). According to the Policy, any
employee who failed to report altegations of

| abuse or neglact immediately could be held
rasponsible for the same actions. The Policy
revealed employees accused of abuse or neglect -

- would not be permitted to work during the facility's
Investigation. Further review revealed allegations |
of abuse and/or neglect would be called In to the
Siate Survey Agency, State Adult Protective

. Services and Long Term Care Ombudsman

! imrnediately upon notification of allegations,

. Review of the facliity's policy tiled, "Resident !
+ Rights®, revised August 2013, revealed the facility |
should ensure all alleged violations involving !
mistreatment, neglecl, or abuse, including injuries

of unknown source and misappropriation of ;
resident property, were reported Immediately to
the Adminisirator and to other officials in
accardance wilh State law through established
procedures, The Policy revealed the facility must
: prevent further abuse of residents while the :
| investigation was in progress.

Review of the facility's, "Residant Abuge
: Investigation Report Farm”, which was signed by
 the 85D on 03/20/15, revealed an Incident had
" been reported on 03/118/15, involving Resident #1
being verbally abused; however, the incident had
occurred on 03/1515, Continued review of the
. Form revealed aven though the alleged abuse
' had been witnessed by three {3) staif members,
the staff had failed to follow the factity's policy 1o
; Immedialely report abuse. Further review |
- revealed the alleged abuse invalving Resident #1 i
was not reported to the State Agenciss until |
| 03/19/15. !

first staff orientation date on 4!27/1?'.

Adminjstrator will review all abuse i‘
allegations to monitor for |
implementation of policy. Social
Worker will conduct an audit of al]

. staffregarding knowledge and
understanding of Abuse Prevention |
policy weekly for 60 days, monthly |
for 120 days, bi-monthly for 120 dafs,
and then quarterly thereafier. Social;

. Worker will conduct audit by utilizing

| questionnaires covering types of

I abuse, signs and symptoms of abuse,

. reporting of abuse, and facility
policies and procedures regarding %
abuse. Audits will be conducted on all
shifts Monday through Sunday. i
Social Worker will immediately
conduct retraining as needed for sta

| which does not display knowledge and

' understanding of Abuse PreventionT‘

policy. Social Worker will report alf

concems and any need for retraining
to the QAPI Committee. The :

Administrator will report all concerns

' regarding implementation of pnlicy’
will be taken to QAPI Commitiee for
further investigation and resolution.|

|
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Interview with the S8D, on 04/07/15 at 3:08 PM | =
and on 04/16/15 at 1:06 PM, revealed stafl ﬁ
should have immediately reported the alleged ;
abuse on 03/15/15, and the facilly should have |
! reperted the incident to the State Agencies !
"immediately.

Continued review of the facility's, "Resident
Abuse investigation Report Form”, revealed :
Certified Nursing Assistant (CNA) #1, CNA#7 | |
and Cartified Medicalion Aide (CMA) #8 f
- witnessed RN #2 yelling al Resident #1 on
| 0315185 around 7:30 PM,

Interview with Resident #1, on 04/07/15 at 2:40
PM, revealed z nurse did “yeli" at himiher for ' l
| coughing in her face.
| Interview with CNA#1, on 04/07M5 at 4:30 PM, l
' revealed on she heard RN #2 staling she “hated”
Resident #1 and all the other residents an }
; 0311515 around 7:30 PM. CMNA#1 revealed she |
, had considered what she witnessed as varbal !
' abuse, but didn't immediately report Il because
RN #2 was the Charge Nurse, her supervisor.
. Further Interviaw revezled RN #2 continued
i caring for residenls the remainder of the shift,
I approximalely ten (10) hours, after the incident
| occurred.

Interview with CNA #7, on D4/07H5 at 4:20 PM, |
revealed she had been standing in the haliway on |
03/15/15 around 7;30 PM, when she averheard
RN #2 yelling at Resident #1 to stop coughing in |
her face. GNA#7 revealed when the RN came ]
out of Resident #1's room, she (RN #1) stated :

| she was not a “pecple person” and hated all the

| residents. Per inlerview, CNA #7 considered

‘ what RN #1 had done as verbal abuse, but did
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- she thought they were going to report the abuse,

Continued From page 44

! not immediately report the abuse, as the RN was

the Charge Nurse and she did not know whoto |

 eport to if the Charge Nurse had committed the |
' abuse. According to CNA #7, RN #2 continued lo

remain caring for resident for the remainder of the

| shift which was approximately ten (10) hours,

after the incldent,

Inlerview, on 04/02/15 at 1:09 PM,with Resident
#5, who resided near Resident #1, revealed an
03/15/15, he/she overheard RN #2 saying, | wish |
all you MF's would die* and this comment upset
the resident.

 Interview with CMA #9 on 04/07115 at 2:30 PM,

revealed she had witnessed RN #2 yelling at ;
Resident #1 on 03/15/15, to Stop coughing in her |
face. Per interview, CMA ¥g thought what sha
had witnessed was abuse, but the CNA's (CNA

#1 and #7) had witnessed the whola incident and

CMA #9 stated the abuse should have besen i

 reparted lo the nurse on the other hail
! Immediately.

Interview with the Director of Nursing {DON), on

+ 04/0215 at 11:40 AM and on 04/07115 at 3:21 |

PM, revealed CNA #1 had cailed her at home on
her cellular telephane (cell phone) on 33/17/15 at :

+ 7:00 PM, reporting an allegation of sbuse which

had occurrad on 03/15/15. Per lhe DON, after .

- CNA #1's phone call, she had called the SSD and !
' Administrator to notify them of the CNA's I

allegation of abuse. The DON revealed the staff i
who were present on 03/15/15 and wilnassed the |

; incident were not sure who they were to report
| the abuse 1o, since the abuse involved thair

Charge Nurse. She reported RN #2 continued to |
work caring for residents: howaver, the staff

F 225!
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should have reported the allegation of abuse
! immediately. Accarding to the DON, as a result
of staff not reporting the alleged abuse, the facility
had failed to engure the safety and protection of

. the rasidents from further abuse. Conlinued

! Inlerview revealed she had not identified during

- the facllity’s investigation that there might be a
facility wide issue regarding staff's abuse '
education and the impariance of immediataly
raparting all allegalions of abuse. Perinterview,
she had not identified there might be other stafl |

. unsure of the facility's reporting procedures for
alleged abuse. The DON revealed the facility

. should have reporied the incident involving
Resident #1, when she was notified of the alleged
, abusge on 03/17/15. Further inferview revealed,
" the facillty should report all allegations of abuse to!
the State Agencies immediately upon natification.

i Interview with the Administrator, on 04/06/15 at
| 2:35 PM and 04/07/15 at 3:30 PM, revealed the |
. three (3} staff who had witnessed the incident
involving Resident #1 and #5, on 03/15/15, did l
; not report the Incident immediately. The |
| Administrator revealed the staff's faflure to report -
| the alleged abuse allowed RN #2 to continue to !
work caring for residents. Therelore, the
Administralor stated the fachity had unable o~ |
ensure residents’ safety from further abuse. {
' Continued interview revealed the facility's policy
and procedure for abuse was for staff lo report all |
allegations of abuse to their Charge Nurse, the
S50, the DON ar him immediately to ensure

| residents’ safety was maintgined.

! The facillly provided an acceptable credible

| Allegation of Compliance (ACC) on 04/14/15,
which alleged removal of the IJ effective
: 04/1215. Review of tha AOC revealed the facihty
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 implemented the following:

Continued From page 46

1. On 031815, the Facility inftiated an
investigalion into the Incident involving Resident

' #1. The Social Worker {(SW) inlerviewed

Resident #1 regarding the alleged incident. The
SW interviewed other residants with a Briel

! Interview for Mental Status {BIMS) score of eight

(8) or greater for possible abuse allegations

. committed by Regislered Nurse (RN) #2.

' 2. The Director of Nursing (DON) interviewed

stalf who had worked from 03715115, the date the |
alleged Incident occurred through 03/17/15, :
regarding non-inlerviewable residents who might

have had changes in their behaviors which might |
indicate possible abuse. i

3. The Administrator and DON reviewed the
facility's abuse policy and determined the policy
was in compliance with regulations.

4. The DON counseled Certified Nursing i

Assistant (CNA) #1, CNA #7 and CNA #S, on

. 03/18/18, individually and educated each one (1)

that all staff are to report abuse immediately and
to call the Administrator, DON or SW if they could

- ot report allegations {o thek Immediate

supervisor.

5. After the investigation, it was determined the
allegation was substantiated and Reglstered
Nurse (RN) #2's employment was lerminated on
03/118H8,

8. On 04/08/15, the Administrator met with the :
SW o ensute she was fully aware of the facility's |

. Abuse Prevenlion Palicy.

F 225
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7. The SW educated all siaff 04/08/15 through
D4/11115, on the facillty's Abuse Preventian
Policy, except for four {4) siaff who were on
medical leave. Afler the education was provided,
staff had to take a posi-lest o determine they !
were knowledgeabile and understood lhe abuse |
. policy. The four (4) slaff on medical leave will not ;
| be placed on the schedule for work until they ;
have been educated.
8. On 04/08/15, the facility's new hire orientalion :
. was revised 1o Include the abuse education and
. post-test, which new hires will receive prior 1o
+ working {o being oriented to thelr respective i
depariments, This will go into effect for the next !
orientation dale, 04/27/15. '

. 8. On 04/08/15 through 04/11/15, the
; Administralor mada rounds thraughout the facility |

on all shifts to ensure slafl were knowledgeable
- and had undersianding of the facility’s "Abuse
Prevenifon Policy”, which included questioning
staff on the policy. Per the AOC, all staff raplied
appropriately to the questions asked by the
Administrator.

10, On 04/10/15, Activilles stafi put up an abuse
prevention bulletin board In the employee break
raom which Included Information on when to

: report abuse allegations, 1o whom they shouid

; report and the types of abuse.

' 11. All concerns regarding the "Abuse Prevention

! Policy” will be taken to the facility’s Quality

! Assurance/Quality improvement (QAPI)
Committee, which consists of the Medica! |

i Director, Adminisiralor, DON, ADON, SW, .

i Maintenance Direclor, Actlvilies Director, !

! Housakeepling/Laundry Supervisor and Dietary |

|
|
|
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- Manager which meets weekly. i |

; The State Survey Agency validated the
" implementation of the facility's AQOC as follows:

[}

1. Review of the final "Resident Abuse | !
Investigation Repon Form", dated 03/2015, and { I
signed by the SW and Adminisiralaor, revealed the

 investigation into allsged verbal abuse of
Resident #1 on 03/15/15, was Inilialed on
03118115, as per the AOC. Raview of the Form |
revealed RN #2 was suspended on 03/18/15, {

| other residents with a BIMS score of efght (8) or

: greater were Interviewed for possible abuse

. allegations commitied by RN #2. H

I

Interview, on 04116115 at 1:06 PM, with the SW |

: confirmed the investigation findings. The Sw
revezled she had interviewed residents with g~ ;

| BIMS score of eight (8) or greater for possible . !
abuse allegations committed by RN #2, with no ; i
£ONcems voiced, |

]
! interview, on 04/16/15 at 3:00 PM, with the ; i
, Administrator confirmed the investigalion was ; ;
' performed, the SW interviewed the inlerviewable ! i !
; residents and the allegallon of verbal abuse by : [

RN #2 had been substantizled.

2. Inlerview, on 04/07/15 at 2:25 PM with
Licensed Practical Nurse (LPN)#3, and an
: 041515 with RN #4 a1 11:45 AM, who had both
 worked from 031515 through 03117/15, revealed
! lhe DON had questioned them regarding i
| residents who were non-interviewable, who might '
- have had behavior changes which could have |
indicated possible abuse. Per Interview, they had °
_I_ not observed any behavior changes In those '
| residants.
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i Interview, on 04/18/15 al 2:28 PM, with the DON !

! revealed she had questioned and interviewed i

i staff wha had worked during the 03/15/15 through |

{ 02117/15 timeframe, about whether the staff had
noliced changes In non-Interviewsable resident's

. behavlers, which might have Indicated possible

i abuse. Per Interviaw, no reporis of behavior

| changes indicaling possible abuse were
; verballzed by staff.

3. Further review of the factlty'’s final "Resident
' Abuse Invesligatlion Report Form® ravesaled the
 facllity’s abuse policy was raviewsd and it was
} determined no changes were needed.

f ;

| interview, on 04/1615 at 2:36 PM, with the DON
and al 3:00 PM with the Administrator, revealed

; they had reviewed the facliity's abuse palicy and it

: was delermnined to be in compliance with the
regulations.

i 4, Raview of the facllity's final "Resldent Abuse
! Investigation Report Form® revealed CNA #1,

, CNA #7 and CNA #9 wera counseled by the DON
I during the lacifity’s investigation, on immediately
reporiing allegations of abuse. Addiionally, the
DON educated the three (3) CNAs on calling the
j Administrator, DON or SW to report alleged
i abuse, if unable to repor to their iImmediate

| supervisor.

! interview, on 04/07/15 at 3:00 PM with CNA #9, at

| 4:20 PM with CNA #7 and at 4,30 PM with CNA |

' #1, revealed they had all been educated on the
facliity's shuse policy and 1o reporl abuse

f immadiately {o thelr supervisor. Perinterview, !

i they were all educated if they couldn' report i

" allegations of abuse ta their supervisor, they f

FZZS;
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should call the Administrator, DON or SW to |
report their allegations. |

Interview, on 04/16/15 at 2:28 PM, with the DON ' i
revealed she had counseled and educated CNA
#1, CNAXT and CNA#O Individually regarding the |

- abuse policy and to report allegations of abuse

, immediately to their supervisor, and if they

* couldn'l report 1o the supervisor they should cal)
the Administrater, SW or her i report allegations

; of abuse,

5. Review of the facllity's final *Resldani Abuse |
;; Investigation Report Form® revealed the ' i
| allegation was substantiated and RN #2 was |
! terminated on 03/18/15, Inlerview, on 04/18/15 at|
 1:08 PM, with the SW confrmed the nvestigation |

, findings.

Review of RN #2's personnel file ravealed the RN
i was terminated on 03/18/15,

! Interview, on G4/07/15 al 1:50 PM, with RN #2
, revealed her employment at the {acilty had been
| terminated. ;

Interview, on 04/18/45 at 3:00 PM with the
Adminlstrator, revealed RN 42's employment was
| terminated, as per the AOC.

'6. Interview, on D4/16/15 at 1:08 PM, with the

| SW confirmed the Adminisirator had met with her
‘ and discussed her understanding of the facility's

- Abuse Pravention Paolicy.

 Interview, on 04/16/15 at 3:00 PM, with the

- Administrator confirmed he had met with the SW
and discussad her understanding of the facility's
Abuse Prevention Policy o ensure she was fully
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_aware of it.

7. The facdility’s abuse inservice material and

i post-tests were reviewed and chacked against

i the masler lisl of current employees. Review of

' the facility’s in-service sign-in forms for the dates |
of 04/08/15 through 04/11/15, revealed all stafl |
disciplines were educated regarding the facility's

| abuse policy.

Interviews on 04/15/15 with RN #4 a1 11:45 AM;

. CNA #12 at 1:20 PM; House Keeping #14 at 1:25 |

{ PM; Dietary #15 al 1:30 PM; LPN #8 at 1:40 PM; |
LPN #1 al 1:50 PM; LPN #8 at 210 PM; CNA #13 |
al 2:20 PM; CNA #4 at 3:40 PM: CNA #11 at 3:50

. PM; LPN #9 at 7:10 PM; RN #5 al 7:20 PM; CNA

i #3 at 10:05 PM; CNA #4 a1 10:19 PM; CNA #17 at

1 10:25 PM; and CNA #18 at 10:30 PM; andon |
04/16/15 with CNA #4 at 8:00 AM; CINA#I at 8:20 '

PM; LPN %6 at 12:38 PM; CNA #5 at 1:58 PM;
CNA 8 at 2:00 PM; CNA#11 at 355 PM: and

| LPN #7 a1 4:05 PM, revealed they had all been

| educated on the facilily's abuse policy and
procedure and had taken a post-test.

i interview, on 0411615 at 2:26 PM with the DON
' and alt 3:00 PM, with the Administrator revealed
' the four (4) staff on medical leave would not be

allowed 1o work unill they had raceived the abuse |
i education. !

' 8. The facility's new hire orientation information
! and aducation was reviewed and revealed it
 Includad the abuse education and post-lest. i

|

i Interview, on 04/18/15 at 3:00 PM, with the

| Administrator revealed the facllity's new hire

. arlentation included the abuse education and

i post-test and would go Into effect 04/27115, as

24y | SUMMARY STATEMENT OF DEFICIENCIES i D : PROVIDER'S FLAN OF CORRECTION s}
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I DEFICIENCY)
F 225 Continued From page 54 | F225
1
{
i
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' pertha ADC,

: 9. The Administrator's and DON's daily rounds

| log sheet dated 04/06/15 through 04111115 were
reviewed and revealed both documenled rounds
mada on each day, on the thres (3) different
shifis regarding interviewing staff about if thay

| were knowledgeable and had understanding of

- the policy.

Interview, on 04/15/15 at
1:20 PM with CNA #12; at 1:25 PM with House

' PM with LPN #6; at 1:50 PM with LPN #1; at 2:10
PM with LPN #8; at 2:20 PM with CNA #13; a1
3:40 PM with CNA #4; at 3:50 PM wilh CNA#11;

; 8L 7:10 PM with LPN #8; al 7:20 PM with RN #5;

| al 10:05 PM with CNA #3; st 10:19 PM with CNA

, #4; al 10:25 PM with CNA #4 7, and al 10:30 PM
wilh CNA #18 revealed the Administraior and
DOON had performed rounds and ashed staff
about the facility's abuse policy.

l Interview, an 04/16/15 a1 2:26 PM with the DON

- and at 3:00 PM, with the Administrator revealed
they had performed the rounds to interview staff
about thelr knowledge and understanding of the
abuse palicy, as per the AOC,

[ 10. Observation, on 04/15/15 at 10:25 AM, of the
employee brezk room revealed a bulietin board

| present which contained abuse infarmalign
 including when to report abuse allegations, wha
‘toreport to and the types of abusa,

i Interview, on 04/16/5 at 3:00 PM, with the

; Administrator revealed Aclivity stafi had put the

| bulletin board up in the em ployee break room.
The Adminisirator revealed (he board included
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11:45 AM with RN #4; at |
i Keeping #14; at 1:30 PM with Dislary #15; at 1:40 |
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F 225! Conlinued From page 53 | F225'
abuse prevention Information as per lhe AOC. |
11. Interview, on 04/16/15 1:06 PM with the SW,

1 al 2:26 PM with the DON and at 3:00 PM, with the

! Administrator revealed any concerns related o

! the facilify’s abiuse policy wouid be taken to the
facility's QAPI Commities, discussed and plans
developed to implement.

Interview, on 04/16/15 at 1:20 PM, with the :
facility's Medlical Director revealed he participated - :

' in the facility's QAP Committee and had been |
informed of the incldent invelving Resident #1. : 2
The Medica! Director staled any concerns !
regarding the faclility's abuse policy would be 3 i

. discussed in the QAPI Commitlee meeting. ; ! DON counseled CNA #1, CNA #7, .

F 226 | 483.13(c) DEVELOP/IMPLMENT | F 228 e 1
$5=J | ABUSEINEGLECT, ETC POLICIES L e e ML R i

, and educated each that all staff is tol

! The facllity must develop and implement written report abuse immediately to :

" policles and procedures thal prohlbit supervisor. DON also educated each
mistraatment, neglect, and abuse of residents 3 i

j and misapprogpriation of resident property. that if Fhey could not report to

| supervisor that they should call |

} , Administrator, DON, or Social

| ! Waorker and provided contact

: This REQUIREM Is | (denced . X s

i by:'s a ENT s ot met as evidance information as well. On 3/18/15 Sogial

; Based on interview, record review, review of the Worker, Administrator, and DON |

I facility’s investigation and the facility's policies, 1t spoke with Resident #1 regarding
was delermined the facility failed to have an ; : . -
affective system to ensure lis abuse policy and allcg'atx?n. Resident stated fe'elmg safe
procedures wara implamented for two (2) of at this time. On 3/20/15, Social
twelve (12) sampled residents (Resident #1 and Worker conducted a survey of
#5). On03/15/15 around 7:30 PM, three (3) siaff | . Q ioher.

' overheard RN #2 yelling al Resident #1 fo qut | : ;{’s".ig“tf ;‘;‘ﬂ‘ BIMS of & ar higher.
coughing in her face. Interviews with witnesses, sl dua)t LA .ed surveymn |
revealed RN #2 was also overheard making affirmative to question “Da you fee1£

. safe at facility?” On 4/8/135,
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' ~ AUminisTaor torduerd- T Teview of
F 226 Continued From page 54 F226 Abuse Prevention policy with DON
statements in the hallway that she (RN #2) hated - and Social Worker. Administrator
; f‘?ﬂdam #1t ﬁ?_f Bftfjthei :?sci"lx;" s res*gegls- - educated DON and Social Worker that
' Interview with Resident #5, who resided near . i :
Resitent #1, overheard RN #2 stale, "l wish all | all alleged abuse aileggtlons needed to
you MF's would die”. (Refer to F223 and F225) | be reported to ap!)mpnatc Stﬂt“’.
: ! Agencies immediately per facility
| Based on the above findings, it was determined policy.
the facilily’s faiture to implement its abuse policy |
and procedures was likely 1o cause seriaus infury, . i
| harm, impalrment or death 10 a residen. * On 3/20/15, Social Worker conducted
. Immediate Jeopardy (1J) was [dentified on a survey of residents with a Brief
04/07115 and was determined 1o exlst on . : '
0311515, The facility was notified of the | . Interview for Mental Status (BIMS),
t iImmediate Jeopardy on 04/07/15. - | score of eight and higher for possible
Sy : abuse allegations of RN #2. No |
he facility provided an acceptable credible indi er al
! Allegation of Compliance (AOC) on 04N 4114 with ;[clspon.ses lnggt;t,e.d furtl:n r egu::;eﬂ_ !
. the facliity alleging removal of the Immediate ) egt-ltmns. Interviewed staff |
Jeopardy on 04/12/15. The State Survey Agency | working on dates 3/15/15 through
valiated romava o the Immedale Jeopardy a5 J 3/17/15 to identify behavioral changes
alleged on . prlor lo exit on , : .
! with remaining non-compliance at 42 CER ; Ofrem,dents with BIMS scoi:es fess
1 483.13, Residen! Behavior and Facliily Practice, ! - than eight that occurred during those
; F-?I_|26 Abuse, al a Scope and Sevlen'ly of an “D~, i date that might indicate abuse had !
| while the facility develops and implements a Pian | C toms
' of Camrectlon, and the facility’s Quality Assurance | | occurre(;l. b s:igns ot sfyn[:)lp o
| continues to monitor to ensure abuse policy and reported as evidence of abuse.
| procedures are implemented, :
i - All staff, except for four, were i
| The findings include: | - educated on facility Abuse Preventijan
 Review of the facllity's policy tilled, "Resident } Policy by Social Worker. One LPN !
- Rights", revised August 2013, revealed the facility | and three CNAs are currently on ;
| Y
i shauld ensure all alleged violations involving i medical leave with unknown retumn |
mistreatment, neglect, or abuse, including injuries : . . |
of unknown source and misappropriation of ; | dates; however, they will not be i
resident property, were reported immediately to | aflowed to be placed on the schedule
; the Adminisirator and to olher officials in . unti] they each have completed the
| accordance with Stale Law through iis _ ._reguired e ; ; ial
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g | WotKer. The education was congucied
F 226 Continued From page 55 F22g: 0OR dates 4/8/15 through 4/16/15 by ]
eslablished procedures. Further review revealed . Social Worker. On 4/8/15, '
+ the facllity must have evidence all alleged Administrator met with Social Worker
violations were thoroughly investigated, and must ! : B A
prevent further abuse from occurring while its to review Abuse Prevention Pollc'y H
Investigation was in progress. ensure she was fully aware of policy.
. o . . Social Worker educated staff as par}
1 Review of the facility's policy. “"Abuse : O d :
| Pravantion Plan®, revised June 2013, revealed ' of;:n sem;e onp roccrilurc‘s rcqumﬁ
| slafl were 1o report all allegalions of abuse when an a use.allcgatmn invalves an
| immediately {o either the Charge Nurse, Directar employee. Social Worker educated '
' of Nursing (DON), Administrator, Administrator in - that the policy requires staff to walk
' Tralning or Social Services Director (SSD). , :
: Continued review revealed altegations of abuse employec to time d?":’k and esct.)rt u"B
| and/ar neglect wouid be called In to the State employee out of facility, the resident
i Survey Agency, State Adull Prolective Services, should be placedonlon 1 careto |
the local Long Term Care Ombudsman, the i : i
resident’s Physician, and the resident's cnsur:c .s afety, and Social Worker,
notification of the allegation. Further review _ contacted for further instructions. At
ake s by s o fep e | the end o th education sessons al
 be heid responsible for the same actions. In staff were also required to complete a
additlon, the Policy revealed employees accused post education test to determine
of any type of abuse or neglect would not be : knowledge and understanding of thé
: permitied to work during the facility’s ; policy. Employees were re quired i Di
! invesligation. i q i
| score ninety percent to pass. All staff
Interview with the DON on 04/07/15 at 3:21 PM, - that did not score ninety percent were
revealed she was nolified by Cl:\lA #1of z:mf ' reeducated and retested, The test |
: allegation aof verbat abuse on the evening o s . i
03/1715. However, review of the facility’s, i included questions that asked when |
' *Resident Abuse Investigation Reporl Form™, ; | abuse should be reported, to whom, :
. which was signed by the SSD an 03/20/15, ' and types of abuse. New hire
' revealed an incldent had been reported on ' orientation has been revised to incluhe
| 03118/15, involving Resident #1 belng verbally | ! b &d . X ; i
abused; however, the incident had occurredon post abuse }lcn.tmn tgstmg.pnor to,
03/45/15. Contlinued review of the "Resident i new staff beginning orientation to |
| Abuse Investigation Report Form” revealed the their respective departments, This |
, incident had been witnessed by CNA#1, CNA#7 - i
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! and Certified Medication Alds (CMA) #9. Further |
| review of the Form ravealed the facllity did not
' report the allegation of abuse to the Stale

! Agencies until 03/19/15.

| Interview, an 04/07/15 at 4:30 PM, wilh CNA#1,

. revealed an 03/15/15 around 7:30 PM, she heard
RN #2 yelling at Resident #1, and haarg the RN
State she (RN #2) haled Resident #1 and all of
the facility's residents. Per interview, CNA #1
considered what sha had witnessed as verbal
abuse; howevar, she did not immediately raport
the abuse,as per the facliity's policy. According to |
CNA#1, she was a new employee and in :

 Orientation she had been educatad la report

| alleged abuse o the Charge Nurse, She stated

' RN #2was the Charge Nurse the night the

' Incident occurred, so she didn't know who lo ,

: repart the abuse la. {

| Interview, on 04/07/15 at 4:20 PM, with CNA 27,

| revealed on 03/15/15 araund 7:30 PM, she was

. standing in the haliway when she overheard RN
#2 yelling 2l Resident #1. Per interviaw, RN #2
later stated while standing in the haltway she

- hated al the faclfity's rasidants. According 1o

 CNA#7, she considered what she had witnessed

! as verbal abuse; howaver, she did not

| immediately repart the abuse, as per the facllity's
policy. Continued Interview revealad since RN #2

i had been the Charge Nurse that night, she didn't
know who ta report the abusa to, since her

" orientation education on abuse had been for the

| CNAs to report alaged abuse (o the Charge
Nurse,

|

! Interview, on 04/07/15 at 2:30 PM, with CMA #g

l revealed on 03/15/15, she had overheard RN #2
yelling at Resident #1 10 stap coughing in her
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F 228, Confinved From pags 56 | paog first staff orientation date on 4/27/15,

|
Administrator will review all abuse
allegations to manitor for f
implementation of policy. Social
Worker will conduct an audit of all :
staff regarding knowledge and
understanding of Abuse Prevention :
policy weekly for 60 days, monthly
for 120 days, bi-monthly for 120 days,
and then quarterly thereafler. Social’
Worker will conduct sudit by utilizing
questionnaires covering types of |
abuse, signs and symptoms of abusd,
reporting of abuse, and facility !
policies and procedures regarding |
abuse. Audits will be conducted on al]
shifts Monday through Sunday. |
Social Worker will immediately
conduct retraining as needed for stn%f
which does not display knowledge and
understanding of Abuse Prevention |
policy. Social Worker will report all]
concerns and any need for retraining
to the QAPI Committee. The !
Administrator wilf report all concenis
regarding implementation of policy |
will be taken to QAPI Committee for
further investigation and resolution, |

i
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other hall.

! rapart the incident as the abuse invoived the |
i Charge Nurse. Per interview, the facility's policy
 was not followed by staff on 03/15/15, and there

F 226 | Continued From page 57
| face, Per interview, sha felt what she had heard
: was verbal abuse, but didn't repord it herself
+ because the CNAs had witnessed the whole
' incident and she thought they going to report it.
- According to CMA #8, the verbal abuse should
have been reported o the nurse working an the

Interview, on 04/07/15 at 3:08 PM and on
041615 at 1.06 PM, with the SSD revealad the
staff who wilnessed the incldent on 03/15/15,
should have immediataly reporied the aflaged i
abuse; however, had not followed the facility's
abuse reporting process and policy on 03/15/15

“ when they failed to Immediately report it.
According fo the SSD, if staff wilnessead 2lleged
abuse, they should immediately repart the
allagations to her, the DON, Administrator or lheir
supervisor, as per the policy. Continued interview |

' revealed the facility’s policy was for 21l allegations !

- of abuse lo ba reported to the State Agencies i
immediately upon the facilily receiving nolification
of an alleged sbuse incident. Per Interview, tha
DON was notified on 03/17/15, al night, and she
{S5SD) was not aware of this informatlon, as the

. DON did not report tha allagad abusa lo herunti! |

| 03/18115. Therefore, she revealed she did not

" nolify the Slate Survey Agency until 03/19A15;
however, it should have been reported (o the i
Stale Survay Agency on 03/18/15.

Interview, on 04/02/15 at 11:40 AM and at2:19
- PM, and on 04/07/15 at 9:35 AM and at 3:21 PM,
" witi the DON revealed because RN #2 was the |
i Charge Nurse on 03/15/15, the staff who i
! witnessed the Incident had been unsure of who to |

F 226

|
|
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F 226! Continued From page 58

. was adelay in staff reporting the Incident lo the
facliitys Adminisiration. Tha DON revegled the

, facility's policy was ta immediately report al
allegations of abuse within twenty-four (24) hours |
to tha State Agencles upon natification of the

incident. She staled however, the faclity's policy '

- had not been fallowed for the incident of

0311515, since the Incident was not reported untit
03117115, whan CNA #1 called her at home to
repartit. Further interview revealed she had

: notified tha SSD and Administrator on 03117115,

of the Incident after It was reported to har by CNA, |

#1. However, in interview lhe 550 staled the

DON did not report the alleged abuse to her unti

03/18/15. Further intarview with the DON

reveated the facility did not follow the policy o

report inciderts immediately,

Interview with the Administrator, on 04/06/15 at
2:35 PM and on 04/07/15 at 4:00 PM, revealed
the facility’s policy and procedure for abuse was
i staff wera to report all allegalions of abuse
| immediately 1o either the Charge Nurse, the SSD,
the DON or him to ensura residenis' safely. Per
interview, the incident invalving Resident #1
which eccurred on 03/15/15, was wilnessed by
thres (3) staff members who failed (o report the
- Incident immediately, as per the facility's policy.
- The Administrator revealed the facility's policy
was also lo immediately report all allegalions of
abuse to the Stale Agencies after being notified of
an alleged abuse incident. However, per ;
* Interview, the facility had not followed the pelicy la .
' report immedialely, |

- The facility provided an acceptable credibla
Allegation of Compliance {AOC) on 04/14/15,
which alleged removaf of the 1 effeclive
04/12/15. Review of the AQC revealed the facllity

F 226
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impiemented the fallowing: |

1. On 0318715, the facility initiated an '

investigation into the incident involving Resident ,
- #1, The Social Worker {SW) Interviswed !

Resident #1 regarding the allegad incident. The

SW interviewed olhar rasidents with a Brief

Interview for Mental Status (RIMS) score of eighl

(8) or greater for possible abuse allegations

committed by Registered Nurse {RN) #2.

| 2. The Director of Nursing (DON) Interviewed : '
staff who had workad from 03/15/15, the date the
alleged incldent accurred through G3/17/15,

. regarding non-interviewabla residents who might |
have had changes in their behaviors which might

' indicate possible abusa,

|

t 3. The Adminlstrator and DON raviewed the

i facility's abuse policy and determined the palicy
was in compliance with regulations.

' 4. The DON counseled Certified Nursing ;
Assistant {CNA) #1, CNA#7 and CNA#9, on !

' 0371815, Individually and educated each one {1) |

, thal afl staff are lo report abuse immediately and |

| to call the Administrator, DON or SW if they could

; not report allegations lo their immediate

| supervisor.

- 5. After the invesligalion, it was delermined the
' allegation was substantisted and Reglstered

' Nurse (RN) #2's employment was terminated on
. 03/18/15.

6. On 04/08/15, the Administrator met with the
SW 1o ensure she was fully avare of the facilily's
Abuse Prevention Palicy.

i
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7. The SW educated all staff 04/08/15 through !
' 04/11115, on the facility's Abuse Prevention

Policy, except for four (4) staff who were ¢n

medical leave. Afler the education was provided, -

staff had o take a post-test to determine they
| wers knowledgeable and understood the abuse

policy. The faur (4) staff on medical leave wil not

be placed on the schedule for work until they |

have been educated.

8. On 04/08/15, the facility's new hire orientztion
was ravised to Include the abuse education and

, bost-tasy, which new hires will receive prior te

. warking to being oriented 1o their respective
departments. This will go Into effect for the next
arientation date, 04/27/15.

'9. Ono4/09/15 through 04/11/15, the i
Administratar made rounds throughout the faciity [

- an alf shifts to ensure staff were knowladgeable !

and had understanding of the faciiity's "Abuse i

Prevention Policy”, which included questioning | f

, Staff on Lhe policy. Per the AOC, all slaff replied
appropriately to the questions asked by the i

| Administrator.

! :

' 10. On 04110115, Aclivities slaff put up an abuse

[ pravention bulletin board in the employee break
room which included information on when to |
report abuse allegations, to whom they should : i
report and the types of abuse.

11. All concerns regarding the "Abuse Pravention | i i
: Policy” will be taken ta the facility's Quality |
| Assurance/Qualily Improvement (QAPY) i
i Commiltea, which consists of the Medical |
 Diractor, Administrator, DON, ADON, SW. i I

Maintenance Direclor, Activilies Director, ! . |
' Housekeeping/Laundry Supervisor and Dietary !
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Manager which meels weekly.

‘ The State Survey Agency validaled the
Implementation of the facility's AOC as follows:

. 1. Review of the fina! “Resident Abuse
Investigation Repori Form", dated 03/20/15, and
sighed by the SW and Adminisirator, revealed the

- investigation into allaged verbal abuse of i

" Resident #1 on 03/15/15, was iniliated on
D3/18115, as par the AOC. Raview of tha Form

. ravealed RN #2 was suspended on 03/18/15,
other residents with a BIMS score of eight (8} or
greater were interviewed for possible abuse
allegations commitied by RN #2, : i ;

. Interview, on 04/16/15 at 1:06 PM, with the SW |
confirmed the investigation findings. The SW
revealed she had interviewed residents with a 1 !
8IMS score of eight (8) or greater for possibla
abuse allegations commitied by RN #2, withno |
concems voiced.

_Interview, on 04/16/15 at 3:00 PM, with the
Administrator confirmed tha investigation was
perarmed, the SW interviewed the interviewable

| residents and the allegation of verbal abuse by
RN #2 had been substantiated.

: i

i 2, Interview, on 04/07715 at 2:25 PM with

i Licensed Practical Nurse (LPN) #3, and on i

| 041515 with RN #4 gt 11:45 AM, who had bolh |

' worked from 03/15/15 through 03/17/15, revealed |

' the DON had guestioned them regarding

' residents who were non-interviewable, who might .

+ have had behavior changes which could have

' indicaled possible abuse. Per Interview, they had
not observed any bahavior changes in those i
rasidents. | |
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Interview, on 04/16/15 at 2:26 PM, with the DON
revealed she had questioned and interviewed Do
- staff who had worked during the 63/15/15 through
- 0311715 timeframe, about whether the staff had
 noticed changes In non-interviewabls resident’s
behaviors, which might have indicated possible |
- abuse. Per Interview, no reporls of behavior i
changes indicaling possible abuse were i ;
verballzed by staf. i |

3. Further review of the facility's final *“Resident
. Abuse Invesligation Repart Form"” revealed the

faciiily's abuse policy was reviewed and it was

determined no changes were needed.

interview, on 04/16/15 at 2:26 PM, with the DON
| @nd al 3:00 PM with the Administrator, ravealed
{ they had reviewad the facility's abuse policy and it
j was delermined to be in compliznce with the

i

f

!

!

|

|

l: ’

3 regulalions. i }
i

4. Review of the faclity's final "Resident Abuse H
| Invastigation Report Form” revealed CNA #, i
 CNA#7 and CNA #8 were counseled by the DON

during the facliity's investigation, on imrediately
| reparting allegations of abuse. Addtitionally, the
; DON educaled the thres (3) CNAs on calling the
: Administratar, DON or SW to report alleged
- abuss, if unable to report to their immediate
| supervisor.

| interview, on 04/07/15 at 3:00 PM with CNA #9, at
4:20 PM with CNA#7 and at 4:30 PM with CNA : i
g #1, revealed they had all been aducated on the ! '
! facility’s abuse palicy and to repont abuse 1

{ immediately to their supervisor, Per interview, |
: they were all educated if they couldn't report | I
- allegations of abuse to their supervisor, they i
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 Inlerview, on 04/16/15 at 2:26 PM, with the DON

revealed she had counseled and educated CNA
#1, CNA #7 and CNA #9 individually regarding the
abuse policy and to report allegations of abuse

* Immedialely lo their suparvisor, and if they
couldn'l repart to the supervisor thay should call

. the Administrator, SW or her lo report allegations
of abuse.

+ §, Raview of the facility’s final "Resident Abuse

. Investigation Report Form™ revealed the

. allenation was substanliated and RN #2 was
terminated on G3r18/15. Enterview, on D4/16/15 at

' 1:06 PM, with the SW confirmed the investigation

. findings.

Review of RN #2's persannel file reveaied the RN
was lerminated on 03/18/15.

interview, on 04/07/15 at 1:50 PM, with RN #2
revealad her employment at the facility had baen
tarminatad.

Interview, on 04/16/15 at 3:00 PM with the
- Administratar, revealed RN #2's employment was
lerminated, as per the AOC.

' 6. Interview, on 04/16/15 al 1:06 PM, with the
SW confirmed the Administrator had met with her

| and discussad her undersianding of the facilily's

; Abusa Pravention Palicy.

! Interview, on 04/16/15 at 3:00 PM, with the

i Administrator confirmed he had met with the SW
and discussed her understanding of the facility's

| Abuse Pravention Palicy to ensure she was fully

] I
| |
i

1 1
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aware of it. '

7. The facllity’s abuse Inservice material and
post-tests were reviewed and checked against
the masler fist of current employees. Review of
the facilily's in-sarvice sign-in forms for the dates
of 04/08/15 through 04/11/15, revealed all staff
disciplines were educated regarding the facllity's
abuse policy.

Interviews on 04/15/15 with RN #4 at 11:45 AM; |
CNA#12 at 1:20 PM; House Keeping #14 at 1:25
PM; Dietary #15 al 1:30 PM; LPN #6 at 1:40 PM; |
" LPN #1 at 1:50 PM; LPN #8 at 2:10 PM; CNA %13
al 2:20 PM; CNA #4 at 3:40 PM; CNA #11 at 3:50 !
. PM; LPN #9 at 7:10 PM; RN #5 at 7:20 PM; CNA
i #3 al 10:05 PM; CNA #4 al 10:19 PM; CNA #17 at
| 10:25 PM; and CNA #18 at 10:30 PM; and on
04/16/15 with CNA #4 at B:00 AM; CNA#3 at 8:20
PM; LPN #6 al 12:38 PM; CNA #5 at 1:58 PM; |
i CNA#6 at 2:00 PM; CNA#11 at 3:55 PM; and i
| LPN #7 at 4:05 PM, revealed they had ail been
educated on lhe facility’s abuse policy and i
| procedure and had laken a pasi-test.

Interviaw, on G4/16/15 al 2:26 PM wilh the DON
and at 3:00 PM, with the Administrator revealed
| the four (4) staff on medical leave would nat be
allowed to work unlif they had received the abuse |
; aducation. !

{ B, The facility's new hire orientation information
and education was raviawed and revealed it

'included the abuse education and posi-test. '

" Interview, on 04/16/15 at 3:00 PM, with the
Administrator revealed the faciity's new hire

| arientation included the abuse education and

| past-test and would go Inic effect 04/27/15, as

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANB PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
185314 B WING 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
115 PIONEER TRACE
PIONEER TRACE NURSING HO
U URSING HOME FLEMINGSBURG, KY 41041
Xy SUMIARY STATEMENT OF DEFICIENCIES ( D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 Continued From page 84 ;

F 228

FORM CMS-2567(02-99) Previous Versions Obsclete Evant Itk PPYD11

Fadily 10: 100484 If continuation sheet Page 65 of 180



606-845-3507

Ploneer Trace

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09:37:44 05-26-2015 67 /92

PRINTED: 05/15/2015
FORM APPROVED
OMEBE NO. 0938-0391

per the AOC, i

9. The Adminlstrator's and DON's daily rounds
. og sheet daled 04/06/15 through 04/11/15 were
! reviewed and revaaled bath documented rounds
made on each day, on the threa (3) different '
shifts regarding interviewing staff about if they |
; were knowledgeable and had understanding of |
! the policy.

Intarview, on 0471515 at 11:45 AM with RN #4; at
i 1:20 PM with CNA #12; at 1:25 PM with House
| Keeping #14; at 1:30 PM with Dietary #15; at 1:40 |
" PM with LPN #6; at 1:50 PM with LPN #1; at 2:10 ¢
PM with LPN #8; at 2:20 PM with CNA#13; al
i 3:40 PM with CNA #4; at 3:50 PM with CNA #11;
at 7:10 PM with LPN ##9; at 7:20 PM with RN 5,
at 10:05 PM with CNA #3; at 10:19 PM with CNA
{4, at 10:25 PM with CNA #17; and at 10:30 PM |
with CNA #18 revealed the Administrator and i
! DON had performed rounds and asked staff
about the facllity's abuse policy.

Interview, on 04/18/15 at 2:26 PM with the DON
| and at 3:00 PM, with the Administrator revealed
| they had perdarmed the rounds 1o interview staff
' about their knowledge and understanding of the

abusa palicy, as per the AOC.

H
l
. 10, Observation, on 04/15/15 al 10:25 AM, of the |
employes braak room revealed a bulletin board |
present which contalned abuse infarmation
including when lo report abuse allegalions, who |
- to report to and the types of abuse. !

! Interview, on 04/16/15 at 3:00 PM, wilh the

i Administrator revealed Activity staff had put the i
i bullelin board up in the employee break room. |
, The Administralar revealed the board Included !
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abuse prevention information as per the AOC, ‘
| 1. Interview, on 04/16/15 1:06 PM with the SW,
| 8t 2:26 PM with the DON and at 3:00 PM, with the
| Administrator revealed any concerns related to
the facllity's abuse policy would be taken lo the
facility's QAPI Committee, discussed and plans
developed to implernent.
 Interview, an 04/16/15 at 1:20 PM, with the i '
| facility's Medical Director revealed he participated '
' In the facility's QAP Committee and had been
! Informed of the incident invalving Resident #1. |
' The Medical Director stated any concerns |
regarding the facility's abuse policy would be !
discussed in the QAPI Commitiea meeting. i i
F 279 483.20(d), 483.20(k}{1) DEVELOP Fare, On 4/7/15, MDS staff completed an|
SS=Kk COMPREHENSIVE CARE PLANS update of Comprehensive Care Plans
(CCP) for residents #1, #3, #4, #5, %6,
i A facility must use the resulls of the assessment #7,48, 49 #10, and #11 to reflect |
| to develop, review and revise the resident's e i S
. comprehensive plan of care, eacl} resident’s advance directives.
Residents #2 and #12 CCP was not
The facllity must develop a comprehensive care updated as they had been discharged
plan for each resident that includes measurable i from facili
cbjectives and timetables to meet a resident’s ;i ity. |
medical, nursing, and mental and psychesocial ]
needs that are ideniified in the comprehensive On 4/7/15, upon review of all resideht
assessmen. i . CCPs, MDS staff determined that |
| The care plan must describe the services that are . resident advn.nce directives were not
| to ba furnished to altain or maintain the resident's : | documented in CCPs. MDS staff :
higl:;st prajc:icalﬁpbyslcal. me_nta:jl. ar:jd | updated all resident CCP to reflect '
! psychosocial we eing as required under . ' : s
| §483.25; and any services that would otherwisa I residents’ advance directives 0{'
' be required under §483.25 but are not provided : 4/7/15. MDS staff conferred _Wlth
due to the resident’s exercise of rights under f Medical Records staff to verify all
+ §463.10, including the right to refuse treatment i residents’ code status was correct.
|
.\ 1
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; under §483.10(b)(4).

This REQUIREMENT is not mat as evidenced
s 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 the i
| Comprehensive Care Plan was developed related -
, to residents’ Advance Direclives and code stalus
: for twelve (12) of twelve {12} sampled residenls
(Rasidents #1, #2, #3, #4, %5, 46, #7, 48, #9,#10,
#11 and #12) to ensure tha rasident’s code status |
i was honared and Cardiopulmonary Resuscitatian °
(CPR) was provided as requested when Resident
! #2 was found unresponsive on D3/28/15,

| Resident #2's Responsible Party signed a
| document on D3/25/5, requesting to have CPR
+ pravided in the event nf cardiac or respiralory
i fallure, However, review of Resident #2's
I Comprehensive Cara Plan revealed no
| documented evidence of a care plan developed
regardlng tha resident's requasted Full Code |
i Status (a Fuli Code stalus Indicales in theevent !
; of cardiac or respiratory faifure, Iife-saving |
; measures would bae initiated) with interventions tu
' address hisfher code status.

At approximately 4:50 AM on 03/28/15,
i Ragisterad Nurse (RN) #1 entered Resident #2's |
! room, found the resident unresponsive, checked |
- for a pulse and respirations and did nol obtain
' any; however, RN #1 falled lo Initiate CPR !
i according to the resident’s wishes as indicated on
the Advance Directives form.

The faclity's failure lo ensure residents’
i Comprehensive Cara Plans wera developed to

(x4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX |  (EACHDEFICIENCY MUST S PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULDBE  » COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
; DEFICIENCY)
' . pilanst{o Jy1] 101
F 279! Continved From page 67 F270 each resident.

. The Code Status Policy was revised to

incorporate instructions to add code
status to residents CCPs on admissign.
The Code Status Policy instructs staff
that upon admission to facility, the
charge nurse will create care plan for
resident code status that is derived
from resident’s advance directives.

All staff, except for four, were
educated on revised code status policy
between 3/31/15 and 4/16/15 by DON
and ADON, The four staff members, 1
LPN and 3 CNAs, who did not receive
this education, are on medical ieave!
with an unknown date for return at this
point, however, they will not be
allowed on the schedule until they
have completed the education that is
to be conducted by DON or ADONJ
Furthermare, this education has been
added to the facility’s orientation |
program, for nurses, which is i
conducted prior to new employees
providing direct care in the facility.
Administrator educated, on 4/7/15,
MDS staff on the need for residents!
code status to be on resident care plan.
Administrator also educated, on
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include their requested cade status with i

' interventinns in place to ensure their code status |
was honored has caused or is likely lo cause

' seriaus injury harm, Impakmenl, or death to a
resident. Immediate Jeopardy was identified on
04/07/15, and was determined to exist on
03/28M5. The facllity was notified of the
Immediate Jeopardy on D4/07/15.

The fecility pravided an acceptable credible
Allegation of Compliance (AOC) on 04/14/15 with
the facility alleging remova! of the Immediate
Jeopardy on 04/12/15. The State Survey Agency

! valldaled removal of the Immediate Jeopardy as

 alleged an 04/12/15, prior to exit on 04/16/15, |

+ With remaining non-compliance at a Scope and

| Severity of a "E” while the facility devalaps and

i implements a Plan of Correction and the facliity's

. Quality Assurance (QA) monitors to ensure

| compliance with systemic changes.

" The findings include:

Review of the facility's policy liled "Resident Care '
Plan”, dated 05/01/09, revealed the purpose of
the policy was to develop a Camprehensive Care
Plan for each resldent which included measurable
| Objectives and timetables to meet the needs
! identified. Per the Palicy, the nursing care plan ,
| would be initiated within twenty-four (24) hours of |
i admission. Continued review revealed the i
| resident’s care plan would reflect the specific
needs of each resident to include physical, social,
and emotional problems and concerns. The j
Policy revealed the services provided or arranged ,
by the facility would meel professional standards,
and qualified persons would provide services in
' atcardance with each resident's writlen planaf
care, i

F 279" Care Plan Conferences beginning on

" code status has been added to resident
4/1515.

Social Warker will discuss with
residents/ responsible parties during
Care Plan Conferences to determine
any change to advance dircctives, If
residents/ responsible parties do not
! attend Care Plan Conferences, Social
Worker will contact resident/
responsible party directly to determine
changes to advance directives. Social
Worker will document discussions in
residents’ chart. Social Worker will
update the resident Care Plan if any
changes occur. Administrator will
audit Social Worker documentation to
ensure Social Worker is having
discussions with residents/ responsible
parties regarding their advance
directives. DON will conduct chart
audits of all new admissions to verify
resident advance directives are |
documented on resident chart and ;
Care Plan. MDS staff will audit all |
new admissions for cods status on
CCP during admission assessment. |
- Administrator audited all current ,
. resident charts on 4/9/15 to verify that
| code status was on all residents care!
. plans. No issue identified. Any issues
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: committee,

. 1. Record review revealed the facility admitted | i

| Resident #2 on 03/25/15, with diagnoses which :

included a history of Myocardial Infaret (Heart 6/12/15
Attack), Caronary Artery Bypass Graft, aftercare |
for a Traumalic Fractura of the Hip, and Diabetes.

" Review of Resident #2's "Admit/Re=dmit

! Screener” assessment, dated 03/27/15, revealed

! Resident #2 had provided the informalion for the
assessment, and was noted lo be alert to person
and verbally appropriate. Review of the

| Physician's Crder, dated 03/25/15, revealed an
order for Resident #2 to have a Full Code stalus, -
Review of the "Coda Status Consent Form" dated i
03/25/15 and signed by Resldent #2's :
Respansible Party, revealed the Respaonsible .
Party requested and consented to the use of i

- cardiac compressions or artificial ventilation to

| resuscitste the resident in the event of death.

: However, review of the Comprehensive Care

i Plan (CP) for the admission dala 03/25/15, i
revealed no documented evidence a care plan | i

. was developed for Resident #2's Advance
Directives and "Full Code" status with

. interventions la ensure the resident's request was i

i honored. | ]

! On 03/28/15, Resldent #2 was found to be

I unrespensive and without signs of life by RN #1,
¢ After verifying the resident’s Full Code stalus, RN | !
| #1 failed to initiate CPR, in conirast to Resident
' #2's wishes. (Refer to F155, F281 and F490)

| 2. Record review revealed the facility admitted
| Resident #1 on 02/10/15, with diagnoses which
| included Cerebral Embolism with Cerebraf

! infarction, Diabeles, Depressive Disorder and | !

| Parkinson. Review of the Admission Minimum | ; ;
, Data Set (MDS) Assessment, dated 0211915, ! !
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| revealed the facllity assessed Resident#1 o

i have a Brief Interview for Mentat Status (BIMS)
scare of thirteen (13) out of fifteen {15) which

" indicated the resident was cognitively intact.
Continued record review revealed Resident #1
had requested to be a “Full Code” and signed a
document noling this on 02/10/15. However,
review of the Comprehensive Care Plan (CP)

" dated 02/23/15, revealed no documented i

avidence a care plan was developed for Resident |

#1's Advance Directive and/or Full Code status

with Interventions to ensure the resident's request

i was honored.

J. Review of Resident #3's medical record

! revaaled lhe facility admilted the resident on

. 0B/17112, with dlagnoses which Included

Depression, Anxiety, Hypertension, Autaimmune

Hepatitis, Diabeles and Insomnia. Review of the

Quarterly MDS Assessment, dated 03/09/15, ;

revealed the facllity had assessed Resident #3 Ig |

have a BIMS score of fourtesn (14) out of fifteen

| {(18) which indicaled the residenl was cognitively

! intact. Continued record review revealed
Resldent #3 had Advance Directives dated

+ 09/27112, requesting to be a *Full Code”,

i However, review of the Comprehensive Care

; Plan, dated 03/18/5, revealed no documented

i. evidence a care plan was developed for Resident

. #3's Advance Directive and/or Full Code status
with inlerventians {o ensure the resident's request

| was honored.

i 4. Review of Resldent #4's medical record

| revealad the faclfity admitted the residant an
10/09/14, with diagnoses which included Maod
Disorder, Chronic Airway Obstruction, Anxiety,
Cepressive Disorder, Hypertension and Chronic

' Kidney Disease. Review of the Quartarly MDS

F 278

!
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. Assessmant, dated 01/12/15, revealed the facility '
assessed Resident #4 as being moderately
cognitively impaired, with a BIMS scare of twelve
(12} out of fifteen {15). Continued record review
revealed Resident #4 had Advance Directives
daled 10/09/14, indicating he/she did not want
CPR. However, raview of the Comprehensive
Care Plan {CP) dated 01/15/15, revealed no

| documented evidence a care plan was developed
for Residenl #4's Advanca Directive and/or Do
Mot Resuscitate (DNR) status with interventions

. o ensure the resident's request was honorad.

E 5. Reviaw of Resident #5's medical record !
i revealed the facility admitted the resident on i
¢ 03/168/11, and readmitied on 09/11/13, with ' :
diagnoses which included Chronic Airway
1 Obstruction, Hypertension, Congastive Heart
! Failure, Disorder of the Kidney and Urater,
! Anxiety and Debllity. Review of the Quarterly
. MDS Assessment, dated 02/02/15, revealed the
facility assessed Resldent #5 as being cognitively i
intact, with a BIMS scora of fifteen (15) oul of i
. fifleen (15). Continued record review revealed : i
Resident #5 had Advance Directives, dated
01/13/15, noting the rasident did nat want CPR.
However, review of the Camprehensive Care |
' Plan (CP) dated 03/13/15, ravealed no
documanted evidence a care plan was developed
* for Resident #5's Advance Directive and/or DNR i
i status with interventions to ensure the resident's
i requast was hanored,

i 8. Review of Resident #6's medical recard |
| revealed the facllity admitted the resident an ! i
| 02/13/14, with diagnoses which inclided ; |
' Coronary Artery Disease, Anorexia, Depression ' |
i and Anxiety. Review of the Annual MDS i
| Assessment, daled 02/15/15, ravealed the facility | i '
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| assessed the resident to be moderately

- cognitively impaired, with a BIMS score of twelve
+(12) out of fifteen {15). Conlinued record review |
: revealed Resldent #5 had Advance Direclives,

| daled 02/13/14, noting the resident did not want

| CPR. However raview of the Comprehensive

| Care Plan (CP) dated 01/30/15, revealed no

; documented evidence a care plan was developed
! for Resident #6's Advance Directive and/or DNR
status wilh interventions lo ensure the resident's
request was honored.

7. Review of Resident #7's medical recard
revealed the facilily admitted the resident on
10/20/14, and readmitted on 03/17/15, with
diagnoses which included Methicillin Resistant
Slaphylococcus Aureus (MRSA) of Unspecified
Sile {an antibiotic resistant bacterial infection),
Diabetes, Peripheral Vascular Disease, Gerabral
Artery Qcclusion with Infarct and Hypertension.
Review of the Admission MDS Assessment,
dated 03/26/15, revealed the facilily assessed the |
resident 1o be cognilively intact, with a BIMS
score of fifteen (15) out of fifleen {15), Continued _ {
record review revealed Resident #7 had Advance ]
* Directives dated 03/17/15, requesting to be a ; '
“Full Code”. However, raview cf the '
. Comprehensive Care Plan {CP) dated 03/31/15,
| revealed no documented evidence a care plan :
| was developed for Resident #7's Advance :
Directive andfor Full Code stalus with I
. Interventions to ensure the resident's request was |
hanored until 04/07/15.

8. Review of Resident #8's medical record

revealed the facility admitted the resident on [
11/25/14, and readmitied an 03/16/15, wilh '
diagnoses which included Chronic Alrway |
Obstruction, Chronic Kidney Disease, Depressiva [
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Disarder, Peripheral Viascutar Disease, Diabates,
| and Malignant Carcinold Tumor of the Transverse
| Colon. Review of the Admission MDS
Assessment, dated 03/22/15, reveated the facility |
assessed tha resident to be moderately {
cognitively impaired, with a BIMS score of eleven i
(11} out of fifteen (15). Centinued record review : '
| ravealed Resident #8 had Advance Directives i - !
daled 03/13/15, requesting to he a "Full Cade”, i
However, review of the Comprehensive Care ; ! '
Plan (CP) dated 03/24/15, revealed no b !
documented evidence a care plan was devejoped '
. far Resident #8's Advance Diractive andlor Full
Code status with interventions to ensure the
; resident's requast was hanored untll 04/07/15,

' 9, Review of Resident #9's medical record ; !

' revealed the facility admitted the resident on !
07/03/14, and readmitied on 09/19114, with
diagnoses which included Epitepsy, Dementla,

i Anxlety, Cardiovascular Disease and Chronic

+ Kidney Disease. Review of the Admission MDS
Assessment, dated 07/10/14, revealed the facility

- assessed the resident to be cognitively intact with

. 8 BIMS score of fifleen (15) out of fiftean (15).
Continued record review revealed Resident #9

| had Advance Direclives dated 04/01/13,

| requesting to be a *Full Cade®, However, review { !

i of the Comiprehensive Cara Plan (CP) dated !
03/25M5, revealed no documented evidence a
care plan was developed for Resldent #8's

' Advance Directive and/or "Full Code” stalus with i

| Interventions {o ensure the resident's requast was .

i honored until 04/07/15.

|
' 10. Review of Resident #10's medical regard i
revealed the facllity admilied the resident on ; I
12/65M1, and readmitted on 05/31/12, with i
diagnoses which included Congestive Heart ! '
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| Failure, Osteoporosis, Depressive Disorder and
insomnia. Review of the Annuat MDS
Assessment, dated 09/04/14, revealed the facility
assessed the resident to be cognitively intact,
with a BIMS score of fifteen (1 5) out of fifteen
(15). However, review of the Com prehensive
Care Plan (CP) dated 02/17/15, revealad no

' documented evidence a care plan was developed
for Resident #10's Advance Directive and/or Full :
Code stalus with intervenlions to ensure the I
resident’s request was honared. Continued : ]

. record review reveated Resident 210 changed i ;
hisfher Advance Directives on 0410/15 fram a l i
"Fult Cade”stalus to a DNR statvs and acare | ’
plan was developed for the DNR stalus at that i l

: time. I i

11. Review of Resident #11's medical record | !
. revealed Lhe facility admitted the resident on : ! t
' 03/1615, with diagnoses which included Atrial | !
. Flbrillation, Coronary Artety Disease, _

Hypertension and Renal Insufficiency. Review qf !

the Admission MDS Assessment, dated 03/23/1 5, |
 fevealed the facility assessed the resident lo be
| cognilively intact, with a BIMS scare of fifteen {1 5)" ;
' aut of fifteen (15). Continued record review i 1
' revealed Resldent #11 had Advance Directives
| effective 04/01/15, requesting to be a *Full Code", |
! However, reviaw of the Comprehensive Care ]
' Ptan {CP) iniliated on 03/17/ 5, revegled no i

documented evidence a care plan was developed |

for Resident #11's Advance Direclive andfor Full
+ Code status with intetventions to ensure the

resident’s request was hanored.

12. Review of Resident #12's medical recard
revealed the facility admitted the resident an
1 08726111, and readmitied him/her on 06/07112,

| with diagnoses which Included Schizophrenia, |
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Continved From page 75

. Episodic Mood Disorder, Depressive Disarder

* and Malignant Neoplasm of the Kidney. Raview
of the Quarterly MDS Assessment, dated
02/02/15, revealed the facilily assessed the
resident ta be cognitively Intact, with a BIMS
score of fifteen (15) out of fifteen (15). Continued
record review ravealed Resident #12 had
Advanca Diractives affactive 09/23/15, Endacallng f
helshe did not want CPR. However, review of the
Comprehensive Care Plan {CP) dated 02/05/15,

' revealed no documenled evidence a care plan
; was developed for Resident #12's Advance
Directive andfor DNR status wilh interventions to

" ensure the resident's request was honored until

i 04/0715.

i Interview with the MDS Coordinator, on 04/07/15
| at 9:30 AM, ravealed her deparlment was
“responsible for resident care plans. She stated
care plans were developed hased on the
: residents’ Individuat neads, Per Interview, the
| resident’s code status was on the resident’s face
| sheet, Continued review revealed residents were
| not care planned regarding their code siatus,
However, she stated if a resident was a Full
- Code, CPR was required to be parformed. The
: MDS Cooardinator acknowledged the issue was a
cara need for the resident and should be care
- planned.

1
Intennew with the Direclor of Nursing ({DON), on I
| 04/06/15 at 4:02 PM, revealed care plans were |
' developed based on each resident's individual |
needs. The DON stated the resldents wera not |
' curmrently care planned related to their code ;
status; however, she acknowledged it was a care |
need and shouid be care planned. She further |
stated the facility should devefop and implement
care plans for every resident which Included
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Interventions relaled to each individual's cods
status,

; Interview with the Administrator, on 04/06/18 at
4:30 PM, revealed facility residents, including

' Resident #2, wera riot care planned for code

, status. The Adminlstrator staled interventions

' relaled to care needs in the event of a cessation

' for every resident and included on the
; Comprehensive Care Plan.

The facility provided an acceptable credible
Altegation of Compllance (AOC) on 04714415,
, which alleged remaval of the 11 effactive

" implemented the following:

{ 1. On 03728115, the Dlrectar of Nursing (DON)

| Resident #2. Tha DON interviewed {Registered
#3 and CNA#4 regarding Resident #2 not
recsiving Cardiopulmonary Resuscitation (CPR)

 even though the resident was Full Coda Status.
RN #1 was suspended pending the facilily's

" Incident invalving Resident #2 on 03/28/15 was

; sent to the State Agency by the Social Services
_l Director.

! position af employment wilh the facility.
| 3. On 03730115, the facility developed a Code

. Stalus Acknowledgement policy which included
 the procedure for a visual Identification sysiem.

! application of a green bracelet o the resident's

of heart andlor lung function should be developed '

" Nurse) RN #1, Certified Nursing Assistant (CNA)

. investigation. On 03/30715, an inilial report of the |

1 2. On03/30/15, RN #1 was terminated from her

|
. Full Code status residents would be Identified by |

F279]

04/12115. Review of the AOC revealed the facillly l l

initialed an investigalion inlo the Incident invelving | ?

!
;
|

|
|
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' wrist, and placement of a green sticker oulside |
¢ the resident's daor beside their name. A resident '

with a Do Nol Resuscitata {DNR) status would
- have a black sticker on the door by thelr name. |

4. On 03/31/15, the DON and ihe Assislant DON !
. (ADON) conducled education In small group |
| sessions to all staf (with the exceplion of four
{4}siaff an medical leave) related to their
knowledge and understanding of the facility's i
Code Status Acknowledgement policy. Education |
related o lhe Code Status Acknowledgement !
policy was added to the Iralning agenda for New f
Employea Orientation. |

.8, On03/31/15, Madical Records personnel
[ canducled a review of all current residents in tha
facility to verify their code status.

| 6. On 03/3115 through 04/01/15, the Sectal

| Services Direclor {SSD) reviewed Advanca
Direclives with all current "Full Code" siatus

i residents and/or thelr Power of Attarney (POA) 1o .

i ensure their cade status was accurste.

. 7. On 04701115, the SSD verifid the Code
| Status Acknowledgement policy was

implemented by a visual inspection of alt full code ‘
. stalus residenis to ensure each had a green I
 bracelet an their wrist and a green sticker next to
i thelr name on the door. |

8. The 55D monitored daily beginning 04/0115 |
through 04/11/15, 1o ensure all full cade status
residents confinued lo wear a green bracelet and
 had a green sticker next to their name on Ihe
; oulslde of their door,

| 9. On 04106715 thraugh 04/41A15, the ‘
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