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F 000 ' INMmIAL ComvenTs

. An Abbreviated/Partiaf Extended Survey

! Investigating KY#D0020561 wag initiated on ;

{ 08/14/13 and concluded on 08/23/13. ;

- KY#00020561 was Substantiated with

' deficiencies identified. Immediate Jeopardy wag

. identifiedt on 08/15/13 and was determinad to !

- exist on 08/03/13 with deficiencies citeq at 42 ;

' CFR 483,10 Resident Rights, 7.1 57. 42 CFR

- 483.13 Resident Behavior and Facility Practice,

| F<223 F.225 and F-226; 42 OFR 483.15 Quatity _

; Ot Life, F250; 42 CFR 483,20 Resident :

' Assessment, F-280; 42 CFR 483.75 :

; Administration, F-490 at a Scope and Severity .

{S/8)of a "J', Substandard Quallty of Care (SQC Y

- was identified at 42 CFR 483.13 Resident ;
Behavlor and Facllity Practice, F-223, F-225 and

. F-226 and 42 CFR 483.158 Quality of Life F-250.

. The facility was notified of the Immediate

" Jedpardy on 08/15/13, =

| On 08/03/13 at 4:00 AM, Resident #2 was found

1 in Resident #1's room with the door closeq.

Interview revealeg Resident #1 was found In 5

: fetal position on his/her side with the pajama

pants and agutt brief pulled down below the

- buttocks and the buttocks were expogeqd. A wet

, Substance was found on Resident #1's buttocks,

* blanket, and on the Qutside of the aqult brief
Inferview revealed Resident #2 was sitting in

- his/her wheelehalr with the ipper of his/her pants

. down, interview and record review revealeg

' Resident #1 was not assessed for infury, nor was

. the resident's Physician or Legal Representative

' immediately notified of the incident. Interview and

. record review revealed the facility failed to

L investigate the incident and repart the incident to

: the appropriate State Agenties. Interview also

-

F 000,

SEE ATTACHED 9/16/13

Any daficianey stalemantendlng with steriek {*) denctes a deficlancy

other safeguards provide sufficiest p

HABORATORY CIREETORS O PROVIGERS ISR PRESENTATIVES SKSNATURE TITE
M - ,ﬁ_.e,zﬂ C? %’ZM/’/ V7 ;ﬂé}
which fhe Institytinn may ba exgused

{X8) LATE

o 10 e patients, (82¢ Inshrue)ions,) Excapt for Aursing homese, the findings stated above #ra dfsciceably 00 days

Tollowing tha date of Survey whether or nat a Plan of corraction ks provided, Fop NUrsing homes, the above findings and plans of correctian are disclogatty 14

diys following the date these documents ary mads avaiana fo the fachity. W daficiarcies ara Clled, an approved

Bregram participation,
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- revealed Resident #2 had a history of exhibiting

- inappropriate touching of Resident #1. Record
review revealed Resident #2 would stare into

. other residents’ rooms, cuss in the hallways, and

: make sexual comments; however, there was no

- documented evidence the facility had addressed
Resident #2's behavior.

" An acceptable credible Allegation of Compliance
(AQQC), related to the Immediate Jeopardy, was
received on 08/23/13. On 08/23/13, the State
Agency verified the Immediate Jeopardy was
removed on (8/20/13 as alleged, prior to exit,
with remaining non-compliance at 42 CFR 483.10 .
Resident Rights, F-157; 42 CFR 483.13 Resident .
Behavior and Facility Practice, F-223, F-225 and

. F-226; 42 CFR 483.15 Quaiity of Life, F-250; 42

- CFR 483.20 Resident Assessment, F-280: and
42 CFR 483.75 Administration, F-480 at a Scope

_and Severity (S/8) of a "D" while the facility

: develops and implements the Plan of Correction
{POC) and the facility's Cluality Assurance
monitors the effectiveness of the systemic

. changes.

Deficient practice was also identified during the
abbreviated survey at 42 CFR 483.10 Resident
Rights F-164 at a scope and severity of an "E".
F 157 483.10(b)11) NOTIFY OF CHANGES
$s8=J (INJURY/DECLINE/ROOM, ETC)

. Afacility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when thereis an
accident involving the resident which results in
injury and has the potential for requiring physician

intervention; a significant change in the resident's :

F 000.

F 157 SEE ATTACHED 9/16/13

FORM CM$-2557(02-39) Previous Versions Obsolgle Evenl ID-1TKI11

Faciily ID: 100185 If continualion sheet Page 2 of 84




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/02/2013
FORM APPROVED
OMB NO, 0938-0391

physical, mental, or psychosocial status (i.e.. a

- deterioration in health, mental, or psychosocial

 status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse

; consequences, or to commence a new form of

~ treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12¢a).

- and, if knrown, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
residenti rights under Federal or State law or
regulations as specified in paragraph {b){1) of
this section.

The facility must record and periodically update
the address and phone number of the resigent's
legal representative or interested family member.

. This REQUIREMENT is not met as evidenced

by
Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to have an effective system in place to
ensure the Physician was immediately notified of
an incident which required transfer to an acute
care facility for emergency treatment for one (1 )
of nine (9) sampled residents (Resident #1 )

- the Legal Representative for Resident #1 when
an incident occurred that required Physician
intervention. On 08/03/13 at 4:00 AM, Resident

#2 was found in Resident #1's room with the door

The facility must also promptly notify the resident :

. Additionalty, the facility failed to immediately notify
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closed. Interview revealed Resident #1 was
“found in a fetal position on his/her side with the

pajama pants and adult brief pulled down below
 the buttocks and the buttocks were exposed. A
- wet substance was found on Resident #1's

brief. Interview revealed Resident #2 was sitting

in his wheelchair with the zipper of his/her pants
down. Interview and record review revealed the

facility failed to immediately notify Resident #1's

Physician and/or Legal Representative of the
“incident. (Refer to F223)

The facility's failure to ensure an effective system
was in place to ensure the Physician and Legal

_ Representative were immediately notified of an
potential incident of sexual abuse was likely to
cause risk for serious injury, harm, impairment or
death. The Immediate Jeopardy was identified on
08/15/13, and determined fo exist on 08/03/13.
The facility was notified of the Immediate

. Jeopardy on (08/15/13.

The facility provided an acceptable sredible
Allegation of Compliance (AOC) on 08/23/15 with
the facllity alleging removal of the Immediate
Jeopardy on 08/20/13. The Immediate Jeopardy
was verified to be removed on 08/23/13, prior to
exiting the facility on 08/23/13, with remaining
non-compliance at 42 CFR 483.10, Resident
Rights, F-157 Notification of Changes with a
Scope and Severity of "D" while the facility
develops and implements a Plan of Correction,
and the facility's Guality Assurance continues to
monitor to ensure Physicians and Legal
Representatives are notified in the event of an
incident, accident or change in the resident's
condition.

buttocks, blanket, and on the outside of the adult )
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The findings include:

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

and Incidents" undated, revealed regardless of

- how minor an accident or incident may be, it must -

be reported to the department supervisor, and an :

. Accident/[ncident Report Form must be
- completed on the shift that the accident or

incident occurred with the time the resident's
attending Physician was notified as well as the
date and time the resident's Legal Representative

was notified and by whom.

- Review of the facility's policy titled, "Physician
- Notification Policy/Procedure" revised 08/07,

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

~except in emergencies.

. Record review revealed Resident #1 was

admitted to the facility o 05/10/12 with the
diagnoses which included Mental Retardation,
Scoliosis, and Anemia. Review of the Nursing
Notes, dated 08/03/13 at 4:.00 AM, revealed staff
entered the resident's room and found another

_resident in his/her room.

Review of the resident's Physician orders

revealed on 08/03/13 at 11:00 PM, an order was
received from Resident #1's physician to
transport Resident #1 to the emergency
department for evaluation: approximately

. nineteen {19) hours after the incident.

Review of the Social Service Notes, dated
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08/04/13 at 12:30 AM, revealed the resident's
Legal Guardian/Mother was informed of Resident
#1's transfer to an Emergency Department for an
evaluation and labs; approximately twenty and a
half (20 1/2) hours after the incident.

Review of the Emergency Department notes,

- dated 08/04/13 at 1:05 AM, revealed Resident #1 :
- presented to the emergency department for a :
. possible sexual assault. Continued review

: revealed, a sexual assault evidence collection

examination was completed and the results were

: hot available at the time of the survey.

Interview on 08/15/13 at 7:08 PM, with Licensed
Practical Nurse {LPN) #5 who was Resident #1's
primary nurse and charge nurse revealad she
found Resident #2 in Resident #1's room with the
door closed. Further interview revealed Resident

- #1's left hip and buttocks were exposed and the

blanket had wet spots on it. LPN #5 stated she

- notified her Manager On Duty who notified the
" Corperate Executive Officer {CEQ) who called

her for further information. LPN #5 stated she
was not directed to notify the Physician or family
and for non-emergencies the policy was to notify
within twenty-four (24) hours.

C Interview with the Assistant Administrator who

was alse Social Services Director {S8D), on
08/21/13 at 10:44 AM, revealed she was notified
of the incident on 08/03/13 at approximately 9:30
AM. Further interview revealed she did not follow
the facility's policy for notification because she did
not think anything had happened.

Interview with the CEQ, on 08/21/13 at 12:33 PM,

“revealed the Physician and family should have

been notified per the facility's policy.
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Interview with the Administrator, on 08/21/13 at

F2:42 PM, revealed the Physician and family

should have been notified when the incident
aceurred.

Interview with Resident #1's legal guardian, on
08/21/13 at 1:58 PM, revealed she was notified
by the SSD on 08/04/13 at 1:46 AM of Resident
#1's transfer to the emergency department.
Continued interview revealed she was advised
the staff had found a resident of the opposite sex
in Resident #1's room and the facility was
transferring Resident #1 to the emergency
department for his/her safety just to obtain a few
swabs but that the facility was one hundred
{100%} percent certain nothing had happened.
Continued interview revealed the legal guardian
was again notified by the SSD, after Resident #1
returned from the emergency department, and

- she was advised all examinations and labs were

negative and that no sexual assault had occurred.

- However, evidence from the sexual assault

collection examination had not been processed at
the time of the State Survey Agency's :
investigation, concluding on 08/23/13,

The State Survey Agency was unable to obtain an

interview with Resident #1's physician due to his
death on 08/05/13.

Interview with Resident #2's Physician and the

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

The facility provided an acceptable credible
Allegation of Compliance {AQC) on 08/23/13 that
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alleged removal of the IJ effective 08/20/13.
" Review of the AOC revealed the facility
“implemented the following:

1. The facility had addition formal assessments
completed per policy for 100% skin assessments
{as with all residents in facility) as of 08/20/13 to
remove . There was no indication of injury or
harm.

2. Resident #2 was placed on close observation
on 08/03/13 after the incident, due to becoming
agitated until resident was transferred to another
facility.

3. Social Services Director conducted a resident
meeting on 08/19/13. No other residents voiced

; any concerns. The facility's Ombudsman

~ attended the meeting.

. 4. Allinterviewable residents were

assessedireassessed by Social Service Director

- regarding feeling safe and informed residents
what to do in the event of another resident
coming into their rooms,

5. All staff {nursing, dietary, and
housekeeping/laundry) was re-in-serviced by
Administrator/other designees on Abuse policy
and procedures including Physician and family
notifications of 08/15/13. All staff {nursing,

- dietary, and housekeeping/laundry) will be

in-serviced/oriented to abuse policy, including
reporting. prevention, intervention, notifications
and detection upon hire, Additionally, staff will be
re-in-serviced annually by
Administration/Designee/Social Services Director.

6. On08/15/13, the Administrator

FORM CMS-2567(02-99) Previous Versions Obsolels

Evenl ID: 17K

Facilily 10 150168

if continuation sheet Page 8 of 84




PRINTED: 10702 13
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM App;q&%D
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X171 PROVICERSUPPLIER/CLIA (X2)MB)ITIPLE CONSTRICTION iX3j OATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NURMBER: A. BUILDING COMPLETED

C
1852389 B WING . 08/23/2013
STREET ADDRESS, CITY, STATE, ZIP CODE

323 WEBSTER AVENUE
EDGEMONT HEALTHCARE CYNTHIANA, KY 41031

NAME O PROVIDER OR SHPPLIER

X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X8l
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FUL. - PREFIX {EACH CORRECTIVE ACTION SHOULO BE CUMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMAT ION) : TAG CROSS-REFERENCEQ TO THE APPROPRIATE DaTE
: DEFICIENCY)

F 157 Continued From page 8 F 157
in-serviced/re-in-serviced Department '
Managers/Managers On Duty/Ql Members

- {Activities, Social Services, Medical Records,
General All Department Staff, Human Resources,
Business Office Manager, Director of Nursing,

- Nursing Managers, CEQ) regarding proper

* notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)

- in-serviced/re-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residents for
harm from abuse, and notifications to responsible
parties regarding abuse and what to do to ensure
other residents are not abused.

8. Resident safety monitoring policy was updated
by Administrator, Social Services Director, and
- CEO as of 08/15/13 to ensure that residents who
are at risk for safety, including resident who may
- have the potential to cause harm to themselves
or others were assessed, Nursing staff {Nurses,
CNAs, KMAs) were in-serviced on change/update
to policy by DON on 08/19/13,

9. Nurses will continue to pass on at change of
shift report any ongoing issues regarding
changes in condition/issues/concerms and be
discussed/addressed for monitering, etc., and
should be discussed daily (Mon. through Fri.)
morning meetings held by
Administrator/designee/Q| team
members/Department Managers.

10. Department Managers/QI
members/Managers on Duty will continue to
monitor residents daily to ensure resident safety
needs are met and complaints are addressed.
Issues/concerns are documented on QI
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- monitering tool for Administration/designee review
and follow up.

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

1. Copies of skin assessments, performed by
_licensed staff, for all residents currently residing
in the facility, as of 08/20/13, were reviewed. No
. concerns revealed during review of skin
" assessments.

2. Interviews with Licensed Practical Nurse
(LPN) #5 and Certified Nursing Assistant {CNA)
#2, 0n 08/15/13, revealed Resident #2 was on
close observation until transferred out of the
facility.

3. The facility provided a copy of the Resident

- Council meeting held on 08/19/13. Interview with
Resident #5, on 08/23/13 at 3:15 PM, revealed
the Resident meeting was held on 08/19/13 and
the Social Services Director asked if any
residents had any concerns that had not been
addressed.

. 4. Interview with Resident #5, on 08/23/13 at
3:18 PM, and Resident #9, on 08/23/13 at 3:25
FM, revealed the Social Services Director had

concerns as well as guidelines to use in case
another resident should come into their rooms.

- 5. The facility provided a copy of in-service sign
in sheet for 08/15/13 regarding training for all
employees on abuse. Interview with
Housekeeper #1, on 08/23/13 at 2:00 PM,
revealed she had attended the in-service
discussing abuse. Interview with Housekeeper

come into residents' rooms and discussed safety :
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F 157 Continued From page 10
#2, on 08/23/13 at 2:05 PM. revealed she had

08/15/13. Interview with Laundry Staff, on

: on abuse on 08/15/13, which she stated was

_ and attended the in-service on 08/15/13,
08/15/13 at 7:41 PM, revealed she has had

08/15/13.

Interview with Social Service Director, on
08/22/13 at 5:14 PM, revealed she has had

“include proper notifications and attended the
s in-service on 08/15/13.

regarding the abuse training given for nursing

work this date. LPN #6 stated she received
training on abuse policy and procedures this
morning at the start of her shift,

training on abuse and attended the in-service on
08/23/13 at 2:15 PM, revealed she had training

- mandatory for all staff members. Interview with
Dietary #1, on 08/23/13 at 2:20 PM, revealed she
had attended the in-service on 08/15/13 related to

. abuse. Interview with Dietary #2, on 08/23/13 at

" 2:25 PM, revealed she has had training on abuse

Interview with Certified Nursing Assistant #2, gn

training on abuse and attended the in-service on

8. The facility provided a copy of sign-in sheets
regarding the abuse training given for Department
Managers, Ql members, and Managers On Duty. -

training on abuse to include proper notifications

and attended the inservice on 08/15/13. Interview

with the Director of Nursing, on 08/21/13 at 11 29
- AM, revealed she has had training on abuse to

7. The facility provided a copy of sign-in sheets

staff. Interview with LPN #4, on 08/23/13 at 2:10
PM revealed she attended training regarding the
abuse poficies and procedures. Interview with
LPN #8, on 08/23/13 at 2:25 PM. revealed she
has been on vacation and was just returning to

F 157
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8. The facility provided a copy of sign-in sheets
regarding the new monitoring policy training for
nursing staff. Interview with LPN #4, on 08/23/13

: at 2.10 PM revealed she attended training

regarding the new monitoring poticy and

- procedures. Interview with LPN #8, on 08/23/13
at 2:25 PM, revealed she has been on vacation
and was just returning to work this date. LPN #6
stated she received training on the new
monitoring policy and procedures this morning at
the start of her shift.

9. The 24 Hour Report‘/Change of Condition
Reports from dates of 08/20/13 through 08/23/13

. were reviewed and revealed staff nurses were
documenting and reporting events for their shift.

_ Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the 24 Hopr
Report/Change of Condition was utiized in the
Stand Up meetings for nianagement and
administrative follow up.

~10. The Qf monitoring Tool, completed by
- management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
were following up with areas of safety and
resident needs noted on document tool,
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the QI monitoring
Tool was utilized by management staff while
. making rounds daily.
F 164 483.10(e), 483.75(1% 4} PERSONAL F 184 SEE ATTACHED 9/16/13
$S=g PRIACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and clinicat
- records,
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. Personat privacy includes accommodations,
- medical treatment, written and telephone
communications, personal care, visits, and

meetings of family and resident groups, but this

- does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3} of this

section, the resident may approve or refuse the
release of personal and clinical records to any

individual outside the facility.

' The resident's right to refuse release of personal

and clinical records does not apply when the

: resident is transferred to another health care

institution; or record release is required by faw,

The facility must keep confidential alf information
contained in the residents records, regardless of -

- the form or storage methods. except when
- release is required by transfer to another

heatthcare institution; law: third party payment
contract, or the resident.

' This REQUIREMENT s not met as evidenced

by:

Based on observation, interview, and review of
the facility’s policy, it was determined the facility
failed fo ensure privacy was provided during
personal care (bathing; for one (1} of three (3)
shower rooms. The facility failed to provide
privacy curtains for the shower in the 300 hal|

" shower room,

The findings include:

Review of the facility's policy titled, "Resident
Rights” undated, revealed residents have a right

SIATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIFR/CLIA (X2 MULTIPLE CONSTRUCTION {X3 DAIE SURVEY
AND PLAN OF CORRFCTION IGENTIFICATION NUIBER: , COMPLETED
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F 164 Continued From page 13
_to privacy during personal care.

- Observation of the 300 hall shower room, on
- 08/14/13 at 7:54 PM, revealed the door to be

. visitors with no tocking mechanism on the door,
Further observation revealed the shower room to
have a toilet, bathing tub, sink and shower area
with no privacy curtain to maintain privacy to the

: residents during bathing.

08/14/13 at 7:54 PM, revealéd the shower room

‘remember when the privacy curtain was
removed. Further interview reveated the shower

- room could be accessed by staif. residents and
visitors during a resident's shower and this would
be a dignity and privacy issue.

- Interview with the Director of Nursing, on

the privacy curtain was missing. Further interview
revealed there should be a privacy curtain to
maintain the resident's privacy and dignity.

F 223 483.13(b), 483.13(c)(1)(i} FREE FROM

$s=j ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse. corporal
punishment, and involuntary seclusion,

The facility must not use verbal, mental, sexual,

or physical abuse, corporal pu nishment, or
involuntary seclusion.

- This REQUIREMENT is not met as evidenced

unfocked and accessible to all staff, residents and’

Interview with Certified Nursing Aide (CNA} #1. on

was used for showering residents and she did not

1 08/22/13 at 5:14 PM, revealed she was not aware -

F 164

223

SEE ATTACHED 9/16/13
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{X31 DATE SURVEY

Cby:
. Based on interview. record review and review of
- the facility's policy, it was determined the facility

resident remained free from abuse. The facility
failed to protect one (1) of nine {9} sampled

. at 4.00 AM, Resident #2 was found in Resident
#1's room with the door closed. Interview

on hisiher side with the pajama pants and adult
brief putled down below the buttocks and the
buttocks were exposed. A wet substance was
_found on Resident #1's buttocks, branket, and on
the outside of the adult brief. Interview revealed

zipper of his/her pants down.

was not assessed for injury, nor was the
. Tesident’s Physician or Legal Representative
“immediately notified of the incident. (Refer to
F157;

Interview and record review revealed the faciiity
failed to investigate the incident and report the
incident to the appropriate State Agencies (Refer
to F225 and F226)

Interview also revealed Resident #2 had a history
of exhibiting inappropriate touching of Resident
#1. Record review revealed Resident #2 would
 stare into other residents’ rooms, cuss in the

hallways, and make sexual comments; however,
there was no documented evidence the facility
had addressed Resident #2's behavior. (Refer to
F250, F2380;}

failed to have an effective system to ensure each -
residents from abuse (Resident #1). On 08/03{13_

revealed Resident #1 was found in a fetal position

- Resident #2 was sitting in his wheelchair with the

Interview and record review revealed Resident #1

The facility's failure to ensure an effective system '
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was in place to ensure each resident remained
free from abuse, was flikely to cause risk for
serious injury, harm, impairment or death. The
fmmediate Jeopardy was identified on 08/15/13,

" and determined to exist on 08/03/13. The facitity
was notified of the Immediate Jeopardy on
08/15/13.

The facility provided an acceptable credible :
Altegation of Compliance {AOC) on 08/23/15 with
the facility alleging removal of the Immediate
Jeopardy on 08/20/13. The Immediate Jeopardy
was verified to be removed on 08/23/13, prior to

- exiting the facility on 08/23/13, with remaining

‘ non-compliance at 42 CFR 483.13, Resident ;
Behavior and Facility Practice, F-223 Abuse, with
a Scope and Severity of “D", while the facility
develops and implements a Plan of Correction,
and the facility's Quality Assurance continues to
monitor to ensure Residents are free from abuse.

. The findings include:

Review of the facility's policy titled, "Abuse
Reporting” undated, revealed the facility wiil not
condone resident abuse by anyone, including
staff members legal guardians, sponsors, friends,

- or other individuals. Further review revealed the
definitions of abuse were provided to assist staff
members in recognizing incidents of abuse.
Further review revealed sexual abuse defined as, |
but not timited to, sexual harassment, sexyal
coercion, or sexual assault. Continved review of
the facility's policy revealed, upon receiving a
report of suspected abuse, the charge nurse shalf
examine and interview the resident with findings
of the examination recorded in the resident's
medical record, Further review revealed when
sexual abuse js suspected, the resident is not to
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be bathed and clothing or linens should not he
- washed. Further review revealed the charge

: resident’s physician, responsible party, and the
administiator or designee.

Review of the facility's poficy titted, "Resident
Rights” undated, revealed residents have the
. right to be free from verbal, sexual, physical or
“mental abuse, corporal punishment and
- Involuntary seclusion.

Racord review revealed Resident #1 was
admitted fo the facility on 05/10/12 with diagnoses

Anemia, Review of the Quarterly Minimum Data
Set (MDS) dated 67/22/13, revealed the facility

Brief interview for Mental Status (BIMS) and to he
-Severely cognitively impaired.

Record review revealed Resident #2 was
admitted to the facility on 02/12/13 with diagnoses

“ which include Altered Mental Status, Seizure

. Disorder, Obstructive Hydrocephalus.
Schizophrenia, Degenerative Joint Disease, and
Mental Retardation. Review of Quarterly
Minimum Data Set (MDS}, dated 05/14/13,
revealed the facility assessed Resident #2 with a
Brief interview for Mental Status (BIMS) summary
score of 11/15, indicating the resident was
moderately impaired in cognition.

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

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

Interview with Resident #1's primary nurse and

nurse should complete an incident form, notify the ;

which included Mental Retardation, Scoliosijs, and _

assessed Resident #1 to be unable to complete a :
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charge nurse, Licensed Practical Nurse {LPN} #5,
on 08/15/13 at 7:06 PM, revealed she found

' Resident #2 in Resident #1's room with the door
closed. Further interview revealed Resident #1 's
teft hip and buttocks were exposed and the
blanket had wet spots on it. LPN #5 stated she
had seen Resident #2 approximatety five (5} or
ten (10} minutes prior to the event. LPN #5
stated upon finding Resjdent #2 in Resident #1's
room, she notified her Manager On Duty (MOD)
who notified the Corporate Executive Officer

- (CEOj who called her for further information.

Interview with Certified Nursing Aide (CNA) #3, on .
08/20/13 at 10:05 AM, revealed she entered
Resident #1's room immediately behind LPN #5.
CMNA#3 stated LPN #5 went to Resident #2 and
she went to Resident #1. LPN #5 removed

. Resident #2 from Resident #1's room. Further
interview revealed CNA #3 found Resident #1
tying on his/her right side in a fetal position with
his/her pajama pants and adult brief pulied down
under the buttocks with his/her buttocks
completely exposed. Funther interview revealed
Resident #1 was found to have a wet substance
on histher hip, on the outer side of his/her adult
brief, and on the resident's blanket. CNA#3

. reported she stayed with Resident #1 briefly Lntil
CNA #2 hathed Resident #1. Continued interview

- revealed CNA #3 reported to LPN #5 that
Resident #1's pajama pants and adult brief were
pulled down and a wet substance was found on
Resident #3's hip, on the outside of his/her trief,
and on the btanket.

nterview with LPN #2, on 08/14/13 at 6:53 PM,
revealed she was the third person into the room

the fetal position with his/her pajama pants and

and Resident #1 was lying on his/her right side in
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adult brief putled down under the buttocks
exposing Resident #1's buttocks. Further

. interview reveated she did not think Resident #1

was capable of puling his/her own pajama pants

: and adult briefs down. LPN #2 stated Resident #1

did not appear to be in distress. Resident #1 was
facing the wall with his/her eyes closed. LPN #2
stated she then went back to care for her
assigned residents. Further interview with LPN
#2, on 08/14/13 at 8:25 PM, revealed CNA #2
asked LPN #2 if she should bathe Resident #1.

: LPN #2 told CNA #2 to bathe Resident #1

because "I would want g bath if it happened to
me”,  would feel dirty”.

Interview with CNA #2, on 05/15/13 at 7-47 PM,
revealed she was on duty the night of 08/03/13.
CNA #2 stated she was in Resident #1's room
immediately after Resident #2 was removed.
Further interview revealed Resident #1's pajama
pants and adult brief were pulted down below

- Resident #1's buttocks. Further interview

revealed CNA #2 pulled Resident #1's adult brief

- up. Continved interview revealed a wet

substance was faund on Resident #1's blanket,
hip and outer surface of the adult brief. Continued
interview revealed she asked LPN #2 if she
should bathe Resident #1. Further interview
revealed Resident #1 was bathed because
Resident #2 could have sexually assaulted
Resident #1. CNA #2 stated if this happened to
her she would want someone 1o bathe her
because she would feel dirty. CNA #2 stated she
was not aware that she should not have bathed
Resident #1.

fnterview with CNA #1, on 08/14/13 at 7-54 PM,
revealed she was the CNA that monitored
Resident #2 immediately after LPN #5 removed
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the resident from the room. F urther interview
revealed Resident #2's zipper of his/her pants

. was down when the resident was found in the
_room.

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

by LPN #5 on 08/03/13 at approximately 4:30 AM
of an incident involving Resident #2 being found
in Resident #1's room with the door closed.
Further interview revealed LPN #5 totd her
Resident #1's adult brief had been pulled down
exposing his’her buttocks and the adult brief and
linens had a wet sticky substance on them. The
MQOD stated she reported the information she

“ received from LPN #5 to the CEO and also

reported the staff were very upset. The MOD

' stated she was advised by the CEO that she (the

CEO)would call LPN #5.

Interview with the Corporate Executive Officer

(CEQ), on 08/14/13 at 8:55 PM, revealed she
was advised of the incident on 08/03/13 at
approximatety 4:45 AM. Further interview
revealed she was advised Resident #1 was foungd

. with his’her pajama pants and adult brief pulled
- down exposing Resident #1's buttocks and a wet

substance was found on Resident #1's blanket.
However, the CEQ stated she did not think
anything had happened after talking to LPN #5.

Further interview,on 08/15/13 at 7:06 PM, with

LPN #5 revealed she did not think anything had
happened because Resident #2 coutd walk but
he was in a wheel chair, Resident #1 had a faif

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

remove his/her own pants, and Resident #2 was

- hot in the room but maybe five {5} or ten (10)

minutes and did not have enough time to do
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anything to Resident #1. Continued interview
revealed Resident #2 could have gotten oot of
histher wheel chair touched Resident #1
inappropriately and gotten back into his/her wheel :
chair,

- Interview with the Cwner of the facility, on
08/15/13 at 2:01 PM, revealed the incident of
08/03/13 was just "gossip” from a staff member
that was now afraid for his/her job, The Owner
stated Resident #2 was "just a wandering
resident”, she (the owner} was "one hundred

- (100%) percent certain, no way" a sexual assault
happened. Further interview revealed "people
were assuming the worst" and stated there was
no evidence an altercation or anything had

. ocourred.

Interview with two resident(s}, whom the facil ity
had assessed as being interviewable, revealed
Resident #2 had a history of exhibiting
inappropriate touching/behavior towards Resident .
#1.

Interview with Resident #4, on 08/16/13 ai 12.59
PM, revealed Resident #4 had witnessed
Resident #2 put his/her hand between Resident
#1's legs. Continued interview revealed. Resident
#4 advised staif to "keep an eye on” Resident #2
-and keep him/her out of Resident #1's room.
Further interview revealed Resident #4 did report
his/her concerns to the Assistant
Administrator/Social Services Director,

Interview with Resident #5, on 08/16/13 at 1:10
PM, revealed Resident #5 recalled specific
incidents when Resident #2 would reach towards
Resident #1's breast and Resident #5 would
intervene prior to any actual touching. Resident
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- #5 stated the residents had to lock out for
" Resident #1 and keep Resident #2 away from
- Resident #1.

Interview with the Assistant Administrater/Social
Service Direclor {AA/SSDY}, on 08/21/13 at 1044
AM, revealed she was not aware of Resident #2

- making sexually inappropriate comments
gestures or touching others,

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

. after receiving an anonymous call to report an
allegation of sexual assauylt. Continued interview

‘revealed the Police Officers found no
documented evidence related to the allegation,
and no documented evidence Resident #1 had

: been evaluated by a physician. Further interview
revealed during the process of the Police
investigation the State Police requested the
sexual assault examination.

Further review of Resident #1's Nursing Notes
revealed on 08/04/13 at 12:30 AM, Resident #1
was transferred to the emergency department for
evaluation and labs, approximately twenty and a
half {20 1/2) hours after staff was aware of the

incident,

Review of the Emergency Department notes,
dated 08/04/13 at 1:05 AM. revealed Resident #1
presented to the Emergency Department for a
possible sexual assault. Continued review
revealed a sexual assault evidence collection
examination was completed. The emergency
Physician noted the nursing facility staff had
bathed Resident #1 and changed and washed
Resident #1's clothing and linens prior to seeking
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emeargency care. Evidence from the sexual

~assault collection examination had not been
. processed at the time of the State Survey
- Agency's investigation.

The facility provided an acceptable credible
Allegation of Compliance {AOC) on 08/23/13 that
alleged removal of the |1J effective 08/20/13.

- Review of the AOC revealed the facility

implemented the following:

1. The facility had addition formal assessments

completed per policy for 100% skin assessments
{as with all residents in facility) as of 08/20/13 to
remove lJ. There was no indication of injury or
harm,

2. Resident #2 was placed on close observation

on 08/03/13 after the incident. due to becoming

" agitated until resident was transferred to another

facility.

3. Social Services Director conducted a resident

. Mesting on 08/19/13. No other residents voiced

any concerns. The facility's Ombudsman
attended the meeting.

4. Al interviewable residents were
assessed/reassessed by Social Service Director
regarding feeling safe and informed residents
what to do in the event of another resident
coming into their rocoms.

5. All staff (nursing, dietary, and
housekeeping/laundry} was re-in-servicad by
Administrator/other designees on Abuse palicy
and procedures including Physician and family
notifications of 08/15/13. All staff (nursing,
dietary, and housekeeping/laundry} will be
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. In-serviced/oriented to abuse policy, including

- reporting, prevention, intervention, notifications

" and detection upon hire, Additionally, staff will be
T&-n-serviced annually by
Administration/Designee/Social Services Director.

- 8. On 08/15/13, the Administrator

s inserviced/re-in-serviced Department
Managers/Managers On Duty/Ql Members
{Activities, Social Services, Medical Records,
General All Department Staff, Human Resources,
Business Office Manager, Director of Nursing,
Nursing Managers, CEO) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)

- in-serviced/Te-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residents for
harm from abuse, and notifications to responsible
parties regarding abuse and what to do to ensure
other residents are not abused.

8. Resident safety monitoring policy was updated
oy Administrator, Social Services Director, and
CEQ as of 08/15/13 to ensure that residents who
are at risk for safety, including resident who may
“have the potential to cause harm to themselves
or others were assessed, Nursing staff (Nurses,
CNAs, KMAs) were in-serviced on change/update
to policy by DON on 08/19/13. :
9. Nurses will continue to pass on at change of
shift report any ongoing issues regarding
changes in condition/issues/concerns and be
discussed/addressed for monitoring, etc., and
should be discussed daily (Mon. through Fri.}
morning meetings held by
Administrator/designee/QI team
“members/Department Managers.
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10. Depariment Managers/Q|

: members/Managers on Duty will continue to

menitor residents daily to ensure resident safety
needs are met and complaints are addressed.

 Issuesiconcerns are documented on QI
monitoring tool for Administration/designee review

antd follow up.

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

- 1. Copies of skin assessments, performed by

licensed staff, for all residents currently residing

-in the facility, as of 08/20/13, were reviewed. No
- concerns revealed during review of skin

assessments.

2. Interviews with Licensed Practical Nurse

{LPN} #5 and Certified Nursing Assistant {CNA)

. #2,0n 08/15/13, revealed Resident #2 was on
" close observation until Iransferred out of the

facility.

: 3. The facility provided a copy of the Resident

Council meeting held on 08/19/13. Interview with
Resident #5, on 08/23/13 at 3:15 PM, revealed

- the Resident meeting was held on 08/19/13 and

the Social Services Director asked if any
residents had any concerns that had not been

- addressed.

4. Interview with Resident #5, on 08/23/12 at
3:15 PM, and Resident #9, on 08/23/13 at 3:25
PM, revealed the Sccial Services Director had
come into residents’ rooms and discussed safety
concerns as well as guidelines to use in case
another resident should come into their rooms.
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© 5. The facility provided a copy of in-service sign

_in sheet for 08/15/13 regarding training for all

“employees on abuse. Interview with
Housekeeper #1. on 08/23/13 at 2:00 PM,
revealed she had attended the in-service

_discussing abuse. Interview with Housekeeper

#2, 00 08/23/13 at 2:05 PM, revedled she had

- training on abuse and attended the in-service on

08/15/13. Interview with Laundry Sta#f, on
08/23/13 al 2:15 PM, revealed she had training
on abuse on 08/15/13 which she stated was

- mandatory for all staff members. Interview with
Dietary #1, on 08/23/3 at 2:20 PM, revealed she .

_had attended the in-service on 08/15/13 related to
abuse. Interview with Dietary #2, on 08/23/13 at
2:25 PM, revealed she has had training cn abuse
and attended the in-service on 08/15/43.
Interview with Certified Nursing Assistant #2, on
08/15/13 at 7:41 PM., revealed she has had
training on abuse and attended the in-service on
08/15/13,

6. The facility provided a copy of sign-in sheets
regarding the abuse training given for Department
Managers, Q! members, and Mariagers On Duty.
Interview with Social Service Director, on
08/22/13 at 5:14 PM, revealed she has had
training on abuse to include proper notifications
and attended the inservice on 08/15/13. Interview
with the Director of Nursing, on 08/21/13 at 11:29
AM, revealed she has had training on abuse to

- include proper notifications and attended the
in-service on 08/15/13.

7. The facility provided a copy of sign-in sheets
regarding the abuse training given for nursing
staff. Interview with LPN #4. on 08/23/13 at 2:10
PM revealed she attended training regarding the
abuse policies and procedures. Interview with
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LPN #6, on 08/23/13 at 2:25 PM, revealed she
has been on vacation and was just returning to
work this date. LPN #6 stated she received
training on abuse pelicy and procedures this
morning at the start of her shift.

8. The facilty provided a copy of sign-in sheets
Tegarding the new monitoring policy training for

. hursing staff. Interview with LPN #4, on 08/23/13

- at 2:10 PM revealed she attended training
regarding the new monitoring policy and
procedures. Interview with LPN #6, on 08/23/13
at 2:256 PM, revealed she has been on vacation
and was just returning to work this date. LPN #6
stated she received training on the new
monitoring policy and procedures this morning at
the start of her shift.

9. The 24 Hour Report/Change of Condition
Reports from dates of 08/20/13 through 08/23/13
were reviewed and revealed staff nurses were
documenting and reporting events for their shift.
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the 24 Hour
Report/Change of Condition was utilized in the
Stand Up meetings for management and
administrative follow up.

10. The Ql monitoring Tool, completed by
management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
were following up with areas of safety and
resident needs noted on document tool.
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the QI monitoring

. Tool was utilized by management staff while
making rounds daily.

F 225 483.13(c)(1){ii)-(iii}, {c}2} - (4) F 225 SEE ATTACHED 9/16/13
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88=J  INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or

- Mistreating residents by a court of law: or have
“ had a finding entered into the State nurse aide

registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a

- court of law against an employee, which would

indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry

- or licensing authorities.

The facility must ensure that all alleged violations

involving mistreatment, neglect, or abuse,
including injuries of unknown source and

- Misappropriation cf resident property are reported

immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures {including to the
State survey and certification agency).

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

The results of all investigations must be reported

to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
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This REQUIREMENT is not met as evidenced

- by:

Based on interview, record review, and review of
the facility's policy. it was determined the facility

- failed to have an effective system to ensure an
alleged incident of sexual abuse was thoroughly
investigated and reported immediately to the :
appropriale State Agencies for one (1) of nine (9}
sampled residents {Resident #1). On 08/03/13 at
4.00 AM, Resident #2 was found in Resident #1's
room with the door closed. Interview revealed
Resident #1 was found in a fetal position on
his/her side with the pajama pants and adult brief

. pulled down below the buttocks and the buttocks

- were exposed. A wet substance was found on
Resident #1's buttocks, blanket, and on the
outside of the adult brief. Interview revealed
Resident #2 was sitting in his wheelchair with the
Zipper of his/her pants down. The facility was
unable to produce an incident report for the

. occurrence of the alleged sexual abuse; proof of
an investigation; nor documented evidence the
appropriate agencies were notified regarding the
alleged sexual abuse. {Refer to F223)

‘ Based on the above findings, it was determined
the facllity's failure to investigate an alleged
incident of sexual abuse and to immediately
Teport the incident to the appropriate State
Agencies, was likely to cause serious injury,
harm, impairment or death to a resident.
Immediate Jeopardy (IJ} and Substandard Quality
of Care (SQC) was identified on 08/15/13 and
was determined to exist on 08/03/13.

The facility provided an acceptable credible
Allegation of Compliance (AQC} on 08/23/15 with
the facility alleging removal of the Immediate
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Jeopardy on 08/20/13. The Immediate Jaopardy
was verified to be removed on 08/23/13, prior to
exiting the facility on 08/23/13, with remaining

- non-compliance at 42 CFR 483.13, Resident
Behavior and Facility Practice, F-225 Abuse, with
a Scope and Severity of "D”, while the facility
develaps and implements a Plan of Correction,
and the facility's Quality Assurance continues to
monitor to ensure all allegations of abuse were
immediately reported to the appropriate State |aw
authorities and all allegations of abuse were
thoroughly investigated.

The findings include:

Review of the facility's policy titled,"Abuse
: Reporting” undated, revealed UpoN receiving
suspected 1eports of abuse, misappropriation of
' property, or neglect, the Administrator or
designee should report the incident to the
appropriate authorities.

Review of the facility's policy titled, "Accidents
and Incidents” undated, revealad regardless of
how minor an accident or incident may be, it
should be reported to the department supervisor,
and an Accident/Incident Report Form should be

- completed on the shift that the accident or
incident occurred. Further review revealed the

. charge nurse and/or the department supervisor
shall conduct an immediate investigation and
submit it to the Director of Nursing Services.

The State Survey Agency requested the incident
report and investigation; however, the facility
denied all requests.

Review of Resident #1's Nursing Notes, dated
08/03/13 at 4:00 AM, revealed staff entered the
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closed door to Resident #1's room and found
another resident in his/her room with the resident.
- Further record review revealed on 08/03/13 at
11:00 PM, an order was received fram Resident
#1's physician to transport Resident #1 to the
emergency department for evaluation.

: Review of the Emergency Department notes,

presented to the emergency department for a
- possible sexual assault and a sexual assault
evidence collection examination was completed.

However, interview and record review revealed
no documented evidence the facility completed
an incident report; conducted a thorough
investigation of the incident: or notified the

. appropriate State Agencies.

Interview with Licensed Practical Nurse (LPN) #5,
on 08/15/13 at 7:06 PM, revealed LPN #5 was
Resident #1's primary nurse and charge nurse,

Resident #1's reom and notified her Manager on
Duty who notified the Corporate Executive Officer
(CEQ).

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

. by LPN #5 on 08/03/13 at approximately 4:30 AM
of an incident involving Resident #2 being found
in Resident #1's room with the door closed and
that Resident #1's adult brief had been pulled
down exposing his/her buttocks and the adult
brief and tinens had a wet sticky substance on
them. The MOD stated she reported the

and she was advised by the CEOQ that she (the
CEO} would call LPN #5.

dated 08/04/13 at 1:05 AM, revealed Resident #1 -

Further review revealed she found Resident #2 in :

- Information she received from LPN #5 to the CEO.
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“Further interview with Licensed Practical Nurse
(LPN)#5, on 08/15/13 at 7:06 PM, revealed the
CEO called her for further information, but LPN

- #5 was not directed to complete an incident
report. Further interview revealed, she was
aware of the abuse policy, and did not follow the
facility's policy to conduct an immediate
investigation and document the incident because
she did not think anything had happened.

“Interview with the CEQ, on 08/14/13 at 8:55 PM,
revealed she did not report the incident to the
appropriate State Agencies because she was told
by the reporting nurse (LPN #5), nothing
happened. Continued interview revealed she was !
told Resident #2 was found in Resident #1's room

- with the door closed. Further interview revealed
she was told Resident #1's pajama pants and

*adult briefs were pulled down and exposed
his/her buttocks. She was also advised a wet

- substance was found on Resident #1's blanket.
Further interview revealed when the State Police
initiated their investigation, she requested withess
statements from immediate care providars for the
night of 08/03/13; however, a thorough

s investigation was not com pleted because she did _
not think anything had happened. :

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

revealed the Corporate Executive Officer (CEQ)

requested witness statements from staff after the °

State Police initiated their investigations.

However, interview revealed the CEQ refused to
“take CNA#1's witness statement requesting CNA

#1 re-write the statement including only facts of

what she saw when she looked into the room.

She stated the CEQ wantad only what she saw,

which was Resident #1 with his/her adult brief
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pulied down and blanket off. Further interview
revealed CNA #1 was advised by the CEQ, what

incident was nat relevant. CNA #1 stated she
revised her statement: however, she gave her
original statemant to the State Potica.

Interview with Resident #1's legal guardian, on

“ on 08/04/13, with her phone's caller 1D system
identifying the caller to be from the facility, with a
male voice stating he was a detective and the
case [involving Resident #1] was closed.
However, the i.egal Representative confirmed
with the police detective that he had not cafled
her to advise the case was closed.

Interview with the Assistant Administrator who
was also Social Services Director, on 08/21/t3 at
“10:44 AM, revealed she was notified of the
incident on 08/03/13 at approximately 6:30 AM.
Further interview revealed she did not think
anything had happened because Resident #2
was in a wheel! chair and unable to walk and
Resident #1 had a fall mat beside his/her bed.
However, review of Resident #2's Nursing Notes

became agitated, got up out of his/her whee!
chair, yelling foul curse words at staff. and was
- unable to be redirected.

Interview with the Administrator, on 08/24/13 at
2:42 PM, revealed the Corporate Executive
Officer (CEQ) was on-call for 08/03/13. Further
interview revealed the CEQ notified her on
08/04/13 around 10:30 AM or 10:45 AM that
Resident #2 was found in Resident #1's reom
with the door closed but bad only been in the
room less than five (5) minutes and staff removed

Resident #2 had been doing before and after the !

08/21/13 at 1:58 PM, revealed she received a call |

. dated 08/03/13 at 4:30 AM, revealed Resident #2 °

F 225
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Resident #2 immediately upon finding him/her,
However, interview revealed she was not
informed Resident #t's pajama pants and adult
brief were pulled down and the blanket was wet

" with an unidentified substance. Continued
interview revealed an incident report and
investigation should have been com pleted.
Further interview revealed the incident should
have been reported per the facility's palicy to the
appropriate State Agencies.

The facility provided an acceptable credible
Altegation of Compliance (AOC} on 08/23/13 that
alteged removal of the 1J effective 08/20/13.
Review of the AOC revealed the faciity
implemented the following:

1. The facility had addition formal assessments

- (as with all residents in facility} as of 08/20/13 to
“remove 1J. There was no indication of injury or
hare.

2. Resident #2 was placed on close observation
cn 08/031 3 after the incident, due to becoming
agitated untit resident was transferred to another
facility.

3. Social Services Director conducted a resident
meeting on 08/19/13. No other residents vaiced
any concerns. The facility's Ombudsman

" attended the meeting.

4. All interviewable residents were
assessed/reassessed by Social Service Director
regarding feeling safe and informed residents

“what to do in the event of another resident
coming into their rooms,

completed per policy for 100% skin assessments :
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5. Al staff (nursing, dietary, and
housekeeping/laundry} was re-in-serviced by

: Administrator/other designees on Abuse policy

" and procedures including Physician and famity
notifications of 08/15/13. Al staff (nursing,
dietary, and housekeeping/laundry) will be
in-serviced/oriented to abuse palicy, including
reporting, prevention, intervention, notifications
and detection upon hire. Additionally, staff wil be
re-in-serviced annually by

6. On 08/15/13, the Administrator
in-serviced/re-in-serviced Department

- Managers/Managers On Duty/Q! Members

- (Activities, Social Services, Medical Records,
Generai All Department Staff, Human Resources,

: Business Office Manager, Director of Nursing,
Nursing Managers, CEQO) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)
in-serviced/re-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residenis for
harm from abuse, and notifications to responsivle
parties regarding abuse and what to do to ensure
other residents are not abused.

by Administrator, Social Services Director, and
CEQ as of 08/15/13 to ensure that residents who
are atrisk for safety, including resident who may
have the potential to cause harm to themselves
or others were assessed, Nursing staff (Nurses,

. to policy by DON on 08/19/13.

9. Nurses will continue to pass on at change of

. Administration/Designee/Social Services Director. '

" 8. Resident safety monitoring policy was updated .

CNAs, KMAs) were in-serviced on change/update

F 225
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shift report any ongoing issues regarding
changes in condition/issues/cancerns and be

* discussed/addressed for monitoring, etc., and

should be discussed daily (Mon. through Fri.}

_ morning meetings held by

Administrator/designee/Ql team

~members/Department Managers.

10. Department Managers/Qi
members/Managers on Duty will continue to

monitor residents daity to ensure resident safety
needs are met and complaints are addressed.
Issues/concerns are documented on (i
monitoring too! for Administration/designee review
and follow up.

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

1. Copies of skin assessments, performed by

licensed staff, for all residents currently residing

"in the facility, as of 08/20/13, were reviewed. No

concerns reveated during review of skin
assessments.

2. Interviews with Licensed Practical Nurse
{LPN) #5 and Certified Nursing Assistant (CNA)
#2 on 08/15/13, revealed Resident #2 was on
close observation until transferred out of the
facility.

3. The facility provided a copy of the Resident
Council meeting held on 08/19/13. Interview with -
Resident #5. on 08/23/13 at 3:15 PM, revealed

the Resident meeting was held on 08/19/13 and
the Social Services Director asked if any

residents had any concerns that had not been
addressed,
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4. Interview with Resident #5, on 08/23/13 at
315 PM, and Resident #9, on 08/23/13 at 3:25

- PM, revealed the Social Services Director had
come inte residents’ rooms and discussed safety
concerns as well as guidelines to use in case
another resident should come into their rooms.

5. The facility provided a copy of in-service sign
in sheet for 08/15/13 regarding training for alt

“employees on abuse. interview with
Housekeeper #1, on 08/23/13 at 2:00 PM,
revealed she had attended the in-service

- discussing abuse. Interview with Housekeeper

" #2, 0n 08/23/13 at 2:05 PM, revealed she had
training on abuse and attended the in-service on
08/15/13. Interview with Laundry Staff, on
08/2313 at 2:15 PM, revealed she had training

“on abuse on 08/15/13, which she stated was
mandatory for all staff members. Interview with
Dietary #1, on 08/23/13 at 2:20 PM, revealed she
had attended the in-service on 08/15/13 related to
abuse. Interview with Dietary #2, on 08/23/13 at

£ 2:25 PM, revealed she has had training on abuse

- and attended the in-service on 08/15/13.
Interview with Certified Nursing Assistant #2, on
08/15/13 at 7:41 PM, revealed she has had
training on abuse and attended the in-service on
08/15/13.

6. The facility provided a copy of sign-in sheets
regarding the abuse training given for Department
Managers, Q! members, and Managers On Duty.
Interview with Social Service Director, on
08/22/13 at 5:14 PM, revealed she has had
training on abuse to include proper notifications
and attended the inservice on 08/15/1 3. Interview
with the Director of Nursing, on 08/21/13 at 11:29
AM, revealed she has had training on abuse to
include proper notifications and attended the

FORM CMS-2567(02-99) Previous Versions Obsolele Event I0: 1 TKITY Facilily ID: 30C186 If Conlinualion sheel Page 37 of 84




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/02/2013
FORM AFPROVED
QOMB NO, 0838-0391

in-service on 08/15/13.

- work this date. LPN #6 stated she received
training on abuse paolicy and procedures this
morning at the start of her shift.

at 2:10 PM revealed she attended training
regarding the new monitoring policy and

- stated she received training on the new
the start of her shift.

9. The 24 Hour Report/Change of Condition

Interview with the Director of Nursing on.
08/23/13 at 11:35 AM, revealad the 24 Hour

Stand Up meetings for management and
administrative folow up.

10. The Q! monitoring Too!, completed by

were following up with areas of safety and

i 7. The facility provided a copy of sign-in sheets
regarding the abuse training given for nursing .
staff. Interview with LPN #4, on 08/23/13 at 2:10 _
PM revealed she attended training regarding the
abuse policies and procedures. interview with

" LPN#6, on 08/23/13 at 2:25 PM, revealed she
has been on vacation and was just returning to

8. The facility provided a copy of sign-in sheets
regarding the new monitoring policy training for
nursing staff. interview with LPN #4, on 08/23/t3

procedures. Interview with LPN #6. on 08/23/13
at 2:25 PM, revealed she has been on vacation
and was just returning to work this date. LPN #8 :

manitoring policy and procedures this maorning at

Reports from dates of 08/20/13 through 08/23/13
were reviewed and revealed staff nurses were
documenting and reporting events for their shift,

Report/Change of Condition was utilized in the

management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
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resident needs noted on document tool,
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the (! monitoring
Toof was utilized by management staff while
making rounds daily.
F 226, 483.13(c) DEVELOPHAMPLMENT F 226 SEE ATTACHED 9/16/13
35=) ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit

- mistreatment, neglect, and abuse of residents

and misappropriation of resident property.

This REQUIREMENT is not met as evidenced

by:
Based on interview, record review and review of

- the facility’s policies. it was determined the facility

failed to have an effective system to ensure policy

and procedures were implemented related to
abuse for one (1) of nine (8} sampled residents
{Resident # 1). On 08/03/13 at 4:00 AM,

: Resident #2 was found in Resident #1's room
“with the door closed. Interview revealed Resident

#1 was found in a fetal position on his/her side
with the pajama pants and adult brief pulled down
below the buttocks and the buttocks were
exposed. A wet substance was found on Resident
#1's buttocks, blanket, and on the outside of the
adult brief. Interview revealed Resident #2 was
sitting in his wheelchair with the zipper of his/her

" pants down. There was no documented evidence

the facility assessed the resident for injury,
conducted an investigation, or reported the
incident to the appropriate State Agencies per the

facility's policy and procedures. (Refer to F223

and F225)
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Based on the above findings, it was determined

- the facility's failure to implement it's abuse policy

and procedures was likely to cause serious injury,
karm, impairment or death to a resident.

Immediate Jeopardy (1J) and Substandard Quality '

of Care (SQC} was identified on 08/15/13 and
was determined to exist on 08/03/13.

The facility provided an acceptable credible :
Allegation of Compliance (AQC) on 08/23/15 with
the facility atleging removal of the Immediate

- Jeopardy on 08/20/13. The Immediate Jeopardy

was verified to be removed on 08/23/13, prior to
exiting the facility on 08/23/1 3, with remaining
non-compliance at 42 CFR 483.13. Resident

- Behavior and Fagility Practice, F-226 Abuse, with -

a Scope and Severity of "D", while the facifity
develops and implements a Plan of Correction,
and the facility's Quality Assurance continues to
monitor to ensure abuse policy and procedures
are implemented.

~ The findings include:

Review of the facility's policy tited, “Abuse
Reporting” undated, revealed each person
observing an incident of resident abuse or
suspected resident abuse should immediatety
report the incident to the charge nurse, The
charge nurse should comptete an Incident Report
Form and should examine and interview the
resident and report all findings to the
Administrator or designee. The policy stated if

- sexual abuse was suspected, DO NOT bathe the

resident or wash the resident's clothes or finen.
Further review revealed upon receiving
suspected reports of abuse, misappropriation of

. property, or neglect, the Administrator or

FORM CMS-2567(02-93} Previous Versions Ohsolele

Even) 1D: 1TKIT

Factity I0: 100165

If confinualion sheel Page 40 of 84




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/02/2013
FORMAPPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES X1} FROVIDER/SUPPLIER/CLIA X235 MILLTIPLE CONS FRUC TION {X3; DATE SURVEY
AND PL AN OF CORRECTION IDEN FIFICAFION NUMBER: COMPLETED
A BUILDING
C
185389 BOWING — 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
323 WEBSTER AVENUE
EDGEMONT HEALTHCARE
CYNTHIANA, KY 41031
(x4} D SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX {EACH DEFICIENCY MUS T BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR ISC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
GEFICIENCY) .
F 226 Continued From page 40 F226

designee should report the incident to the
appropriate authorities.

Review of the facility's policy titled, "Abuse

Investigation” undated, revealed all personnel
were to promptly report any incident or suspected

-incident of resident abuse. Further review
- revealed when an incident or suspected incident

of abuse is reported, the investigation should
begin immediately. Continued review revealed the

- investigation shotild consist of the review of the

completed incident report form; a review of the
statement of the person reporting the incident; a
review of the statements of any witnesses; an
interview with the resident; a review of the
resident's medical record; an interview with the
resident’s roommaie; and, a review of all
circumstances surrounding the incident.

Review of Resident #1's Nursing Notes, dated
08/03/13 2t 4.00 AM | revesled staff entered the
closed door to Resident #1°s room and found
Resident #2 in his/her room with the resident.

Staff interviews revealed Resident #1 was found
lying on his/her right side in a fetal position with
his/her pajama pants and adult brief pulled down
under the buttocks with his/her buttocks
completely exposed. There was a wet substance
on his/her hip, on the outer side of his‘her adult
brief, and on the resident's blanket. However,
record review revealed no documented evidence
the resident was assessed for injury, anincident
report was completed, an investigation of the
incident was completed, or the appropriate State
Agencies were notified per the facility's paolicies.

" Interview with Licensed Practical Nurse (LPN) #5,

on 08/15/13 at 7:06 PM, revealed LPN #5 found
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- Resident #2 in Resident #1's room and notified
the Manager On Duty. Per interview she did not
assess Resident #1 for any injuries related to the
incident. LPN #5 stated LPN #2 assessed
Resident #1. However, LPN #5 stated LPN #2's

- assessment of Resident #1 was he/she did not
appear to be in distress and had his/her eyes
closed. Askin assessment was not performed.
LPN #5 also stated she was not directed to
complete an incident report. Further interview

- revealed, she was aware of the abuse policy,
however did not think anything had happened.

In addition, review of the Emergency Department
notes, dated 08/04/13 at 1:05 AM, revealed when _
Resident #1 presented to the emergency '
department for a possible sexual assault, the
Emergency Department Physician documented
the nursing facility staff had bathed Resident #1
and changed and washed Resident #1's clothing
and linens prior to seeking emergency care.

Interview with LPN #2 on 08/14/13 at 825 PM,
revealed CNA #2 asked LPN #2 if she should
bathe Resident #1. LPN #2 told CNA #2 to bathe
Resident #1 although the facility's policy and

. procedures stated if sexual abuse was
suspected, DO NOT bathe the resident or wash
the resident's clothes or linen.

Interview with the Director of Nursing, on

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

Interview with the Corporate Executive Officer
{CEQ), on 08/14/13 at 8:55 PM, revealed she
only obtained statements from the staff working
on 08/33/13 after the State Police initiated their
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investigation. Per interview, she did not did not
report the incident to the State Agencies, and did
. not complete a thorough investigation because
- she did not think anything had happened. Even
though, the facility’s policy and procedures
revealed all suspected incidents of abuse were to

of abuse, the Administrator or designee should
" report the incident to the appropriate State
Agencies and investigations were to be
. conducted,

Interview with the Administrator, on 08/21/13 at
2:42 PM, revealed an incident report and
investigation should have heen completed and
the incident reported to the appropriate State
Agencies per the facility's policy.

The facility provided an acceptable credible
- Allegation of Compliance {AQC) on 08/23/13 that
alleged removal of the |J effective 08/20/13.
Review of the AOC revealed the facility
~implemented the following:

1. The facility had addition formal assessments
completed per policy for 100% skin assessments
(as with all residents in facility) as of 08/20/13 to
remove lJ. There was no indication of injury or
harm.

2. Resident #2 was placed on close observation
on 08/03/13 after the incident, due to becoming
agitated until resident was transferred to another
facility.

3. Social Services Director conducted a resident
meeting on 08/19/13. No other residents voiced
any concerns. The facility's Ombudsman
attended the meeting.

be reported and upon receiving suspected reports
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4. Allinterviewable residents were
assessed/reassessed by Social Service Director
regarding feeling safe and informed residents
whatto do in the event of another resident
coming into their rooms,

5. All staff (nursing, dietary, and
housekeepingflaundry) was re-in-serviced by

- Administrator/other designees on Abuse policy
and procedures including Physician and family
notifications of 08/15/13. All staff {nursing,
dietary, and housekeeping/laundry) will be
in-serviced/oriented to abuse palicy, including
reporting, prevention, intervention, notifications
and detection upon hire. Additionally, staff will be
re-in-serviced annually by

6. On 08/15/13, the Administrator
in-serviced/re-in-serviced Department
Managers/Managers On Duty/Q| Members
{Activities, Social Services, Medical Records,

- Business Office Manager, Director of Nursing,
Nursing Managers, CEQ) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)
_in-serviced/re-in-serviced by the DON/designee

on 08/15/13 regarding abuse policy/reporting,

investigating abuse, assessment of residents for

parties regarding abuse and what to do to ensure
other residents are not abused.

8. Resident safety monitoring policy was updated
by Administrator, Social Services Director, and
CEO as of 08/15/13 to ensure that residents who

Administration/Designee/Social Services Director. -

General All Department Staff, Human Resolrces, :

harm from abuse. and notifications to responsible -

F 226
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are atrisk for safety, including resident who may

have the potential to cause harm to themselves

or others were assessed, Nursing staff (Nurses,

CNAs, KMAs) were in-serviced on change/update
: to policy by DON on 08/19/13. :

9. Nurses will continue to pass on at change of

- shift report any ongoing issues regarding
changes in condition/issues/concerns and be
discussed/addressed for monitoring, ete., and
should be discussed daily (Mon. through Fri.)
morning meetings held by

- Administrator/designee/Ql team

- members/Department Managers.

10. Department Managers/Ql
membersiManagers on Duty will continue to
monitor residents daily to ensure resident safety
needs are met and complaints are addressed.
Issues/concerns are documented on QI
monitoring tool for Administration/designee review
and follow up.

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

1. Copies of skin assessments, performed by

“licensed staff, for all residents currently residing
in the facility, as of 08/20/13, were reviewed. No
concerns revealed during review of skin
assessments.

2. Interviews with Licensed Practical Nurse
(LPN) #5 and Certified Nursing Assistant {CNA)
#2, on 08/15/13, revealed Resident #2 was on

" close observation until transferred out of the
facility.

3, The facility provided a copy of the Resident
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Council meeting held on 08/19/13. Interview with
Resident #5, on 08/23/13 at 3:15 PM, revealed
the Resident meeting was held on 08/19/13 and
the Social Services Director asked if any
residents had any concerns that had not been
addressed,

4. Interview with Resident #5, on 08/23/13 at
3:15 PM, and Resident #9, on 08/23/13 at 3:25
PM, revealed the Social Services Director had
come into residents’ rooms and discussed safety
concerns as well as guidelines to use in case
another resident should come into their rooms.

5. The facility provided a copy of in-service sign
in sheet for 08/15/13 regarding training for all
employees on abuse. Interview with .
Housekeeper #1, on 08/23/13 at 2:00 PM,
revealed she had attended the in-service
discussing abuse. Interview with Housekeeper
#2, 0n 08/23/13 at 2:05 PM, revealed she had
training on abuse and attended the in-service on
08/15/13. Interview with Laundry Staff, on
08/23/13 at 2:15 PM, revealed she had training
on abuse on 08/15/13, which she stated was
mandatory for all staff members. Interview with
Dietary #1, on 08/23/13 at 2:20 PM, revealed she
had attended the in-service on 08/15/13 related to
abuse. Interview with Dietary #2, on 08/23/13 at
2:25 PM, revealed she has had training on abuse

" and attended the in-service on 08/15/13.

Interview with Certified Nursing Assistant #2, on
08/15/13 at 7:41 PM, revealed she has had
training on abuse and attended the in-service on
08/15/13.

6. The facility provided a copy of sign-in sheets :
regarding the abuse training given for Department
Managers, (il members, and Managers On Duty.

F226
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Interview with Social Service Director, on
- 08/22/13 at 514 PM. revealed she has had
* training on abuse to include proper notifications

with the Director of Nursing, on 08/21/13 at 11:29
AM, revealed she has had training on abuse to
. include proper notifications and attended the
“in-service on 08/15/13.

7. The facility provided a copy of sign-in sheets
regarding the abuse training given for nursing

. staff, Interview with LPN #4, on 08/23/13 at 210
PM revealed she attended training regarding the
abuse policies and procedures, Interview with
LPN #8, on 08/23/13 at 2:25 PM, revealed she
has been on vacation and was just returning to
work this date. LPN #8 stated she received

_training on abuse palicy and procedures this

“morning at the start of her shift,

8. The facility provided a copy of sign-in sheets
regarding the new monitoring policy training for

- nursing staff. Interview with LPN #4, on 08/23/13
at 2:10 PM revealed she attended training
regarding the new monitoring policy and
procedures. Interview with LPN #6, on 08/23/13
at 2:25 PM, revealed she has been on vacation
and was just returning to work this date. LPN #8
stated she received training on the new

~the start of her shift.

9. The 24 Hour Report/Change of Condition
Reports from dates of 08/20/13 through 08/23/13
were reviewed and revealed staff nurses were
documenting and reporting events for their shift.
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the 24 Hour
Report/Change of Condition was utilized in the

and attended the inservice on 08/15/13. Interview’

monitoring policy and procedures this morning at
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Stand Up meetings for management and
administrative follow up.

10. The Gl monitoring Tool, completed by
management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
were following up with areas of safety and
resident needs noted on document tool.

- Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the QI monitoring
Tool was utilized by management staff while _
making rounds daily. :

F 250 483.15(g)(1) PROVISION OF MEDICALLY F2s0  SEE ATTACHED 9/16/13

$8=) . RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attain or maintain the highest

. practicable physical, mental, and psychosocial

- well-being of each resident.

This REQUIREMENT is not met as evidenced

by:

Based on interview, record review, review of
Sacial Service Director Job Description, and the
facility's policies, it was determined the facility
falled to have an effective system to ensure :
residents in the facility received social services to
attain and/or maintain the highest practicable
physical, mental, and psychosocial well-being of
each resident. On 08/03/13 at 4:00 AM, Resident
#2 was found in Resident #1’s room with the door
closed. Interview revealed Resident #1 was

found in a fetal position on his’her side with the
pajama pants and adult brief pulled down below
the buttocks and the buttocks were exposed. A
wet substance was found on Resident #1's
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buttocks, blanket, and on the outside of the adult
brief. Interview revealed Resident #2 was sitting
in his wheelchair with the zipper of his/her pants
down. Interview also revealed Resident #2 had a

- history of exhibiting inappropriate touching of

Resident #1. Record review revealed Resident
#2 would stare into other residents’ rooms, cuss

- in the hallways, and make sexual comments:
however, there was no documented evidence the

faciity had addressed Resident #2's behavior.

CIn addition, record review revealed Resident #2

had a history of abusive behaviors towards other
residents in the facility with no documented
evidence Social Services addressed and
implemented interventions related to these
abusive behaviors.

The facility's failure to ensure an effective system
was in place to ensure social services were
provided in order to attain and/or maintain the
highest practicable physical, mental, and
psychosocial well-being of each resident was
likely to cause risk for serious injury, harm or
impairment or death. The Immediate Jeopardy
was identified on 08/15/13, and determined to
exist on 08/03/13. The facility was notified of the
Immediate Jeopardy on 08/15/13.

The facility provided an acceptable credible
Allegation of Compliance (AQC) on 08/23/15 with
the facility alleging removal of the immediate
Jeopardy on 08/20/13. The Immediate Jeopardy
was verified to be removed on 08/23/13, prior to
exiting the facility on 38/23/13, with remaining
non-compliance at 42 CFR 483.15, Quality of

- Life, F-250 Provision of Medically Related Socijal

Services, with a Scope and Severity of "D", while
the facility develops and implements a Plan of

STATEMENT OF DEFCIENCIES (X1} PROVIDER/SUPPIIERSCLIA (X2 MULTIPLE CONSTRUC MNON (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o~ COMPLETED
A BLUILDING
104
185388 B.WING 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
EDGEMONT HEALTHCARE 323 WEBSTER AVENUE
CYNTHIANA, KY 41031
(X451 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION K53
PREFIX IEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX JEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC iDENTIFYING INFORMATION)} TAG CROSS-REFERENCED TO THE APPROPRIATE . bate
DEFICIENCY:
F 250 Continued From page 48 F 250:

FORM CMS-2367102-99) Previcus Versions Obsclele

Evenl ID:5TKI11

Facilily ID; 100166

If conlinua lien sheel Page 49 of 84




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 1o/02m2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {(X21 MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AND PLAN OF CORRECTION WIENTIFICATION NUMBER: . COMFLETED
A BUILDING
C
185388 BwWING S 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
323 WEBSTER AVENUE
EDGEMONT HEALTHCARE
CYNTHIANA, KY 41034
14} 1D SUMMARY STATEMENE OF DEFICIENCIES I PROVIDER'S FILAN OF CORRECTION : x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX iEACH CORRECTIVE ACTION SHOULD RE COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APFROPRIATE Bate
DEFICIENGY
F 250 Continued From page 4% F 250

Correction, and the facility's Giuality Assurance
continues to monitor compliance with systemic

"changes.

The findings include;

Review of the job description for Social Service
Director (SSD) revealed Administrative Function
of meeting with administration, medical and
nursing staff, and other related departments in

. planning social services as needed. Further

review revealed as a part of the Adnministrative
Function, the Social Service Director was
responsible for maintaining contact with the
resident’s family, involving them with non-medical
pragress reports and working with emotional
problems including assisting resident/family with
anxieties and stress caused by illness and
adrtission to the facility, difficulties in coping with
residual physical disabilities, fears related to
helplessness and death, and the need for
institutional and specialized care.

Review of facility's policy "Behavior Palicy". dated
06/07, revealed assessing/documenting new
onset of behaviors or those behaviors that were
not improving with treatment, monitoring for side
eftects and providing staff with information
regarding behavior management via care plan,
etc. Further review revealed nursing staff shall
document in nurses notes of any
concerns/changes (improvemenifdecline) with
behaviors that require additional iniervention or
monitoring. Further review of the facility's policy
revealed Social Services Designee {SSD) shall
evaluate and document resident's mental health
issues, past and present history of behavioral
Issues and shall incorporate with nursing
information when cocumenting admission notes
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for use with Resident Assessment instrument
{RAIl) tc develop an appropriate ptan of care.
Further review revealed the SSD shall document

- at least quarterly thereafter and as needed
" regarding any noted changes in conditions,

interventions imptemented to assure an
appropriate ptan of care was instituted.

1. Review cf Resident #2's medical record
revealed the facility admitted Resident #2 on
02/12/13 with diagnoses which include Altereq

. Mental Status, Seizure Disorder, Obstructive

Hydrocephaius, Schizophrenia, Degenerative
Joint Disease, and Mental Retardation. Review

- of Quarterty Minimum Data Set (MDS), dated

05/14/13, reveated a Brief Interview for Mental
Status (BIMS) summary score of 11/15, indicating
the resident was moderately impaired in
cognition. Aisc noted was nc evidence of acute
changes in mental status. Review of the Nursing
Notes, dated 08/03/13 at 4:00 AM, revealed staff
entered the closed door to Resident #1°s rocom

- and found Resident #2 in his/her room with the
resident. Interview with staff reveated Resident

#1 was found lying on his/her right side in a fetal
position with his/her pajama pants and adult brief
puiled down under the buttocks with his/her
buttocks completery exposed. A wet substance
was found on his/her hip, on the outer side of
his/her adult brief, and on the resident's blanket.

Interview with Resident #5, on 08/16/13 at 1:10
PM, revealed Resident #5 thought Resident #2
‘was a problem from the start". Resident &5
could not recali specific dates and times but did
reveal specific incidents when Resident #2 would
reach towards Resident #1's breast and Resident .

- #5 would intervene prior to any actual touching,

Resident #5 stated the residents had to lock out
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" for Resident #1 and keep Resident #2 away from
- Resident #1. :
' Review of Resident #5's medicai record revealed
the faciity admitted Resident #5 on 07/19/12 with

- diagnoses which include Dementia, Depression,
and Aizheimer's disease. Review of Annual MDS,
dated 07/13/13, revealed BIMS summary score of
11/15, indicating the resident was interviewable,
Also noted was no evidence of acute changes in
mental status.

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

. #1's legs. Continued interview reveated, Resident

- #4 advised staff to "keep an eye on' Resident #2
and keep him/her out of Resident #1's room.
Further interview revealed Resident #4 did report

* his/her concerns to the Assistant
Administrator/Social Services Director.

Furtherinterview with Resident #5, on 08/16/13 at
1:10 PM. revealed Unsampied Resident A had
come into Resident #5's rcom and stated
Resident #2 had come into his/her rogm and
started talking about killing peopte. Unsam pied
Resident A told Resident #5 he/she was afraid of
Resident #2. Resident #5 stated he/she
encouraged Unsampied Resident Ato report the
incident o staff. Resident #5 stated she was
present when Unsampied Resident A met with the
Secial Worker to inform of his/her fear of
Resident #2. According to Resident #5, the
Sociat Worker informed Unsampled Resident A
nottc worry about Resident #2 because he/she
“woutdn't hurt anyone”,

tnterview with Unsampled Resident A, on
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F 250 Continued From page 52
08/20/13 at 4:55 PM, raveaied tnsampied

histher room. Unsampted Resident A stated
he/fshe informed staff of the incident but couidn't

.was reported.

Review of Unsampied Resident A's medicat
record revealed the facility ad mitted Unsampled

_Resident Aon 01/30/13 with diagncses with
inciude Osteoarthritis, Pain in Limb, Spinai
Stenosis, Low Back Pain. Peripherat Vascutar
Disease, Progressive Supranuciear Palsy, and

. Parkinsonism. Review of Quarterly MDS, dated
08/08/13, reveared BIMS summary score of
10/15, indicating the resident was interviewabie.

Interview with Sociat Services Director, on

- 08/21/13 at 10:45 AM, reveaied she did not

- remember any resident discussing Resident #2
going into his/her room. The Social Worker

further stated she didn't remember Resident %2
going into any cther residents’ room, The Social
Worker stated if Resident #2 was in another

Social Worker stated she was not aware of
. Resident #2 making any sexuat comments to
- staff or residents.

2. Review of Resident #2's medicai record
revealed documented evidence of Resident #2's
behavior towards residents and staff. However,
record review reveated no evidence these
behaviors were addressed by Social Services,

" Review of the Nurse's Note, written on 02/28/13
at 9:10 AM, revealed Resident #2 was verbaity
abusive to residents and staff. Review of

Resident A was upset by Resident #2 coming into

: remember to whom hefshe reported it nor when it

resident's room, it was as a "wanted" visitor. The

Resident #2's care plan revealed no documented

F 250
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evidence of revision or interventions put into
ptace due fo this behavigr,

Review of Nurse's Note, dated 04/10/13 at 9:00
PM, revealed Resident #2 was extremety upset,
agitated and threatening to hurt his roommate.
There was no documented evidence the Social
Worker addressed Resident #2's behaviors.
Review of Resident #2's care plan reveated no
revision or interventions put inte place due to this
occurrence, :

Review of Nurse's Note, dated 04/27/13 at 12:1%
PM, reveated Resident #2 was often found :

- staring into other residents' rcoms, cussing in the
haliways, and making sexual comments. There
was no documented evidence the Social Services

. Director addressed these behaviors. Review of

" Resident #2's care plan revealed no revision or
interventions put into place due to this behavior.

tnterview with the Social Service Directeor, on
08/21/13 at 10:44 AM, revealed she was not
aware of Resident #2's behaviors that were
gocumented in the resident's medical record.
Even thcugh the facitity's behavior policy stated

- Sociat Services would evaiuate and document
resident's mental health issues, past and present .
history of behaviorat issues, and incorporate

" nursing information to develop an appropriate
ptan of care.

Further review of Nurse's Note, dated 05/20/13 at
6:30 PM, revealed Resident #2 was on the patic
for smoke break and was yelling, cursing, and
running into other residents with his/her wheel
chair. There was no documented evidence the
Sociat Services addressed this behavior and
review of Resident #2's care plan revealed no
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: revision or interventions put into place due to this
behavior.

. interview with the Social Service Director. on
08/21/13 at 10:45 AM, reveaied she was unaware
of the incident on 05/20/13 at 6:30 PM.

However, interview with the DON, on 08/23/13 at
1:35 PM, revealed the 24 Hour Report/Change of
Condition Reports, which were completed every

- day, were read during the morning meetings by
supervisors and department heads.

Review of facility's 24 Hour Report/Change of
Candition Report, dated 05/20/13, reveated
documentation that Resident #2 was yelling,
cursing staff, running into residents, and staff was
unable to redirect. However, Sacial Services
failed to address this behavior and revise the

. resident’s plan of care to prevent recurrence of

- this behavior and protect other residents.

Interview with the Social Service Director, on

“08/21/13 at 10:47 AM, revealed she was
responsibie for talking with residents and famites
regarding incidents in an investigation. Further
interview revealed she was responsible for
coordination of care within the facility to ensure
residents received needed and required services.
Further interview revealed she attended the
morning meetings to discuss resident condition
changes or pertinent informaticn; however, she

- was unaware any residents were concerned with
their safety, was unaware Resident #2 wandered
into other resident rooms, was unaware Resident
#2 had a history of staring into other resident
rooms and was unaware Resident #2 had a
history of making sexually inappropriate sexual
comments.
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The faciiity provided an acceptable credible

alleged remaval of the 1} effective 08/20/13.
. Review of the AOC revealed the facility
imptemented the foilowing:

1. The facility had addition format assessments
completed per poticy for 100% skin assessments
{as with all residents in facility) as of 08/20/13 to

“remave KJ. There was nc indicaticn of injury or
harm.

2. Resident #2 was placed on close observation
on 08/03/13 after the incident, due to becoming
_agitated until resident was transferred to ancther

facitity.

meeting on 08/19/13. No other residents voiced
any concerns. The facility's Ombudsman
attended the meeting,

4. Al interviswable residents were
assessedireassessed by Social Service Director
regarding feeling safe and informed residents
what to do in the event of another resident
coming into their rcoms.

5. All staff (nursing, dietary, and
housekeeping/laundry) was re-in-serviced by
Administrator/other designees on Abuse policy
and procedures inciuding Physician and famity
~notifications of 08/15/13, Al staff {nursing,
dietary, and housekeeping/laundry) witi be
in-serviced/oriented to abuse policy, including
reporting, prevention, intervention, notifications

re-in-serviced annuatly by

Atlegation of Comptiance (AOC) on 08/23/13 that

" 3. Social Services Director conducted a resident

and detection upon hire. Additicnally, staff wili be :
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~ Administration/De signee/Sccial Services Director.

6. On 08/15/13, the Administrator
in-serviced/re-in-serviced Department

- Managers/Managers On Duty/Qi Members
{Activities, Social Services, Medical Records, ]
Generat Ait Department Staff, Human Rescurces,
Business Office Manager, Director of Nursing,
Nursing Managers, CEQ) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff {CNAs, Nurses, and KMAs)
in-serviced/re-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residents for
harm from abuse, and notificaticns to responsible
parties regarding abuse and what tc do to ensure
other residents are not abused.

8. Resident safety menitoring policy was updated
by Administrator, Social Services Director, and
CEO as of 08/15/13 to ensure that residents who -
are at risk for safety, including resident who may
have the pcotential te cause harm to themselves
or cthers were assessed, Nursing staff {Nurses,

: CNAs, KMAs) were in-serviced on change/update
to policy by DON on 08/19/13,

9. Nurses wilt continue to pass on at change of
shift report any ongoing issues regarding
changes in conditicn/issues/concerns and be
discussed/addressed for monitering, etc., and
shouid be discussed daily (Mon. through Fri.)
morning meetings heid by
Administrator/designee/Qi team
members/Department Managers.

10. Department Managers/Qt
members/Managers on Duty will continue to
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mnitor residents daily to ensure resident safety
needs are met and complaints are addressed.
tssues/concerns are documented on Qi

and fotlow up.

The State Survey Agency validated the
implementaticn of the facitity's AOC as follows:

1. Copies of skin assessments, performed by
licensed staff, for all residents currently residing

concerns revealed during review of skin
assessments.

2. Interviews with Licensed Practical Nurse
“{LPN) #5 and Certified Nursing Assistart {CNA)
#2, on 08/15/13, revealed Resident #2 was on
' close observation untii transferred out of the

. facility.

3. The facility provided a copy of the Resident

Resident #5, on 08/23/13 at 3:15 PM., reveaied
the Resident meeting was held on 08/1 9/13 and
the Social Services Director asked if any
residents had any cencerns that had not been
addressed.

4. interview with Resident #5, on 08/23/13 at
3:15 PM, and Resident #9,0n 08/23/13 at 3:25
PM, revealed the Sccigl Services Director had

concerns as welt as guidelines to use in case
angther resident should come into their rcoms,

5. The facility provided a Copy of in-service sign
. insheet for 08/15/13 regarding training for ail
“empioyees on abuse. Interview with

monitoring toot for Administration/designee review

in the facility, as of 08/20/13, were reviewed. No

Council meeting heid on 08/19/13. Interview with

come into residents’ roems and discussed safety
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Housekeeper #1, on 08/23/13 at 2:00 PM,

- reveaied she had attended the in-service
discussing abuse, tnterview with Housekeeper
#2, on 08/23/13 at 2:05 PM, revealed she had
training on abuse and attended the in-service on

“08/15/13. Interview with Laundry Staff, on
08/23/113 at 2:15 PM, revealed she had training
on abuse on 08/15/13, which she stated was
mandatory for ail staff members. Interview with

. Dietary #1, on 08/23/13 at 2:20 PM, reveated she

“ had attended the in-service on 08/15/13 related to
abuse. Interview with Dietary #2, on 08/23/13 at
2:25 PM, revealed she has had training cn abuse

- and attended the in-service on 08/15/13,
tnterview with Certified Nursing Assistant #2, on
08/15/13 at 7:41 PM, revealed she has had
training on abuse and attended the in-service on
08/15/13.

6. The facility provided a copy of sign-in sheets
regarding the abuse training given for Department

- Managers, Qi members, and Managers On Duty.

. Interview with Sociat Service Director, on
08/22/13 at 5:14 PM, revealed she has had
training on abuse to inciude proper netifications
and attended the inservice cn 08/15/13. interview
with the Director of Nursing, on 08/21/13 at 11:29
AM, reveated she has had training on abuse to
inctude proper notifications and attended the
in-service on 08/15/13.

- 7. The facility provided a copy of sign-in sheets
regarding the abuse training given for nursing
staff. interview with LPN #4, on 08/23/13 at 2:10
PM revealed she attended training regarding the
abuse policies and procedures. Interview with
LPN #6, on 08/23/13 at 2:25 PM, revealed she
has teen on vacation and was just returning to
work this date. LPN #6 stated she received
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(X3 DATE SURVEY

: training ¢n abuse policy and procedures this
marning at the start of her shift.

8. The facility provided a copy of sign-in sheets
regarding the new monitoring policy training for

at 2:10 PM revealed she attended training
regarding the new monitaring policy and
procedures, interview with LPN #3, on 08/23/13
at 2:25 PM, revealed she has heen on vacation
and was just returning to work this date. PN #6
stated she received training on the new

the start of her shift,
- 9. The 24 Hour Report/Change of Condition

were reviewed and reveated staff nurses were

- documenting and reporting events for their shift.
interview with the Director of Nursing on,
08/23/13 at 11.35 AM, revealed the 24 Hour
Report/Change of Condition was utilized in the
Stand Up meetings for management and

: administrative follow up.

10. The QI monitoring Tool, compieted by
management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
were following up with areas of safety and
resident needs noted on document tool,
tnterview with the Director of Nursing on,

Toot was utilized by management staff white
making rounds daily.

F 280 483.20(d)(3), 483.10{(k){2) RIGHT TO

5=t PARTICIPATE PLANNING CARE-REVISE CGP

The resident has the right, uniess adjudged

: nursing staff. interview with LPN #4, on 08/23/13

manitoring poficy and procedures this morning at -

Reports from dates of 08/20/13 through 08/23/13 -

- 08/23/13 at 11:35 AM, revealed the Gf monitoring
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incompetent or otherwise found to be

incapacitated under the laws of the State, to
| participate in planning care and treatment or
- changes in care and treatment.

A comprehensive care plan must be devetoped

. within 7 days after the completion of the

- comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility

- for the resident, and other appropriate staff in

- disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of

. legal representative; and periodically reviewed
- and revised by a team of gualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

' Based on interview, record review and review of
the facility's policies, it was determined the facility
failed to have an effective system to evaluate and
revise residents’ care plans when a resident’s
status changed for one (1) of nine (9} sampled
residents {Resident #2). Resident #2 had a
documented history of verbal outburst,
inappropriate touching, wandering in other

with his/her wheel chair. However, review of
Resident #2's Care Plan revealed no documented
evidence the facility revised the care plan to
include interventions to address these behaviors.
On 08/03/13 at 4:00 AM, Resident #2 was found
in Resident #1's room with the door closed.
Interview revealed Resident #t was found in a

the resident, the resident’s family or the resident's _

residents’ rooms, and running into other residents -
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. fetal position on his/her side with the pajama
“pants and adult brief pulled down below the

buttocks and the buttocks were exposed. A wet
substance was found on Resident #1's buttocks,
bBlanket, and on the outside of the adult brief
Interview revealed Resident #2 was sitting in
histher wheelchair with the zipper of his/her pants
down. (Refer to F223 and F250)

' Based of the above findings, it was determined

the facility's failure to to evaluate and revise
residents’ care plans when a change in status
occurred was likely to cause serious injury, harm,
impairment, or death to a resident. IImmediate

- Jeopardy (IJ) and Substandard Quality of Care

{SQC) were identified on 08/15/13 and was
determined to exist on 08/03/13.

The facility provided an acceptable credible
Allegation of Compliance (AOC) on 08/23/15 with _
the facility alleging removal of the Immediate :
Jeopardy on 08/20/13. The Immediate Jeopardy
was verified to be removed on 08/23/13, prior to

- exiting the facility on 08/23/13, with remaining

non-compliance at 42 CFR 483.20, Resident
Assessment, F-280 Revision of Care Plans, with
a Scope and Severity of “D”, while the facil ity
develops and implements a Plan of Correction,

: and the facility's Quality Assurance continues to

manitor to ensure compliance with systemic
changes.

The findings include:

Review of facility's policy "Behavior Policy”, dated
06/07. revealed assessing/documenting new
onset of behaviors or those behaviors that were
nat improving with treatment, monitoring for side
effects and providing staff with information

FORM CMS.2567:02-99; Previous Versions Obsolele Event 1D 1TKIYY Facilivy 1ID: 100166

If contnuation sheet Page 62 of 84




PRINTED: 10/02/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROUED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF CEFICIENCIES {XT] PROVIDER/SIFPLIER/CLIA (X2} MUILTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
C
185289 B.WING 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
EDGEMONT HEALTHCARE 323 WEBSTER AVENUE
CYNTHIANA, KY 41031
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES : ) PROVIDER'S PLAN OF CORRECTION ' {55
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FIILL PREFIX I[EACH CORRECTIVE ACTKON SHQUI D BE COMPLE DN
1AG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 10 THE APPROPRIATE DATE
: : DEFICIENCY)
F 280 Continued From page 62 : F 280

. regarding behavior management via care plan,

“efc. Further review revealed nursing staff shall
document in nurses notes of any
concerns/changes (improvement/decline) with

_behaviors that require additional intervention or
maonitoring. Further review of the facility's policy
revealed Social Services Director (SSD) shall
evaluate and docuiment resident's mental health

"issues, past and present history of behavioral
issues and shall incorporate with nursing

_information when documenting admission notes
for use with Resident Assessment Instrument

- {RAl) to develop an appropriate plan of care.

" Further review revealed the SSD shall document
at least quarterly thereafter and as needed

- regarding any noted changes in conditions,

“interventions implemented to assure an
appropriate plan of care was instituted.

Review of facility's policy, "Care Plans -
Comprehensive Policy”, no date, revealed care
plans should be revised as changes in the

- resident's condition dictated.

Review of Resident #2's medical record revealed

- the facility admitted Resident #2 on 02/12/13 with

“diagnoses which include Altered Mental Status,
Seizure Disorder, Obstructive Hydrocephalus,
Schizophrenia, Degenerative Joint Disease, and
Mental Retardation. Review of Quarterly
Minimum Data Set (MDS), dated 05/14/13,
revealed a Brief Interview for Mental Status
(BIMS) summary score of 11/15 indicating the
resident was moderately impaired in cognition.
Also noted was no evidence of acute changes in
mentat status.

Interview with Rasident #5, on 08/16/13 at 110
PM, revealed specific incidents when Resident #2
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would reach towards Resident #1's breast and

_Resident #5 would intervene prior to any actual
“touching. Resident #5 stated the residents had to

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

Interview with Resident #4, on 08/16/13 at 12:59

PM, revealed Resident #4 had witnessed
Resident #2 put his/her hand between Resident
#1's legs. Resident #4 advised staff to "keep an
eye on” Resident #2 and keep him/her out of
Resident #1's room and Resident #4 reported
his/her concerns to the Sacial Services Director.

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

* public area when bebavior is unacceptable,
" encourage diversional activities, change staff if

resident will allow another staff to complete care,

- avoid over stimulation, assist to toilet or change

brief as needed, position for comfort and assess
for hunger or thirst. The anly revisicns to the care
plan noted were for medication changes. Further
review revealed a notation in the comment
section of the comprehensive plan of care dated
05/2013 "Goals Met cont. POC”. The resident's
care plan did not address inappropriate touching
of other residents,
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" Review of the Nursing Notes, dated 08/03/13 at
4:00 AM, revealed staff entered the closed door
to Resident #1's room and found Resident #2 in
his/her room with the resident. hterview with
staff revealed Resident #1 was found lying on
his/her right side in a fetal pasition with his/her

- pajama pants and adult brief pulled down under
the buttocks with his/her buttocks completely
exposed. Awet substance was found on his/her
hip, on the outer side of his/her adult brief, and on
the resident's blanket.

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

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

“and physical abuse documented on 02/28/13.
Other behaviors were also documented to include :
other behavioral symptoms not directed toward
others, rejection of care, inattention and
disorganized thinking. No documentation
indicating interventicn of medication was used.
Outcomes were recorded as unchanged and the
resident’s care plan was not revised. Review of
the Nurse's Note, dated 02/28/13 at 9:10 AR,
revealed Resident #2 to be verbally abusive to
other residents and staff and extremely upset and
unable to be redirectad. Further review of the
medical record revealed Resident #2 received

. PRN dose of Ativan for agitation/anxiety,

However, review of the Care Plan revealed no
documented evidence the facility revised the care
plan to included updated interventions ta address
the behaviors.
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Review of Resident #2's Mood and Behaviors
Monthly Assessment, 04/2013, revealed no
abusive behaviors documented although other
benaviors such as inattention and disorganized
thinking were documented. No documentation
indicating intervention of medication was used.
Outcomes were recorded as unchanged.
However, review of Resident #2's Nurse'’s Notes,
dated 04/09/13 at 7:00 AM. revealed Resident #7
was up in his/her whee| chair roaming the facility
making sexual remarks to staff. Resident #2 was
redirected with positive results. Review of
Resident #2's Nurse's Note, dated 04/10/13 at
9:00 PM, revealed Resident #2 was extremely

threatened to hurt his/her room mate. At this time
Resident #2 received PRN dose of Ativan for
agitation/anxiety. Review of Resident #2's
Nurse's Notes, dated 04/27/13 at 12:15 PM,
revealed Resident #2 was often found starring in
other resident rooms, cussing in hallways and
making sexual comments. Review of Resident
#2's Nurse's Note; dated 04/28/13 at 3:30 PM,
revealed Resident #2 was yelling and cussing in
the hall, threatening to fight other residents and
staff, packing his/her personal belongings.
Further review revealed Resident #2 received
PRN dose of Ativan for agitation/anxiety.
However, review of the care plan revealed no
documented evidence the care plan was revised
to include any additional interventions to address
Resident #2’s behaviors.

Review of Resident #2's Mood and Behaviors
Monthly Assessment, 05/2013, revealed no
abusive behaviors documented although other

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

upset and agitated. Review revealed Resident #2 -

behaviors were documented to include inattention
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. Qutcomes were record as unchanged. However,

i review of Resident #2's Nurse's Note, dated
05/13/13 at 11:00 PM, revealed Resident #2
required frequent redirection from conversation
with staff regarding sexual overtones. Review of .
Resident #2's Nurse's Note, dated 05/20/13 at
6:30 PM, revealed Resident #2 was on the patio

_ outside, very agitated, going through the trash

- can, yelling, cursing and running into other
residents and unable to be redirected. Further
review revealed Resident #2 received PRN dose
of Ativan for agitation/anxiety at 7:00 PM.
Review of Resident #2's Nurse’s Note, dated

T 0%/31/13 at 2:45 PM, revealed Resident #2 was
cussing and threatening staff and other residents.
Resident #2 received PRN dose of Ativan for
agitation/anxiety. However, review of the care
plan revealed no documented evidence the care
plan was revised with interventions to address the .

: behaviors.

Review of Resident #2's Mood and Behaviors
Monthly Assessment, 07/2013, revealed
physically abusive behaviors documented on
07/01/13. Other behaviors were noted on
07/01,13, 07/02/13, 07/20/13, 07/22/13, 07/23113
“and 07/24/13 to include other behavioral
symptoms not directed toward staff, rejection of
care, inattention, disorganized thinking and
delusions. No documentation indicating
intervention of medication was used. Outcomes
were record as unchanged. However, review of
Resident #2's Nurse's Note, dated 07/26/13 at
10:30 AM. revealed the Inter-Disciplinary Team
(IDT) reviewed the resident’s behaviors from
evening shift. Further review stated Resident #2
became very angry and irate, cussing at other
staff, throwing things. Resident #2 received PRN
dose of Ativan for agitation/anxiety. Review of
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- Resident #2's Nurse's Note, dated 07/26/13 at
8:15 PM, revealed Resident #2 was yelling and
stating to staff to get away or he/she would hurt

' staff. Resident #2 was cursing other residents

~when they told him to shut up. Resident #2 was
unable to be re-directed. Resident #2 received
PRN dose of Ativan for agitation/anxiety.

- However, review of the care plan revealed no
documented evidence the care plan was revised
to include addition interventions to address the
behaviors.

Review of Resident #2's Mood and Behaviors
Monthly Assessment, from 08/01/13 to 08/03/13,
revealed no abusive behaviors documented

_although other behaviors were documented to
include inattention and disorganized thinking. No
documentation indicating intervention of
medication was used. Qutcomes were record as
unchanged. Howaver, review of Resident #2's
Nurse's Note, dated 08/03/13 at 4:30 AM,
revealed Resident #2 was roaming in the hall and -
became agitated and unable to redirect. Further
review revealed Resident #2 got up out of his/her
wheel chair saying he/she was leaving, resident
velling and cursing staff unable to redirect.
Resident #2 received PRN dose of Ativan for
agitation/anxiety at 4:50 AM.

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

Interview with the Social Service Director, on
08/21/13 at 10:59 AM, revealed it was her
responsibility to coordinate services in the facility
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. 10 ensure residents received the care and
Services that they needed. She stated she did, at
: times revise care plans.

~ Interview with the Chief Executive Officer (CEQ),
on 08/21/13 at 1230 PM, revealed she was not
able to determine if the Mood and Behavior
Tracking sheets were an accurate assessment of
the resident's behavior if the sheets were missing
important details, due to not having a medical
background.

- Interview with the Administrator, on 08/21/13 at
2:40 PM, revealed she does not review the Mood
and Behavior tracking sheets to assess residents.
The Administrator stated she logked at the
nurse's notes, medications, and Physician's
orders to assess behaviors. She further stated
the Social Service Director was responsible for
review the Mood and Behavior tracking sheet and
revising the care plan accordingly,

The facility provided an acceptable credible
Allegation of Compliance (AOQC) on 08/23/13 that
alleged remaval of the | effective (8120113,
Review of the AOC revealed the facility
implementad the following:

1. The facility had addition formal assessments
completed per policy for 100% skin assessments
(as with all residents in facility) as of 08/20/13 to
remove L} There was no indication of injury or
harm.

2. Resident #2 was placed on close observation
on 08/03/13 after the incident, due to becoming
agitated until resident was transferred to another
facility,
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3. Social Services Director conducted a resident

: meeting on 08/19/13. No other residents voiced
any concerns. The facility's Ombudsiman
attended the meeting.

4. Allinterviewable residents were
assessedireassessed by Social Service Director
regarding feeling safe and informed residents

: what to do in the event of another resident
corming inta their rooms.

5. All staff (nursing, dietary, and
housekeeping/laundry) was re-in-serviced by
Administrator/other designees on Abuse policy
and procedures including Physician and family
notifications of 08/15/13. All staff (nursing,
dietary, and housekeeping/laundry) will be
n-serviced/oriented to abuse policy, including
reporting, prevention, intervention, notifications

. and detection upon hire. Additionally, staff will be

re-in-serviced annually by
Administration/Designee/Sacial Services Director.

6. On 08/15/13, the Administrator
in-servicedire-in-serviced Department
Managers/Managers On Duty/Ql Members
(Activities, Social Services, Medical Records,

- General All Department Staff, Human Resources,
Business Office Manager, Director of Nursing,
Nursing Managers. CEQ) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)
in-servicedfre-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residents for
parm from abuse, and notifications to responsible
parties regarding abuse and what to do to ensure
other residents are not abused.
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8. Resident safety monitoring policy was updated
by Administrator, Social Services Directer, and
CEQC as of 08/15/13 to ensure that residents who
are atrisk for safety, including resident whe may
have the potential to cause harm o themselves
or others were assessed, Nursing staff (Nurses,

to peolicy by DON on 08/19/13.

- 9. Nurses will continue to pass on at change of
shift report any ongoing issues regarding

‘changes in condition/issues/concerns and be
discussed/addressed for menitoring, etc., and
should be discussed daily {(Mon. through Fri.)
morning meetings held by
Administrator/designee/Ql team
members/Department Managers.

- 10. Department Managers/Q|

- members/Managers on Duty will continue to
menitor residents daily to ensure resident safety
needs are met and Complaints are addressed.
Issues/concerns are docy mented on Q|

and fellow up.

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

1. Copies of skin assessments, performed by
licensed staff, for all residents currently residing
in the facility, as of 08/20/13, were reviewed. No
Loncems revealed during review of skin
assessments.

2. Interviews with Licensed Practical Nurse
(LPN) #5 and Certified Ny rsing Assistant (CNA)
#2,0n 08/15/13, revealed Resident #2 was on
L close observation until transferred out of the

CNAs, KMAs) were in-serviced on change/update

monitering tool for Ad ministration/designee review

F 280
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3. The facility provided a copy of the Resident
Council meeting held on 08/19/13. Interview with
Resident #5, on 08/23/13 at 3:15 PM. revealed
the Resident meeting was held on 88/19/13 and
the Social Services Director asked if any
residents had any concerns that had not been

. addressed.

4. Interview with Resident #5, on 08/23/13 at
3:15 PM., and Resident #9, on 08/23/13 at 3:25
- PM, revealed the Sccial Services Director had
come into residents’ roems and discussed safety
concerns as well as guidelines to use in case :
¢ another resident should come into their rooms.

9. The facility provided a copy of in-service sign
in sheet for 08/15/13 regarding training for all

" employees on abuse. Interview with
Housekeeper #1, on 08/23/13 at 2:00 PM,
revealed she had attended the in-service
discussing abuse. Interview with Housekeeper
#2, on 08/23/13 at 2:05 PM, revealed she had
training on abuse and attended the in-service on
08/15113. Interview with Laundry Staff, on
08/23/13 at 2:15 PM, revealed she had training
on abuse on 08/15/13, which she stated was
mandatory for all staff members. Interview with
Dietary #1, on 08/23/13 at 2:20 PM, revealed she
had attended the in-service on 08/15/13 related to
abuse. Interview with Dietary #2. on 08/23/13 at
2:25 PM, revealed she has had training on abuse

“and attended the in-service on 08/15/13,
Interview with Certified Nursing Assistant #2, on
08/15/13 at 7:41 PM, revealed she has had
training on abuse and attended the in-service on
08/15/13.
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6. The facility provided a copy of sign-in sheets
regarding the abuse training given for Department
Managers, QI members, and Managers On Duty.
Interview with Social Service Director. on
08/22/13 at 5:14 PM, revealed she has had
training on abuse to include proper notifications

-and attended the inservice on 08/15/13. Interview

~with the Director of Nursing, on 08/21/13 at 1129 _

- AM, revealed she has had training on abuse to

“include preper notifications and attended the
in-service on 08/15/13,

. 7. The facility provided a copy of sign-in sheets
regarding the abuse training given for nursing

- staff. Interview with LPN #4, on 08/23/13 at 2:10
PM revealed she attended training regarding the
abuse policies and procedures. Interview with
LPN #6, on 08/23/13 at 2:25 PM, revealed she
has been on vacation and was just returning to
work this date. LPN #6 stated she received
training on abuse policy and procedures this
morning at the start of her shift.

&. The facility provided a copy of sign-in sheets
regarding the new monitoring palicy training for
nursing staff. Interview with LPN #4, on 08/23/13
at 2:10 PM revealed she attended training
regarding the new menitoring policy and

procedures. Interview with LPN #6, on 08/23/13
at 2:25 PM, revealed she has been an vacation
and was just returning to work this date. LPN #6
stated she received training on the: new
monitoring policy and procedures this morning at
the start of her shift.

9. The 24 Hour Report/Change of Condition
Reports from dates of 08/20/13 through 08/23/13
were reviewed and revealed staff nurses were
documenting and reporting events for their shift,
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. Interview with the Director of Nursing on,

- 08/23/13 at 11:35 AM, revealed the 24 Hour
Report/Change of Condition was utilized in the
Stand Up meetings for management and

. administrative fellow up.

10. The QI monitoring Tool, completed by
management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers
were following up with areas of safety and
resident needs noted on document taol,
Interview with the Director of Nursing on,
08/23/13 at 11:35 AM, revealed the QI monitoring
Tool was utilized by management staff while
. making rounds daily,
F 490 483.75EFFECTIVE
§8=; ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a marner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical. mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

. Based on interview, record review, and review of
facility's policy, it was determined the facility failed
tc be administered in a manner which enables it
te attain or maintain the highest practicable
physical well-being of each resident related to
provision of care. The facility failed to ensure
abuse and care plan policies and procedures
were implemented by staff. The facility failed to
develop and implement a behavior management
program to ensure residents’ behaviors that could
lead to conflict were assessed. care planned, and

F 280

F 490

SEE ATTACHED 9/16/13
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monitored. The facility's administration failed to
ensure Social Services related to residents’
behaviors was involved in assessing and
: implementing interventions to ensure care plan
‘ revision to ensure resident behaviors were
addressed to ensure resident safety,

On 08/03/13 at 4:30 AM, Resident #2 was found
- in Resident #1's room with the door closed.
Interview revealed Resident #1 was found in a
fetal position on his/her side with the pajama
pants and adult brief pulled down below the
buttocks and the buttocks were exposed. A wet
substance was found on Resident #1's buttocks.,
- blanket, and on the outside of the adult brief.
Interview revealed Resident #2 was sitting in his
wheelchair with the zipper of his/her pants down.
Interview and record review revealed Resident #1
was not assessed for injury, nor was the
' resident’s Physician or Responsible Party
immediately notified of the incident. Interview and
record review revealed the facility failed to
investigate the incident and report the incident to
the appropriate State Agencies. Interview also
revealed Resident #2 had a history of exhibiting
inappropriate touching of Resident #1. Record
review revealed Resident #2 would stare into
other residents’ rooms, cuss in the hallways, and
make sexual comments; however, there was no
documented evidence the facility had addressed
. Resident #2's behavior. (Refer to £157, £223
£225, F226, F250, and F280)

Based on the above findings it was determined
the facility's failure to have an effective system in
place to ensure the facility was administered in a
- manner that enabled it to use its resources
effectively and efficiently was likely to cause
serious injury, harm. impairment, or death.
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Immediate Jeopardy was identified on 08/15/13,
and was determined to exist on
. 08/03/13.

The facility provided an acceptable credible
Allegaticn of Compliance (AQC) on 08/23/15 with |

: the facility alleging removal of the Immediate '
Jeopardy cn 08/20/13. The Immediate Jeopardy
was verified to be removed on 08/23/13, prior to
exiting the facility cn 08/23/13, with remaining
non-compliance at 42 CFR 483.75,

_Administration, F-480 Effective

" Administraticn/Resident Well-Being, with a Scope
and Severity of "D”, while the facility develops and
implements a Plan of Correction, and the facility's

. Quality Assurance continues to monitor to ensure
compliance with systemic changes. '

The findings include:

. Review of the facility'’s policy titled, "Resident

" Rights" undated, revealed the residents had the
right to be free from verbal, sexual, physical or

. mental abuse, corporal punishment, and

- involuntary seclusicn. Continued review revealed

the facility must implement procedures that
protect the resident from abuse, neglect or
mistreatment, or misappropriation of property.
Further review revealed in the event of an alleged -

_violaticns involving resident treatment, the facility

" was required to report it to the appropriate
officials and all alleged violations must be
thoroughly investigated and the results reported.
Further review revealed the facility must provide a
safe environment. '

Review of the facility's policy titled, "Abuse
Reporting” undated, revealed the definitions of
Abuse, Verbal abuse, Sexual abuse, Physical
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abuse, Involuntary seclusion. Mental abuse,

~Neglect and Misappropriation of resident property

- were each defined in the policy. Further review

- revealed each person observing an incident of
resident abuse or suspected resident abuse
should be immediately reported to the charge
nurse. Review further revealed the charge nurse
should complete an Incident Report Form and

: should examine and interview the resident and

“report all findings to the Administrator or
designee. Additionally, review of the facility's
policy stated if sexual abuse was suspected, DO
NOT bathe the resident or wash the resident's
clothes or linen.

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

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

- resident’s condition dictates.

Review of the facility's policy titled, "Behavior
Pglicy” dated $6/07, revealed Social Services

. (88) should evaluate and document resident’s
mental health issues, past and present history of
behavioral issues and shall incerporate said
information with nursing information when
documenting to develop an appropriate plan of
care. Further review revealed S8 should
document at least quarterly thereafter and as
needed regarding any noted changes in
conditions, interventions implemented to assure
appropriate plan of care is instituted. Further
review revealed residents exhibiting behaviors
that posed an immediate threat’harm to
themselves or others will have
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physician/responsible party notified for request to
discharge to hospital for assuring safety. Further
review revealed the residents would receive
individualized interventions based on behaviors
until transportation could be arranged.

Interview and record review revealed the facility

of abusive/inappropriate behaviors since
02/28/13; however, failed to assess, care plan,
and monitor Resident #2 related to these abusive
behaviors, Record review revealed Resident #2
had made sexual comments to staff, and resident
interviews revealed residents had witnessed
Resident #2 inappropriately touch Resident #1.

stated they were concerned for Resident #1.
However, interviews with staff revealed they
denied being informed of this behavior.

Review of the Nursing Notes. dated 08/03/13 at
4:00 AM, revealed staff entered the closad door
te Resident #1's room and found Resident #2 in
his/her room with the resident. Staff interviews
revealed Resident #1's left hip and buttocks were
exposed and Resident #1 was found to have a

. wet substance on his/her hip, on the outer side of

" his/her adult brief, and on the resident's blanket.
However, this incident was not immediately
reported to Resident #1's physician or legal

by the facility for injury. In addition, the facility
failed to cenduct a thorough investigation, and
failed to notify the appropriate State Agencies,

Interview with the Corparate Executive Officer
(CEQ), on 08/14/13 at 8:55 PM, revealed she did
notreport the incident to the appropriate State
Agencies because she was told by the reporting

“had been knowledgeable of Resident #2's history .

Residents reported they had told faciltiy staff and -

representative and the resident was not assessed
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- nurse(LPN#5), nothing happened. Further
nte rview revealed when the State Police initiated

. their nverstigation, she requested witness

' statemenits from immediate care providers for the _
night of 38/03/13;, however, a thorough
inverstigationwas not completed because she did
not think amything had happened.

Interview with the Director of Nursing, on
082113 at 11:20 AM, revealed her expectations
would be to follow the facility's policies. Further
interview revealed Resident #2 should have been

© care planned for behaviors with interventions in

¢ place o monitor Resident #2 and protect the

© other mesidents. Furtherinterview revealed all
incidents should be docurnented, investigated
and reported o the appropriate State Agencies,

Interview with thie Administrator, on 08/21/13 at

2:42 PM. revealed facility policy and procedures
. shoutd be followed: an incident report and

Inves tigation should be completed for all

allegations of abuse; and, the allegaticn should
- bereported to the appropriate State Agencies.

" Thefaclity provided an acceptable credible
Allegation of Compliance (AOC) on 08/23/13 that
allegedremoval of the ) effective 08/20/13.

. Reviesw of the AOC revealed the facility
imple rmented the: following:

1. Thefacility had addition formal assessments

(aswithall residents infacility)as of 082013 to
remove . There was no indication of injury or
" ham.

2. Resident #2 was placed on close observation
onl8/0313 after the incident, due to becoming
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agitated until resident was transferred to another '
facility.

3. Social Services Director conducted a resident
meeting on 08/19/13. No other residents voiced
any concerns. The facility's Ombudsman
attended the meeting.

4. All interviewable residents were
assessed/reassessed by Social Service Director

" regarding feeling safe and informed residents
what to do in the event of ancther resident
cuming inte their rcoms.

5. All staff (nursing, dietary, and
housekeeping/laundry) was re-in-serviced by
Administrator/other designees on Abuse policy
and procedures including Physician and family

~ notifications of 08/15/13. All staff {nursing,
dietary, and housekeeping/laundry) will be
in-serviced/oriented to abuse policy, including
reporting, prevention, intervention, notificaticns
and detection upon hire. Additionally, staff will be
re-in-serviced annually by
Administration/Designee/Social Services Director.

6. On08/15/13, the Administrator
in-serviced/re-in-serviced Department

- Managers/Managers On Duty/Ql Members
{Activities, Social Services, Medical Records,
General All Department Staff. Human Resources,
Business Cffice Manager, Director of Nursing,
Nursing Managers, CEQ) regarding proper
notifications of individuals of abuse allegations.

7. Nursing staff (CNAs, Nurses, and KMAs)
in-serviced/re-in-serviced by the DON/designee
on 08/15/13 regarding abuse policy/reporting,
investigating abuse, assessment of residents for
Event 1D 1TKIT Faciity ID: 100186 If corlinualion sheel Page 80 of 84
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other residents are not abused.

8. Resident safety monitoring policy was updated

- by Administrator, Social Services Director, and

- CEO as of 08/15/13 to ensure that residents who
are at risk for safety, including resident who may
have the potential to cause harm to themselves
or others were assessed, Nursing staff {Nurses,

. CNAs, KMAs) were in-serviced on change/update
to policy by DON on 08/19/13.

9. Nurses will continue to pass on at change of
shift report any ongoing issues regarding
changes in condition/issues/concerns and be
discussed/addressed for monitoring, etc., and

- should be discussed daity (Mon. through Fri))
morning meetings hetd by '
Administrator/designee/Ql team
members/Department Managers.

10. Department Managers/Ql
members/Managers on Duty will continue to
monitor residents daily to ensure resident safety
needs are met and complaints are addressed.

- Issues/concerns are documented on QI

and follow up.

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

1. Copies of skin assessments, performed by
licensed staff, for alt residents currently residing
in the facility, as of 08/20/13, were reviewed No
concerns revealed during review of skin
assessments,

harm from abuse, and notifications to responsible -
" parties regarding abuse and what to do to ensure _

monitoring tool for Administration/designee review

F 490
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2. Interviews with Licensed Practical Nurse
(LPN} #5 and Certified Nursing Assistant (CNA)
#2, on 08/15/13, revealed Resident #2 was on
close observation untit transferred out of the
. facitity.

3. The facility provided a copy of the Resident
Resident #5, on 08/23/13 at 3:15 PM, revealed

the Social Services Director asked if any
residents had any concerns that had not been
addressed.

4. Interview with Resident #5, on 08/23/13 at
- 3115 PM, and Resident #9, on 08/23/13 at 3:25
" PM, revealed the Social Services Director had

concerns as well as guidelines to use in case
another resident should come into their rooms.

in sheet for 08/15/13 regarding training for all
employees on abuse. Interview with
Housekeeper #1, on 08/23/13 at 2:00 PM,
revealed she had attended the in-service
discussing abuse. Interview with Housekeeper
#2, on 08/23/13 at 2:05 PM, revealed she had

- 08/15/13. Interview with Laundry Staff, on
08/23/13 at 2:15 PM, revealed she had training
on abuse on 08/15/13. which she stated was
mandatory for alt staff members. Interview with

and attended the in-service on 08/15/13,
Interview with Certified Nursing Assistant #2, on

Councit meeting hetd on 08/19/13, Interview with

the Resident meeting was hetd on 08/19/13 and

come into residents' rooms and discussed safety

5. The facility provided a copy of in-service sign

training on abuse and attended the in-service on

Dietary #1, on 08/23/13 at 2:20 PM, revealed she
had attended the in-service on 08/15/13 related to
abuse, Interview with Dietary #2, on 08/23/113 at
2:25 PM, revealed she has had training on abuse
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“08/15/13 at 7:41 PM, revealed she has had

- 08/15/13.

Interview with Social Service Director, on
08/22/13 at 5:14 PM, revealed she has had

inctude proper notifications and attended the
in-service on 08/15/13.

work this date. LPN #8 stated she received
training on abuse policy and procedures this
morning at the start of her shift.

at 2110 PM revealed she attended training
regarding the new monitoring poiicy and

stated she received training on the new

the start of her shift.

training on abuse and attended the in-service on

8. Tne facility provided a copy of sign-in sheets
: regarding the abuse training given for Department
Managers, QI members, and Managers Cn Duty.

training on abuse to include proper notifications

and attended the inservice on 08/15/13. Interview

with the Director of Nursing, on 08/21/13 at 11:29
. AM, revealed she has had training on abuse to

7. Tne facility provided a copy of sign-in sheets
regarding the abuse training given for nursing
staff. Interview with LPN #4, on 08/23/13 at 2.10
PM revealed she attended training regarding the
abuse policies and procedures. Interview with
LPN #8, on 08/23/13 at 2:25 PM, revealed she
~has been on vacation and was just returning to

8. The facility provided a copy of sign-in sheets
- regarding the new monitoring policy training for
nursing staff, interview with LPN #4, on 08:23/13

procedures. Interview with LPN #8, on 08/23/13
at 2:25 PM, revealed she has been on vacation
and was just returning {0 work this date, LPN #6

monitoring policy and procedures this morning at -
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9. The 24 Hour Report/Change of Condition
Reports from dates of 08/20/13 through 08/23/13

: were reviewed and revealed staff nurses were

: documenting and reporting events for their shift.

* Interview with the Director of Nursing on,

- 08/23/13 at 11:35 AM, revealed the 24 Hour

. Report‘Change of Condition was utitized in the

" Stand Up meetings for management and
administrative follow up.

- 10. The QI monitoring Tool, completed by
management, from dates of 08/20/13 through
08/23/13 was reviewed and revealed managers

- were following up with areas of safety and
resident needs noted on document tool.
tnterview with the Director of Nursing on,

- 08/23/13 at 11:35 AM, revealed the QI monitoring

- Tool was utilized by management staff while
making rounds daily.
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Resident Council Minutes
August 7, 2013

Act, Dir. and

Meeting Faciiitator: Act
CFO, and Ombudsman
Attendee

Discussion from iast meeting approved. Resident Rights reviewsad

and accepted, Including wondering residents.

No new policies or procedures at this time.

~
Pl

New business and open topics discussed: Residenis discussad an
voted on a special meal for next month. Saimon Fatlies, Tuna
Patties Substitute, Scalloped Potatoes, Broccoli, Asparagus
Substitute, Yeast Rolis and Banana Pudding. Going on an outing to

Cracker Barrel, and interested in a Hayride,

Laundry/Housekeeping - no hew concerms
Digtary — no new concerns

Mainienance - N0 new concerns

Social Services - no new concerns
Nursing — no new concemns

Activities — no new concemns

Concerns will be addresseg with each department heaa.
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Resident Councii Mecting
8-16-2017

Started 2:00 pm

Time Adjorned 225 pm

Directed by SW and ~AD
Residents approved Tor meeting to be lead by social services)

g

Residenis m artendance.

President of Council 15

Reviewed resident rights with attending residents. Reviewd rights inciuding
nrivacy. dismify, voicing grievances, restrainis, abuse and exercising rights.
Also discussed gossip among peers, We reviewed the right to be in a safe
environment free from harm and unwanted visitors. Discussed situations
where peers may wander into a room and what to do 1f an unwanted person
enters the room. All residents are aware to use the call fight for assistance,
yell out if in need of urgent ussistance and fo report any concerns to stafl
nurse, any dept head. Residents are aware of rights and participated
discussion time. Time atlowed for guestions and answers. Those present
feel comfortable and safe in facility and are aware of how o volce concerns
for themselves and others.

All i favor to adjorn.,

Next meeting tentatively scheduled for 9-4-2013.



Resident Councill Minutes
September 4, 2013
Meeting Facllitator: Act. Dir. and DON.
Started 11:00 am
Time Adjourned 11:45 am

Attengees:

Discussion from last meeting approved. Resident Rights reviewed
and accepted, includingAbuse, Notification of Changes in condition to

PCA and Physican, Right to privacy, Report any complaints or
concerns or if they feel unsafe for any reason, Social Services Quality

of iife support if needed for feeling unsafe, to be a part of their care
planning process, and about the environment being safe and free
from accidents. Working on putting together a Hay Rioe in Qcteber.

No new policies or procedures at this time.

New business and open topics discussed: Residents discusseo and

voted on a special meal for next month. Sloppy Joe, Tater Tots, Coie
Slaw, and Brownie with ice Cream. Resident Choice activity for

September is Ring Toss.

Laundry/Housekeeping - no new concerns
Dietary — no new concerns

Maintenance - no new CoNcerns

Social Services - N0 Nnew concerns
Nursing — no new concerms

Activities — no new concerns

Concerns will be addressed with each department head.

Next Resident Council Meeating will be scheduied on October 2, 2013
at 2:00 pm



Resident Council Meeting Scheduled 10/2/13,

on Wednesday mormnz
cenng, that she had & funeral

Chnhudsman phoned Activiry Director
around & 15 e mform Liey that she won'ld ng be able 1o attend the m
to attend that afternonn. Jinbuodsmarn to come m e fatlowing week Lo atiend another residen
counct! meetmy regarding residents nghis
raformed of ombudsiman having 1o cance mcmu; Social worker

e ventfy shie would ot be aftendmg te sec 1f someone from the
office could atlend m her place. No answer. no voicemal] ppuiong at +13 e Soeia! Worker then
a cali to Ombudsman Ofiee v Lexinston i« sezfanyvone could act on
shehalf, N answer @ oﬁjwc, Call placed 1o arfiee apan at 128 s Swoke witl
receptioms: whoe stated that war out w lunch and would nave her call me as soan as
shz returned. Gave her my name and messaue, (;:J.’? placed wa affice asans at 2:06 pmy and 2:{14
. Noanswer, pasi @ recordms siating they wers with chents. Social worker ther calied Iocal
APS office to see if anvone would be available 1o atend a sounsil mesting regarding resident

. remonai APS 1o

rizhiy and abuse. No one available ar that tine, f,d!’ placed 1o
thle 1o talk at that time.

see 1f she could send someons, she was unavariah

Soclal worker,
placed call o

placed

Social Worker, i attended resident counetl mesnng with the consent of ali residente i
atiendance,

Residet? Council Meeting

1072113
Started 2:00 pr, refreshments with the Activity Director.

Directed by SW and AD

Residents 1n Attendance:

Minutes read and approved.

Residents rights read and discussed. Examples given and discussed. Reviawed righis inciud ng

grievances, and abuse. Discussed the differeni rvpes of abuse and gave

All residents i attendance paricipated in the discussion. Reviewed what to do i

Piscussed the nghn to be fTes from harm. Al residents 1
¢t safz and free from

dignty, privacy,
examples o1 all.
a residen: wanders o thelr room.

attendance had no concerns with anvone wandering inte fhey rooms, All 1
harm. Ali residents patheaparzd in quesiion and answer tne. AL questionsiconcerns address
No concerng with dignity issuzs.

Residente vated ror Lucky Dog (o be the residan a:*'\m of chance

Residents voted for the choice meai to be Homemade Cinlr wicrackers, Pimenic Chesse/PR]
Sandwaches, Prucapple Upside Down Cake,

All i favor 1o adjern. Mesung adiomed at 2:55 pm
Next meeting tewmatvely sehaduded tar 116712 a1 1100 am
Soctal Worker recerved cali from at 200 prr, SWoexplamed the reason of call 1o her,

She thanked SW tor calling carier



Resident Council Minutes
OCTOBER & 2013

Meeting Faciiitator; - ombudsman, Activity
Director, anc another ombudsman to heip with the game
Altendees:

i opened the meeting at 2:00 p.m. and askad for permission for
and Mary to conduct the Resident Rights Bl go game. All the
residents voted anc approved.

The residents enjoyed playing this game and were given the
opportunity to ask questions they might have and to make sue *hat
each resident and each right was cleariy understood. Residents were
not bashfuf and iea.nea a great deal about their rights. The meeting

was closed at 3:30 p.m.

xt Resident Councii Meeting will be scheduied on November r e,
a



Resident Councll Minutes
NOVEMBER 6, 2013

Meeting Facilitator:

Attendees:

Discussions from last meeting approved, Residents Rights reviewed,
and accepted

No new policies or procedures at this time.

New Business and open topics discussed: Discussed with residents
any new concerns or issues, these were address with appropriate
Department heads and are being addressed. Residents new choice
meal for the month is Ham, Baked Beans, scalloped potatoes,

Dressed Eggs and Apple Pie.

Laundry/housekeeping — nc new concerns
Dietary — no new concerns

Maintenance — no new concerns

Social Services - no new concerns
Nursing — no new concerns

Activities — no new concerns

Next Resident Councii Meeting will be scheduled on November 5,
2013 at 11:00 a.m..
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i Times e Name e A TiileMList RM#slAreaw__ o
fﬁesidenthooms List OK  |Room # and Action ArealMisc OK  |Area and Action Needed-Additional
Needed East/North(circle) Comments in General
Clean/Hygiene needs met-shaven, hair

Hall/lUnit: Floors clean
(not sticky. Nothing on
Floors and free of
clutter

groomed, nails clean, appropriate/clean
attire, no odors, supy. Is adequare to
prevent accidents, good oral care, Food
preferences honored. Rights honored
Special need quipment in place (see

care Plan for specifics) bed/body alarms
in place, mat on floor, respiratory equip.
in place/clean, splints, special therapy
positioning devices, etc. Side Rails per
order (propertly positioned at all times)
Linens clean and bed made - free of
odors/food crumbs (no frayed linens)
Clutter Free-nothing on floor-trash cans in
room does not contain diapers/ect. Room
looks tidy overall.

Water pitcher/ice and water - unless NPO
Suction maching covered and emptied -~ Q2
tubing dated and bagged when not in use HIPPA maintained
Call-light within reach-working Hskeeping carts locked
Tables/Misc. clean including under bed Na equip. in hallway

and furniture. free of hazzards-cartslifts
Food in appropriate containers-no food Mointoring of hand- o
left if needing refrigerated, Beverages/Food washing/knocking on doaors
s served palatable, attractive at prope femp

Bathroom-clean and odor free
Commaode-base/bowl clean/grout clean
Privacy curtain clean and neat-privacy
provided infout of rooms

Any complaints noted by residents.

All equipraent cleaned .
according to schedule
shower chairs, wic
geri-chairs, pumps,
hoyer lifts, ice coolers
efc /No ext. Cords.

All items on one side
of hallwa,-safe pass.
Trash can/sharps cont
ainers not more than
3/4 full e
Dining Rras clean/dust free ~

Nsg stations clean and

Call lights being
answerec quickly
STAFFING: name
L badges/gait belts on
T Approprizte attires

_ iclean jew?e_ry nof appr,

Maintenance request form

Professional to others
filled out for: (please complete)

Not €/0 ctaffing etc. o
Torn or marred equiptment/furniture

Staying busy, talking
(ie. wheelchai@mglmgns, mals, etc.) with resident. not each
Handrails tight.

other.
Clean Vents and high dusting {9ther environmental issue
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cility must report any knowledges

5

> by & court of law against an emplovee,

b id indicate unfitness Tor service 25 a Nuise

sty OF licensing authorities,






