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This plan of correction Is prepared and
An Abbreviated Survey was Inltiated on 05/20/15 executed because it Is required by the
and concluded on 05/26/15 to investigate provisions of State and Federal law and
KY23265 and KY23268. The Division of Health not because North Hardin Health & Reha-
Care substantiated KY23265 with deficiencies bilitation Cenler Agrees with the citations
cited and KY23266 was unsubstantiated with noted on the page of this Statement of
related deficlencies ciied. Deficlencies.
F 225 | 483.13(c){(1)(1)-{i), (c)(2) - (4) Fe2s
88=D | INVESTIGATE/REPOHT
ALLEGATIONS/INDIVIDUALS
. f F 225
Zg:ﬁgﬁ%g;&g?&g%ﬂﬁggg%;wgf have 1. Resident #8 fransferred to another
mistreating residents by a court of law; or have facility, at her request, on January 6,
had a finding entered into the State nurse alde ' 2015, Un-sampled resident 'L" was
1. - pregistry concerning abuse, neglect, mistreatrient - == i | o - Anterviewed. coneerning-her:allegation]. v o v
[ | residents o misappropration of their prapeity, | 77 . ' and'staled the 8Bnthad Gt BG- - e e«
and report any knowledge it has of actions by a curred and the Certified Nurse's As-
court of law agalnst an employee, which would sistant had not actually made the

indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide reglstry
or licensing authorities.

stalement. Un-samplad resident ‘L"
had no complaints about staff mis-
treating her and she felt safe at the

The facility must ensure that all alleged violations faclity.

involving mistreatment, neglect, or abuss, 2. Social Services staff will conduct in- v
intluding Injuries of unknown sourea and terviews with interview-able residenig i
misappropriation of resident property are reported to determine if any residents have 7 3k
Immediately to the administrator of tha facllity and concerns about safety or staff treat- it
to other officials in accordance with State law ment, These interviews will be com-
thraugh established procedures (including to the pleted by 08/26/2015 .

State survey and certification agency).

The facility must have evidence that all alieged
violations are thoroughly investigated, and must

prevent further potential abuse whils the : Compjetion
Investigation is In progress. : by:
06/27§2015
The results of all investigations must be reported
LABORATORY DIRl 'S OR PROVIDER/SUPPUIER REPRESENTATIVES BIGNATURE TIMLE
QM. L MO Abs S st Anman) \STRATS R, S fzoldT
Any deficiency statement ending with an astarisk (%) denotes a deffolency which tha Insiiittion may be excused from correcting providing 1 at

other saleguards provide sufficient protection to the patients. (See Instructione.) Except for nursing homes, tha findings stated
following the date of survey whether or not a plan of corestion s provided. For nursing homes, the abova findings and plans of
days loflowing the date these doctments are mads avallable to the facillty, if deficiencies are cited, an approved plan of core

program particlpation, '
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to the administrator or his designated e e Y :
representative and to other officials In accordance 3 Soglal .Semce.s Birector will o ‘feafe an
with State law (including to the State survey and mve@ggnon @undp for staff use in con-
certification agency) within 5 working days of the ducting mvest‘:gat:on as yvetl as the pro-
incident, and if the alleged violation is verified cess of reparting allegations of abuse.
appropriate corrective action must be taken. Guides will be kept at both nurses stations

and at the receptionist desk. Staff will be
in-serviced on the abuse reporting investH
. gation process by the Staff Development
Ihis REQUIREMENT s not met as evidenced Coordinator by 06/26/2015, Sacial Ser-

By; sed on interview, record review, review of the vices Director & Social Services Assistant
facility's abuse poiic&{. and grtevanéa forms, it was will receiv_e train,ing‘on fac%hty abuge ppli-
determined the facility failed to have an effective oy, reporting guidelines and investigation
system in place to protect residents from potential process by the Administrator and Assis-

., =~ | abuse-after allegations of abuse were reported to | - - _~tant Administrator-by.6/17/2015. Social. ..
= .| staff-for.one (1).0f eight (8) sampled residents_~ |~ - - = [~ . Services'Director will-train‘Beparmerit= 1~
(Resident #8) and one (1) of eighteen (18) Directors on the Abusé Policy, Reporting,
Unsampled Resident (Unsampled Resident L). and investigation process by 06/25/2015.
The faeility failed to investigate or report an abuse
?;I?fsa;{i” lgyaﬂdgfgg::";fé&?eﬁge alalz;?::gt 5 4. Social Services Director will attend Reg-
continue to care for residents until 12/28/15. The ident Cauncil Quarterly for 1 year to ask
facility further failed to investigate the abuse aboul. abuse‘ and safety. Resulls of these
allegation by Unsampled Resident L and failed to interviews will be reported to Quality As-
protect the resident from further abuse. surance Committee quarterly for 1 year.
_ interview-able residents will be inter-
The findings include: viewed regarding abuse & safety quarterly
with their scheduled MDS assessment for
Review of the facility's Abuse policy, dated e . : ;
02/05/03, revealed any incident of abuse o 1 year. Results will be reported in Quality
suspe cta d abuse, must be reported Immediately f\ss1urance Committee mestings quarterly Compfetion
to the available charge staff, and then to the or 1 year. by:
Director of Nursing (DON) and Administrator. 06/27§2015
Any individual suspected of causing abuse was to
be removed from direct patient care and
reassigned ta non-patient care dutles or
suspended from duty unti! an investigation was
completed and an administrative decision was .
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made by the Administrator of the facility. An
incident of suspected abuse per the definitions of
this policy, was to be reported to the Departiment
of Community Based Services (DCBS) and the
Division of Long Term Care immediately. Events
that should be reported and would be investigated
inciuded verbal reports/complaints by the resident
or family. The Abuse policy stated the following
steps would be taken to ensure a complete
investigation and reporting of the incident: the
Administrator and Supervisory Staff would make
all reasonable efforts fo address and investigate
concems or grievances presented to them; a
statement from the individual reported to have
committed the act would be obtained; other staff,
residents, and visitors would be interviewed and

-.-|-statements obtained.as indicated; the results of |
the investigation of the reported incident would be

documented with the resident's name, the name
of the individual reported to be responsible for the
incident, specific facts obtained in relation to the
incident, type of offense and description of any

injury if present; and, other information should be |

Included that assisted in forming the necessary
conclusion and supports the presence or
absence of an act of abuse. Copies of all
statements obtained during the course of the
Investigation would be attached to the report. All
relevant interviews would be conducted to obtain
necessary information as quickly as possible
following the report of an incident. A copy of the
final report would be submitted to DCBS and the
Division of Long Term Care within five {5} working

-| days.

Interview with the Administrator, 05/21/15 at
10:07 AM, revealed he would be informed of any
aliegations of abuse, but the Director of Nursing

{DON) or Social Workers conducted the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
‘ 185180 B, WING 05/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
599 BOGERSVILLE RO,
. RADCLIFF, KY 40760
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG. REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 Continued From page 2 F 225

FORM CMS-2567(02-23) Previous Versions Obsolate

Evant I JUURTE

Faciity ID; 100570

It continuation sheet Page 3 of 40

i e e S PR R L R e R - R



PRINTED: 06/05/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
]
185180 8. WING 05/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
508 ROGERSVILLE RD.
RADCLIFF, KY 40160
(Xdy ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG BEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From page 3 F 225

investigation. They would Infarm him of the
findings. He was kept abreast of the abuse
investigation, suspension and termination of staff,
and reporting requirements.

Interview with Soclal Service Worker (SSW) #1
and #2, on 05/21/15 at 10:13 AM, revealed they
conducted most of the abuse investigations once
an allegation was received. They stated the DON
would conduct the abuse investigation if it
involved nursing staff. Once an abuse allegation
was received, a Grievance form was filled cut
with interviews from residents, family, and staff,
They stated if the allegation was against a staff
member, they were suspended immediately until
completion of the abuse investigation. They also
woreported the abuse allegation to thestate - . o . - - = [ o e
agencies. The Administrator was notified '
immediately, they did the leg work and reported
back to him. SSW #1 stated she had not received
any abuse allegations recently, but had placed
concerns on the Grievance forms.

Review of a Grievance form, completed on
11/19/14 by the DON, revealed a discourteous
exchange took piace between a CMT and
Resident #8. The action taken was for the
employee to be suspended for three (3) days. No
information of what the discourteous exchange
was or follow-up was documented on the form. In
addition, there was no documented evidence the
family, Director of Soclal Services, or the -
Administrator was notified.

The form had a statement letter aitached from
the Activity Assistant (who no longer works at the
facility). Review of the stafement letter, not dated,
revealed Resident #8 reported some situations
{no explanation) had cccurred that made the
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resident uncomfortable and breached his/her
rights and privacy. Resident #8 reported CMT #1
degraded the resident on several occasions and
the CMT told the resident she did not have time
for this today, and to go away, she would get the
resident later. The letter stated the resident
feared the nights the CMT worked and was afraid
if he/she defended themssives, the CMT would
retaliate or cause them harm. According to the
letter, the resident had reported these concerns
to nurses (no names given) last week,

in addition to the Grievance form and the
statement letter; six (6) residents were
interviewed on 11/18/14 by the East Wing Unit
Manager. The interview sheet staled, upon

member in regards to CMT #1, interviews were
held with other alert and oriented residents under
her care on a regular bases. Relevant findings
from the interviews are listed below:

1. Room 4 E-2 (Resident #8) stated she was
always two hours late with the resident's pain pill.
She told the resident that they were talking on tha
phone too much and she didn't have time to keep
plugging up the phone charger. This had gone
on for fong time, but the resident was too scared
to say anything. ,
2. Room 5§ E-1 stated she came in and turned
the call light off without fixing what was wrong or
wouild tell the resident she would go get the alde
and not get them. The resident asked her to turn
the fan down 4 little because he/she was cold.
She just tumed it away from the resident and then
told him/her they needed to say please next time,
The resident was afraid to say anything because

she could do harm. The resident just dreaded

F 225
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when she was there.

3. Room 7 E-2 stated they get their medication
whenever she felt ke it. She had a smart mouth,
but the resident could ignore it.

4. Room 9 E stated they just did not feel safe with
her down here. The resident did not feel she
could help them if they needed i,

5, Room 12 E had no concerns.

6. Room 12 E had no concetns

Interview with the DON, on 05/21/15 at 11:05 AM,
revealed she had interviewed CMT #1 regarding
Hesident #8's concerns, but did not document
anything. She said the CMT refused to provide a
written statement. She stated she had suspended

1.the.CMT:-because she was flide to'the residents. ... .;

She had not considered the Grievance report to
be an allegation of abuse. She stated she didn't
see it as verbal abuse, just rude. She stated the
CMT position was sliminated in December 2015
and the CMT was laid off and had not worked at
the Nursing Faciiity since then. She staled she
had not followed up on the residents' interviews
that revealed they were afraid of the CMT. She
said she had spoken with a few residents and
they were satisfled with the facility's actions so
she did not pursue the matter any further, She
stated since the residents did not say the word
verbal or physical abuse, she did not consider
them to be a reportable allegation of abuse.
However, she had no documentation of
interviews with any residents or staff. She had not
conducted an investigation of the allegations
received from Resident #8 or the other residents
and had not investigated why the residents were
afraid of CMT #1. She slated the only
documentation regarding Resident #8's allegation
was on the Grievance form, She did not know
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when the statement letter was written and could
not find any documentation of the incident in the
medical record. She stated she had informed the
Administrator verbally, but not in writing. She
revealed she had not completed a report because
she had not considered it an allegation of abuse.
She stated it was at her discretion if she would
discipline staff or not.

Request for the suspension notice for CMT #1
revealed the DON did not give an officiai
suspension only wrote it on the staffing sheet.
Review of the staffing sheet for November 15, 16,
and 17, 2014 revealed someone had crossed
through the CMT #1's name and wrote three (3)
day suspenslon beside her name. However,

~|.review of the CMT's timesheet for November.15,.. |. -

16, and 17, 2014 revealed the CMT had worked
on those days. Review of the CMT's personne!
record revealed no suspension notice. The CMT's
last working day was December 28, 2014.

A telephone interview with CMT #1, on 05/26/15
at 2:45 PM, revealed she did not know anything
about residents complaining about her. She
stated she received no written discipline notice or
suspension from the DON. She stated she did not
recall anything about the incident and refused to
answer any questions. She confirmed shs had
not worked at the facllity since December 2014,

Interview with the Administrator, with the
Administrator in training present, on 05/21/15 at
5:07 PM, revealed the DON and SSW do the
abuse investigations and report the findings to
him and he decides if there is something to talk
about. He said he had not recelved any abuse
allegations reports. He revealed the only training
the SSW and DON received on how to conduct

F 225
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abuse allegations was tralning on the facility's
abuse policy. He stated they should understand
what abuse allegations are. He stated he usually
reviewed all abuse investigations, but had not
recelved anything regarding this incident, He
stated he recalled talking with the Unit Manager
{who was no longer working at the facility) about
the residents interviewed, but he was told the
residents considered the CMT as rude, The
Administrator searched for additional
documented evidence an investigation was
conducted of the incident and found none. He
stated he had not seen the documented
interviews where the residents stated they were
afraid of the CMT and It bothered him that the
residents were afraid. He reviewed the written

< statement.and the résidentstintebviewsiand. - L7

stated the way it was written, he would have
considered it to be an allegation of abuse that
needed to be investigated. He said he told the
Unit Manager to suspend the CMT and
investigate. However, he did not follow up to
ensure that was done. He stated it was his
responsibility and he did not ensure the abuse
allegation was investigated or reported.

Resident #8 no longer lives at the facility. Only
two (2) of the original six (B) residents that were
interviewed on 11/18/14 were still at the facility.
Interview with Unsampled Residents G, on
05/26/15 at 9:15 AM and Unsampled Resident H,
on 05/26/15 at 9:19 AM, revealed they had no
problems with the staff now and denied any
abuse toward them.

interviews with other residenis during the course
of the survey revealed no abuse was alleged.

Review of Resident #8's closed record revealed
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the facility discharged the resident to ancther
nursing facility on 01/16/15. Review of the
discharge summary revealed the resident was
pleasant, afert and oriented. Review of the last
quarterly assessment completed on 01/12/15,
revealed the facility conducted a Brief Interview
for Mental Status (BIMS) with a score of a
thirteen (13) out of possible fifteen (15) which
meant the resident was interviewable. The facility
assessed the resident to have no behaviors, but
needed extensive assist of two-persons for
transfers and toileting and one-person for
transfers and ambulation.

2. Review of Unsampled Resident L clinical
record revealed the facility assessed the resident

. with.a BIMS score of afourteen (14)outofa oofoe i eee.

possible fifteen (15) which meant the resident
was interviewable.

Interview with Resident L, on 05/26/16 at 9:00
AM, revealed about a month ago Certifled -
Nursing Assistant (CNA) #13 verbally mistreated
the resident and called him/her a liar. The
resident stated the CNA came into work, but told
the resident she did not want to be there, The
resident stated the CNA was upset about
something and had a mean attitude. The resident
felt like the CNA took it out on him/her by pushing
the resident ta do things for themselves instead
of assisting the resident. The resident went up to
the nurses desk to complained about the CNA.
The CNA came up to the nurses station and
called the resident a liar in front of other staff. The
resident could not recall the names of the staff
who were at the nurses station. The resident said
it was not right for the CNA to say that to him/her,
especially in front of other people. The resident

F 225
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stated it was sort of verbal abuse. The resident
stated no other staiff person followed up or asked
the resident what happened after the incident.
The resident stated the CNA did not assist
him/her any longer and the only time the CNA
came into the room was to take the roommate to
the shower,

CNA #13 was not available for Interview as she
no longer worked at the facility.

Interview with the West Wing Unit Manager, on
05/26/15 at 10:45 AM, revealed she was not
aware of anyone calling Unsampled Resident L a
liar and unaware of any reparis of verbal abuse.

Fsmiirinterview with the DON, o 052118 at 445 PM, 10 e oo e L i e T s T T e
revealed verbal abuse was talking to the resident ' '
in a degrading, demeaning manner. The normal
procedure for investigating suspected abuse was
to remove the person from the area and send
them home pending further investigation. She
would ask other residents if there was a problem, ;
If another resident said they were afraid of the
staff member she would try to find out what they :
were scared of and offer reassurance. She would
interview other staff colleagues. She would then
follow through with appropriate interventions.
Those interventions may include re-education of
the staff, suspensions, and sometimes i could be
the perception of the resident. The DON stated
after the information was gathered it was o be
discussed with the Administrator and a
determination of whether to report it to the state
would be made. The DON stated they had
twenty-four hours to report it to the Office of the
Inspector General (CIG). The DON stated she
had been the DON for a year and had not
reported any abuse allegations to the OIG.
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Interview with Social Workers #1 and #2, on 1. Resident #8 transferred to another
05/26/15 at 10:00 AM, revealed they were not facility, at her request, on January 6,
aware of any investigation cancerning Unsampled 2015. Un-sampled resident °L” was
Resident L being called a liar. Social Worker #1 inerviewed concerning her allegation

stated verbal abuse was a type of abuse and
should be investigated. The social worker further
stated once the resident was safe the DON

and stated the event had not oc-
curred and the Certified Nurse's As-

should be notified and the DON would determine sistant had not actually made the
if that staff member should be suspended. The statement, Un-sampled resident *L.
social worker further stated an investigation had no complaints about staff mis-
should include Interviews from other residents, treating her and she felt safe at the
staff, and any witnesses to the suspected abuse. facility.
if the CNA continued to work around the resident 2. Social Services staff will conduct in-
she would interview the é;ident and Esee if there terviews with interview-able residents
wibei | was ateason why that CNAwashaving contact™ . - Tl e g datemmima i anv racidants have: = wors s d mmee o
T With the resideiit, She Turther stated i there was |- - |- -0 determine ifany residents have.—. <=

no reason she would talk to the Administrator, concems about safety or staff treat-

DON and the Assistant Diractor of Nursing ment. These inferviews wil be com-
(ADON) to find out why that CNA had been pleted by 06/26/2015

working with the resident. If during the course of 3. Social Services Director will create an
tha investigation another resident stated they had investigation Guide for staff use in
been afraid of the staff member it should be conducting investigation as well as
investigated further and documented in writing as the process of reporting allegations of
to why they had been afraid. The Soclal Worker abuse. Guides will be kept at both

stated they had a form they used to document the

actions taken and what they had done. nurses stations and at the reception-

ist desk. Staff will be in-serviced on

f;szf g i%%?éf&ggggé% Pé%PégE%TES F226 the abuse reporting investigation pro-
cess by the Staff Development Coot-
The facility must develop and implement written dinator by 06/26/2015: Social Ser-
policies and procedures that prohibit vices Director & Social Services As-
mistreatment, neglect, and abuse of residents sistant will receive training on facility
and misappropriation of resident property. abuse policy, reporting guidelines and
investigation process by the Adminis- Completion

trator and Assistant Administrator by Dy
D6/27/2015
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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 in place to
ensure their Abuse policy was implemented for
one (1) of eight (8) sampled residents (Resident
#8) and one (1) of eighteen unsampled residents
{Unsampled Resident L). The facility falled to
investigate and report an abuse allegation by
Resident #8 according to their abuse policy. in
addition, the facility failed to protect the residents
from further abuse when they allowed CMT #1 to
continue to care for residents. The facility falled
1o investigate the abuse allegation by Unsampled
Resident L that CNA #13 called the resident a liar

abuse,
The findings include:

Review of the facility's Abuse policy, dated
02/05/03, revealed any incident of abuse or
suspected abuse, must be reported immediately
to the available charge staff, and then to the
Director of Nursing (DON]), and Administrator.
Any individual suspected of causing abuse was to
be removed from direct patient care and
reassigned o non-patient care duties or
suspended from duty until an investigation was
completed and an administrative decision was
made by the Administrator of the facility. An
incident of suspected abuse per the definitions of
this policy, was to be reported to the Department
of Community Based Services (DCBS) and the
Division of Long Term Care immediately. Events
that should be reported and would be investigated
included verbal reports/complaints by the resident
or family. The Abuse policy stated the fellowing

w e srpand failed-fo-protect the residents from further: . | -

£ 226 08/17/2015. Social Services Director will
train Department Directors on the Abuse
Policy, Reporting, and Investigation pro-
cess by 06/25/2015.

4, Social Services Director will attend Res-
ident Council Quarterly for 1 year fo ask
about abuse and safely, Results of these
interviews will be reported fo Quality As-
surance Committee quarterly for 1 year.
Interview-able residents will be inter-
viewed regarding abuse & safety quarterly
with their scheduled MDS assessment for
1 year. Resulfs will be reported in Quality
Assurance Committee meetings quarterly
ffortyear.

i : B A Tt
I e T e T

Completion
by:
6/27/2015
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Yy

.....| included that assisted in forming the necessary | _
" conclusion and supports the presenceor. L. <.

steps would be taken to ensure a complete
investigation and reporting of the incident: the
Administrator and Supervisory Staff would make
all reasonable efforts to address and investigate
concerns or grievances presented to them; a
statement from the individual reported to have
committed the act would be obtained; other staff,
residents, and visitors would be interviewed and
statements obtained as indicated; the resuits of
the investigation of the reported incident would be
documented with the resident's name, the name
of the individual reported to be responsible for the
incident, specific facts obtained in relation to the
inclident, type of offense and description of any
injury if present, and other information should be

absence of an act of abuse. Coples of all
statements obtained during the course of the
investigation would be attached to the report. All
relevant interviews would be conducted to obtain
necessary Information as quickly as possible
following the report of an incident, A copy of the
final report would be submitted to DCBS and
Division of Long Term Care within five {5) working

days.

Interview with Social Service Worker {(SSW) #1
and #2, on 05/21/15 at 10:13 AM, revealed they
conducted most abuse investigations once an
allegation was received. They stated the DON
would conduct the abuse investigation if it
involved nursing staff. Once an abuse aflegation
was recelved, a Grievance form was filled out
with Interviews from residents, family, and staff.
They stated if the allegation was against a staff
member, they were suspended immediately untit
completion of the abuse investigation. They also
reported the abuse allegation to the state
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agencies. The Administrator was notified
immediately. SSW #1 stated she had not
recelved any abuse allegations recently, but had
placed concermns on the Grievance forms,

Review of a Grievance form, completed on
11/19/14 by the DON, revealed a discourieous
exchange by a CMT toward Resident #8 had
taken place. No information of what the
discourteous exchange was ar follow-up was
documented on the form. In addition, a statement
letter from the Activity Assistant (who no longer
works at the facility) was attached. Review of the
statement letter, not dated, revealed Resident #8
reported some situations (no explanation) had
occurred that made the resident uncomfortable

-zt that breached his/her rights-and privacy. Resident |-

#8 reported CMT #1 degraded the resident on
several oceasions and the CMT told the resident
she did not have time for this today, and go away,
she would get the resident later. The letter stated
the resident feared the nights the CMT worked
and was afraid if he/she defended themselves,
the CMT would retallate or cause harm to the
resident. According to the letter, the resident had
reported these concems to nurses {no names
given) last week.

In addition to the Grievance form and the
statement letter, six (6) residents were
interviewed on 11/18/14 by the East Wing Unit
Manager. The interviews were with residents the
facility had assessed to be alert and oriented.
These residents had been under CMT #1's care
on a regular bases. Relevant findings from the
interviews revealed two (2) out the six (6)
residents voiced they were afraid of CMT #1.
Refer to F225.
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Interview with the Director of Nursing, on
05/2115 at 11:05 AM, revealed she had
interviewed CMT #1 regarding Resident #8's
concerns, but did not document anything. She
said the CMT refused to provide a writien
statement, She had not considered the Grievance
report to be an allegation of verbal abuse. She
stated the CMT was just rude. Therefore, she had
not conducted an investigation or reported the
abuse allegation according to the facility's abuse
policy. She stated she had suspended the CMT
for the days of November 15, 16, 17, 2015
because she was rude to the resident, but not
abusive. However, the DON could not provide
written documentation of the CMT's suspension
and review of the CMT's timesheet revealed she
+1:|-had-worked those.days. Continued-review of the. .| . o] oo Lo srssmnesenin stk e e g e

CMT's timesheet revéaled she had worked with ’ C
residents on the following days: November 25,
26, 28, and 29th, The CMT worked and cared for
residents on December 2, 4, 5, 8, 9, 10, 13, 14,
15, 17, 19, 25, 26, 27, and 28 th, She stated it
was at her discretion if she would discipline staff
or not,

Continued Interview with the DON revealed she
had not investigated further when the other
residents' interviewed indicated they were afraid
of CMT #1. She stated she had knowledge of the
statement letter, but did not know when it had
been written and could not find any
documentation of the incident in the medical
record. She stated she had informed the
Administrator of the incident verbally, but had not
provided a written report.

Interview with the Administrator, on 05/21/15 at
5:07 PM, revealed the DON and SSW do the
abuse investigations and report the findings to

FORM CMS-2587(02-89) Pravious Varsions Obsalste Event ID; JUJAY Faciity I, 100570 If continuation sheet Page 15 0£40..er o oy




oheas o) ensure the abuse.allegations were investigated or .

PRINTED: 06/05/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES oMB 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X4) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
, C
185180 8. WiNG 05/26/2015
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, STATE, ZIP CODE -
| 599 ROGERSVILLE RD.
RADCLIFF, KY 46760
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 228 | Continued From page 15 F 226

him and he decides if there is something to talk
about. He said he had not received any abuse
allegations reports. He stated the only training the
S8W and DON received on how {o conduct
abuse allegations was training on the facility's
abuse policy. He stated they should understand
what abuse allegations are. He stated he usually
reviewed alf abuse investigations, but had not
received anything regarding the incident with
Resident #8. He was unaware of the other
residents irterviews, he had been told the CMT
was rude. He reviewed the written statement and
the residents' interviews and stated the way it was
written, he would have considered it to be an
allegation of abuse that needed investigated. He
stated it was his responsibility and he did not

reported according to the abuse policy. In
addition, he thought the CMT had been
suspended and was unaware the CMT continued
to work and care for residents after the allegation
was recelved.

2. Review of Unsampled Resident L's clinical
record revealed the facility completed a Brief
Interview for Mental Status (BIMS) and assessed
the resident with a score of fourteen (14) which
meant the resident was interviewable.

interview with Unsampled Resident L, on
05/26/15 at 9:00 AM, revesled about a month ago
Certified Nursing Assistant (CNA) #13 verbally
mistreated him/her and called the resident a liar.
The resident stated the CNA came into work, but
told the resident she did not want to be there. The
resident stated the CNA was upset about
something and had a mean attitude. The resident
stated the CNA took it out on him/her by saying

O R
T T
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things like, you do this and you do that, instead of
assisting the resident. The resident went up o the
nurses’ station to complain about the CNA's
aititude. The CNA came up to the nurses' station
and called the resident a fiar in front of several
staff who were at the nurses' station at that time.
The resident did not recall the names of the staff
at the nurses' station. The resident was upset and
stated it was not right for the CNA to call him/her
a liar in front of ather people. The resident
revealed it was sort of verbal abuse. The resident
revealed no other staff person followed up with
her on what had occurred. CNA #13 could no
longer assist the resident, but she come into the
reskdent's room caring for histher rcommate.

«pinterview with the-DON,.on-05/21/15 at 4$45.PM, - |-~

revealed abuse was talking to the resident in a
degrading demeaning manner. The normal
procedure for investigating suspected abuse was
to remove the person from the area and send
them home pending further investigation. She
would ask other residents if there was a problem.
if another resident sald they had been afraid of
the staff member she would try to find out what
they had been scared of and offer reassurance.
She would interview other staff colleagues, She
would then follow through with appropriate
interventions. Those interventions may include
re-education of the staff, suspensions, and
sometimes it was only a matter of perception by
the resident. The DON stated after the
information was gathered it was to be discussed
with the Administrator and a determination of
whether to report it to the state would be made,
The DON stated they had twenty-four hours to
repart it to the Office of the Inspector General
{oiG).
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Interview with the West Wing Unit Manager, on
05/26/15 at 10:45 AM, revealed she was not
aware of anyone calling Unsampled Resident L a
liar,

Interview with Soclal Worker #1 and #2, on , T
5/26/15 at 10:00 AM, revealed they had not had ~ S
any reports about the incident. Social Worker #1 o
stated verbal abuse was a type of abuse and
should have been investigated. The social worker
further stated once the resident was safe the i
Director of Nursing (DON) should be notified and 2
the DON would determine if that staff member o
should be suspended. The social worker further
stated an abuse investigation consisted of
sodanes o rinterviewing.ather residents, staff, and.any. s L T L AT
'| witriésses to the abuses. If the CNA contmued to ’
work around the resident she would interview the
resident and see if there'was a reason why that
CNA was having contact with the resident. She
further stated if there was no reason for the
contact she would talk to the Administrator, DON
and the Assistant Director of Nursing (ADON) to
find out why that CNA was working with the
resident. If during the course of the investigation
another resident stated they were afraid of the
staff member it should be investigated further and
documented in writing of why they were afraid.
The Social Worker stated they had a form they
used to document the actions taken and what
they had done. However, there was no
documentation regarding the incident between

Unsampled Resident L and CNA #13. T | F246
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246] 1. Residents identified were observed to Completion
58=E | OF NEEDS/PREFERENCES ensure call lights were within reach of by:
residents per resident care plan. 06/27/2015

A resident has the right to reside and receive
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F248 Contmue'd From pgge 1.8 F 245 2. Walking rounds were completed
services in thfa facility with reasonable 06/02/2015 to ensure call lights were
accommodations of individual needs and properly placed and in reach of resi-
preferences, except when the health or safely of dents. Certified Nurses Assistant’s as-
the individual or other residents would be signment sheets were reviewed to en-
endangered. sure accuracy of resident information.
3. Certified Nurse’s Assistant’s assign-
ment sheets were reviewed to ensure
resident information and instructions
This REQUIREMENT s not met as evidenced were accurate and complete. Nursing
by: staff was in-serviced on proper place-
Based on cbservation, interview, and record ment of call lights on 06/03/2015. Assis-
review, it was determined the facility failed to tant Director of Nursing will complete
have call lights accessible for all residents. call light placement audit daily (Monday
Observations on 05/20/15, 05/21115 and 05/26/15 through Friday) for 2 weeks beginning
revealed call lights were not accessible for one 06/02/2015, weekly for 4 weeks begm—
L SI(T) ofeight (8).sampled fesidents (Rasident #4) . | . T} ning 06/17/2015 andmgnthly for 3. T
" “I'and six (6) of eighteen (18) Unsampled residents | months begirining 07/17/2015. Results
{Unsampled Residents H, 1, J, K, N, and O). of audits will be reported to Quality
Assurance Committee during the Octo-
The findings include: ber 2015 quarterly meeting.
Review of a fax cover sheet, dated 05/29/15, 4. Assistant Director of Nursing will
revealed the Assistant Director of Nursing complete call light placement audit daily
(ADON) documented she could not find a facility for 2 weeks, weekly for 4 weeks, and
policy for call lights. mpnthly for 3 months. I%esults of audits
will be reported to Quality Assurance
Committee in October 2015. N
1. Observations on the initial tour, on 05/20/15 at
2:30 PM, revealed Unsampled Resident | was
lying in bed, resting with eyes closed. The call
light was wrapped around the quarter side rail
mulitiple times and not within the reach of the
resident.
2. Observation of Unsampled Resident N, on Completion
05/20/15 at 2:35 PM, revealed the call light was DYy
attached to the code alarm on the wall and not 06/27/2015
within the reach of the resident who was in the
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bed,

3. Observation of Resident #4, on 05/20/15 at
2:40 PM, revealed the resident was laying in bed
on their back with the call light attached to the
cade alarm on the wall and not within reach of the
resident.

Observation of Resident #4, on 05/21/15 at 8:05
AM, revealed the resident was lying in bed on
his/her back with the call light attached to the
code alarm on the wall. The staff had just exited
the room and did not put the call light within reach
of the resident,

Review of the Quarterly Minimum Data Set

L MDS). dated 03/25/15.for. Regident #4, revealed 1. . =i

the tacility had conducted a Brief Interview for
Mental Status (BIMS) with a score of elght (8) out
of possible fifteen (15). Review of the
comprehensive care plan, dated 01/30/15,
tevealed the facility assessed Resident #4 at risk
for falls and one of the interventions was to keep
frequently used items, aspecially the call light,
within reach of the resident at all times.

4. Observation of Unsampled Resident J, on
05/20/15 at 2:50 PM and 3:50 PM, ravealed the
resident was laying in a low bed on thelr back.
The call light was attached to the code alarm on
the wall. When the resident was asked if he/she
could reach the call light the resident shook
hisfher head no.

Observation, on 05/21/15 at 1:23 PM, of
Unsampled Resident J revealed the resident was
laying in bed with the call light out of reach of the

resident, The call light was attached {o the code
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alarm on the wall.

Review of Unsampled Resident J's care plan,
dated 05/02/12 and revised on March 20015,
revealed the resident had a history of falls and
one of the interventions was to keep frequently
used items, including the call light, within reach of
the resident at all times.

Interview with CNA#10, on 05/21/15 at 1:30 PM,
revealed the call light should be in reach of
Resident J. She stated she planned on coming
back to the resident's room io place the call light
in reach.

Lo 5 Observationof Unsampled Resident K, on . -l oo LD e S D e s iy
05/20/15 at 2:55 PM and 3:50 PM, revealed the ' - ) e
resident was laying in bed on the left side with
his/her eyes closed. The call light was attached to
the code alarm on the wall and not within the
resident's reach.

Observation, on 05/21A5 at 9:25 AM, 11:55 AM,
and 1:23 PM, of Unsampled Resident K revealed
the resident was laying in the bed and the call
light was attached to the code alarm on the wall.

Review of Unsampled Resident K's care plan,
dated 04/06/15, revealed the resident was at risk
for falis and one of the interventions was to keep
frequently used items within reach at all times.

Interview with CNA #10, on 05/21/15 at 2:50 PM,
revealed Unsampled Resident K did not use the
call light and she would just listen for him/her to
scream. The CNA stated when the resident
screamed that meant he/she needed something
and she would assist them,
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6. Observation of Unsampled Resident O, on
05/20/15 at 3:50 PM, revealed the resident was
lving on a low bed with mats on the floor. The call
light was attached to the code alarm on the wall
and not within reach of the resident.

Interview with the West Wing Unit Manager, on
05/21/15 at 3:15 PM, revealed the call light -
should be within reach of the resident and if it
was up on the code alarm on the wall the resident
would not be able to reach it. The Unit Manager
stated if the resident could not reach the call light
it would put them at risk for falling out of bed,
trying to reach for it. She stated if the resident
was choking, thirsty, or needed something they
o wss | WoUld not. be able.to Jet theirneeds be known.if-. . | - e lo e e s
" | the call light was out of their reach.

LBl SNRAN N st S A

7. Observation of Unsampled Resident H, on
05/26/15 at 9:19 AM, revealed the resident sitting
up in a recliner that was positioned at least three
(3) feet from the bed. The call light cord was
wrapped around the side rall out of the resident's
reach, Interview during the observation at 9:19
AM, with the resident revealed he/she would
transfer self if he/she nesded to get into bed or
use the call light.

Review of the clinical record revealed the resident
was recently transferred from the Personal Care
Home {(PCH) Unit on 05/12/15 related to a decline
In Activities of Daily Living (ADL) and falls. The
clinical record revealed the resident had
numaerous falls in the PCH Unit. Review of the
admission MDS, dated 05/19/15, revealed the
facility assessed the resident to be at high risk for
falls related to a history of falling. The resident's
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BIMS score was a thirteen (13) out of possible
fifteen (15) and the facility assessed the resident
to requirs limited assist of one for bed mobility
and transfers. The facility identified the resident's
balance was not steady when the resident moved
from seated to a standing position. Review of the
Care Assessment Area (CAA), dated 05/19/15,
revealed the resident had a history of falls related
to unassisted transfers. The CAA stated the
resident fell when attempting to transfer without
staff assistance from the chair.

Review of the care plan, dated 02/17/11, revealed
the staff was to keep the call light within reach
and assist wnth transfers as need

alnterview wsth CNA #14 cn 05!26/15 at 1 O 15 AM -

revealed Unsampled Resident H did not use the
call light very often. He stated the resident was
very independent and would tell him, he/she
wouild let the CNA know if he/she needed help.
The CNA stated he performed frequent checks
on the resident because he/she had a history of
falling with unassisted transfers. He stated the
call light should be attached to the recliner and he
thought the resident must have transferred from
the bed to the chair without his knowledge or
assistance.

Interview with the Assistant Director of Nursing
(ADON), on 05/29/15 at 9:50 AM, revealed it was
everyone's responsibility to check and ensure call
lights were within reach for the residents. Each
time the staff was in the resident's room they
were to check the call lights. She stated the Unit
Managers conducted rounds at the beginning of
their shift and often throughout the day. The
ADON stated she conducted frequent rounds
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as ev;denced
by:
Based on observat!on, interview, and record

. | Teview, it was determined the facility failed tor=siabion iy
implement interventions cutliiéd on'the '

comprehensive care plan of three (3) of eight (8)
sampled residents (Residents #2, 3, and 4) and
three (3) of eighteen (18) unsampled residents
(Unsampled Residents H, J and K). The facility
staff failed to apply heel protectors as ordered
and care planned to Resident #2's heels. The
facility staff failed to perform indwelling catheter
care each shift as care planned for Resident #3.
The facility staff failed to ensure call lights were in
reach at all times as care planned for Resident
#4, and Unsampled Residents H, J, and K.

The findings include:

According to a fax received from the Assistant
Director of Nursing (ADON) on 05/29/15 at 11:07
AM, revealed the facility utilized the Resident
Assessment Instrument (RAI) process for their
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throughout the building and several times during
her shift. She stated she would check to make
sure call lights were within reach of the residents F 282
during her rounds. 1. Residents identified were cbserved fo
F 282 | 483.20(k)(3){ii) SERVICES BY QUALIFIED F 282 ensure call light was in reach, heel lift
s$8=£ | PERSONS/PER CARE PLAN

boots were applied per care plan and Fo-
ley Catheter care was compieted percare
plan.

2. Walking rounds were completed
06/02/2015 to ensure Call lights were with-
in reach, heel lift boots were in place per
Care Plan and Foley Catheter Care was
being provided per Care Plan. Cerfifled
Nurse's Assistant’s ass;gnment sheets

dent information.

3. Nursing Staff were educated on follow-
ing Care Plan and call light placement on
06/03/2015. Nursing staff were educated
on Foley Catheter Care on 05/22/2015
and 05/26/2015. The Assistant Director of
Nursing will complete dally (Monday
through Friday) audits of Call Light place-
ment and heel fift boot placement daily
{(Monday through Friday) for 2 weeks be-
ginning 06/02/2015, weekly for 4 weeks
beginning 06/17/2015 and monthly for 3
months beginning 07/17/2015. Results will
be reported to Quality Assurance Commit-
tee In October 2015. A template was cre-
ated and implemented for Certified
Nurse's Assistant’s {o sign and attest that

- Wefe: TeweWed to'énsure acouracy of resi: <=

policy on care plans, Foley Cather care was completed per ;;mplemm
) DD *
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1. Observation of Resident #4 on 05/21/15 at
8:05 AM, revealed the resident was laying in bed
on his/her back with the call light attached to the
code alarm on the wall. The staff exited the room
and did not put the call light in reach,.

Review of the care plan, dated 01/30/15, revealed
Resident #4 was at rigk for falls and one of the
interventions was to keep frequently used items,
especially the call light, within reach at all times.

2. Observation of Unsampled Resident J, on
05/20/15 at 2:50 PM and 3:50 PM, rovealed the
resident was laying in bed on their back. The call
light was attached to the code alarm on the wall

| and netwithin the'resident's feach. When "

interviewed the resident shook his/her head no
that he/she could not reach the call light.
Observation, on 05/21/15 at 1:23 PM, revealed
the resident was laying in bed with the call light
attached to the code alarm on the wall,

Review of the care plan, dated 05/02/12 and
revised on March 2015, revealed the resident
was at risk for falls and one of the interventions
was to keep frequently used items, including the
call light, within reach at all times.

Interview with CNA #10, on 05/21/15 at 1:30 PM,
revealed the call light should be within reach and
she said she was coming back to put the cail light

£l s farice Mestings quarterly for 1 year. .

complete daily (Monday through Friday)
audits of Call light placement and Heel lift
boot placermnent daily (Monday through
Friday) for 2 weeks beginning 06/02/2015,
weekly for 4 weeks beginning 06/17/2015,
and monthly for 3 months beginning
07/17/2015. Results will be reported fo
Quality Assurance Commiftes in October
2015, Assistant Director of Nursing will
audit new admissions and new physician
orders for Foley Catheter use to ensure
documentation template was initiated and
signed daily for 2 weeks, weekly for 4
weeks, and monthly for 1 year. Results of
audits will be reported in Quality Assur-
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within the resident's reach. Completion
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6/27/2015
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3. Observation of Unsampled Resident K, on
05/20/12 at 2:50 PM and 3:50 PM, revealed the
resident was laying in bed on the left side, resting
quietly. The call light was attached to the code .
alarm on the wall and not within the resident's P

Event ID: JUJR11 it Page 250f40 . .
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reach. Cbservation on 05/21/15 at 1:23 PM,
revealed the resident was laying in the bed and
the call light was attached to the code alarm on
the wall.

Review of the care plan, dated 04/06/15, revealed
the resident was at risk for falls and one of the
interventions was to keep frequently used items
within reach at all times,

Interview with CNA #10, on 05/20/15 at 2:50 PM,
revealed Resident K did not use the call light and
she would just listen for him/er to scream. The
CNA revealed when the resident screamed that
meant he/she needed something and she would
assist them.

Interview with the West Wing Unit Manager, on
05/20/15 at 3:15 PM, revealed the call light
shouid be within reach of the resident and if it
was up on the code alarm on the wall it would not
be. The Unit Manager stated if the resident could
not reach the call light it would put them at risk for
falling out of bed, trying to reach it. She stated if
the resident was choking, thirsty, or needed
something, they would not be able to let their
needs be known if the call light was out of their
reach.

Interview with the ADON, on 05/26/15 at 3:50 PM,
revealed if the care plan had an intervention for
the call light to be within reach, then the call light
should be accessible o the residents.

4., Ohservation, on 05/20/15 at 3:55 PM, revealed
Resident #2 was sitting up in a wheelchalr (w/c} in
a common area on the unit. A Kerlix bandage was
observed on the resident’s left foot and a sock on

the right foot. At 5:08 PM, the resident was

F 282
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“1:--Sepsis. Review of the admission orders, also. .

Continued From page 26

observed in the dining room with bilateral

heel protectors (Medi boots) applied. Interview
with the resident revealed the staff had put the
boots on a few minutes ago. The resident stated
the boots were too little and they were not what
he/she wore before. At 5:25 PM, the resident was
observed in a w/c with the bilateral heel
protectors removed and a soft-blue Lift boot was
on the left foot. The Lift boot went from the
resident's left foot to the knee. interview with the
resident revealed this was the boot he/she
narmally wore.

Review of the clinical record revealed the facility
re-admitted the resident from the local hospital on
03/21/15 after treatment for Pneumonia and

datéd 03/21/15, révealed the physician had
ordered Prevalon boots to bilateral heels at ail
times when in bed and a Lift boot to the left foot
at all times. Review of the May physlcian orders
revealed the same orders for the boots. The
clinical record revealed on 03/23/15, the wound
clinic assessed the resident's left heel and
documented a Stage 3 Diabetic Ulcer and a
treatmant was ordered.

Review of the skin care plan, dated 07/08/14
reveled the wound started as an unstageabls
pressure area on 10/06/14. To prevent further
skin breakdown the facility implemented
treatiment according to physician orders. Review
of the Certified Nurse Aide care plans, not dated,
revealed instructions to apply the Prevalon boots
ta both feet when in bed. Tha Heel Lift boot to the
left foot at all times.

Observation of Activity of Daily Living (ADL) care
that included: peri-care, dressing, and sponge

F 282

FORM CMS-2567{02-99) Pravious Verslons Obsolala Evant ID: JUJR1Y

Fagility i3; 100570 If continuation sheet Page 27 of 40




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0B/05/2015

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{(x1) PROVIDER/SUPPLIER/CUA
IDENTIFICATION NUMBER:

185180

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
05/26/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2P CODE
539 ROGERSVILLE RD.

HADCLIFF, KY 40750

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D FAOVIDER'S PLAN OF CORRECTION {X85)

PREFIX

(EACH CORRECTIVE ACTION SHOULD BE

X5
COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 282

Continued From page 27 )

bath, on 05/21/15 at 9:36 AM, revealed the
resident was in bed with the Lift boot applied to
the left foot. The Prevalon boots were rot on the
resident's feet according to the physician's orders
and care plan. One boot was in the resident's w/c
and the other one was located on top of the night
stand.

intetview with CNA#1, on 05/21/15 at 9:41 AM,
revealed the resident was supposed to wear the
Prevalon boots in bed and the Lift boot when up
in the w/c. She did not know why the resident had
the Lift boot on instead of the Prevalon boots, she
supposed the night shift staff had not removed
the Lift boot last night. She stated she had not
noticed before because she did not deliver the

~‘resid_ant‘shbreakfas”t,irgy{aiqqahavd‘ notprovided. .|. . ... .

ADL cara yet.

Interview with the West Wing Unit Manager, on
05/2115 at 11:50 PM, revealed the resident was
supposed to wear the Prevalon boots when in
bed and the Lift boot when up in the w/c. She
revealed she found the Lift boot yesterday in the
resident's closet and applied the boot. She stated
there were instructions on the CNA care plans
which boots are suppose to be applied and when.
She said she conducted round of the unit daily to
monitor for devices to ensure they are applied
according to the care plan and physician orders,
She stated she reviewed the CNA care plans a
couple times a waek to ensure they reflected any
changes with the residents.

5. Review of Unsampled Resident H's clinical
record revealed the facility admitted the resident
on 05/12/15 with a history of falling. The resident
was transferred from the Personal Care Home

F282

{PCH) Unit because of a decline in ADLs and
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falls. Review of the admission assessment, dated
05/19/15, revealed the facility assessed the
resident to be at high risk for falls refated to a
history of falling. The resident's BIMS score was a
thirteen (13) out of possible fifteen (15) which
meant the resident was interviewable and the
facility assessed the resident to require limited
assist of one for bed maobility and transfers. The
facility identified the resident's balance was not
steady when the resldent moved from seated to a
standing position. Review of the Care
Assessment Area (CAA) dated 05/19/15,

revealed the resident had a history of falls related
to unassisted transfers. The CAA stated the
resident fell when attempting to transfer without
staff assistance from the chair.

Review of the care plan, dated 02/17/11, revealed
the staff was to keep the call light within reach
and assist with transfers as need.

6. Observation of Unsampled Resident H, on
05/26/15 at 3:19 AM, revealed the resident was
sitting up in a recliner that was positioned at least
three (3) feet from the bed. The call light cord
was wrapped around the side rail out of the reach
of the resident. Interview with the resident during
the 8:19 AM observation revealed he/she would
transfer themselves if he/she needed fo get into
bed or use the call light.

Interview with CNA #14, on 05/26/15 at 10:15 AM,
revealed Unsampled Resident H did not use the
call light very often. He stated the resident was
very independent and would tell him, he/she
would let the CNA know if he/she needed help.
The CNA stated he performed frequent checks
on the resident because he/she had a history of
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falling with unassisted transfers. He stated the
call light should be attached to the recliner and he
thought the resident must have transferred from
the bed to the chair without his knowledge or
assistance.

7. Review of Resident #3's clinical record
revealed the facility admitted the resident on
09/15/14 with diagnoses of Abnormality of Gait,
Paranoid Schizophrenia, Personal History of Fall,
Muscle Weakness-General, Lack of
Coordination, Difficulty Walking, Urinary
Retention. Review of the quarterly Minimum Data
Set (MDS) assessment, completed on 03/09/15,
revealed the facifity conducted a BIMS with a
score of eleven (11) out of possible fifteen (15) i
R indicaﬁng therQSidentwas inf&Wiewabieaat theﬂ‘»‘m‘f L e R e R BN P G O AT A SR 0 M P EIERLEN, F ot i
| time of the assessment. " ) D o

Review of the Care Plan pertaining to Resident
#3's indwelling catheter, dated 10/14/14, revealed
nursing staff would provide catheter care each
shift and as needed.

Review of the May CNA care plan revealed no
instructions to provide catheter care every shift.

QObservation of Resident #3, on 05/20/15 at 3:52
PM, revealed an indwelling catheter to a drainage
bag. '

Interview with Resident #3, on 5/20/15 at 3:52
and 05/21/15 at 8:05 AM, revealed the resident
came to the facility from the hospital with an
indwelling catheter. The resident stated the CNAs
would complete catheter care most mornings
and sometimes in the svenings. However, the
resident stated he/she would have to ask the staff
to clean the catheter because it itched at the site
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of the catheter at night if it was not cleaned.

Review of the May 2015 Treatment Administration
Record (TAR) revealed catheter care was to be
provided each shift, 1st, 2nd, and 3rd shifts. The
May TAR, from May 1 to May 20, 2015, revealed
there were four (4) blanks without staff initials
under the section for catheter care every shift and
PRN. The record for April 2015 contained five (5)
blanks without staff initials.

Interview with RN #1, on 05/21/15 at 9:44 AM,
revealed nursing staff should have provided
catheter care to Resident #3 each shiff. The RN
stated catheter care included dralning the
catheter and giving perl care to the resident. The
“..rRAN-stated-the.CNAs.completed this task-Inthe -« [ - =) _on L o0 slaamrszn o
mornings when they get the resident dressed. ’ ‘

Interview with CNA #4, on 05/21/15 at 1:20 PM,
revealed she completed an in-service and a skills
check off last month related to catheter care. The
CNA stated she completed catheter care when
getting the resident up in the morning and when
laying the resident down at the end of the shift.
The CNA stated she did not know what the care
plan stated to do for catheter care. The CNA also |
stated she documented in the Kiosk how much |
fiuid and if anything was abnormal. However,
there was no place to document when catheter
care had been compieted in the Kiosk. The CNA
stated she did not report she completed the care
to the nurse unless there was something unusual.
Sometimes the nurse would ask if catheter care
had been completed.

interview with the West Wing Unit Manager, on
05/21/15 at 2:15 PM, revealed the nurses were
responsible for ensuring the CNAs completed
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catheter care as care planned. The nurses were
supposed to ask the CNAs If they completed the
catheter care and then document, The Unit
Manager stated catheter care could be completed
by a nurse or CNA once per shift. She stated if
catheter care was not completed after bowel
movements and once per shift, the resident
would be at increased risk for Urinary Tract
Infections.

Interview with the Director of Nursing, on
05/21/15 at 3:07 PM, revealed nurses should be
actively involved with resident care including
catheter care. She stated the nurses and aides
............. should communicate and inform each otherwhen .. . ...
catheter care was provided. She stated she had
ohies g not looked at the CNA care.plans andudid not; . b2 L oiimesrlass s S Lo 2 it
realize the care plans géaveé no instructions for =~
catheter care. She sald catheter care was F 392 i
Included in the facllity’s infection control training 1. 05/21/2015 LPN #1 performed G- I
because if the catheter care was not provided, ) :
the resident would be at risk for Urinary Tract Tube placement and residual check v

PP

B e b e S R

Infections. on Resident #2 after being informed ‘ o
F 322 | 483.25()(2) NG TREATMENT/SERVICES - - Faza|  Offallure tocomplete required fasks. |
a8=D | RESTORE EATING SKILLS LPN #1, an agency employee, verbal-
ized and demonstrated competency
Based on the comprehensive assessment of a with the procedure,
resident, the facllity must ensure that - 2. In-service for Nurses was completed
on 06/22/2015 to re-educate nurses

alone or with assistance is not fed by naso gastric are required before meds or feedings

tube unless the resident ' s clinical condition s . Completion !
demonstrates that use of a naso gastric tube was are admsq;stered viaa G-fube. by: -
unavoidable; and 3. Nurses will be required to complete 06/27/2015 B
refurn demonstration competency =
(2) A resident who is fed by a naso-gastric or regarding checking placement and D
gastrostomy tube recelves the appropriate residual on a G-fube by 06/26/2015, |

treatment and services to prevent aspiration
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pneumonia, diarrhea, vomiting, dehydration, return-demonstration competency on
metabolic abnormalities, and nasal-pharyngeal checking G-Tube placement and residual
ulcers and to restore, if possible, normal eating monthly for 3 months,
skills.
4, Nurses will be randomly observed for
return-demonsiration competency monthly
for 3 months. Results of competencies will
be reported in Quality Assurance Commit-
tee during quarterly meeting in October
This REQUIREMENT is not met as evidenced 2015. o
by: :

Based on observation, interview, record review P
and review of the facility's reference manual, it L
was determined the facility failed to check for
placement and gastric residual prior to

i medication administration forone.(1) of two (2). . | . m. b oot
sampled residents with a Gastrostomy tube * ‘
{G-tube) out of total sample of (8) eight residents.
Resident #2.

The findings include:

The facility used the Clinical Nursing Skills and
Techniques reference book, Eighth Edition, for
their policy on Enteral Nutrition and Administering
Medications through an Enteral Feeding Tube.
Review of the references provided by the facility ;
revealed Chapter 31, pages 500-504 revealed the o
nurse should always verify correct placement of : P
the feeding tube before administering P
medications. in addition, the manual instructed -

the nurse to check for gastric residual volume by Completion e
flushing the tube with air and pulling back slowly by: L
to aspirate gasfric contants. 6/27/2015 -

Observation of License Practice Nurse (LPN) #1
administering a medication through Resident #2's
G-tube, on 05/21/15 at 8:21 AM, revealed the
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nurse did not bring a stethoscope into the
resident's room. There was no tube feeding
infusing at the time of the medication
administration, The medication was crushed and
mixed with water in a small plastic cup. The nurse
put on a clean pair of gloves and flushed the
G-tube with thirty (30) Milliliters (ml) of water prior
to medication administration. The medication was
administered through the G-tubs and then the
nurse flushed the tube with thirty (30) mi of water.
The nurse failed to check for placement of the
tube prior to the medication administration and
did not check for gastric residual volume.

Interview with LPN #1, on 05/21/15 at 8:29 AM,
revealed she thought she had checked for

«-placement when.she flushed the G-tube with-.. - . - 1. = -

water. She stated if you pull back and there are
bubbles in the tubs, that meant the tube was in
the correct position. She validated she did not
check placement of the tube via ausculation
because she had forgotten her stethoscope. She
stated she did not check for gastric residual
because when she plcked up the G-tube she
could see there was no tube feeding in the tube.
She stated she only looked at the tube and she
normally did not check for gastric residual by
using a syringe to withdraw stomach content. The
nurse stated she worked through the agenicy for
the facility and had not attended any inservice
education related to administering medications
through an Enteral Feeding Tube. She did not
know if the facifity had a policy regarding that
topic, but stated she was taught in nursing school
to check for placement with alir using a
stethoscope prior to administering any
medications. She staled she was taught to check
for residual with a syringe not just look af the

tubing.

o o VR T e St g Ty
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Interview with the West Unit Manager, on
05/21/15 at 11:50 PM, revealed a nurse was
supposed to check placement of a G-tube and
residual each time a medication was given
through the G-tube. She stated the Instructions
were on the Medication Administration Record
{MAR) for the nurse to follow. She stated to her
knowledge the facility had not provided education
to agency nurses on how to administer
medication through a G-tube, She stated the
nurses received that training in nursing school
and she would expect the nurse to foliow the
proper protacols they were taught,

Review of Resident #2's clinical record revealed

= | the-facility admitted the residenton 03/2118with . . . .7
" | diagnoses that included Aspiration Pneumonia

with a recent Cerebrovascular Accident (CVA).
The G-tube was placed in the hospital prior to the
resident's admission. The clinical record revealed
a Speech Therapist was working with the resident
and the resident was now receiving a mechanical
soft diet with nectar thick liquids. Review of a
telephone order, dated 05/18/15, revealed the
G-tube feedings would be administered from 6:00
PM to 6:00 AM via pump at eighty-five (85} mi per
hour.

Review of Resident #2's May Medication Orders
revealed instructions to check residual at each
medication pass and to check the placement of
the G-tube. Review of the MAR for May revealed
Resident #2's G-tube was to be checked for
placement and residual at each medication pass.
Review of the Enteral Record revealed
instructions to the nurse to check the G-tube
placement prior to medications and water flushes,
The record instructed the nurse to check for
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residual before medications or water flushes are
administered. The G-tube was to be flushed with
thirty (30) ml of water before and after .
medications were administered through the
G-tube. v
F 514 483.75(1)(1) RES ‘ F514| F514 &
$s=£ | RECORDS-COMPLETE/ACCURATE/ACCESSIB 1. Medical Records for residents identi- R
LE fied were reviewed by Nursing Unit
The facility must maintain clinical records on each Managers fo ensure documentation i
resident in accordance with accepted professional was completed, accurate and signed.
standards and practices that are complete; 2. Audit was completed of MARS/TARS
accurately documented; readily accessible; and to identify missing documentation for !
systematically organized. other residents in facility. iy
- L 3. Education on importance of complete,
The clinical record must contain sufficient accurate and timely documentation -
| resident's assessments; the plrrofcarsand ~ |~ © | peetPRE S LIRS k
services provided; the results of any ' X a /2010, NUrses |
preadmission screening conducted by the State: were instructed o review off-going ;
and progress notes. nurses documentation mc!udmg
MARS/TARS for accuracy & comple- ;
tion at shift change. Nurses will com-
plete this cross check review every
: . shift for 2 weeks. Unit Manager or p
Based on interview, record review, and review of umentation lgcludm? etMARSiT QR? ch '
the facility's policy, it was determined the facility accuracy and compietion weekly tor
failed to document care provided and abuse wef-zks then monthly TOT 1 year.
allegations for six (6) of the eight (8) sampled 4. Unit Manager or Assistant Unit Man-
residents (Resident #1, #2, #3, #4, #7 and #8). ager will audit documentation includ-
The facility staff failed to Initial catheter care on ing MARS/TARS for completion and
the Treatment Administration Record (TAR) for accuracy weekly for 4 weeks then
Resident #1, Resident #3, and Resident #4. The monthly for 1 year, Results of audits Completion ,
facility staff failed to docugnent allegations of will be reported in Quality Assurance by: ;
abuse for Resident #7 and Resident #8. The ; : 06/27/2015 |
facility staff failed to Initial on the Medication ?;?mmee meetings quarterly for 1 :
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| occurrences: and incidents. =

Administration Record (MAR) Resident #2's
gastrastomy (G-tube) medications.

The findings include;

Review of the facility's policy titled Clinical Record
Documentation Guidelines, effective date of
02/20/12, revealed the facility was to maintain a
clinical record on each resident that was
complete, accurately documented, accessible
and organized. The policy revealed the camplete
clinical record should contain an accurate and
functional representation of the experience of the
resident in the facility, Review of the policy
revealed medication and treatment administration
should be documented, m;uries, unusuai

1. Review of Resident #4’s clinical record
revealed an order, dated 03/26/15, for an
indwelling catheter. Review of the April 2015 TAR
revealed catheter care was 1o be provided every
shift and as needed. however, the TAR revealed
there were many days not initialed to indicate the
catheter care was done. April 15-16 2015 and
Aprit 22-30 2015, on various shifts, had no
documented svidence catheter care was
provided. Continued review revealed there wasn't
a May 2015 TAR in the treatment book.

Interview with the Director of Nursing, on
05/21/15 at 5:15 PM, revealed there was no TAR
for Resident #4 for May 2015, A May TAR had
been placed in the resident's treatment book;
however, there was no documented evidence
catheter care had been provided every shift from
05/01/15 through 05/20/15 for the first, second or
third shift. In addition, there were no staff initials

S U QR ] I
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.2 supposed to-he.Initialed by the nurses when the._

to indicate the catheter care had been provided
an the second shift from 05/21/15 through
05/25/15.

2. Review of the clinical record for Resident #1
revealed a physician order dated 05/08/15 far an
indwelling catheter to be placed related to Urinary
Retention. Review of the May 2015 TAR revealed
catheter care was to be provided every shift and
as needed. Continued review of the May TAR
revealed no staff initials to indicate catheter care
had been provided on May 6, 2015 through May
11, 2015.

Interview with the East Wing Unit Manager, on
05/26/15 at 1:35 PM revealed the TAR was

catheter care had been done. If the TAR was not
initialed, that indicated the catheter care was not
done.

3. Review of the clinical record of Resident #2
revealed a Gastrostomy tube (G-tube) was
placed on 03/19/15 while the resident was in the
hospital. The clinical record revealed the tube
feeding had been changed several times with the
most recent physician order for the tube feeding
to be Glucerna 1.5 to infuse via pump at 85
miliiliters (mi) per hour from 6:00 PM to 6:00 AM.
Review of the March, April, and May Enteral
Record revealed muitiple blanks in the record
where no staff initialed the tube feeding was
provided. In addition, there were multiple blanks
on the March, April, and May Enteral Recard
without staff initials to indicate the G-tube was
checked for placement, residual, and flushed.

Interview with the West Unit Manager, on
05/21/15 at 11:50 PM, revealed the nurses are
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supposed to initial to indicate the tube feeding
was administered. if there are blanks without staff
initlals, there was no evidence the nurse provided
the tube feeding and the same goes for the
placement and water flushes.

4. Review of the clinical record for Resident #7
revealed no document evidence of the allegation
of verbal abuse the resident alleged ocourred
about a month ago, Refer to F225 and F228.

5. Review of the closed clinical record or
Reslident #8 revealed no documentation of the
reparted allegation of abuse from the resident
around 11/15/14. The facility placed the
information on a Grievance form, but failed to

" doctiment the_resident's physical and.emotional . ool

Status during the allegation. Refer to F225 and
F226.

6. Review of the clinical record for Resident #3
revealed the facility admitted Resident #3 on
09/15/14 with diagnoses of Abnormality of Gait,
Paranioid Schizophrenia, Personal History of Fall,
Muscle Weakness-General, Lack of
Coordination, Difficuity Walking, and Urinary
Retention. Review of the quarterly Minimum Data
Set (MDS) assessment, dated 03/09/15, revealed
the facility conducted a Brief interview for Mental
Status (BIMS} exam with a score of eleven (11)
out of possible fifteen (15) indicating the resident
was interviewable at the time of the assessment.

Review of the Physician's Orders for, 05/01/15
through 05/31/15, revealed the physician ordered
catheter care to be provided every shift. Review
of the Care Plan, dated 10/14/14, revealed
nursing staff would provide catheter care each
shift and as needed.
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| shift and PRN. The record for April 2015

Review of the May 2015 TAR revealed cathater
care was to be provided each shift, 1st, 2nd, and
3rd shifts. The May TAR, from May 1 to May 20,
revealed there were four (4) blanks without staff
initials under the section for catheter care every

contained five (5) blanks without staff initials.

interview with the East Wing Unit Manager, on
05/26/15 at 11:30 AM, revealed all nurses wera
responsible to initial when the catheter care was
provided. If it was blank and not signed, it
indicated the care was not done. She stated the
CNAs actually performed the catheter care and
the nurses just initialed on the TAR the task was

catheter care was completed. She stated if the
staff did not do catheter care, it increased the risk
for Urinary Tract Infections. She stated she
reminded the staff to document on the TAR and
she was auditing weekly for blanks on the TAR
and MAR, but recently had not been done. She
stated she would randomly audit a record, but did
not look at every record. She stated she had
talked about the lack of documentation during
staff meetings, but continued to see a problems.

interview with the Assistant Unit Manager for the
East Wing, on 05/26/15 at 2:05 PM, revealed she
was checking the MAR and TAR daily to ensure
care was documented in the record, Howaver,
she had been off on maternity leave and did not
know who had checked the records in her absent.

‘completed: Theinurse should:askthe CNAf the b

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING
C
185180 B.wiNG 05/26/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
|__599 ROGERSVILLE BD,
RADCLIFF, XY 40160
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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