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The facility must nat employ individuals who have
bean found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entared into the State nurse aide
ragislry concerning sbuse, neglest, mistreatment
of residents ar misappropriation of their property;
and report gny knowledge it has of actions by a
court of Jaw against an employes, which would
indiczte unfitness for service as & nurse aide or
other fasility ataff to the State nursa aide registry
or licensing autharities. )

The facility must ensure that all alleged viclatlons
involving mistreatment, naglact, or abusa,
including injuries of unknown sourcs and
misappropriation of rasidant property are reported
immediately to the administrator of the faciity and
to othar officiale in accordance with State law |
threugh established proceduras (inciuding to the :
State survay and certification agency),

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

Tha rasults of all investigations must be reporied
| to the administrater or his designated ‘
representative and to other officials in accordance , ‘
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Anvy daficiancy'stamn?éﬁt andlng*vlﬁ\ an msterisk (fAdanctas a E;ﬁciancy which tha Institution may b axsUsed from correcting providing It i determined that
cthar safaguarda provide sufficlanit protection to thospatients, (Sea Inatructiona.} Kxcept for aursing hamas, tha findings atstad sbove Bre disclosable 80 days
feliowing the date of aurvey whether or not & plan of correction I provided, For nuring hanres, the abave findings and plens of carmection are dieclosable 14
diys following the data thage documents are made avalable to the facilty. [f dafizlanciea are cited. an approved plan of correztlon |s raquisie to continued
program participation.
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with State law (including to the State survey and
certification agency) within § werking days of the
incident, and if the allagad violafion is verified
appropriata correctiva action must ba taken.

This REQUIREMENT is not met az evidanced
by:

Bazed on interview, and a review of medical
records, the facllity's Abuse Policy, and the
facility's investigation, it was determined the
facility to ensure an allegaton of abuse was
immediately reportad to the Adminigtrator and/or
administrative staff. The facility also failed to
interview staff that had worked the day of the
| alleged incident, failed to interview residents
. being cared for by the slleged perpetrator, and
falled to assess non-interviawable residents for
injuries or increased behaviors for the day of the
slleged incident.

The findings include:

Review of tha facility's "Abuse Pdlicy," revised
Dacember 2011, revealed In the "Reporting Palicy
and Proceduras” section, "All allegaticns involving
mistreatment, neglect, or abuse, including injuries
of an unknown source, or misappropriation of
resicent property will ba reported immediately to
the Director of Nuraing and/or the Administrator of
the facility and to other officials in accordance
with Stata law, including the state aurvey and
certification agency.” Continued reviaw of the
policy revealad parsonnel on the 7:00 AM to 3:00
PM shift were 10 report any allegations directly to
the Unit Supervisor; the Unit Supervisor would
report the allegation to the Director of Nursing

: {DONY; and the DON would repart tha allegation

F 225
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16 the Administrator. Review of the "Abuse and/or
Resident Neglect Investigation™ section of the
pulicy revealed when a suspected incident of
resident abuse was reporied, the Administrator or
DON woeuld appoint a rapresentative to

! investigate the incldent. Further review revaegled,
. "A thorough investigation ghall be completed."

. The policy revealed staff could document the

i results of the investigation in an "Investigative
Summary” raport format or en a "Regidernt Abuse
Investigation Report Form.”

Raviaw of additional undated information
provided by the facility entitled "Guidance for
persen conducting investigation” revealed the
facllity's invastigation would consist of: a) An
interview with the person reparting the Incident, b}
Statement of the resident's physical condition, ¢)
Interviews with any witness to tha incident, d)
Interview with the résident, 2) Review of the
rasident's medical record, f) Intarviews with staff
members {on all shifts) having contact with the
resldent during the paricd of the alleged incident,
g) Intarview the resident's roommate, h)
Interviews with other residents in which the
amployee provided cere to, and i) Review of all
circumstances surrounging the incldent.

Review of the facility's investigation of an abuse
eliegation revealed on 11/14/13 at 12:30 PM,
Stata Ragistered Nurging Aide (SRNA) #1
reported to Registerad Nurse (RN) #1 thai prior to
the lunch meal en 11/11/13, she witnessed SRNA
#2 cursing and raughly handling Resident #1.
The investigation revealed the facillty suspended
SRNA #2 on 11/14/13 pending the results of the
investigation and raported the allegation ta
Residant #1's phyaician, responsible party, and
the appropriste state agencles. Dacumentation

F228
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revealed RNs #1 and #2 conducted the
[nvestigation of the allegation on 11/14/13 but

investigation on 11/14/13 (the same day the

Administrator's Summary dosumentad by the
Adminlstrator, both dated 11/14/13, tha facility
failed to interview SRNA #2 (the alleged
perpetrator), Resident #1, the resident's
roommate, other residents for which SRNA #2
provided carg, the person that reported the
incident, and staff members {on all shifts} that

the alleged incident. Documentation also

and/or assessmant of tha resident's physical

addition, the facility failad to document an
agsassment of the resident, and/or other

their behaviors that could indicate abuse had
accurrad.

Interview en 12/03/13 at 2:10 PM with State
Reglstered Nursa Aide [SRNA) #1 revealed on

stated they had gimost complelad the
ingontinence care and Rasident #1 became
incontinent again and, as a result, they had to

supplies. SRNA #1 also stated when SRNA #2

wera unable to contact the SRNA to interview the
alieged perpetrator, SRNA#2, and concluded the

aliegation was reported). Based on the review of
the facility's invesfigation report by RN#2 and the

had contact with the resldent during the pariod of
ravealad the facility failed to obtain a statement

condition at the ima the allagation wae raported

and failed to review the resident's medical recerd
and dacumant the circumstances that surrounded
the incident ag indicated in the faciiity's poficy. In

rezidants, for evidence of injuries or changas in

11/11/13 SRNA #2 requested SRNA #1 o assist
with incontinence care for Resident &1, SRNA#1

Immediately provide incontinence care again, At
that ime, SRNA#1 stated SRNA #2 stated, "Oh
my {-—ing God," and left the room to gather mere

F225
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returned to Residant #1'z room, SRNA #2 told the
resident to “rall over,” and when the resident did
not roll, SRNA #2 "puzhed"” the regident roughly.
According to SRNA #1, at that time, Resident #1
swung har arm back, hit SRNA #2 in the face,
and SRNA #2 said, "Oh damin, she got ma." The
Interview revaaled SRNA #1 did not report the
allegation because the Administrater and DON
ware not at tha facility; they were out of town at a
aonvention and SRNA #1 thought she was
requirad to report the incident directly to the
Administrator or DON. The SRNA stated when
sha ratumed to work on 11/14/13, she decided to
report the allegation to RN #1.

Intarview on 12/03/13 at 2:30 PM with RN #1
confirmed SRNA #1 reported to her on 11/14/13
that on 11711/13, while SRNA #2 providad direct
care to Resident #1, she obzerved SRNA #2
surse at Resident #1 and handle the residant
roughly. RN #1 stated she natified RN #2 of the
allegation and both nurses conducted &n
Investigation, RN #1 statad sha and RN #2
intarviawad SRNA #1, and RN #2 notifled
Administration and the state agencies and
camplated the paperwork. RN #1 statad she
discussed the aliegation with Resident #1's
responsible party. The intarview revealed RNs #1
and #2 initiated in-services on abuse to staff
working on 11/14/13 but did not interview the staff
about the alieged incidant. RN #1 stated
Resident #1 did not have a roommate at the time
of the raport, and at the time of the allegation the
reomimate was non-interviewable, and Rasident
#1 was non-imerviewable, therefora, an interview
was not conducted with tha resident. RN #1
stated, "l would have only interviewed other staff
or residents If they were nvolved in tha
allagation."
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Interview on 12/03/13 at 2:00 PM with RN #2
confirnad RN #1 informed her on 11/14/13 that
SRNA #1 had raported that SRNA #2 had cursed
and treated Resident#1 roughly 6a 11/11/13, RN
#2 stated staff that worked on 11/14/13 had also
worked on the date of the alleged incident on
11/11/13, and had been interviewed but, because
they had not witnessed the allzged incident, the
intarviews wara not documentad. RN #2 also
stated an interview was attempted with Resident
#1 without success due to the resident's cognition
but was not documentad, In addition, RN #2
raperied staff had conducted a skin assessment

' of Resident #1 on 11/14713, and had not idantified
i any concerns. According to RN #2, SRNA #1

received & verbal reprimand for not immediately
reporting the allegation of abuse, and SRNA#2
was suzpended and would not be allowed ta
retumn to werk unlass tha investigation by the
Department for Community Based Services
{PCES) determined the allegation to be
unsubstantiated. A review of the facility's
schadules for 11/11/13 and 11/14/13 revealed
although the nursas on the schadule had worked
baoth days, SRNA#1 was the only SRNA that
worked the game hours on 11/11/13 and
11114/13, and as a result, interviews had not been
conducted with the staff that worked with
Resident #1 and/or SRNA #2 on the day of tha
alleged incident (11/11/13).

On the day of the investigation, 12/03/13, an
interview was conducted by telephone with SRNA
#2 at 1:35 PM. SRNA #2 confirmed she was
suspended from employrment on 11/14/13 related
to an allegation concerning Residant #1.. SRNA
#2 acknowledged she had said, "Damn sbe hit
me in the face," when Residant #1 hit the SRNA

F 225
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when she and SRNA #1 provided incontinence
cara an 11/11/13. However, SRNA #2 denied that
she had cursed at the resldent or had baen reugh
with Regident #1 when ahe provided care to tha
resident. A raview of the persorninel file of SRNA
#2 revealed the facility had hired the SRNA on
03/11/13 and had submitted a request for 5
crirminal background chack of the employee on
03/08/43. Continued raview of the pergonnel file
ravegled SRNA #2 had no reprimands for abuse
or neglect. In addition, documantation revealad
the facility had trained SRNA #2 on the facility's
policy related to abusa upon hire.

Aninterview was conducted with Residant #3 on
12/03/13 at 12:10 PM and revealed she had
witnessead staff providing sare to the resident's
roemmate (an unsampled resident) in a rough
manner;, however, Resident #3 was unable to
recall the date or the name of the facility staff,

: Interview oh 12/03/13 a13:25 PM with tha DON

- revaaled the facility provided sdusation to the
nurses related to abuse and how to conduct an

L investigation during the crtentation process at the
time of employment. However, the interview

i revesled the facility's investigation progess
entitled "Guidance for parson conducting

orlentation process but was not included in tha !
annual in-services. The DON stated only the staff

and residents involved In an allegation of abuze

would have been imterviewed during the course of

an investigation of abuse.

Interview on 12/03/13 at 4:50 PM with the
Administrator revealed the nurse that received an
tllegation of abuse would conduct the

investigation" was included in the nuraes' [

investigation and notify the Administrative staff.
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The Intervizw revealed the Administrator was
" responzible to ensure the invastigation report was
. compieted, that documentation was correct, and
that in-serv|ces with staff wara conducted. The
Administratar confirmed she had been made
ewara of the ellegation related to SRNA #2 and
Ragident #1, had raviewed the investigation, and
mcknowledged by signatura that the investigation
wag complete. The Administrator stated the
results of the facility's investigation ware sent by
“fax" to the appropriate staté agencies,
1
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Resident #1 was protected during the investigation as tha SRNA#1 was suspended immediately and
eventually terminated from employmens. Resident #1 was assessed for injuries and slgns/symptoms of
Increased anxiety/agitation, with no identified concerns. Imterviews were conducted with other staff
members and residents as well to determine if any inappropriate behavior had been witnessed or
otcurred during the time of alleged Incident, with no identifled issues. These findings were documented
and placed with the investigative report.

All residents have been assessed 2nd/or interviewed (if they were interviewable) ta determine If any
identifiable concerns/distress that may have resulted from Inappropriate actions of staff. No concerns
were identified.

In-services were conducted on December 26, 2013 by Consultant Staff with Administrator & all Nursing
Supervisory Staff. The in-service inciuded review of the Abuse Policy and how te conduct a thorough
investigation of any allegation or incldent. The in-service specifically Included timely reporting of
allegations/incidents to Administration, actions that shouid e taken during the investigative process
(including staff/resident interviews, assessment of non-interviewable resldents for behaviors, etc).
Information regarding documentation of the apprapriate steps during the investigative process and
completion of the report was also reviewad. An in-service will be conducted for all staff on December
27, 2013 by the Administrator and Director of Nursing to review the Abuse Policy, immediate reporting

‘to direct supervisor/Administration, protecting the resldent, assessment of a resident with appropriate

documentationlphysiclan natification, ete.

CQ) Committee, Administrator/DON will review every investigative report of any allegation of
abuse/neglect during the weeskly CQI meetings to0 ensure appropriate interviews with staff, residents,
assessments, notifications, and actions were conducted timely and decumented n the investlgative
report, These reviews will be conducted on a weekly basis for one guarter, then at least monthly
thereafter. Any identifled concern will ba addressed & corrected immediately and wifl re-evaluated by
the CQJ] Committee.

Completion Date: 12-31-13
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