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F 000 | INITIAL COMMENTS F 000 Submission of this ptan of comection is
not a legal admission that a deficiency
An Abbreviated Survey (KY#23931) was exists or that this statement of deficiency
conducted on 10/22/15 through 10/27/18, KY was co cited, and is also not to be
#23931 was substantiated with deficient practica tmr;Cﬂy c;ml ssion of interest
identified at the highest Scope and Severity of a consiued as an a A
o against the facility, the Adminlstrator or
F 223 | 483.13(b), 483.13(c)(1)(i) FREE FROM F223| anyemployees, agents, or other .
55=D | ABUSE/INVOLUNTARY SECLUSION individuals who draft or may be discussed

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

The facifity must not use verbal, mental, sexua),
or physical abuse, corporal punishment, or
involuntary seclusion.

This REQUIREMENT is riot met as evidenced

by:
Based on interview, record review, and review of

| the facility's policy/procedure, it was determined

tha facility fziled to ensure one (1) resident, in the
selected sample of four (4) residents (Resident
#1), was free from abuse by a family member
who provided care for the resident on a daily
basis. Review of a survelllance video revealed
the resident's family member (niece) holding
histher arms and attempting to force feed the

| resident several bites of food. When the resident

became combative, he/she was kicking at the
family member which caused the wheelchair to
move backward. Additionally, the family member
was observed to grab the wheelchair and pull it
back under the table, which caused the resident's
body to move backward and then forward. The
facility Administrator notified the police to ensure
the family member did not return to the facility

in this response and plan of comection, In
addition, preparation of this plan of
correction does not constitufe an
admission or agreement of any kind by
the facility of the inith of any facts allsged
or see the commectness of any allegation |
by the survey agency. Accordingly, the
facility has prepared and submitted this
plan of correction prior to the resolution of |
any appaal which may be filed solely
because of the requirements under state
and federal law that mandate submission
of a plan of correction within (10) days of
the survey as a condition fo participate in
Title18, and Title 19 programs. The
submisslon of the plan of comection within
this timeframe should in no way be
construed or considered as an agreement
with the allegations of noneompliance or
admisslons by the fecility. This plan of
correction constitutes a written allegation
of submission of substantial compliance
with Federal Medicare Requirements.

from correcting providing It is datermined that

See instructions.) Excapt for nursing homes, the findings stalad above are disclosable 90 days

foliowing the date of survey whether or not a plan of co is provided. For nursing homas, the above findings and plans of comection are disclosable 14
days following the date these documents are mada avaitable to the (acillty. If deficiencies are cited, an approvad plan of correction is requisite (o continued

program participation,
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and inltiated an investigation of the incldent. Residen ed
Review of staff statemaents revealed the family
member had been rough with the resident's care, 1. Resldent #1 was immediately
fuc:rcgd yﬂ1:nr;sidt=.'nl :; urinate be:ore hsheﬁleft f;rl kept from niece. Adminisirator
e day, was observed sticking her fingers in .
the resident’s rectum to check for stool and called Bowllng‘Gn.aen Police on
R 10/515 after viewing video from
10/3/15 allowing police to ban
The findings include: niece and keep her from A(

Review of the facility's policy/procedura, "Care
Plans Administrative Policies" (Revised January
2002), revealed:;

1. Care plan goals and objectives are defined as
the desired cutcome for a specific resident
problem.

2. When goals and objectives are not achieved,
the resldent's clinical record will be documentad
as 1o why the results were not achleved and what
new goals and objectives were established. Care
plans will be modified accordingly.

3. Care plan goals and objectives are derived
from information contained in the resident's
comprehensive assessment and a) are resident
oriented; b) are behaviorally stated; c) are
measurable; and d) contain imetables to meet
the resident’s needs In accordance with the
comprehensive assessment.

4. Goals and abjectives are entered on the
resident's care plan so that all disciplines have
access to such informnation and are able to report
whether or not the desired outcomes are being
achleved,

5. Goals and objectives are reviewed and/or
revised a) when there has been a significant
change In the resident’s condition; b) when the
desired outcome has not been achieved; c) when
the resident has been readmitted to the facility
from a hospitalirehabilitation stay; and d) at least

returning 1o facility. Resident #1
was assessed by ADON, Palica
officer and clinical supervisor on
10/5M5 with no areas noted.
Resident was monilored for
changes in condition by nursing
daily for 2 weeks by ADON,
DON andfor charge nurse,
Picture of family member
placed at ime clock with
instructions on calling police
immediately then Administrator
if she retums to the facility by |
the Administrator on 10/5/15.
For one week this information
on niece was passed in the 24
hour nursing repart staling to
call the police if she attempted
to retum to the facility starting
10/5/15, Al staff was educated
on contacting police
immediately if niece retumned to
the faclity and then fo call
facility Administrator by DON,

-
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ADON and Administrator
F 223 | Continued From page 2 F223 starting on 10/5/15 and
quarterly. completed on 10/23115.
6. The resident has the right to refuse to
participate in establishing care plan goals and Resi
; Residents Potentially Affected
abjectives. When such refusals are made, e Lol pferded
appropriate documentation will be entered into . .
the resident's clinical records in accordance with 1. N? Residents were Idenhﬁeq
established policies. with family members providing {,
their ADL care by Social ; q}?*
Review of the facility training (Silverchalr Worker, ADON, DON and/or z
Leaming), revealed "Resldent abuse can occur at Administrator on 11/18/15. \
any time and in any location. The disturbing thing
about resident abuse is that it is usually
committed by someane who Is trusted by the . 1 e reslden!s were
resident. Facility employees, friends of a interviewed to identify any
resident, and aven resident family members may abuse and/or neglect that had
abuse a resident.” not been reparted by Social
Services and Admissions on
Record review revealed the facility admitted 11119115
Resident #1 on 07/01/12 with diagneses to "
include Peripheral Vascular Disease (FVD), Measures/Systematic Changes
Dementia without Behavioral Disturbance, Major
Depressive Disorder, Muscle Weakness, 1. Al staff have been reeducated
Hypertension (HTN), Constipation, Diabetes on importance of reporting
Mellitus (DM} with Polyneuropathy, and Above the abusa or negle i : i
Knee Amputation (AKA). Review of the quarterly i gld t:::.l mrrl:zdlate
Minirmumn Data Set (MDS) assessment, dated Supe! ) Sor an a‘a i
08/04/15, revealed the facility determined the coordinator, the Administrator,
resident was cognitively impaired with a Brief the abuse and neglect policy
Interview Mental Status score of four (4). He/she which includes Intervening
was not interviewabte and required extensive i . .
s mmediately by removing
assistance with all activities of daily living (ADLs). . .
e ¥ Iving ¢ ) resident from situation and if
Review of the facility's investigation, dated there were any current
10/08/15, revealed Resident #1's niece presented concerns to report, and the ban
a nine (8} page hand written document to tha on the niece of Resident #1 and
Administrator on 10/05/15, which contained a !
time line of staff's actions in the facility's dining lo contact pofice imm.ed!ately ir
room during a meal service on 10/03/15, she cames to the facility given
Additionally, she presented plates of food she had by the Administrator on
FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:P4CB11 Facilty 10: 100409 H continuation sheet Page 3 of 27
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information on a tablet until all but one (1)
resident left the dining room, at which time she
held Resident #1's arms down and pushed the
spoon of food into the resident's mouth. The
resident kicked and hit at histher niece causing
hisfher wheelchair to roll backward. She then
grabbed the wheelchair and pulled the residant
back to the table with enough force that his/er
body muoved backward in the wheelchair, and
then forward. She continued to force feed the
resident four (4) to five (5) more times. She then

Monitoring Changes
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10/30115. Staff will be unable to
F 223 | Continued From pag.e 3 F223 work until completing the
taken out of the facility. The resident's niece education on 1112115 if missed
alleged that staff did not attempt to feed the
resident for a long enough period of ime. Further on 10/30/15.
review of the investigation revealed the
Administrator viewed the video surveillance 2. Staff Educated to report any \(
recording of the meal. The Administrator was family members requesting to v
unable to verify the accuracy of the time line of give care to the resident to Q(’U
staff actions presented by the resident's niece. DON. ADON and/or .
Review of the recording revealed the resident's Ad i'nl tralor an 41/2115 by
niece going in and out of the dining room, and at LS . I
one {1) point, tock Resident #1's plate of food, Administrator. Staff will be d
placing the plate of foed in a bag, and leaving the unable to work until completing
building with the bag. Within a few minutes, she the education on 11/2115.
retumed and had the kilchen prepare another
tray. She sat beside Resident #1 and wrote 3. Family members Identified to be

requesting to give care to the
resident will have staff member
present during care and will be
placed on ADL care plan by
licensed nurse that family
member assist with their care.

l

took the food tray to the resident's room and 1. New Staff to be educated on ;
came back to get the resident. abuse and neglect policy

during orientation. All staff lo be
Further reviaw revealed the Administrator educated twice yearly on abuse
obtained staff statements and notified the police and neglect policy and as
to ensure the resident's nlece did not return to the needed for updates to policy.
facility. The police viewed the video recording, Administrator to audit abuse
and were aware of slaff's statements alleging the and neglect policy fraining and
resident's niece force fed the resident, aboul the Speak with 10 residents to
niece baing rough with the resident's penis during ensure any abuse of neglect
incontinent care, and about the nisce sticking her has been reported monthly
fingers in the resident's rectum checking for stool. times {3) thres months and
Interview with the Police Officer revealed he
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located the niece and she was legally banned t:dxignﬂ]aagt::g%sneglea

from the facility for two {2) years. policy.

Interview with the Director of Nursing (DON}, on
10/22/15 at 8:45 AM, revealed Resident #1's
family member was at the facility daily and
provided care for Resident #1. She stated the

family member spent a half hour or so a day The resulls of the audits will be reviewed

talking to the Administrator, and expressed her at the Quality Assurance Commitiee
dissatisfaction with the care provided by the (Director of Nursing, Administrator,
facility staff. The DON revealed that, at times, the Assistant Director of Nursing, MDS,
family member's discussions would be pefsonal Nursing Supervisors, Pharmacy, Social
and not about the resident. She revealed the Services, Medical Director, Dining
family member had “glways been intense” and Services) mesfing monthly for three (3)
had recently taken a urine soaked brief to a months and recommendations made as
facility employea's house to show the employee, approptiats.

and all the while blocking a lane of traffic, and did
the same with a grilled cheese sandwich. The
DON stated the family member was very Intense
and "bizarre”, and had been in a "manic state” the
last couple of weeks, and was also taking notes
about activities of staff.

Interview with Certified Nurse Aide (CNA) #1, on
10/22/15 at 11:00 AM, revealed Resident #1's
family member came to the facility two (2) times
dally and provided care for Resident #1. The CNA
revealed the resident's family member would
shower the resident, after the staff had already
showered the resident, and would tell the staff
she felt the resident was not clean enough. CNA
#1 stated the resident's family member provided
incontinent care and put a clean Incontinent brief
on the resident "very tightly" so urine would not
leak out. CNA #1 also stated the |ast couple of
weeks the family member got rough during care,
and it was like “she was trying to scrub his/her
skin off'. CNA #1 revealed the family member
had been forceful while feeding the resident even
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Continued From page 5

after the resident would say he/she did not want
anything. CNA#1 stated "we said something to
the Administrator” and were told she would speak
to the resident's family member.

Interview with CNA #2, on 10/22/15 at 11:30 AM,
revealed Resident #1's family member would
provide care for the resident for an hour, and then
spend four (4) hours watching staff. CNA #2
stated one (1) day recently, the family member
“acted like the world had ended because
Resident #1 was the last resident to be taken to
the dining room”. The CNA stated the resident’s
family member kept documenting in a book and
asking staff names. CNA #2 staled "it was like
something changed and she snapped this last
weekend”. CNA #2 ravealed the family member
had followed staff to the smoking area outside the
facility demanding the CNAs retum inside the
tacility and transfer Resident #1 for her.

Interview with CNA #3, on 10/22/15 at 2:05 PM,
revealed Resident #1's family member always
insisted on a second bath or shower for Resldent
#1, and the resident would “cuss” the family
member. CNA#3 revealed the resident's family
member would take fingers full of food and place
in the resident's mouth and try to make him/her
eal the food. Additionally, the CNA revealed
Resident #1's family member "put Vaseline in the
resident's butt to clean him/her out”, CNA#3
stated the resident’s niece was angry with staff al)
the time and told staff she was going to bring her
lawyer to the facility. CNA #3 stated she lold a
nurse; however, did not recall who she told, about
three (3) days before the resident's nlece was
banned from the facility. CNA #3 stated she felt
the family member was trying hard {o care for the
resident, but seemed to be "overwhelmed" trying

F 223
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{o take care of him/her.

Interview with CNA #4, on 10/22/15 at 2:20 PM,
revealed Rasident #1 was usually cooperative
with care unless the resident's family member
was present. She stated "the family member
showered the resident even though the resident
already had a shower", and insisted on providing
the resident's care; however, she would "put the
call light on for staff to come and transfer
himfer". The CNA stated the resident would get
"mad and agitated" after the family member
provided care, CNA #4 revealed the resident's
farnily member spoke about Residant #1 being
constipated and would want medicine
administered to him/her.

Intarview with CNA #5, on 10/22/15 at 3:20 PM,
revealed Resident #1 was usually cooperative
with care unless the resident's family membaer
(niece) was present. She stated the resident
would yell at his/her nieca during care, as she
was providing the care. CNA#5 revealed
Resident #1 was pleasant and ate if he/she was
hungry; however, the resident's nlece sometimes
became upset with staff, stating the resident
needed "more”, CNA#5 stated the residents
niece "would go up the rectum® when she
provided incontinent care, and Resident #1 would
state "tell her to quit” and cuss her. Additionally,
CNA #5 stated "they {someone in Administration)
would talk to the niece, and she would get better;
however, she would go back to it". She revealed
when Resident #1 would say he/she “was done”
during 2 meal while his/her niece was feeding
him/her, the niece tried to keep feeding him/her,
and the resident would get upset.

Interview with CNA #8, on 10/22/15 at 4:15 PM,

F 223
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revealed Resident #1's niece was loud at times
and demanded staff's presence. CNA#5
revealed the resident's niece had been to the
Administrator saying "the staif did not do this or
that", but she has never been reprimanded for
anything. CNA #8 stated the resident's nlece
wanted the incontinent brief "very snug" and
would put Vaseline on the resident from head to
toe.

Interview with CNA#7, on 10/23/15 at 7:45 AM,
revealed she could not recall a day when
Resident #1's niesce was not at the facility. She
stated the resident's niece expected the staff to
"drop everything" when she walked in the door.
CNA #7 revealed the resident's niece would go
from resident room to resident room, opening the
door fooking for staff. CNA#7 revealed the family
member (niece) had recently been worse by
dumping the resident's food in a bag and putting
the bag in her car, CNA #7 recalled a time when
the family member was in the resident’s dining
room and snapped her fingers stating "don't
maks tha nig**r In me come out”. CNA #7 stated
it made her uncomfottable and was concerned
about other residents present in the dining room.

Interview with CNA #8, on 10/23/15 at 10:20 AM,
revealed she was present when Resident #1's
family member {niece) was providing incontinent
care for the resident. She stated she observed
the family member to smack the resident's penis
repeatedly, and it made her (CNA#8) feel
uncomfortable. CNA #8 revealed she observed
the family member forcefully feeding the resident
and had obtained a small plastic spoon, forcing
the resident to eat. Sha stated the family
member kept a book on everything that went on
and made it hard on the CNAs.

F 223
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Interview with CNA #9, on 10/23/15 at 10:45 AM,
revealed Resident #1's family member (niece)
was at the facility daily, sometimes two (2) or
three (3) times a day. CNA #8 revealad his/her
niece was present during incontinent care at
times, and the family member {niece) “would grab
the resident’s penis until the resident would void®,
Additionally, she stated the resident's niece would
stick her finger in the resident's rectum, stating
she was trying to make the resident's bowels
move. CNA#9 revealed she never saw the
resident have a bowel movement when the family
member did that, and stated the resident would
curse the family member. CNA #9 stated it made
her feel uncomfortable, so she told a nurse,
whom she refused to identify, "that was not right
you do not do that to your uncle”. CNA #9 stated
she "believed it was physical and sexual sbuse”.

Interview with CNA #11, on 10/23/15, revealed
Resident #1's family member provided care fo the
resident daily. CNA #11 stated she has been
present at times when the family member
provided care and felt the family member “was a
litle rough in the shower”, She stated the
resident’'s family member (niece) would wash the
resident with a soapy rag, and it looked like she
would stick her whole hand up in the resident's
rectum and he/she cursed her. She stated the
resident's niece would “shove" food in hisfher
mouth with her hand. CNA #11 stated they all
discussed how rough the family member was with
Resident #1, however, she was unaware of any
ptan to address the issue.

Interview with Licensed Practical Nurse (LPN) #1,
on 10/22/15 at 2:35 PM, revealed tha resident's
family member (niece) was "very demanding" and
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provided Resident #1's care on occaslon. LPN
#1 stated the resident's niece would have CNAs
give a second shower during the day. The LPN
stated Resident #1's nlece was present in the
facility every momning and every evening;
however, she never received any reports of any
“odd” behavior about the family member.

Interview with Registered Nurse (RN) #1, on
10/22/15 st 3.30 PM, revealed Resident #1's
family member {niece) was loud, and the whole
atmosphers wauld change when she was
present. She stated she would change the
resident's bed after staff had Just changed it,
stating her way was the right way. RN #1 did not
recall any raports from staff about the family
member being too rough with the resident's care.

Interview with RN #3, on 10/23/15 at 7:35 AM,
revealed Resident #1°s family member was at the
facility daily and did pravide resident care. RN #3
stated she had not been present when the family
member provided care; however, she stated she
has heard the resident yell out when the family
member was providing care or gefting the
resident out of bed, RN #3 revealed no one had
reported an allegation against Resident #1's
family member {niece).

Interview with the facility's Cook, on 10/22/15 at
3:05 PM, revealed, that recently on the weekend,
Resident #1's family member had asked for a
trash bag and placed the resident’s meal inta the
trash bag, to include the dishes, and took it to her
car. The Cook revealed she knew the resident's
family member was "mad" by the exprassion on
her face, and stated the resident's family member
continuously wrote in a book. The Cook stated
the resident's family member returned the

F223
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Continued From page 10
faciiity's dishes the following Monday.

Interview with the Business Office Manager
{BOM), on 10/22/15 at 3:55 PM, revealed
Resident #1's family membar (niece) was at the
facility daily and her behaviors were "bizarre and
recently worse”, She stated it was “like something
switched, she was being loud, very disruptive,
and there was something in her eyes".

Further interview with the DON, on 10/23/15 at
12:15 PM, revealed she was aware of Resident
#1's family member (niece) sticking her fingers in
the resident's rectum and provided education to
the resident's family member on 08/26/15. A
CNA had reporied to her but she could not recall
which CNA. The DON also stated she was aware
of the family member insisting on multiple baths,
and she had arranged for the resident to have
showersfbaths at a time when the family member
could be there to prevent an additional bath or
shower. The DON stated she manitored the
family member's behavior by telling staff to
monitor, and she would personally knock on the
door when the family member was in the room
with the resident. Additionally, the DON stated
the family member voiced understanding about
not sticking her fingers in the resident's rectum.
The DON revealed "staff were aware per
conversation that she (resident's niece) was not
to do that".

Interview with the Administrator, on 10/23/15 at
12:50 PM, revealed when she first came to the
facility in February 2015, she recalled a
discussion about Resident #1's family member
{nlece) removing feces fram the resident's
rectum. She revealed she did not have a concemn
with Resident #1's family member providing care
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until she viewed the 10/03/15 video of the meal,
on 10/05/15. She revealed she became aware
when the interviews with staff were conducted
during the investigation, initiated on 10/05/15.
F 226 | 483.13(c) DEVELOP/IMPLMENT F228| ¥226
ss=D | ABUSE/NEGLECT, ETC POLICIES
) Residents affect
The facility must develop and implement writlen
policies and procedures that prohibit 1. Resident #1 was immediately d
mistreatment, neglect, and abuse of residents kept from niece. Administrator 1},\
and misappropriation of resident property. called Bowling Green Police on \\,
10/5/15 after viewing video from
10/3115 allowing police to ban
This REQUIREMENT is not met as evidenced - niece and keep her from

by:

Based on interview, record review, and review of
the facility's policy/procedure, it was determined
the facility failed {o ensure the the facility policy
for abuse/neglect was implemented for ane (1)
resident, in the selected sample of four (4)
residents (Resident #1). Resident #1, who
required extensive assistance for all activities of
daily living (ADLs}, had a family member (nlece)
present daily who provided care. Review ofa
surveillance video revealed the family member
holding the resident's arms and farce feeding the
resident several bites of food. Additionally, when
the resident became combative, kicking at the
family member and moving the wheelchair
backward, the family member was observed to
grab the wheelchair pulling it back under the table
with enough foree to cause the resident's body to
to move backward and then forward. The facility
Administrator notified the police to ensure the
family member did not return to the facllity and
Initiated an investigation to include obtaining staff
statements. The staff statements revealed the

returning to facility. Resident #1
was assessed by ADON, Police
officer and clinical supervisoron
10/5/15 with no areas noted.
Resident was monitored for
changes in condition by nursing

daily for 2 weeks by ADON,
DON andlor charge nurse.
Picture of family member
placed at time clock with
instructions on calling police
immediately then Administrator
if she retums lo the facllity by
the Administrator on 10/5/15.
For one week this information
on niece was passed in the 24
hour nursing report stafing fo
call the police if she attempted
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been forcing the resident to urinate before she
would leave for the day and would stick her
fingers in the resident's rectum to check for stool
and cleanliness.

The findings includs:

Reviaw of the facility's policy/procedure, "Care
Plans Administrative Policies" {Revised January
2002), revealed:

1. Care plan goals and objectives are defined as
the desired outcome for a specific rasident
problem.

2. When goals and objectives are not achleved,
the resident’s clinical record will be decumented
as to why the results were not achieved and what
new goals and objectives were established. Cara
plans will ba modified accordingly.

3. Care plan goals and objectives are derived
from information cantained in the resident's
comprehensive assessment and a) are resident
oriented; b) are behaviorally stated; c) are
measurable; and d) contain timetables to meet
the resident's needs in accordance with the
comprehensive assessment.

4. Goals and objectives are entered an the
resident's care plan so that all disciplines have
access to such information and are able to report
whether or not the desired outcomes are being
achieved.

5. Goals and objectives are reviewed and/or
revised a} when there has been a significant
change in the resident's condition; b} when the
desired outcome has not been achieved; c) when
the resident has been readmitted to the facility
from a hospital/rehabillitation stay; and d) at least
quarterly.

6. The resident has the right to refuse to

immediately if niece refurned to
the facilify and then to call
facility Administrator by DON,
ADON and Administrator
starting on 10/515 and
completed on 10/23/15.

Residents Potentially Affected

1. No Residents were idenlified
with family members providing
their ADL care by Social
Worker, ADON, DON and/or
Administrator on 1111815,

2. 100% of all residents were
interviewed to Identify any
abuse and/for neglect that had
not been reporled by Social
Services and Admissions on
1118HS.

Measures/Sys Change:

1. Al staff have been reeducated
on importanca of reporting
abuse or neglect to immediata
supervisor and fo the sbuse
coordinator, the Administrator,
the abuse and neglect policy
which includes intervening
immediately by removing
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to retum to the facility starting
F 226 | Continued From page 12 F 22¢ 10/8H5, All staff was educated
family member had been too rough with cars, had on contacting police
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ion and if
F 228 | Continued From page 13 F 228 resident from situation a
thera were any current
participate in establishing care plan goals and d the ban
objectives. When such refusals are made, concems to report, and the ba
appropriate documentation will be entered into on the niece of Resident #1 and
the resident's clinical records in accordance with to contact police immediately if
established policies. she comes to the fadility given (
Review of the faility training (Silverchair by the Ad'“";sﬁ"afﬁg" e b0 N
Leaming), revealed “Resident abuse can occur at 10!30“5'. Staff wi : Lt '1)
any time and in any location. The disturbing thing work until completing the N
about resident abuse is that it is usually education on 1172115 if missed
committed by someone who is trusted by the on 1013015,
resident Facllity employees, friends of a
resident, and even resident family members may 2. Staff Educated to report any
abuse a resident.” '

family members requesting to

Record review revealed the facility admitted give care to-the resident to
Resident #1 on 07/01/12 with diagnoses to DON, ADON and/or
ig:!udeuPevr:ipmher:l:a:calar ?gfase (PVD), ; Administrator on 11/21115 by
mentia out Behavioral Disturbance, Major . :
Depressive Disorder, Muscle Weakness, ALt Sta.ﬁ e
Hypertension (HTN), Constipation, Diabetes unable to ‘f‘mk until completing
Mellitus {DM) with Polyneuropathy, and Above the the education on 11/21115.
Knee Amputation (AKA). Review of the quarterly
Minimum Data Set (MDS) assessment, dated 3. Family members identified to be
08/04/15, revealed the facility determined the requesting to give care fo the
resident was cognitively impaired with a Brief :
Interview Mental Status score of four (4). He/she res[dent:ﬂl! e :’nef:;za;
was not interviewable and required extensive present during care and wi
assistance with all activities of daily living (ADLs). placed on ADL care plan by
licensed nurse that family
Review of the facility's investigation, dated member assist with their care.
10/08/15, revealed Resident #1's niece presented
a nine (9) page hand written documant fo the Monitoring Changes
Administrator on 10/05/15, which contained a
time line of staff's actions in the facility's dining 1. New Slaff to be educated on
room during a meal service on 10/03/15. abuse and neglect policy
Addifionally, she presented plates of food she had during U"e"‘.ah""- Al staff to be
taken out of the facility. The resident's niece ' educated twice yearly on abuse
alleged that staff did not attempt 1o feed the
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and neglect policy ana as
F 228 | Continued From page 14 F226 needed for updates to policy.
resident for a long enough period of time. Furiher Administrator fo audit abuse
review of the investigation revealed the and neglect policy training and
Administrator viewed the video surveillance Speak with 10 residents o
recording of the meal. The Administrator was ensure any abuse or neglect
unable to verify the accuracy of the time line of has been reparted monthly
staff actions presented by the resident's niece. times (3} three months and
Review of the recarding revealed the resident's quarterly $mes (1) one quarter
niece going in and out of the dining room, and at lo ascertain that facility is
one (1) point, took Resident #1's plate of food, educaling on abusa and neglect
placing the plate of food in 2 bag, and leaving the policy.

building with the bag. Within a few minutes, she
returned and had the kitchen prepare another
tray. She sat beside Resident #1 and wrote
information on a tablet until all but one (1)
resident left the dining room, at which time she

held Resident #1's arms down and pushed the The resuls of the audits will be reviewed

spoon of food into the resident's mouth. The at the Quality Assurance Committee
resident kicked and hit at hisfher niece causing (Director of Nursing, Administrator,
his/her wheelchair to roll backward. She then Assistant Director of Nursing, MDS,
grabbed the wheelchair and pulled the resident Nursing Supervisors, Pharmacy, Social
back to the table with enough force that histhes Services, Medical Director, Dining

body maved backward in the wheelchair, and Services) mesling monthly for three (3)
then forward. She continued to force feed the months and recommendations made as
resident four (4) to five (5) more times, She then appropriate.

ook the food tray to the resident's room and

came back to get the resident.

Further review revealed the Administrator
obtained staff statements and notified the police
to ensure the resident’s niece did not retum to the
facility. The police viewed the video recording,
and were aware of staff's statements alleging the
resident’s niece force fed the resident, about the
niece being rough with the resident's penis during
incontinent care, and about the niece sticking her
fingers in the resident's rectum checking for stool.
Interview with the Police Officer revealed he
located the nlece and she was legally banned
from the facility for twe (2) years.
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Continued From page 15

Interview with the Director of Nursing {DON), on
10/22/15 at 8:45 AM, revealed Resident #1's
family member was at the facllity daily and
provided care for Resident #1. She stated the
family member spent a half hour or so a day
talking to the Administrator, and expressed her
dissatisfaction with the care provided by the
facility staff. The DON revealed that, at times, the
family member's discussions would be personal
and not about the resident. She revealed the
family member had "always been intense” and
had recently taken a urine soaked brief to a
facility employee's house to show the employes,
and all the while blocking a lane of traffic, and did
the same with a grilled cheese sandwich. The
DON stated the family member was very intense
and *bizarre”, and had been In a "manic state” the
last couple of weeks, and was also taking notes
about activities of staff.

Interview with Certified Nurse Aide (CNA) #1, on
10/22/15 at 11:00 AM, revealed Resident #1's
family member came 1o the facility two {(2) times
dally and provided care for Resident #1. Tha CNA
revealed tha resident's family member would
shower the resident, after the staff had already
showered the resident, and would tell the staff
she felt the resident was not clean enough. CNA
#1 stated the resident's family member provided
incontinent care and put a clean incontinent brief
on the resident “very tightly” so urine would not
leak out. CNA#1 also stated the last couple of
weeks the family member got rough during care,
and it was fike "she was trying to scrub his/her
skin off'. CNA#1 revealed the family member
had been forceful while feeding the resident even
after the resident would say he/she did not want
anything. CNA#1 stated "we said something to

F 228
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the Administrator* and were told she would speak
to the resident's family member.

Interview with CNA #2, on 10/22/15 at 11:30 AM,
revealed Resident #1's family member would
provide care for the resident for an hour, and then
spend four (4) hours watching staif. CNA#2
stated one {1) day recently, the family member
“actéd like the world had ended because
Resident #1 was the last resident to be taken to
the dining mom®. The CNA stated the resident’s
family member kept documenting in a book and
asking staff namas. CNA#2 stated "it was like
something changed and she snapped this last
weekend”. CNA #2 ravealed the family mermber
had followed staff to the smoking area outside the
facllity demanding the CNAs retumn inside the
facility and transfer Resident#1 for her,

Interview with CNA #3, on 10/22/15 at 2:05 FM,
revealed Resident #1's family member always
insisted on a secand bath or shower for Resident
#1, and the resident would "cuss” the family
member. CNA#3 revealed the resident’s family
member would take fingers fult of food and place
in the resident's mouth and try to make him/her
eat the food. Additionally, the CNA ravealed
Resident #1's family member "put Vaseline in the
resident's butt to clean him/her out”, CNA #3
stated the resident’s niece was angry with staff all
the time and told staff she was going to bring her
lawyer to the facility. CNA#3 statedshetolda
nurse; however, did not recall who she told, about
three (3) days before the resident's niece was
banned from the facility. CNA #3 stated she felt
the family member was trying hard to care for the
resident, but seemed to be "overwhelmed” trying
to take care of him/her.

F 228
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Interview with CNA #4, on 10/22/15 at 2:20 PM,
revealed Resident #1 was usually cooperative
with care unless the resident's family member
was present. She stated "the family member
showered the resident even though the resident
alraady had a shower”, and Insisted on providing
the resident's care; however, she would "put the
call light on for staff to come and transfer
him/er". The CNA stated the resident would get
"mad and agitated” after the famlly member
provided care. CNA #4 revealed the resident's
family member spoke about Resident #1 being
canstipated and would want medicine
administered to himher.

Interview with CNA #5, on 10/22/15 at 3:20 PM,
revealed Resident #1 was usually cooperative
with care unless the resident's family member
{niece) was present. She stated the resident
wotlld yell at his/her niece during care, as she
was providing the care. CNA #5 revealed
Residant #1 was pleasant and ate if he/she was
hungry; however, the resident’s niece sometimes
became upset with staff, stating the resldent
needed "mora", CNA#5 stated the resident's
niece "would go up the rectum” when she
provided incontinent care, and Resident #1 would
state “tell her to quit” and cuss her. Additionally,
CNA #5 stated "they (someone in Administration)
would talk to the niece, and she would get better;
however, she would go back to it". She revealed
when Resident #1 would say hefshe “was done"
during a meal while his/her niece was feeding
him/her, the niece tried to keep feeding him/her,
and the resident would get upset.

Interview with CNA #6, on 10/22/15 at 4:15 PM,
revealed Resident #1°s niece was loud at times
and demanded stafi’s presence. CNA#6
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revaaled the resident's niece had been to the
Adminisirator saying "the staff did not do this or
that”, but she has never been reprimanded for
anything. CNA#8 staled the resident's niece
wanted the incontinent brief "very snug” and
would put Vaseline on the resident from head to
1oa.

Interview with CNA#7, on 10/23/15 at 7:45 AM,
ravealed she could not recall a day when
Resident #1's niece was not at the facility. She
stated the resident's niece expected the staff to
“drop averything” when she walked in the door.
CNA #7 revealed the resident’s niece would go
from resident room to sesident room, opening the
door looking for staff. CNA #7 revealed the family
member (niece) had racently been worse by
dumping the resident's food in a bag and putting
the bag in her car. CNA #7 recalled a time when
the family member was In the resident's dining
room and snapped her fingers stating "don't
make the nig**r in me coma out”. CNA#7 stated
it made her uncomforiable and was concernad
about other residents present in the dining room.

Interview with CNA #8, on 10/23/15 at 10:20 AM,
revealed she was present when Resident #1's
family member (niece) was providing incontinent
care for the resident. She stated she observed
the family member to smack the resident's penis
repeatedly, and it made her (CNA #8) feel
uncomfortable. CNA #8 revealed she cbserved
the family member forcefully faeding the resident
and had obtained a small plastic spoon, farcing
the resident to eat. She stated the family
member kept a book on everything that went on
and made it hard on the CNAs.

Interview with CNA #9, on 10/23/15 at 10:45 AM,

F 226
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revealed Resident #1's family member {niece)
was at the facility daily, sometimes two (2) of
three (3) times a day. CNA #9 revealed his/her
niece was present during incontinent care at
times, and the family member (niece) "would grab
the resident's penis until the resident would void”.
Additionally, she stated the resident's niece would
stick her finger in the resident's rectum, stating
she was trying to make the resident's bowels
move. CNA #8 revealed she never saw the
resident have a bowel movement when the family
member did that, and stated the resident would
curse the family member. CNA #9 stated it made
her feel uncomfortzble, so she told a nurse,
whom she refused {o identify, “that was not right
you do not do that to your uncla". CNA#9 stated
she "believed it was physical and sexual abuse”.

Interview with CNA #11, on 10/23/15, revealed
Resident #1's family member provided care to the
resident daily,. CNA#11 stated she has been
prasent at fimes when the family member
provided care and felt the family member "was a
litle rough in the showes”. She stated the
resident’s family member (niece) would wash the
resident with a soapy g, and it looked like she
would stick her whaole hand up in the resident's
rectum and he/she cursed her. She stated the
resident's niece would "shove" food in his/her
mouth with her hand. CNA #11 stated they all
discussed how rough the family member was with
Resident #1; however, she was unaware of any
plan to address the issue.

Interview with Licensed Practical Nurse {LPN) #1,
on 10/22/15 at 2:35 PM, revealed the resident's
family member (niece) was "very demanding” and
provided Resident #1's care on occasion. LPN
#1 stated the resident's niece would have CNAs
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give e second shower during the day. The LPN
stated Resident #1's niece was present in the
facility every moming and every evening;
however, she never received any reports of any
*odd" behavior about the family membaer.

Interview with Registered Nurse (RN) #1, an
10722115 at 3:30 PM, revealed Resident #1's
family member (nlece) was loud, and the whole
atmosphera would change when she was
present. She stated she would change the
resident's bed after staff had Just changed it,
stating her way was tha right way. RN #1 did not
recall any reports from staff about the family
member being too rough with the resident’s care.

Interview with RN #3, on 10/23/15 at 7:35 AM,
revealed Resident #1's family member was at the
facility daily and did provide resident care. RN #3
stated she had not been present when the family
member provided care;, however, she stated she
has heard the resident yell out when the famity
member was providing care or getting the
resident out of bed. RN #3 revealed no one had
reported an allegation against Resident #1's
family member (niece).

Interview with the facility's Cook, on 10/22/15 at
3:05 PM, revealed, that recently on the weekend,
Resident #1's family member had asked for a
trash bag and placed the resident's meal into the
trash bag, to include the dishes, and took it to her
car, The Cook revealed she knew the resident's
family member was "mad" by the expression on
her face, and stated the resident's family member
continuously wrote-in a book. The Cook stated
the resident's family member retumned the
facility's dishes the following Maonday.

F 226
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Interview with the Business Office Manager
{BOM), on 10/22/15 at 3:55 PM, revealed
Resident #1's family member (niace) was at the
facility daily and her behaviors were "bizarre and
recently worse”, She stated it was "like something
switched, she was being loud, very disruptive,
and there was something in her eyes”.

Further interview with the DON, on 10/23/15 at
12:15 PM, revealed she was aware of Resident
#1's family member (nlece) sticking her fingers in
the resident’s rectum and provided education to
the resident’s family member on 08/28/15. A
CNA had reported to her but she could not recall
which CNA. The DON also stated she was aware
of tha family member insisting on multiple baths,
and she had aranged for the resident to have
showers/baths at a time when the family member
could be there to prevent an additional bath or
shower. The DON stated she monitared the
family member's behavior by telling staff to
menitor, and she would personally knock on the
door when the family member was in the room
with the resident. Additionally, the DON stated
the family member voiced understanding about
nat sticklng her fingers in the resident's rectum.
The DON revealed "staff were aware per
conversation that she (resident's nleca} was not
to do that”.

Interview with the Administrator, on 10/23/15 at
12:50 PM, revealed when she first came to the
facility in February 2015, she recalled a
discussion about Resident #1's family member
(niece) removing feces from the resident's
rectum. She revealed she did not have a concemn
with Resident #1's family member providing care
until she viewed the 10/03/15 videc of the meal,

on 10/05/15. She revealed she became aware
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when the interviews with staff were conducted
during the investigation, initiated on 10/05/15.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| F280
88=p | PARTICIPATE PLANNING CARE-REVISE CP
Residents affected
The resident has the right, unless adjudged
incompetent or otherwise found to be 1. Resident# 1 care plan was '
incapacitated under the laws of the State, to updated by MDS Director to [
particlpate in planning ¢are and freatment or
changes in care and freatment. reflect that resident’s .niece was .
banned from the facility and this « <
A comprehensive care plan must be developed pravanted niece from providing ! \A
within 7 days after the completion of the cate for him on 10/23/15. \\111

each assessment.

by:

providing care for the resident.

comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after

This REQUIREMENT is not met as evidenced

Based on interview, record review, and reviaw of
the facility's policy/procedure, it was determined
the facility failed to ensure the care plan for one
(1) resident, in the selected sample of four (4)
resldents {Resident #1), was reviewed and
revised to address a family member who was
banned from the facility to prevent him/her from

f tentiall

1. Residents with family members
providing their care have the |
potential o be affected by the |
alleged deficient practice.

Measures/Systematic Changes

1. 100% of ADL care plans
audited by DON, MDS and/or
ADON for ADL care plan
accuracy on 11/1315,

2. Reeducaled all licensed nurses
on care plan policy and ADL
care plans refecting care being
given to the resident on
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and/or DON. New hire licensed
The findings include: nurses will be educated on the
care planning process during

Review of the facility's palicy/procedure, “Care

Plans Administrative Policies (Revised January their orientation by the licensed '

2002), revealed: nurse, Staff wil be unableto '

1. Care plan goals and objectives are defined as work until completing the ' (

the desired outcome for a specific resident education on 11/20/15 if missed ,.,)f\

problem. 15, |

2. When goals and objectives are not achieved, S ' \\-‘

the resident's clinical record will be documented . i
MoroiogCares o

as to why the rasults wera not achieved and what Monitoring Changes !

new goals and objectives were established. Care

plans will be modified accordingly. 1. DON, MDS andior IADON ‘“k ,

3. Care plan goals and objectives are derived audit 2 ADL care plans weekly

from information contained in the resident's times (1) one month and '

comprehensive assessment and a) are resident monthly times (3) months to

orlented; b) are behaviorally stated; c) are ascertain that ADL care plans

measurable; and d} contain timetables to mest are accurate per cafe plan !

the resident's needs in accordance with the poficy.

comprehensive assessment

4. Goals and objectives are sntered on the
resident's care plan so that all disciplines have
access to such information and are able to repon

whether or not the desired outcomes are being The results of the audits will be reviewed
achleved. at the Quality Assurance Committee

5. Goals and objectives are reviewed and/or {Director of Nursing, Administrator,
revised a) when there has been a significant Assistant Director of Nursing, MDS,
change in the resident's condition; b) when the i
desired outcome has not been achieved; c) when gzgssﬁemrrgl&a:n&m:m =
the resident has been readmitted to the facility Servioesi meeting monthly for three (3)
from a hospital/rehabliitation stay; and d) at least

quarterly. monihs and recommendations made as

6. The resident has the right to refuse to appropriate.
participate in establishing care plan goals and
objectives. When such refusals are made,
appropriats documentation will be entered into
the resident's clinical records in accordance with
established policies.
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Record review revealed the facllity admitted
Resident #1 on 07/01/12 with diagnoses to
include Peripheral Vascular Disease (PVD),
Dementia without Behavioral Disturbance, Major
Depressive Disorder, Muscle Weakness,
Hypertension (HTN), Constipation, Diabeles
Mellitua (DM) with Polyneuropathy, and Abave the
Knee Amputation (AKA). Review of the quarterly
Minimum Data Set {MDS) assessment, dated
08/04/15, revealed the facllity determined the
resident was cognitively impalred with a Brief
Interview Mental Status score of four (4). He/she
was not interviewable and required extensive
asslstance with all activities of dally living {ADLs).

Raview of the facility’s investigation, dated
10/08/15, revealed Resident #1's niece presented
a nine (9) page hand writtan document to the
Administrator on 10/05/15, which contained a
time line of staff's actions in the facility's dining
room during @ meal service on 10/03/15.
Additionally, she presented plates of food she had
taken out of the facility. The resident's nlece
alleged that staff did not attempt o feed the
resident for a long enough period of ime. Further
review of the investigation revealed the
Administrator viewed the video surveiliance
recording of the meal. The Administrator was
unable to verify the accuracy of the time line of
staff actions presented by the resident's niece.
Review of the recording revealed the resident's
niece going in and out of tha dining room, and at
one (1) point, took Resident #1's plate of food,
placing the plate of food in a bag, and leaving the
building with the bag. Within a few minutes, she
returned and had the kitchen prepare another
tray. She sat beside Resident #1 and wrote
information on a tablet until alf but one (1)

F 280
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resident left the dining room, at which time she
held Resident #1's arms down and pushed the
spoon of food into the resident's mouth. The
resident kicked and hit at his/her niece causing
his/her wheelchair to roll backward. She then
grabbed the wheelchair and pulled the resident
back {o the tabla with enough force that his/her
body moved backward in the wheelchair, and
then forward. She continued to force feed the
resident four {(4) to five (5) more times. She then
taok the food tray to the resident’s room and
came back to get the resident.

Further review revealed the Administrator
obtained staff statements and notified the police
to ensure the resident’s niece did not retumn to the
facility. The police viewed the video recording,
and were aware of staff's stalements alleging the
resident's niece force fed the residant, about the
niece being rough with the resident’s penis during
Incontinent care, and about the niece sticking her
fingers in the resident's rectum checking for stool.
Interview with the Police Gfficer revaaled he
located the niece and she was legally banned
from the facility for two (2) years.

Review of Resident #1's care plans, dated
0711515, reveeled there was no revision
intervention specific to addressing the banned
presence of a family member or what to do if she
appeared until 10/26/15.

Interview with the Director of Nursing (DON), on
10/26/15 at 4:00 PM revealed Resident #1's care
plan did not address the niece providing personal
care untll 10/23/15. Additionally, the care plan
was not revised to reflect the niece not coming in
the facility or what to do if she did until 10/26/15.
The DON felt, howaver, staff were aware of what
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