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F 000 INITIAL COMMENTS F 000

AMENDED
h
An Abbreviated/Partial Extanded Survay t"‘ E‘\:
investigating complalnts #KY22409 and KY22437 EGEN
was conducted on 11/06/14-11/20/44. 5
Complaints KY22409 and KY22437 were N 201
unsubstantiated with unrelated deficiencies cited J OF
at a Scope and Severity of a "J", A '&GENE“; L
WS £CTO
Licensed Practical Nurse {LPN) #1 was alleged to
have abused Resident #5 on 11/04/14 by placing
a hot pepper in Residant #5's moulh causing
buming to the resident's mouth. The resident
began to cry and yell *hot". The alleged abuse
was witnassed by thrae (3) staff, Kentucky
Medication Assislant (KMA) #1, Certified Nurse
Alde (CNA) #2 and CNA #3; hawever, the staff
failed to report this allegation to the Administrator.
Although LEN #1 told LPN #2 what she had dona
on 11/05/14, LPN #2 did not repart this abusive
behavior until 11/07/14 (Friday after business
hours} when sha left a phone message on the
Director of Nursing's (IDON) vaicemail which was
not retrieved untll 11/10/14 (Monday), LPN #1
continued to work with residents from 11/04/14 1o
11/10/14 unii the Adminisirator was macde aware
of the allegation. The LPN was terminated at that
time,

In addition, CNA #1 heard Registered Nurse {RN)
#4 tell Resident #1 he/she was "Iat” and staff was
tired of getting him/her up In the sling lift. RN #4
lold the resident if he/she would take histher
medication and stop being so mean ta the staff,
heishe would not be in tha shape “(he/sha) was
in". RN #4 also tald the resident he/she was not
getting a pain pill because histher finger nails
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Any deficiency stalamant endinguth an astarisk ("} denotos a deficiency which Lhe institulion may be excused from carrecting providing it Is delermined that
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were dirty and needed cleaning. CNA#1
reported the alleged abuse immediately to the
fofmer Admlnistrgtor: however, there wyas no As partof the allegation of comp!!ance 12/24114
documented evidence the former Administrator measures, the immediate corrective actions for
suspended the alleged perpetralor, investigated Resident # 1 and Resident # 5 were a lerminate
the incident and reported the incident to the LPN #1 and RN # 4. In addition to the
appropriate State agencies, as per the facility's implementation of the allegation of complance
policy titled "Regarding Abuse”, dated 09/03/08. listed to the left, tha facility will implement the
following plan of correction. Residents
Immediate Jeopardy (17} was Identified in the Impacled: A complete care pian review was
areas aof 483.13 Resident Behavior and Facility performed by the Interdisciplinary Team (IDT} on
; ra?gcela;:zza. FZ?}"‘:;’&;?%L 433‘3‘;& Resldents #1 and #5. Physical condition,
A::-ninT::rat!::sastnlligoaat e c;: and Sev ity of nutritional status and risks, safety risks, and
aJ". Substandard Quality of Care was identified psychosoclal domains wers evaluated by the
at 483.13 Resident Behavior and Facliity Pracice. IDT. The IDT consisls of licensed nurses
Immediate Jeapardy was identified on 11/13/14 Including at least one Registerad Nurse (RN),
and was determined to exist on 10/18/14. Tha the Activilles Direclor (AD), lhe Social Services
facility was nolified of the immediate Jeopardy on Director (SSD), and the Dietary Manager (DM).
11/13/14. An acceptable Allegation of Compliance Residents #1 and #5 continue to ba monilored
(AoC) was received on 11/19/14 and the State by licensed staff for posi-iraumalic signs such as
Survey Agency validated the Immediate Jeopardy changes in behavior or mood. PHQ &
\Svas remo:esd ond1‘ 112011::.,35 a:;etged. J‘hehll assessments are being completed and reviewed
cope and Severlly was iowered to a D" while by the SSD weekly x 4, then avery other week x
g:r::?::g ‘:::ec';’_p:nf’"?h?g ;‘;g'?‘ot:;n?a" of 2, then monthly x 2, then quarterly and with any
Assurance (QA) manitars the eflectiveness of the significant change in the residents* condition. No
systemic changes. slgns of post-raumalic distress such as changes
F223 483.13(b), 483.13{c){1){)) FREE FROM F 223 in mood ar behavior have been identified. Other
$5=J ABUSEANVOLUNTARY SECLUSION resldants polentially impacied: weekly skin

The resident has the right to b free fram verbal,
sexual, physical, and mental abuse, corporal
punishment, and Involuntary secluston.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

assessmenis continue ta be conducted by
licensed nurses on all residents for physical
signs of abusa, None have been identifieq,
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This REQUIREMENT s not met as evidenced
by

Based on Intarview, record review, and review of
the facility's policy and procadure, it was
determined tha facility failed to have an effective
system in place 1o ensure two (2) of nine {9)
sampled residents (Resident #1 and #5) were
frea from abuse by staff.

Licensed Practical Nurse (LPN) #2 alleged LPN
#1 physically and mentally abused Resident #5
on 11/04/14 by placing a hot pepper in Residant
#5's mouth causing the resident's mouth to bumn
and the resident ta cry out and repeatediy yell
“hot". LPN #1 laughed at the resident and told
stafl repeatedly that It "was priceless”. Kentucky
Medication Assistant (KMA) #1, Certified Nurse
Aide (CNA) #2 and CNA #3 all wilnessed tha
alleged abuse but did not raport It to the
Administrator. LPN #1 told LPN #2 what she had
done on 11/05/14; howaver, LPN #2 did not repon
it untit 11/07/14 (Friday afier hours} when she leit
8 phone message on the Direclor of Nursing's
(DON) volcemail which was not relrieved until
11110414 (Monday).

On 10/18/14, CNA #1 witnessed Registered
Nurse (RN) #4 tell Resident #1 that he/she was
fat and staff was tired of getting him/her up with
the sling liR. RN #4 told the resident if he/she
would take histher medication and slop being so
mean ta the stafl, hefshe would not be in the
shape he/she "was in", RN #4 also told the
resident she was not going to give the resident
his/her paln pilt because hisfher finger nails were
dirty and needed cleaning. CNA #1 immediately
reporied this alleged abuse 1o the former

Cognitively alert residents ara being interviewed
F 223 a minimum of weekly for four weeks, by the
S50, lo identify potential allegations of abuse/
neglect. Al residenls are monitorad lor other
potenlial indicators of abuse such as changes in
behavior or moed by the licensed nurses avery
shift and by the leadership team during rounds
as indicated below. Any indicalors are reparted
during the morning huddle, All rasulling
alisgations of abuse will be reported
immediately to the Administrator per lacility
protocol. Systamic Changes: A leadership team
has been developed, members includa the
Administralor, Diractor of Nursing, Business
Ofiice Manager, Soclal Services Director,
Activities Diractor, Housekeeping Supervisor,
Dietary Manager, Adminisirative Assistant,
Maintenance Supervisor, Therapy
representalive, Infections Control Registered
Nurse, and MDS Coordinator Regislared Nursa.
A leadership morning huddle meeling has been
eslablished avery weekday maorning and an
abbreviated huddle on weekends and holidays
in which all allegations of abuse, skin
assessments and grievances are discussad
with follow-up action Iniliated and/or resalutions
addressed and/or Issues closed. All employees
were required to view the Hand-In-Hand Video
Series Module 4: "Being with a Person with
Dementia: Actions and Reactions” by 12/17/14,
Verification of employea understanding is
performed by an external consulling company
that interviews employses for apprapriate abuse
alegation and situalional responses. All six
Modules of the Hand in Hand training will be
incorporated inte the annual fraining and
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Administrator; however, according to the current
Administrator, there was no evidence the former
Administrator investigated the allegation and
reported the alleged abuse to the appropriale
Stale agencies.

The facility's fallure 1o ensure residants were free
from abuse has caused or is likely to cause
serious injury, harm, impairment or death to a
resident. Immediate Jeopardy was identified an
11713114 and determined to exist on 10/18/14.
The facility was notified of the Immediate
Jeopardy on 11/13/14, An acceptable Allegation
of Compliance {AcC) was received on 11/19/14
and the State Survey Agency validated the
immediate Jeopardy was removed on 11/20/14,
as alleged. The Scope and Severity was lowered
1o a "D" while the facility develops and
implements the Plan of Correction (PoC); and,
the facility's Quality Assurance {QA) monitors the
effectiveness of the systemic changes.

The findings include:

Review of tha facility's policy and procedure fitled,
“Policy Regarding Abuse®, last updated 10/28/13,
revealed the staff will protect the rights of patients
lo be free from verbal, sexual, mental abuse,
corporal punishment, invelurtary seclusion and
misappropriations of praperty. Residenls must
not be subjected to abuse by anyone Including
bul not limited te facllity staff, other residents,
consultants, volunleers, ather agency staff, family
members, legal guardian, friends or other
individuals. Review of the facliity's policy titled,
"Abuse Praevention”, dated 09/23/08, revealed the
facility will protect and promote the rights of
individual patients to be free of abuss,

orientation requiraments for all employees,

F 223 Annual training will be presented by the

Administrator, Administrative Assistant, Diractor
of Nursing, and/or Assistant Direclor of Nursing.
Assurance of employes atlendance and
makeup sessions will be the responsibility of lhe
employea’s Deparimant Manager. The
orientation sessions will be presenied by the
new employea's Depariment Manager andfor
the Orientation Coordinalor, Al employees were
educated by the Adminisiralor, Director of
Nursing and the Owner on 11/10/4 to
immedialely report allegations of abuse or
misconduct to the Administrator when physically
present in the facility. In cases when the
Administrator is not present, the employea is to
immediately report the allegation or misconduct
to their supervisor or charge nurse. The
suparvisor or charge nurse is lo immediataly
repart to the Administrator by telephone and not
on a voice mail. If the Administralor does not
answer or relumn the call within 30 minutes, the
supervisor or charge nurse Is lo reportto the
Director of Nursing. If the DON doesn't answer
within 30 minules, the Ownar is ta be notified.
Any and all employees are encouraged fo call
the Administratar directly at any time, Tha
contact numbers for the Adminisiralor, Director
of Nursing and the Owner were given to all
employees and is included with all new hiras
during orientalion. In addition, the lalephong
company has been cantacted and the Director
of Nursing (DON) and Administralor now have
the capability of checking voice mall messages
remotely on a daily basis as increased
assurance that no messagas will be
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Reviaw of the facllity’s policy titled, "Policy
Regarding Abuse”, dated 10/28/13, revealed "if a
staff member is suspected of abuse then
appropriale aclion will ba laken to protect the
residents during the invastigation. During tha
coarse of the investigation, the staff person
accused of abuse wil be suspended without pay.
The allegation will ba reperted in accordance with
state and federal regulatians.”

1. Record review revealed the facllity admitted
Resident #5 on 10/08/11, with diagnoses which
included Alzheimer's, Psychasis, Anxiety and
Senile Demantia with behavioral disturbance.
Review of the Quarterly Minimum Data Set
{MDS) Assessment, dated 09/06/14, revealad the
facility assessed Resident #5's cognition as
severely impaired with a Brief Interview of Mental
Stalus (BIMS) score of ninety-ning (98) which
indicated the resident was not interviewable,
Review of the Physician's Orders, dated
07/31/13, revealad an order for a pureed diet.

Review of tha facility's 11/04/14 video/audio
surveillance recording, on 11/14/14 at 10:00 AM,
revealed LPN #1 silting at the Nurses’ Station
when Resident #5 came up in 2 whaelchalr. LPN
#1 removed an item from a bag and placed itin
Resident #5's mouth. Residant #5 began to
scream and yelt “hot”. Further review of the videa
recording revealed LPN #1 laughed at the
resident for several minutes and repeatedly
stated “that was priceless”. Further observation
reveated KMA #1, who wilnessed this incident,
handed Residant #5 a cup of water and asked the

'left for more than one day without being

F 223 reirleved. In addition 1o the licensed nurses

moniloring residents as par of their care on
each shift, the SSD and other members of the
leadarship team conduct daily rounds, at least
lhree times a day Monday through Friday
betwaen the hours of 8 am and 5 pm, on all
residents o idenlify potential allegations of
abuse as evidenced by verbal
exprassion,changes in behavior and/or changes
in mood. The facility has estahlished a
weekend/holiday leadership program with
leadership rotation established and weekend?
haliday leadership protocols implemanted. The
protocols require the designated weekend/
holiday leader to be present in the facility at
least four hours a day, make at least one {acility
round, observe at least one meal, complete the
huddle requirements in addition to other 1asks
related ‘o resident care and the monitaring of
services provided, For a minimum of one year,
the Districl Ombudsman will be providing
sensilivity and abuse training o the employees
every six months on an alternating basis with
QSowrce, the Quality Improvement Organization
{QIO) for aur facility. Altarnating the
Ombudsman and QiO for training will ensure
abuse and/or sensitivity tralning is provided to
the care team from an outside source avery
three months,

Monitoring: An external consulting company has
been relained for a minimum of 80 days. The
consulling company representatives include two
Regislered Nurses and one Licensed Long-

resident to take a drink. In addition, CNA #2 and Term Cara
CNA #3 were sitting at the Nurses' Station and
witnessed this incident; however, they did not
intervene or report the Incident.
FORM CMS-2567(02-09) Previous Varsions Obsolelg EventiD:GDGEN Facilgy 1D 100132 If conlinualion sheet Paga S of 54




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

PRINTED: 06/11/2015
FORM APPROVED
OMB NO. 0935-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA %2) MULTIPLE CONSTRUCTION [X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: N e COMPLETED
(4
185047 8. WiNG 11/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
HAWS MEMORIAL NURSING & REHAR CENTER Lt el
FULTON, KY 42041
X410 SUMMARY STAFEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLENGH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1AG CROSS-REFERENCED T0 THE APPROPRIATE DATE

F 223 Continued From page 5

Interview with KMA #1, on 11/13/14 at 10:20 AM,
revealed she observed LPN #1 placa a hot
pepper in Resident #5's mouth on the aflernoon
shift on 11/04/14. She slated the resident began
to cry and yell “hot”. KMA #1 stated she gave the
resident a glass of water ta help reduce the
buming. Further interview with KMA #1 revealed
Resident #5 was on a pureed diet. She stated
the resident could have choked on the pepper.
KMA #1 stated she did not rapart this incident
because at the lime she did not view the
occurrence as abusive behavior toward the
resident.

Interview with CNA #3, on 11/13/14 at 10:36 AM,
revealed that on 11/04/14, she observed LPN #1
give Resident #5 a hot pepper from a plastic bag,
CNA #3 slated the resident had reached for the
bag several times during the shift and she had
lold tha resident hefsha could not have one of the
peppers. CNA #3 stated LPN #1 pulled the
pepper from the bag, sald “hera” 1o the resident
and placed the pepper in the resident's mouth.
CNA#3 stated Resident #5 was on a pureed diet
and should have never been given a hot pepper
because hefshe could have choked on it. She
stated she did not report the incident because
LPN #1 was her supervisor and she was in fear of
retaliation. However, the facility's policy slates,
“Residents must nol be subjected to abuse by
anyone including but not limiled to facllity staff, ...*
and "if a staff member is suspecled of abuse then
appropriate action will be taken ta protect tha
residents during the invastigation,*

Interview with CNA #2, on 11/1314 at 2:40 PM,
revealed she had witnessed LPN #1 give a hot
Pepper to Resident #5. CNA #2 stated while

'Adminlstrator. In addition, the external

F 223 consulling company representatives wili be

completing the following (a minimum of
manthly): Auditing the abusa log for compliance
to AQC and POC, audiling a selaction of
weekly skin assessments for any signs of
abuse, interviewing a selection of residents and
staff for their knowledge and understanding of
abuse reporting, and providing additional
education on abuse policies as indicated from
the above findings. The above actions and
findings will be provided to the Adminisirator for
fellaw-up in the monthly Quality Assurance
{QA) meeting. Tha QA committee that meets
monthly is comprised of the following members:
Adminlstrator, Director af Nursing, Dietary
Manager, Business Office Manager,
Administrative Assistant, Social Services
Director, Actlvities Director, MDS Coordinator,
Infection Prevantion Coordinator,
Housekeeping Supervisor, and the
Maintenance Supervisar, Quarterly QA
maetings also include the Medical Directar and
the Pharmacist,
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sitting at the Nurses® Station, LPN #1 tare a piece
of a hot pepper off and gave it to Resident #5.

#1 laughed at the resident’s reaction and facial
expressions. Sha stated she did not report the
incident to the Administrator and gave no reason
why she didn't report the incident.

Phone Intarviews were attempted on 11/15/14
with LPN #2 at 9:00 AM and LPN #1 at 9:10 AM
without success.

Interview with the current Administrator, on
11/10/14 at 4:12 PM, revealed the DON retrieved

the afternoon of 11/10/14, that was feft an
11/07114 alter office hours. Further interview
ravealed the recording stated that LPN #1 had
lold her she had placed a hol pepper in Resident
# 5's mauth on the evening of 11/04/14. The
Administrator stated LPN #2 slated she thought
about reporting the incident several imes that
week because she considered it to be abusive
but got busy and forgot lo do so. The incident
was raported via telephone message after hours
on 11/07/14 (Friday) and was not retrieved uniil
the afternoon of 11/10/14 {Monday). The
Administrator stated she confronted LPN #1 on
11/10/14 when the LPN arrived lo work and the
LPN “confessed” to placing the pepper in
Resident #5's mouth but staled she was playing
with the resident. The Administrator stated she
terminated LPN #1 immediately as she
considaered this conduct lo be rasident abuse.
Interview with the current Administrator, on

lo report any form of abuse immediately,

2. Record raviaw revealad the Tacitity admitted

CNA #2 stated the resident "flipped out* and, LPN

a volcemail from her office phone from LPN #2 on

11/13/14 al 3:08 PM, ravealed she expected staif
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Resident #1 on 06/14/13 with diagnases which
Included Chronie Kidney Disease, Obesity,
Uiabetes, Congestive Heart Failure and
Hyperiension. Review of the Quarterly MDS
Assessment, dated 10/24/14, revesled the facility
assessed Resident #1's Brief Intarview of Mental
Status (BIMS) score as fourteen (14} Indlcating
lhe resident was Interviewable.

During the initial tour, on 11/06/14 at 12:50 AM,
Rasident #1 was obsarved erying. During an
interview with the resident, he/she stated that
he/she had been verbally abused by RN #4 about
two (2) weeks prior. He/sha stated RN #4 tald
him/her that he/she was fat and staff was tired of
getling him/her up with the sling lik. Resident #1
continued to cry and stated RN #4 told him/her if
hefshe would take his/her medication right and
slop being so mean to the staif, he/she would not
be in the shape halshe was in, Additionally,
Resident #1 stated RN #4 also told him/her that
he/she was not getting a pain pill because histher
finger nails ware dirty and needad cleaning.
Resident #1 stated at the lime he/she wanled to
kill himmerself aver what RN #4 had said
because of how bad it had made him/her feel,
The resident stated he/she could not help that
he/she required assistance. The resident stated
CNA #1 had overheard the incident and had tried
to conscle himsher.

Interview with CNA #1, on 11/04/14 at 5:08 PM,
revealed she had witnessed RN #4 being
“verbally abusiva” loward Resident #1 on
10/18114. CNA #1 stated RN #4 told the resident
“that's the reason you are sick and that's what's
wrong with you now" and he/she "needed to slop
being so mean™. CNA#1 stated Resident #1 was
crying and the residant stated “ha/she did not Jike
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RN #4 because she was so abusive.” GNA 21
stated she immedialtely reported the incident to
the former Administrator. CNA #1 stated that
later, the farmer Administrator told her sha had
taken care of the problem thal she had reporied.

A phone interview was attempted with RN #4, the
alleged perpetrator, an 11/15/14 at 9:22 AM and
again at 9:35 AM ; however, it was unsuccessful.

Intarviaw with the DON, on 11/07/14 a1 10:20 AM,
revealed she was aware something had
happened on 10/18/14; howaver, the former
Administrator refused to tell her what had
happened. The DON stated she was naver mads
aware of an allegation of abuse or any form of an
Invesligation, She stated that on 10/28/14, the
former Administrator fired RN #4 and she asked
the former Administrator why she had fired tha
RN; but the former Administrator told her that sha
did not have lo give the employee a reason. The
DON staled she expected any form of abuse to
be reparted to her and an investigation was to be
completed immediately. Upon request of
documented evidence of an investigation, the
facility did not present any evidence that iha
allegation had been investigated, RN #4 had
been suspended, per facility policy, andfor the
alleged abuse had been reported o the
appropriale stale agency. RN #4 was allowed lo
continue to work until the time af termination of
10/28/14 according to the former Adrministrator's
interview,

Interview with the former Administrator, on
Administrator of the facility, CNA #1 had reported

RN #4 had verbally abused Resident #1 and sha
did not think anything had been done about it.

11/06/14 at 11:15 AM, revealed while she was the
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The farmer Adminisirator falled to report,
investigale and suspend the alleged perpetrator
and she did not provide a reason why this was
not done.

Interview with the cument Administrator, on
11/10/14 at 4:12 PM, revealed she was not
employed at the faciity at the time of the
allegation on 10/18/14.

of lhe allegations made on 10/18/14 or 11/04/14
until a Quality Assurance meeling on 11/12/14,
He stated the incident on 11/04/14 was a serious
cancern and he felt this was an obvious case of
physical/mantal abuge toward Ihe resident.
Additionally, he stated the incident on 10/18/14
was very unprofesslonal and he was very
toncerned because this was an obvious case of
verbal/mental abuse toward this resident, He
staled he had seen Resident #1 on 11/11/14 and
he/she was of sound mind and felt his/her
complaint was legilimale.

remove lhe Immediate Jeopardy;

1. The two (2) alleged perpetralors {LPN #1 and
RN #4) were suspended immediately and after
completion of the facility's investigation the two
alleged perpetrators were terminated.

2. On 1111214, the Abuse Log was reviewed by
the DON and Administrator. All residents with

their abuse investigation file re-assessed for
completeness of the following: Immediate
reporting of allegation to Administrator, physician

Inlerview with the Medical Direclor, on 11/13/14 at
11:04 AM, revealed he had not been made aware

*“The facifity implemented the following actions 1o

allegation of abuse in the past Lhirty (30) days had
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and familyfresponsible party; immediate resident
assassment; twenty-four {24) hour notification of
allegation to appropriate slate agency, when
indicated; documentation of investigation
including but not limited to; resident statement,
witness (staff and family} statements,
assessment of precipitating events, risks and
canclusion; and five (5) day follow-up provided to
State Agency, when indicated. On 11/14/14, any
gaps identified from above were followed-up on
by the Administrator to ensure care plans and
kardexes wera updated. No issues were
identified.

3. On 11/13114, all personnel files were audited
by the Businass Office Manager for complstion of
current license, abuse registry check, and
criminal background verificalions, Staff wilh
incomplete personnel files will not be allowad 1o
work until their files are brought current. No
problerns were identified.

4. On 11/0714-11/11/14, the Soclal Service
Director and/or RN, inlarviewed al! cognitively
intact residents {(BIMS score grealer than eight
{8}) for any history of potential allegations of
abuse. Any allegations of abuse were logged,
investigations were completed and appropriate
notifications were made. No problems were
identifled.

5. On 11/0714-11111/14 Licansed Nurse Stafl
canducted body audits of all nan-cognitive
residents (BIMS less than nine {9)} to identify any
bruises, skin lears, etc, for potential abuse. Any
indicatlons of abuse were logged, investigalions
were compleled and appropriate notifications
were made. No concerns identiffad.
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6. On 11/10M14-11/14/14, all staff was provided
in-service education by the DON and the
Ombudsman on abuse prohibition and reperting
pelicies. The education will be provided annually
thereafter and as indicated by the DON,
Ombudsman, andfor Adminisirator. All staff will
complete this education prior lo being allowed ta
continue to work.

7. All new hires will be provided in-service
education on abuse prohibition and reporting
policies during thefr general facility orientation by
the Orlentation Coordinatar and/or Department
Supervisor,

8. All new hires will hava their personnel records
reviewed by the Business Office Manager and/or
Administrator for completeness of verification and
background checks, prior to their first day of
work.

9. On 11/14114, the Soclal Services Direclor
pravided the Resident Council members
education an abuse prohibition and reporting to
the resident council. This education will be
provided quarterly thereafter.

10. The Administrator and/or DON will be
responsible for ensuring completeness of the
resident abuse fles and maintaining lhe Abuse
Log.

1. On 1112114, abuse prohibition and reporting
information was posted In common areas within
the facility,

12. The Administratar and/or DON will be
responsible for verifying, during the moming
meelings, that any new allegations of abuse wera
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F 223
reported Immediately. The findings will be

reporied during the monthly Quality Assurance

(QA) meeting for follow-up on areas identified

every month for three (3} months.

13. The Adminisirater and/or DON will review the
abuse files waekly for timelinass in reporting,
thorough investigatlons and appropriate
resolution waekly for four {4) weeks, every olher
week for one (1) month, then monthly for three
(3) months. The findings wilf ba reparted during
the monthly Quality Assurance {QA) meating for
follow-up on areas Identified every month for
three {3) months.

“*The Stale Survey Agency validated on 11/19/14
the corvective action taken by the facility as
follows:

1. Interview with the current Administrator, on
11/20/14 at 10:30 AM, revealed LPN #1 and RN
#4 were terminated on 11/10/14 as scon as she
was made aware.

2. Reviaw of the Abuse Log, dated 1 1112114,
revealed all residents with allegations of abuse in
the past thirty (30) days had their abuse
investigation file reassessed for completeness.
Nao concerns were identified.

3. Review of the Business Ofiice Manager's log,
dated 11/13/14, ravealed all stafi's personnel
records wera reviewed to ensure the abuse
registry check, crimina! background checks, and
current license verifications were conducled. No
concems identifled.

4. Review of interviaws conducted on
11/07/14-1111114 with residents with a BIMS of
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nine (9) or greater revealed no new problems
identified.

Interview with Resident #1 on 11/20/14 at 9:45
AM, revealed he/she had no additional concerns
and the staff had been very nice to him/her.

5. Review of thirty-six (36) body audits for
residents with a BIMS score of eight (8) or less
revealed there were no new concems Identifiec.

6. Review of inservice record, dated 11/14/14,
revealed all staff was inserviced on abuse
prohibition and reporting policles.

Interviews on 11/20/14 wilh day shift CNA #7 at
9:15 AM, day shift Restarativa Aidle at 9:22 AM,
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day shift Housekeeping Aide at 9:26 AM, day shi
Certified Occupational Therapy Assistant {COTA)
al 9:40 AM, Housekeeping Supervisor (all shifts)
at 9:46 AM, 2nd shift LPN #4 at 10:32 AM,
evaning shift CNA #4 at 10:48 AM, 2nd shift CNA
#3 at 10:48 AM, 3rd shilt CNA #6 al 10:55 AM,
day shift Business Office Manager at 12:59 PM,
Maintenance Diractor (all shifts) at 2:00 PM,
Dietary Manager (all shifts) at 2:12 PM, day shiit
Administrative Assistant at 2:16 PM, revealed
they had recelved an in-service on 11/14/14
related lo abuse and reporling.

7. Review of new hire orientation training for a
new hire {CNA) revealed she was educated on
abuse prohibilion and reporting policies.

8. Reviaw of three (3) Personne!l Record,
revealed new (CNA) background checks and
abuse registry checks were completed.

8. Review of the $5D's education, daled
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11/14/14, revealed Resident Council members

to the resident council.

10. Interview with tha current Administrator, on
11/20114 at 2:30 PM, revealed she assumed tha
responsibility of ensuring the resident abuse filas
and maintaining the abuse log. She statad the
log was reviewad daily.

11. Observation throughout the facility revealed
abuse prohibition and reporting information was
posted at the West Hall lobby, front enirance,
therapy entrance, and break room.

12. Interview with Administrator, on 11/20/14 at
2:30 PM, ravealed she has verilied d uring
morning meetings that new allegalions of abuse
wera reportad immedialely and the findings
reported during the monthly Quality Assuranca
(QA) meeting for fotiow-up every month for three
(3) months,

at 2:30 PM, revealed she or the DON will raview
the abuse files for timeliness in reporting,
thorough investigations and appropriate
resolution waekly for four {4) weeks, every other
week for ane (1) month, then manthly for three
{3) months and the findings will be reporied
during the monthly Qualily Assurance {QA)
meeting for lollow-up evary month for thrae (3)
manths.

F225 4B3.13(c)(1)(Hi(i, (c)(2) - (4)

5S5=) INVESTIGATE/REPORT

ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have

were educated on abuse prohibilion and reporting

13. Interviews with the Administrator, an 11/20/14

223

F 225
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F 225 Continued From page 15

been found guilly of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding antered into the State nurse aide
regisiry conceming abusa, neglect, mistreatment
of residents ar misappropriation of thelr property;
and repart any knowledge it has of actions bya
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility stalf to the State nurse aida registry
or licensing authorities.

The facllity must ensura that all alleged violations
invelving mistreatment, neglect, or ahuse,
including Injuries of unknown source and
misappropriation of resident praperty are reported
immediately ta lhe adminisirator of the facility ang
to other officlals in accordarice with State law
through established procedures (including to the
State survey and certification agency).

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

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with Stale law (including to tha State survay and
certification agency) within 5 working days of the
incident, and If the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record raview, and review of
the facility's policy and procedure, it was

F 225 measures, the immediate corrective actions for

Resident # 1 and Resident # 5 were 1o
lerminate LPN #1 and RN # 4. In addition to
the implementation of the allegation of
compliance listed to the left, the facility will
implement the lollowing plan of correction.
Residents Impacted: A complete care plan
reviaw was performed by the Interdisciplinary
Team (IDT) on Residenis #1 and #5, Physical
candilion, nutritional stalus and risks, safety
risks, and psychosocial domains were
evalualed by the IDT, The IDT consists of
licensed nurses including at least one
Registered Nurse (RN), the Activilies Director
(AD}, the Soclal Services Director {SSD), and
the Dietary Manager (DM), Residents #1 and
#5 confinue fo be monitored by licensed staff
for pest-traumalic signs such as changes In
behavior ar mood. PHQ 9 assessmens are
being compleled and revlewed by tha SSD
weekly x 4, then every other week x 2, then
monthly x 2, then quarterly and with any
significant change in the residents' condition.
Na signs of post-traumatic distress such as
changes in mood or bahavior hava been
identifted. Cther residents potentially impacted:
weekly skin assassmenis continue to be
conducted by licensed nurses on all residents
lor physical signs of abusa. None have been
identified.
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determined the facility failed to have an effective
system to ensure slaff reported cbserved
Incidents of abuse immediately for twa (2) of nine
{9) sampled residents (Residents #1 and #5).

Licansed Praclical Nurse {LPN) #1 was alleged to
have abused and mistreated Resident #5 on
11/04/14 by placing & hot pepper in the resident's
mouth. The resident cried out "hot” repeatedly
and LPN #1 laughed at the resldent's reaction.
Kentucky Medication Assistant (KMA) #1,
Certified Nurse Alde (CNA) #2 and CNA #3
wilnessed the alleged abuse but did not report it
ta the Administrator. LPN #1 told LPN #2 what
she had done on 11/05/14; however, LPN #2 did
not report It until 11/07/14 (Friday after hours)
when she laft a phone message on the Direclor
of Nurse's (DON) voicemail which was not
retrieved until 11/10/14 (Monday). (Refer to
F223)

Additionally, Registered Nurse (RN) #4 was
alleged to have abused and mistreated Rasldent
#1 on 10/18/14 by calling the resident fat, telling
the resident he/she was mean and refusing to
administer lhe resident's pain medication. CNA
#1 observed the alleged abuse and reported the
alleged abuse to the former Administrator
immediately; however, there was no evidence the
former Adminislrator suspended he alleged
perpetrater and investigated and reported the
alleged abuse lo the appropriate State agencies,
as per facility policy. (Refer lo F223)

The facliity’s fallure to ensure staff reported and
investigated alleged abuse immediately has
caused or is likely to cause serious injury, harm,
impairment or death o a resident. Immediate
Jeopardy was identified on 11/13/14 and

Cognitively alert residents are bsing interviewad

F 225 a minimum of weeldy for four weaks, by the 55D,

to identify polenlial allagations of abuse/neglect.
All residents are monitored lor other polential
indicators ol abuse such as changes In behavior
or maod by the licensed nurses every shift and
by the leadership team during rounds as
indicated below. Any indicatars are reported
during the morning huddle. All resulting
allegations of abuse will ba raported Immadiataly
to the Administrator per facility protacol,
Syslemic Changes:; A leadership team has beaen
daveloped, members include the Administrator,
Director of Nursing, Business Office Manager,
Social Servicas Director, Activities Director,
Housekeeping Supervisor, Dietary Manager,
Administrative Assistant, Maintenance
Supervisor, Therapy reprasentative, infeclion
Control Registered Nurse, and MDS Coordinator
Registered Nurse. A leadership marning huddle
maeling has been established every waekday
morning and an abbraviatad huddie on
weekands and holidays in which all allegations of
abuse, skin assessments and grievances are
discussed with foliow-up action initiated and/or
resolutions addressed and/for issues closed. All
employeas ware raquired to view the Hand-in-
Hand Video Series Module 4: "Baing with a
Parson with Damentlia: Actions and Reactions*
by 12/17/14, Verilication of employes
understanding is perlormed by an external
consulting company that inlerviews employees
for appropriate abuse allegation and situational
responses. All six Modules of the Hand in Hand
iraining will be incorporated inlo the annual
training and
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delermined to exist on 10/18/14, The facility was
notified of he Immediate Jeopardy on 11/13/14.
An acceptable Allegation of Compliance (AoC)
was receivad on 11/19/14 and the Stale Survey
Agency validated the Immadiate Jeopardy was
remmoved on 11/20/14, as alleged, The Scope
and Severity was lowered {a a “D* while the
facility develops and implements the Plan of
Correction (PoC); and, the facility’s Quality
Assurance (QA) monitors the effectiveness of the
systemic changes.

The findings include:

Review of the {acllity's Pollcy and Procedure
litled, "Abuse Prevenlion Employee's
Responsibility”, updated 08/18/99, ravealed ... if
abuse is suspected, than any allegation of abuse
Is to be reported iImmediately to the Administrator,
Director of Nursing (DON), Charge Nurse or
Immediate Supervisor. In the absenca of the
Adminisirator when the allegalion accurs, he/she
should be contacted immediately and the
invastigation should begin immediately.”

Review of the facility's palicy tilled, *Policy
Regarding Abuse”, dated 10/28/13, revealed "... if
a staff member is suspected of abuse then
appropriate action will be laken 1o protect the
residents during the investigation. During the
coarsa of tha invesligation, the staff person
accused of abuse will be suspended without pay.
The allegation will be reporied in accordance with
state and federal regulations.”

Review of an addendum 1o the facility's policy
titled, "Abuse Pravention™, updaled 09/24/14,

‘orientalion raquirements for all employees.

F 225 Annual training will be presenled by the
Administrator, Administrative Assistant, Diractor
of Nursing, and/or Assistant Direclor of Nursing.
Assurance of employee attendance and makeup
sesslons will be the responsibility of the
empleyee's Depariment Manager. The
orientation sessions will be presented by the new
employee's Deparimant Manager and/or the
Crientation Coordinatar. All employees ware
educaled by the Adminisirator, Director of
Nursing and the Owner on 11/10/14 1o report
allegations of abuse or misconduct direclly to the
Administrator when physicatly prasent in the
facility. In cases when tha Administrator is not
present, ihe employee s to immedialely report
tha allagation or misconduct to their supervisor
or charge nurse. The supervisor or charge nurse
Is to immediately report ta the Administrator by
lelephone and not on a voice mail. If the
Administrator doas not answer or relurn the call
within 30 minutes, the supervisor or charge
nurse is to report lo the Director of Nursing. If the
DON doesn't answer within 30 minutes, the
Owner s lo be notified, Any and all employees
are encouraged lo call the Administrator directly
at any time. The contact numbers of the
Administrator, Direclor of Nursing and the Owner
were given to all employeas and is included with
all new hires during orlentation, In addition, the
telephone company has been contacled and the
Director of Nursing {DON) and Administrator now
have: the capabilily of checking voice mail
massages remotely on a daily basis as
increased assurance thal no messages will be
lef for more than ona day without being

revealed staff must speak o the Administrator or relrieved.
DON and leaving a voice mail message does not
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meat the definition of contacting either the
Administrator or DON. Fallure 1o follow the abuse
prevention policy and procedure may result in
immediate job terminalion,

1. Intarviews with KMA #1, CNA #2, CNA #3 and
the current Administrator and review of 2
survelllance video, dated 11/04/14, revealed LPN
#1 abused Resident #5 on 11/04/14 by placing a
hot pepper In the resident's mouth. When the
resident repeatedly cried out "hat", LPN #1
taughed at the resident. KMA #1, CNA #2 and
CNA #3, witnessed the Incident but failed to
report the incident to the Administrator. On
11/05/14, LPN #1 told LPN #2 what she had dona
to Resident #5. However, LPN #2 failed o report
the allegation untit 11/07114 (Friday after hours)
when she left s message on the Director of
Nursing's (DON) volcemail which was nol
relrieved unlil 11/10/14 (Friday).

Interview with the current Administralor, on
1171014 at 4:12 PM, revealed the DON received
a volcemail from LPN #2 stating LPN #1 had told
her sha had placed a hot pepper in Resldent #5's
mouth on the evening of 11/04/14. The
Administrator stated the incldent was reported via
phone message to the DON's office after
business hours on 11/07/14 (Friday) and was not
retrieved until the aternoon of 11/10/14
{Monday). The Administrator revealad LPN #2
stated she thought about reporting the incident
several limes that week but failed to do so.
Further interviaw with the Administrator revealed
sha confronted LPN #1 on 11/10/14 when she
amived to work and LPN #1 admitled she had
placed a pepper in the resident's mouth and
taughed at himvher. The Administrator stated
LPN #1 was terminated immediately on 11/10/14

"In addition to the licensed nurses monitoring

F 225 residents as part of their care on each shitt, the

S$SD and other members of tha leadership team
conduct daily rounds, at least three limes a day
Manday through Friday between the hours of 8
am and 5 pm, on all residents lo identify potential
allegations of abuse as evidenced by verbal
expression, changes in behavior and/or changes
in mood. The facility has established a weekend/
holiday leadership program with leadership
rolation establishad and weekend/holiday
leadership protocols implemented. The protocols
requirs the designaled weekend/holiday leader
to be present in the facility at least lour hours a
day, make at leas! one facility round, observe at
least ocne meal, complete the huddle
requirements In addition to other tasks related to
resident care and the moniloring ofservices
provided. For a minimum of one year, the District
Ombudsman will be providing senstivity and
abuse training to the employees every six
months en an alternaling basis with QSource,
the Quality Improvement Qrganization (QIO) lor
our facility, Alternaling the Ombudsman and QIO
for training will ensure abuse and/or sensitivity
training is provided 1o the care team from an
outside sourca every three months.

Monitoring: An exlernal consulting company has
been retained for a minimum of 90 days, The
consulling company representalives include two
Reglstered Nurses and one Licensed Long-Temm
Care Administrator. In addition, the external
consulling compeny representatives will be
compleling lhe following {a minimum of monthly):
Auditing the abuse log for compliance to AOC
and POC, audiling a selection of waekly skin
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and she considerad LPN #1's actions to be
resident abuse. LPN worked from the day of the
incident 11/04/14, untit 11/10/14 when she was
terminated, as staff failed to report the incident
timely. Per facility policy, “... if abuse is
suspected, than any allegation of abuse is to be
reported immediately to the Administrator,
Director of Nursing (DON), Charge Nurse... The
addendum lo the policy stated *... and leaving a
volce mail message dogs not meet the definition
of contacling eithar the Administrator or DON."

Interview with KMA #1, on 11/13/14 al 10:20 AM,
revealed she observed LPN #1 place a hot
pepper in the mouth of Resident #5 on the
aflernoon shift of 11/04/14. KMA staled she had
received training during orientation and annually
an abuse, However, she stated she initially did
not see this as abuse, but later felt she should
have reporied this lo the Administrator.

Interview wilh CNA #3, on 11/13/14 at 10:36 AM,
revealed she observed LPN #1 give Resldent #5
a hat pepper from a plastic bag. She stated she
did not report the incident becausa LPN #1 was

her supervisor and she was afraid LPN #1 would
retaliate.

Interview with CNA #2, on 11/13/14 at 2:40 PM,
revealed she had witnessed LPN #1 give a hot

pepper to Resident #5, CNA #2 stated LPN #1

placing the pepper in the resident’s mouth was

wrong. She revealed she was aware of how to
report alleged abuse but failed to do so.

A phone interview was attempled with LPN #2 on
11/15/14 at 9:00 AM and was unsuccessful.

2. interviews with Resident #1 and CNA #1

'assessments for any signs of abuse,

F 225 interviewing a selection of residents and staff for
their knowledge and understanding of abuse
reporting, and providing additional education on
abuse policies as indicated from the above
findings. The above actions and findings will be
provided to the Administrator for follow-up in the
monthly Quallty Assurance (QA) meeting. The
QA committee that meets monthly is comprised
of Ihe following members: Administrator, Director
of Nursing, Dietary Manager, Businass Offica
Manager, Administrative Assistanl, Social
Services Direclor, Activities Director, MDS
Ceordinator, Infection Pravention Coordinator,
Housekeeping Supervisor, and the Maintenance
Supervisor. Quarterly QA meelings also include
the Medical Director and the Pharmacist,
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revealed RN #4 verbally abused Residant #1 on
10/18/14. CNA #1 staled she reported the alleged
abuse immediately to the former Administrator.
However, the former Administrator failed to
suspend the allege perpetrator and invastigate
and report the alleged abuse Io appropriale State
Agencies. Per the facility’s policy,

"... if a staff member is suspected of abuse then
appropriate actlon will be taken to protect the
residents during the investigation. During the
coarse of the investigation, the staff person
accused of abuse will be suspended wilhout pay.”

Interview with the former Administrator, on
11/06/14 at 11:15 AM, revealed while she was tha
Administrator of the facility. The Administrator
stated CNA #1 had reported RN #4 had verbally
abused Raesident #1; however, she did nat think
anything had been dene about the allegation.
She gave no reason as te why she never
Invesligated it as Ihe Administrator and was fired
an 10/29/14,

Interview with Ihe Director of Nursing (DON), on
11/04/14 at 10:20 AM, revealed she was aware
something had happened in 10/18/14; however,
the former Administrator refused to tell her what it
was and she was not aware it involved an
allegation of abuse. She stalad she expected
that any form of abuse of a resident should have
been brought to her attention and a formal
investigation should have been conducted, The
DON staled she asked the former Administrator
why sha terminated RN #4 on 10/28/14 and she
was told sha did not have lo give a reason.

Interview with the current Administrator, on
11/13/14 at 3:08 PM, revealed sha expacted any
form of abuse to be verbally reportad
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immediately. She stated volcamall or eleciranic
reporting was not acceptable. The current
Adrninistrator stated her expectalions were that
staff should report allegations of abuse ta her or
her designee immediately; the alleged abusar
suspended immedialaly; and, the Administrator
should repart the allegation to the State Agency.

**The facility implemented the following actions to
remove the Immediate Jeopardy:

1. The two (2) alleged perpetrators (LPN #1 and
RN #4) were suspended immediately and after
completion of the facility's investigation the two
alleged perpalrators were terminated.

2. On 11112114, the Abuse Lag was reviewed by
the DON and Administrator. All residents with

thelr abuse investigation flle re-assessed for
complateness of the following: Immediate
reporting of allegation to Administrator, physician
and family/responsible party; immediate resident
assessmenl; twenty-Tour (24} hour notification of
allegalion lo appropriate stale agency, when
Indicated; documentalion of investigation
including but not limiled lo; resident statement,
witness (staff and family) statements,
assessmeant of precipitating events, risks and
conclusion; and five (5) day follow-up provided to
State Agency, when indicated. On 11/14/14, any
gaps identified from above ware followed-up on
by the Adminisiratar to ensure care plans and
kardexes were updaled, No issues were
identified.

3. On 1113714, all personnel files were audited
by the Business Office Manager for completion of

allegalion of abuse in the past Ihirty (30) days had

F 225
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F 225
current license, abuse registry check, and

criminal background verifications. Staff with

incomplete parsonne files will not be allowed to

work until their files ara brought current. No

problems were identified.

4. On 11/07/14-11/11/14, the Social Servics
Director and/or RNs, interviewed all cognilively
intact residents (BIMS scare greater than eight
{8Y) for any history of potential allegations of
abuse, Any allagations of abuse were logged,
investigations were completed and appropriate
netifications were made. No problems were
Identified.

5. On 11/07114-11111/14 Licensed Nurse Stalf
conducted body audits of all non-cognitive
residents (BIMS less than nina {9}) to identify any
bruises, skin tears, elg, for potential abuse. Any
indications of abuse were logged, investigations
ware completed and appropriale notifications
were made. No concems identified,

6. On 1110/14-11/1414, all staff was provided
in-service education by the DON and the
Ombudsman on abuse prohibition and reporting
policies. The education will be providad annually
thereafter and as indicated by the DON,
Ombudsman, and/or Administrator. All staff will
complete this education prior to being allowed to
continue to work.

7. All new hires will be provided in-service
education on abuse prohibition and raporting
policies during their genaral facility orientation by
tha Orientation Coordinator andfor Department
Supenasor.

8. All new hires will have their personnel records
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reviawed by the Business Office Manager and/or
Administrator for completeness of verification and
background checks, pricr to their first day of
work.

8. On 11/14/14, the Social Services Directer
provided the Resident Council members
educalion on abuse prohibition and reporting to
the resident council. This educalion will be
provided quarterly thereafter,

10. The Administralor and/ar DON will be
responsible for ensuring completeness aof the
resident abuse files and maintalning the Abuse
Log.

11. On 11/1214, abuse prohibition and reporting
information was posted in common areas within
the facility.

12. The Adminisirator and/or DON will ba
responsibla for verifying, during the morning
meetings, that any new allegations of abusa were
reported immediately. The findings will be
reported during the monthly Quality Assurance
(QA) meeting for fallow-up on areas identified
every month for three (3) months.

13. The Administrator andfor DON will raview the
abuse files waekly for timeliness in reporting,
thorough Investigations and appropriate
resolution waekly for four (4) weeks, every other
week for one (1) monih, then monthly for three
(3) months. The findings wiil be reported during
the monthly Quality Assurance (QA) meating for
follow-up on areas identified every manth for
three {3) months.

**The State Survey Agency validated on 11/19/14
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the corrective action faken by the facliity as
follows:

1. Interview with the current Administrator, an
11/20/114 at 10:30 AM, revealed LPN #1 and RN
#4 ware terminated on 11/10/14 as soon as she
was made aware,

2. Review of the Abuse Log, dated 11/12114,
revealed all residents with allegations of abuse in
the past thirty (30) days had thair abuse
Investigation file reassessead for complateness.
No concemns were identified.

3. Raview of the Business Office Manager's log,
dated 11/13/14, revealed all staff's personnel
records were reviewed lo ensure the abuse
regisiry check, criminal background checks, and
current licensa verifications ware conducted. No
concemns identified,

4, Review of inlerviaws conducted on
11/07/14-11/11/14 with residents with a BIMS of
nine (8} or grester revealed no new problems
identifled.

Interview with Resident #1 on 11/20/14 at 9:45
AM, revealed he/she had no additional concerns
and the staff had been vary nice lo him/her,

5. Review of thirty-six (36} body audits for
resicents with a BIMS score of eight (8) or less
revealed thera were no new concerns identified.

6. Review of inservice record, dated 11/14/14,
revealed all staff was Inserviced on abuse
prohibilion and reparting policies.

Interviews on 11/20/14 with day shift CNA #7 at
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9:15 AM, day shift Restorativa Aide at 9:22 AM,
day shift Housekeeping Alde at 9:26 AM, day shift
Certified Qccupalional Therapy Assistant (COTA}
at 9:40 AM, Housekeeping Supervisor (all shifts)
at 3:46 AM, 2nd shift LPN #4 at 10:32 AM,
evaning shift CNA #4 at 10:48 AM, 2nd shilt CNA
#5 at 10:48 AM, 3rd shift CNA #6 at 10:55 AM,
day shift Business Office Manager at 12:59 PM,
Maintenance Direclor (all shits) at 2:00 PM,
Dietary Manager (all shifis) at 2:12 PM, day shift
Administrative Assistant at 2:16 PM, revealed
they had received an In-service on 11/14/14
related to abuse and reporting.

7. Raviaw of new hire orientation training far a
new hire (CNA) revealed she was educated on
abuse prohibition and reporting policles.

8. Review of three {3) Personnel Record,
ravealed new (CNA) background checks and
abuse registry checks were completed.

9. Review of the SSD's education, dated
11714114, revealed Resident Council members
were educated on abuse prohibition and reporting
to the resident council.

10. Interview with the current Administrator, on
11/20114 al 2:30 PM, revealed sha assumed the
responsibility of ensuring the resident abuse files
and maintaining the abuse log. She stated the
log was reviewed daily,

11. Observation throughout the facifity reveated
abuse prohibition and reporting information was
posted at the Wast Hall lobby, front entrance,
therapy entrance, and break room.

12, Interview with Administralor, on 11/20/14 at
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2:30 PM, revaaled she has verified during
morning meelings that new allegations of abuse 12124114

were reported immediately and the findings
reported during the monthly Quality Assurance
(QA) meeting for follow-up every menth for three
{3) months,

13. Interviews with the Administrator, on 11/20/114
at 2:30 PM, revealed she or the DON will review
the abuse files for timeliness in reporting,
thoreugh invastigations and appropriate
resolution weekly for four (4) weeks, every other
week for one (1) month, then monikly for three
(3) months and the lindings will be reported
during the monthly Quality Assurance {QA)
meeting for follow-up every month for thres (3)
months.

F 226 483.13(c) DEVELOP/IMPLMENT

$s=) ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implemant written
palicles and procedures that prohibit
mistraatment, neglect, and abuse of residents
and misappropriation of resident proparty,

This REQUIREMENT is not met as evidenced
by:

Based on interview, racord review, and review of
the facility's policy and procedure, it was
determined the facility failed to have an effective
system to ensure the implementation of the
facility's Abuse policy and procedures for two (2)
of nine (9) sampled residents (Residents #1 and
#5).

Licensed Praclical Nurse {LPN) #1 was alleged to

As part of the allegation of compliance
measures, the immediate corrective actions for
Resident # 1 and Resldent # 5 were to leminate
LPN #1 and RN # 4, In addilion to the
implemenialion of the allegation of compliance
listed to the left, the facllity will implement the
following plan of correction. Resldents
Impacled: A complate care plan raview was
perlormed by the Interdisciplinary Team {IDT)
on Residents #1 and #5. Physical condition,
nulritional status and risks, safely risks, and
psychosocial domains were evaluated by the
IDT. The IDF consists of licensed nurses
including at least one Registered Nurse (RN,

226 the Aclivities Director (AD), the Social Services
Direclor (3SD), and the Dletary Manager (DM).
Aesidenls #1 and #5 continue to be monitored
by llcensed staif lor post-traumatic signs such
as changes in behavior or mood. PHQ 9
assessments are being completed and reviewad
by the SSD weekly x 4, then every othar week x
2, then monlhly x 2, then quarterly and with any
significant change in Ihe residents’ condition,
No signs of post-traumalic distress such as
changes in mood or behavior have been
identified. Other residents potentially impacied:
weekly skin assessments continue to be
conduclad by licensed nurses on all residants
for physical signs aof abuse. None have been
identified.
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have physically and mentally abused and
mistraated Resident #5. Kentucky Medication
Assistant (KMA} #1, Certified Nurse Aide (CNA)
#2 and CNA #3 wilnessed the alleged abusa but
did not report it lo the Administrator per facility
policy and procedure. LPN #1 told LPN #2 what
she had done on 11/05/14; however, LPN #2 did
not report the Incident until 11/07/14 (Friday after
hours) when she left a phone message on the
Director of Nursing’s {DON) voicemail which was
not retrieved untll 11/10/14 (Monday). LPN #2
failed to follow the facility's policy and repart the
allegalion verbally to the Administrator or Diractar
of Nursing (DON) immediately. {Refer to F223
and F225)

In addition, Registered Nurse (RN) #4 was
alleged to have verbally abused and mistrealed
Resident #1. CNA#1 observed the allegad
abuse and reporied it to the former Administrator
immediately; however, the former Administrator
falled to suspend lhe aileged perpetrator and
investigate and report the allegad abuse Io the
appropriate Stale Agencles, per the facility's
policy and procedures. (Refer to F223 and F225)

The facllity's failure to ensure staff followed the
facliity's policy and procedure for abuse has
caused or is likely to cause serious injury, harm,
Impairment or death to a resident. Immadiate
Jeopardy was Idenlified on 11/13/14 and
determined to exist on 10/18/14, The facility was
notified of the Immediste Jeopardy on 11/13/14.
An acceplable Allegation of Compliance {AcC)
was received on 11/19/14 and the State Survey
Agency validated the Immediale Jeopardy was
removed on 11/20414, as alleged. The Scope
and Severity was lowered to a "D" while the
facility develops and implernents the Plan of

Cognitively alert residents are being inlerviewed

F 226 & minimum of weekly for four weaks, by the
S50, to idenlify potential allegations of abuse/
neglect, All residents are monitored for other
potential indicators of abuse such as changes in
behavior or meod by Ihe licensed nurses every
shilt and by the leadership team during rounds
as indicated below. Any indicators are reported
during the moming huddle. Al resulting
allegations of abusa will be reported immediately
1o tha Administrator per facility protacol.
Systemic Changes: A leadership team has been
developad, members include the Administrator,
Director of Nursing, Business Offica Manager,
Soclal Services Direclor, Activities Diractor,
Housekeaping Supervisor, Dietary Manager,
Administrative Assistant, Maintenance
Supervisor, Therapy representative, Infaction
Control Registered Nurse, and MDS Coordinator
Registered Nurse. A leadership morning huddle
mesting has been established every weekday
morning and an abbraviated huddle on
weekends and hotidays in which all allegations
of abusae, skin assessmenls and grievances are
discussed with follow-up action initiated and/or
resolutions addressed and/or issues closed. All
employees wers required (o view ihe Hand-in-
Hand Video Saries Module 4: "Being with a
Pargon with Dementia; Actions and Reactions”
by 12/t7114. Verilication of employee
understanding is perlarmed by an external
consulting company that interviews employees
for appropriate abuse allegation and situational
responses. All six Modules ol the Hand in Hand
training will be incorporated into the annual
training and
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Correction {PoC); and, the facllity's Quality
Assurance (QA) monitors the effectiveness of the
systemic changes.

The findings include:

Review of the facility's Policy and Pracedure
titled, "Abuse Prevantion Employee's
Responsibility*, updated 08/18/99, revealed *... if
abuse is suspected, than any allegation of abuse
Is to be repartad immediately to the Administrator,
Director of Nursing (DON), Charge Nurse or
Immediate Supervisor. In the absence of the
Administrator when the allegation occurs, hefshe
should be cantacted immadiately and tha
Investigation should begin Immediately.”

Review of the facility's policy titled, *Policy
Regarding Abuse”, dated 10/28/13, revealed if a
staff member is suspected of abuse then
appropriate action will be taken to protect the
residents during the invastigation. During the
coarse of the invesligation, the staff persan
accusad of abuse will be suspended without pay.
The allegation wiil be reported in accardance with
state and federal regulations.

Review of an addendum to the facility's policy
litled, "Abuse Prevention®, updated 09/24/14,
revealed staff must speak to the Administrator or
DON and leaving a volce mail message did not
meet the definition of contacting elther the
Administrator or DON, Failure to follow the abuse
prevention policy and procedure may result in
immediate job termination.

1. Interviews with KMA #1, CNA #2, CNA #3 and
the current Administrator and review of a faciiity
surveillance video, dated 11/10/14, revealed LPN

‘orientation requirements for all employees.

F 226 Annual training will be presented by the
Administrator, Administrative Assistant, Diraclor
of Nursing, and/or Assistant Direclor of Nursing.
Assurance of employee attendance and makeup
sessions will be the responsibllity of the
employee's Depariment Manager, The
orientalion sessions will be presented by Ihe new
employes’s Daepariment Manager and/or the
Crientation Caordinator. All employees wara
educaled by the Administratar, Director of
Nursing and the Qwner on $1/10/14 to report
allegations of abuse or misconduct directly to the
Administrator when physically prasent in the
facility. In cases when the Administrator is not
prasent, the employee Is lo immediately report
the allegation or misconduct lo their supervisor
or charge nurse. The supervisor or charge nurse
is to immedialely report {0 the Administrator by
telephone and nol on a voica mail. If the
Administrator does nol answer or return Ihe call
wilhin 30 minules, the supervisor or charge
nurse Is lo report to the Direclor of Nursing. If the
DON doesn't answer within 30 minutes, the
Owner is to be nolified. Any and all employees
are encouraged to call the Administrator direcily
at any time. The contact numbers of the
Administralor, Direclor of Nursing and the Owner
wera given 10 all employees and Is included wilh
all new hires during orlentation. In addition, the
telephone company has been contacted and the
Director of Nursing (DON) and Administrator new
have lhe capability of checking voica mail
messages remotely on a dally basis as
Increased assurance that no messages will be
left for more than one day without being
retrieved. In addilion to the
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#1 physleally and mentally abused Resident #5
on 11/04/14 by placing a hot pepper in the
resident's mouth and when the rasident cried out
"hal” repeatedly, the LPN laughad at the
resident’s reaction. Kenlucky Medication Aide
(KMA) #1, CNA#2 and CNA #3 witnessed the
incident but the staff did not foltow the facility's
policy and procedure for reporting abuse
immediately to the Administrator, Direclor of
Nursing {DON), Charge Nurse or Immediate
Supervisor.

Interview with KMA #1, on 11/13/14 at 10:20 AM,
revealed initially she did not see the incident that
she had witnessed, involving LPN #1, as abuse.
She stated later she fell she should have followed
tha facility's policy and reported It to the
Administrator but she did not follow through with
reporting.

Interview with CNA #3, on 11/13/14 at 10:38 AM,
revealed she knew the facility’s policy was to
report alleged abuse immediately but she did not
report the alleged abusa by LPN #1 because she
feared rataliation by LPN #1 because LPN #1 was
her supervisor.

Interview with CNA #2, an 11/13/14 at 2:40 PM,
revealed sha did not report the alleged abuse by
LPN #1 that she had wilnessed per the facility's
policy but she was aware of how to report an
allegation of abuse. CNA #2 slated sha did not
report the abuse because LPN #1 was her
supervisor and she was afraid she would loose
her job.

An unsuccessful phone interview was attempted
with LPN #2 on 11/15/14 at 9:00 AM.

licensed nurses monitoring residents as par of

F 22¢ their care on each shift, the S8D and other
members of the leadership team conduct daily
rounds, at least three limes a day Monday
Ihrough Friday between the hours of 8 am and 5
pm, on all residents to identify potential
allegations of abuse as evidenced by verbal
expression,changes in behavior and/or changes
in mood. The facility has established a weekends
holiday leadership program with leadership
rolation established and weekend/ncliday
leadership protocals implemented, The protocals
require the designated weekend/holiday leader
1o be present in the facilily at least four hours a
day, make at least one facility round, observe at
least ona meal, complete the huddie
requirements in addition to other tasks related 1o
resident care and the moniloring ofservices
provided. For a minimum of ane year, the District
Ombudsman will be providing sensitivity and
abuse training to the employees every six
months on an allernaling basis with QSource,
the Quality Improvement Organization (QIO) far
our facility. Alternating the Ombudsman and QIQ
far training will ensure abuse and/or sensitivity
training is provided to the care team from an
oulside source every three months.
Monitoring: An external cansulling company has
been rotained for 8 minimum of 80 days. The
consulting company represantatives include two
Registered Nurses and one Licensed Long-Term
Care Administrator. In addition, the external
consulling company reprasentatives will be
completing the following (a minimum of menthly);
Auditing the abuse log for compliance lo AOC
and POC, auditing a salection of waakly skin
assessments for any signs of abuse, interviawing
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Interview with the DON, on 11/07/14 at 10:20 AM,
revaaled she expected staff lo repart any

allegation of alleged abuse to her per the facility's
policy and not to leave a vaicemall on her phone.

Interview with the Administrator, on 11/13/14 at
3:08 PM, revealed she expected any form of
abuse to have been reported immediately in
person per policy.

Interview with the Medical Director, on 11/13/14 at
11:04 AM, revealed he had not been mada aware
of gither allegation en 10/18/14 or 11/04/14 until a
CQuallty Assurance mesting on 11/12/14, He
stated that the incidents were of serfous concern.
He further stated he folt the incidents wers abusa
and should have been reported immediately, per
the fadllity policy.

2. Interviews with CNA #1, the DON and the
former Administrator, revealed RN #4 verbally
abused Resident #1 on 10/18/14. CNA #1
witnessed the alleged abuse and immediataty
reported the Incident to the Adminisiralar:
however, the Administrator falled to suspend the
alleged perpelralor and investigate and report the
allegalion to the appropriale State agencies per
the facility's policy and procedure. The DON
stated the former Administrator refused to inform
her of the allegation. The farmer Administrator
staled she was aware the allegation had
happened, but she did not do anything about it.
Per the facility's policy, "... if abuse Is suspecied,
ihan any allegation of abuse is o be reported
immediately to the Administrator, Director of
Nursing (DON), Charga Nurse or Immaediate
Supervisor. In the absence of the Adminisiralor
when the allegation occurs, he/she should be
contacled immediately and the investigation

a seleclion of residents and stafi for their

F 226 knowledge and understanding of abuse

reparting, and providing additional education on
abuse palicies as indicaled from the above
findings.The above actions and findings will be
provided to the Administrator for follow-up in the
manthly Quality Assurance (QA) meeting. The
QA committes that meets monthly is comprised
ol the lollowing members: Adminisiralor, Director
of Nursing, Dietary Manager, Business Office
Manager, Administrative Assistant, Sociat
Services Director, Activities Director, MDS
Coordinatar, Infection Prevention Coordinator,
Housekeeping Supervisor, and the Maintenance
Suparvisor. Quarterly QA mestings also include
the Medical Diractor and the Pharmacist.
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shouid begin immediately,”

Interview with the DON, on 11/07/14 at 10:20 AM,
revealed she was aware there was something
that had happened on 10/18/14: however, the
farmar Adminisirator refused to tell her what it
involved. She slated she was nevar aware of an
allegation of abuse or any form of investigation.

Interview wilh the current Adminisirator on
11/13/14 at 4:14 PM, ravealed when an allegation
of abuse was received the alleged perpetrator
should be suspended, an invesligation should be
conducled and the allegation should be reported
to lhe appropriate State Agencies, as per the
{acility's policy and procedures.

“*The facility implemenied the following actions 1o
remove the Immediata Jeopardy:

1. The two (2) alleged perpetrators {LPN#1 and
RN #4) were suspended immediately and after
complation of the faciiity’s investigation the two
alleged perpelralors were terminated.

2. On 1111214, the Abuse Log was reviewed by
the DON and Administrator. All residents with
allegation of abuse in the past thirty {30) days had
their abuse investigation file re-assessed for
completeness of the following: Immaediate
reporting of allegation to Administrator, physician
and family/responsible party; immediate resident
assessment; twenty-four {24) hour notification of
allegation lo appropriate state agency, when
indicated; documentation of invesligation
including but not limited to; resident slatement,
wilness (staff and family) slatements,
assessment of precipilating events, risks and
conciusion; and five (5) day follow-up provided to

—=—tEns TR MEDICARE & |
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
185047 B. WING 11/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE R
HAWS MEMORIAL NURSING A REHAB CENTER ol m L
FULTON, KY 42041
X410 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIIN) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F226 Continued From page 31 F 226

FORM CMS.2587(02-59) Pmvious Vorsiens Obsolaly Event 1D; GDGA

Facimy ID: 100132 If conllnuation shesl Page 32 of 54




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08M1/2015

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
s LT MEDILAKE & | A9
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
185047 8. WING 11/20/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODS
HAWS MEMORIAL NURSING & REHAB CENTER 1004 HOLIDAY LANE
FULTON, KY 42041
{%4)iD SUMMARY STATEMENT OF DEFICIENGIES (1] PROVIDER'S PLAN OF CORRECTION (s
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)

F226 Continued From page 32

F 226
State Agency, when indicated. On 1114114, any

gaps identified from above were fallowed-up on

by the Administrator to ensure care plans and

kardexes ware updated. No issues were

identified.

3. On 11713114, all parsonnsl files were audited
by the Business Office Manager for completion of
current license, abuse registry check, and
criminal background verifications. Staff with
incamplate personnel filas will not be allowed to
work unlil their files are brought current, No
prablems wera identified.

4. On 11/07114-11/11/14, the Soclal Service
Director and/or RNs, interviewed all cognitively
intact residents (BIMS score grealer than eight
{8}) for any history of potential allegations of
abuse. Any allegations of abuse were logged,
investigations were completed and appropriate
notifications were made. No problems were
identified.

5. On 11/07/14-11111/14 Licensed Nurse Staff
conducted body audits of all non-cognitive
residents {BIMS less than nine {9)) to identify any
bruises, skin tears, ete, for potential abusa. Any
indications of abuse were logged, investigations
were caompleted and approptiate notifications
wers made. No concemns Identified,

6. On 11/10/14-11/14/14, all staff was provided
in-service education by the DON and the
Ombudsman on abuse prohibition and reparting
policies. The education wili be provided annually
thereafter and as indicated by the DON,
Ombudsman, and/or Administrator. All staff will
complete this education prior to being allowed to
continue to wark.
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7. All new hires will be provided in-service
education on abuse prohibition and reporting
policies during their general facility orientation by
the Orientalion Coordinator andfor Department
Supervisor.

8. All new hires will have their personnel records
teviewed by the Business Office Manager and/or
Administrator for complelenass of verification and
background checks, prior to (hair first day of
wark.

9. On 1171414, the Social Services Diractor
provided the Resident Councli members
education on abuse prohibition and reporting to
the resident council. This education will be
provided quarterly thereafter,

10. The Administrator and/ar DON will be
responsible for ensuring completeness of the
resident abuse files and maintalning the Abuse
Loy.

11. On 11/12/14, abuse prohibition and reporting
information was posted in common areas within
the facility.

12. The Administrator and/or DON will be
rasponsible for verifying, during the moming
meelings, that any new allegations of abuse were
reported immediately. The findings will be
reported duting the monihly Quality Assurance
(QA) meeting for follow-up on areas Identified
avery month for three {3) months.

13. The Administrator and/or DON will review the
abuse files weekly for timeliness in reporting,
thorough investigations and appropriate
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resolution weekly for four (4} weeks, every othar
waek for one {1} maonth, then monthly for three
{3) months. The findings will be reported during
the monthly Quality Assurance (QA) meeting for
foflow-up an araas identified every month for
three {3) months,

the corrective aclion taken by the facllity as
follows:

1. Intarview with the current Administrator, on
11/20/14 at 10:30 AM, revealed LPN #1 and RN
#4 were terminated on 11/10/14 as soon as she
was made aware.

2. Review of the Abuse Log, dated 11/12/14,

the past thirty (30) days had (heir abuse
nvestigation file reassessed for completeness.
No concemns were identified.

3. Review of the Business Office Manager's log.
dated 11/13/14, revaaled all slaf's personnal
records were reviewed lo ensure the sbuse
registry check, eriminal background checks, and
current license verificalions were conducted. No
concerns identified,

4. Review of interviews conducted on
11/07/14-11/11/14 with residents with a BIMS of
nine (9) or greater revealed no new problems
identified.

Interview with Resident #1 on 11/20/14 at 9:45
AM, revealed he/she had no additional concemns
and the staff had been very nice to him/her.

5. Review of thirty-six {36) body audils for

**The State Survey Agency valldated on 11/19/14

rovealed all residents with allegations of abuse In
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F 226
residents with a BIMS score of eight (8) or less
revealed there wera no new concerns identified,

6. Review of inservice record, dated 1 114114,
revealed all staff was insarviced on abuse
prohibition and reporting policies.

Interviews on 11/20/14 with day shit CNA #7 at
9:15 AM, day shift Restorative Alde at 9:22 AM,
day shift Housekeeping Aide at 9:26 AM, day shift
Certified Occupational Therapy Assistant {COTA)
at 9:40 AM, Housekeeping Supervisor (all shifts)
al 9:46 AM, 2nd shift LPN #4 at 10:32 AM,
evening shift CNA #4 at 10:48 AM, 2nd shift CNA
#3 at 10:48 AM, 3Ird shiit CNA #6 at 10:55 AM,
day shift Business Office Manager at 12:59 PM,
Maintenance Director (all shifis) at 2:00 FM,
Dietary Manager (alt shifts) at 2:12 PM, day shift
Administrative Assistant at 2:16 PM, revealed
they had received an in-service on 11/14/14
related to abuse and reporting.

7. Review of new hire orienlation training for
new hira (CNA) revealed she was educated an
abuse prohibition and reporting policies.

8. Review of three (3) Parsonnal Recard,
revealed new (CNA) background checks and
abuse reglstry checks were completed.

9. Review of the SSD's education, dated
11714714, revealed Resident Council members
were educated on abuse prohibition and reporting
to the resident council,

10. Interview with the current Administratar, an
11120114 at 2:30 PM, revealed she assumed the
rasponsibility of ensuring the resident abuse files
and maintaining the abuse log. She staled the
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log was reviewed daily.

11. Observation throughout the facility revealed
abuse prohibition and reporting Information was
posted at the West Hall fobby, front entrance,
therapy entrance, and braak room.

12. Interview with Administrator, on 11/20/14 at
2:30 PM, revealed she has verified during
marning meelings that new allegations of abuse
were reported immedlately and the findings
reported during the monthly Quality Assurance
{QA) meeling for follow-up every month for three
{3) months.

13. Interviews with the Administralor, on 11/20/14
at 2:30 PM, revealed she or the DON will review
the abuse files for imeliness in reparting,
thorough investigations and appropriate
resolution weekly for four (4) weeks, every other
week for ane (1) month, then monthly for three
(3) months and the findings will be reported
during the monthly Quality Assurance (QA)
mesting for follow-up every month for three (3)
manths.

F 282 483.20{k)(3)(il) SERVICES BY QUALIFIED

§5=) PERSONS/PER CARE PLAN

The services provided or arranged by the facliity
must be provided by qualified persons in
accordance with each resident’s written plan of
care,

This REQUIREMENT is nal met as evidenced
by:

Based on interview, record reviaw, and raview of
the facility's policy and procedure, it was

F 226

F 282

In addition to the implementation of the
allegation of compliance, fisted on the left, the
facility will fmplement the following plan of
correction. Resident impacted: Resident # 5 did
nol experience a choking episode as the result of
ealing a diet texture ditferent than care planned.
The resident was reassessed by therapy on
12110114 lor diel lexture, appropriateness and
lype of assistance necessary with dist inlake,
The resident's care plan and Kardex were
updaled on 12/16/14 1o reflect the addition of a
mechanical solt food item, preferably In the
sandwich form, (o the residant's digt with every
meal.

12724114
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determined the facility failed lo ensure services
provided or arranged by the facility were provided
by qualified persons in accordance with the
written plan of care for one (1) of nine (9)
sampled residents {Resident #5). The facility
falled to ensura Resldent #5's cara plan
interventions for a pureed diet and to supervise,
cue and assist with decision making were
Implemented.

Licensed Practical Nurse (LPN) #1 was allaged to

The resident was care planned for supervision,
cueing, and assistance with decision making and
a pureed diet; howaver, it was delermined LPN
#1's abusive behaviors towards the resident falled
to ensure those needs were met in accordance
with the care plan,

The facility’s failure to Implement the care plan
has caused or s likely to cause serious injury,
harm, impairment or death to a resident.
Immediate Jeopardy was identified on 11/13/14
and determined to exist an 10/18/14. The facility
was nolified of the Immediate Jeopardy on
1111314, An acceptable Allegation of
Compliance (AoC) was received on 11/19/14 and
Ihe State Survey Agency validated the Immediate
Jecpardy was removed on 11/20/14, as alleged.
The Scope and Severity was lowered to a “D*
while the facility devetops and implements the
Plan of Correction (PaC); and, the facility’s
Quality Assurance {QA} monitors the
effectiveness of the systemic changes.

The findings include:

Review of the facility's policy and procedure titled,
"Comprehensive Care Plan®, not dated, revealad

hava physically and mentally abused Resident #5.

Other residents potantfally impacted: All

F 282 lesldents, regardless of BIMS score, identified as
having altered texture diets, requiring
supervision, cueing and/or assistance with diat
intake, had their care plans raviewed for
appropriateness of current intervantions by the
Interdisciplinary Care Plan Team on 12/16/14.
Residents idantified as having altered texture
diets and weight loss, have baan reassessed by
tha Reglstered Dielician an 12/17/14. Residents
identified above as experiencing Iintake difficuity
with their current lextura wilt be raferred to
therapy for diet screening. Additionally, residents
with a BIMS scora > 10 wera interviewed
12/16/14 by the Social Services Director and the
Actlivities Director to determine if their diet
chaices and their mea! assistance needs are
being provided. All results were positive with no
follow-up issues identified, Systemic changes: On
12/23/14, in-service education will be provided to
diract care staff by tha Diractor of Nursing and
Therapy on the following: different diat textures,
types of diat assistance; suparvision, cueing, set-
up, Ieeding, etc.; approaches for promoting digt
intake for restdents with dementia, and praviding
resident opportunity in decision making during
dining. The abave training will be added for ajl
naw direct care stalf during their orienlation.
Monitoring: A licensed nurse will oversee meal
delivery in the dining room in order to monitor lor
compliance to resident care plans and kardex
intarvantions related to diet served, dlet
assistance and choices.
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the facility was to develop a comprahansive care
plan for each resident that Includes measurable
objeclives and timetables to meet a resident’s
medical, nursing, and mental and psychosocial
needs thal are identified In the comprehensive
assessment.

Record review revealed the facility readmitied
Raesident #5 on 10/08/11 with diagnoses which
included Alzheimer’s, Psychosis, Anxlety and
Senile Demantia with behavioral disturbance.
Review of the Quarterly Minimum Data Set
(MDS) Assessment, dated 09/06/14, revealed the
facllity assessed Rasldent #5's cognition as
severely Impaired with a Brief Interview of Mental
Stalus (BIMS) score of ninely-nine (99) indicatlng
the resident was not interviewable. Review aof the
Physician's Orders, dated 07/31/13, ravealed
Rasident #5 had a Physician's Order for a pureed
diet.

Review of the Comprehensive Care Plan, iniliated
01/30/14, revealed Resident #5 was at risk for
choking and was on a pureed diet. Review of a
Comprehensive Care Plan, dated 03/29/14,
revealed the facility had assessed the resident to
have impaired cognilive and physical deficits with
intarventions 1o supervise, cue and assist with
decision making.

Interview with Kentucky Medication Aide (KMA)
#1, on 1171314 at 10:20 AM, revealed sha
observed LPN #1 place a hot pepper (a pepper
that was not puread) in Resident #5's mouth on
the aflernoon shift of 11/04/14. The residant
bagan to cry and yell "hot”. KMA #1 stated the
resident was cognitivaly impaired, unable to make
decisions and depended on staff to be
responsible for his/her safaty at all imes. KMA

‘Additional licensed slaff will oversee meal

F 282 delivery for residents wha receive their meals in
their room, during meal pass, for compliance to
thelr care plans and kardex interventions related
to diet served, diet assistance and choices. The
DON and/or Administrator will canduct an
unannounced meal audit of residents with
altared diet texiures for compliance 1o their care
plans and kardexes once a week for four weeks,
avary other waek lor two weeks, and monihly for
two months. Findings will ba brought before the
Quality Assuranca committee lor lollow-up if
indicated. Actions listed in the allegation of
compliance, listed on Ihe left, specificaily related
10 psychosocial needs of residents, continue.
The care plan and Kardex for Resident # 5 was
updated by the Director of Nursing on 11/13/14
to include, *| need to be redirected when
reaching for potentially unsafe items.” On
11/14/14 a Regislered Nurse completed a
comprahensive physical assessment and care
plan review on Resident #5. The care plan
reviaw included psychosocial needs with no
additional changes needed as a result of the
assassment. The IDT performad anciher
comprehensive care plan review on 12/9/14 and
again delermined no additional changes in the
plan of care were indicated. For other resident’s
potentially affected by this deficlant praciice: All
new residenls will have a psychosocial
assessment completed by the SSD within 72
hours of admission to the facility and an initial
psychosoclal care plan and kardex develaped as
indicated. All residents with a change In their
psychosogial condition will be
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#1 stated the resident was also on a pureed diet
and was at risk for choking.

Interview with Centified Nurse Alde {CNA) #3, on
11713/14 al 10:36 AM, revealed she observed
LPN #1 give Resident #5 a hot pepper from a
plaslic bag. CNA #3 stated Residant #5 was on a
pureed diet and should have never been given a
hot pepper. CNA #3 revaaled the resident could
have choked on the pepper.

Interviaw with CNA #2, on 11/13/14 at 2:40 PM,
revealed lhe resident was unable to make a
conscious choice and staff was responsible for
the resident's safaty and waell-being.

Interview with the Dietary Manager, an 11/32/14
at 4:31 PM, revealed Resident #5 was ordered 3
pureed diet. She revealed a puread diet would ba
tha consistency of baby food and nothing whola.
She stated the resident recelving anything whole
could cause choking and possibla aspiralion.

Interviaw with the Directar of Nursing {DON}), on
11707114 al 10:20 AM, revealed she expected
sach resident lo have a Comprehensiva Care
Plan and the care plans should be followed at all
times for each resident.

Interview with the Administrator, on 11/13/14 at
3:08 PM, ravealed she expected staff to always
follow the care plan for each residant,

interview with the Medlcal Director, on 11/13/14 at
11:04 AM, revealed he expected each resident to
have a care plan and the staff should follow them

per policy.

**The [acility Implemanted the following actions to

'reassessed by the DON and/or SSD within 72

F 282 hours with subsequenl care plan and kardex

updates as indicated. The physician will be
notilied of the changes in the residents’
condition. Monitaring: Beginning tha week of
11417714, the Director of Mursing, Assistant
Director of Nursing, or Registerad Nurse Charge
Nurse has conducted direct care employea
interviews for understanding of residents with
psychosocial neads and appropriate
implemeniation of the resident care plans weekly
X 4 weeks, every other waek x 2 weaks, then
monthly x 3 months, Beginning the week of
131117114 the IDT has conducled reviews on the
appropriatensss and eifectiveness of
interventions for residents with psychosocial
care plans weekiy times four weeks, every other
week limes x 2, then monthly for three monihs.
Findings Irom the abave are presented to the
monthly QA committee by the SSD or the DON.
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remove the Immediata Jaopardy;

1. The two (2) perpetrators {LPN #1 and
Registered Nurse (RN) #4) were suspended
immediately and after completion of the facility's
investigation the twa perpelrators were
lerminated.

2. On 11/14114, Resident #5 and Resident #1
wera assessed by the RN MDS Coordinators and
RN Supervisar for changes in thelr psychosaocial
candition with their care pfans and kardexes
updated.

3. On 11715114 and 11/16/14, residents with
mental health and/or dementia diagnoses were
reassessad for changes in their psychosocial
candition by RNs and/or the Social Service
Director, with their care plans and kardexes
updated as Indicated. Thiry-nine (39) were
assassed oul a census of fifty-one (51).

4. On 11/14/14-11/1614, State Registerad Nurse
Aides {SRNAs), KMAs LPNs and RNs were
provided in-sarvice education by the
Administrator, RN Supervisor and/or Social
Service Direclor, on the following topics:
Understanding the psychosacial needs of
residents; documenting and reporting changes In
the psychosacial needs of residents; and,
implementalion of resident psychosoclal care
plans and Activities of Dally Living records.
SRNAs, KMAs, LPNs, and RNs will not be
altowed to return ta work until they have
completed the above training. Al education has
baen compleled

5. The abave education will be provided by the
Orientation Coordinalor and/or Department
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Supervisor to SRNAs, KMAs, LPNs, and RNs
new hires and/or any staff during their orientation
process and prior to providing direct care.

6. All new resldent admissions will have a
psychosoctal assessment completed by the
Soclal Services Director or Admission Nurse,
within seventy-two (72) hours of admission ta the
facility and an initial psychosocial care plan and
kardex developed as indicated,

7. All residenis that exhibit changes in thair
psychosocial condition will be reassessed by the
DON andfor Soclal Services Director within
saventy-two (72} hours, The resident’s care plan
and kardex will be updated and the physician will
be notifled of the changes.

8. The Soclal Service Director, Administrator,
and/or DON will interview direct care staf for
understanding of residents with psychosocial
needs and appropriate implementation of the
resident care plans. This will be conducted an all
three (3) shifts weekly times four (4) weoks, avery
other week timas one (1) monih, then manthly for
three (3) months. Resulls of the interviews will be
reviewed by lhe Quality Assurance (QA)
commiltes to ensure approprialeness of interview
frequency.

9. The Interdisciplinary Team will maet and
review the approprialeness and effectivenass of
interventions for residents with psychosacial care
plans weekly imes four {4) weeks, every other
week times ane (1) month, then monthly far three
(3) months. Findings will be brought 1o the QA
Committes by the DON and/or Sacial Services
Director manthly for additional follow-up of areas
identified.
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10. The DON and/or Adminfstrator will review afl
SRNA, KMA, LPN and RN new hires' information
to ansure psychosocial training has been
conducted as indicated above, prior to the new
hire providing diract care to residents. Findings
will be braught ta the QA Commiltee by the DON
andlor Social Services Director monthly for
additlonal follow-up of areas identified.

*The State Survey Agency validated on 11/49/14,
the comractive action taken by the facility on as
follows:

1. Interview with the current Administrator, on
11720114 at 10;30 AM, revealed LPN #1 and RN
#4 were lerminated on 11/10/94 as soon as she
was made aware of the allegations.

2. Interview with the current Adminisirator, on
11/20114 at 2:30 PM, revealed Resident #1 and
#5 wero assessed and cara planned and
kardexes updated if required. Review of the
assessments, care plans and kardexes for
Resident #1 and #5 revealed na concemns.

3. Review of the Psychosocial Assessments for
residents with a mental health and/or dementia
diagnosis, daled 11/15/14-11/16/14 revealed the
residents were reassessed for changes in
psychasccial conditions and care plansfkardexes
waere updaled. Thirty-nina (39) of fifty-one (51)
residents ware assessed with no concemns
identified,

4. Review of the Employee Sign In Sheets
ravealed 100% of all stafl was reeducated on
11/14/14-11/16/14 relaled to the abuse policy,
understanding the psychaosocial neads of the
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residents, documenting and repeorting changes in
psychosocial needs af residents, and
implementation of residents’ psychosocial care
plans and ADL records. Posts test were
compleled same day as the in-service date.

Interviaws on 11/20/14 with CNA #7 at 9:15 AM, a
Reslorative Aide at 9:22 AM, a Hausekeeping
Alde at 9:26 AM, a Certified Occupational
Therapy Assistant (COTA) at 9:40 AM, the
Housekeeping Supervisor at 9;46 AM, LPN #4 at
10:32 AM, CNA #4 at 10:48 AM, CNA #5 at $0:48
AM, CNA #6 at 10:55 AM, the Business Office
Manager at 12:59 PM, the Maintenance Director
at 2:00 PM, the Dietary Manager at 2:12 PM, and
the Administrative Assistant al 2:16 PM, revealed
they were inserviced on 11/14/14 on abuse
repariing and assessing residents for change,
understanding the psychosocial needs of the
residents, documenting and reporting of changes
in psychosoclal needs and implementation of the
cars plans.

5. Review of new hire orientation training for a
new hire (CNA) ravealed psychosacial education
was provided.

6. Interview with the current Administrator, an
11720114 at 11:15 AM, revealed the facility had not
had any new admits since 11/10/14.

7. Interview wilh the current Administrator, on
11/20/14 at 2:30 PM, revealed all residents that
exhibit changes in their psychosoctal condition
will be reassessed by the DON and/or Social
Services Direclor within seventy-two {72) hours.
The resident's care plan and kardex will ba
updated and the physician will ba notified of the
changes.
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Interview with tha DON on 11/20/14 at 2:52 PM,
revealed she was aware the resldents were lo be
assassed for signs of psychosoclal changes
within 72 hours of tha time the change was
Identified.

8. The Sacial Services Director, Administrator,
and /or DON are conducting ongeing interviews
with direct care staff regarding understanding of
residents with psychosaclal needs and
appropriate implementation of residents care
plans. A review of the monitoring sheet revealed
interviews were conducted on 11/19/14 and
11120114 with direct care staff regarding their
understanding of residents with psychosocial
needs and appropriate Implementation of
rasidents care plans. The monitoring sheet was
blocked out for futvre weeks for all three shifts.

Interview on 11/20/14 at 2:30 PM with the current
Administralor revealed she was ansuring the
direct care staff was fully aware of the Impartance
af monitoring the residents for psychosocial
changes and that this should ba reported to their
supervisor immediately,

8. Review of Interdisciplinary Team (IDT)

meeting held on 11/18/14 {(usually meets on

Tuesday) revealed revisions were made to the

residents’ cara plans as needed related lo

monitoring of appropriatenass and effectiveness

of interventions for residents with psychosocial ]
problems.

10. A raview of the new hire (CNA) personnel
record, revealed the Administrator educated the
CNA en psychosocial training.
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F490 483.75 EFFECTIVE
5s=) ADMINISTRATION/RESIDENT WELL-BEING

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

This REQUIREMENT s not mel as evidenced
by:

Based on interview, record review, raview of the
Administrator's Position Description, and raview
of the facility's policy/procedure, it was
determined the facility failed to be administerad in
a manner that enabled it to use its resources
effectively and sfficiently to attaln or maintain the
highest practicable physical, mental and
psychosocial well being for residents residing in
the facility.

On 10/18/14, Certifled Nursing Assistant (CNA)
#1 raported lo the former Administrator that
Registered Nurse (RN) #4 varbally abused and
mistreated Resident #1; however, the former
Administrator failed to suspend the alleged
perpeirator and investigate and report the alleged
abuse to the appropriale State Agencies, per the
facllity’s policy and procedures.

The facility's fallure 1o ensure the Administrator
administerad the facility in a manner that enables
it to use its resources effectively and efficiently to

mental, and psychosocial well-being of each
resident has caused or is likely to cause serious
injury, harm, impairment ar death to a resident.

attain or maintain the highest practicable physical,

F 490 allegation of compliance, the faciity will

F 490 implement the loliowing plan of correction. The
Administrator that was present during the tirme of
findings identified was terminated. A new facilily
Administrator was hired an 11/06/14. An
external ong-term care consulling company has
been retained to pravide ongoing and routing
education, training and support to the new
adminigtrator on a monthly basis for a minimum
of 90 days. The new administralor has
completed training given by the Owner on the
foliowing: job description and responsibilities,
sbuse policies and procedures, abuse reporting,
investigating and compliance monitoring,
resident rights, and care planning processes.
The external consultants will provide a repon to
the facility owner on a monthly basis, reflecting
the administrator's performance and compliance
to job responsibilities.
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Immadiate Jeopardy was idenlified on 11/13/14
and determined to exist on 10/18/14. The facility
was notified of the Immediate Jeopardy on
11/13/14. An acceplable Allegation of
Compliance {AoC) was racelved on 11/19/14 and
the State Survey Agency validated the Immediate
Jeopardy was removed on 11/20/14, as alleged.
‘The Scope and Severity was lowered lo a “D"
whila the facliity develops and implements the
Plan of Correction (PoC); and, the facility’s
Quality Assurance (QA)} monitors the
effactiveness of the systemic changes.

Tha findings include:

Review of the facility's policy titled "Policy
Regarding Abuse", last updated 10/28/13,
revealed any suspectad abuse of a resident is to
ba reparied immediately to the administrator
which will conduct an investigation of the alleged
abuse. "... If a staff member is suspected of
abuse thon appropriate actlan will be taken lo
protect the residents during the investigation.
During the coarse of the Investigation, the stafl
person accused of abuse will be suspended
without pay. The allegation wili be reported in
accordance with state and federal regulations.”

Review of the facllity’s palicy titled, "Abuse
Pravention”, dated 09/23/08, revealed the facility
will protect and promate the rights of individual
patients to be free of abuse.

Review of the "Comprehensive Job Description”
for the Administrator, revised 11/01/13, revealed
the position of (ke Administrator is to cversee the
day-to-day operations of the facility. The
Administrator must know and understand the
federal and state regulations and must implement
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and continuously update changes as they occur.

Interview with the former Administrator, on
11/06/14 at 11:15 AM, revealed while sha was the
Administrator of tha facility, CNA #1 had reporled
to her that RN #4 had verbally abused Resident
#1. During further interview with the
Administrator, she stated she did not think
anything had been dona about the allegation.
The former Administrator failed to repart,
investigate and suspend the alleged perpetrator
and she did not provide a reason why this was
not done. However, the facility’s policy states , “...
suspected abuse of a resident is to be reported
immediately to the adminisirator who will conduct
an investigation of the alleged abuse.*

Interview with the DON, on 11/07/14 at 10:20 AM,
revealed she was aware something had
happened on 10/18/14 (the day RN #4 was
alleged to have abused Resident #1); however,
the former Adminisirator refused to tell her what
had happened, The DOM stated she was naver
made aware ol an allegation of abuse or any form
of an Investigation. Upon request of documented
evidence of an investigation, the facility did not
present any evidence thal the allegation had been
investigated, RN #4 had been suspended, per
facility policy, andier the alleged abuse had been
reported to the appropriate state agency.
Interview with the former Adminlstrator revealed
RN #4 was allowed to continue to work untif she
was terminated on 10/28/14,

Interview with the facility’'s Owner, on 12/08/14 at
4:10 PM (post survey interview), revealed the
former Administrator had been in her position for
twenty-seven (27) years. He slaled the former
Administrator was a licensed Long Term
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Administrator and he was confident that she was
knowledgeable of the State and Federal
regulatory requirements on investigating and
reporting abuse. Further interview revealed he
expected her to have followed the regulations.

remove the Immediate Jaopardy:

1. On 11/12/14, the Abuse Log was reviewed by
the DON and the current Administrator. Al

{30) days had Ihaeir abuse investigation fila
fe-assessed for completeness of the following:
immediate reporting of allegation to
Administrator, physician and family/rasponsible
party; immediate resident assessment;
twenty-four (24) hour nolification of allegation to
appropriate state agency, when Indicated:
dacumentation of invastigation including but not
limited lo; resident statement, witness {stafl and
family) statements, assessment of precipitating
events, risks and conclusion; and five (5) day
follow-up provided to State Agency, when
indicated. On 1114114, any gaps identified from
above waere followed-up on by the Administrator

No issuas were Identified.

2. On 11/13/14, all personnel files were audiled
by the Business Office Manager for completion of
current license, abusa registry check, and
criminal background verifications. Staff with
incompleta personnel files will not be allowed o
work until their fles are brought current. No
problems wera idenlified.

3. On 11/07/14-11111/14, the Social Service

*“The faclity implemented the following actions to

residents with aflagation of abusa in the past thirty

to ensure care plans and kardexes were updated.
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Diractor andfar RNs, interviewad all cognitively
intact residents (BIMS score greater than eight
{8)) for any history of polential allegations of
abuse. Any allagations of abuse were logged,
invesligalions were completed and appropriate
notifications ware made. No problems were
identified.

4. On 11/07/14-11/11/14 Licensed Nurse Staff
conducted body audits of all non-cognitive
residents (BIMS less than nine (3}) to identify any
bruises, skin tears, ete, for potential abuse. Any
indicalions of abuse were logged, invesligalions
were compleled and appropriate notifications
were made. No concerns identified.

5. On 1110M4-11114/14, all staff was provided
in-service education by the DON and the
Ombudsman on abuse prohibition and reporting
policles. The aducalion will be provided annually
thereafler and as indicated by the DON,
Ombudsman, andfor Admintstrator. All staff will
complete this education prior to being allowed to
continue to work.,

6. All new hires will be provided in-service
education on abuse prehibition and reporting
policies during their general facillty orientation by
the Orientalion Coordinator andfor Depariment
Supervisor.

7. All new hires will have their personne! records
reviewed by tha Business Office Manager and/or
Administrator for completeness of verfication and
backgraund chacks, prior to their first day of
work,

8. On 11114114, the Social Servicas Director
provided the Resident Council members
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education on abuse prohibition and reporiing lo
the resident council. This education will be
provided quarterly thereafter.

8. The facility Owner and the Ombudsman
educated lhe current Administrator on the aclions
that should be taken when there Is an allegation
of abuse/naglect. The Administralor or
designated staff will do the fallowing:

A. I the rasident identifies the perpetrator,
he/she will suspend the perpetrator immediately
and he/she will be removed from the facility
pending the investigation.

B. The resident {if interviewable) will provide a
statement of the allegation.

C. Ifthe allegation Is physical in nalure,
he/she will ensure a skin assessment of the
resldent(s) has been conducted to identify any
signs of physlcal or psychosocial injury,

D. The residani(s) familyf respansible party
and physician is to be notified immadiately.

E. Within twenly-four (24} hours, he/she will
nolify the appropriate authorities (Office of
Inspector General, Adult Proteclive
Services/Centralized Intake, Ombudsman and
Law Enfarcement (if required.).

F. He/She will review any precipitating avents
or risks that have have contributed to tha
allegation which will be reported to the
Leadership Team during marning meating,

G. Aconcluslon will be reached within five {5)
days and appropriate action will be laken based
on the findings of the invasligation which will be
reported lo the Office of Inspector General, Adult
Protective Services, Ombudsman and resident({s)
physician,

H. All evidence of the above actions will be
documented in the abuse log and the

F 4390
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administrator will review the abuse log for
approprate completion and follow up as required.

**The State Survey Agency validated on 12/08/14,
the corrective action taken by the facllity on as
follows:

1. Review of he Abuse Log, dated 11/12/14,
revealed all residents with allegalions of abuse in
the past thirty (30) days had thelr abuse
investigation file reassessed {or completeness.
No concems were identified.

2. Review of the Business Office Manager's log,
daled 11/43/14, revealed all staff’s personnel
records were reviewad {0 ensure the abuse
registry check, criminal background checks, and
current license verifications were conductad. No
concerns identified.

J. Review of interviews conducted an
11/07/14-11/11/14 with residents wih a BIMS of
nine (9) or graater ravealed no new problems
Identified.

Interview with Resident #1 on 11/20/14 at 9:45
AM, revealed hefshe had no additional concems
and the staff had been very nice to him/her.,

4. Raview of thirty-six (36) body audits for
residents with a BIMS score of eight (8) or less
revaaled there were no new concems identified.

5. Review of inservice record, dated 11/14/14,
revealed all staff was inserviced on abuse
prohibition and reporting policies.

Interviews on 11/20/14 wilh day shift CNA 47 at
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9:15 AM, day shift Restoralive Aide at 9:22 AM,
day shift Housekeeping Aide at 9:26 AM, day shift
Certified Occupational Therapy Assistant (COTA)
al 9:40 AM, Housekeeping Supervisor (all shifts)
at 2:46 AM, 2nd shift LPM #4 al 10:32 AM,
evening shilt CNA #4 at 10:48 AM, 2nd shift CNA
#5 at 10:48 AM, 3rd shift CNA#6 at 10:55 AM,
day shift Businass Otfice Manager at 12:59 PM,
Maintenance Diractor (all shifts) at 2:00 PM,
Dietary Manager (all shifts) at 2:12 PM, day shift
Administrative Assistant at 2:16 PM, revealed
they had received an in-service on 11/14/14
related to abuse and reporting.

6. Revlew of new hira orientation training for a
new hire {CNA) revealed she was educated on
abuse prohibition and reporting policias.

7. Review of three (3) Personnel Record,
revealed new (CNA) background checks and
abuse registry checks were completed.

8. Review of lhe S5D's education, dated
11/14/14, revealed Resldent Council members
were educated on abuse prohibition and reporting
to the resident council.

9. A Post Survey interview with the current
Adminlstrator, on 12/08/14 at 3:38 PM, ravealed
on 11/06/14 she assumed the position of facllity
Administrator. She stated she was trainad by tha
facility owner on 11/06/14 and by the
Ombudsman on 10/14/14 related to abuse
prohibition and the facility's policies on report
abusa. She revealed if thera was an allegation of
abuse, she ar her dasignee would: idantify the
slleged perpatrator and suspend immediately
and remove from he facility pending the
investigation. She stated the resident (if
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interviewable) would provide a statement of the
allegation. She revealsd if the allegation Is
physical in nature, she would ensure a skin
assessment of the resideni(s} has been
conducted lo identify any signs of physical or
psychasacial injury and the resident(s) family/
responsible parly and physician would be notified
immedialely. She stated within twenty-four (24)
hours, she would notify the appropriate autherities
{Office of Inspector General, Adult Protective
Services/Centralized Intake, Ombudsman and
Law Enfarcement {if required.) She would review
and assess any pracipitaling events or risks that
may have contributed 1o the allegalion and report
1o the Leadership Team during maming meeling.
A conclusion will be reached within five (5) days
and appropriate action taken based on the
findings of the investigation which would be
reparted to the Office of Inspeclor General, Adult
Protective Services, Ombudsman and resident(s)
physician, She stated all evidence of the above
actions will be documented in the abuse log and
she would review the abuse log for appropriate
completion and follow up as required.
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