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An Abbreviated/Partial Extended Survey

. investigating KY00022603 and KYQ0022608 was

“initiated on 12/22/14 and concluded on 12/31/14.
KY00022608 was unsubstantiated with no
deficiencies. KY00022603 was subsianiiated
with deficiencies cited. Immediate Jeopardy was
identified on 12/24/14 and determined to exist on
12/13/14 in the areas of 42 CFR 483.10 Resident

. Rights, F157, 42 CFR 483.13 Resident Behavior
and Facility Practice F223, F225 and F226, and -
42 CFR 483.20 Resident Assessment F280, all at -
a Scope and Severity (S/8) of a "J". Substandard
Quality of Care was identified at 42 CFR 483.13
Resident Behavior and Facility Practice, F223,
F225 and F226. The facility was notified of the

“immediate Jeopardy on 12/24/14.

Interview and record review revealed Resident #1
had a history of exhibiting sexual behaviors
towards residents and staff, including touching
female breasts and buttocks. On 12/13/14 at
11:15 AM Housekeeper #1 and Housekeeper #2
- witnessed Resident #1 touching Resident #2 on
his/her thigh between the legs. The
housekeepers informed State Reqgistered Nurse
Aide {SRNA) #1, who separated the residents
and informed Registered Nurse {(RN)
#4/\Weekend Supervisor of the observed incident.
RN #4 instructed RN #3/Charge Nurse {o have |
Housekeeper #1 and Housekeeper #2 provide
written witness statements. Aithough Resident
#1 and Resident #2 were separated, no physical
assessment was completed for Resident #2,
there was no documented evidence the facility
implemented increased supervision of Resident
#1. and, information concerning the incident was
. not passed on to subsequent shifts, verbally or in

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk () denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 30 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available o the facility. f deficiencies are clted, an approved pian of cotrection is requisite to continued

program participation.
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writing o protect the residents.

On 12/14/14 RN #1 heard Resident #2 taiking
about being touched. As RN #1 had not received
any report of the incident on 12/13/14, she

. assumed Resident #2 was speaking about

" something that happened in the past. RN #1
failed to report the concerns voiced by Resident
#2. On12/15/14, Resident #1 touched Resident
#2 again. Resident #2 yelled out, pointed a finger :

- at Resident #1, and stated Resident #1 had
touched his/her breast and was "naughty” for
doing so.

~An acceptable credible Allegation of Compitance
- (AQC) was received on 12/29/14. Based on the
validation of the AQC, the State Survey Agency
determined the deficient practice was corrected
on 12/20/14 prior to the initiation of the
- investigation; therefore, it was determined to be
Past Immediate Jeopardy. :
F 157 48310{b){11} NOTIFY OF CHANGES F 157
s8=J  {INJURY/DECLINE/ROOM, ETC) f

- A facility must immediately inferm the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident invoiving the resident which resulis in

Linjury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (le., a
deterioration in health, mental, or psychosocial

. status in either fife threatening conditions or

- clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, of to commence a new form of
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treatment), or a decision fo transfer or gischarge
the resident from the facility as specified in
F§483.12(a).

The facility must also promptly notify the resident

and, if known, the resident's legal representative
“or interested family member when there is a

change in room or roommate assignment as

specified in §483.15(e)(2); or a change in

resident rights under Federal or State law or

regulations as specified in paragraph (b){(1) of
 this section.

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

This REQUIREMENT is not met as evidenced
by

. Based on interview, record review and review of
the facitity's policy and incident reports, it was
determined the facility failed to have an effective
system in place to ensure residents' Physicians

. and Responsible Parties were notified of an

“alleged sexual abuse incident for two (2) of five

#2). (Refer to F223)

: Interview and record review revealed Resident #1
had a history of exhibiting sexual behaviors
towards residents and staff, including touching
female breasts and buttocks.

- On 12/13/14 at 11:15 AM Housekeeper #1 and
Resident #2 on his/her thigh between the legs.

The housekeepers informed State Registerad
 Nurse Aide (SRNA) #1, who separated the

(5) sampled residents (Resident #1 and Resident

Housekeeper #2 witnessed Resident #1 touching

. Past noncompliance: no plan of
. correction required.
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. residents and informed Registered Nurse {RN)
#4/\Weekend Supervisor of the observed incident,
RN #4 instructed RN #3/Charge Nurse to have
Housekeeper #1 and Housekeeper #2 provide

- written witness statements. Although Resident
#1 and Resident #2 were separated, no physical
assessment was completed for Resident #2;
ihere was no documented evidence the facility

“implemented increased supervision of Resident
#1; and, information concerning the incident was

writing to protect the residents.
On 12/14114 RN #1 heard Resident #2 talking

any report of the incident on 12/13/14, she

“assumed Resident #2 was speaking about
something that happened in the past. RN #1
failed to report the cancerns voiced by Resident
#2. On 12/15/14, Resident #1 touched Resident

‘#2 again. Resident #2 yelied out, pointed a finger
at Resident #1, and stated Resident #1 had
touched his/her breast and was "naughty” for

- doing so.

Furthermare, even though nursing staff were
notified of the alleged abuse on 12/13/14 and
overheard Resident #2 discussing being touched

: by a male resident on 12/14/14, they failed to
ensure Resident #1's and Resident #2's
Physician and Responsible Parties were notified
of this information.

ensure residents’ Physicians and responsible
parties were notified of potential sexual abuse,
: was likely to cause risk for serious injury, harm,
impairment or death. Immediate Jecopardy was
identified on 12/24/14 and was determined to

not passed on to subsequent shifts, verbally orin -

about being touched. As RN #1 had not received 5

The facility's failure to have an effective system to

157
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18) Review of the QA minutes for the weekly
: meetings dated 12/15/14, 12/19/14 and 12/24/14
revealed the Plan of Action for the cited
deficiencies was discussed each fime. Any
: changes to the QA Plan of Action were fo be in
bold print. No changes were made during these
weekly meetings. Interview with the
- Administrator, on 12/31/14 at 10:20 AM, reveaied
“if any changes were determined to be necessary, |
they wouid be reviewed by the entire QA ieam
. and communicated fo facility staff. Continued
" interview with the Adminisirator revealed the QA
weekly committee meetings consisted of all
Department MHeads, Unit Managers, Chaplain,
: Medical Director, Social Worker, Dietitian,
Administrator and DON.
F 225 483.13(c)(1)(i)-(iit), {c)2) - (4) F225
$8=J ! INVESTIGATE/REPORT f 3
ALLEGATIONS/INDIVIDUALS

+ The facility must not employ individuals who have |

" been found guilty of abusing, neglecting, or
mistreating residents by a court of law: or have

. had a finding entered into the State nurse aide -

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

- court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry

. or licensing authorities.

The facility must ensure that all alleged violations
_iInvolving mistreatment, neglect, or abuse,
tincluding injuries of unknown source and

misappropriation of resident property are reported

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

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

_ prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
- to the administrator or his designated
representative and o other officials in accordance
with State lfaw {including to the State survey and
. certification agency) within 5 working days of the
“incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by
Based on interview, record review, and review of
facility policy and incident report, it was :
. determined the facility failed to have an effective
- system to ensure all allegations of abuse were
reported immediately and investigated thoroughly
_for one (1) of five (5) sampled residents {Resident .
- #2). (Refer to F223)

Interview and record review revealed Resident #1
. had a history of exhibiting sexual behaviors
- towards residents and staff, including touching
female breasts and buttocks. On 12/13/14 at
11:15 AM Housekeeper #1 and Housekeeper #2
: witnessed Resident #1 touching Resident #2 on
his/her thigh between the legs. The
housekeepers informed State Registered Nurse
_Aide (SRNA) #1, who separated the residents
- and informed Registered Nurse (RN}
#4/\Weekend Supervisor of the observed incident. :

F 225

Past noncompliance: no plan of
correction reguired.
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RN #4 instructed RN #3/Charge Nurse to have
Housekeeper #1 and Housekeeper #2 provide
written witness statements. Although Resident

- #1 and Resident #2 were separated, no physical
assessment was completed for Resident #2;
there was no documented evidence the facility

. implemented increased supervision of Resident

#1; and, information concerning the incident was

_writing to protect the residents.

On 12/14/14 RN #1 heard Resident #2 talking
about being touched. As RN #1 had not received
- any report of the incident on 12/13/14, she
assumed Resident #2 was speaking about
something that happened in the past. RN #1
| failed to report the concerns voiced by Resident
“#2. On 1211514, Resident #1 touched Resident

- at Resident #1, and stated Resident #1 had
- touched his/her breast and was "naughty” for
doing so.

- The facility's failure to ensure an allegation of
abuse on 12/13/14 was reported and thoroughily
investigated was likely to cause serious injury,

- was identified on 12/23/14, and was determined
to exist on 12/13/14. The facility was notified of
the Immediate Jeopardy on 12/24/14.

An acceptable credible Allegation of Compliance
(AOC) was received on 12/29/14. Based on the
. validation of the AOC, the State Survey Agency
" determined the deficient practice was corrected
on 12/20/14 pricr to the initiation of the
investigation; therefore, it was determined to be
¢ Past immediate Jeopardy.

not passed on to subsequent shifts, verbally or in

#2 again. Resident #2 yelled out, pointed a finger :

- harm, impairment or death. Immediate Jeopardy ;
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The findings include:

: Review of the facitity's policy titled "Abuse,
Neglect and Misappropriation”, effective date

- reported immediately to the Charge Nurse, who
was to report immediately to the Administrator or
Director of Nursing and/or the Abuse Coordinator.

: In addition, if the DON or Administrator were not
present at the facility, they were to be contacted
by phone. Further review of the policy revealed

. all altegations of abuse were to be investigated.

- revealed all accidents or incidents involving
residents occurring on the premises were to be
investigated and reported to the Administrator.

. Continued review revealed the Nurse Supervisor,
Charge Nurse, Department Director or Superwsor
was to promplly initiate and decument an

| investigation of the incident or accident on the

of the policy reveaied the completed form was to
. be submitted to the Director of Nursing Services

and the DNS was responsible to ensure the
~Administrator received a copy of the Report of
: Incident/Accident form for each occurrence.

Interview with Housekeeper #1, on 12/24/14 at
- 12:15 PM, and Housekeeper #2, on 12/24/14 at
- 3:31 PM, revealed they were in the hall at 11:15
AM on 12/13/14, and saw Resident #1 touch
_Resident #2 between the legs. They informed
' SRNA#1, and provided a written statement for
RN #3.

| Interview with SRNA #1, on 12/23/14 at 3:30 PM,

04/2013, revealed allegations of abuse were to be |

Review of the facility's policy titled "Accidernts and
Incidents-Investigating and Reporting", not dated, -

Report of Incident/Accident form. Further review _

“{DNS) within 24 hours of the incident or accident,
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- Housekeepers #1 and #2 reported to her they
saw Resident #1 touch Resident #2 on the inner

- housekeepers' observation. She further stated
she was not asked for a formal statement until
12/16/14, three (3) days after the incident.

‘ Telephane interview with RN #4, on 12/24/14 at
2:50 PM, revealed Housekeepers #1 and #2
witnessed Resident #2 touch Resident #1

: between the legs. He asked RN #3 to take a
written statement from the housekeepers related

. he placed the written statements on the Unit
“Manager's desk. Continued interview revealed
RN #4 expected RN #3 would notify the DON

“immediately.

: Telephone interview with RN #3, on 12/24/14 at

- and #2 reported Resident #1 touched Resident
- #2 between the thighs. She stated she ook the

to RN #4. Continued interview revealed she
- thought RN #4, whe was the Supervisor, weulid

Charge Nurse for the unit where the incident
occurred, but did not realize as Charge Nurse she
- should have contacted the DON immediately.

Interview with RN #1, on 12/23/14 at 2:57 PM,
- revealed she overhead Residen! #2 having a

heard Resident #2 say Resident #1 "touched"
him/her. RN #1 stated she assumed Resident
| #2 was speaking of something from the past, as
the resident had a history of speaking of past
events. Per interview, RN #1 did not report the

revealed on 12/13/14 at approximately 11:15 AM, _

thigh area. She stated she informed RN #4 of the

to what they had witnessed. RN #4 further stated |

3:00 PM, revealed on 12/13/14 Housekeepers #1
housekeepers' written statemenis and gave them 5

" contact the DON. She further stated she was the

' conversation with his/her family on 12/44/14, and

F 225
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ailegation.

" Review of the Nurses Notes for Resident #2, for
the dates of 12/13/14 and 12/14/14, revealed no
documentation of the resident's allegation of

“abuse. In addition, there was no documented
evidence of an assessment or interview, or any
investigation being initiated.

Review of the Incident Report, dated 12/15/14 at

8.00 AM, revealed Resident #2 alleged Resident

#1 touched him/her on the breast white sitting in
" the lobby of the Cherry Blossom Unit.

Review of the State Survey Agency Intake Form

the allegation of ahuse on 12/15/14. Continued
review reveated the facility sent additional

- information on 12/16/14 which indicated there

' had been another incident on 12/13/14, when
Resident #1 "touched" Resident #2. Continued

- final reports by the facility, revealed no
documented evidence of any investigation of the
incident on 12/13/14 prior to the allegation of
abuse made on 12/15/14.

revealed she was not aware of the incident on
: 12713714 until after the incident on 12/15/14 was
“reported. She stated it was her expectation that
staff foliow the facility's Abuse Policy and
_immediately report any allegation of abuse, or
- signs and symptoms of abuse, to the Charge
Nurse. She further stated she expected the

i the Administrator so an investigation couid be
inftiated.

- revealed the facility submitted their initial report of

review of the Intake Form, including the initial and :

Interview with the DON, on 12/31/14 at 10:10 AM,

allegation be immediately reported to the DON or
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A post-survey interview with the Administrator on
01/15/15 at 11:25 AM, revealed the facility’s policy |
regarding allegations of abuse was for staff to :

“report the alleged abuse to their Charge Nurse.

Per interview, the Charge Nurse was to call the
DON, Administrator, Abuse Coordinator and

: Social Services (8S). The Administrator stated

after the incident on 12/13/14 was reported to the _
Charge Nurse and she informed the Weekend |

_ Supervisor, one (1) of them should have foilowed
*the policy and notified her, the DON, Abuse

Coordinator and SS. According to the
Administrator, the Charge Nurse did not fully

f inform the Weekend Supervisor of what had

occurred, but she would have expected him to
have gotten the specifics. She stated if the

. appropriate reports and documentation had been
“completed, "some type of follow up could have |

been done”. She further stated it was possibie
had she been notified on 12/13/14, the incident

- on 12/15/14 "might not have occurred”. The

Administrator stated the facility determined their
system had failed on 12/13/14, when the Charge

: Nurse reported the incident to the Weekend
" Supervisor but did not follow up.

The facility provided an acceptable credible

- Aliegation of Compliance (AOC) on 12/29/14,

which alleged removal of the IJ effective
12/20/14. Review of the AQOC revealed the facility

- implemented the following corrective actions:

1} The allegation of resident to resident

_inappropriate touching on 12/13/14, was reported .
 to the State Survey Agency, the Physician and the -

Power of Attorney (POA) for both residents on
12/16/14. Athorough investigation was initiated
on 12/15/14 and concluded on 12/19/14 by the
Administrator, the DON and Social Services. A
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- five {(5) day report was sent to the State Survey

Agency and Aduit Protective Services on
12/116/14. The Comprehensive Care Plans for

- Residents #1 and #2 were updated with _
" appropriate interventions to meet each resident's

care needs on 12/15/14 by the DON, Nursing
Supervisors, or MDS Coordinater. Resident #2

- was assessed on 12/15/14 by the Charge Nurse
with no concerns noted. One to one (1:1)

education was provided to RN #4 and RN #3 by
the Administrater and the Regional Nurse

* Consultant by 12/19/14. Resident #1 was placed

on 1:1 observation when out of bed and every
fifteen (15) minute checks while in bed and a

: consult for psychiatric services was initiated.
" Social Services was consuited for follow-up with

Resident #2 for psychosocial support and to

identify any concerns for Resident #2.

; 2) All residents were assessed for any signs and

symptoms of abuse/neglect. Residents with a
BIMS score >8 were interviewed by the Social

. Services Director, Chaplain, Registered Dietitian,

Human Resources, Environmentat Director, Unit
Managers, Nursing Supervisors, Admissions
personnel, Restorative Nurse, Physician’s nurses

- or the Administrator for any abuse/negiect

concerns on 12/15/14. Residents with a BIMS :
score <8 were physically assessed by the nursing !
supervisors for any signs and symptoms of

‘abuse/neglect. Abusefnegiect audits,

assessments, interviews and questionnaires were |
reviewed by the Administrator or the Regional

. Nurse Consultant (RNC) on 12/16/14 for any
" indications of abuse/neglect. No concerns were

identified.

1 3) All resident charts were reviewed for any status

changes in the past thirty (30} days by the DON,

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

Event ID: 70HR 1

Facility 1D: 100074

If continuation sheet Page 53 of 108

A4 15 o



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

PRINTED: 01/16/2015

FORM APPROVED

OMB NO. (0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185146

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3} DATE SURVEY
COMPLETED

C
12/31/2014

NAME OF PROVIDER OR SUPPLIER

FOUNTAIN CIRCLE CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 GLENWAY ROAD
WINCHESTER, KY 40391

X4) 1D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG . REGULATORY ORLSC IDENTIFYING INFORMATION)

in PROVIDER'S PLAN OF CORRECTION

iX5)

PREFIX {EACH CORRECTIVE ACTION SHOULD BE : COPvEPLéTiON
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 225 Continued From page 53

Nursing Supervisars, Unit Manager, Staff

. Development Coordinator {(SDC), MDS staff,
Medical Records personnel,
Marketing/Admissions personnel, Social Service
Director (SSD) or the RNC by 12/17/14 to ensure

- Physician and POA notifications were made and
care plans were updated appropriately to reflect
current resident care needs. No issues were
identified.

4} Re-education on implementation of the Abuse
Policy was provided by the Regional Nurse

. Consuitant on 12/15/14 and 12/16/14 for the

* Administrator, DON, Nursing Supervisors, MDS
Coordinator, SDC, Director of Dining Services,
Business Office Manager, Social Services

: Director, Centrat Supply, Chaplain,

' Marketing/Admissions, Recreational Staff
Manager, Medical Records, Human Resources,

~and designated charge nurses. Educational

- topics included: performing a thorough

“investigation; immediate reporting; updating the
care plans according to facility policy; review of
the policy related to accidents and incidents:

 review of the 24 Hour Report Policy; and
notification of Physicians and family. The training
was face-to-face to facilitate discussion.
Examples of reportable incidents were discussed

‘ and a written post-test was administered. Those |
educated could not return to work until 100%
score on the post-test was achieved.

- 5) After re-education by the RNC, the
Administrator, DON, Nursing Supervisors, MDS
Coordinator, SDC, Director of Dining Services,
Business Office Manager, SSD, Central Supply,

: Chaplain, Marketing/Admissions personnel,
Recreational Services Manager, Medical Recaords
personnel, and designated Charge Nurses were

F 225
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assigned to re-educate all staff. This education
was initiated on 12/15/14 and completed on

12119114, Any staff who were on leave or had not
s compieted the education by 12/19/14 was senta -

certified letter informing them they could not
return to work until they received the training.

. Each staff member was required to score 100%

on the written post-test prior to returning to work.
In addition, all newly-hired staff will be required to
complete abuse training and score 100% on the

: post-test before beginning their job duties.

6} Beginning 12/15/14, post-tests will be
administered to ten {10) different staff daily, to

tinclude all shifts. Two {2) different tests will be

utilized on alternating days to ensure ongoing
retention and understanding of the provided

. abuse education. The tests will be administered
. by the Administrator, DON, Nursing Supervisors,

MDS Coordinater, SDC, Director of Dining
Services, Business Office Manager, SSD, Cent{al

. Supply, Chaplain, Marketing/Admissions
: personnel, Recreatioral Staff Manager, Medical

Records personnel, Environmental Services
Director or Human Resources staff.

7) Human Resources personnel will audit alf new

employees hired since 10/22/14 for any abuse
concerns. A total of twenty (20) new employees

. were reviewed. Audit results were reviewed by
“ the RNC, Ciinical Compliance Nurse or the Vice

President of Operations on 12/17/14. No
concerns were identified.

5 8) All grievances dated 11/15/14 to 12/15/14, and :

all new grievances beginning on 12/16/15 were
reviewed by the Administrator, DON, Chaplain,

. Nurse Supervisors or Regional Nurse Consultant

to ensure all reportable allegations had been
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identified. Atotal of forty-one (41) grievances
were reviewed.

' 9) Al incident reparts from 11/15/14 to 12/15/14

were reviewed by the DON, Assistant DON, SDC
or RNC on 12/18/14 to identify any concerns of

. suspected neglect. A total of fifty-nine (59)
reports were reviewed and no concerns were

identified.

: 10) Beginning 12/15/14, a nurse from the regional |

team or corporate office will be onsite daity until
the 4 is lifted. The nurses will assist with
investigations, cbservations of staff treatment of

: residents, perform chart audits and provide
“oversight and consuftation.

11) The Administrator, DON, Nursing

 Supervisors and Department Heads will be onsite
“ daily and make walking rounds of the facility.

Five (5) residents with a BIMS score >8 will be
interviewed and five {5) residents with a BIMS

; score <8 wili be physically assessed for abuse
concerns. In addition, staff assigned to the

residents wil be questioned regarding any
behavioral changes exhibited by the residents.

- This will continued until the 1J is iifted. Then,
- three (3) residents with a BIMS score >8 and

three (3} resident with a BIMS score <8 wilf be
interviewed or assessed daily for four (4) weeks.
All results will be reported at the weekly Quality

* Assurance (QA) meeting. At the end of the four

{4} weeks, the QA committee will determine af
what frequency the interviews, assessments and
staff questionnaires need to continue. Any

s conecerns identified will be addressed

immediately, reported to the Administrator and an -
investigation initiated.
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1 12) Beginning 12/16/14 and continuing until the 1J
is lifted, the Administrator, DON, Nursing
Supervisors, MDS Coordinator, SDC, Director of
Dining Services, Business Office Manager, SSD,

- Central Supply, Chaplain, Marketing/Admissions
personnel, Recreational Staff Manager, Medical
Records personnel, or Human Resources will be

- on site daily to complete the Resident Status
Monitaring Form. Completion of the form
requires staff interviews, review of the 24 hour
sheet, observations for decumented behaviors,

“walking rounds with visualization of ail residents,
identification of any reportable incidents and
reporting to the Charge Nurse and Administrator

: for any identified incidents. Also, the DON will

" daily review Physician orders to ensure

- are updated, review the 24 hour sheets for any

charts for any status changes without appropriate
notifications and care plan updates, and initiate

: reporting and investigation of any

" accidents/incidents that are reported. All resulis
will be reported at the weekly QA meeting. After

- what frequency the Resident Status Monitoring
form needs to be completed.

. 13) Beginning 12/15/14, the Administrator, DON,

- and Social Services or a member of the regional
staff will review all resident interviews,
assessments and staff questionnaires daily for

- any concerns, and initiate an investigation as
indicated.

Director will review and discuss all abuse
investigations daily, starting on 12/15/14, to
ensure that the resident is protected, the

appropriate notifications are made and care plans

resident status changes, review ten (10) resident

removal of the |J, the committee will determine at :

. 14) The Administrator, DON, and Social Services |

(X431D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION X5
PREFIX [EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY?Y
F 225 Continued From page 56 F 225

FORM CMS-2567(02-99) Previous Yersions Obsolete

Event 12: TDHR 1Y

Facility ID: 100074 if continuation

sheet Page 57 of 108



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

PRINTED: 01/16/2015
FORM APPROVED
OMB NO. £938-0391

F 225: Continued From page 57

perpetrator is removed from the resident care
area, reporis to the State Survey Agency are filed
timely, and a thorough investigation is completed.

- The Administrator will maintain an abuse
investigation log, and along with regional staff will
review the log daily to ensure the above,

£ 15) In the event of any new report of alleged
abuse, neglect or misappropriation of property,
the regional office will be notified within

- twenty-four (24) hours and again at the

“conclusion of the investigation to ensure a
thorough investigation is completed and reporting
timelines are met.

18) During Care Plan conferences with residents
and famiiies, abuse/neglect concerns will be
discussed. In addition, education related to

| abuse, including reporting, will be provided with
supporting documentation.

- of the facility will be completed by the Special
Proiects Administrator, the Regional Vice
President of Operations, or member of the

. regional staff daily until removai of the 1J, then

- weekly for four (4) weeks, then monthly.

18) Beginning 12/15/14, a QA meeting will be
. held weekly until the [J is removed, then for four
" (4) more weeks, then monthly. During these
meetings, the QA committee will review and

. for plan revisions or re-education needs as

“identified, and determine at what frequency
ongoing audits will need to continue. The
Administrator has the oversight to ensure an

- effective plan is in place to meet resident
well-being as well as an effective plan to identify

17) Beginning 12/15/14, administrative oversight |

evaluate the siated plan, make recommendations :
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facility concerns and implement a plan of

correction to involve all facifity staff.

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

1) Review of the State Agency Intake form

- revealed the initial facility report was received on

12/15/14 with additional information provided on
12/16/14. Continued review revealed the facility
submitted a final repert of their investigation on

L 12/19/14.

Review of two {2) Incident Reports, one for

. Resident #1 and one for Resident #2, revealed
" the Physician and the POA for each resident were

notified by the facility on 12/15/14.

- Review of the Comprehensive Care Plan for

Resident #1 revealed it was updated on 12/15/14
to include the following interventions: 1:1
obiservation of the resident when out of bed, with

- every fifteen {15) minute checks while in bed:

consult to Psychiatric Services; and a medication
review,

' Review of the Comprehensive Care Plan for

Resident #2 revealed revised interventions
included: report changes in moad status to the
Physician; support the resident's strengths and

- coping skills; and encourage expression of

feelings.

Review of the Nurses Note dated 12/15/14 at

1 9:00 AM, revealed Resident #2 was assessed by

the Charge Nurse with no signs of physical
contact, bruising, redness or swelling identified.

Interview with the DON, on 12/24/14 at 4:15 PM,
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revealed RN #4 and RN #3 received 1:1
education on 12/15/14 related to their

~of education records reveated both nurses did
with a 100% passing score,

" Review of the Resident Monitoring Tool for the
dates of 12/15/14 through 12/30/14 revealed
Resident #1 was on 1:1 observation when out of

‘ the bed, and every fifteen (15) minute
observations were made when the resident was
in bed.

' Further review of the Comprehensive Care Plan
for Resident #1 revealed a consult was placed

Review of Social Services notes, dated 12/15/14
through 12/19/14, revealed Residents #1 and #2

i included education related to inappropriate
behaviors and cngeing support for the resident

for mood changes. The Social Worker
: documented no psychosocial concerns were
identified for either resident.

2} Review of the faciiity's AOC binder, which

- contained documents related to the corrective
actions, revealed all residents were assessed for
signs and sympioms of abuse/neglect on
12/18/14. Residents with a BIMS score =8 were

interviewed related to any abuse/neglect
concerns by the Social Services Director,
Chaplain, Registered Dietitian, Unit Managers

- score <8 were physically assessed for any signs
or symptoms of abuse by the Nursing

responsibilities when abuse was alleged. Review !

receive the training and had complieted post-tests

with the facility's contracted Psychiatric Services.

were followed daily. Discussion with Resident #1

and the spouse. Resident #2 was assessed daily

and Nursing Supervisors. Residents with a BIMS
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: Supervisors. A review of the audits,

assessmenis, and interviews utilized revealed not !
identified concerns.

Interview with he Administrator on 12/31/14 at

10:30 AM revealed she reviewed all of the
resident interviews and assessmenis on 12/16/14

. with no concerns identified.

3) A review of chart audit records revealed ail
resident records were reviewed for falls,

. behaviors, accidents, abuse, Physician orders, 24 _

hour reports, and notifications of the Physician,
POA or family for any resident status change by

_ 12/17/14. No concerns were identified.

| 4) Review of training records revealed the

Administrator, DON, Nursing Supervisors, MDS
Coordinator, Staff Development Coordinator,

' Director of Dining Services, Business Office

Manager, 88D, Centrai Supply, Chaplain,
Marketing/Admissions personnel, Recreational

. Staff Manager, Medical Records personnel,
: Human Resources staff, and designated Charge

Nurses were re-educated beginning on 12/15/14
and completed on 12/16/14 by the Regional
Nurse Consultant. Topics covered included the

- Abuse Policy, investigations, care planning,

notification of the Physician and family, and
utilization of the 24 hour report to inform of a

. change in a resident's condition. Further review
- of documentation revealed all completed the post

test with a 100% score.

Interviews with thirteen (13) administrative staff,

“including the Dietary Manager on 12/30/14 at

12:10 PM, the Registered Dietitian on 12/30/14 at
12:00 PM, the Director of Plan Operations on

: 12/30/14 at 3:00 PM, the SSD on 12/30/14 at
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3:15 PM, Social Worker #2 an 12/30/14 at 3:30
PM, Charge Nurse #3 on 12/31/14 at 8:30 AM,

- Charge Nurse #2 on 12/31/14 at 9:15 AM, Unit
Manager #1 on 12/31/14 at 9:15 AM, the DON on
12/31/14 at 10:30 AM, the Administrator on
12/31/14 at 10:45 AM, the SDC on 12/31/14 at

12:40 PM, the Chaplain on 12/31/14 at 1:00 PM
and the Rehabilitation Manager on 12/31/14 at
1:00 PM revealed ali were re-educated on

. performing a thorough investigation, reporting,
updating care plans, the facility policy on
incidents and accidents, the 24 hour report policy
and notifications by the Regional Nurse

- Consultant and completed a post-test.

6) Further review of training records revealed all
| facility staff was re-educated on the facility's
. Abuse Policy, including identification and
reporting, between 12/15/14 and 12/19/14. The
training was provided by the DON, Administrator
i and the SDC.

Interviews with Housekeeper #3 on 12/30/14 at
11:35 AM, Floor Tech #4 on 12/30/14 at 11:45

¢ AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2
on 12/30/14 12:00 PM, Licensed Practical Nurse
(LPN) #2 on 12/30/14 at 12:15 PM, Occupational

- Therapist #1 on 12/30/14 at 12:35 PM, Speech

- Therapist #2 on 12/30/14 at 12:50 PM, Dietary
Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5
on 12/30/14 at 2:55 PM, Housekeeper #6 on

. 12/30/14 at 3:25 PM, Maintenance worker #1 on

- 12/30/14 at 3:35 PM, SRNA#6 on 12/31/14 at
8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

¢ Alde #2 on 12/31/14 at 9:35 AM, SRNA #8 on
12/31/14 at 9:30 AM, SRNA#7 on 12/31/14 at
9:40 AM, SRNA#9 on 12/31/14 at 9:45 AM,

. SRNA#10 on 12/31/14 at 3:55 AM, and the MDS |
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Coordinator on 12/31/14 at 10:10 AM reveated all

_received re-education by the DON, SDC,
Administrator and Charge Nurses on identifying,
reporting and investigating abuse. In addition, all
interviewees stated they were required to

. complete the post-test with 100% accuracy prior

" to returning to work.

Review of the Certified letter revealed it was sent
on 12/19/14 to all PRN (as needed) staff and all
staff on vacation or medical leave. The letter
informed the recipient to contact the DON or the
SDC to compiete mandatory in-services prior to

i their next shift,

6) Review of post-tests dated 12/15/14 -12/30/14
. revealed ten (10) facility staff were receiving
‘ rotating tests daily. Ali completed tests were
scored at 100%.

- Interview with the DON, on 12/31/14 at 10:30 AM,
“revealed she coordinated with the Administrator,

SDC and nursing Unit Managers for continuing
_staff education related to the abuse policy.

interview with the Registered Dietitian, on
12/30/14 at 12:00 PM, revealed the department
. managers were responsible for administering
: abuse quizzes to assigned staff,

Interview with the Dietary Manager, on 12/30/14
. at 12:16 PM, revealed she had an assigned day
“for assessing staff knowledge about abuse.

Interviews with Housekeeper #3 on 12/30/14 at
- 11:35 AM, Floor Tech #4 on 12/30/14 at 11:45
AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2
on 12/30/14 12:00 PM, Licensed practical Nurse
{LPN) #2 on 12/30/14 at 12:15 PM, Occupational
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therapist #1 on 12/30/14 at 12:35 PM, Speech
Therapist #2 on 12/30/14 at 12:50 PM, Dietary

on 12/30/14 at 2:55 PM, Housekeeper #6 on
12/30/14 at 3:25 PM, Maintenance worker #1 on

- 12/30/14 at 3:35 PM, SRNA #6 on 12/31/14 st

- 8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary
Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on

- 12731714 a3t 9:30 AM, SRNA#7 on 12/31/14 &t

9:40 AM, SRNA#9 on 12/31/14 at 9:45 AM,
SRNA#10 on 12/31/14 at 9:55 AM, and the MDS
Coordinator on 12/31/14 at 10:10 AM revealed

week to assess their retention and understanding
of the information provided during the initial
in-service.

7} Areview of the Human Resources audit forms
revealed twenty (20) newly hired staff since

" The audits included a re~-check of the Nurse Aide
Abuse Registry to ensure no staff appeared on

. as reviewed by the RNC on 12/17/14. No
concerns were identified.

8) Review of the AOC binder revealed forty-one

- (41) grievances, dated 11/15/14 to 12/15/14, were
reviewed by the Administrator, DON, Chaplain,
Nurse Supervisors, Regional Nurse Consultant

- Administrator on 12/31/14 at 10:50 AM confirmed
she had reviewed the grievances and that the
grievances were continually reviewed daily from

- 12/16/14 to 12/30/14 to identify any reportable
allegations which were not identified on the initial
review.

¢ Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5 .

: they had received two (2) to three (3) quizzes per :

. 10/22/14 were reviewed for any abuse concerns. |

the Registry. Audit results were signed and dated |

on 12/16/14 with no concerns. Interview with the

F 225
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- 9) Review of AOC binder revealed fifty-nine (59)

incident reports, dated 11/15/14 to 12/15/14, were :
reviewed by the DON, Assistant Director of

. Nursing, Staff Development Coordinator and
" Regional Nurse consultant with no concerns

identified,

- 10} Review of the daily sign off sheets, dated
“12/15/14 -12/31/14 revealed the Regianal Nurse

Consuitant was present daily at the facifity.

. 11} Record review of walking rounds
 documentation, dated 12/15/14 to 12/30/14,

revealed they were completed daily by the
Administrator, DON, Nursing Supervisors, and

- Department Heads. The rounds included a
- physical assessment by the nurse for five {5)
“residents with a BIMS score <8, and interviews

with five {(5) residents with & BIMS score =8,

. concerning how the residents were reated by
| facility staff. In addition, nurses and SRNA's were |

interviewed regarding any changes in resident
behaviors. Review of the QA meeting minutes
revealed all results of resident and staff

interviews, and skin assessments, were
discussed during the weekly QA meetings,

12) Review of the Resident Status Monitoring

. Forms reveaied they were completed daily by the |
* Administrator, DON and Department Heads

during walking rounds. The form included staff
interviews, review of the 24 Hour Report sheet,

observations of residents for documented
" behaviors, and identification of reportable

incidents with evidence of a report to
adminisiration. Continued review reveaied the
DON conducted a follow-up daily to ensure

: Physician orders and ten {10) resident records

were reviewed daily to ensure appropriate
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: notifications and care pian revisions were made.
The audits were reviewed, signed and dated daily
by the Administrator.

* 13) Review of the AOC binder revealed it
contained documented evidence the
Administrator, DON, Social Services and RNC

. reviewed all resident interviews, assessments,
and staff questionnaires daily between 12/15/14
ard 12/31/14, with no identified concemns.

- 14) Review of Abuse Log forms, dated
12015/14-12/31/14, revealed the Administrator, :
DON and Social Service Director reviewed abuse

. gitegations daily to track and trend for any

" additional needed interventions by the QA
commitiee. Al allegations were reviewed to
ensure protection of residents by removal of the

. perpetrator, timeliness of reporting to the State

- Survey Agency, and initiation and completion of
thorough investigations. Interview with the

. Administrator on 12/31/14 at 11:10 AM confirmed

' she would reviewed the abuse investigations and
there were no new abuse zllegations made
during this period.

- 15) Review of the Abuse Log and review of
documented daily walking rounds of the
Administrator, DON and Department Heads, from

1211514 to 12/30/14, revealed no new abuse :

- allegations or incidents suspicious for abuse were
identified.

. 16) Review of the AOC binder and interview with
the DON, on 12/31/14 at 1.00 PM, revealed no
care pian conferences had taken place between
12/16/14 and 12/31/14. The DON stated the

facility's plan for care pian conferences included
discussion with the resident and/or family
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addition, the DON stated during the meetings,
education would be provided related to abuse,
. ©.¢. what abuse is and how to report abuse.

17) Review of the daily tracking form dated
12/16/14-12/30/14 revealed administrative

i oversight was provided by the RNC, onsite daily
throughout the period.

. 18) Review of the QA minutes for the weekly
“meetings dated 12/15/14, 12/19/14 and 12/24/14
revealed the Plan of Action for the cited
deficiencies was discussed each time. Any
i changes to the QA Plan of Action were to be in
bold print. No changes were made during these
weekly meetings. Interview with the
. Administrator, on 12/31/14 at 10:20 AM, revea ed
Hif any changes were determined to be necessary,
they would be reviewed by the entire QA team
and communicated to facility staff. Continued
interview with the Administrator revealed the QA
" weekly committee meetings consisted of all
Department Meads, Unit Managers, Chaplain,
Medical Director, Social Worker, Dietitian,
i Administrator and DON,
F 226  483.13(c) DEVELOP/IMPLMENT
ss=J) ABUSE/NEGLECT, ETC POLICIES

- The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents

. and misappropriation of resident property.

: This REQUIREMENT is not met as evidenced
by:

‘regarding any concerns they had about abuse. In :

F 225

F 226
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Based on interview, record review and review of
faciiity policy it was determined the facility failed

_to impiement its Abuse Policy regarding an
- allegation of resident to resident abuse for two (2) :

of five (5) sampled residents. {Refer to F223 and
F225)

" Interview and record review revealed Resident #1 ;

had a history of exhibiting sexual behaviors
towards residents and staff, including touching

_female breasts and buttocks. On 12/13/14,
* Resident #1 was observed sitting in his/her

wheelchair and touching Resident #2 on the thigh
between his/her legs. Facility staff witnessed the

. alleged abuse and witness statements were given :
‘to the Weekend Supervisor, Registered Nurse

(RN} #4: however the nurse did nat contact the

' Director of Nursing (DON) or the Administrator,
. the Physician or family of either resident, or the

State Survey Agency. In addition, the facility
failed to complete a physical assessment of
Resident #2, provide close supervision of both
residents, or update the Comprehensive Care

- Plans as directed by the Abuse Policy.

Furthermore, the facility did not initiate an
investigation of the incident until another incident

occurred on 12/15/14,

The facility's failure to ensure policy and
procedures related to abuse were implement was

_likely to cause serious injury, harm, impairment or g
‘ death. Immediate Jeopardy was identified on

12/23/14, and was determined to exist on
12/13/14. The facility was notified of the

Immediate Jeopardy on 12/24/14.

An acceptable credible Allegation of Compliance

{AOC) was received on 12/29/14. Based on the

. validation of the AOC, the State Survey Agency

Past noncompiiance: no plan of
~ correction required.
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determined the deficient practice was corrected
on 12/20/14 prior to the initiation of the

i investigation; therefore, it was determined to be
Past Immediate Jeopardy:.

~ The findings include:

Review of facility's policy litled "Abuse, Neglect
and Misappropriation”, dated 04/2013, revealed
all allegations of abuse were to be reported

- immediately to the Charge Nurse, who was
responsible for contacting the DON and/or the
Administrator. Continued review reveated if the

. DON and the Administrator were not in the facility,

" they were to be contacted by phone. Further
review revealed all allegations of abuse were to
be investigated. Review of the section "Resident

: to Resident" revealed the faciiity's response

“would include the foilowing: complete a physical
assessment to determine any potential injuries;
closely supervise the residents, notify the

i Physician and famifies of the residents; and

" update the Care Plans.

Per review of the facility's, "Initial Report” form,

- dated 12/15/14, and an additional "initial Report”
form received by the State Survey Agency on
12/16/14, revealed Resident #1 had touched
Resident #2 on 12/13/14, with no documentation

. as to where he/she touched the resident.
Continued review revealed Resident #1 also
touched Resident #2 on the breast on 12/15/14.

. Interview with State Registered Nursing Assistant

(SRNA) #1, on 12/13/14 at 3:30 PM, revealed
Housekeeper #1 and Housekeeper #2 withessed
Resident #1 place his/her hand between Resident

: #2's legs in the thigh area. SRNA #1 told RN #4,
who was the Weekend Supervisor.
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Interview with RN #4, on 12/24/13 at 2:50 PM,
revealed he was the Supervisor on 12/13/14. He
stated SRNA#1 reported to him Housekeepers
#1 and #2 witnessed Resident #1 touching
Resident #2 between the legs. Me stated he
instructed RN #3 to take written statements from

: both housekeepers related to the incident. RN #4

further revealed all he did was place the written
staterments on the Unit Manager's desk. There
was no documented evidence RN #4 reported the

* alleged abuse incident to the DON or

Administrator, and no documented evidence an
investigation was initiated per the facility's policy.

Interview on 12/24/14 at 3:00 PM by phone with

RN #3 revealed Resident #1 had touched
Resident #2 between the thighs on 12/13/14.

. She stated Housekeepers #1 and #2 withessed
: the incident, and she took their written

statements. She further revealed she handed the
Housekeepers witness statements to RN #4, who

. she expected would contact the DON. She
Hurther stated she did not understand she was

considered a Charge Nurse and was also
responsibie for ensuring the allegation was

. reported and an investigation initiated.

"Review of the clinical record for Resident #2

revealed no documented evidence a physical
assessment was completed, or the Physician or

- family were notified, as per the Abuse Policy.

Review of the clinical record and the
Comprehensive Care Plan for Resident #1

: revealed no documented evidence of increased

supervision, or contact of the Physician or family. :

. Review of Resident #1's Nurse's Note, dated
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. 1211514 at 7:10 AM, revealed RN #1
documented a "late entry” note for 12/14/14 at

3:10 PM. which stated SRNA's "on duty who
worked day shift the previous day (Saturday
12/13/14)" informed RN #1, Resident #1 had
"behaviors” on "Saturday", 12/13/14. Further
review of the "{ate entry” note revealed the
SRNAs also reported "housekeepers who

‘ witnessed" Resident #1's behaviors on 12/13/14,

had "filled out statements”, however, KN #1 was
unable to locate them. Continued review
revealed no documented evidence the DON or

' Administrator were notified on 12/14/14 when RN

#1 was made aware of an abuse allegation per
the facility's policy.

- Review of the State Survey Agency Intake Form
revealed the facility submitted their initial report of |

the aliegation of abuse on 12/15/14. Continued

{ review revealed the facility sent additional
" information on 12/16/14 which indicated there

had been another incident on 12/13/14, when
Resident #1 "touched” Resident #2. Continued

| review of the Intake Form, including the initial and
final reports by the facility, revealed no

documented evidence of any investigation of the
incident on 12/13/14 prior o the allegation of

i abuse made on 12/15/14,
" Interview with the DON, on 12/31/14 at 10:10 AM,

revealed it was her expectations for staff to follow
the faciiity's Abuse Policy and report immediately

: any allegation of abuse, or signs or symptoms of
" abuse to their Charge Nurse. She further

revealed it was her expectation that the Charge
Nurse or Unit Manager immediately report the

- allegation to the DON or Administrator and initiate :
" an investigation.

A post-survey interview with the Administrator, on ;
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- 01/15/15 at 11:25 AM, revealed after the incident
on 12/13/14 was reported to the Charge Nurse
and she informed the Weekend Supervisor, one

(1) of them should have notified her, the DON,
Abuse Coordinator and Social Services, as
directed by the facility's Abuse Policy. She stated .
if staff had followed the Abuse Palicy, an

: investigation could have been initiated

immediately, and a report to the State Survey
Agency made in a timely manner. She further
stated it was possible, had she been notified of

: the allegation on 12/13/14, the incident on
12/15/14 "might not have occurred”.

. The facility provided an acceptable credibie

* Alfegation of Compliance (AOC) on 12/29/14,
which alteged removal of the IJ effective
12/20/14. Review of the AQC revealed the facmty

. implemented the following corrective actions:

1} The allegation of resident to resident
inappropriate touching on 12/13/14, was reportad

- 1o the State Survey Agency, the Physician and the

' Power of Attorney (POA) for both residents on
12/16/14. Athorough investigation was initiated
on 12/15/14 and concluded on 12/19/14 by the

- Administrator, the DON and Sociaf Services. A
five (5) day report was sent to the State Survey
Agency and Adult Protective Services on
12/19/14. The Comprehensive Care Plans for

Residents #1 and #2 were updated with :

" appropriate interventions fo meet each resident’s
care needs on 12/15/14 by the DON, Nursing
Supervisors, or MDS Coordinator. Resident #2

- was assessed on 12/15/14 by the Charge Nurse

~ with no concerns noted. One to one (1:1)
education was provided to RN #4 and RN #3 by
the Administrator and the Regional Nurse

. Consultant by 12/19/14. Resident #1 was p§aced
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. on 1:1 observation when out of bed and every
fifteen (15} minute checks while in bed and a
consult for psychiatric services was initiated.
Social Services was consuited for follow-up with
Resident #2 for psychosocial support and to
“identify any concerns for Resident #2.

23 All residents were assessed for any signs and
symptoms of abuse/neglect. Residents with a

: BIMS scere =8 were interviewead by the Social
Services Director, Chaplain, Registered Dietitian,
Human Resources, Environmental Director, Unit
Managers, Nursing Supervisors, Admissions

~or the Administrator for any abuse/negiect
concerns en 12/15/14. Residents with a BIMS

- supervisors for any signs and symptoms of
abuse/neglect. Abuse/neglect audits,

reviewed by the Administrator or the Regional
Nurse Consuiltant (RNC) on 12/16/14 for any

‘ indications of abuse/neglect. No concerns were
identified.

: changes in the past thirty (30) days by the DON,
Nursing Supervisors, Unit Manager, Staff
Development Coordinator (SDC), MDS staff,
Medical Records personnel,

: Marketing/Admissions personnel, Social Service

Physictan and POA notifications were made and
care plans were updated appropriately to reflect
current resident care needs. No issues were

* identified.

4} Re-education on implementation of the Abuse
Policy was provided by the Regional Nurse

: personnel, Restorative Nurse, Physician's nurses -
score <8 were physically assessed by the nursing |
assessments, interviews and questionnaires were

3) All resident charts were reviewed for any status

+ Director (SSD) or the RNC by 12/17/14 to ensure

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185146 B WING 12/31/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S$TATE, ZIP CODE
FOUNTAIN CIRCLE CARE & REHABILITATION CENTER 200 GLENWAY ROAD
WINCHESTER, KY 40391
(X430 SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 226 Continued From page 72 F 226,

FORM CMS-2567{02-99) Previous Versions Obsolete

Event 1D: 7TDHR 11

Facility iD: 100074

If continuation sheet Page 73 of 108



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

PRINTED: 01/16/2015
FORM APPROVED
OMB NO. 0938-0391

F 228 . Continued From page 73

Consultant on 12/15/14 and 12/16/14 for the
Administrator, DON, Nursing Supervisors, MDS
Coordinator, SDC, Director of Dining Services,

- Business Office Manager, Social Services
Director, Central Supply, Chaplain,
Marketing/Admissions, Recreational Staff
Manager, Medical Records, Human Resources,
and designated charge nurses. Educational
topics included: performing a thorough
investigation; immediate reporting; updating the

. care plans according to facility policy; review of
the policy related to accidents and incidents;
review of the 24 Hour Report Policy; and
notification of Physicians and family. The training :

- was face-to-face to facilitate discussion.

“ Examples of reportabie incidents were discussed
and a written post-test was administered. Those |
educated could not return to work until 1060%

. score on the post-lest was achieved.

5) After re-education by the RNC, the
Administrator, DON, Nursing Supervisors, MDS

- Coordinator, SDC, Director of Dining Services,

' Business Office Manager, SSD, Central Supply,
Chaplain, Marketing/Admissions personnel, :
Recreational Services Manager, Medical Records

_personnel, and designated Charge Nurses were

- assigned to re-educate all staff. This education
was initiated on 12/15/14 and completed on _
12119114, Any staff who were on leave or had not
completed the education by 12/19/14 was sent a

- certified ietter informing them they could not
return to work until they received the fraining.

Each staff member was required to score 100%
on the written post-test prior to returning to work.

- In addition, all newiy-hired staff will be reqguired to
compiete abuse training and score 100% on the
post-test before beginning their job duties.
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6) Beginning 12/15/14, post-tests will be
administered to ten {10) different staff daily, to

“include all shifts. Two (2) different tests will be
utilized on alternating days to ensure ongoing
retention and understanding of the provided
abuse education. The tests will be administered

. by the Administrator, DON, Nursing Supervisors,
MDS Coordinator, SDC, Director of Dining

Supply, Chaplain, Marketing/Admissions
: personned, Recreational Staff Manager, Medical
" Recerds personnel, Environmental Services
Director or Human Resources staff.

“employees hired since 10/22/14 for any abuse
concerns. A total of twenty (20) new employees

“were reviewed. Audit results were reviewed by
the RNC, Clinical Compliance Nurse or the Vice

. President of Operations on 12/17/14. No
concerns were identified.

8) All grievances dated 11/15/14 to 12/15/14, and
: all new grievances beginning on 12/16/15 were
" reviewed by the Administrator, DON, Chaplain,

to ensure all reportable aliegations had been
. identified. A total of forty-one (41) grievances
cwere reviewed.

9} All incident reports from 11/15/14 to 12/15/14
were reviewed by the DON, Assistant DON, SDC
for RNC on 12/16/14 to identify any concerns of
suspected neglect. A total of fifty-nine (59)
reports were reviewed and no concerns were
identified.

Services, Business Office Manager, SSD, Central

7) Human Resources personnel will audgit all new :

Nurse Supervisors or Regional Nurse Consuitant
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5 10} Beginning 12/15/14, a nurse from the regional

team or corporate office will be onsite daily until
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the 1J is fifted. The nurses will assist with
investigations, observations of staff treatment of
residents, perform chart audits and provide

- oversight and consultation.

11) The Administrator, DON, Nursing

daily and make walking rounds of the facility.

- Five (5) residents with a BIMS score >8 will be
interviewed and five (5) residents with a BIMS
score <8 will be physically assessed for abuse
concerns. In addition, staff assigned to the

. residents will be guestioned regarding any

: behavioral changes exhibited by the residents.
This will continued until the IJ is lifted. Then,
three (3} residents with a BIMS score >8 and
three (3) resident with a BIMS score <8 will be

! interviewed or assessed daily for four {4) weeks.
Al resuits will be reported at the weekly Quality
Assurance (QA) meeting. Al the end of the four
(4) weeks, the QA committee will determine at

_what frequency the interviews, assessments and

. staff questionnaires need to continue. Any

concerns identified will be addressed

investigation initiated.

: 12) Beginning 12/16/14 and continuing until the |J
is lifted, the Administrator, DON, Nursing
Supervisors, MDS Coordinator, SDC, Director of
Dining Services, Business Office Manager, 88D,
Central Supply, Chapiain, Marketing/Admissions

¢ personnel, Recreational Staff Manager, Medical
Records personnel, or Human Resources will be
on site daily to complete the Resident Status
Monitoring Form. Completion of the form
requires staff interviews, review of the 24 hour

- sheet, observations for documented behaviors,
walking rounds with visualization of afl residents,

Supervisors and Depariment Heads will be onsi ite

immediately, reported to the Administrator and an '
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identification of any reportable incidents and
reporting to the Charge Nurse and Administrator
for any identified incidents. Also, the DON will
daily review Physician orders to ensure

are updated, review the 24 hour sheets for any

notifications and care plan updates, and initiate

reporting and investigation of any

accidents/incidents that are reported. All results
“will be reported at the weekly QA meeting. After

what frequency the Resident Status Monitoring
. form needs te be completed.

13} Beginning 12/15/14, the Administrator, DON,
and Social Services or a member of the regional

: staff will review all resident interviews,
assessments and staff questionnaires daily for
any concerns, and initiate an investigation as
indicated.

Director wilt review and discuss all abuse
_investigations daily, starting on 12/15/14, to
- ensure that the resident is protected, the
perpetrator is removed from the resident care
area, reports to the State Survey Agency are filed

' The Administrator will maintain an abuse
review the log daily to ensure the above.

* 15} In the event of any new report of alleged
abuse, neglect or misappropriation of property,
the regional office will be notified within

. twenty-four (24) hours and again at the
conclusion of the investigation to ensure a

" appropriate notifications are made and care pians

resident status changes, review ten (10) resident :
: charts for any status changes without appropriate

removal of the IJ, the committee will determine at :

14) The Administrator, DON, and Social Services |

 timely, and a thorough investigation is completed. _

investigation log, and along with regional staff will '
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thorough investigation is completed and reporting
: timelines are met.

16) During Care Plan conferences with residents
and families, abuse/neglect concerns will be

: discussed. In addition, education related to
abuse, including reporting, will be provided with
supporting documentation.

of the facility will be completed by the Special
Projects Administrator, the Regional Vice
_President of Operations, or member of the
- regional staff daily until removal of the 1J, then
weekly for four (4) weeks, then monthly.

. 18) Beginning 12/15/14, a QA meeting will be

- held weekly untit the 1J is removed, then for four
(4) more weeks, then monthly. During these
meetings, the QA commitiee will review and

_evaluate the stated plan, make recommendations

for plan revisions or re-education needs as
identified, and determine at what frequency
ongoing audits will need to continue. The
Administrator has the oversight to ensure an

- effective plan is in place o meet resident
well-peing as well as an effective plan to identify
facility concerns and implement a plan of
correction to involve all facility staff.

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

. 1) Review of the State Agency Intake form
“revealed the initiat facility report was received on
12/15/14 with additional information provided on
12/16/14. Continued review revealed the facility
- submitted a final report of their investigation on
“12/19/14,

:17) Beginning 12/15/14, administrative oversight
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Review of two (2) Incident Reports, one for

: Resident #1 and one for Resident #2, revealed

the Physician and the POA for each resident were :
notified by the faciity on 12/15/14.

' Review of the Comprehensive Care Plan for

Resident #1 reveaied it was updated on 12/15/14 :
to include the following interventions: 1:1

. observation of the resident when out of bed, with
" every fifteen (15) minute checks while in bed:

consult to Psychiatric Services; and a medication
review.

Review of the Comprehensive Care Plan for

Resident #2 revealed revised interventions

- included: report changes in mood status to the
| Physician; support the resident’s strengths and

coping skills; and encourage expression of
feslings.

Review of the Nurses Note dated 12/15/14 at

9.00 AM, revealed Resident #2 was assessed by :
the Charge Nurse with no signs of physical

; contact, bruising, redness or swelling identified.

interview with the DON, on 12/24/14 at 4:15 PM,
revealed RN #4 and RN #3 received 1:1

- education on 12/15/14 related to their -
‘ responsibilities when abuse was alleged. Rewew

of education records revealed both nurses did
receive the training and had completed post-tests

- with a 100% passing score.

Review of the Resident Monitoring Too! for the
dates of 12/15/14 through 12/30/14 revealed

. Resident #1 was on 1:1 observation when out of
the bed. and every fifteen {15) minute

observations were made when the resident was
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in bed.

Further review of the Comprehensive Care Plan

for Resident #1 revealed a consult was placed

with the facility's contracted Psychiatric Services.

Review of Social Services notes, dated 12/15/14
through 12/19/14, revealed Residenis #1 and #2

: were followed daily. Discussion with Resident #1

included education related to inappropriate
behaviors and ongoing support for the resident

and the spouse. Resident #2 was assessed daily
- for mood changes. The Social Worker :

documented no psychosocial concerns were
identified for either resident.

' 2) Review of the facility's AOC binder, which

contained documents retated to the corrective

actions, revealed all residents were assessed for |
- signs and symptoms of abuse/negiect on :
©12/15/14. Residents with a BIMS score =8 were

interviewed related {0 any abuse/neglect
concerns by the Social Services Director,

. Chaplain, Registered Dietitian, Unit Managers
“and Nursing Supervisors. Residents with a BIMS

score <8 were physically assessed for any signs
or symptoms of abuse by the Nursing

: Supervisors. A review of the audits,
assessments, and interviews utiiized revealed not

identified concerns.

- Interview with he Administrator on 12/31/14 at
10:30 AM revealed she reviewed all of the _
resident interviews and assessments on 12/16/14 |
with no concerns identified.

' 3} A review of chart audit records revealed all

resident records were reviewed for falls,

. behaviors, accidents, abuse, Physician orders, 24

k226
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. hour reports, and notifications of the Physician,
POA or family for any resident status change by
12/17/14. No concerns were identified.

-4} Review of training records revealed the
Administrator, DON, Nursing Supervisors, MDS
Coordinator, Staff Development Coordinator,
Director of Dining Services, Business Gffice

: Manager, SSD, Central Supply, Chaplain,
Marketing/Admissions personnel, Recreational
Staff Manager, Medical Records personnel,
Human Resources staff, and designated Charge

" Nurses were re-educated beginning on 12/15/14
and completed on 12/16/14 by the Regional
Nurse Consuitant. Topics covered included the

; Abuse Policy, investigations, care planning,
notification of the Physician and family, and
utitization of the 24 hour report to inform of a
change in a resident's condition. Further review

. of documentation revealed all completed the post |

test with a 100% score.

Interviews with thirteen (13) administrative staff,

. including the Dietary Manager on 12/30/14 at

- 12:10 PM, the Registered Dietitian on 12/30/14 at
12:00 PM, the Director of Plan QOperations on
12/30/14 at 3:00 PM, the SSD on 12/30/14 at

. 3:158 PM, Social Worker #2 on 12/30/14 at 3:30

" PM, Charge Nurse #3 on 12/31/14 at 8:30 AM,
Charge Nurse #2 on 12/31/14 at 9:15 AM, Unit
Manager #1 on 12/31/14 at 8:15 AM, the DON on

- 12/31/14 at 10:30 AM, the Administrator on

C12131/14 at 10:45 AM, the SDC on 12/31/14 at
12:40 PM, the Chaplain on 12/31/14 at 1:00 PM
and the Rehabilitation Manager on 12/31/14 at

. 1:00 PM revealed all were re-educated on

- performing a thorough investigation, reporting,
Updating care plans, the facility policy on :
incidents and accidents, the 24 hour report policy

k226
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and notifications by the Regional Nurse
Consuitant and completed a post-test.

5) Further review of training records revealed all
- facility staff was re-educated on the facility's

Abuse Poiicy, including identification and

reporting, between 12/15/14 and 12/19/14. The

training was pravided by the DON, Administrator
“and the SDC.

Interviews with Housekeeper #3 on 12/30/14 at

: 11:35 AM, Floor Tech #4 on 12/30/14 at 11:45
AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2
on 12/30/14 12:00 PM, Licensed Practical Nurse
(LPN) #2 on 12/30/14 at 12:15 PM, Qccupational

i Therapist #1 on 12/30/14 at 12:35 PM, Speech |
Therapist #2 on 12/30/14 at 12:50 PM, Dietary
Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5

. on 12/30/14 at 2:55 PM, Housekeeper #6 on

©12/30/14 at 3:25 PM, Maintenance warker #1 on
12/30/14 at 3:35 PM, SRNA #6 on 12/31/14 at
8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,

. Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

" Aide #2 on 12/31/14 at 9:35 AM, SRNA #8 on
12/31/14 at 9:30 AM, SRNA #7 on 12/31/14 at
9:40 AM, SRNA#I on 12/31/14 at 9:45 AM, :

- SRNA #10 on 12/31/14 at 9:55 AM, and the MDS

- Coordinator on 12/31/14 at 10:10 AM revealed all
received re-education by the DON, SDC,
Administrator and Charge Nurses on identifying,

. reporting and investigating abuse. In addition, afl
interviewees stated they were required to
complete the post-test with 100% accuracy prior

. to returning to work.

Review of the Certified letter revealed it was sent
on 12/19/14 to all PRN (as needed) staff and ail
. staff on vacation or medical leave. The letter
“informed the recipient to comntact the DON or the

F 226
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S0C to complete mandatory in-services prior to
their next shift.

6) Review of post-tests dated 12/15/14 -12/30/14

revealed ten (10) facility staff were receiving
_rotating tests daily. All completed tests were
“scored at 100%.

tnterview with the DON, on 12/31/14 at 10:30 AM, |
. revealed she coordinated with the Administrator,
- SDC and nursing Unit Managers for continuing
staff education related to the abuse policy.

. Interview with the Registered Dietitian, on
12/30/14 at 12:00 PM, revealed the department
managers were responsible for administering

. abuse quizzes to assigned staff,

Interview with the Dietary Manager, on 12/30/14
at 12:10 PM, revealed she had an assigned day
: for assessing staff knowledge about abuse.

Interviews with Housekeeper #3 on 12/30/14 at
11:35 AM, Floor Tech #4 on 12/30/14 at 11:45

: AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2

“on 12/30/14 12:00 PM, Licensed practical Nurse
(LPN} #2 on 12/30/14 at 12:15 PM, Occupational
therapist #1 on 12/30/14 at 12:35 PM, Speech

: Therapist #2 on 12/30/14 at 12:50 PM, Dietary

“Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5 |
on 12/30/14 at 2:55 PM, Housekeeper #6 on
12/30/14 at 3:25 PM, Maintenance worker #1 on

: 12/30/14 at 3:35 PM, SRNA #6 on 12/31/14 at
8:45 AM, SRNA #5 on 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary
Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on

c12/3114 at 9:30 AM, SRNA#7 on 12/31/14 at
9:40 AM, SRNA#9 on 12/31/14 at 9:45 AM,
SRNA#10 on 12/31/14 at 9:55 AM, and the MDS
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Coordinator on 12/31/14 at 10:10 AM revealed
they had received two (2) to three (3) quizzes per
week to assess their retention and understanding
of the information provided during the initial
in-service,

7) Areview of the Human Resources audit forms
revealed twenty (20) newly hired staff since
10/22/14 were reviewed for any abuse concerns.

‘ The audits inclided a re-check of the Nurse Aide
Abuse Registry to ensure no staff appeared on

as reviewed by the RNC on 12/17/14. No
‘ concerns were identified.

8) Review of the AOC binder reveaied forty-one

. (41} grievances, dated 11/15/14 to 12/15/14, were
reviewed by the Administrator, DON, Chaplain,
Nurse Supervisors, Regionai Nurse Consultant
on 12/16/14 with no concerns. Interview with the

i Administrator on 12/31/14 at 10:50 AM confirmed

" she had reviewed the grievances and that the
grievances were continually reviewed daily from
12016/14 to 12/30/14 to identify any reportable

- allegations which were not identified on the initial

" review.

9) Review of AOC binder reveaied fifty-nine (59)
incident reports, dated 11/15/14 to 12/15/14, were
reviewed by the DON, Assistant Director of
Nursing, Staff Development Coordinator and
Regional Nurse consultant with no concerns
- identified.

10) Review of the daily sign off sheets, dated
12/15/14 -12/31/14 reveaied the Regional Nurse
: Consuiftant was present daily at the facility.

11) Record review of walking rounds

the Registry. Audit results were signed and dated |
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documentation, dated 12/15/14 to 12/30/14,

: revegled they were completed daily by the

" Administrator, DON. Nursing Supervisors, and
Depariment Heads. The rounds included a
physical assessment by the nurse for five (5)

~with five (5) residents with a BIMS score =8,
concerning how the residents were treated by

interviewed regarding any changes in resident
revealed alf results of resident and staff
interviews, and skin assessments, were
discussed during the weekly QA meetings.
12} Review of the Resident Status Monitoring
_Administrator, DON and Department Heads
observations of residents for documented
behaviars, and identification of reportable
. incidents with evidence of a report to
DON conducted a follow-up daily to ensure

Physician orders and ten (10) resident records
were reviewed daily to ensure appropriate

by the Administrator.

13) Review of the AOC binder revealed it

. contained documented evidence the
Administrator, DON, Social Services and RNC
reviewed all resident interviews, assessments,

cand 12/31/14, with no identified concerns.

14) Review of Abuse Log forms, dated

. residents with a BIMS score <8, and interviews

facility staff. In addition, nurses and SRNA's were

- behaviors. Review of the QA meeting minutes

Forms revealed they were completed daily by the E

| during walking rounds. The form included staff
interviews, review of the 24 Hour Report sheet,

" administration. Continued review revealed the
: notifications and care plan revisions were made.

' The audits were reviewed, signed and dated daily

and staff questionnaires daily between 12/15/14
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12/15/14-12/31114, revealed the Administrator,

- DON and Social Service Director reviewed abuse

" allegations daily to tfrack and trend for any
additional needed interventions by the QA
committee. All aflegations were reviewed to

. ensure protection of residents by removal of the
nerpetfrator, timeliness of reporting to the State
Survey Agency, and initiation and completion of
thorough investigations. Interview with the

- Administrator on 12/31/14 at 11:10 AM confirmed
she would reviewed the abuse investigations and
there were no new abuse allegations made :

; during this period.

15) Review of the Abuse Log and review of
documented daily walking rounds of the
! Administrator, DON and Department Heads, from
12/15/14 to 12/30/14, revealed no new abuse ;
allegations or incidents suspicious for abuse were
: identified.

16) Review of the AQC hinder and interview with
the DON, on 12/31/14 at 1.00 PM, revealed no

i care plan conferences had taken piace between
12/16/14 and 12/31/14. The DON stated the
faciity's plan for care plan conferences included
discussion with the resident and/or family

- regarding any concerns they had about abuse. In 5
addition, the DON stated during the meetings,
education would be provided related to abuse,

. &.g. what abuse is and how to report abuse.

17) Review of the daily tracking form dated
12/16/14-12/30/14 revealed adminisirative

- oversight was provided by the RNC, onsite daily
throughout the period.

18) Review of the QA minutes for the weekly :
‘ meetings dated 12/15/14, 12/19/14 and 12/24/14 -
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revealed the Plan of Action for the cited
deficiencies was discussed each time. Any
: changes to the QA Plan of Action were to be in
bold print. No changes were made during these
weekly meetings. Interview with the
Administrator, on 12/31/14 at 10:20 AM, revealed
. if any changes were determined to be necessary,
they would be reviewed by the entire QA team
and communicated to facility staff. Continued
interview with the Administrator revealed the QA
. weekly committee meetings consisted of all
Department Heads, Unit Managers, Chaplain,
Medical Director, Social Worker, Digtitian,
Administrator and DON.
F 280 : 483.20(d}(3}, 483.10(k}(2) RIGHT TO
s85=J° PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged

. incompetent or otherwise found to be

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

i A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdiscipiinary team, that includes the attending

. physician, a registered nurse with responsibility

- for the resident, and other appropriate staff in
disciplines as determined by the resident's needs, -
and, o the extent practicable, the participation of
the resident, the resident's family or the resident's

- fegal representative; and periodically reviewed
and revised by a team of qualified persons after
egach assessment.

F 226
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| This REQUIREMENT is not met as evidenced

by: : :
© Based on interview, record review and review of Past noncompliance: no pian of
the facitity's "Initial Report” form and policy, it was ~ correction required.

determined the facility failed to have an effective

* system to ensure residents’ Comprehensive Care
Flans were reviewed and revised with
interventions to provide appropriate supervision
of residents and protect residents from abuse for
two (2} of five (5) sampled residents (Resident #1 .
and Resident #2). (Refer to F223)

Interview and record review revealed Resident #1
had a history of exhibiting sexual behaviors

- towards residents and staff, including touching
female breasts and buttocks, Orn 12/13/14 at
11:15 AM Housekeeper #1 and Housekeeper #2

: witnessed Resident #1 touching Resident #2 on
his/her thigh between the legs. The
housekeepers informed State Registered Nurse

i Aide {SRNA)} #1, who separated the residents
and informed Registered Nurse (RN) :
#4/Weekend Supervisor of the observed incident,

. RN #4 instructed RN #3/Charge Nurse to have
Housekeeper #1 and Housekeeper #2 provide
written witness statements. Although Resident

. #1 and Resident #2 were separated, no physica

~assessment was completed for Resident #2;
there was no documented evidence the facility

. implemented increased supervision of Resident

#1; and, information concerning the incident was
not passed on to subsequent shifts, verbally or in
writing to protect the residents.

On 12/14/14 RN #1 heard Resident #2 taiking
. about being touched. As RN #1 had not received .
" any report of the incident on 12/13/14, she
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assumed Resident #2 was speaking about

- something that happened in the past. RN #1
failed to report the concerns voiced by Resident
#2. On 12/15/14, Resident #1 touched Resident .
#2 again. Resident #2 yelled out, pointed a finger -

~at Resident #1, and stated Resident #1 had

“ touched his/her breast and was "naughty" for
doing so.

~Although nurses were aware of the alleged abuse

fon 12/13/14, they failed to ensure Resident #1's
Comprehensive Care Plan was updated and
revised with intervenrtions fo prevent Resident #1
from having access fo Resident #2 and to update

and revise Resident #2's Comprehensive Care

" Plan to ensure protection of the resident from
further abuse.

. The facility's failure to have an effective system to

" ensure residents’ care plans were revised to :
increase supervision/monitoring to protect
residents from further abuse, was likely to cause

: risk for serious injury, harm, impairment or death.

! Immediate Jeopardy was identified on 12/24/14
and was determined to exist on 12/13/14. The
facility was notified of the hmmediate Jeopardy on

C12/2414,

An acceptable credible Allegation of Compliance
(ACC) was received on 12/29/14. Based on the
validation of the AOC, the State Survey Agency
. determined the deficient practice was corrected
- 12/20/14 orior to the initiation of the investigation;
therefore, it was determined {o he Past
immediate Jeopardy.

: The findings include:

Review of the facility's policy titled, "Care

F 280
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Plans-Comprehensive”, undated, revealed a
Comprehensive Care Plan was developed for :
: each resident which identified the highest level of
functioning each resident might be expected to
attain. Continued review of the Policy revealed
Comprehensive Care Plans were revised as
_necessary when a resident’s condition changed.

Per review of the facility's, "Initial Report" form,
dated 12/15/14, and an additional "Initial Report”
form received by the State Survey Agency on

: 12/16/14, revealed Resident #1 had touched

“Resident #2 on 12/13/14, with no documentation
as to where he/she touched the resident.
Continued review revealed Resident #1 also
touched Resident #2 on the breast on 12/15/14.

1. Review of Resident #1's record revealed the
facifity admitted him/her on 05/08/14, with
diagnosis which included Dementia, Behavioral

- Disturbance and Psychosis. Review of the

| Quarterly Minimum Data Set (MDS) Assessment
dated 10/31/14, revealed the facility assessed
Resident #1 to have a Brief Interview Mental
Status (BIMS) score of seven {7) which was

- indicative of severe cognitive impairment.

Review of the Behavioral Assessment form dated -
05/28/14 and updated 08/07/14, revealed
Resident #1 had a history of socially inappropriate

: disruptive behavior which inctuded inappropriate

" sexual behaviors toward other residents and staff
of touching breasts and buttocks. Further review
of the Behavioral Assessment form revealed
Resident #1's inappropriate behaviors also

- included being verbally abusive, yelling out,
sticking his/fher middle finger up in an obscene
gesture and asking a visitor for a "blow job".
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. Review of Resident #1's Comprehensive Care

- Plan dated 05/19/14, revealed the facility had
care planned the resident for being at risk of
behavioral problems, such as, velling out,

. resident to resident altercation, sexual behaviors,
Continued review of the behavioral care plan

intervention for "observation by staff", however,

: there was no documented evidence of how often
the observation was to occur, Additionally, there
was no documented evidence Resident #1's care

. plan was revised after the incident which

“occurred on 12/13/14, fo ensure supervision of
the resident to prevent him/her from having

further access to Resident #2.

2. Review of Resident #2's medical record
revealed the facility admitted him/her on
C21/15/14, with diagnosis which included
- Functional Decline, Dementia and Hypertension.
functional decline, dementia, hypertension.
Review of the Annual MDS Assessment dated

- #2 1o have a BIMS score of three (3) which was
indicative of severe cognitive impairment.

: Review of Resident #2's Comprehensive Care

~Plan revealed a care plan for impaired cognitive
skills related to disease process of Dementia.
Continued review of the impaired cognitive skills

staff to "reassure” Resident #2 of his/her "safety”
when the resident verbalized "a focus on the
past”. However, there was no documented

‘ evidence Resident #2's care plan was revised
after the incident on 12/13/14, to ensure
protection of the resident from further abuse.

: Further review of Resident #1's and Resident #2's

revealed it was updated on 11/03/14 to include an

- 11/17/14, revealed the facility assessed Resident

: care plan revealed it was revised on 10/16/14, for 5
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Comprehensive Care Plans revealed no
documented evidence the care plans were
- updated or revised until 12/15/14.

interview with RN #4/Weekend Supervisor on

12/24/14 at 2:50 PM and the RN #3/Charge

Nurse on 12/24/14 at 3:00 PM, revealed they
“were informed of the incident involving Resident

#1 touching Resident #2 between the legs on

12/13/14. However, the residents’ care plan had
. not been revised.

interview, on 12/31/14 at 10:10 AM, with MDS
Coordinator #1 revealed MDS nurses were
: responsible for updating and revising residents’
 Comprehensive Care Plans during the Quarterly,

period. Per interview, the nurses caring for
' residents and the Unit Managers were
‘responsible for "day to day” updates or revisions
to residents’ care plans.

| Interview, on 12/31/14 at 10:30 AM, with the
Director of Nursing (DON) revealed it was her

: were updated or revised as necessary.

A post-survey interview with the Administrator on
061/15/15 at 11:25 AM, revealed the nurses in
: charge of Resident #1's and Resident #2's care

12/13/14; however, did not do s0. Per interview,
if staff had followed the facility's policy on
- 12113114, however, an investigation would have

have been updated and revised with other
interventions put in piace.

Annual and Significant Change MDS Assessment

expectation for residents’ "primary care” nurse or
the Charge Nurse to ensure residents' care plans -

- should have updated the residents' care pians on :

“ been initiated and the residents’ care plans could -

F 280
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F 280
The facility provided an acceptable credible

. Ailegation of Compliance (AQC) on 12/29/14,

which alleged removal of the IJ effective
12/20/14. Review of the AOC revealed the facility -
implemented the following corrective actions:

; 1) The allegation of resident to resident

inappropriate touching on 12/13/14, was reported |
to the State Survey Agency, the Physician and the

. Power of Attorney (POA) for both residents on
- 12/16/14. Athorough investigation was initiated

on 12/15/14 and concluded on 12/19/14 by the
Adminisirator, the DON and Social Services. A
five (5} day report was sent to the State Survey

' Agency and Adult Protective Services on

12/19/14. The Comprehensive Care Plans for
Residents #1 and #2 were updated with
appropriate interventions to meet each resident's

. care needs on 12/15/14 by the DON, Nursing
Supervisors, or MDS Coordinator. Resident #2

was assessed on 12/15/14 by the Charge Nurse
with no concerns noted. One {o one (1:1)

: education was provided to RN #4 and RN #3 by
- the Administrator and the Regional Nurse

Consultant by 12/19/14. Resident #1 was piaced |
on 1:1 observation when out of bed and every
fifteen {15) minute checks while in bed and a

¢ consult for psychiatric services was initiated.
~ Social Services was consulted for follow-up with

Resident #2 for psychosacial support and to
identify any concerns for Resident #2.

' 2) Al residents were assessed for any signs and

symptoms of abuse/neglect. Residents with a
BIMS score >8 were interviewed by the Social
Services Director, Chaplain, Registered Dietitian,

. Human Resources, Environmentai Director, Unit

Managers, Nursing Supervisors, Admissions
personned, Restorative Nurse, Physician's nurses
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. or the Administrator for any abuse/neglect

concerns on 12/15/14. Residents with a BIMS
score <8 were physically assessed by the nursing
supervisors for any signs and symptoms of '

- abuse/neglect. Abuse/neglect audits,

assessments, interviews and questionnaires were
reviewed by the Administrator or the Regional

“Nurse Consultant (RNC) on 12/16/14 for any

indications of abuse/neglect. No concerns were

identified.

3) All resident charts were reviewed for any status :

changes in the past thirty (30) days by the DON,

- Nursing Supervisors, Unit Manager, Staff

Development Coordinater (SDC), MDS staff,
Medical Records personnel,

i Marketing/Admissions personne!, Social Service

Director (SSD) or the RNC by 12/17/14 to ensure
Physician and POA notifications were made and

| care plans were updated appropriately to reflect

current resident care needs. No issues were

identified.

' 4) Re-education on implementation of the Abuse

Policy was provided by the Regional Nurse

. Consultant on 12/15/14 and 12/18/14 for the
- Administrator, DON, Nursing Supervisors, MDS

Coordinator, SDC, Director of Dining Services,
Business Office Manager, Social Services

' Director, Central Supply, Chaplain,

Marketing/Admissions, Recreationat Staff
Manager, Medical Records, Human Resources,

" and designated charge nurses. Educational

topics included: performing a thorough
investigation; immediate reporting; updating the

- care plans according to facility policy; review of

the policy related to accidents and incidents;
review of the 24 Hour Report Policy: and

' notification of Physicians and family. The training

280
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was face-to-face to facilitate discussion.

t educated could not return to work until 100%
score on the post-test was achieved.

5} After re-education by the RNC, the
Chaplain, Marketing/Admissions personnei,

“was initiated on 12/15/14 and completed on

certified letter informing them they could not
s return to work untif they received the training.

- post-test before beginning their job duties.

' 6) Beginning 12/15/14, post-tests will be
utilized on alternating days to ensure ongoing

: retention and understanding of the provided
MDS Coordinator, SDC, Director of Dining

Supply, Chaplain, Marketing/Admissions

Records personnel, Environmental Services
Director or Human Resources staff.

Examples of reportable incidents were discussed
~and a written post-test was administered. Those

Administrator, DON, Nursing Supervisors, MDS
¢ Coordinator, SDC, Director of Dining Services,
Business Cffice Manager, SSD, Central Suppiy,

Recreational Services Manager, Medical Records :
personnel, and designated Charge Nurses were
: assigned to re-educate ail staff. This education

12/19/14. Any staff who were on leave or had not !
completed the education by 12/19/14 was sent a

' Each staff member was required to score 100%
or the wrilten post-test prior to returning to work.
in addition, all newly-hired staff will be required fo
complete abuse training and score 100% on the

administered to ten {10} different staff daily, to
include all shifts. Two (2) different tests will be

: abuse education. The tests will be administered
by the Administrator, DON, Nursing Supervisors,
Services, Business Office Manager, SSD, Central

: personnel, Recreational Staff Manager, Medical
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employees hired since 10/22/14 for any abuse
; concerns. A total of twenty (20) new employees
“were reviewed, Audit results were reviewed by
the RNC, Chinical Compliance Nurse or the Vice
President of Operations on 12/17/14., No
concerns were identified.

all new grievances beginning on 12/16/15 were
reviewed by the Adminisirator, DON, Chaplain,
Nurse Supervisars or Regional Nurse Consultant

“to ensure all reporiable allegations had been
identified. A total of forty-one (41) grievances
were reviewed.

i 9) Al incident reports from 11/15/14 to 12/15/14

or RNC on 12/16/14 to identify any concerns of
suspected neglect. A total of fifty-nine (59)
_reporis were reviewed and no concerns were
" identified.

team or corporate office will be onsite daily until
the 1J is lifted. The nurses will assist with
- investigations, observations of staff treatment of
residents, perform chart audits and provide
oversight and consultation.

11) The Administrator, DON, Nursing

daily and make walking rounds of the facility.
Five (b) residents with a BIMS score >8 will be
interviewed and five (5) residents with a BIMS
. score <8 will be physically assessed for abuse
“concerns. In addition, staff assigned to the
residents will be questioned regarding any
behavioral changes exhibited by the residents.

7y Human Resources personnel will audit all new

8) All grievances dated 11/15/14 to 12/15/14, and

- were reviewed by the DON, Assistant DON, SDC |

10) Beginning 12/15/14, a nurse from the regionai

- Supervisors and Department Heads wilt be onsite
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This will continued uniil the 1J is lifted. Then,

‘ three (3) residents with a BIMS score >8 and

three (3) resident with a BIMS score <8 will be
interviewed or assessed daily for four (4) weeks.

- All results will be reported at the weekly Quality

Assurance {QA) mesting. At the end of the four
{4) weeks, the QA committee will determine at

_what frequency the interviews, assessments and

staff questionnaires need to continue. Any
concerns identified will be addressed
immediately, reported to the Administrator and an

‘investigation initfated.

12) Beginning 12/16/14 and continuing until the 1J

 is lifted, the Administrator, DON, Nursing

Supervisors, MDS Coordinator, SDC, Director of
Dining Services, Business Office Manager, SSD,

- Central Supply, Chaplain, Marketing/Admissions
personnel, Recreational Staff Manager, Medical

Records personnel, or Human Resources will be

- on site daily to complete the Resident Status
- Monitoring Form. Completion of the form

requires siaff interviews, review of the 24 hour
sheet, observations for documented behaviors,

: walking rounds with visualization of all residents,

identification of any reportable incidents and
reporting to the Charge Nurse and Administrator

. for any identified incidents. Also, the DON will
- daily review Physician orders to ensure

appropriate notifications are made and care plans -
are updated, review the 24 hour sheets for any

- resident status changes, review ten (10) resident ;

charts for any status changes without appropriate
notifications and care pian updates, and initiate

. reporting and investigation of any
~ gccidents/incidents that are reported. All results

will be reported at the weekly QA meeting. After
removal of the IJ, the committee will determine at

- what frequency the Resident Status Monitoring
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form needs to be completed.

13} Beginning 12/15/14, the Administrator, DON,
and Social Services or a member of the regional
staff will review all resident interviews,

. assessments and staff questionnaires daily for
any concerns, and initiate an investigation as
indicated.

. 14) The Administrator, DON, and Sociaf Services
Director will review and discuss all abuse
investigations daily, starting on 12/15/14, to
ensure that the resident is protected, the

. perpetrator is removed from the resident care

- area, reports to the State Survey Agency are filed
timely, and a thorough investigation is completed. .
The Administrator will maintain an abuse 1

: investigation tog, and along with regional staff will

"review the log daily to ensure the above.

15) In the event of any new report of alleged

. abuse, neglect or misappropriation of property,

| the regional office will be notified within
twenty-four {24) hours and again at the
conclusion of the investigation to ensure a .
thorough investigation is completed and reporting

: timelines are met.

18) During Care Plan conferences with residents
and families, abuse/neglect concerns will be
- discussed. In addition, education related to
“abuse, including reporting, will be provided with
supporting documentation.

17) Beginning 12/15/14, administrative oversight
- of the facility will be completed by the Special
Projects Administrator, the Regionai Vice
President of Operations, or a member of the
regional staff daily untit removal of the 1J, then
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~weekly for four (4) weeks, then monthly.

18} Beginning 12/15/14, a QA meeting will be
held weekly until the |J is removed, then for four
{4) more weeks, then maonthly. During these

“ meetings, the QA committee will review and

evaluate the stated plan, make recommendations
for plan revisions or re-education needs as
identified, and determine at what frequency

- ongoing audits will need to continue. The

Administrator has the oversight to ensure an
effective ptan is in place to meet resident
well-being as well as an effective plan to identify

: facility concerns and implement a plan of
" correction to involve al! facility staff.

The State Survey Agency validated the

. implementation of the facility's AOC as follows:

1) Review of the State Agency Infake form
revealed the initial facility report was received on

. 12/15/14 with additional information provided on
i 12/16/14. Continued review revealed the facility
submitted a final report of their investigation on

12/19/14,

_ Review of two (2} Incident Reports, one for
: Resident #1 and one for Resident #2, revealed

the Physician and the POA for each resident were
notified by the facility on 12/15/14, :

: Review of the Comprehensive Care Plan for

Resident #1 reveaied it was updated on 12/15/14
to include the following interventions: 1:1
observation of the resident when out of bed, with
every fifteen (15} minute checks while in bed;
consuit to Psychiatric Serviges; and a medication
review.
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Review of the Comprehensive Care Plan for

" Resident #2 revealed revised interventions
inciuded: report changes in mood status to the
Physician; support the resident's sirengths and
coping skills; and encourage expression of

- feelings.

Review of the Nurses Note dated 12/15/14 at
9:00 AM, revealed Resident #2 was assessed by
- the Charge Nurse with no signs of physical
" contact, bruising, redness or sweiling identified.

Interview with the DON, on 12/24/14 at 4:15 PM,
- revealed RN #4 and RN #3 received 11
" education on 12/15/14 related to their
responsibilities when abuse was alleged. Review
of education records revealed both nurses did
_receive the training and had completed post-tests |
:with a 100% passing score. '

Review of the Resident Monitoring Tool for the
dates of 12/15/14 through 12/30/14 revealed
- Resident #1 was on 1:1 observation when out of
" the bed, and every fifteen (15) minute
observations were made when the resident was
in bed.

. Further review of the Comprehensive Care Plan
for Resident #1 revealed a consult was placed
with the facility's contracted Psychiatric Services. :

. Review of Sacial Services notes, dated 12/15/14

“through 12/19/14, revealed Residents #1 and #2
were followed daily. Discussion with Resident #1
included education related to inappropriate :
behaviors and ongoing support for the resident

- and the spouse. Resident #2 was assessed daily
for moed changes. The Social Worker
documented no psychosocial concerns were
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. identified for either resident.

2} Review of the facility's AOC hinder, which
contained documents related to the corrective

" signs and symptoms of abuse/neglect on
12/15/14. Residents with a BIMS score >8 were
interviewed related to any abuse/neglect

. concerns by the Social Services Director,

" Chaplain, Registered Dietitian, Unit Managers
and Nursing Supervisors. Residents with a BiMS
score <8 were physicaily assessed for any signs
or symptoms of abuse by the Nursing

" Supervisors. A review of the audits,
assessments, and interviews utilized revealed not
identified concerns.

| Interview with he Administrator on 12/31/14 at
10:30 AM revealed she reviewed all of the

with no concerns identified.

- 3) Areview of chart audit records revealed all
resident records were reviewed for falls,

hour reports, and natifications of the Physician,
- POA or family for any resident status change by
12/17/14. No concerns were identified.

4) Review of training records revealed the

. Administrator, DON, Nursing Supervisors, MDS

i Coordinator, Staff Deveiopment Coordinator,
Director of Dining Services, Business Cffice
Manager, SSD, Central Supply, Chaplain,
Marketing/Admissions personnel, Recreational

. Staff Manager, Medical Records personnel,
Human Resources staff, and designated Charge
Nurses were re-educated beginning on 12/15/14
and completed on 12/16/14 by the Regional

. actions, revealed all residents were assessed for

resident interviews and assessments on 12/16/14 :

behaviors, accidents, abuse, Physician orders, 24 :
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Nurse Censuitant. Topics covered inciuded the
Abuse Policy, investigations, care planning,
notification of the Physician and family, and
utilization of the 24 hour report to inform of a
change in a resident’s condition. Further review

" test with a 100% score.

frterviews with thirteen (13) administrative staff,

- including the Dietary Manager on 12/30/14 at
12:10 PM, the Registered Dietitian on 12/30/14 at
12:00 PM, the Director of Plan Operations on
12/30/14 at 3:00 PM, the SSD on 12/30/14 at

+ 3:15 PM, Social Worker #2 on 12/30/14 at 3:30
PM, Charge Nurse #3 on 12/31/14 at 8:30 AM,
Charge Nurse #2 on 12/31/14 at 9:15 AM, Unit

: Manager #1 on 12/31/14 at 9:15 AM, the DON on

©12/31/14 at 10:30 AM, the Administrator on
12/31/14 at 10:45 AM, the SDC on 12/31/14 at
12:40 PM, the Chaplain on 12/31/14 at 1:00 PM

i and the Rehabilitation Manager on 12/31/14 at
1:00 PM revealed all were re-educated on
performing a thorough investigation, reporting,

. updating care plans, the facility policy on

and notifications by the Regional Nurse
Consultant and completed a post-test.

' 5) Further review of fraining records revealed all
facility staff was re-educated on the facility's
Abuse Policy, including identification and

: reporting, between 12/15/14 and 12/19/14. The

training was provided by the DON, Administrator
and the SDC.

f Interviews with Housekeeper #3 on 12/30/14 at
11:35 AM, Floor Tech #4 on 12/30/14 at 11:458
AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2

. on 12/30/14 12:00 PM, Licensed Practical Nurse

of documentation revealed ail completed the post

Lincidents and accidents, the 24 hour report policy
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(LPN) #2 on 12/30/14 at 12:15 PM, Occupational
Therapist #1 on 12/30/14 at 12:35 PM, Speech

. Therapist #2 on 12/30/14 at 12:50 PM, Dietary
Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5
on 12/30/14 at 2:55 PM, Housekeeper #6 on
12/30/14 at 3:25 PM, Maintenance worker #1 on
12/30/14 at 3:35 PM, SRNA#6 on 12/31/14 at

- 8:45 AM, SRNA #5 on 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary
Aide #2 on 12/31/14 at 9:35 AM, SRNA#HS on

C12/31/14 at 9:30 AM, SRNA#7 on 12/31/14 at

1 9:40 AM, SRNA#3 on 12/31/14 at 9:45 AM, _
SRNA#10 on 12/31/14 at 9:55 AM, and the MDS ¢
Coordinator on 12/31/14 at 10:10 AM revealed all
received re-education by the DON, SDC,

. Administrator and Charge Nurses on identifying,
reporting and investigating abuse. In addition, all ¢
interviewees stated they were required to
complete the post-iest with 100% accuracy prier

' to returning to work.

Review of the Certified lefter revealed i was sent
on 12/19/14 to all PRN (as needed) staff and all

- staff on vacation or medical leave. The letter

L informed the recipient to contact the DON or the
SDC to complete mandatory in-services prior to
their next shift,

: 6) Review of post-tests dated 12/15/14 -12/30/14 |

- revealed ten (10) facility staff were receiving
rotating tests daily. All completed tests were
scored at 100%.

: Interview with the DON, on 12/31/14 at 10:30 AN,
reveaied she coordinated with the Administrator,
SDC and nursing Unit Managers for continuing
staff education related to the abuse policy.

Interview with the Registered Dietitian, on

(X4 1D .
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1 12/30/14 at 12:00 PM, revealed the department
managers were responsible for administering
abuse quizzes 1o assigned staff.

Interview with the Dietary Manager, on 12/30/14
at 12:10 PM, revealed she had an assigned day
for assessing staff knowledge about abuse.

Interviews with Housekeeper #3 on 12/30/14 at
11:35 AM, Floor Tech #4 on 12/30/14 at 11:45

AM, Cook #1 on 12/36/14 at 11:50 AM, Cook #2
on 12/30/14 12:00 PM, Licensed practical Nurse
(LPN} #2 on 12/30/14 at 12:15 PM, Cccupational
therapist #1 on 12/30/14 at 12:35 PM, Speech

' Therapist #2 on 12/30/14 at 12:50 PM, Dietary
Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5
on 12/30/14 at 2:55 PM, Housekeeper #6 on

1 12/30/14 at 3:25 PM, Maintenance worker #1 on
12/30/14 at 3.35 PM, SRNA#6 on 12/31/14 at
8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,

; Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

L Aide #2 on 12/31/14 at 9:35 AM, SRNA #8 on
12/31/14 at 9:30 AM, SRNA#7 on 12/31/14 at
9:40 AM, SRNA#G on 12/31/14 at 9:45 AM,

- SRNA#10 on 12/31/14 at 9:55 AM, and the MDS
Coordinator on 12/31/14 at 10:10 AM revealed :
they had received two {2) to three (3) quizzes per

. week to assess their retention and understanding

- of the information provided during the initial
in-service.

: 7) A review of the Human Resources audit forms

revealed twenty (20} newly hired staff since
10/22114 were reviewed for any abuse concerns.

_ The audits included a re-check of the Nurse Aide

- Abuse Registry to ensure no staff appeared on
the Registry. Audit results were signed and dated |
as reviewed by the RNC on 12/17114. No

: concerns were identified.
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8) Review of the AOC binder revealed forty-one
{41) grievances, dated 11/15/14 to 12/15/14, were

“reviewed by the Administrator, DON, Chaplain,
Nurse Supervisors, Regional Nurse Consultant
on 12/16/14 with no concerns. interview with the

_ Administrator on 12/31/14 at 10:50 AM confirmed
she had reviewed the grievances and that the
grievances were continually reviewed daily from
12/16/14 to 12/30/14 to identify any reportable

: allegations which were not identified on the nitial
review,

9) Review of AOC binder revealed fifty-nine (59)

s incident reports, dated 11/15/14 to 12/15/14, were
reviewed by the DON, Assistant Director of
Nursing, Staff Deveiopment Coordinator and

i Regional Nurse consuliant with no concerns

* identified.

10) Review of the daily sign off sheets, dated
- 12/15/14 -12/31/14 revealed the Regional Nurse
' Consultant was present daily at the facility.

11} Record review of walking rounds

| documentation, dated 12/15/14 to 12/30/14,
revealed they were completed daily by the
Administrator, DON, Nursing Supervisors, and
Department Heads. The rounds included a

. physical assessment by the nurse for five (5)

residents with a BIMS score <8, and interviews
with five (5) residents with a BIMS score >8,
concerning how the residents were treated by

: facility staff. In addition, nurses and SRNA's were .
interviewed regarding any changes in resident
behaviors. Review of the QA meetling minutes

_revealed all results of resident and staff

Linterviews, and skin assessments, were
discussed during the weekly QA meetings.
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' 12) Review of the Resident Status Monitoring

Forms revealed they were completed daily by the

_Administrator, DON and Department Heads
* during walking rounds. The form included staff

interviews, review of the 24 Hour Report sheet,
observations of residents for documented

: pehaviors, and identification of reportable

incidents with evidence of a report to
administration. Continued review revealed the

. DON conducted a follow-up daily to ensure
Physician orders and ten (10) resident records

were reviewed daily to ensure appropriate
notifications and care plan revisions were made.

' The audits were reviewed, signed and dated daily

by the Administrator,

| 13) Review of the AOC binder revealed it
contained documented evidence the

Administrator, DON, Social Services and RNC

. reviewed all resident interviews, assessments,
- and staff questionnaires daily between 12/15/14

and 12/31/14, with no identified concerns.

i 14) Review of Abuse Log forms, dated

12/15/14-12/31114, revealed the Administrator,
DON and Social Service Director reviewed abuse

. allegations daily to track and trend for any
" additional needed interventions by the QA

committee. All allegations were reviewed to
ensure protection of residents by removal of the

. perpetrator, timetiness of reporting to the State

Survey Agency, and initiation and completion of
thorough investigations. Interview with the

- Administrator on 12/31/14 at 11:10 AM confirmed
she would reviewed the abuse investigations and

there were no new abuse ailegations made

during this period.
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. 13) Review of the Abuse Log and review of

“documented daily walking rounds of the
Administrator, DON and Department Heads, from

C12/15/14 to 12/30/14, revealed no new abuse

* allegations or incidents suspicious for abuse were
identified.

16} Review of the AOC binder and interview with
the DON, on 12/31/14 at 1:.00 PM, revealed no

_care plan conferences had taken place between

©12/16/14 and 12/31/14. The DON stated the
facility's plan for care plan conferences included
discussion with the resident and/or family ;

‘regarding any cencerns they had about abuse. in
addition, the DON stated during the meetings,
aducation would be provided related to abuse,

i e.g. what abuse is and how fo report abuse.

17) Review of the daily tracking form dated

12/16/14-12/30/14 revealed administrative
oversight was provided by the RNC, onsite daily
throughout the period.

+ 18) Review of the QA minutes for the weekly
meetings dated 12/15/14, 12/19/14 and 12124114

_revealed the Plan of Action for the cited

- deficiencies was discussed each time. Any
changes to the QA Plan of Action were to be in
bold print. No changes were made during these

: weekly meetings. Interview with the

" Administrator, on 12/31/14 at 10:20 AM, revealed
if any changes were determined to be necessary,

_they would be reviewed by the entire QA team

“and communicated to facility staff. Continued
interview with the Administrator revealed the QA
weekly committee meetings consisted of all

: Department Heads, Unit Managers, Chaptain,
Medical Director, Social Worker, Dietitian,
Administrator and DON,
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exist on 12/13/14, The facility was nofified of the
Imrediate Jeopardy on 12/24/14.

An acceptable credible Allegation of Compiiance

(AOC) was received on 12/29/14. Based on the
validation of the AOC, the State Survey Agency

determined the deficient practice was corrected

on 12/20/14 prior to the initiation of the
investigation; therefore, it was determined to he

Past Immediate Jeopardy.

The findings include:

Review of the facility's policy titled, "Abuse,

- Neglect and Misapprepriation”, dated April 2013,

revealed alf afiegations of abuse were to be
reported immediately to the Charge Nurse and/or
Administrator, and the Physician and residents'

: families were to be notified.

Record review revealed the facility admitted
Resident #1 on 05/09/14, with diagnosis which

i included Psychosis, Dementia and Behavioral

Disturbance. Review of the Quarterly Minimum
Data Set (MDS} Assessment dated 10/31/14,
revealed the facility assessed Resident #1 to

: have a Brief Interview Mental Status (BIMS)

score of seven (7), indicating the resident was
severely cognitively impaired. Review of the
Behavioral Assessment form dated 05/28/14 and

. updated 08/07/14, revealed Resident #1 had a

history of sexual hehaviors toward other residents
and staff by touching hreast and buttocks, and
other socially inappropriate disruptive behavioral

. symptoms, such as, asking a visitor for a "biow
" job". Review of the Behavioral Assessment form

dated 12/15/14, revealed Resident #1 had
touched a female resident inappropriately.

: However, further record review revealed no
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documented evidence Resident #1's Physician
and family/responsible party were notified of
incident on 12/13/14.

Record review revealed the facility admitted
Resident #2 on 01/15/14, with diagnosis which
included Dementia and Functional Decline.

* Review of the 11/17/14 Annual MDS Assessment
reveaied the facility assessed Resident #2 to
have a BIMS score of three (3) indicating the
resident was severely cognitively impaired.

Review of the facility's "Initial Report" forms,
dated 12/15/14 and 12/16/14, revealed the forms .
were regarding resident to resident incidents, Per’
- the "Initial Report” forms Resident #1 had
touched Resident #2 on 12/13/14, but the "Initial
Report” forms did not indicate where he/she :
touched Resident #2 on that date. Further review
_of the "Initial Report” forms revealed Resident #1
' again touched Resident #2 on 12/15/14, on the
breast.

Interview, on 12/24/14 at 2:50 PM, with RN
 #4MWeekend Supervisor revealed he had worked
“on 12/13/14, and was informed of what

Housekeeper #1 and Housekeeper #2 witnessed :

regarding Resident # touching Resident #2
betwsen the legs. Further interview revealed he
: should have contacted the DON, Administrator,

Physician and residents’ families himself;

however, had not done this.

- Interview, on 12/24/14 at 3:00 PM, with RN #3

- reveated on 12/13/14 Housekeeper #1 and
Housekeeper #2 reported Resident #1 touched
Resident #2 between the thighs. RN #3 revealed

_even though she was the Charge Nurse, she

- thought since RN #4/Weekend Supervisor, was

F 157:
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. aware of the incident and would perform the
necessary notifications. Per interview, she had
not realized as the Charge Nurse she shouid
have notified the DON, Physician and residents’

" families of the incident.

Continued review of Resident #1's and Resident
#2's medical records revealed no documented
evidence of the Physician and family/responsible
party having been notified of the aileged abuse on

F 12113114, :
tnterview on 12/23/14 at 2:57 PM RN #1

- revealed she worked on 12/14/14 and 12/15/14
7:00 AM to 7:.00 PM shift. Per interview, on
12/14/14 she overheard a conversation Resident

: #2 was having with visifors in which she stated a
male resident had fouched him/her. RN #1
stated SRNA#1 told her two (2) housekeepers

_had seen Resident #1 touch Resident #2 on the

“ thigh area, between the legs on 12/13/14;
however, she had not received any information in
shift report on 12/14/14, related to an alleged :

- sexual abuse incident regarding Resident #1 and
Resident #2. RN #1 reporied she asked Resident
#2 when Resident #1 touched him/her and the

- resident revealed it was recently.

However, further record review revealed no
. documented evidence the Physician or
“family/responsible were notified of the information
RN #1 obtained on 12/14/14, regarding alleged
sexual abuse of Resident #2 by Resident #1.

Interview with Resident #2's Power of Attorney
(POA) for Resident #2, on 12/24/14 at 12:52 PM,

: revealed she was not contacted by the facility
refated to an incident of alleged abuse until
12/15/14,
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Interview, on 12/31/14 at 10:10 AM, with the DON ¢

- revealed her expectations were for staff to follow
the facility’s pelicies. The DON revealed the
Charge Nurse, or each residents' primary care

_nurse should notify the Physician and residents’

- families/responsible party, and document all of
their actions in the residents chart.

Post-survey interview, on 01/15/15 at 11:25 AM,

: with the Administrator revealed Resident #1's and
Resident #2's Physician and family/responsible
party should have been neotified of the incident on
12/13/14 after staff were aware. Per interview, |

- this was not done until after the second incident
on 12/14/14. According to the Administrator, if
staff on 12/13/14 had followed the policy an
investigation could have been initiated o include

: notification of the Physician and

- family/responsible party.

The facility provided an acceptable credible

. Altegation of Compliance (AQC) on 12/29/14,

- which alleged removal of the 1J effective
12/26/14. Review of the AOC revealed the facifity
impiemented the following corrective actions:

i 1) The allegation of resident to resident
inappropriate touching on 12/13/14, was reported
to the State Survey Agency, the Physician and the .
Power of Attorney (POA} for both residents on

- 12/16/14. Athorough investigation was initiated
on 12/15/14 and concluded on 12/19/14 by the
Administrator, the DON and Social Services. A
five (5) day report was sent to the State Survey

. Agency and Adult Protective Services on
12/19/14. The Comprehensive Care Plans for
Residenis #1 and #2 were updated with
appropriate interventions to meet each resident's

F 157
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care needs on 12/15/14 by the DON, Nursing
Supervisors, or MDS Coordinator. Resident #2
was assessed on 12/15/14 by the Charge Nurse

- with no concerns noted. One to one {1:1)
education was provided to RN #4 and RN #3 by
the Administrator and the Regional Nurse

on 1:1 observation when out of bed and every
fifteen {15} minute checks while in bed and a
consult for psychiatric services was mitiated.
Social Services was consulted for follow-up with

‘ Resident #2 for psychosocial support and to
identify any concerns for Resident #2.

2) Alt residents were assessed for any signs and
: symptoms of abuse/neglect. Residents with a
BIMS score >8 were inferviewed by the Social

. Human Resources, Environmental Director, Unit
: Managers, Nursing Supervisors, Admissions

or the Administrator for any abuse/neglect
concerns on 12/15/14. Residents with a BIMS

| score <8 were physically assessed by the nursing
supervisors for any signs and symptoms of
abuse/neglect. Abuse/negiect audits,
assessments, interviews and questionnaires were

- reviewed by the Administrator or the Regional
Nurse Consultant (RNC) on 12/16/14 for any
indications of abuse/neglect. No concerns were
identified.

changes in the past thirty (30) days by the DON,
Nursing Supervisors, Unit Manager, Staff

: Development Coordinator {SDC), MDS staff,
Medical Records personnel,
Marketing/Admissions personnel, Social Service
Director (SSD) or the RNC by 12/17/14 to ensure

Consultant by 12/19/14. Resident #1 was placed

Services Director, Chaplain, Registered Dietitian,

personnei, Restorative Nurse, Physician's nurses i

3) All resident charts were reviewed for any status .
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Physician and POA notifications were made and
care pians were updated appropriately to reflect
current resident care needs. No issues were
identified.

4} Re-education on implementation of the Abuse
Policy was provided by the Regional Nurse

- Consuitant on 12/15/14 and 12/16/14 for the
Administrator, DON, Nursing Supervisors, MDS

Coerdinater, SDC, Director of Dining Services,
Business Office Manager, Social Services

: Director, Central Supply, Chaplain,
Marketing/Admissions, Recreational Staff

Manager, Medical Records, Human Resources,
and designated charge nurses. Educational

: topics included: performing a thorough

investigation; immediate reporting; updating the
care plans according to facility policy, review of
the policy related to accidents and incidents;

. review of the 24 Hour Report Policy; and :
* notification of Physicians and family. The training

was face-to-face to facilitate discussion.
Examples of reportable incidents were discussed
and a wrilten posi-test was administered. Those

- educated could not return to work untit 100%

score on the post-test was achieved.

5) After re-education by the RNC, the

: Administrator, DON, Nursing Supervisors, MDS

Coordinator, SDC, Director of Dining Services,
Business Office Manager, SSD, Centraf Supply,
Chaplain, Marketing/Admissions personnel,

. Recreational Services Manager, Medical Records
‘ personnel, and designated Charge Nurses were

assigned to re-educate all staff. This education
was initiated on 12/15/14 and completed on

- 12/19/14. Any staff who were on leave or had not
" completed the education by 12/19/14 was sent a

certified letter informing them they could not
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_return to work untii they received the training.
" Each staff member was required to score 100%
on the written post-test prior to returning to work.

~complete abuse training and score 100% on the
post-test before beginning their job duties.

6} Beginning 12/15/14, post-tests will be

: administered to ten (10) different staff daily, to
include all shifts. Two (2) different tests will be
utifized on alternating days to ensure ongoing
retention and understanding of the provided

- abuse education. The tests will be administered
by the Administrator, DON, Nursing Supervisors,
MDS Coordinator, SDC, Director of Dining

* Supply, Chaplain, Marketing/Admissions
personnel, Recreational Staff Manager, Medical
Records personnel, Environmental Services

. Director or Human Resources staff.

employees hired since 10/22/14 for any abuse

: concerns. Atotal of twenty (20) new employees

“were reviewed. Audit results were reviewed by
the RNC, Clinical Compliance Nurse or the Vice
President of Qperations o 12/17/14. Na

. concerns were identified.

all new grievances beginning on 12/16/15 were
. reviewed by the Administrator, DON, Chaplain,

to ensure all reportable allegations had been
identified. A total of forty-one (41) grievances
: were reviewed.

9} All incident reports from 11/15/14 to 12/15/14
were reviewed by the DON, Assistant DON, S8DC

in addition, all newly-hired staff will be required to

Services, Business Office Manager, SSD, Cendral

7) Human Resources personnel will audit all new 5

8) All grievances dated 11/15/14 to 12/15/14, and

" Nurse Supervisors or Regional Nurse Consuitant :

F 157
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for RNC on 12/16/14 1o identify any concerns of

suspected neglect. A total of fifty-nine (59)
reports were reviewed and no concerns were
identified.

. 10} Beginning 12/15/14, a nurse from the regional :

team or corporate office will be onsite daily until
the I is lifted. The nurses will assist with

. investigations, observations of staff treatment of

residents, perform chart audits and provide
oversight and consultation.

11) The Administrator, DON, Nursing

: Supervisors and Department Heads wilf be onsite

daily and make walking rounds of the facility.
Five (5) residents with a BIMS score >8 will be
interviewed and five (8) residents with a BIMS

i score <8 will be physically assessed for abuse
“concerns. In addition, staff assigned to the

residents will be guestioned regarding any
behavioral changes exhibited by the residents.

. This will continued until the 14 is lifted. Then,
- three (3) residents with a BIMS score >8 and

three (3) resident with a BIMS score <8 will be
interviewed or assessed daily for four (4) weeks.
All resuits will be reported at the weekly Quality

: Assurance (QA) meeting. At the end of the four

{4) weeks, the QA committee will determine at
what frequency the interviews, assessments and
staff questionnaires need to continue. Any

. concerns identified will be addressed
“immediately, reported to the Administrator and an

investigation initiated.

12) Beginning 12/16/14 and continuing until the 1J

: is lifted, the Administrator, DON, Nursing

Supervisors, MDS Coordinator, SDC, Director of
Dining Services, Business Office Manager, SSD,
Central Supply, Chaplain, Marketing/Admissions
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personnel, Recreational Staff Manager, Medical
Records personnel, or Human Resources will be
on site daily to complete the Resident Status
Monitoring Form. Completion of the form
requires staff interviews, review of the 24 hour
sheet, observations for documentad behaviors,
walking rounds with visualization of all residents,

“identification of any reportable incidents and
reporting to the Charge Nurse and Administrator
for any identified incidents. Also, the DON will
daily review Physician orders to ensure

are updated, review the 24 hour sheets for any
rasident status changes, review ten {10) resident

- notifications and care pian updates, and initiate
reporting and investigation of any
accidents/incidents that are reported. All resuits
will be reported at the weekly QA meeting. After

“what frequency the Resident Status Monitoring
form needs to be completed.

. 13} Beginning 12/15/14, the Administrator, DON,
- and Social Services or a member of the regional
staff will review all resident interviews,
assessments and staff guestionnaires daily for
any concerns, and initiate an investigation as
findicated.

Director will review and discuss all abuse

- investigations daily, starting on 12/15/14, to

" ensure that the resident is protected, the
perpetrator is removed from the resident care

‘ The Administrator will maintain an abuse

appropriate notifications are made and care plans :

charts for any status changes without appropriate

- removal of the 1J, the committee will determine at

14) The Administrator, DON, and Social Services

area, reports {o the Staie Survey Agency are filed :
. timely, and a thorough investigation is completed.

investigation log, and along with regional staff will
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review the log daily to ensure the above.

15) In the event of any new report of alleged

" abuse, neglect or misappropriation of property,

the regional office will be notified within
twenty-four (24) hours and again ai the

. conclusion of the investigation to ensure a
thorough investigation is completed and reporting -

timelines are met.

. 16) During Care Plan conferences with residents

and families, abuse/neglect concerns will be
discussed. In addition, education related to
abuse, including reporting, will be provided with

: supporting documentation.

17) Beginning 12/15/14, administrative oversight

_of the facitity will be completed by the Special
i Projects Administrator, the Regionaf Vice

President of Qperations, or member of the
regional staff daily until removatl of the 1J, then

. weekly for four (4) weeks, then monthiy.

18) Beginning 12/15/14, a QA meeting will be

held weekly until the 1J is removed, then for four
{4) more weeks, then monthly. During these

: meetings, the QA committee will review and

evaluate the stated plan, make recommendations :
for plan revisions or re-education needs as '
identified, and determine at what frequency

- ongoing audits will need to continue. The

Administrator has the oversight to ensure an
effective pfan is in place to meet resident
well-being as weil as an effective plan to identify

- facility concerns and implement a plan of

correction fo involve all facility staff,

The State Survey Agency validated the

- implementation of the facility's AOC as follows:
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1} Review of the State Agency Intake form

revealed the initial facility report was received on
. 12/15/14 with additional information provided on

12/16/14. Continued review revealed the facility

submitted a final report of their investigation on
12119714,

Review of two (2) Incident Reports, one for
Resident #1 and one for Resident #2, revealed

notified by the facility on 12/15/14.
: Review of the Comprehensive Care Plan for

to include the foilowing interventions: 1:4
- observation of the resident when out of bed, with
“every fifteen (15) minute checks while in bed;
consult to Psychiatric Services; and a medication
review.

Review of the Comprehensive Care Plan for

Resident #2 revealed revised interventions

s included: report changes in mood status to the
Physician, support the resident's streagths and
coping skills; and encourage expression of

. feelings.

Review of the Nurses Note dated 12/15/14 at

 the Charge Nurse with no signs of physical
contact, bruising, redness or sweliing identified.

; Interview with the DON, on 12/24/14 at 4:15 PM,
“reveaied RN #4 and RN #3 received 1:1
education on 12/15/14 related to their

- of education records revealed both nurses did
receive the training and had completed post-tests

: the Physician and the POA for each resident were 5

Resident #1 revealed it was updated on 12/15/14 :

0:00 AM, revealed Resident #2 was assessed by :

responsibilities when abuse was alleged. Review :

F 157
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“with a 100% passing score.

Review of the Resident Monitoring Tool for the

- dates of 12/15/14 through 12/30/14 revealed

Resident #1 was on 1:1 observation when out of
the bed, and every fifteen (15) minuie
observations were made when the resident was
in bed.

Further review of the Comprehensive Care Plan
for Resident #1 revealed a consult was placed
with the facility's contracted Psychiatric Services.

- Review of Social Services notes, dated 12/15/14

through 12/19/14, revealed Residents #1 and #2
were followed daily. Discussion with Resicent #1
included education related to inappropriate

~behaviors and ongoing support for the resident

and the spouse. Resident #2 was assessed daily

- for mood changes. The Social Worker
" documented no psychosociat concerns were

identified for either resident.

' 2) Review of the facility's AOC binder, which

contained documenis related to the corrective
actions, revealed all residents were assessed for

- signs and symptoms of abuse/neglect on

12/15/14. Residents with a BIMS score >8 were
interviewed related to any abuse/negiect
concerns by the Social Services Director,

“ Chaplain, Registered Dietitian, Unit Managers

and Nursing Supervisors. Residents with a BIMS
score <8 were physically assessed for any signs

- or symptoms of abuse by the Nursing

Supervisors. Areview of the audits,
assessments, and interviews utilized revealed not

¢ identified concerns.

Interview with he Administrator on 12/31/14 at

F 157
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“10:30 AM revealed she reviewed all of the

resident interviews and assessments on 12/16/14

~with no concerns identified.

3} Areview of chart audit records revealed ail

: resident records were reviewed Tor falls,

behaviors, accidents, abuse, Physician orders, 24 :
hour reports, and notifications of the Physician,

- POA or family for any resident status change by

12/17/14. No concerns were identified.

4) Review of fraining records revealed the
Administrator, DON, Nursing Supervisors, MDS

. Coordinator, Staff Development Coordinator,
" Director of Dining Services, Business Office

Manager, SSD, Central Supply, Chaplain,

. Marketing/Admissions personnel, Recreational
- Staff Manager, Medical Records personnel,

Human Resources staff, and designated Charge

. Nurses were re-educated beginning on 12/15/14

and completed on 12/16/14 by the Regional
Nurse Consultant. Topics covered inciuded the

. Abuse Policy, investigations, care pianning,
~notification of the Physician and family, and

utilization of the 24 hour report to inform of a

- change in a resident's condition. Further review _
- of documentation revealed all completed the post -
test with a 100% score.

| Interviews with thirteen (13} administrative staff,

incfuding the Dietary Manager on 12/30/14 at

- 12110 PM, the Registered Dietitian on 12/30/14 at :
12:00 PM, the Director of Plan Operations on '

12/30/14 at 3:00 PM, the SSD on 12/30/14 at

£ 3:15 PM, Social Worker #2 on 12/30/14 at 3:30

PM, Charge Nurse #3 on 12/31/14 at 8:30 AM,
Charge Nurse #2 on 12/31/14 at 9:15 AM, Unit
Manager #1 on 12/31/14 at 9:15 AM, the DON on -
12/31/14 at 10:30 AM, the Administrator on
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12/31/14 at 10:45 AM, the SDC on 12/31/14 at

1 12:40 PM, the Chapiain on 12/31/14 at 1:00 PM
and the Rehabilitation Manager on 12/31/14 at

1:00 PM revealed all were re-educated on
performing a thorough investigation, reporting,

- updating care plans, the facility policy on

incidents and accidents, the 24 hour report policy
and notifications by the Regional Nurse :

. Consultant and completed a post-test.

8) Further review of training records reveated all
facility staff was re-educated on the faciiity's

. Abuse Poalicy, including identification and
“reporting, between 12/15/14 and 12/19/14. The

training was provided by the DON, Administrator

and the SDC.

Interviews with Housekeeper #3 on 12/30/14 at

11:35 AM, Floor Tech #4 on 12/30/14 at 11:45
AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2

- on 12/30/14 12:00 PM, Licensed Practical Nurse -
(LPN) #2 on 12/30/14 at 12:15 PM, Occupational |

Therapist #1 on 12/30/14 at 12:35 PM, Speach
Therapist #2 on 12/30/14 at 12:50 PM, Dietary

- Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5

on 12130114 at 2.55 PM, Housekeeper #86 on
12/30{14 at 3:25 PM, Mamtenance worker #1 on
12/30/14 at 3:35 PM, SRNA#6 on 12/31/14 at

1 8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,

Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary
Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on
12131114 at 9:30 AM, SRNA #7 on 12/31/14 at

 9:40 AM, SRNA #9 on 12/31/14 at 9:45 AM,

SRNA#10 on 12/31/14 at .55 AM, and the MDS
Coordinator on 12/31/14 at 10:10 AM revealed all

. received re-education by the DON, SDC,
* Administrator and Charge Nurses on identifying,

reporting and investigating abuse. In addition, all
interviewees stated they were required o
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: complete the post-test with 100% accuracy prior

to returning to work.

¢ Review of the Certified letter revealed it was sent

on 12/19/14 to all PRN {as needed) staff and all
staff on vacation or medical leave. The letter

" informed the recipient to contact the DON or the

SDC to complete mandatory in-services prior to

their next shift.

6) Review of post-tests dated 12/15/14 -12/30/14 |

revealed ten (10} facility staff were receiving

rotating tests daily. All completed tests were
scored at 100%.

Interview with the DON, on 12/31/14 at 10:30 AM, |

revealed she coordinated with the Administrator,

1 SDC and nursing Unit Managers for continuing
staff education refated to the abuse palicy.

- Interview with the Registered Dietitian, on

12/30/14 at 12:00 PM, revealed the department
managers were responsible for administering

: abuse quizzes to assigned staff.

Interview with the Dietary Manager, on 12/30/14

- at 12:10 PM, revealed she had an assigned day

for assessing staff knowledge about abuse.

| Interviews with Housekeeper #3 on 12/30/14 at

11:35 AM, Floor Tech #4 on 12/30/14 at 11:45
AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2

ton 12/30/14 12:00 PM, Licensed practical Nurse

(LPN) #2 on 12/30/14 at 12:15 PM, Occupational
therapist #1 on 12/30/14 at 12:35 PM, Speech

+ Therapist #2 on 12/30/14 at 12:50 PM, Dietary

Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5
on 12/30/14 at 2:55 PM. Housekeeper #6 on

1 12/30/14 at 3:25 PM, Maintenance worker #1 on
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12/30/14 at 3:35 PM, SRNA#6 on 12/31/14 at
8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,

. Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

“Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on
12/31/14 at 9:30 AM, SRNA#7 on 12/31/14 at
9:40 AM, SRNA#9 on 12/31/14 at 9:45 AM, ;
SRNA#10 on 12/31/14 at 9:55 AM, and the MDS

- Coordinator on 12/31/14 at 10:10 AM revealed

" they had received two (2} to three {3) quizzes per
week to assess their retention and understanding .
of the information provided during the initial
in-service,

7) Areview of the Human Resources audit forms
revealed twenty (20) newly hired staff since
10/22/14 were reviewed for any abuse concerns.

. The audits included a re-check of the Nurse Aide

: Abuse Regisiry to ensure no staff appeared on
the Registry. Audit resuits were signed and dated |
as reviewed by the RNC on 12/17/14. No '
concerns were identified.

| 8) Review of the AQC binder revealed forty-one
(41) grievances, dated 11/15/14 to 12/15/14, were
reviewed by the Administrator, DON, Chaplain,
Nurse Supervisors, Regional Nurse Consultant

. on 12/16/14 with no concerns. Interview with the .

: Administrator on 12/31/14 at 10:50 AM confirmed |
she had reviewed the grievances and that the
grievances were continually reviewed daily from
12/16/14 to 12/30/14 to identify any reportable
allegations which were not identified on the initial

| review. f

9) Review of AOC binder revealed fifty-nine (59)
incident reports, dated 11/15/14 to 12/15/14, were
“reviewed by the DON, Assistant Director of
: Nursing, Staff Development Coordinator and
Regional Nurse consuitant with no concerns
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- identified.

10) Review of the daily sign off sheets, dated

- 12/15/14 -12/31/14 revealed the Regional Nurse

Consultant was present daily at the facility.

- 11) Record review of waiking rounds

documentation, dated 12/15/14 to 12/30/14,
revealed they were completed daily by the
Administrator, DON, Nursing Supervisors, and
Department Heads. The rounds included a
physical assessment by the nurse for five (5)

- residents with a BIMS score <8, and interviews
with five (5) residents with a BIMS score >8,

concerning how the residents were treated by

 facility staff. In addition, nurses and SRNA's were

interviewed regarding any changes in resident
behaviors. Review of the QA meeting minutes

i revealed alf results of resident and staff
interviews, and skin assessments, were

discussed during the weekly QA mestings.

+ 12) Review of the Resident Status Monitoring

Forms revealed they were completed daily by the

. Administrator, DON and Department Heads
- during walking rounds. The form included staff

interviews, review of the 24 Hour Report sheet,
observations of residents for documented

: behaviors, and identification of reportable

incidents with evidence of a report to
administration. Continued review revealed the

. DON conducted a follow-up daily to ensure

Physician orders and ten {10) resident records
were reviewed daily to ensure appropriate

. notifications and care plan revisions were made.
' The audits were reviewed, signed and dated daily .

by the Administrator.

; 13} Review of the AOC binder revealed it

F 157
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 contained documented evidence the
Administrator, DON, Social Services and RNC
reviewed all resident interviews, assessments,
~and staff questionnaires daily between 12/15/14
and 12/31/14, with no identified concerns,

- 14) Review of Abuse Log forms, dated
12/15/14-12/31/14, revealed the Administrator,
DON and Social Service Director reviewed abuse

 allegations daily to track and trend for any
additionai needed interventions by the QA
committee. All alffegations were reviewed to

“ensure protection of residents by removat of the
perpetrator, timeliness of reporting to the State

. Survey Agency, and initiation and completion of
thorough mvestigations. Interview with the
Administrator on 12/31/14 at 11:10 AM confirmed

. she would reviewed the abuse investigations and

- there were no new abuse aflegations made :
during this period.

' 15) Review of the Abuse Log and review of
documented daily walking rounds of the

. Administrator, DON and Department Heads, from

“12/15/14 to 12/30/14, revealed no new abuse
allegations or incidents suspicious for abuse were

. identified.

16} Review of the AOC binder and inferview with

. the DON, on 12/31/14 at 1:00 PM, revealed no

" care pian conferences had taken place between
12/16/14 and 12/31/14. The DON stated the

faciiity's plan for care plan conferences included

- discussion with the resident and/or family :
regarding any concerns they had about abuse. in
addition, the DON stated during the meetings,

- education would be provided related to abuse,
e.g. what abuse is and how to report abuse.

F 157
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17) Review of the daily tracking form dated

- 12/16/14-12/30/14 revealed administrative
oversight was provided by the RNC, onsite daily
throughout the period.

18} Review of the QA minutes for the weekly
meetings dated 12/15/14, 12/19/14 and 12/24/14
revealed the Plan of Action for the cited
deficiencies was discussed each time. Any
changes 1o the QA Plan of Action were to be in
+ bold print. No changes were made during these
weekly meetings. Interview with the
Administrator, on 12/31/14 at 16:20 AM, revealed .
| if any changes were determined to be necessary,
they would be reviewed by the entire QA team
and communicated to facility staff. Continued
| interview with the Administrator revealed the QA
weekly committee meetings consisted of all
Department Heads, Unit Managers, Chaplain,
- Medical Director, Social Worker, Dietitian,
~ Administrator and DON. :
F 223 483.13(b), 483.13(c){1){i) FREE FROM : F 223
55=J; ABUSE/INVOLUNTARY SECLUSION '

The resident has the right to be free from verbal,
. sexuat, physical, and mental abuse, corporal
“punishment, and involuntary seciusion.

The facility must not use verbal, mental, sexual,

- or physical abuse, corporal punishment, or
involuniary seclusion.

This REQUIREMENT is not met as evidenced

by: ;
. Based on interview, record review, and review of . Past noncompliance: no plan of
facility policy, it was determined the facility failed correction required.

to have an effective system to protect one (1) of
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“five (5} sampled residents from abuse (Resident
#2).

" Interview and record review revealed Resident #1
had a history of exhibiting sexual behaviors
towards residents and staff. inciuding touching

female breasts and buttocks. On 12/13/14 at

- 11:15 AM Housekeeper #1 and Housekeeper #2
witnessed Resident #1 touching Resident #2 on
his/her thigh between the legs. The

* housekeepers informed State Registered Nurse
Aide (SRNA) #1, who separated the residents
and informed Registered Nurse (RN)

: #4/Weekend Supervisor of the observed incident.
RN #4 instructed RN #3/Charge Nurse to have
Housekeeper #1 and Housekeeper #2 provide

. written witness statements. Although Resident

- #1 and Resident #2 were separated, no physical
assessment was completed for Resident #2;

. there was no documented evidence the facility

implemented increased supervision of Resident
#1; and, information cancerning the incident was

: writing to protect the residents.
On 12/14/14 RN #1 heard Resident #2 talking

- any report of the incident on 12/13/14, she
assurned Resident #2 was speaking about
something that happened in the past. RN #1

. failed to report the concerns voiced by Resident

“#2. On 12/15/14, Resident #1 touched Resident

at Resident #1, and stated Resident #1 had
' touched his/her breast and was "naughty” for
doing so.

- The facility's failure to ensure residents were

not passed on to subsequent shifts, verbally or in

about being touched. As RN #1 had not received

#2 again. Resident #2 yelled out, pointed a finger

protected from abuse was fikely to cause serious :

F 223
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injury, harm, impairment death. Immediate

Jeopardy was identified on 12/23/14, and was ;
s determined to exist on 12/13/14. The facility was
notified of the Immediate Jeopardy on 12/24/14.

An acceptable credible Allegation of Compliance

{AQC) was received on 12/29/14. Based on the
: validation of the AOC, the State Survey Agency
“determined the deficient practice was corrected

on 12/20/14 prior to the initiation of the

investigation; therefore, it was determined to be
Past Immediate Jeopardy.

The findings include:

Review of the facility's policy titled "Abuse,

: Neglect and Misappropriation”, effective date

“04/2013, revested verbal, sexual, physical and
mental abuse were prohibited. Further review of
the policy revealed for incidents of abuse by a

~resident toward another resident, the following

| steps were required: complete a physicai

‘ assessment to determine any potential injuries; |
notify the DON or Administrator immediately; and, :
provide close supervision of the residents.

¢ Review of the facility's policy titted "24 Hour

* Report", effective date 12/2010, revealed the 24
Hour Report was used to provide communication
between nursing, administration and direct care
departments concerning changes in residents’

: status. Licensed nurses were to list residents on

" the 24 Hour Repeort to inform of acute changes in |
behavior, mental status or physicat conditions -
and any incidences, skin changes or injuries.

- Clinical record review revealed the facility :
- admitted Resident #1 on 05/09/14 with diagnoses |
which included Psychosis, Dementia, Behavioral

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D j
BREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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Disturbance, Anxiety, and Mood Dysregulation.
Review of the Quarterly Minimum Data Set

“facility assessed Resident #1 to have a Brief
Interview for Mental Status (BIMS) score of 7,
which indicated the resident was severely

* cognitively impaired and not interviewable,

Review of the Comprehensive Care Plan, dated

- 05/19/14, revealed Resident #1 was assessed o
be at risk for behavioral problems including
yelling out, resident to resident altercations, and

i sexual behaviors. The stated goal was "resident
will have fewer episodes through next review”.
Continued review revealed interventions in place

on 12/13/14 were as follows: reinforce positive
behavior; administer medications for depression,

: by staff.

Review of the Behavioral Assessment, dated
- 05/28/14 and updated 08/07/14, revealed
" Resident #1 had a history of behavioral

. middle finger up at others; asking a visitor for a

" "blow job", and sexual behaviors toward other
residents and staff, including touching female

_breasts and buttocks. Continued review revealed

for the exhibited behaviors, one to one 1:1
supervision or every fifteen (15} minutes, on
: seven (7) different occasions between §5/28/14
and 10/31/14. On 12/12/14, Resident #1 was
placed on every fifteen {15) minute checks due to
- a "negative statement".

Review of the clinical record revealed the facility

“which included Dementia and Hypertension.

- (MDS) assessment, dated 10/31/14, revealed the

psychosis, and sexual behaviors; and observation |

symptoms, including the following: sticking his/her |

- Resident #1 was placed on increased monitoring _

. admitted Resident #2 on 01/15/14 with diagnoses
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Review of the annual MDS assessment, dated
11/17/14, revealed Resident #2 was assessed by

“ ihe facility to have a BIMS score of 3, which
indicated the resident was severely cognitively
impaired and not interviewable.

interview with SRNA #1, on 12/23/14 at 3:30 PM,
revealed on 12/13/14 at approximatety 11:15 AM,

: Housekeepers #1 and #2 reported to her they
saw Resident #1 touch Resident #2 on the inner
thigh area. Continued interview revealed

. although she did not actuaily witness the incident, .
she did separate Residents #1 and #2 after she
was toid of it by the housekeepers. SRNA #1

. revealed she reported what the housekeepers

“had told her to RN #4/Weekend Supervisor.

- Interview with Housekeeper #2, on 12/24/14 at
3:31 PM, revealed she saw Resident #1 iouch
Resident #2 between the fegs on 12/13/14. She

. stated she provided a written statement for RN

C#3.

_Interview with Housekeeper #1, on 12/24/14 at

- 12:15 PM, revealed she was in the hali at 11:15
AM on 12/13/14, and saw Resident #1 touch
Resident #2 between the legs. She stated she

Linformed SRNA#1, and provided a written
statement for RN #3.

i Telephone interview with RN #3, on 12/24/14 at
3:00 PM, revealed on 12/13/14 Housekeepers #1
and #2 reported Resident #1 touched Resident

. #2 between the thighs. She stated she took the
housekeepers' written statements and gave them
to RN #4. Continued interview revealed she

. thought RN #4, who was the Supervisor, woulid
contact the DON. She further stated she should
have performed a skin assessment for Resident
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#2 after the incident.

. Felephone interview with RN #4, on 12/24/14 at
- 2:50 PM, revealed he was the Supervisor on the

weekend of 12/13/14. He stated Housekeepers
#1 and #2 witnessed Resident #2 touch Resident
#1 between the legs. He asked RN #3 to take a
written statement from the housekeepers related
to what they had witnessed. RN #4 further stated

“all he did was place the written statements on the :

Unit Manager's desk.

- Review of Resident #1's Nurses Notes for :
12/13/14 revealed no documented account of the

incident between Resident #1 and Resident #2.

- Continued review revealed the only entry for

12/13/14 was made at 6:15 PM by RN #4, who
documented Resident #1 had "no aggressive or

- inappropriate behaviors noted this shift", which
included the time of the incident that morning.

However, per interview, RN #4 was aware

| Resident #1 had touched Resident #2 between
" the legs.

. Interview with RN #1, on 12/23/14 at 2:57 PM,
' revealed she overhead Resident #2 having a

conversation with his/her family on 12/14/14, and
heard Resident #2 say Resident #1 "touched"

t him/her. RN #1 stated she did not work on

12/13/14, and had not received any information

through report on 12/14/14, regarding an incident _
. which occurred on 12/13/14. concerning the :
" alleged abuse and assumed Resident #2 was

speaking of something from the past, as the

. resident had a history of speaking of past events.

Continued review of Resident #1's medical record

revealed a Nurse's Note dated 12/15/14, timed

1710 AM, written by RN #1, revealed it was a "late :

F223
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entry” Note made for 12/14/14 at 3:10 PM. Per
the "late entry” Note, RN #1 documented another
resident who was present in the iobby, with
Resident #1 and other residents and staff,
"approached" her, and stated Resident #1 was
"touching™ him/her and pointed at Resident #1.

two (2) other residents in the lobby at the time,

. "agreed"” with the "allegations of inappropriate

* behavior/physical contact®. Per review of the
"late entry” Note, RN #1 documented SRNA's “on

. duty who worked day shift the previous day

(Saturday 12/13/14)" informed RN #1, Resident
#1 had "behaviors” on "Saturday”, 12/13/14.

. Further review of the "late entry” Note revealed

‘the SRNA's also reported "housekeepers who
witnessed” Resident #1's behaviors on 12/13/14,

i had "filled out statements”; however, RN #1 was

- unable to locate them. in addition, review of the
"late entry" Note revealed RN #1 was unable to
contact the RN who had worked day shift on

“12/13/14. However, further review of the ate
entry” Note revealed no documented evidence of

. RN #1 overhearing Resident #2 in conversation

- with visitors, saying Resident #1 had touched
him/her.

PM, revealed on 12/15/14 Resident #1 ang #2

: the nurses station on the Cherry Biossom unit
when Resident #2 yelled out about being touched
and stated Resident #1 was "naughty” and had

. touched his/her breast.

Review of the Incident Report, dated 12/15/14 at

“#1 touched him/her on the breast while sitting in
the lobby of the Cherry Blossom Unit.

' Continued review of the "late entry” Note revealed |

' Further interview with BN #1, on 12/23/14 at 257

were sitting close, in their wheel chairs, in front of

. 8:00 AM, revealed Resident #2 alleged Resident : *
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Further review of the Nurses Notes for Resident
#1, dated 12/15/14 at 8:15 AM, revealed a

s resident in the lobby started screaming Resident
#1 "is touching me".

. Review of the Nurses Notes for Resident #2
reveated no documentation related to an
aflegation of abuse until 12/15/14.

- Interview on 12/23/14 at 10:40 AM, with Resident
#3 assessed by the facility to have a BIMS of 15
indicating the resident was cognitively intact and

! interviewable, revealed he/she saw Resident #1
touch Resident #2 on the breast but could not
recall the day. Resident #3 stated he/she was

i sitting in the lounge area in front of the nurses

~ station when Resident #1 rolled over to Resident
#2. Continued interview revealed Resident #1

. watched the nurses’ desk to see if anyone was

' looking, then touched Resident #2 on the breast
and rolled back in his/fher wheelchair. Further

_interview reveaied Resident #1 looked like he/she |

' was laughing and passibly knew right from wrong. -
Resident #3 stated Resident #1 was "slick and
sneaky”, and staff did not witness the incident.

~Interview with the DON, on 12/31/14 at 10:10 AM,
revealed she was not aware of the incident on
12/13/14 until after the incident on 12/15/14 was

‘reported. She stated it was her expectation that
staff follow the facility's Abuse Policy and
immediately report any allegation of abuse, or

- signs and symptoms of abuse, to the Charge
Nurse.

. A post-survey interview with the Administrator on
01/15/15 at 11:25 AM, revealed after the incident
on 12/13/14 was reported to the Charge Nurse

F 223
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and she informed the Weekend Supervisor, one
{1) of them should have notified her, the DON,
Abuse Coordinator and 8S. According to the
Administrator, the Charge Nurse did not fully
inform the Weekend Supervisor of what had

- oceurred, but she would have expected him to
have gotten the specifics. Continued interview
revealed the incident should have been

: documented on the "24 Hour Report” and passed
along to other nurses in their verbal shift report.
She stated if that had been done "some type of

t follow up could have been done”, and it was a
possibility had she been notified on 12/13/14, the
other incident on 12/15/14 "might not have

: occurred”.

The facility provided an acceptable credible
i Allegation of Compliance (AQC) on 12/29/14,
which alleged removal of the 1J effective
12/20/14. Review of the AQC revealed the ‘acmty
. implemented the following corrective actions:

1} The allegation of resident to resident

. inappropriate touching on 12/13/14, was reported

f to the State Survey Agency, the Physician and the :
Power of Attorney (PCA) for both residents on
12/16/14. Athorough investigation was initiated

- on 12/15/14 and concluded on 12/19/14 by the
Administrator, the DON and Social Services. A
five (5) day report was sent to the State Survey

. Agency and Adult Protective Services on

12/19/14. The Comprehensive Care Plans for
Residents #1 and #2 were updated with

. appropriate interventions to meet each resident's .

- care needs on 12/15/14 by the DON, Nursing
Supetvisors, or MDS Coordinator. Resident #2
was assessed on 12/156/14 by the Charge Nurse

- with no concerns noted. One to one (1:1)
education was provided to RN #4 and RN #3 by
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the Administrator and the Regional Nurse

on 1:1 observation when out of bed and every
fifteen (15) minute checks while in bed and a

. consult for psychiatric services was initiated.
Social Services was consulted for follow-up with
Resident #2 for psychosocial support and to
identify any coencerns for Resident #2.

2} All residents were assessed for any signs and
symptoms of abuse/neglect. Residents with a
* BIMS score >8 were interviewed by the Social
Services Director, Chapiain, Registered Dietitian,
Human Resources, Environmental Director, Unit
* Managers, Nursing Supervisors, Admissions

or the Administrator for any abuse/neglect
Fconcerns on 12/15/14. Residents with a BIMS

“supervisors for any signs and symptoms of
. abusefneglect. Abuse/negiect audits,

reviewed by the Administrator or the Regional
. Nurse Consuitant (RNC) on 12/16/14 for any
“indications of abuse/neglect. No concerns were
identified.

- 3) All resident charts were reviewed for any status
changes in the past thirty (30) days by the DON,

. Nursing Supervisors, Unit Manager, Staff

' Development Coordinator (SDC), MDS staff,
Medical Records personnei,
Marketing/Admissions personnel, Social Service

: Director (8SD) or the RNC by 12/17/14 to ensure
Physician and POA notifications were made and
care plans were updated appropriately to reflect

. current resident care needs. No issues were
identified.

- Consultant by 12/19/14. Resident #1 was placed '

personnel, Restorative Nurse, Physician's nurses :
score <8 were physically assessed by the nursing

~assessments, interviews and questionnaires were
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. 4) Re-education on implementation of the Abuse
Policy was provided by the Regional Nurse

F 223

Consultant on 12/15/14 and 12/16/14 for the
Administrator, DON, Nursing Supervisors, MDS
Coordinator, SDC, Director of Dining Services,
Business Office Manager, Social Services

. Director, Central Supply, Chaplain

Marketing/Admissions, Recreational Staff
Manager, Medicai Records, Muman Resources,

_and designated charge nurses. Educationai
" topics included: performing a thorough

investigation; immediate reporting; updating the
care plans according to facility policy; review of

 the policy refated to accidents and incidents;

review of the 24 Hour Report Policy; and
notification of Physicians and famity. The traimng

: was face-to-face to facilitate discussion.

Examples of reportable incidents were di scussed
and a written post-test was administered. Those

¢ educated could not return to work until 100%

score on the post-test was achieved.

¢ 5) After re-education by the RNC, the

Administrator, DON, Nursing Supervisors, MDS
Coordinator, SDC, Director of Dining Services,

- Business Office Manager, SSD, Central Supply,
- Chaplain, Marketing/Admissions personnel,

Recreational Services Manager, Medical Records
personnel, and designated Charge Nurses were

- assigned to re-educate all staff. This education

was initiated on 12/15/14 and completed on
12/19/14. Any staff who were on leave or had not -

i completed the education by 12/19/14 was sent a

certified letter informing them they could not
return to work until they received the training.
Each staff member was required to score 100%

" on the written post-test prior to returning to work.

fn addition, all newly-hired staff will be required to ;

. complete abuse training and score 100% on the
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pust-test before beginning their job duties

8) Beginning 12/15/14, post-tests will be
administered to ten {10) different staff daily, to

“include all shifts. Two {2) different tests will be
utiized on alternating days tc ensure ongoing
retention and understanding of the provided

‘ abuse education. The tests will be administered
by the Administrator, DON, Nursing Supervisors,
MDS Coordinator, SDC, Director of Dining

' Services, Business Office Manager, SSD, Ceﬂtral
Supply, Chaplain, Marketing/Admissions :
personnel, Recreational Staff Manager, Medical

i Records personnel, Environmental Services

Director or Human Resources staff.

+ 7) Human Resources personne! will audit ail new .

~employees hired since 10/22/14 for any abuse f
concerns. A total of twenty (20) new employees

- were reviewed. Audit results were reviewed by

“the RNC, Clinical Compliance Nurse or the Vice
President of Operations on 12/17/14. No

. concerns were identified.

8) All grievances dated 11/15/14 to 12/15/14, and
_all new grievances beginning on 12/16/15 were .
- reviewed by the Administrator, DON, Chaplain,

Nurse Supervisors or Regional Nurse Consultant

to ensure all reportable allegations had been
- identified. A total of forty-one (41) grievances

were reviewed,

1 9) Altincident reports from 11/15/14 to 12/15/14 |
were reviewed by the DON, Assistant DON, SDC
or RNC on 12/16/14 to identify any concerns of

- suspected neglect. A total of fifty-nine {(59)
reports were reviewed and no concerns were
identified.

F 223
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team or corporate office will be onsite daily until
: the lJ is lifted. The nurses will assist with
investigations, observations of staff treatment of
residents, perform chart audits and provide
- oversight and consultation.

11) The Administrator, DON, Nursing

. Supervisors and Department Heads will be onsite

“daily and make walking rounds of the facility.
Five (5) residents with a BIMS score >8 will be

. interviewed and five (5) residents with a BIMS

" score <8 will be physically assessed for abuse
concerns. In addition, staff assigned to the

_residents will be questioned regarding any
behavioral changes exhibited by the residents.
This will continued until the [J is lifted. Then,

. three (3) residents with a BIMS score >8 and

“ three (3) resident with a BIMS score <8 will be
interviewed or assessed daily for four (4) weeks.
Ail results will be reported at the weekly Quality

' Assurance (QA) meeting. At the end of the four
(4) weeks, the QA commiittee will determine at
what frequency the interviews, assessments and

| staff questionnaires need to continue. Any
concerns identffied will be addressed

: investigation initiated.

- is lifted, the Administrator, DON, Nursing

* Supervisors, MDS Coordinator, SDC Director of
Dining Services, Business Office Manager, $SD,
Central Supply, Chaplain, Marketing/Admissions

' personnel, Recreational Staff Manager, Medical
Records personnel, or Human Resources will be
on site daily to complete the Resident Status

* Monitoring Form. Completion of the form
requires staff interviews, review of the 24 hour

10) Beginning 12/15/14, a nurse from the regional ;

immediately, reported to the Administrator and an

12) Beginning 12/16/14 and continuing until the FJ
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- sheet, observations for documented behaviors,
“walking rounds with visualization of all residents,

identification of any reportable incidents and

. reporting to the Charge Nurse and Administrator
“for any identified incidents. Also, the DON will

daily review Physician orders to ensure
appropriate notifications are made and care plans

- are updated, review the 24 hour sheets for any

resident status changes, review ten (10) resident :
charts for any status changes without appropriate

“notifications and care plan updates, and initiate

reporting and investigation of any
accidents/incidents that are reported. Al results

: will be reported at the weekly QA meeting. After

remaoval of the 14, the committee will determine at
what frequency the Resident Status Monitoring

i form needs to be completed.

13) Beginning 12/15/14, the Administrator, DON,

- and Social Services or a member of the regional
 staff will review all resident interviews,

assessments and staff questionnaires daily for

. any concerns, and initiate an investigation as
‘indicated.

14) The Administrator, DON, and Social Services .

¢ Director will review and discuss all abuse

investigations daily, starting on 12/15/14, to
ensure that the resident is protected, the

. perpetrator is removed from the resident care

area, reports to the State Survey Agency are filed
timely, and a thorough investigation is compieted

: The Administrator will maintain an abuse
investigation log. and along with regional staff will

review the log daily to ensure the above.

: 15} In the event of any new report of alleged

abuse, neglect or misappropriation of property,

. the regional office wili be notified within
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twenty-four (24) hours and again at the

- congctusion of the investigation to ensure a

thorough investigation is completed and reporting ;

timelines are met.

16} During Care Plan conferences with residents
and families, abuse/neglect concerns will be

“discussed. in addition, education reiated fo

abuse, including reporting, will be provided with

. supporting documentation.

17) Beginning 12/15/14, administrative oversight

. of the facility will be completed by the Special

Projects Administrator, the Regional Vice
President of Operations, or a member of the

. regional staff daily until removal of the 14, then

weekly for four (4) weeks, then monthiy.

- 18) Beginning 12/15/14, a QA meeting will be

held weekly until the iJ is removed, then for four
{4) more weeks, then monthly. During these

: meetings, the QA committee will review and
“evaluate the stated pian, make recommendations .

for plan revisions or re-education needs as

 identified, and determine at what frequency

ongoing audits will need to continue. The
Administrator has the oversight to ensure an

. effective plan is in place to meet resident

well-being as well as an effective plan to identify
facility concerns and implement a plan of

: correction to involve all facility staff,

The State Survey Agency validated the

- implementation of the facility's AOC as follows:

1) Review of the State Agency Intake form

i revealed the initial facility report was received on

12/15/14 with additional information provided on
12/16/14. Continued review revealed the facility
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“submitted a final report of their investigation on

12/19/14.

" Review of two (2) incident Reports, one for

Resident #1 and one for Resident #2. revealed

. the Physician and the POA for each resident were

notified by the facility on 12/15/14.

Review of the Comprehensive Care Plan for

" Resident #1 revealed it was updated on 12/15/14

to include the following interventions: 1:1
observation of the resident when out of bed, with

- every fifteen (15) minute checks while in bed:

consult to Psychiatric Services: and a medication

review.

Review of the Comprehensive Care Plan for

. Resident #2 revealed revised interventions
“included: report changes in mood status to the

Physician; support the resident’s strengths and
coping skills; and encourage expression of

i feelings.

Review of the Nurses Note dated 12/15/14 at

- 9:00 AM, revealed Resident #2 was assessed by '

the Charge Nurse with no signs of physical

_contact, bruising, redness or swelling identified.

. Interview with the DON, on 12/24/14 at 415 P,

revealed RN #4 and RN #3 received 1:1

. education on 12/15/14 related to their

responsibilittes when abuse was alleged. Review _
of education records revealed both nurses did

: receive the training and had completed post-tests '
with a 100% passing score.

: Review of the Resident Monitoring Tool for the

dates of 12/15/14 through 12/30/14 revesled
Resident #1 was on 1:1 observation when out of
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_the bed, and every fifteen (15) minute
* observations were made when the resident was

in bed.

Further review of the Comprehensive Care Plan
for Resident #1 revealed a consult was placed

- with the facility's contracted Psychiatric Services.

Review of Social Services notes, dated 12/15/14
through 12/19/14, revealed Residents #1 and #2
ware followed daily. Discussion with Resident #1
included education related to inappropriate

: behaviors and ongoing support for the resident
and the spouse. Resident #2 was assessed daily

for mood changes. The Social Worker

: documented no psychosocial concerns were

identified for either resident.

| 2) Review of the facility's AOC binder, which

cortained documents related to the corrective

actions, revealed all residents were assessed for
| signs and symptoms of abuse/neglect on
12/15/14. Residents with a BIMS score >8 were

interviewed related to any abuse/neglect

: concerns by the Social Services Director,

Chaplain, Registered Dietitian, Unit Managers
and Nursing Supervisors. Residents with a3 BIMS

- score <8 were physically assessed for any signs
“or symptoms of abuse by the Nursing

Supervisors. Areview of the audits,

- assessments, and interviews utilized revealed not
“identified concerns.

. Interview with he Administrator on 12/31/14 at
" 10:30 AM revealed she reviewed all of the

resident interviews and assessments on 12/16/14

. with no concerns identified.

3} A review of chart audit records revealed ail
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' resident records were reviewed for falis,

behaviors, accidents, abuse, Physician orders, 24
hour reports, and notn‘lcat ions of the Physician,

- PCA or family for any resident status change by

12/17/14. No concerns were identified,

4) Review of training records revealed the
Administrator, DON, Nursing Supervisors, MDS
Coordinator, Staff Development Coordinator,

¢ Director of Dining Services, Business Office

Manager, SSD, Central Supply, Chaplain,
Marketing/Admissions personnel, Recreational

: Staff Manager, Medical Records personnel,

Human Resources staff, and designated Charge
Nurses were re-educated beginning on 12/15/14

; and completed on 12/16/14 by the Regional
Nurse Consuitant. Topics covered included the
- Abuse Policy, investigations, care planning,

. notification of the Physician and family, and

* utilization of the 24 hour report to inform of a

change in a resident's condition. Further review

. of decumentation revealed all completed the post
‘ test with a 100% score. -

Interviews with thirteen {13) administrative staff,

including the Dietary Manager on 12/30/14 at

1210 PM, the Registered Dietitian on 12/30/14 at
12:00 PM, the Director of Plan Operations on

- 12/30/14 at 3:00 PM, the SSD on 12/30/14 at

3:15 PM, Social Worker #2 on 12/30/14 at 3:30
M, Charge Nurse #3 on 12/31/14 at 8:30 AM,

. Charge Nurse #2 on 12/31/14 at 9:15 AM, Unit
“Manager #1 on 12/31/14 at 9:15 AM, the DONon

12/31/14 at 10:30 AM, the Administrator on
12/31/14 at 10:45 AM, the SDC on 12/31/14 at

£ 12:40 PM, the Chaplain on 12/31/14 at 1:00 PM

and the Rehabilitation Manager on 12/31/14 at
1:00 PM revealed ait were re-educated on

- performing a thorough investigation, reporting,
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updating care plans, the facility policy on

tincidents and accidents, the 24 hour report p{}licy
and notifications by the Regional Nurse
Consultart and completed a post-test.

5) Further review of training records revealed al
facility staff was re-educated on the facility's
- Abuse Palicy, including identification and
reporting, between 12/15/14 and 12/19/14. The
training was provided by the DON, Administrator
- and the SDC.

Interviews with Housekeeper #3 on 12/30/14 at

- 11:35 AM, Floor Tech #4 on 12/30/14 at 11:45
AM, Cocok #1 on 12/30/14 at 11:50 AM, Cook #2
on 12/30/14 12:00 PM, Licensed Practical Nurse

(LPN}#2 on 12/30/14 at 12:15 PM, Occupational .

Therapist #1 on 12/30/14 at 12:35 PM, Speech
Therapist #2 on 12/30/14 at 12:50 PM, Dietary

| Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5

“on 12/30/14 at 2:55 PM, Housekeeper #6 on
12/30/14 at 3:25 PM, Maintenance worker #1 on

. 12/30/14 at 3:35 PM, SRNA#6 on 12/31/14 at

'8:45 AM, SRNA#5 on 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

_Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on

“12/31/14 at 9:30 AM, SRNA#7 on 12/31/14 at
9:40 AM, SRNA#0 on 12/31/14 at 9:45 AM,

. SRNA#10 on 12/31/14 at 9:55 AM, and the MDS |

* Coordinator on 12/31/14 at 10:10 AM revealed 3l
received re-education by the DON, SDC,
Administrator and Charge Nurses on identifying, .

‘reporting and investigating abuse. In addition, all
interviewees stated they were required to
complete the post-test with 100% accuracy prior

: fo returning to work,

Review of the Certified letter revealed it was sent .
-on 12/19/14 to all PRN (as needed) staff and all
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staff on vacation or medical leave. The letter
informed the recipient to contact the DON or the
SDC to complete mandatory in-services prior to

. their next shift.

6} Review of posi-tests dated 12/15/14 -12/30/14 _

- revealed ten (10) facility staff were receiving

rotating tests daily. All completed tests were
scored at 100%.

Interview with the DON, on 12/31/14 at 10:30 AM,

revealed she coordinated with the Administrator,

+ SDC and nursing Unit Managers for continuing

staff education related to the abuse policy.

- Interview with the Registered Dietitian, on

12/30/14 at 12:00 PM, revealed the department

. managers were responsible for administering
“abuse quizzes to assigned staff.

. Interview with the Dietary Manager, on 12/30/14
-at 12:10 PM, revealed she had an assigned day

for assessing staff knowledge about abuse.

| Interviews with Housekeeper #3 on 12/30/14 at

11:35 AM, Floor Tech #4 on 12/30/14 at 11:45

. AM, Cook #1 on 12/30/14 at 11:50 AM, Cook #2
~on 12/30/14 12:00 PM, Licensed practical Nurse

(LPN) #2 on 12/30/14 at 12:15 PM, Qccupational |

therapist #1 on 12/30/14 at 12:35 PM, Speech
Therapist #2 on 12/30/14 at 12:50 PM, Dietary

Aide #1 on 12/30/14 at 2:35 PM, Housekeeper #5

~on 12/30/14 at 2:55 PM, Housekeeper #6 on
- 12/30/14 at 3:25 PM, Maintenance worker #1 on

12/30{14 at 3:35 PM, SRNA#6 on 12/31/14 at

. 8:45 AM, SRNA #5 o 12/31/14 at 8:50 AM,
Dietary Aide #3 on 12/31/14 at 9:30 AM, Dietary

Aide #2 on 12/31/14 at 9:35 AM, SRNA#8 on

- 12/31/14 at 9:30 AM, SRNA #7 on 12/31/14 at
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- 9:40 AM, SRNA#9 on 12/31/14 at 9:45 AM,

SRNA#10 on 12/31/14 at 9:55 AM, and the MDS
Coordinator on 12/31/14 at 10:10 AM revealed

t they had received two (2) to three (3) quizzes per .

week to assess their retention and understanding
of the information provided during the initiaf

Cin-service.

_7) Areview of the Human Resources audit forms
“revealed twenty (20} newly hired staff since

10/22/14 were reviewed for any abuse concerns.

. The audits included a re-check of the Nurse Aide

Abuse Registry to ensure no staff appeared on
the Registry. Audit results were signed and dated :

: as reviewed by the RNC on 12/17/14. No

concerns were identified.

' 8) Review of the AOC binder revealed forty-one

(41) grievances, dated 11/15/14 to 12/15/14, were
reviewed by the Administrator, DON, Chaplain,

- Nurse Supervisors, Regional Nurse Consultant

on 12/16/14 with no concerns. Interview with the

. Administrator on 12/31/14 at 10:50 AM confirmed
“she had reviewed the grievances and that the

grievances were continually reviewed daily from

- 12/16/14 to 12/30/14 to identify any reportable
allegations which were not identified on the initial

review.

' 9) Review of AOC binder revealed fifty-nine (59)

incident reports, dated 11/15/14 to 12/15/14, were .

. reviewed by the DON, Assistant Director of
Nursing, Staff Development Coordinator and

Regional Nurse consultant with no concerns

- identified.

10) Review of the daily sign off sheets, dated

- 12/15/14 -12/31/14 revealed the Regional Nurse

Consultant was present daily at the facility.
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11) Record review of walking rounds
documentation, dated 12/15/14 1o 12/30/14,

- revealed they were completed daily by the
Administrator, DON, Nursing Supervisors, and
Department Heads. The rounds included a

- physical assessment by the nurse for five (5)
residents with a BIMS score <8, and interviews
with five (5) residents with a BIMS score >8,
concerning how the residents were treated by
facility staff. In addition, nurses and SRNA's were
interviewed regarding any changes in resident

: behaviors. Review of the QA meeting minutes
revealed all results of resident and staff
interviews, and skin assessments, were

t discussed during the weekly QA meetings.

12) Review of the Resident Status Monitoring

. Forms revealed they were completed daily by the
Administrator, DON and Department Heads
during walking rounds. The form included staff

interviews, review of the 24 Hour Report sheet,
observations of residents for documented
behaviors, and identification of

: reportableincidents with evidence of a report to
administration. Continued review revealed the
DON conducted a follow-up daily to ensure

: Physician orders and ten {10) resident racords
were reviewed daily to ensure appropriate
notifications and care plan revisions were made.

- The audits were reviewed, signed and dated daily
by the Admiinistrator. '

: 13} Review of the AOC binder revealed it
contained documented evidence the
Administrator, DON, Social Services and RNC

‘reviewed all resident interviews, assessments,
and staff questionnaires daily between 12/15/14
and 12/31/14, with no identified concerns.
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_14) Review of Abuse Log forms, dated
- 12/15/14-12/31/14, revealed the Administrator,

aillegations daily to track and trend for any

- additional needed interventions by the QA
committee. Al allegations were reviewed to
ensure protection of residents by removal of the

- perpetrator, timeliness of reporting to the State
Survey Agency, and initiation and completion of
thorough investigations. Interview with the
Administrator on 12/31/14 at 11:10 AM confirmed

there were no new abuse sliegations made
during this period.

' 15) Review of the Abuse Log and review of
documented daily walking rounds of the

F12/15/14 to 12/30/14, revealed no new abuse
allegations or incidents suspicious for abuse were
identified.

- 16) Review of the AOC binder and interview with
the DON, on 12/31/14 at 1:00 PM, revealed no
care plan conferences had taken place between

: 12/16/14 and 12/31/14. The DON stated the

facility's plan for care pian conferences included
discussion with the resident and/or family

- addition, the DON stated during the meetings,
education would be provided related to abuse,
e.g. what abuse is and how to report abuse.

1 17) Review of the daily tracking form dated
12/16/14-12/30/14 revealed administrative
oversight was provided by the RNC, onsite daily

: throughout the period.

DON and Social Service Director reviewed abuse

- she would reviewed the abuse investigations and !

Administrator, DON and Department Heads, from :

regarding any concerns they had about abuse. In !
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