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An abbreviated standard survey (KY20524) was
initated on 08/06/13 and concluded on 08/07/13,
The complaint was substantiated. Deficiencies
were cited at F225 and F226, at a scope and
severity of "G."

On 08/13/13, after supervisory review, the
abbreviated standard survey {(KY20524) was
reacpenad and Immediate Jeopardy was identified
on 08/14/13 and determined fo exist on 07/18/13.
The facility was nofified of the Immediate
Jeopardy on 08/14/13, A partial extended survey

| was conducted on 08/18/13.

The facility falled to ensure an aflegation of abuse
was reported immediately to the Administrator of
the facility and to other officials in accordance
with State law, including the State Survey and
Certification agency as required after an
allegation of abuse had been reported to the
facility's Director of Nursing (DON). Resident
#1's family stated in interviews on 08/05/13 and
08/07/13 that they reported to the DON on
07/18/13 that they had concemns that Resident #1
was being abused at the facility and that the
resident's roommate had told them Licensed
Practicai Nurse #1 had yelled and pointed her
finger at Resident #1 on 07/17/13. On 07/18/13,
the Director of Nursing (DON) documented a
compilaint from Resident#1's family that staff was
"repeatedly felling [Resident #1] that (he/she)
didr't know anything because of (his/her) brain
surgery and that (his/her) family didn't care
anything about (him/her) and that's why {(he/she)
was here." However, interview with the DON on
0B/06/13 revealed she “did not consider this an
allegation of abuse” and failed to take any action

1. Resident #1 identified has had no
further issues with any other employee.
Resident was interviewed daily by the
Regional Nurse Consultant, the
Administrator, or licensed nurse
beginning 8/8/2013 and has had no
concerns. The attending physician was
notifled at the time the Administrator
found out about the situation on
7/22/2013 by the Unit Manager. The
resident was discharged to another LTC
facility on 8/29/2013.

The nurse who allegedly was verbally
abusive toward the identified resident
was suspended on 7/22/2013 an
investigation began into the allegation,
Time Cards and schedules were pulled
to identify staff who may have worked
with the resident and Nurse in question.
No staff member was familiar with the
incident in question. The resident did
not identify the nurse in question, but
her roommate did and she gave our
Social Service Director a statement on
72212013 that identified the nurse. The
nurse-in question did issue a written
statement. The facility was not abls to
substantiate abuse, but determined the
nurse was attempting to reorient the
resident to the facility as she had been
recently readmitted from a hospital stay.
The resident was insistent she had not
been out over night. The facility has
discharged the nurse from employment
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as it is felt she did communicate
improperly with the resident.
Additionally, the Director of Nurses was
suspended on 8/9/2013 related to her
not following proper peolicy and

to immediately report the allegation to the
Administrator of the facility and other State
agencies as required. in addition, the facility
falled to conduct a thorough investigation of the
aliegation and took no action to protect residents

from further abuse/potential abuse until 07/22/13, procedure and she was terminated on
four days later. 08/15/2013,
Deficiencies were cited at 42 CFR 483 13 2. All residents that were interview able
Resident Behavior and Facility Practices (F225 were interviewed by a Social Worker
and F226) and 42 CFR 483.75 Administration and/or the Regional Nurse . This was
{F490} at a scope and severity of "J." completed on 8/9/2013 to identify any
Substandard Quality of Care was identified at 42 allegations of abuse, neglect or
CFR 483.13 Resident Behavior and Facility misappropriation. Residents were asked
Practices (F225 and F226), how they were treated, if they had

' concerns with any staff member and
An acceptable Allegation of Compliance was who to report any concerns with abuse
received an 08/15/13, and alleged removal of the to.

Immediate Jeopardy on 08/14/13, The State
Survey Agency determined the Immediate
Jeopardy was removed on 08/14/13, prior to exit,
which lowered the scope/severity to "D" while the
facility monitors the effectiveness of systemic
changes and quality assurance activities.

F 225 | 483.13(c){1){IN-{i), (e}2) - {4) F 225
85=) | INVESTIGATE/REPORT

Any issues identified were immediately
reported to the OIG, APS, family,
physician and local law enforcement,

Social Worker or Business Office
Associate telephoned or spoke to 22
families of residents that are not

ALLEGATIONS/INDIVIDUALS interview able fo identify any allegations
of abuse, neglect or misappropriation.

The facility must not employ individuals who have This was com pleted_ c_m 8/12/2013.

been found guilty of abusing, neglecting, or Families were asked if they had any

mistreating residents by a court of law: or have concems with abuse or neglect and if

had a finding entered into the State nurse aide they knew who to report abuse or

registry concerning abuse, neglect, mistreatment neglect concerns to.

of residents or misappropriaticn of their property; No allegations of abuse, neglect or

and report any knowladge It has of actions by a misappropriation were received. This is

court of law against an employee, which would ongoing for & residents daily.

indicate unfitness for service as a nurse aide or
other facility staff to the State nurse alde registry
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or licensing authorities. Treatment Nurse conducted head to toe
. s skin assessments on all residents in
The fe?clllty .must ensure that all alleged violaticns center to identify any s/s physical abuse.
involving mistreatment, neglect, or abuse, This was completed 8/9/2013
including injuries of unknown source and . . : ’
misappropriation of resident property are reported No issues were identified.
immediately to the administrator of the fadiiity and . .
to other officials in accordance with State law Regional Nurse Consultant reviewed all
through established procadures (including to the significant weight loss for July and
State survey and certification agency). August 2013 to identify any signs of
neglect. This was completed on
The facility must have evidence that all alleged 8/9/2013.No issues were identified. This
violations are thoroughly investigated, and must included locking at whether weight loss
prevent further potential abuse while the had been addressed was there feeding
Investigation is in progress. issues and was the physician and family
aware.
The results of all investigations must be reported
to the administrator or his designated All staff that was working was
representative and to other officials in accordance reeducated by the DON, Unit Manager,
wﬁh' Stat'e law (|nclud|r!g }o the State survey and Administrator, Education Training
certification agency) within 5 working days of the Directer or Regional Nurse Consuitant
|n04dent: ard if the 'allegeq violation is verified by 8/9/2013 to identify any allegations of
appropriate corrective action must be taken. abuse or neglect that had not been
repcrted fo the Administrator. No issues
were identified. Education content -
This REQUIREMENT is not met as evidenced copy of the policy to report
by: abuse/neglect was given to staff, who to
Based on interview, record review, and review of report abuse to, what is abuse and all
the facility's investigation and policy and types of abuse and neglect was
procedures, it was determined the facility failed to explained. Staff was questioned
ensure an allegation of abuse was reported regarding areas of the policy and gave
immediately to the Administrator and to other answers to confirm their understanding
officials in accordance with state law, including of the abuse neglect and exploitation
the state survey and certification agency, as policy. No staff has been permitted to
required for one of three sampled residents work in the center since 8/&/2013 unless
(Resident #1). On 07/18/13 the Director of
Nursing (DON) documented a complaint recsived
from Resident #1's family member that staff was
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"repeatedly” telling the resident that he/she "didn't
know anything" because of his/her "brain surgery”
and that the resident's family "didn't care anything
about (him/her) and that's why (hefshe) was
here.” However, interview with the DON on
08/06/13 at 1:15 PM revealed she "did not
consider this an allegafion of abuse" and failed to
take any action to immediately report the
allegation to the Administrator of the facility and
state agencies as required. In addition, the
facility failed to conduct a thorough investigation
of the allegation and took no action to protect
residents from further abuse/potential abuse until
07/221 3, four days after the allegation had been
received.

The facility's failure to immediately report an
allegation of abuse, failure to protect residents
from further abuse, and failure to investigate an
allegation of abuse caused, or was likely to ’
cause, serious injury, harm, impairment, cr death
to residents at the facility. Immediate Jeopardy
and Substandard Quality of Care were
determined to exist on 07/18M13. The facility was
nofified of the lmmediate Jeopardy on 08/14/13.

An acceptable Allegation of Compliance was
received on 08/15/13, and alleged removal of the
immediate Jeopardy on 08/114/M3. The state
survey agency determined the Immaediate
Jeopardy was removed on 08/14/13, prior to exit,
which lowered the scope/severity to "D" while the
facility monitors the effectiveness of systemic
changes and quality assurance activities.

The findings include:

Review of the facility's Concemn/Grievance Policy,
undated, revealed the Administrator would

re educated and received a copy of the

abuse policy.

DON/UM or Regicnal Nurse observed
care being provided to 10 residents to
identify any issues with care, handling or

following the plan of care this was
completed by 8/10/2013.
No issues were identified.

All nursing staff will be interviewed at

the end of each shift by the

Administrator/DON/UM/Charge Nurse or
Regional Nurse. This began 8/9/2013
and will transition to five (5) employees
per shift beginning 8/17/2013 to identify

any reports of abuse or neglect re

to any staff member. After the four
weeks the interviews will decrease to 4

interviews per month and remain
ongoing until modified by the QA
committee to sustain the removal.

A complete narcotic count was

completed by the Unit Manager on all

halls on 8/09/2013 to identify any

ported

narcotics that were not counted correctfy I

and if any medication was over or
what the count sheet says to rule
abuse or neglect.

No issues were noted.

Administrator and DON was

immediately re educated regarding the
abuse and neglect policy and policy for
reparting abuse/recognizing abuse or

under
out
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neglect allegations and neglect timely to
identify any questions they had related
to reporting. Content of Education: What
is abuse, types of abuse, reporting
reguirement and who to report to . This
was completed on 8/7/2013 by the
Regional Nurse Consultant.

receive and log all Concern/Grievance forms after
iniiation, and take the Concern/Grievance form to
the "naxt" daily "stand-up" meeting for review.
According to the policy if the concem/grievance
was determined {o be an ailegation of abuse or
neglect it would be immediately reported to the

proper authorities.

Review of the facility's abuse policy, undated, A one time cali light audit in 10 rooms
revealed the facility "had designed and was completed randomly on 8/9/2013 by
implemented processes which strive to ensure the Regional Nurse Cansultant fo

the prevention and reporting of resident abuse.” identify any issues with not answering
The policy revealed alf allegations of abuse would the call light timely as relates to neglect.
be reported to the Administrator and Director of This is ongoing for 5 residents daily.
MNursing (DON) immediately; and would be

reported to state agencies and all other agencies Regional Nurse reviewed all grievances
as required. The policy defined verbal abuse as for the past 30 days to identify any

“oral, written, or gestured language that includes grievance that had not been reported
disparaging and derogatory terms to the resident - timely and per policy. The RNC also

or their families." The policy also revealed the reviewed all Allegations of Abuse

facility would provide for the immediate safety of Neglect and Exploitation submiﬂéd over

the resident upon identification of potential abuse,
and would investigate and review each allegation
thoroughly.

the past three months to identify any
Allegation of Abuse, Neglect and
Exploitation that had not been reported
and investigated timely and per policy.

i the facility's d tati ied N
Review of the facility's documentafion revea This was completed 8/9/2013.

the facility initiated an abuse investigation on

07/22/13, after Adult Protective Services had - | Noissues were identified.

entered the facllity and informed the Administrator . .

that an allegation of abuse to Resident #1 by Regional Nurse completed a one time
Licensed Practical Nurse {LPN) #1 was being meal monitoring to identify any resident
investigated. However, review of a who was not fed, did not receive
Complaint/Grievance Report contained in the assistance needed or was not served
facility's investigation revealed the family had timely to rule out abuse or neglect this
voiced concemns that Resident #1 was being was completed on 8/9/2013 and

abused at the facility to the DON on 07/18/13, : ongoing.

The DON had doecumented on the form that No issues were idenfified.

Resident #1's family was concerned that staff
was "repeatedly telling [Resident #1) that (he/she)
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didn't know anything because of (his{her} brain On 8/09/2013 the Administrator, DON
1

surgery and that (his/her) family didn't care

anything about (him/her) and that's why (he/she) and Regional Nurses phone numbers

were posted at the entrance to the

was here. _ center to identify for residents, families
interview with Resident #1's Family Member #1 or staff who they can contact at any time
on 08/06/13 at 2:09 PM, and Famlly Member #2 day or night to report abuse to.

on 08/07/13 at 2:52 PM, revealed Resident #1 ) .

was upset when they arrived to visit on 07/18/13. All new hires will be educated by the

The resident's roommate reported to them that ETD upon hire and given a copy of the
Licensed Practical Nurse {LPN) #1 had "yelled abuse policy and instructed who to

and pointed her finger" at Resident #1 on contact if abuse or neglect is identified
07/17/13. Both family members stated they or reported. This will begin 8/8/2013,
reported the information, including the name of

the alleged perpetrator to the DON on 07/18/13, A resident council was held on 8/12

The family members stated they had made it 12013 and the Administrator was present
clear to the DON that they were concemned that to identify any abuse or neglect

Resident #1 was being abused at the facility and concerns. None were noted.

expected action to be taken. Family Member #2

stated the DON assured them she would take A QA meeting was held 8/12/2013

appropriate action including notification of all
authorities as required. However, Family
Member #2 stated he/she learned on 07/19/13
that the facility had not reported their concerns to
state agencies and reported the incident to Adult
Protective Services as an allegation of abuse.

present. Admimistrator, DON, Reglonal
Nurse Consultant, Housekeeping
/Maintenance, Dietary, Unit Manager,
ETD and Medical Records. This meeting
was held to identify any further issues
with abuse or neglect and to review our

interviews with Resident #1's roommate on ptan for removal of Immediate Jeopardy

0B/06/13 at 12:45 PM, and 08/07/13 at 3:40 PM, and date of removal. The Medical

confirmed the roommate had reported to Director was made aware of the plan for

Resident #1's family that hefshe had observed removal,

LPN #1 "yell at" and" point her finger' at Resident

#1. 3. Re education by the ETD regarding
abuse and neglect, reporting abuse and

Observation of Resident #1 on 08/06/13, at 10:05 neglect and who to report abuse and

AM revealed the resident to be in bed and in no neglect to will be ongoing prior to staff

acute distress. Although Resident #1 answered starting their shift until all staff educated

questions readily, the resident displayed
confusion and cognitive impairment.

FORM ChS-2567{02-55) Pravious Versions Obsalete Event ID: KI1P11 Facility 1D: 100445 If continuation shest Page 6 of 46

Received Time Sep. b 2013’ 3:10PM No. 6629




From:

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

09/05/2013 15:26 #315 P.010/060

PRINTED: 02/03/2013
FORMAPPROVED
OMB NO. 0938-0391

Review of LPN #1's employee record revealed
the LPN was suspended from employment at the
facility on 07/22/13, after Adult Protective
Services entered the facility to investigate the
allegation of abuse. The facility's investigation
unsubstantiated abuse by LPN #1, and she
returned to work on 07/24/13. However, the
facility later ferminated the employee for being
verbally inappropriate fo Resident #1,

The DON confirmed in an interview on 08/06/13
at 1:15 PM, that staff had called her on 07/18/13,
because Resident #1's family had indicated they
had some concems. The DON stated she came
to the facility and completed the
Complaint/Grlevance Report form as a result of
the conversafion with Resldent #1's family.
However, the DON stated Resident #1 had
appeared confused on 07/18/13 when she was
taliking to the resident's family and, therefore, she
had not viewed the complaint as an allegation of
abuse. The DON acknowledged she had not
immediately notified the Administrator or the state
survey agency of the allegation and had not
initiated an investigation or implemented
measures to ensure residents were protected
from further abuse. The DON stated she had not
been informed at the time of the report on
07/18/13 of the name of the staff person that had
reportedly made the comment fo Resident #1 an
07M17/13. The DON stated "to the best" of her
"recollection” she gave the Concern/Grievance
report to the Administrator on 07/19/13, but stated
It was not discussed in the "stand-up” meeting
held on O7/19/13.

Interviews conducted with the Administrator on
08/07/13 at 11:39 AM, and 08/19/13 at 1:05 PM,

.This began on 8/7/2013 and will be
complete when 2 people return from
medical leave one has returned and
another is still off.

All new hires will be educated by the
ETD regarding abuse and neglect and
given a copy of the abuse and neglect
policy upon hire beginning 8/8/2013.

Five interview able residents will be
interviewed daily by the Administrator,
DON.UM, Soctal Worker, Licensed
Nurse from other centers or Regional
Nurse Consultant x 4 week's .This will
be completed to ensure any abuse,
neglect or misappropriation is reported,
investigated and recognized.

Two family members of patients that are
not interview able will be interviewed by
the Administrator, DON, UM, Social
Worker Licensed Nurse from other
centers or regional nurse consultant this
will begin 8/13/2013 x 4 weeks. To
ensure we are not interviewing the same
family members, we are keeping a list of
resident family members who have been
interviewed and contacting cother
resident family members. This will be
done fo ensure any abuse or neglect
issues are reported and investigated
timely per policy and abuse or neglect is
recognized. . After the four wesks
interviews will decrease to 4 interviews
per month and remain ongoing until
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revealed the DON had “verbally” teld him of the
complaint/grievance reported on 07/19/13 by
Resident #1's family. However, the Administrator
stated the DON had reported that Resident #1
had been disoriented and therefore, the
Administrator never considered the family's
concemns an allegation of abuse. The
Administrator stated he did not ask the DON any
additicnal guestions refated to the complaint, did
not atternpt to contact Resident #1's family
members, and had not reviewed the
Concern/Grievance Form at that time. The
Administrator stated the Concern/Grievance
Report form was not discussed in the "stand-up”
meeting on 07/19/13, because he had thought the
issue was resolved. The Administrator stated he
took no action fo investigate or report the alleged
abuse to the state survey agency untit 07/22/13,
when Adult Protective Services entered the facility
{o investigate an allegation of abuse related to
Resident #1. The Administrator stated at that
time LPN #1 was suspended from employment at
the faciiity pending the outcome of the
investigation. According to the Administrator, the
facility was unable te substantiate abuse by LPN
#1 to Resident #1 and the LPN returned to work
at the facility on 07/24/13. However, the
Administrator stated LPN #1 was later terminated
from employment at the facility for being verbally
inappropriate with Resident #1.

--Areview of the Allegation of Compliance (ADC)
revealed the following:

Beginning on 08/08/13, Resident #1 was
interviewed daily by the Regional Nurse
Consultant, the Administrator, or & Licensed
Nurse to identify any concerns.

modified by the QA committee to sustain
the removal.

5 head to toe skin assessments will be
completed by the treatment nurse, DON,
UM or ETD 5 x week to ensure no
physical abuse is occurring and that any
s/s of abuse is recognized. This will
begin 8/12/2013 x 4 weeks. After the
four weeks skin assessments will
decrease to one per month and remain
ongoing until modified by the QA
committee to sustain the removal.

ETD,DON or UM to monitor care belng
provided to 4 residents daily 5x week x
6 weeks beginning 8/12/2013 to ensure
handling, ho abuse or neglect and that
plan of care is followed. After the six
weeks the monitoring of care will
decrease to four monitors per month
and remain ongoing until modified by
the QA committee to sustain the
removal.

ETD, Administrator ,DON or RNC {o
interview at least 5 employees each shift
x 4 weeks beginning 8/17/2013 o
ensure that no abuse or neglect was
reported to them, that they did not
withess any abuse or neglect and that
they know what abuse or neglect is or
how to report it. After the four weeks
the interviews will decrease to 4
interviews per month and remain
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On 07/22/13, the facility suspended LPN #1, who
was allegedly abusive to Resident #1, and an
investigation was initiated.

On 08/09/13, the Socia!l Worker and/ar Regional
Nurse Consultant had completed interviews with

.| all residents who were interviewable to identify

any allegations of abuse or neglect.

Beginning on 08/10/13, five interviewable
residents will be interviewed daily by the
Administrator, Interim DON, Unit Manager, Social
Worker, Licensed Nurse, or the Regional Nurse
Consultant for four weeks to ensure any abuse,
neglect, or misappropriation is reported,
investigated, and recognized.

On 08/12/13, the Social Worker or Business
Office Associate had contacted 22 familles of
residents who were unable to be interviewed to
identify any allegations of abuse or neglect. The
Social Worker or Business Office Associate
continued to contact five families daily until
08/13/13, to identify any allegation of abuse or
neglect,

Beginning on 08/13/13, twa family members of
residents who are not interviewable will be
interviewed by the Administrator, Interim DON,
Unit Manager, Social Worker, or a Licensed

‘Nurse. This will continue for four weeks and then

decrease to four intarviews per month until
medified by the Quality Assurance (QA)
Committee o sustain removal. To ensure the
same family members are not being interviewed
each time, a list of resident family members who
have been interviewed is being maintained to
ensure the faciiity interviews as many families as
possible.

ongoing until modified by the QA
committee to sustain the removal.

Regional Nurse Consultant to monitor
and review all grievances and
Allegations of Abuse, Neglect and
Exploifation 5 x week x 4 weeks
beginning 8/10/2013 to ensure abuse or
neglect allegations are received and
investigated per policy. After the four
weeks the reviews will decrease to one
per month and remain ongoing until
modified by the QA committee to sustain
the removal,

Narcotic count to be completed by ETD,
UM, or DON daily 5 x weekly beginning
8/9/2013 to rule out abuse or neglect.
After the four weeks the counts will
decrease to one per month and remain
ongoing until medified by the QA
comrnittee to sustain the removal.

ETD, DON/Administrator or Regional
Nurse Consultant or Medicat Records to
monitor one meal per day 5 x weekly
beginning 8/12/2013 to ensure all
residents are fed and trays are served
timely to rule out neglect. After the four
weeks the monitors will decrease to one
per month and remain ongoing until
modified by the QA committee to sustain
the removal.
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SUMMARY STATEMENT OF DEFICIENGIES

The Interim DON, Unit Manager, or Treatment
Nurse conducted a head-to-toe skin assessment
on all facility residents to identify any signs or
symptom of abuse., This was completed on
08/09/13.

Beginning on 08/12/13, five head-to-toe skin
assessments will be completed weekly by the
Treatment Nurse, Interim DON, Unit Manager, or
Education Training Director. This wilt continue for
four weeks and then the assessments will
decrease to one per month and remain ongoing
until modified by the QA Committee to sustain the
removal,

Reeducation of all facility staff by the Interim
DON, Unit Manager, Administrator, Education
Training Director, or Reglonal Nurse Consultant
began on 08/07/13, and was completed on
08/09/13. A copy of the abuse
policies/procedures was given to all staff. Staff
was required to demonstrate understanding
regarding the policy/procedures. No staff will be
permitted to work in the facility until they have
recefved reeducation and received a copy of the
abuse policy/procedures.

At the end of each shift all nursing staff having
worked will be interviewed by the Administrator,
Interim Director of Nursing, Unit Manager,
Charge Nurse, or the Regional Nurse Consuitant
to idenfify any reports of abuse or neglect. This
began on 08/09/13, and will continue until
08M713.

Beginning on 08/17/13, the Education Training
Director, Administrater, Interim DON, or Regional
Nurse Consultant will interview a minimum of five
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A weekly resident council meeting will
be held with the Administrator or
Regional Nurse present to ask residents
about abuse or neglect and if they know
who to report it to beginning 8/12/2013x
3 weeks. After the three weeks the
meetings will decrease to one per month
and remain ongoing unitil modified by
the QA committee to sustain the
removal.

5 rooms will have call light monitoring
completed randomly 7 x week x 3 weeks
beginning 8/8/2013 by department
managers to ensure call lights are
answered timely and residents are being
cared for per their poc and that no
abuse or neglect is occurring. After the
three weeks the call light monitoring will
decrease to four per menth and remain
ongoing until modified by the QA
committee to sustain the removal.

2 x week x four weeks turmning and
repositioning audits will be completed by
the ETD to rule out neglect beginning
8/12/2013. After the four weeks the
audits wilt decrease to one per month
and remain ongoing until modified by
the QA committee 1o sustain the
reamoval.

Grievance forms placed at each nurse's
station and at the front of the center to
allow for staff completion and to
encourage expression of concerns. This
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employees each shift for four weeks to ensure
that no abuse or neglect was reported to them,
tiwat they did not withess any abuse or neglect,
and that they know what constitutes ahuse or
negtect and how to report it. After four weeks, the
interviews will decrease to four interviews per
month and remain ongoing until modified by the
QA Committee to sustain the removal.

On 08/07/13, the Regional Nurse Consultant
reeducated the Administrator and DON regarding
the abuse and neglect policy/procedures which
included recognizing and reporting abuse
allegations.

On 08/08/13, the Regional Nurse Consuttant
completed reviewing alt Concem/Grievance
Report forms completed in the past 30 days fo
identify if any grievance had been reported that
constituted an allegation of abuse that was not
recognized,

Beginning on 08/10/13, the Regional Nurse
Consuitant will monitor and review all grievances
five times per week for four weeks to ensure any
grievances received are reviewed to ensure if
thers was an ailegation of abuse it was
invastigated and reported. After four weeks, the
reviews will decrease to ane per month and
remaln ongoing until modified by the QA
Committee to sustain the removal.

On 08/09/13, the Regional Nurse Consultant
completed a review of all allegations of abuse
and neglect submitted over the past three months
to identify any allegation that had nof been
investigated or reported timely as required.

Beginning on 08/10/13, the Regicnal Nurse
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| Regional Nurse Consultant, the

will be audited by the Business office
assistant 5 x week x 4 weeks beginning
8/8/2013. After the four weeks the
monitoring will decrease to one per
month and remain ongoing until
modified by the QA committee to sustain
the removal.

4. QA team consisting of at least
Administrator, DON, ETD, Regional
Nurse Consullant, Dietary,
housekeeping/ maintenance and
Medical Director to be in attendance or
on the phone with team to be held one
time a week x 4 weeks beginning week
of 8{12/2013 than every 2 weeks x 4
weeks to review all audit findings and
make recommendation for any change
to plan. This is to be ongoing until issue
completely resclved. - 09/03/2013

F 226

1. Resident #1 identified has had no
further issues with any other employee.
Resident was interviewed daily by the

Administrator, or licensed nurse
beginning 8/8/2013 and has had no
concerns. The attending physician was
notified at the time the Administrator
found out about the situation on
7/22/2013 by the Unit Manager. The
resident was discharged to another LTC
facility on 8/29/2013.
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Consultant will monitor and review all allegations
of abuse or neglect five imes per week for four
weeks to ensure abuse or neglect allegations are
received and investigated per policy. After the
four weeks, the reviews will decrease to one per
month and remain ongoing until modified by the
QA Committee to sustain the removal,

On 08/08/13, the phone numbers of the
Administrator, Interim DON, and Regional Nurse
Consultant were posted at the entrance to the
fachiity for residents, families, or staff to utilize for
abuse reporting at any time.

Beginning on 08/08/13, all newly hired employees
will be educated by the Education Training
Director on the facility's abuse policy/procedures,
given a copy of the policy, and instructed who to
contact if abuse or neglect was identified or
reported. .

On 08/12/13, a resident council meeting was held
with the Administrator to identify any abuse or
neglect concems.

Beginning on 08/12/13 for three weeks, a weekly
resident counci! meeting will be held with the
Administrator or Regional Nurse Consultant to
ask residents about abuse or neglect and to
ensure they are knowiedgeable on how to report
it. After three weeks, the meetings will decrease
to one par month and remain ongeing until
modified by the QA Committee to sustain the
removal.

The faciiity held a Quatity Assurance meeting on
08/12/13 with the Administrator, Interim DON,
Regional Nurse Consultant,
Housekeeping/Maintenance Director, Dietary

The nurse who allegedly was verbally
abusive toward the identified resident
was suspended on 7/22/2013 an
investigation began into the aliegation.
Time Cards and schedules were pulled
to identify staff who may have worked
with the resident and Nurse in question.
No staff member was familiar with the
incident in question. The resident did
not identify the nurse in question, but
her roommate did and she gave our
Social Service Director a statement on
7/2212013 that identified the nurse. The
nurse in question did issue a written
statement. The facility was not able to
substantiate abuse, but determined the
nurse was attempting o reorient the
resident to the facility as she had been
recently readmitted from a hospital stay.
The resident was insistent she had not
been out over night. The facility has
discharged the nurse from employment
as it is felt she did communicate
improperly with the resident.
Additionally, the Director of Nurses was
suspended on 8/9/2013 related to her
not following proper policy and
procedure and she was terminated on
08/15/2013.

2. All residents that were interview able
were interviewed by a Sociat Worker
and/or the Regional Nurse . This was
completed on 8/8/2013 to identify any
allegations of abuse, neglect or
misappropriation. Residents were asked
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Director, Unit Manager, Education Training
Director, and Medical Records Director, The
meeting was conducted to identify any issues
related to abuse or neglect.

On 0B/0S/13, Concem/Grievance Report forms
were placed at each nurses' station and in the
front lobby of the facility to allow for resident,
family, or staff utilization, The Business Office
Assistant will ensure the forms are In place five
times per week for four weeks and then once per
month and remain ongolng untit modified by the
QA Committee to sustain the removal.

Beginning on 08/12/13 a meeting, consisting of
QA Committee members including the
Administrator, Interim DON, Education Training
Director, Regional Nurse Consuftant, Dietary,
Housekeeping/Maintenance, and Medical
Director to be in attendance or on the phone with
the team, is to be held once a week for four
weeks, and then every two weeks for four weeks,
to review all audit findings and make
recommendations for changes to the plan. This
will be ongoing until all issues are resolved.

—~The State Survey Agency validated the
corrective actions taken by the facility as follows:

Review of facility documentation and an interview
with Resident #1 on 08/19/13 at 12:48 PM
revealed the Regional Nurse Consultant, the
Administrator, or a Licensed Nurse was
interviewing Resident #1 daily to identify any
concerms,

Review of an Employee Counseling/Disciplinary
Report form dated 07/22/13, and inferview with
LPN #1 on 0B/06/13 at 2:30 PM, revealed the

how they were freated, if they had
concerns with any staff member and
who to report any concerns with abuse

to.

Any issues identified were lmmedlate!y
reported to the QIG, APS, family,
physician and local law enforcement,

Social Worker or Business Office
Associate telephoned or spoke to 22
families of residents that are not
interview able to identify any allegations
of abuse, neglect or misappropriation.
This was completed on 8/12/2013.

Families were asked if they

concerns with abuse or neglect and if
they knew who to report abuse or

neglect concerns to.

No allegations of abuse, neglect or
misappropriation were received. This is
ongoing for 5 residents daily.

Director of Nursing, Unit Manager or
Treatment Nurse conducted head to toe
skin assessments on all residents in
center to identify any sfs physical abuse
This was. completed 8/9/2013.

No issues were identified.

Regional Nurse Consultant reviewed all
significant weight loss for July and

August 2013 to identify any

neglect. This was completed on
8/9/2013.No issues were identified. This

included looking at whether
had been addressed was th

had any

signs of

weight loss
ere feeding

FORM CMS-2567(02-98) Previous Versions Obsolste Event |D; KJTP11

Received Time Sep. B 2013 3:10PM No. 9929

Facliity ID: 100445

if continuation sheet Page 13 of 46




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

09/05/2013 15:28 #315 P.017/060

PRINTED: 08/03/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185352 B. WING 08/19/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
31 DERICKSON LANE
STANTON NURSING AND REHABILITATION CENTER STANTON, KY 40380
054 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRELTION x5
BREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)

F 228 Co,n,tmued From page 13 ' P22 issues and was the physician and family
facility suspended LPN #1 from employment at aware i
the facility on 07/22/13. '
Review of facility documentation and random Al staff that was working Wa.s
Interviews conducted on 08/19/13 at 11:40 AM reeducated by the DON, Unit Manager,
with Resident #2, at 11:42 AM with Resident #3, Administrator, Education Training
at 11:48 AM with Resident A, at 11:53 AM with Director or Regional Nurse Consultant
Resident B, and at 11:57 AM with Resident C by 8/8/2013 to identify any allegations of
revealed the Social Worker and/or Regional abuse or neglect that had not been
Nurse Consultant had completed interviews with reported to the Administrator. No issues
residents who were interviewable to identify any were identified. Education content -
allegations of abuse or neglect on 08/09/13. copy of the policy to report

abuse/neglect was given to staff, who to
Review of Resident Interview Sheets and report abuse to, what is abuse and all
interviews on 08/19/13 at 2:03 PM with the types of abuse and neglect was
Administrator, at 3:30 PM with the Interim DON, explained. Staff was questioned
at 2:35 PM with the Unit Manager, at 1:55 PM regarding areas of the policy and gave
with the Sociat Worker, at 2:33 PM with Licensed answers to confirm their understanding
Nurse #1, and at 2:09 PM with tije Re:qional of the abuse neglect and exploitation
Nurse Consultant, rgveatt:ed five tntgmgwable policy. No staff has been permitted to
;Z?;d;‘qt; tr;a:n’:i':: ;r;ter:éz\::dndeaqi:;ncre work in the center since 8/8/2013 unless
. gk 4 : NSGISCL, 0 re educated and received a copy of the
misappropriation was reported, investigated, and b I
recognized. Any issues identified were reported abuse policy.-
to the required authorlties. DON/UM or Regional Nurse observed :
Review of facility documentation on 08/19/13, and care being provided to 10 residents to |
interviews with the Social Worker at 1:55 PM and identify any issues with care, handling or i
| with the Business Office Assoclate at 2:23 PM, following the plan of care this was |
revealed they had contacted 22 families as of completed by 8/10/2013.
08/12/13, of residents who were unable t¢ ba No issues were identified.
interviewed to identify any allegations of abuse or )
neglect, and no concemns were identified, All nursing staff will be interviewed at
the end of each shift by the
Review of facility documentation on 08/19/13 and AdministratoriDON!UM!Charge Nurse or
interviews with the Administrator at 2:03 PM, the Regional Nurse. This began 8/9/2013
interim DON at 3:30 PM, the Unit Manager at and will transition to five (5) employees
2:35 PM, the Social Worker at 1:55 PM, and 3
Licensed Nurse #1 at 2:33 PM revealed since |
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08/13/13, two family members of residents who
were not interviewable had been interviewed
daily. Additionally, observations on 08/15/13,
revealed a Family List was maintained of families
who had been contacted.

Review of Resident Skin Assessments on
08/19/13, and interviews with the Interim DON at
3:30 PM, with the Unit Manager at 2:35 PM, and
with the Treatment Nurse at 3:38 PM revealed
they had conducted head-to-toe skin
assessments on all facility residents as of
08/09/13. No concerns related to abuse/neglect
were identified.

Review of Resident Skin Assessments on
08/19/13 and interviews with the Treatment Nurse
at 3:38 PM, the Interim DON at 3:30 PM, the Unit
Manager at 2:35 PM, and the Education Training
Director at 3:49 PM, revealed five Resident Skin
Assassments had been conducted from 08/12/13
through 08/16/13. No concemns related to
abuse/neglect were identified.

Review of in-service training records, employee
sign-in sheets, and interviews with Certified
Nursing Assistant (CNA) #10 at 3:05 PM, CNA
#11 at 3:18 PM, CNA #12 at 3:25 PM, LPN #10 at-
3:08 PM, and |LPN #11 at 3:18 PM, revealed all
facility staff had been reeducated by the Interim
DON, Unit Manager, Administrator, Education
Training Director, or Regional Nurse Consultant
from 08/07/13 through 08/09/13. Interviews
revealed all staff had received a copy of the
abuse policies/procedures, and had been
required to demonstrate understanding by
completing a guestionnaire regarding the
poticy/procedures.
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per shift beginning 8/17/2013 to identify
any reports of abuse or neglect reported
to any staff member, After the four
weeks the interviews will decrease to 4
interviews per month and remain
ongoing until modified by the QA
committee to sustain the removal.

A complete narcotic count was
compieted by the Unit Manager on all
halls on 8/08/2013 to identify any
narcotics that were not counted correctly
and if any medication was over or under
what the count sheet says to rule out
abuse or neglect.

No issues were noted.

Administrator and DON was
immediately re educated regarding the
abuse and neglect policy and policy for
reporting abusefrecognizing abuse or
neglect allegations and neglect timely to
identify any questions they had related
to reporting. Content of Education; What
is abuse, types of abuse, reporting
requirement and who to report to .This
was completed on 8/7/2013 by the
Regional Nurse Consultant,

A one time call light audit in 10 rooms
was completed randomly on 8/9/2013 by
the Regional Nurse Consultant to
identify any issues with not answering
the call light timely as relates to neglect.
This is ongoing for 5 residents daily,
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Review of facility documentation and interviews
on 08/19/13 at 2:03 PM with the Administrator, at
3:30 PM with the Interim Director of Nursing, at
2:35 PM with the Unit Manager, at 2:09 PM with
the Regional Nurse Consultant, with Certified
Nursing Assistant (CNA) #10 at 3:05 PM, with
CNA #11 at 3,18 PM, with CNA#12 at 3:25 PM,
with LPN #10 at 3:09 PM, and with LPN #11 at
3:18 PM, revealed all staff was being interviewed
at the end of each shift to identify any reports of
abuse or neglect.

Review of facility documentation on 08/19/13 and
interviews with the Education Training Director at
3:49 PM, the Administrator at 2:03 PM, the
Interim DON at 3:30 PM, and the Regional Nurse
Consultant at 2:09 PM, revealed five staff
members had been interviewed on 08/17/13 and
08/18/13.

Interviews on 08/19/13, with the Regional Nurse
Consultant at 2:09 PM, and with the Administrator
at 2:03 PM, revealed the Regional Nurse
Consultant had retrained the DON and
Administrator on 08/07/13. The fraining focused
on the facility's abuse and neglect
policy/procedures which included recognizing and
reporting abuse allegations.

Review of & Grievance Face Sheet and interview
with the Regional Nurse Consultant on 08/19/13
at 2:09 PM, revealed she had reviewed all
Concern/Grievance Report forms completed in
the past 30 days on 08/09/13, 1o identify if any
grievance had been reported which constituted
an allegation of abuse that was not recognized.

Review of a Grievance Face Sheet and interview
with the Regional Nurse Consultant on 08/19/13
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Regional Nurse reviewed all griavances
for the past 30 days to identify any
grievance that had not been reported
timely and per policy. The RNC ailso
reviewed all Allegations of Abuse,
Neglect and Exploitation submitted over
the past three months to identify any
Aliegation of Abuse, Neglect and
Exploitation that had not been reported
and investigated timely and per policy.
This was completed 8/9/2013,

No issues were identified.

Regional Nurse completed a one time
meal monitoring to identify any resident
who was not fed, did not receive
assistance needed or was not served
timely to rule out abuse or neglect this
was completed on 8/9/2013 and
ongoing.
No issues were identified. L

On 8/09/2013 the Administrator, DON .
and Regional Nurses phone numbers ;
were posted at the entrance {o the
center to identify for residents, families
or staff who they can contact at any time
day or night to report abuse to.

All new hires will be educated by the
ETD upon hire and given a copy of the
abuse policy and instructed who to
contact if abuse or neglect is identified
or reparted. This will begin 8/8/2013.
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at 2:.09 PM, revealed she had reviewed all
Concern/Grievance Report forms completed from
08/09/13 through 08/18/13 to identify if any
grievance had been reported which constituted
an allegation of abuse that was not recognized.

Review of an Allegation of Abuse Binder on
08/189/M13, and interview with the Regional Nurse
Consultant on 08/19/13 at 2:0% PM, revealed she
had completed a review of all allegations of
abuse and neglect submitted over the past three
months to identify if any allegation had not been
investigated or reported timely as required on
08/09/13.

Review of an Allegation of Abuse Binder on
08/19/13, and interview with the Regional Nurse
Consultant on 08/18/13 at 2:09 PM, revealed she
had completed a review of all allegations of
abuse and neglect submitted from 08/10/13
through 08/18/13.

Observation on 08/19/13 at 12:18 PM, revealed
tha phone numbaers of the Administrator, Interim
DOCN, and Regional Nurse Consuitant were
posted at the entrance to the facilify.

Review of Newly Hired employee files on
08/19/13, and an interview with LPN #11 at 3:15
PM, revealed she was educated upon hire on
06/19/12 by the Education Training Diractor on
the facility’s abuse policy/procedures, was given a
copy of the policy, and was instructed who o
contact if abuse or neglect is identified or
reported.

Review of Resident Council Mesting minutes
dated 08/12/13, revealed a resident councit
meeting was held with the Administrator to

A resident councll was held on 8/12

12013 and the Administrator

fo identify any abuse or neglect

concerns. None were noted.

A QA meeting was held 8/12/2013
present: Administrator, DON, Regional
Nurse Consultant, Housekeeping
/Maintenance, Dietary, Unit Manager,
ETD and Medical Records. This meeting
was held to identify any further issues
with abuse ar neglect and to review our
plan for removal of Immediate Jeopardy
and date of removal. The Medical
Director was made aware of the plan for

removal.

3. Re education by the ETD regarding
abuse and negiect, reporting abuse and
neglect and who to report abuse and

neglect to will be ongoing pr

starting their shift until all staff educated
.This began on 8/7/2013 and will be
complete when 2 people return from
medical leave one has returned and

another ig still off.

All new hires wili be educated by the
ETD regarding abuse and neglect and
given a copy of the abuse and neglect
poficy upon hire beginning 8/8/2013.

Five interview able residents will be
interviewed daily by the Administrator,
DON.UM, Social Worker, Licensed

Nurse from other centers or

Nurse Consultant x 4 week's .This will

was present

ior to staff

Regional
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identify any abuse or neglect concerns. No
concems were identified.

interviews on 08/19/13, at 2:03 PM with the
Administrator, at 3:30 PM with the {ntetim DON,
at 2:00 PM with the Regional Nurse Consultant,
at 3:00 PM with the Housekeeping/Maintenance
Director, at 3:05 PM with the Diefary Director, at
2:35 PM with the Unit Manager, at 3:48 PM with
the Education Training Director, and at 2:26 PM
with the Medical Records Director, revealed
minutes from a Quality Assurance meeting dated
0B/12/13 revealed a mesting was conducted to
discuss the identified deficient practice and
identify any issues retated fo abuse or neglect.

Observations on 08/19/13 at 12:30 PM revealed
Concern/Grievance Report forms were in place at
each nurses' station and in the front lobby of the
facility. Interview with the Medical Records
Director on 08/19/13 at 2:26 PM revealed she
was responsible to ensure the forms were in
place at the designated areas five times per
week,
F 226 | 483.13(c) DEVELOP/IMPLMENT

55=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:

Based on interview, record review, and a review
of the facility's policy/procedures and

be.completed to ensure any abuse,
neglect or misapproprlation is reperted,
investigated and recognized.

Two family members of patients that are
not interview able will be interviewed by
the Administrator, DON, UM, Sccial -
Worker Licensed Nurse from other
centers or regional nurse consultant this
will begin 8/13/2013 x 4 weeks, To
ensure we are not interviewing the same
family members, we are keeping a list of
resident family members who have been
interviewed and contacting other
resident family members. This will be
done to ensure any abuse or neglect
issues are reported and investigated
timely per policy and abuse or neglect is
recognized. After the four weeks
interviews will decrease to 4 interviews
per month and remain ongoing until
modified by the QA commiittee to sustain
the removal,

F 226 5 head to toe skin assessments will be
completed by the treatment nurse, DON,
UM or ETD 5 x week to ensure no
physical abuse is ocourring and that any
s/s of abuse is recognized. This will
begin 8/12/2013 x 4 weeks. After the
four weeks skin assessments will
decrease to one per month and remain
ongoing until modified by the QA
committee to sustain the removal.
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investigations, it was determined the facility falied
to ensure policies and procedures related to
abuse were implamented for one of three
sampled residents (Resident #1). On 07/22/13,
the facility initiated an abuse investigation after
Adult Protective Services informed the facility
they were investigating an allegation of abuse of
Resident #1 by Licensed Practical Nurse {LPN)
#1. However, review of a Concern/Grievance
Report form completed by the Director of Nursing
(DON} on 07/18/13, revealed the family of
Resident #1 had reported to the DON on
07/18/13 that staff was “repeatedly telling”
Resident #1 "that (he/she) did not know anything"
and the resident's "family didr't care anything
about {(him/her} and that is why (he/she) was
here." However, the DON stated she did not view
the concern voiced by the family of Resident #1
as an allegation of abuse, and took no action fo
report the allegation immediataly to the
Administrator, inifiate an investigation, or protect
residents in the faciiity from further abuse.

The facility's failure to ensure policies and
procedures were implemented to protect
residents from abuse caused, or was likely to
cause, serious injury, harm, impairment, or death
to residents at the facility. The Immediate
Jeopardy and Substandard Quality of Care were
determined to exist on 07/18/13. The facility was
notified of the iImmediate Jeopardy on 08/14/13.

An acceptable Allegation of Compliance was
received on 08/15/13, and alleged removal of the
immediate Jeopardy on 08/14/13. The state
survey agency determined the Immediate
Jeopardy was removed on 08/14/13, prior to exit,
which lowered the scope/severity to "D" while the
facility monitors the effectiveness of systemic

£TD,DON or UM to monitor care being
provided to 4 residents daily 5x week x
6 weeks beginning 8/12/2013 to ensure
handling, no abuse or neglect and that
pian of care is followed. After the six
weeks the monitoring of care will
decrease to four monitors per month
and remain ongoing untll modified by
the QA committee {o sustain the

removal.

ETD, Administrator ,DON or RNC to
interview at least 5 employees each shift
x 4 weeks beginning 8/17/2013 to
ensure that no abuse or neglect was
reported to themn, that they did not
witness any abuse or neglect and that
they know what abuse or neglect is or ;
how to report it After the four weeks |
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the interviews will decrease o 4

interviews per month and remain
ongoing uniil modified by the QA
committee to sustain the removal.

Regional Nurse Consultant ta monitor
and review all grievances and
Allegations of Abuse, Neglect and
Exploitation 5 x week x 4 weeks
beginning 8/10/2013 to ensure abuse or
neglect allegations are received and
investigated per policy. After the four
weeks the reviews will decrease to one
per month and remain ongaoing until
modified by the QA committee to sustain

the removal.
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changes and guality assurance activities. Narcotic count to be completed by ETD,
L ) UM, or DON daily 5 x weekly beginning
The findings include: 8/9/2013 to rule out abuse or neglect.
Review of the facility's abuse policy and After the four weeks the counts will ‘
procedure, undated, revealed the facility had decre_ase to,one p_er month and remain
developed processes in an effort to prevent ongoing until modified by the QA
abuse and to ensure allegations of abuse were committee to sustain the removal.
reported in an effort to provide residents a safe
environment. The facility policies and procedures ETD, DON/Administrator or Regionat
contained all required components of abuse Nurse Consultant or Medical Records to
prohibition, including identification, investigation, monitor one meal per day 5 x weekly
protection, and reporting of all abuse allegations. beginning 8/12/2013 to ensure all
The policy also stated the Administrator was residents are fed and trays are served
responsible for the assurance of the policy. timely to rule out neglect. After the four
weeks the monitors will decrease to one
Review of the facility's investigation initiated on per month and remain ongoing until .
07/22/13, revealed Adult Protective Services modified by the QA committee to sustain
entered the facility on 07/22/13, and reported to the removal. .
the Administrator they were investigating an .
allegation of abuse of Res_ident #1 by Licensed A weekly resident council meeting will
Practical Nurse #1. Interview with the be held with the Administrator or
Administrator on 08/07/13, at 11:39 AM, reveaied Regional Nurse present to ask residents
at that time the facility immadiately initiated an egiona P \
investigation and reported the alleged abuse to about abuse qr neg!eqt a_nd if they know
state agencies as required. who to report it to beginning 8/12/2013x
3 weeks. After the three weeks the
A review of a Concern/Grlevance Report form meetings will decrease to one per month
completed by the DON onh 07/18/13, revealed the and remain ongoing until modified by
family of Resident#1 had reported to her on the QA committee to sustain the
07/18/13 they were "concemed" because they’ removal,
had been informed that staff was "repeatedly
telling [Resident #1] that (he/she) did not know S rooms will have call light monitoring
anything because of (his/her) brain surgery and completed randomly 7 x week x 3 weeks
that (his/her) family didn't care anything about beginning 8/9/2013 by department
(himfher) and that's why (he/she) was here." managers to ensure call lights are
Documentation on the Complaint/Grievance Form answered timely and residents are being
revealed the Administrator had signed and dated
the form on 07/19/13 and noted the facility
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ﬁ:::‘r::t?nm ;:s;:; ti‘fﬂi‘:’gﬁii‘:’i%ﬁ‘fnrl‘::y abuse or neglect is occurring. After the
accompa?‘ui od by another staff member.” three weeks the call light monitoring will
) decrease to four per month and remain
Interviews conducted on O8/06/13 at 2:09 PM with ongoing until modified by the QA
Resident #1's Family Member #1 and on 08/07/13 committee to sustain the removal.
at 2:52 PM with Family Member #2, revealed they .
had been informed by Resident #1's roommate 2 x week x four weeks turning and
on 07/18/13, that LPN #1 had "yelled and pointed repositioning audits will be completed by
her finger" at Resident#1 on 07/17/13. Family the ETD to rule out neglect beginning
Member #2 stated Resident #1's roommate 8/12/2013. After the four weeks the
provided them with the name of the alleged audits will decrease to one per month
pempetrator, LPN #1, and they verified LPN #1 and remain ongoing until modified by
had provided care to Resident #1 on 07/18/13. the QA committee o sustain the
Family Member #2 stated his/her intentions wera removal.
to notify the Long Term Care Ombudsman of the
compiaint, but within 30 minutes of asking LPN Grievance forms placed at each nurse's
#1 for her name, the DON came to Resident #1's station and at the front of the center to
room a'nd askgd them if they har'i cancemns aliow for staff completion and to
regarding Resident #1. The resident's family encourage expression of concermns. This
perier sl by ek s b SN il audied by e Busness i
b . o . assistant 5 x week x 4 weeks beginning
being abused in the facility and that the resident's 8/9/2013. After the four weeks the
roommate had told them that LPN #1 had yelled . .
and pointed her finger at Resident #1 on monitoring will d,ecrease. to ong per
07/17/13. Family Member #2 stated the DON month and remain ongoing untit ]
assured them she would initiate an investigation, modified by the QA committee to sustain
take appropriate action, and make all required the removal.
notifications to state agencies.
4. QA team consisting of at least
Interviews conducted with Resident #1's Administrator, DON, ETD, Regional
roommate on 08/06/13 at 12:45 PM and 08/07/13 Nurse Consultant, Dietary,
at 3:40 PM, confirmed the rcommate had told housekeeping/ maintenance and
Resident #1's family on 08/17/13, that he/she had Medical Director to be in attendance or
observed LPN #1 yell at and point ber finger at on the phone with team to be held one
Resident #1. time a week x 4 weeks beginning week
of 8/12/2013 than every 2 weeks x 4
In &n interview on 08/06/13 at 1:15 PM, the DON
confirmed staff called her at approximately 6:30
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stated she came to the facility and talked to P going tissue 09/03/2013

Resident #1's family and filled out the
Concern/Grievance Report form. However, the -
DON stated that Resident #1 appeared to be
confused at that time, and therefore she did not
identify the concern to-be an allegation of abuse.
The DON reportedly took no immediate action to
address the family's concerns or to ensure
Resident #1 was protected from abuse at the
faciity. The DON denied Resident #1's family
reported LPN #1 as the alleged perpetrator and
acknowledged she exited the facility and LPN #1
remained in the facility to provide direct care to
residents, including Resident #1, Based on
interview, the DON falled to implement an
investigation, failed to report the allegation to the
Administrator and state authorities immediately,
and failed tc protect residents from further
potential abuse., The DON stated she provided
the Complaint/Grievance report form to the
Administrator on 07/19/13.

The Administrator stated in interview on 08/07/13
at 11:39 AM that although he had signed and
dated the Concern/Grievance Report form on
07/18/13, he had not actually read the repont
form, and was basing his actions to have two staff
members present when care was being provided
to Resident #1 on the DON's verbal account to
him that staff was attempting to redirect Resident
#1 when she became confused and had
misconstrued their actions. However, the
Administrator took no further action to investigate
to determine why the family or Resident #1 had
misconstrued the staff's actions, or if the family or
Resident #1 had alleged the actions to be abusive
or neglectful. According to the Administrator,

completely resolved.

F 490

1. Resident #1 identified has had no
further issues with any other employee.
Resident was interviewed daily by the
Regional Nurse Consultant, the
Administrator, or licensed nurse
beginning 8/8/2013 and has had no
concerns. The attending physician was
notified at the time the Administrator
found out about the situation on
7/22/2013 by the Unit Manager. The
resident was discharged to another LTC
facility on 8/29/2013.

The nurse who allegedly was verbally
abusive toward the identified resident
was suspended on 7/22/2013 an
investigation began into the allegation,
Time Cards and schedules were pulled
to identify staff who may have worked
with the resident and Nurse in question,
No staff member was famifiar with the
incident in question. The resident did
not identify the nurse in question, but
her roommate did and she gave our
Social Service Director a statement on
712212013 that identified the nurse. The
nurse in question did issue a written
statement. The facility was not able to
substantiate abuse, but determined the

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1IL; KJIP11

Received Time Sep. b 2013 3:10PM Ne. 9929

Facility IC: 100445

If continvration sheel Page 22 of 48




From:;

DEPARTMENT OF HEALTH AND HUMAN SERVICES

09/05/2013 15:30 #315 P.026/060

PRINTED: 08/03/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOC. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
o]
185352 B. WING 08/19/2013
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STANTON NURSING AND REHABILITATION CENTER 31 DERICKSON LANE
STANTON, KY 40380
o 1B SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORREGTION ) |
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION *
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 228 | Continued From page 22

Adult Protective Services (APS) enfered the
facility on 07/22/13 and informed him of the
allegation of abuse and, at that fime, an
investigation was initiated and the facility's abuse
policies/procedures were implemented.

--A review of the Allegation of Compliance {(AOC)
| revealed the following:

Beginning on 0B/08/13, Resident #1 was
interviewed daily by the Regionat Nurse
Consultant, the Administrator, or a Licensed
MNurse to identify any concemns.

On 07/22113, the facility suspended LPN #1 who
was allegedly abusive to Resident #1, and an
investigation was initiated.

On 08/09/13, the Social Worker and/or Regicnal
Nurse Consultant had completed Interviews with
all residents who were interviewable to identify
any allegations of abuse or neglect.

Beginning on 08/10/13, five interviewable
residents will be interviewed daily by the
Administrater, Interim DON, Unit Manager, Social
Worker, Licensed Nurse, or the Regional Nurse
Consultant for four weeks to ensure any abuse,
neglect, or misappropriation Is reported,
investigated, and recognized.

On 08/12/13, the Soclal Worker or Business
Office Associate had contacted 22 families of
residents who were unable to be interviewed to
identify any aflegations of abuse or neglect The
Social Worker or Business Office Associate
continued to contact five families daily undil
08/13/13, to identify any allegation of abuse or
neglect.

F 2286

08/15/2013.

to.

nurse was attempting to reorient the
resident to the facility as she had been
recently readmitted from a hospital stay.
The resident was insistent she had not
been out over night.  The facility has
discharged the nurse from employment
as it is felt she did communicate
improperly with the resident.
Additionally, the Director of Nurses was
suspended on 8/8/2013 related to her
not following proper policy and
procedure and she was terminated on

2. All residents that were interview able
were interviewed by a Social Worker
and/or the Regional Nurse . This was
completed on 8/9/2013 to identify any
allegations of abuse, neglect or E
misappropriation. Residents were asked
how they were treated, if they had
concerns with any staff member and
who to report any concerns with abuse -

Any issues identified were immediately
reported to the O1G, APS, family,
physician and local law enforcement.

Social Worker or Business Office
Associate telephoned or spoke to 22
families of residents that are not
interview able to identify any allegations
of abuse, neglect or misappropriation.
This was completed on 8/12/2013.
Families were asked If thay had any
concerns with abuse or neglect and if
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they knew who to report abuse or
neglect concemns to.

No allegations of abuse, neglect or
misappropriation were received. This is
ongoing for 5 residents daily.

Beginning on 08/13/13, two family members of
residents who are not interviewable will be
interviewed by the Administrator, interim DON,
Unit Manager, Social Worker, or a Licensed
Nurse. This will continue for four weeks and then

decrease to four interviews per month until Director of Nursing, Unit Manager or

modified by the Quality Assurance (QA) Treatment Nurse conducted head to toe

Committee to sustain removal. To ensure the skin assessments on all residents in

same family members are not being interviewed center to identify any s/s physical abuse.

each ime, 2 list of resident family mambers who This was completed 8/9/2013.

have been interviewed is being maintained to No issues were identifled.

ensure the facility interviews as many famllies as

possible. ‘ Regional Nurse Consultant reviewed all
significant weight loss for July and

The Interim DON, Unit Manager, or Treatment August 2013 to identify any signs of

Nurse conducted a head-to-toe skin assessment neglect. This was completed on

on all facility residents fo Identify any signs or 8/9/2013.No issues were identified. This

g!g}ggms of abuse. This was completed on included looking at whether weight joss

had been addressed was there feeding
issues and was the physician and family

Beginning on 08/12/13, five head-to-toe skin aware,

assessments will be completed weekly by the
Treatment Nurse, Interim DON, Unit Manager, or
Education Training Director. This will continue for
four weeks and then the assessments will
decrease to one per month and remain ongoing

All staff that was working was
reeducated by the DCN, Unit Manager,
Administrator, Education Training

until modified by the QA Committee to sustain the Director or Regional Nurse Consultant

remnaval. ' by 8/9/2013 to identify any allegations of
: abuse or neglect that had not been

Reeducation of all facility staff by the Interim reported to the Administrator. No issues

DON, Unit Manager, Administrator, Education were identified. Education content -

Training Director, or Regional Nurse Consultant copy of the policy o report

began on 08/07/13, and was completed on ' abuse/neglect was given to staff, who to

08/09/13. A copy of the abuse report abuse o, what is abuse and alt

policles/procedures was given fo all staff. Staff types of abuse and neglect was

was required to demonstrate understanding explained. Staff was questioned

regarding the policy/procedures. No staff will be
permitted to work in the facility until they have
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received reeducation and received a copy of the
abuse policy/procedures,

At the end of each shift all nursing staff having
worked will be interviewed by the Administrator,
Interim Director of Nursing, Unit Manager,
Charge Nurse, or the Regional Nurse Consultant
to identify any reports of abuse or neglect. This
began on 08/09/13, and will continue until
08/17/13. '

Beginning on 08/17/13, the Education Training
Director, Administrator, Interim DON, or Regicnal
Nurse Consultant will interview a minimum of five
employees each shift for four weeks to ensure
that no abuse or neglect was reported to them,
that they did not witness any abuse or neglect,
and that they know what constitutes abuse or
negiect and how to report it.  After four weeks, the
interviews will decrease fo four interviews per
month and remain ongoing unti! modified by the
QA Committee to sustain the removal.

On D8/07/13, the Regional Nurse Consultant
reeducated the Administrator and DON regarding
the abuse and neglect policy/procedures which
included recognizing and reporting abuse
allegations.

On 0Bf09/13, the Regional Nurse Consultant
completed reviewing alt Concern/Grievance
Repart forms completed in the past 30 days to
identify if any grievance had been reported which
constituted an allegation of abuse that was not
recognized.

Beginning on 08/10/13, the Regional Nurse
Conhsultant wilt monitor and review all grievances
five times per week for four weeks fo ensure any
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regarding areas of the policy and gave
answers to confirm their understanding
of the abuse neglect and exploitation
policy. No staff has been permitted to
work in the center since 8/8/2013 unless
re educated and received a copy of the
abuse policy.

DON/UM or Regional Nurse cbserved
care being provided to 10 residents to -
identify any issues with care, handling or
following the plan of care this was
completed by 8/10/2013.

No issues were identified.

All nursing staff will be interviewed at
the end of each shift by the
Administrator/DON/UM/Charge Nurse or
Regionat Nurse. This began 8/9/2013
and will transition to five (8) employees
per shift beginning 8/17/2013 to identify
any reports of abuse or negiect reported
to any staff member. After the four
weeks the interviews will decrease to 4
interviews per month and remain
ongoing unfil modified by the QA
committee to sustain the removal.

A complete narcotic count was
completed by the Unit Manager on all
halls on 8/09/2013 to identify any
narcotics that were not countad correctly
and if any medication was over or under
what the count sheet says to rule out
abuse or neglect,

No issues were noted.
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grievances received are reviewed to ensure if
there was an allegation of abuse it was
investigated and reported. After four weeks, the
reviews will decrease to one per month and
remain ongoing until medified by the QA
Committes to sustain the removal.

On 08/08/13, the Regional Nurse Consultant
completed a review of all allegations of abuse
and neglect submitted over the past three months
to identify any allegation that had not been
investigated or reported timely as reqguired.

Beginning on 08/10/13, the Regional Nurse
Consultant will monitor and review all allegatiohs
of abuse ar neglect five times per week for four
weeks to ensure abuse or neglect allegations are
received and investigated per policy. After the
four weeks, the reviews will decrease to ane per
month and remain ongoing untll modified by the
QA Committee to sustain the removal.

On 08/08/13, the phone numbers of the
Administrator, intedim DON, and Regional Nurse
Consultant were posted at the entrance to the
facility for residents, families, or staff to utilize for
abuse reporting at any time.

Beginning on 08/08/13 all newly hired employees
witl be educated by the Education Training

| Director on the facility's abuse policy/procedures,
given a copy of the policy, and instructed who to
contact if abuse or neglect was identified or
reported,

On 08/12/13, a resident council meeting was held
with the Administrator to identify any abuse or
neglect concerns.

064y iD SUMIMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACT!ON SHCOULD BE GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0O THE APPROPRIATE DATE
: DEFICIENCY)
F 228 | Continued From page 25 F 226

Administrator and DON was
immediately re educated regarding the
abuse and neglect policy and policy for
reporting abusefrecognizing abuse or
neglect allegations and neglect timely fo
identify any questions they had related
to reporting. Content of Education: What
is abuse, types of abuse, reporting
requirement and who to report to .This
was completed on 8/7/2013 by the
Regional Nurse Consuitant.

A one time call light audit in 10 rooms
was completed randomly on 8/9/2013 by
the Regional Nurse Consultant to
identify any issues with not answering
the call light timely as relates to neglect.
This is ongoing for 5 residents daily.

Regional Nurse reviewed ali grievances
for the past 30 days to identify any
grievance that had not been reported
timely and per policy. The RNC also
reviewed all Allegations of Abuse,
Neglect and Exploitation submitted over
the past three months to identify any
Aliegation of Abuse, Neglect and
Exploitation that had not been reported
and investigated timely and per policy.
This was completed 8/8/2013.

No issues were identified.

Regional Nurse completed a one time
meal monitering to identify any resident
who was not fed, did not receive
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Beginning-on 08/12/13, for three weeks a weekly
resident council meeting will be heid with the
Adminisirator or Regional Nurse Consultant to
ask residents about abuse or neglect and to
ensure they are knowledgeable on how to repont
it. After three weeks, the meetings wilf decrease
to one per month and remain ongoing until
modified by the QA Cotmmiitee to sustain the
remaoval,

The facllity held a Quality Assurance meeting on
08/12/43 with the Administrator, Interim DON,
Regianal Nurse Consultant,
Housekeeping/Maintenance Director, Dietary
Dirgstor, Unit Manager, Education Training
Director, and Medical Records Director. The
meeting was conducted to identify any issues
related tc abuse or neglect.

On 08/09/13, Concern/Grievance Report forms
were placed at each nurses' station and in the
front lobby of the facility to aliow for resident,
family, or staff utilization. The Business Office
Assistant will ensure the forms are in place five
times per week for four weeks, and then once per
month and remaln ongoing untll modified by the
QA Committee to sustain the removal.

Beginning on 08/12/13, a meeting consisting of
QA Committee members inciuding the
Administrator, interim DON, Education Training
Director, Regional Nurse Consultant, Distary,
Housekeeping/Maintenance, and Medical _
Director to be in attendance or on the phone with
the team, is to be held once a week for four
weeks, and then every two weeks for four weeks,
to review all audit findings and make
recommendations for changes to the pian. This
will be ongoing untll all issues are resolved.
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assistance needed or was not served
timely to ruls out abuse or neglect this:
was completed on 8/9/2013 and
ongoing.

No issues were identified.

On 8/08/2013 the Administrator, DON
and Regional Nurses phone numbers
were posted at the entrance to the
center {0 identify for residents, families
or staff who they can contact at any time
day or night to report abuse to.

All new hires will be educated by the
ETD upon hire and given a copy of the
abuse policy and instructed who to
contact if abuse or neglect is identified
or reported. This will begin 8/8/2013.

A resident council was held on 8/12
{2013 and the Administrator was present
to identify any abuse or neglect
concerns. None were noted.

A QA meeting was held 8/12/2013
present: Administrator, DON, Regicnal
Nurse Consultant, Housekeeping
/Maintenance, Dietary, Unit Manager,
ETD and Medical Records. This meeting
was held to identify any further issues
with abuse or neglect and {o review our
plan for removatl of Immediate Jeopardy
and date of removal. The Medical
Director was made aware of the plan for
removal.
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—~The State Survey Agency validated the
comective actions taken by the facility as follows:

Review of facility documentation and an interview
with Resident #1 on 08/19/13 at 12:48 PM
revealed the Regional Nurse Consultant, the
Administrater, or a Licensed Nurse was
interviewing Resident #1 daily to identify any
CONCRINS.

Review of an Employee Counseling/Disciplinary
Report form dated 07/22/13, and interview with
LPN #1 on 0B/06/13 at 2:30 PM, revealed the
facility suspended LPN #1 from employment at
the facility on 07/22/13.

Review of facllity documentation and random
interviews conducted on 08/19/13 at 11:40 AM
with Resident #2, at 11:42 AM with Resident #3,
at 11:48 AM with Resident A, at 11:53 AM with
Resident B, and at 11:57 AM with Resident C
revealed the Sociat Worker and/or Regionat
Nurse Consultant had completed interviews with
residents who were intarviewable to identify any
allegations of abuse or neglect on 08/08/13.

Review of Resident Interview Sheets and
inferviews on 08/19/13 at 2:03 PM with the
Administrator, at 3:30 PM with the Interim DON,
at 2:35 PM with the Unit Manager, at 1:55 PM
with the Social Worker, at 2:33 PM with Licensed
Nurse #1, and at 2:09 PM with the Regionai
Nurse Consultant, revealed five interviewable
residents had been interviewed dally since
08/10/13 to ensure any abuse, negledt, or
misappropriation was reported, investigated, and
recoghized. Any issues identified were reported
to the required authorities. :

3. Re education by the ETD regarding
abuse and neglect, reporting abuse and
neglect and who to report abuse and
negiect to will be ongoing prior to staff
starting their shift until ali staff educated
.This began on 8/7/2013 and will be
complete when 2 people refurn from
medical leave ane has returned and
another is still off.

All new hires will be educated by the
ETD regarding abuse and neglect and
given a copy of the abuse and neglect
policy upon hire beginning 8/8/2013,

Five interview able residents will be
interviewed daily by the Administrator,
DON.UM, Social Worker, Licensed
Nurse from other centers or Regional
Nurse Consultant x 4 week's . This will
be completed to ensure any abuse,
neagiect or misappropriation is reported,
investigated and recognized.

Twao famity members of patients that are
not interview able will be interviewed by
the Administrator, DON, UM, Socizal
Worker Licensed Nurse from other
centers or regional nurse consultant this
will begin 8/13/2013 x 4 weeks. To
ensure we are nct interviewing the same
family members, we are keeping a list of
resident family members who have been
interviewed and contacting other
resident family members. This wili be
done to ensure any abuse or neglect
issues are reported and investigated
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Review of facility documentation on 08/19/13, and
interviews with the Social Warker at 1:55 PM, and
with the Business Office Associate at 2:23 PM,
revealed they had contacted 22 families as of
08/12/13, of residents who were unable to be
interviewed to identify any allegations of abuse or
neglect, and no concerns were identified.

Review of facility documentation on 08/19/13 and
interviews with the Administrator at 2:03 PM, the
Interim DON at 3:30 PM, the Unit Manager at
2:35 PM, the Social Worker at 1:55 PM, and
Licensed Nurse #1 at 2:33 PM, revealed since
08/13M13, two family members of residents who
were not interviewable had been inferviewed
daily. Additionalty, observations on 08/19/13,
revealed a Family List was maintained of families
who had been contacted,

Review of Resident Skin Assessments on
08/18/13, and interviews with the Interim DON at
3:30 PM, the Unit Manager at 2:35 PM, and the
Treatment Nurse at 3:38 PM, revealed they had
conducted head-to-toe skin assessmenis con all
facility residents as of 08/08/13. No concermns
related to abuse/neglect were identified.

Review of Resident Skin Assessments on
08/19/13 and interviews with the Treatment Nurse
at 3;38 PM, the Interim DON at 3;30 PM, the Unit
Manager at 2:35 PM, and the Education Training
Director at 3;49 PM, revealed five Rasident Skin
Assessments had been coniducted from 08/12/13
through 0B/16/13. No concerns refated to
abuse/neglect were identified.

Review of in-service training records, employee
sign-in sheets, and interviews with Certified

timely per policy and abuse or neglect is
recognized. After the four weeks
interviews will decrease to 4 interviews
per month and remain ongoing untit
medified by the QA committee to sustain
the removal.

5 head to toe skin assessments will be
completed by the treatment nurse, DON,
UM or ETD 5 x week o ensure no
physical abuse is occurring and that any
sis of abuse is recognized. This will
begin 8/12/2013 x 4 weeks. Afterthe
four weeks skin assessments will
decrease to one per month and remain
ongoing until modified by the QA
committee to sustain the removal,

ETD,DON or UM to monitor care being
provided to 4 residents daily 5x week x
& weeks beginning 8/12/2013 to ensure
handling, no abuse or neglect and that
plan of care is followed. After the six
weeks the monitoring of care will
decrease to four monitors per month
and remain ongoing until medifled by
the QA committee to sustain the
removal.

ETD, Administrator ,DON or RNC to
interview al least 5 employees each shift
x 4 weeks beginning 8/17/2013 to
ensure that no abuse or neglect was
reported to them, that they did not
witness any abuse or neglect and that
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Nursing Assistant (CNA) #10 at 3:05 PM, CNA
#11at 3:18 PM, CNA#12 at 3:25 PM, LPN #10 at
3:08 PM, and LPN #11 at 3:18 PM, revealed al}
facility staff had been reeducated by the Interim
DON, Unit Manager, Administrator, Education
Training Director, or Regional Nurse Consultant
from 08/07/13 through 08/09/13. Interviews
revealed all staff had received a copy of the
abuse policies/proceduras, and had been
required to demonstrate understanding by
completing a guestionnaire regarding the
policy/procedures.

Review of facility documentation and interviews
on 0B/19/13 at 2:03 PM with the Administrator, at
3:30 PM with the Interim Director of Nursing, at
2:35 PM with the Unit Manager, at 2:09% PM with
the Regional Nurse Consultant, with Certified
Nursing Assistant (CNA) #10 at 3:05 PM, with
CNA#11 at 3:18 PM, with CNA#12 at 3:25 PM,
with LPN #10 at 3:02 PM, and with LPN #11 at
3:18 PM, revesled all staff was being interviewed
at the end of each shift to identify any reports of
abuse or neglect.

Review of facility documentation on 08/19/13 and
interviews with the Education Training Director at
3:49 FM, the Administrator at 2:03 PM, the

Interim DON at 3:30 PM, and the Regional Nurse

Consultant at 2:09 PM, revealed five staff
members had been interviewed on 08/17/13 and
08/18/13.

Interviews on 08/18/13, with the Regional Nurse
Consultant at 2:09 PM, and the Administrator at
2:03 PM, revealed the Regional Nurse Consultant
fhad retrained the DON and Administrator on
0B/07/13. The training focused on the facility's
abuse and neglect policy/procedures which

(X4) ID L o)
PREETX (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 28 F 226

thay know what abuse or neglect is or
how to report it,  After the four weeks
the interviews will decrease to 4
interviews per month and remain
ongoing until modified by the QA
committee to sustain the removal.

Regional Nurse Consultant to monitor
and review all grievances and
Allegations of Abuse, Neglect and
Exploitation 5 x week x 4 weaeks
beginning 8/10/2013 to ensure abuse or
neglect allegations are received and
investigated per policy. After the four
weeks the reviews will decrease to one
per month and remain ongoing until
modified by the QA committee to sustain
the removal.

Narcotic count to be completed by ETD,
UM, or DON daily 5 x weekly beginning
8/9/2013 to rule out abuse or neglect.
After the four weeks the counts will
decrease to one per month and remain
ongoing until medified by the QA
committee to sustain the removal.

ETD, DON/Administrator or Regicnal
Nurse Consultant or Medical Records to
monitor one meal per day 5 x weekly
beginning 8/12/2013 to ensure all
residents are fed and trays are served
timely to rule out neglect. After the four
weeks the monitors will decrease to one
per month and remain ongoing until
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F226 ,contmuecj From_ r'fage 30 ) k226 madified by the QA committee to sustain
mclude.d recognizing and reporting abuse the removal.
allegations.
Review of a Grievance Face Sheet and interview A weekiy res:dent cogn‘cﬂ meeting will
with the Regiona! Nurse Consuitant on 08/19/13 be held with the Administrator or
at 2:09 PM, revealed she had reviewed all Regional Nurse present to ask residents
Concern/Grievance Report forms completed in about abuse or neglect and if they know
the past 30 days on 08/09/13, to identify if any who to report it o beginning 8/12/2013x
grievanca had been reported which constituted 3 weeks. After the three weeks the
an allegation of abuse that was not recognized. meetings will decrease to one per month
_ and remain ongoing until modified by
Review of a Grievance Face Sheet and interview the QA commitiee to sustain the
with the Reglonal Nurse Consuitant on 08/19/13 removal.
at 2:08 PM, revealed she had reviewed all
Concern/Grievance Report forms completed from 5 rcoms will have call light monitoring
08/09/13 through 08/18/13 to identify if any completed randomly 7 x week x 3 weeks
grievance had been reported which constituted beginning 8/9/2013 by department
an allegation of abuse that was not recognized. managers to ensure call lights are
. . . answered timely and residents are being
Review of an F.\Ilegaf]on ofAbuse Bm‘der on cared for per their poc and that no
08/19/13, and interview wﬂh_the Reglonal Nurse abuse or neglect is occurring. After the
g:;i‘;';?:;‘t’: ;:’;?";S‘lffiﬁi“Pe'g'at:z‘r"za;?d she three weeks the call fight monitoring will
abuse and neglect submitted over the past three decre_ase to‘four pEr month and remain
months to identify if any allegation had not been ongo;r'_ng until mOdIFEEd by the QA
investigated or reported timely as required on committee to sustain the removal.
08/09/13. ]
2 x week x four weeks turning and
Review of an Allegation of Abuse Binder on repositioning audits will be completed by
08/19/13, and interview with the Regional Nurse the ETD to rule out neglect beginning
Consultant on 08/19/13 at 2:08 PM, revealed she 8/12/2013. After the four weeks the
had completed a review of all allegations of audits will decrease to one per month
abuse and neglect submitted from 08/10/13 and remain pngoing until modified by
through 08/18/13. the QA commitiee to sustain the
, removal. '
Observation on 08/19/13 at 12:18 PM, revealed
the phone numbers of the Administrator, Interim
DON, and Regional Nurse Consultant were
posted at the entrance to the faciiity.
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Grievance forms placed at each nurse’s
station and at the front of the center to
altow for staff completion and to
encourage expression of concerns. This
will be audited by the Business office
assistant S x week x 4 weeks beginning
8/9/2013. After the four weeks the

Review of Newly Hired employee files on
08/19H13, and an interview with LPN #11 at 3:15
PM, revealed she was educated upen hire on
06/18/12 by the Education Training Director on
the facility's abuse policy/procedures, was given a
copy of the policy, and instructed who to contact if

abuse or neglect is identified or reporied. monitoring will decrease to one per
month and remain ongoing until

Review of Resident Council Mesting minutes modified by the QA committee to sustain

dated 08/12/13, revealed a resident councii the removal.

meeting was held with the Administrator to ]

identify any abuse or neglect concerns. No 4. QA team consisting of at least

concerns were identified, Administrator, DON, ETD, Regional
Nurse Consultant, Dietary,

Interviews on 08/19/13, at 2:03 PM with the housekeeping/ maintenance and

Administrator, at 3:30 PM with the Interim DON, Medical Director to be in attendance or

at 2:09 PM with the Regional Nurse Consultant, on the phone with team to be held one

at 3:00 PM with the Housekeeping/Maintenance time a week x 4 weeks beginning week

Director, at 3:05 FM with the Dietary Director, at of 8/12/2013 than every 2 weeks x 4

2:35 PM with the Unit Manager, at 3:4% PM with
the Education Training Director, and at 2:26 PM
with the Medical Records Director, revealed
minutes from a Quality Assurance meeting dated
08/12/13 revealed a meeting was conductedto
discuss the identified deficient practice and
identify any issues related {o abuse or neglect.

weeks to review all audit findings and
make recommendation for any change
te plan. This is to be ongoing until issue
completely resolved. 09/03/2013

Observations on 08/19/13 at 12:30 PM revealed
Concern/Grievance Report forms were in place at
each nurses' station and in the front lobby of the
facility, Interview with the Medical Records
Director on 08/19/13 at 2:26 PM revezled she
was responsible to ensure the forms were in
place at the designated areas five times per
week,

F 480 ; 483.75 EFFECTIVE F 490
§5=J | ADMINISTRATION/RESIDENT WELL-BEING .
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A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not rmet as evidenced
by:

Based on interview, record review, review of the
facility's investigation, and a review of
policy/procedures it was determined facility
Administration failed to ensure its resources,
inciuding poticies related to abuse and neglect,
were used effectively and efficiently to maintain
the highest practicable physical, mental, and
psychosociat well-being for one of three sampled
rasidents (Resident #1). On 07/18/13, Resident
#1's family members reported to the Director of
Nursing {DON) that they were concerned
Resident #1 was being abused by staff.
However, Administration failed to ensure abuse
nolicies and procedures were implemented. The
facility failed to initlate an investigation of the
allegation, failed fo protect residents from further
abuse, and failed to report the ailegation of abuse
immediately to state agencies when the allegation
was reported to the DON on 07/19/13. (Referto
F225 and F226.)

The Administration's failure to ensure facility
policies/procedures related to abuse prevention
were implemented caused, or was likely to cause,
serious injury, harm, impairment, or death to
residents at the facility. immediate Jeopardy and
Substandard Quality of Care were determined to
exist on 07/18/13. The facility was notified of the
Immediate Jeopardy on 08/14/13.
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An acceptable Allegation of Compliance was
recetved on 08/15/13, and alleged removal of the
Immediate Jeopardy on 08/14/13. The state
survey agency determined the Immediate
Jeopardy was removed on 08/14/13, prior to exit,
which fowered the scope/severity to "D" while the
facility monitors the effectiveness of systemic
changes and quality assurance activities.

The findings include:

A review of the facility's policy and procedure
related to abuse, undated, revealed the facility
had developed policies in an effort to prevent
abuse and to ensure allegations of abuse were
reported appropriately. The facility's policles and
procedures defined verbal abuse as oral, wiitten,
1 or gestured language inctuding disparaging and
derogatory terms to the resident or family
members. According to the policy, abuse was
prohibited and allegations of abuse would be
investigated, residents protected from further
potential abuse during the course of the
investigation, and allegaticns would be
immediately reported to the state agency. The
policy alsc revealed the Administrator was
responsible for ensuring compliance with the
policy and allegations of abuse would be reported
to slate agencies.

A review of the facility's investigation revealed
Adult Protective Services {(APS) entered the
facility on 07/22/13 to initiate an allegation that
facility staff, Licensed Practical Nurse (LPN) #1,
had abused Resident #1. Based on
documentation, the facility initiated an
investigation of the alleged abuse of Resident #1
on 07/2213.
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A review of a Concern/Grievance Report form
compileted and dated by the DON on 07/18/13,
revealed Resident #1's family had reported
concems that Resident #1 was being abused by
staff. However, interview with the DON on
08/06/13 at 1:15 PM revealed the DON failed to
investigate the allegation because Resident #1
had appeared confused when she was speaking
to the resident's family on 07/18/13. |n addition,
the DON failed to immediately report the family
members' concerns as suspected abuse to the
state agencies, failed to initiate an investigation,
and failed to ensure residents, including Resident
#1, were protected for further potential abuse
during the facility's investigation. The DON sfated
she submitted the Concern/Grievance form to the
Administrator on 07/19/13.

The Administrator acknowledged in interview
conducted on 08/07/13 at 11:39 AM that the DON
had given him the Concem/Grievance form on
07118113, and verbally described to him that
Resident #1's family had voiced concerns.
According to the Administrator, the DON informed
him there had been a misunderstanding, and staff
had only been attempting to reoriert Resident #1
after the resident had been confused. The
Administrator stated at that point he felt the
concern had been addressed, and he failed to
read the documentation on the form. The
Administrator stated he implemented a plan'to
have two staff members present in the room
when care was provided fo Resident #1. The
Administrator stated he did not implement the
facility's abuse policy/procedurss, and took no
action t0 ensure an investigation was initiated,
residents were protected, and that the aliegation
was reported to the state survey agsncy as
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required. According to the Administrator, at the
time of the allegation investigation by the state
agency on 08/06/13, the facility had not identified
the concerns that family members of Resident #1
had reported to the DON on 07/18/13 as an
allegation of abuse, and had not taken any action
to investigate or repoit the family members'
concerns immediately to the state agency as
reqguired, a timeframe of 19 days after the DON
had received and documented the allegation.

--A review of the Allegation of Compliance {AOC)
revealed the following;

Beginning on 08/08/13, Resident #1 was
interviewed daily by the Regional Nurse
Consuiltant, the Administrator, ar a Licensed
Nurse to identify any concerns.

On 07/22/13, the facility suspended LPN #1 who
| was allegedly abusive to Resident#1, and an
investigation was initiated,

On 08/09/13, the Social Worker and/or Regional
Nurse Consultant had completed interviews with
all residents who were interviewable to identify
any allegations of abuse or neglect.

Beginning on 08/10/13, five interviewabie
residents will be interviewed daily by the
Administrator, Interim DON, Unit Manager, Social
Worker, Licensed Nurse, or the Regional Nurse
Cansultant for four weeks to ensure any abuse,
neglect, or misappropriation is reported,
invesfigated, and recognized.

On 08/12/13, the Social Worker or Business
Office Associate had contacted 22 families of
residents who were unable to be interviewed to

F 420
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identify any allegations of abuse or neglect. The
Social Worker or Business Office Associate
continued to contact five families daily until
D8/13/13, to identify any allegation of abuse or
neglect.

Beginning on 08/13/13, two family members of
residents who are not interviewable will be
interviewed hy the Administrator, interim DON,
Unit Manager, Social Worker, or a Licensed
Nurse. This will continue for four weeks and then
decrease to four interviews per month until
modified by the Quality Assurance (QA)
Committee to sustain removal. To ensure the
same family members are nat being interviewed
each time, & list of resident family members who
have been interviewed is being maintained to
ensure the facility interviews as many families as
possibie.

The Interim DON, Unit Manager, or Treatment
Nurse conducted a head-to-toe skin assessment
on all facility residents to identify any signs or
symptomn of abuse. This was completed on
C8/09/13.

Beginning on 08/12/13, five head-to-toe skin
assessments will be completed waekly by the
Treatment Nurse, Interim DON, Unit Manager, or
Education Training Director. This will continue for
four weeks and then the assessments will
decrease to one per month and remain ongeing
until modified by the QA Commitiee to sustain the
removal,

Reeducation of all facility staff by the Interim
DON, Unit Manager, Administrator, Education
Training Director, or Regional Nurse Consultant
began on 08/07/13 and was completed on

F 490
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08/09/13. A copy of the abuse
policies/procedures was given to all staff. Staff
was required to demonstrate understanding
regarding the policy/procedures, Mo staff will be
permitted to work in the facility until they have
received reeducation and received a copy of the
abuse policy/procedures.

At the end of each shift alt nursing staff having
workad will be interviewed by the Administrator,
Interim Director of Nursing, Unlt Manager,
Charge Nurse, or the Regional Nurse Consultant
to identify any reports of abuse or neglect This
began on 08/09/13, and will continue until
08/17/13.

Beginning on 08/17/13, the Education Training
Director, Administrator, Interim DON, or Regional
Nurse Consultant will interview a minimum of five
employees each shift for four weeks to ensure
that no abuse or neglect was reported to them,
that they did not witness any abuse or neglect,
and that they know what constitutes abuse or
neglect and how to repart it. After four weeks, the
interviews will decrease to four interviews per
month and remaln cngoing until modified by the
QA Committee to sustain the removal.

On 08/07/13, the Regional Nurse Consultant
reeducated the Administrator and DON regarding
the abuse and neglect policy/procedures which
included recognizing and reporting abuse
allegations.

On 0B/09/13, the Regional Nurse Consultant
completed reviewing all Concerr/Grievance
Report forms completed in the past 30 days to
identify if any grievance had bean reported which
constituted an allegation of abuse that was not
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recognized.

Beginning on 08/10/13, the Regional Nurse
Consultant will monitor and review all grievances
five times per week for four weeks to ensure any
grievances received are reviewed to ensure if
there was an allegation of abuse it was
investigated and reported. After four weeks, the
reviews wiil decrease to one per month and
remain ongoing until medified by the QA
Committee to sustain the removal.

On 0B/09/13, the Regional Nurse Consultant
completed a review of alt allegations of abuse
and neglect submitted over the past three months
to identify any allegation that had not been
investigated or reported fimely as required.

Beginning on 08/10/13, the Regional Nurse
Consultant will monitor and review all aliegations
of abuse or neglect five times per week for four
weeks to ensure abuse or neglect allegations are
received and investigated per policy. After the
four weeks, the reviews will decrease {o one per
month and remain ongaoing until modified by the
QA Commitiee to sustain the removal.

On 08/09/13, the phone numbers of the
Administrator, Interim DON, and Regional Nurse
Consultant were posted at the entrance to the
facility for residents, families, or staff to utilize for

'| abuse reporting at any time.

Beginning on 08/08/13 all newly hired employees
will be educated by the Education Training
Director on the facllity's abuse policy/procedures,
given a copy of the policy, and instructed who to
contact if abuse or negiect was identified or
reported.
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On 08/12/13, a resident council meeting was held
with the Administrator to identify any abuse or
neglect concerns.

Beginning on 08/12/13 for three waeks, a weekly
resident council meeting will be held with the
Administrator or Reglonal Nurse Consultant to
ask residents about abuse or neglect and to
ensure they are knowledgeable on how to report
it. After three weeks, the meetings will decrease
to one per month and remain ongoing untit
medified by the QA Commitiee to sustain the
removal.

The facility held a Quality Assurance meeting on
08/12/13 with the Administrator, Interim DON,
Regional Nurse Consultant,
Housekeeping/Maintenance Director, Dietary
Director, Unit Manager, Education Training
Dirsctor, and Medical Records Director. The
meeting was conducted to identify any issues
related to abuse or neglect.

Cn 08/08/13, Concem/Grievance Report forms
were placed at each nurses' station and in the
front lobby of the facility to allow for resident,
family, or staff utilization. The Business Office
Assistant will ensure the forms are in place five
times per week for four weeks, and then once per
month and remain ongoing until medified by the
QA Committee to sustain the removal.

Beginning on 08/12/13, a meeting consisting of
QA Committee members including the
Administrator, Interim DON, Education Training
Director, Regional Nurse Consultant, Distary,
Housekeeping/Maintenance, and Medical
Director to be in attendance or on the phene with
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the team, is to be held once a week for four
weeks, and then every two weeks for four weeks,
to review all audit findings and make
recommendations for changes to the plan. This
will be ongoing unti all issues are resolved,

—The state survey agency validated the corrective
ections taken by the facility as foilows:

Review of facility documentaticn and an interview
with Resident #1 on 08/19/13 at 12:48 PM
revealed the Regional Nurse Consultant, the
Administrator, or e Licensed Nurse was
interviswing Resident #1 dally to identify any
concems.

Review of an Employee Counseling/Disciplinary
Report form dated 07/22/13, and interview with
LPN #1 on 08/06/13 at 2:30 PM, revealed the
facility suspended LPN #1 from employment at
the facility on 07/22/13.

Review of facility documentation and random
interviews conducted on 08/19/13 at 11:40 AM
with Resident #2, at 11:42 AM with Resident #3,
at 11:48 AM with Resident A, at 11:53 AM with
Resident B, and at 11:57 AM with Resident C
revealed the Social Worker and/or Regional
Nurse Consultant had completed interviews with
residents who were interviewable to identify any
allegations of abuse or neglect on 08/09/13.

Review of Resident interview Sheets and
interviews on 08/19/13 at 2:03 PM with the
Administrator, at 3:30 PM with the Interim DON,
at 2:35 PM with the Unit Manager, at 1:55 PM
with the Social Worker, af 2:33 PM with Licensed
Nurse #1, and at 2:09 PM with the Regional
Murse Consultant, revealed five interviewable

FORM CiS-2567(02-99) Pravious Varsions Obsolete Evenl D KJ1F11 Facility ID: 100445 If continuation sheet Page 41 of 46

Received Time Sep. B 2013 3:10PM No. 6629




From:

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

. 09/05/2013 15:35 #315 P.045/060

PRINTED: 09/03/2013
FORMAPPROVED
OMB NGO 0938-0391

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

185352

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING

B, WING

COMPLETED ;

C.
08/19/2013

NAME OF PROVIDER OR SUFPPLIER:

STANTCN NURSING AND REHABILITATION CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE
31 PERICKSON LANE

STANTON, KY

40380

[t ] (2]
PREFIX
TAG

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

0
PREFIX
TAG

PROVIEER'S PLAN OF CORRECTION xm
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 490

Continued From page 41

residents had been interviewed daily since
08/10/13 to ansure any abuse, neglect, or
misappropriation was reported, investigated, and
recognized. Any issues identified were reported
fo the required authorities.

Review of facility docurnentation on 08/19/13, and
interviews with the Social Worker at 1:55 PM, and
the Business Office Associate at 2:23 PM,
revealed they had contacted 22 families as of
08/12/13, of residents who were unable to be
interviewed to identify any allegations of abuse or
neglect, and no concerns were identified,

Review of facility documentation on 08/19/13 and
interviews with the Administrator at 2:03 PM, the
interim DON at 3:30 PM, the Unit Manager at
2:35 PM, the Social Worker &t 1:55 PM, and
Licensed Nurse #1 at 2:33 PM, revealed since
08/13/13, two family members of residents who
were not interviewable had been interviewed
daily. Additionally, observations on 08/19/13,
revealed a Famity List was maintained of families
who had been contacted.

Review of Resident Skin Assessments on
08/19/13, and interviews with the Interim DON at
3:30 PM, the Unit Manager at 2:35 PM, and the
Treatment Nurse at 3:38 PM, revealed they had
conducted head-to-toe skin assessments on all
facility residents as of 08/08/13. No concems
related to abuse/neglect were identified.

Review of Resident Skin Assessments on
08/19/13 and interviews with the Treatment Nurse
at 3:38 PM, the Interim DON at 3:30 PM, the Unit
Manager at 2:35 PM, and the Education Training
Diractor at 3:49 PM, revealed five Resident Skin
Assessments had been conducted from 08/12/13
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through 08/16/13. No concerns related to
abuse/neglect were identified.

Review of in-service training records, employea
sign-in sheets, and interviews with Certified
Nursing Assistant (CNA) #10 at 3:05 PM, CNA
#11 at 3:18 PM, CNA#12 at 3:25 PM, LPN #10 at
3:02 PM, and LPN #11 at 3:18 PM, revealed all
facility staff had been reeducated by the Interim
DON, Unit Manager, Administrator, Education
Training Director, or Regicnal Nurse Cansultant
from 08/07/13 through OB/09/13. Interviews
revealed all staff had received a copy of the
abuse policies/procedures, and had been
required to demonstrate understanding by
completing a questionnaire regarding the
policy/procedures.

Review of facility documentation and interviews
on 08/19/13 af 2:03 PM with the Administrator, at
| 3:30 PM with the Interim Director of Nursing, at
2:35 PM with the Unit Manager, at 2:08 P with
the Regional Nurse Consultant, with Certified
Nursing Assistant (CNA) #10 at 3:05 PM, CNA
#11 at 3:18 PM, CNA#12 at 3:25 PM, LPN #10 at
3:09 PM, and LPN #11 at 3:18 PM, revealed alt
staff was being interviewed at the end of each
shift to identify any reports of abuse or neglect.

Review of facility documentation on 08/19/13 and
interviews with the Education Training Director at
3:49 PM, the Administrator at 2:03 PM, the
tnterim DON at 3:30 PM, and the Regional Nurse
Consultant at 2:09 PM, revealed five staff
members had been interviewed on 08/17/13 and
08/18/13.

Interviews on 08/19/1 3, with the Regional Nurse
Consultant at 2:02 PM, and the Administrator at
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2:03 PM, revealed the Regional Nurse Consultant
had retrained the DON and Administrator on
08/0713. The training focused on the facility's
abuse and neglect policy/procedures which
included recognizing and reporting abuse
allegations.

Review of a Grlevance Face Sheet and interview
with the Regional Nurse Consultant on 08/19/13
at 2:09 PM, revealed she had reviewed all
Concern/Grievance Report forms completed in
the past 30 days on 08/09/13, to identify if any
grievance had been reported which constituted
an aflegation of abuse that was not recognized.

Review of a Grievance Face Sheet and interview
with the Regional Nurse Consultant on 08/19/13
at 2:09 PM, revealed she had reviewed all
Concem/Grievance Report forms completed from
08/02/13 through 08/18/13 to identify if any
grievance had been reported which constituted
an allegation of abuse that was not recognized.

Review of an Allegation of Abuse Binder on
081913, and interview with the Regional Nurse
Consultant on 08/19/13 at 2:09 PM, revezled she
had completed a review of all allegations of
abuse and neglect submitted over the past three
months fo identify if any allegation had nct been
investigated or reported timely as reguired on
08/09/13. '

Review of an Allegation of Abuse Binder on
08/19/13, and interview with the Regional Nurse
Consultant on 06/19/13 at 2:09 PM, revealed she
had completed a review of all allegations of
abuse and heglect submitted from 08/10/13
through 08/18/13.
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Observation on 08/19/13 at 12:18 PM, revealed
the phone numbers of the Administrator, Interim
DON, and Regional Nurse Consultant were
posted at the entrance to the facility.

Review of Newly Hired employee files on
08/18/13, and an interview with LPN #11 at 3115
PM, revealed she was educated upon hire on
06/19/12 by the Education Training Director on
the facility's abuse policy/procedures, was given a
copy of the policy, and was instructed who to
contact if abuse or neglect is identified or
reporied.

Review of Resident Councll Meefing minutes
dated 08/12/13, revealed a resident council
meeting was held with the Administrator to
identify any abuse or negiect concerns. No
concems were identified.

Interviews on 08/18/13, at 2:03 PM with the
Administrator, at 3:30 PM with the Interim DON,
at 2:09 PM with the Regional Nurse Consultant,
at 3:00 PM with the Housekeeping/Maintenance
Director, at 3:05 PM with the Dietary Director, at
2:35 PM with the Unit Manager, at 3:48 PM with
the Education Training Director, and at 2:26 FM
with the Medical Records Director, revealed
minutes from a Quality Assurance meeting dated
08/12/13 revealed a meeting was conducted to
discuss the identified deficient practice and
identify any issues related to abuse or neglect.

Observations on 08/19/13 at 12:30 PM revealed
Cencern/Grievance Report forms were in place at
each nurses’ station and in the front lobby of the
facility, Interview with the Medical Records
Director on 08/19/13 at 2:26 PM revealed she
was responsible to ensure the forms were in
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place at the designated areas five times per
week.
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