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F 000 INITIAL COMMENTS F 000 Berea Health Care Center does not
beliave and does nol admit that any
deficiencies existed before, during or
An abbreviated standard survey (KY21573) was after the survey. Berea Health Care
conducted on 04/14/14. The complaint was Center reserves all rights to contest the
unsubstantiated; however, related deficient survey findings through informal dispute
practice was idenlified at "D" level. resoluqun. formaldlegagitarpageal eaal
- roceedings or admini ve or lega
F225 483.13@)(DE-(, (©)2)- (4) F225 gmceedlngs. This plan of correction
55=D INVESTIGATE/REPORT d t titut dmissi
ALLEGATIONS/INDIVIDUALS wparing o focts or o
regarding any facts or clrcumstances
surrounding any alleged deficiencies fo
The facility must not employ individuals who have which it responds. Nor Is it meant to
been found guilty of abusing, neglecting, or establish any standard of care,
mistreating residents by a court of law; or have contractual obligation or position. Berea
had a finding entered into the Stale nurse aide H?a""lfa’e 9};"&-"’ f?-’-et'i\'es all :9“‘5 lo
registry concerning abuse, neglect, misirestment raise all possible contentions an
of residents or misapprapriation of their property; defenses in any type of civil or crirpinai
d report knowledge il has of aclions b clalm, action or proceeding. Nothing
and report any kn ge : Y a contained in this plan of correction
court of law against an employes, which would should be considered as a waiver of any
indicate unfitnesas for service as a nurse aide or potential applicable peer review, quality
other facility staff to the Stale nurse aide registry assurance or self critical examination
or licensing authorifies. privileges which Berea Health Care
Center does not waive, and reserves the
The facility must ensure that all alleged violations right to assert in any administrative, civil
involving mistreatment, neglect, or abuse, or criminal claim, action or proceeding.
including injuries of unknown source and Berea Health que Center gffers its
. responses, credible allegations of
mlsapgropriatlon of resi'denl property are reported compliance and plan of comrection as
immediately to the administrator of the facility and part of its on-going effort to provide
to other officials in accordance with Stale law quality care 1o residents.
through established procedures (including to the
State survey and cerlification agency). F 225 It is and was on the day of survey,
the policy of Berea Health Care Center to
The facility must have evidence that all alleged not empioy individuals who have been
violations are thoroughly investigated, and must :2:;'::;3::3 r:;?cllj:ri?%}';egi?tl%%:v:' or
prevent further Polential abuse while the have had a finding entered into the State
investigation is in progress. nurse aide regisiry conceming abuse,
L neglect, mislreatment of residents or
The results of all investigations must be reported misappropriation of their property; and
to the administrator or his designated report any knowledge it has of actions by
representative and to other officials in accordance a court of law against an employee,
which would indicate unfitness for
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TME {X6} DATE

VD y,
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Any deficiency statement ending with an asterisk (%) denctes a deficiancy which the inatilubon may be excused from comecling providing it is determined that
other safeguards provide sufficient protection to the patients (Ses instructions ) Except for nursing homes, the findings stated above ame disclosable 90 days
following the date of survey whether or not a plan of carection is provided. For nursing homes. the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the faciity |l deficiencias arm cited, an approved plan o correction Is requisite o continued
program panicipation
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F 225 | Continued From page 1 F 225! semice as a nurse aide or ather facility
with State law (including to the State survey and ﬁ:;f'f‘;?nlhe state nurse aide registry or
. vl - g authorities.
cerification agency) within 5 working days of the
indden&, and if the alleged violation is verified is and was on the day of survey, the
appropriate corrective action must be taken. policy of Berea health Care Center to
ensure 1hat all alleged viclations
involving mistreatment, neglect, or
abuse, including injuries of unknown
This REQUIREMENT s not met as evidenced source and misapproprialion.of resident
by: property are reported immediately to the
. : administrator of the facility and to other
Based an Interview, a raview .r.!f lh facllll:y's officials in accordance with State law
policy, and a review of the facilily’s investigation, through established procedures
the facility failed to ensure residents were (including to the State survey and
protected from potential abuse during the course certification agency).
of the facllity's investigation for one (1) of three .
(3) sampled residents (Resident #1). Interviews itis and was an the day of survey, the
and a review of the facility's investigation revealed policy of Berea Health Care Center to
on 04/10/14, a reprasentative from the State gg%i"r:j:;rﬁ: ::f;:é;g‘::gegn‘gc{“"’"s
Ombudsman program informed administrative prevent further potential = while the
slaff that Resident #1 reported fo her on 04/06/14 investigalion s in progress.
that Stale Registered Nurse Aide (SRNA) #2 had
been rough with the resident on 04/03/14 when Itis and was on the day of survey, the
the SRNA assisted him/her to bed. The State policy of Berea Health Care Center that
Ombudsman also reported to administrative staff the resulis of all inves_ﬁgallons be
that Resident #1 had stated the SRNA caused a reporied to the administrator or his/her
skin tear to hismer left arm and had caused the g;fg{%’;::ﬁi’;ﬂ%ﬁ'g"ﬁhaggg l";:e"
res!den;ftohhat\_;zrl'up pain. H_owgverh:)a:;e:"on 8 (including to the State survey and
review of the facility’s investigation, the facility certification agency) within 5 working
fall.ed to |mmediate_ly suspend staff accused of days of the incident, and if the alleged
resident abuse until tha results of the violation is verified appropriate corrective
investigation had been completed and reviewad action must be taken,
by the Administrator and failed fo conduct
interviews with other residents that the alleged 1. On 04/10/14, the Ombudsman
perpetratar had been provided care and services :hegzmsl:t?;: Q:ﬂ??:;’;gg;:’gﬂ;?;‘;;‘
in accordance with the facility's policy. #1 against a State Registered Nurse
o . Aide (SRNA). The Administrator and
The findings include: Director of Nursing immediately
] interviewed Resident #1. At that time,
A review of the facility policy titfed Abuse the Director of Nursing and Charge
Investigalions, dated 08/01/13, revealed staff
FORM CMS-2567(02-80) Freviaus Vi Obaok Event ID: 4GWR1t Factlity ID: 100318 If continuation sheet Page 2of6
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accused of resident abuse would be suspended
immediatety until the results of the investigation
had been completed and reviewed by the
Administrator. Continued review of the policy
revealed during the investigation of alleged abuse
other residents that were provided care and
servicas by the alleged perpetrator would be
interviewed.

A review of the medical record for Resident #1
revealed the facility admitted the resident on
05/11/02 with diagnoses that included a history of
& Cersbrovascular Accident (CVA) and Chronic
Obstructive Pulmonary Disease. A review of a
Significant Change Minimum Data Set
Assessment (MDS) dated 02/27/14, revealed tha
facility assessed the resident to have a Brief
Interview for Mental Status (BIMS) score of 15
which revealed the resident's cognition was
intact.

Revisw of the facility's investigation revealed on
04/10/14 a representative from the State
Ombudsman program informed administrative
staff that Resident #1 had reporied to the Stale
Ombudsman on 04/06/14, that State Registered
Nurse Aide (SRNA) #2 had been rough with the
resident on 04/03/14 when the SRNA assisted
him o bed. The State Ombudsman also reported
to administrative staff that Resident #1 had slated
the SRNA caused a skin tear to his/her left arm
and had caused the resident lo hava hip pain.
Continued review of the facility investigation
revealed facility staff had interviewed Resident #1
and the resident had stated SRNA #2 had "jerked
hisser legs up” and hit the resident’s arm when
the SRNA "put up the bed rail." Further review of
the investigation revealed the resident had a long
history of the use of blood thinner medications
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F 225 | Continued From page 2 F 225| Nurse also conducted a head to toe skin

assessment of Resident #1.

The Administrator again interviewed
Resident #1 on 04/15/14 and 04/29/14 to
ensure that his/her needs were being
met by staff and that he/she was having
no problems. The Administrator
reassured Resident #1 that we want
him/her to be happy, not feel threatened,
and o have his/her needs met. Staff will
continue to encourage Resldent #1 to
voice any concems or problems that
hefshe may have, assuring him/er that
needs will be met and he/she will be free
of neglect and abuse.

On an on-going basis, Resident #1's skin
will be assessed every other day to
ensure that there are no unexplained
tears or bruising.

2. On admission, all residents and/or
their responsible parties recelve a copy
of the Resident Rights informing them of
their right to be free from abuse while a
resident at this facility. This information
also educates them of the types of abuse
and how and to whom to report an
allegation of abuse.

At the monthly scheduled Resident
Council Meetings, residents in
attendance will be informed of their right
to be free from abuse, the types of
abuse, and how and to whom to report
an allegation of abuse. This will be
reviewed monthly for six months.

For six months, the Quality Assurance
Nurse will conduct menthly interviews of
ten percent of the facility’s residents per
month who do not attend Resident
Council Meetings to ensure that they are

aware of their right to be free from
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F 225 | Continued From page 3 F 225| abuse, the types of abuse, and how and
and had a hislory of a skin 1ear lo the laft elbow to whom to report an allegation of abuse.
since 02/04/14 that had healed and reopened due On an on-going basis, head to toe skin
to the resident's poor skin integrity and the check will ba conducted by Charge
resident’s "scratching” the area. The Nurses every other day on all residents.
investigation further revealed the resident had a This will give the Charge Nurses the
history of complaints of hip pain and had received opportunity to assess residents who are
a narcolic pain medication scheduled four times a unable to communicate to ensure that
day, since 11/08/13. Review of the investigaticn they are free of unexplained injuries.
revealed the facility interviewed SRNA #2 related "
to the incident and, based on the facility's :btgi;gf Imembers (nursing, dietary,

. . i . ping, and maintenance) have
findings, unsubstantiated the rasident's allegation. been re-educated by the Staff
Continued review of the investigation ravealed the Deve]opment Nurse regarding the
facility reassigned SRNA #2 and the SRNA no Resident Protection Policy on 04/15/14.
longer provided direct care o Resident #1. All staff were re-educated on the types of
However, the facility failed to immediately abuse (verbal, mental, physical abuse,
suspend SRNA #2 until the results of the sexual abuse, neglect, involuntary
investigation had been completed and reviewed m‘;ﬂ;;" ?’;‘: 'g::;pg;?’z';:;:;fmrse
!JY the Adminisirator; and failed to conduct also informed staff members how and
interviews with other residents that the alleged whom to report an allegation of abuse.
perpetrator had provided care and services for in Per facility policy, the Administrator will
accordance with the facility's policy. be notified immediately of any alleged

violations. The accused will be
A review conducted on 04/14/14 of SRNA #2's immediately su_spenqed pending the
personne! record revealed the SRNA had been outcome of an investigation,
employed at the facility approximately four years. .
Based on the review, SRNA #2 had not received Eﬁ;ﬁ"&ggﬂgﬂgﬂ;ﬂ:ﬁ ?rt'lalinln on
any disclplinary actions while at the facility, and resident abuse, types of abuse, and lgow
there was no documentation the SRNA had and whom 1o report abuse allegations to
previously been named in an allegation of abuse. all new hires during orientation. Annually
and as needed, all staff members will
An interview conducted with Resident #1 on continue to be in-serviced on abuse.
04/14/14 at 10:28 AM revealed the resident was . .
unable to recall the exact date but acknowledged Additicnally, in the staff lounge, the Staff
he/she had reported to "the other state lady” :Jevelt;?m:nt Nlit1rse haz 5’::::" the
(Ombudsman) (date unknown) that on 04/03/14 ypes of abuse, Now an L
- report an allegation of abuse as a
or 04/04/14 (exact time and date unknown) State reminder for staff,
Registered Nurse Aide (SRNA) #2 "put me in the
bed rough and hit my etbow on the bedrail® and On an on-going basis, the Quality
had caused a skin tear to the resident's left Assurance Nurse will interview five
FORM CM5-2587(02-80) Previ Versions Obsok Event ID: 4GWR11 Faclity ID: 100319
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F 225 | Continued From page 4 g 225| percent of staff members per month fo

forearm. However, the resident stated he/she
had not reported the incident to facility staff. The
interview did not reveal the resident had
experienced hip psin as a result of the fransfer.

An interview conducted with SRNA #1 on
04/14/14 at 11:30 AM revealed she assistad
SRNA #2 when Resident #1 was transfeired ta
bed on 04/03M14. The SRNA stated SRNA #2
was not rough with the resident during the
transfer, the resident had not complained of any
discomfort, and had not sustained a skin tear
during the transfer on 04/03/14.

An intarview conducted with SRNA #2, the
alleged perpetrator, on 04/14/14 al 11:50 AM
revealed she and SRNA #1 fransferred Resident
1 to bed on 04/03/114, The SRNA stated the
resident had not complained of any hip pain, and
had not sustained a skin tear during the transfer.
The SRNA stated she had not been rough with
the resident during the transfer on 04/03/14.

An interview conducted with the facility's
Adminisirator on 04/14/14 at 4:00 PM revealed on
04/10H4, a representative from the State
Ombudsman pragram informed her of an
allegation of abuse that involved Resident #1.
The Administrator acknowledged SRNA #2 had
been named as the alleged perpetrator.
According to the Administrator, SRNA #2 was
reassigned ta another unit to provide direct care
to other facility residents during the facility's
investigation. The Administrator further
acknowledged the facility had not conducted
interviews with other residents that had been
cared for by the alleged perpetrator as outlined in
the facility policy because she speaks with
residents daily and if "there was a concern with

ensura thal they can list the types of
abuse and how and to whom they would
report an allegation of abuse.

4, The Quality Assurance Nurse will
provide the Director of Nursing copies of
the resident interviews monthly for six
months. The Director of Nursing will
review o ensura that interviews have
been conducted and that interventions
that have been imptemented are
effective. The Director of Nursing will
forward copies monthly to the
Administrator.

If a resident makes an allegation at the
time of the interview, the Quality
Assurance Nurse will Immediately notify
the Director of Nursing and an
investigation will be launched. If the
Director of Nursing determines that the
interventions put in place are not
effective, she will report the information
to the Administrator, The Administrator
will review the process again and iake
the information to the Quality Assurance
Committee to re-evaluale and to put a
new system in place lo ensure that all
residents are free of abuse, all
allegations are investigated, and the
accused is suspended pending the
outcome of an investigation,

5. May 9, 2014.
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abuse, the residents would have told me." The
Administrator stated that as a result of the
investigation the resident's allegation was
determined to be unsubstantiated and SRNA #2
continued to be employed at the facility. The
Administrator further stated SRNA #2 had never
been named in an allegation of abuse before this
incident.
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