PRINTED: 05/29/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R-C
185142 B. WiNG 05/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

401 INDIANA AVE

HERITAGE MANOR HEALTH CARE CENTER MAYFIELD, KY 42068

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
05/19/15, as alleged.

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

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the instilution may be excused from correcting providing It is detarmined that
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of carrection are disclosable 14
days following the date these documents are mads available to the facility. If deficlencles are cited, an approved plan of corection is requisite to continued
program participation,
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This REQUIREMENT is not mat as evidenced
by:

Based on Interviaw, record review and review of
the facility's policy and procadures, it was
detarmingd the facility falled to permit one (1) of
five (5) samplad residents (Resident#1} to
remain in the facllity when there was an allegation
of rape made by another resident (Resldent #2)
and verbally threatened the Saclal Worker.

The findings Include:

Review of the fagiiity palicy titled, "Transfer &
Discharge", dated 04/26/10, revealed when a
tranafar was considerad due to a significant
change in condttion but was not an emergency
raquiring immediate transfar, an appropriate
assessment should be conducted to determine if
a new care plan would allow for the resident's
neegds o be met.

Raview of the facility pollcy titied, "Assessing Risk
of or Exhibilion of Challenging Sehaviors”, dated
08731112, revealed the Interdisciplinary team
should address resident behaviors In the
resident's comprehensive plan of care and care
plan Interventions should ba developed to reduce
and eliminate the cause of bahavioral symptoms.
The Interdisciplinary team should rule out
potentlal causes of problematio behavior, which
may include relationship difficultles. Assessments
for behavioral symploms and initiation of
behavioral intarventions should be documented in
the medical racord and the care plan updated as
well as the residents response.

Record review ravealed the facliity readmitted

Preparation and/or execution of this plan of correci
doss not constitule admission ar agresmant by the
pravider of the truth of the facty alleged or conclusi
sai forth in the siaiement of deficiencies, The plan of
correction is prepared and/or executed solaly becay,
it iz required by the provisions of federal and state |

Residents will receive appropriate and
timely discharge planning as authorized in
the federal and state regulations, Weekly
reviews of residems exhibiting challenging
behaviors will be conducted in the
Interdlsciplinary Team meeting, Any

identified changes in behaviors will result T
-1

proper notifications, and if a discherge noti
is required, the notice will be issued 30 day
prior to date of discharge or as soon as

practicable. The Director of Nursing will
review the documented behaviors 1o ensure
that appropriate Interventions have been
implemented, and the IDT will make

recommendations based on the reviews,

Monitoring

The Director of Nursing Services and / or
Medical Records Clerk will review all
discharges weekly to ensure that notice
of bed hold policy has becn provided.
The Executive Director will ensure
compliance through the QAPI process
for 3 menths, or until 100% compliance
is maintained,
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Resaident #1 on 08/08/14 with diagnoses which
Included Hepatic Encephalopathy, End-stage
Renal Disease, Renal Dialysis, Matabolic
Encephalopathy, Alcoholie Cirrhasla of the Liver,
Diabetes Type II, Anxiety Stats, Lower Limb
Amputation, Depressiva Disorder, and Altered
Mental Status.

Raview of 8 Comprehensive Carg Plan, Initiated
02/18/14 and resoived on 03/06/15 ravealad, "l
sometimes make inappropriate sexual advances
towards staff’ with a cancelled goal "| will make
no inappropriate sexual advances, | will redirect
to exprass myself in appropriate manner ag
needed”, Interventions included, "encourage care
in palrs, place me on 1:1 monltoring to help
control my behaviors, put ms on fifteen minute
checks so staff can monitor my behavior, try and
redirect as necessary, nolify MD if behaviors
escalata, anticipate and meet my needs, assist
ma to develop more appropriata mathads of
coping and interacting with others.”

Interview, on 04/23/15 at 5:00 PM with the Soclal
Warker, revealed she had beean informed by three
(3) or four {4) staff that Resldent #1 was having
saxual relations with Unsampled Resident A. She
stated on 04/13/15, she and the DON spoke with
Unsempled Resident #A telling him/her tha
Ombudsman recejved word frorn the State
Guardian that it was lllegal for a resident (her) to
have intimate relations with sameone deemed
incompetent (Resident #1). The SW stated she
informad Resldent#1 he/she could not have
sexual relationa with Unsampled Resident A and
he/she accused her of lying; stated he/she was
going to “kick my butt"; and, was making threats
about her to other staff. The Social Worker

revealed the facility's Administrator had taken her
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This Plan of Carrection is the center's cradible
allegation of compliance.

Preparation andior execution of this plan of corractipn
does not eonstitute admission or agreament by the
provider of the truth of the fucts allsged or conclusions
set farh in the staiement of daficionclas. The plan g
correction Is prepored andlor executed solely becay
it Is required by tha provisions of federal and sigis |

The performance Improvement Commltl:eJ.-
which consists of, but is not limited to,
Executive Director, Director of Nursing,
Medical Director, Social Services Directog
Activity Director, RN Case Manager, RN
Assessment Coordinator, Registered
Dietician, and Rehab Director.
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off the case at the end of February 2015 and
offgrad for her to work in another office but sha
chose to keep her ofiice door locked.

Fuither review of the Comprehenalvs Care Plan
revealad there was no revisions to the care plan
to address ths behavior and no evidance the
facllity met to determine if a new care plan wauld
allow tha facility to meet the resident's needs.

Review of the a facllity Investigation, undated,
and Interviews with Certified Nursing Alde (CNA)
#1 on 04/21/15 at 9:37 AM, CNA#3 on 04/23/6
at 7:48 PM, and CNA #8 on 04/24/15 at 4:02 PM,
revealed Resident #2 alleged on 04/14/15 around
midnight or the early maming of 04/158/ 3 that
Residant #1 raped him/her, Further reviaw
revealad the facllity determined the allegation was
ungubstantiated. Howevar, review of Resident
#1's Physiclan's Qrder Sheet, dated 04/16/15, no
tima and not signed, revealed a physiclan's ardar
to send the resident to the Iocal hospital for a
behavigral gvaluation related to "immediate harm
to others and immaediate threat". Furthar review
of the physician's orders revealed another order,
dated 04/15/15, ng time, for “Immediate
Discharge from Facillty r/t immediate threat to
others" written by the Unit Manager (UM) and
signed by the physician.

Raview of the hospital Emergency Room
documentation, dated 04/15/15 at 11:06 AM,
revealed Resident #1 amived to the Emergency
Room by Emergsncy Medical Services from the
nursing home where staff reported the resident
with increased hostllity and inappropriate
touching. The resident was admitied to the
hospital due to laboratory work that determined
the resident had a Urinary Tract Infection, and
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HERITAGE MANOR HEALTH CARE CENTER

F 201 | Continued From page 4 F 201
Hypasrammonemia.

Interviews, on 04/20/15 at 1:30 PM, 04/23/15 at
11:26 AM and 04/24/15 at 3:25 PM with the State
Guardian, reveated the facillly had contacted her
to obtaln consent for Residant #1 to have a
sexual relationship with another rasident,
(Unsampled Resldent A), The State Guardian
sald it was outsida of her scope to provide
consent for Resident #1 1o have an intmate
relationship with another resident and was told
the facility had since chosen to keep the residents
apart, Further interview revealed the State
Guardian was notified of Resident #1's dischargs
on 04/15/M15 but she was unsure of the time she
was notified, The State Guardian stated the Unit
Manager at the facility informed her Residant #1
was discharged to the hospital and therg were
allegations of abuse from a resident and a staff
member against the resident and he/she would
be unable to return to the facility,

Interview with the Unit Manager (UM, on
04724716 at 1:10 PM, revealad Resldant #1 was
transferred to the hospital due te anger,
threatening and agitation in general, She said
Resident #1 told the Social Worker he/she was
going to blow up the town and facility. The UM
sald the resident did not make direct threats to
any residents. She sald she notified Resident
#1's physiclan who wanted the resident sent for a
Medlcal/Psychiatric evaluation. The UM said the
resident had no bed hold days avaliable at the
facllity and thare were no plans to readmit
Resident #1 and the resident's guardian and the
hospital were aware the residant was unable to
refurn to tha facility,

Interview on 04/21/15 at 8:40 AM, with the
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Hospital Dlscharge Planner, revealed she spoke
with the Unit Manager at tha facility who said
Resident #1 would bs unable to return to facillty.
In addition, the Discharge Planner reportad the
facllity DON suggestad the residsnt be
discharged to a Homelass Sheltsr,

Interview, on 04/21/16 at 9:20 AM with the DON,
ravealed she was notified on 04/16/15 at 7:30
AM of the allegation of abuse made by Resldent
#2 against Rasident #1. The DON sald Resldent
#1 had a history of making sexual remarks and
comments in the past and the facility's Sociai
Worker (SW) had tried to arrange a transfer
multiple times to a variety of facilities,

Review of Resldent #1's facliity Physician
Progress Note, signed by the residents
physiclan, dated 04/21/15, revealed the physician
spoke with the Emergency Room physician, and
advised him Resident #1 could not return to the
faclity,

Interview, on 05/08/M15 at $:256 AM with Resident
#1's Attending Physician, revealad she was told
by sormeons In an upper level supgrvisory
position from the facility the resident raped
ancther residant and belleved it was a safety
maasura and best far tha facliity to transfer
Resident #1 to the hospltal for a psyehlatrle
evaluation. Resldent #1's Attending Physician
stated the ER physician notified her Resident #1
was admitted to the hospital with a dlagnosis
related to the resident's lab results,
483.12(a)(4)-(8) NOTICE REQUIREMENTS
BEFORE TRANSFER/DISCHARGE

Baefore a facllity tranafers or discharges a

F 201

F 203
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resident, the facliity must notify the resldant and,
if known, a family member or legal representative
of the rasident of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand: record
the reasons n the residsnt's clinleal record; and
Include in the notice the items described In
paragraph (a)(B) of this section,

Excapt as specified in paragraph (a)(5)(ll) and (a)
(8) of this sectlon, the natice of transfer or
discharge required under paragraph (a)(4) of this
section must be made by the facllity at least 30
days before ths resident is transferred or
discharged.

Notice may be made as soon as practicable
before transfar or discharga when the health of
individuals in the facility would be endangered
under (a)(2)iv) of this section; the resident's
health Improves sufficiently to allow a more
immediate transfer or disoharge, under paragraph
{a)(2)(1) of this section; an immediate tranafer or
discharge Is required by the resident's urgent
medical neads, under paragraph {(a)(2)(if} of this
section; or a resident has not resided in the
facifity for 30 days.

The written notice spacified in paragraph (a)(4) of
this section must inglude the reason for transfer
or discharge; the effective date of iransfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone numbar
of the State long term care ombudsman; for
nursing facility residents with develapmental
disabilities, the malling address and telephone
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This Plan of Corrsction Is the cantar's credible
allegation of compliance.

Preparation and/or sxecution of thiz plan of corpeciion
doex not consritute admission or agresmant by the
providar of the trutk of the facis allaged or conclusion;
sa1 forth In the statemant of daficiencies. The plan of
carrection is preparad and/or exacuted salely because
it i3 required by the provisions of federal and siate law,

Corrective Action

Resident #1 Is no longer in the facillty, asa|  5/19/201
involuntary notice of discharge was Issucd
04/24/135, and has not been appealed. The
attending physician and Guardian wera
notified.

Othaer residents at risk

All residents have the potential to be
affected when the facitity fails to provide
notice of discharge as soon as practicable.
A review of all residents in the facility for
appropriate discharge planning and care
plans that reflect discharge potential was
completed by the Interdisciplinary team
(IDT) on 05/15/15.

Systemic Changes

Key personnel received education on the
notice requirement procedures in order to
provide written notice of discharge 30 days
prior or as soon as practicable on 04/27/15
by the Executive Director.
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number of the agency responsible for tha
protection and advocacy of developmentally
disabled individuals established under Part & of
the Davelopmentsl Disabilitios Assistanca and Blll
of RIghts Act; and for nursing facility residents
wha are mentally Il, the mailing address and
telephone number of the agency responsible for
the protection and advacacy of mentally [t
individuals established under the Pratection and
Advocacy for Mentally Ill Individuals Act.

This REQUIREMENT s not met as evidericed
by:

Based on interview, record raview and facility
policy review It was datermined the facility falled
to provide & written notice of transfer/discharge
88 800n as practicable to the State Guardian for
ane (1) of five (5} sampled rasidents (Resident
#1}) when Resident #1 was transfermed to a
hospltal Emergency Room for a behavioral
eveluation for the safaty of othar individuals In the
facility,

The findings ineluds;

Review of the facillty policies titled, "Transfar &
Dischamge”, dated 04/26/10 and "Bed-Hold &
Readmisslon”, dated 04/26/11, revealed when a
transfer was considered due to a significant
change in condition but was not an emargency
requiring immediate transfer, an appropriate
assessment should be condueted to datermine If
anew care plan would allow for the resident's
needs to be met. Atthe time of
transfer/discharge, the resident and a family
member or lagal representative should ba given a
written notice of the bed-hold palicy that spacifies
the duration of tha bed-held snd readmission
eriterla after the bed-hold perlod ends. Further
review revealed when an emergency transfer was

This Plan of Corruction (s the canter's credible
allegation of compliance,

Preparation andior execution of this plan of correcti
doey not constirute admission or agresment by the

providar of the truth of the focis allaged or conclusi
st forth in the statemant of duficiencles, The plan g
correcilon is prepared andior axecutad solely ba

4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION s
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3

it s required by the provisions of federal and stata Iw.

Residents exhibiting challenging behavior

will be reviewed weekly in the
interdisciplinary Team meeting to ensure
that care plans are updated to include
interventions.

Monitoring

The Director of Nursing Scrvices and / or
Medical Records Clerk will review all
discharges in order to ensure that notlce of
bed hald palicy has been issued with each
discharge, This raview will occur weekly
untl 100% compliance is achieved. The
QAPI committee will review findings and

the ED and or DNS will ensure that conceins

are addressed a3 needed with education
and/ or counseling,

The performance Improvement Committes
which consists of, but is not limited to,
Executive Director, Director of Nursing,
Medical Director, Social Services Director
Activity Director, RN Case Mangger, RN
Assessment Coordinator, Registered
Dietician, and Rehab Diractor,

r
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Initiated, the notice should be providad to the
patient, surrogate, or represantativa upon
transfar, and the bed-hold policy should specify
the duration of the bed-hold pald by the pay
source. In addition, during tha time the patlent's
bed was on hold, the patient may retum to the
center and resume residence In the same room
and bed; regardless of whether the State pays the
Center for a Patignt's bed hold. If the applicable
State provides bed hold days, durng the time the
patient's bed is an hold, the patient may retum to
the Center and rasums residencs In the same
raom and bed.

Record review revealed the facliity readmitted
Resldent#1 on 08/08/14 with diagneses which
Included Hepatie Encephalopathy, End-stage
Renal Diseasa, Renal Dielysis, Matabolia
Encephalopathy, Alcohelia Cirrthosls of the Liver,
Diabetes Type I, Anxlety Stats, Lower Limh
Amputation, Depressive Disorder, and Altered
Mental Statys,

Reviaw of Physician's Order Sheet, dated
04/15/15, no tima indicated, ravealed a
physician's arder, "Immediate Discharge from
Facllity e/t immediate threat 1o others" written by
the Unit Managar (UM) and signed by the
physician.

Interviews, on 04/20/18 at 1:30 PM, 04/23/15 at
11:25 AM and 04/24/45 at 3,25 PM with the State
Guerdian, revealed sha was nolified of the
discharge on 04/15/15 but she was unsure of the
tima she was notified. The State Guardian stated
the Unlt Manager at the facility Informad her
Resident #1 was discharged to the hospital and
thera were allegations of abuse from a resident
and a staff member against the resldent and

203
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he/ghe would be unable ta return to the facility;
howevar, she had not recelved a written
transfer/discharge notice.

Interview an 05/08/16 at 8:50 AM with the facility's
Soclal Worker, revealed the facility Administrator
was responalble for providing a written
transfer/discharge notica to the guardian,

Interview, on 04/24/15 at 12,28 PM with the
facility Administrator, revaaled she was on
vacation 04/13/15 through 04/17/15. She sakl the
facility had not discharged or lssued a
transfer/discharge notica to the State Guardian, A
Post Survey Interview, on 05/08/15 at 12:00 PM
with the facllity Adminlstrator, reveeled she was
reaponsible for issulng discharge letters to the
resident, guardian and attending medicel doctor
whenaver a residant was discharged. The facility
Administrator sald Resldent #1 was discharged
since he/she had exhausted bed hold days, The
Administrator sald she Issued a formal discharge
notica by certified mall to Resident #1's guardian,
the resident and the attending Physician on
04/24/15.

483.143(c){1){iy-Cily, (c)(2) - (4)
INVESTIGATE/REPORT
ALLEGATIONS/ANDIVIDUALS

The facility must not employ individuals whe have
been found guilty of abusing, neglecting, or
mistreating residents by a count of law: or hava
had a finding anterad into the State nurse alde
ragistry concerning abuse, neglect, mistreatment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions by a
court of law agalnst an employes, which would
indicate unfitness for service as a nurse aide or

F 203

F225
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other facllity staff to the State nurse alde reglstry
or Heensing authorities.

The facillly must ensura that all elleged violations
Involving mistreatmant, neglect, or abuse,
including Injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facliity and
ta other officlals In accordance with State law
through established proceduras (including to the
State survey and carfification agency),

The facillty must have evidence that all alleged
viclations are thoroughly investigated, and must
prevent further potential abuse whils the
tnvestigation is in progress,

The results of all investigations must bg reported
to the adminlsirator or his designated
representative and to other officials In accordance
with State law (including to the Stete survey and
certification ageney) within 5 working days of the
fncldent, and if the alleged violation is verifiad
appropriate corrective action must ba takan.

This REQUIREMENT s not mat as evidenced
by:

Based on interview, record review and review of
the facility's Abuse and Neglect Policy and
facility's Investigation, it was determined the
facility failed to ensure staff reported an allegation
of raps Immediately to the Administrator and
falled to assess nan-interviewable residents for
signs and symptoms of abuse during the
investigation of alleged abuse for one (1) of five
(6) sampled residents (Resident #2),

ooy 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S ALAN OF CORRECTION om
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PRRFIX {EACH CORRECTIVE ACTION SHOULD B8 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE BATE
DEFICIENCY)
F 226 | Continued From page 10 F 225

This Plan of Corraction is the centar's credible
allegation of compliance,

Praparation and/or executlon of ihis plan of correctidn
doas not constifuie admisslon or agreamant by the
provider of the trutk of the facis aileged or conclusions
et Jorth in the statement of deficienclss, The Flan of|
correction is prepared and/or exscuted solely beceuss
I is roquired by the provisions of faderal and state o,

Corrective Action 5/ 19 [ 1§"

Resident #1 is no longer in the facility, as a
involuntary notice of dischargs was issued
04/24/15, and has not been appealed, Prior o
his/ her discharge from the facility, Reslqu

#1 was placed on increased supervislon, Q
15 minute checks were in place, and then o
04/15/15, Resident #1 was placed on
1:1supervision until his/ her discharge to an
acute hespital setting.

LPN #3 was suspended by the Director

of Nursing on 04/15/15. Prior to returning
to work, LPN #3 was counseled and
provided education regarding the facility
policy and procedure for teporting abuse
immediately by the RN Steff Development
Coordinator 04/15/13,

Other residents at risk

Resident #2 had a skin assessment
completed by the RN Assessment
Coordinator on 04/15/15. Law
Enforcement, family, and physician
were notified and Resident #2 sent
to JPMC for Emergency Room
¢valuation and treatment,
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On 04/15/15, Resident #2 alleged he/she waa
raped and staff did not report the allegetion until
the end of the shift which was approximately five
(5) hours later. Resident #2 was transfarred to the
local hospital for evaluation. During the facllity's
investigation, non-interviewabls residents were
not assessed for sign/aymptoms of abuse.

The findings include:

Review of the faciiity's Abuses and Neglect Policy,
dated 07/28/14, revealad al) alleged violations
involving mistreatment, neglect or abuse ars
reported Immediately to the administrator of the
facliity and to other officials in accordance with
State law through established procedures, The
center must report all alleged violations involving
mistreatment, neglect, or abuse Immediataly to a
Sanior Clinlelan, or Operational Leadar at the
facliity, or District, or National Levsl, Review of
the facliity's policy titied "Investigation", dated
2008, revealed the allagation would be
investigated and the investigation would specify
the type of allegation, details gf incident,
dascription of any injuries, docurnent any
traatment rendered, list of known and possible
witnesses, staff interviews, and interview with
alleged victim and alleged perpetrator,

Record review revealed the facility readmitted
Resident #2 on 03/13/16 with diagnoses which
Included Dementia, Chronic Kidney Digsease,
Depression, and Daafness, Review of the
Quarterly Minimum Data Set (MDS) asseasment,
dated 03/19/15, revesled the facllity assessed the
resident as severely cognitively impalred with a
Brisf interview of Mental Status {BIMS) score of
ning-ning (99), indicating the resident wasg
non-interviewable.
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This Plan of Corraction is the cantar's credible
allegation of compllancs,

Preparation andior exacution of this plan af correctipn
doas not constitute admission or agreement by the
provider of the truth of the facts allaged or conclusicns
38l forth in the siaiemant of daficiencies. The plan op
correciion is prepared and/or executed solaly be
it is required by the provisions of federal and siate ldw,

Upon evaluation it was determined that
there was no evidence to support
abuse.

Video surveillance from 04/15/15 was
reviewed by the Exscutive Dircctor on
4/20/15. Resident #1 was observed ar the
nurses’ station during the shift. Video
revealed that he/she did not ambulate in
other areas of the facility,

Resident with BIMS of 8 and higher were
interviewed by the Social Services Director
and asked “Have you ever had any trouble
with & male resident being physically or
verbally aggressive with you, and Have
you ever seen a male resident being
physically or verbally abusive with another
resident?™ All responded “No*,
Behavior logs wers reviewed for any
psychosocial changes related to the alleged
incident.

Systemic Changes

Education regarding the facility polley
related to reporting abuse immediately was
initiated with staff members on 04/15/15
by the RN Staff Development Coordinator,

Licensad Staff aducation {ncliidad tha
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DEFIZIBNGY)
F 225| Continued From p age 12 F 225 This Plan qf Corruction i3 the center's cradibie
allagation of compliancs,
Review of the facllity's investigatian, undated, Preparation andi o of this plam of cormee
asi "e & reparation and/ar execuiion o, s pian
T e o sras sl ottt it e
) proviaer of the trith o, acls alieged or conclusi,
of g 3 ot aretos s e dcore o rechin s e erce. The ot o
i ' Correction i3 prepareg and/or executed solaly bacou
thera was no documented evidance the facllity U is required by the provisions of federal and staie lo,
assessed non-interviewable residents (BIMS
score less than eight) to determine if they had
any signa/symptoms of abuse, Review of imporance of completing skin assessments
Resident #2's Nursing Notes, revealed the on all non interviewable residents In the
aﬂﬁgsﬂ Inclder:lt.‘waa charteddon 04/15/15 st ‘:':37 event of an allegation. Reviewing residents
AM; howaver, there was no documentation of @ for signs of abuse such as bruising, redden
skin assessment or notification of the Director of m“'g?n addition to observing fo,-g ;wn verbd|
as well. A post educatlon questionnaire was
s e A (1 sinsedio st oloving o g
nights when ha/she would stay awake all night, Whthc:;:;,ﬁ:‘t:gﬁmg;:)d' ferent
CNA #1 stated around midnight on 04/14/15, P :
Resident #2 stated to her "Ha tried to get in bed ,
with me and | am not that kind of glr!” and then This was completed by the RN Staff
repeated this Information to two (2) or three (3) Developmcnt Coordinator on 04/27/15.
nurses at the nursing atation. CNA #1 stated she
wrote down exactly what Resldent #2 had sald to
her and Resident #2 did not say who "HE" wgs, Moritoring
Interview, on 04/23/14 at 7:48 PM with CNA #3, Random interviews will be conducted
revealed around 12:30 AM to 1:00 AM on by the Executive Director and / or The
04/15/18 she and CNA #8 were putting Resident Director of Nursing Services with a residen
#ﬁ lotbed and t:e lr:;genl: polmec; to hlsiléep:A " ?-orn each ol:.:hehfour halls 3 times lgeef{cly
private area and s “He raped me", or one month, then two times weekly for
stated she asked the re.aldent to repeat what she one month, an::l then once weekly until
had said and the resident kept saying * dont complignce is maintained, Resident
want to be in here because he tried to get me In Counell members will be Interviewed
the bed.” CNA#3 revealed Resldant #2 would onthly by th i rect th
not say who "he" was but had pointed to Resident :.1; nlarym:;:ine,A‘:i:;'gl Dio:c::nc:urlng
#1'a room when talking about the alleged g‘;rted d a&'a od ly diate!
incident, CNA#3 rgvealed she reported the Fep an et U LS
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F 225 Continued From page 13 F225|  pouspion of Correction is the center's cradible
allegation to LPN #3, and wrote a statement of allegation of compliance,
what happened and signed . Zrcpm:ian and/or :‘.;:cuuon of this plan qfcar;ccﬂ
. . 085 mol constitule Lssion or agreement by the
Interview, on 04/24/15 at 4:02 PM with CNA #8, provider of th iruth of he ot eppcemem L ine
revealed Resident #2 was sitting at the nursing set forth in tha statament of daficiencies, The plan of
station when she came on shift around 10:30 PM corraction is prepared andior exscuted solely because
on 04/14/15, than was sitting In front of Resident il Is required by the provisions of faderal and siate vl
#1's door around 11:00 PM-11:30 PM. CNA #8
stated Resident #2 polnted to Resident #1's dgor .
and stated, "l hate him, | hate him", he is a bad The Executive Director and / or DNS will
man", CNA#8 rovealed she corrected the review all allegations to ensure that skin
resident on talking about another resident that assessments have been completed timely
way and Resident #2 got mad, CNA 48 revealed for non interviewable residents. This will be
around 1:00-2.00 AM when Resident #2 was ongoing until 100% compllance Is
asgsisted to the bathroom, the resident stated, 'he maintained, Any identified concerns will be
trled 1o rape me and ) fold him I'm not that kind of reviewed immediately by the ED/DNS and
girl." CNA#8 stated her and CNA #3 reported the the QAPI team wili review results of
allegation to the nurses end left it up to them ta lnterviews and assessments monthly until
report to adminlstration, compliance is maintained,
Intarview with Licensed Practical Nurse (LPN) #1,
on 04/20/15 at 3:11 PM, revealed she heard the .
CNA#3 and #5 repert to LPN #3 around midright T;‘:? ‘;""m"!’a“"‘; Improvement Comraitee
to 1:30 AM on 04/15/15 that Resident #2 statad Jrw e consists of, but is not fimited 1o,
“He tried 1o rape me", LPN #1 stated when she Executive Director, Director of Nurs_mg,
heard the CNAs report the allegation to LPN #3, Medica) D!recmr, Social Services Dlrector,
she told them to writa down what the resldent had Actlvity Director, RN Case Manager, RN
said. LPN #1 sald LPN #3 passad the Assessment Coordinator, Registered
infarmation of the alleged rape incident along In Dietleian and Rehab Director, The
shift report to day shift, committes will review concerns from tha
IDT to ensure thet all discharges have
Interview on 04/21/15 at 8:32 PM with LPN #3 occurred following facility protocol. Any
revealad CNA'S #1, #3 and #6 told her on issues will be addressed with education and 4
04/15/15 around midnight to 1:30 AM Resident or counseling.
#2 stated “he raped me" but Resident #2 did not
reveal who "he" was and she told the CNAS to
write down what Resident #2 said to them, then
date It and slgn it and she would take it from
there. LPN #3 stated Rasident #2 had told the
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CNA'S he/she had been raped. LPN #3 ravealed
Resident #2 was a wandersr and had to be taken
out of other residant's rooms a lol, LPN#3
stated Resident #1 was already on wafch for
sexually inappropriata behavlors with enather
resident. LPN #3 further revesled no ona goes
Into Resldent #1's room by themselves, due o
his/her sexual behaviors. LPN #3 stated she
thought she had twenty-four {24) hours in which
to report an alleged Ingldant of abuse o
Administration. LPN #3 further revealed she
charted in the hallway the rest of the night, so she
could keep a closer watch on Resident #2,

Interview on 04/24/15 at 12:37 PM with
Administrator revealed she was on vacation from
04/13/15- 04/17/15 and not in the bullding when
the alleged Incidant with Rasident #2 oecurred.
She stated this Incldent was investigated by the
Birector of Nursing (DON).

Interview, on 04/21/15 at ;20 AM with tha
Director of Nursing (DON}, revealed sha was
made aware of Resident #2's allegation of rape
on 04/15/15 at 7:30 AM by the Registered Nursg
(RN} on day shift. The DON stated LPN #3 had
told the day shift RN about the allegation in shift
report that morning and raported the allegsd rape
was supposed to have occurred eround 11:30
FM-1:30 AM. The DON statad tha faciity policy
was (o report allegations of abuse/neglact
immediately, She stated the Social Service
Diractor was responsible for the investigation end
Interviews and the nurses were responsible for
complating the skin assessments.

F 226 | 483.13(c) DEVELOR/IMPLMENT F 228
$3=D | ABUSE/NEGLECT, ETC POLICIES
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F 228 | Continued From page 18 F22g This Plan of Correction I3 the canter's credible
The facility must develop and implement written allegation qf compliance.
polleies and procedures that prohiblt his ol .
mistreatment, neglect, and abuse of residents :;ﬁﬁiﬁ;?ﬁz’a%ﬁm ¥ :,;:,’:,a;,:f sphe |
and migsappropriation of resident property. provider of the trurh of the facts allegad or conclusiohs
set forth in tha siatement of deficiencias, Tha plan of]
corracilon I3 prepared and/or execuied solely b'mIv
it ig reguirad by the provisions of federal and stare iaw.
This REQUIREMENT is not mat as evidenced
by Corrective Action 5/ !3—(‘:‘-5.
Based on interview, record review, and raview of
the facility's Abuse and Neglect Policy and facility
investigation, It was detarmined the facility failed Resident #1 is no longer in the facility, as
to ensure one (1) of five (5) sampled residents involuntary notice of discharge was issued
(Resident #2) aliegation of abuse was reported (4/24/15, and has not been appealed, Priorjto
immed|ately to the Adminlstrator and wag his/ her discharge from the facility, Resident
Invegstlgamd to Include skin assessments of #1 was placed on incrensed supervision, Q
non-intarviewable residents for signs and 13 minute checks were in place, and then
symptoms of abuse par the facllity's policy. Refar 04/15/15, Resident #1 was placed on
Lol 1:1supervision untit his/ her disoharge 1o
. acute hospital setting.
The findings include: LPN #3 was suspended by the Director
Review of the facility's Abuse and Neglect Pollcy, Siiblusing onod L) FFSlogiolsniming
datad 07/28/14, revealed the faclliy staff would to work, LPN #3 was counseled and
report allegations of abuse/neglect immedtately to provided education regarding the facility
the Admiristrator of the facility. Review of the policy and procedura for reporting abuse
facility's palicy titted “Investigation”, dated 2008, immediately by the RN Staff Development
revealed the allegation would be Investigated and Coordinator 04/15/15,
the investigation would specify the type of
allegation, details of incident, description of any Other residents at risk
injuries, document any treatment rendered, list of
known ansl posslble witnesses, stalf Interviews, Resident #2 had a skin assessment
and Interview with alleged victim and aileged completed by the RN Assessment
perpetrator, Coordinator on 04/15/15. Law
. Enforcement, family, and physiclan
1. Rlavlew of the facility's investigation, undated, were notified and Resident #2 sent
and Interviews with Cerlified Nursing Alde (CNA) to JPMC for Emergency Room
#1 on 04/21/15 at §:37 AM, CNA #3 on 04/23/15 evalur:lﬁon and m?mg’t
@t 7.48 PM, and CNA #8 on 04/24/15 at 4:02 PM,
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F 228 Continued From page 19 F 225 Thiz Plan of Correction is the center's credible
revealsd Rasident #2 2lleged on D4/14/14 around allegation of compliancs.
midnight or sarly moeming of 04/18/15 that
Resident #1 raped him/her, CNAs #3 and #3 Lot v cciilon of s plgn of frgita
reporied the allegation to LN #3. noteonsinie ogre

pravider of the truth of the facts alleged or conclusio
S#d forih in the starement of deficiencies. The pian o

Interviews with Licensed Practical Nurse (LPN) correction I3 prepared and/or executed solefy be
#1.0n 04/20/16 at 3:11 PM, LPN #2 on 04120115 it is required by the provisions of federal and state lay.
at 3:52 PM, and LPN #3 on 04/21/15 at 8:32 PM,

revealed CNAs #3 and #8 reported Resident #2's Upon svaluation it was determined that
allegation of rape to them around midnight or there was no evidence to support

1:30 AM on 04/14/15-04/16/18; hawever, they did abuse.

not notify the Administrator or Diractor of Nursing

at that ime. LPN #3 reported the allegation to Video surveillance from 04/15/15 was

the oncoming nurse the next morning at 6:00 AM reviewed by the Executive Director on
during shift report which was approximately five 4/20/15, Resident #1 was observed at the

hours after the sllegation instead of to the

’ nurses' station during the shift, Video
Administrator Immediately par the facility's policy.

revealed that he/she did not ambulate in

Further raview of tha facllity's investigation, other arces of the faciliry.

undated; and review of a Nursing Note, dated . .

04115115 at 1:37 AM reveaied there wae no Resident with BIMS of 8 and higher were |

documented evidencs skin assessments wers interviewed by the Social Services Directos

conducted with non-interviewabis residants and asked “Have you ever had any trouble

(BIMS score of seven [7] and below) to determine with & male resident belng physically or

if there were any signs and symptoms of abuse to verbally aggressive with you, and Have

ensure a complate investigation was conducted you ever seen a male resident being

per facility pollcy, physically or verbally abusive with anothes
resident?” All responded *No",

Interview, on 04/21/15 at 8:20 AM with the Behavior logs were reviewed for any

Director of Nursing {DON), revealed she was psychosocial changes related to the alleged

mads aware of Resident #2's allegation of rape incident.

on 04/1515 at 7:30 AM by the Reglstared Nurse

(RN) on day shift. The DON stated LPN #3 had Systemic Changes

told the day shift RN about the allagation in shift
report that morning and reparted the alleged raps
was supposed to have accurred around 11:30
PM-1:30 AM. The DON statsd the facility policy

Education regarding the facility policy
related 1o reporting abuse immediately wes
initiated with staff members on 04/15/15

is to report allegations of abusa/neglect
immediately. She stated the Social Service oy the RNI ssmmﬁ DI o p"‘}‘"‘"l‘ C! °‘;’:g:“a‘°’
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F 228 { Continued From page 17 F 220 This Plan of Corraction is the canier's credible
Director was responsibla for tha Investigation and allegation of compliance.
interviews and the nurses were responsible for
completing the skin assessments. Prepaoration andior execution of thiy plan gf corrsctian

does nat constinule admission or agreeman| by the
provider of the truth of the facts alleged or conclusio
S8/ forth in the statemant of deficiencies. The plan o
corraction is prepared and/or executed solely becaus

It i3 requirad by tha provisions of federal and siaia Iy,

importance of completing skin assessments
on all non interviewable residents in the
event of an allegation. Reviewing residents
for signs of abuse such as bruising, reddened
areas, in addition to observing for non veerl
signs of distress were a part of the education
as well, A post education questionnaire wa
administerad to staf¥ following the training
which included identifying the different
types of abuse (sce antachment).

This was completed by the RN Staff
Development Coordinator on 04/27/13.

Monitoring

Random interviews wilt be conducted

by the Executive Director and / or The
Director of Nursing Services with a resider|
from each of the four halls 3 times weekly
for one month, then two times weekly for
one month, and then once weekly until
compliance {3 maintained, Resident
Council members will be interviewed
monthly by the Activity Divector during ther
regular meeting, with any concerns
reported and addressed immediately.

-

FORM CMS-2557(02-93) Provious Versions Qbseleta Event ID; U2M31Y Facllhy 1D: 100481 it continuation shael Page 140118



