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questionnalres.

Review of ihe HR Audils of personnel flles
rovealed the CNE validated review by signature
on the back of the audit forms. Interview with the
Reglonal Murse Cansultanl on 08/04/14 at 9:15
AM rovesled there were no issues identifled with
the review of the employea files.

Interview on 06/04/14 st 9:15 AM with the
Regional Nurse Consuitant revealed a corporate
stalf member had been at the faciily since the
jecpamdy was identified and had been reviewing
all allegations to ensure a thorough investigation
was conducted. Further Interview revealed the
corporate staff was elso conducting chart audils,
observed staff treatment of residents, and
provided consuitation.

interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed all facility
grievances filed since 04/01/14 were reviewed for
possible ailegations of abuse/neglect. The
Interview revesaled one giievance was related ta
cigarelles thal were missing. The incident was
investigated with no concems identified,
Continued Interview revealed the facliity’s
smoking policy had recently been updated to
account lor all resldents’ cigaretiea.

Interviews on 06/04/14 with the Reglonal Nurse
Consuitant and SDC revealed a Resident Council
meeting was held on 05/30/14 to discuss
abuse/neglect concems and education was
provided on reporiing abusemeglect concems
without fear of retribution. The Interview further
revealad residents that did nol attend the meeting
wera also provided education related fo reporting
abuse.
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Interview on 08/04/14 with the Regional Nurse
Consultant and the Administrator revealed as of
05129114 a daily census was compleled and
residents were chosen by the Administrator to be
intarviewad and o abserve staff os they provided
care to tha residant which was dons by
Administrative Staff. The Interview further
revealed staff providing cara to residents with a
BIMS score less than 8 were intervlewed about
changes In the resldenl. The Administraior ora
member of the regional team validated the
interviews and observations of care wera
completed,

Interview on 08/04/14 with the Regional Nurse
Consultant and the Administrator revealed a
binder with all questionnaires related to
abuse/neglect was passed to each Department
Head assigned to distribute the questionnaires.
The interview furiher revealed the staff had
notified the Adminiatrator with the results of the
questionnaires. A review of the binder revesled
no Issues were Identlfled. The binder contained a
resident roster which included the dafes and
shifls the residents had been interviewed or
assessed. The binder had been updaled as
BIMS scores changsd. There wera no issues
Identified durlng the Interviews,

Interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consultant revealed the
Administrator or regional tsam member had
reviewed all questionnaires with no lssuca
identified. A review of the questionnaires
revealed a slgnalure validated the questionnaires
had been reviewed.

Interview with Administrative Nursing Staff on
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06/04/14 revealad resident charis had been
reviawsd each day for entries In the Nursa's
Notes that could ba relaled to abuse or neglect.

interview on 08/04/14 with Administrative Nursing
Slaff revealed all rasident charis had been
audited from 04/01/14 for any documentation
regarding abuse and no new concems were
identified. The interviews revealed ten charls
continued to be reviewed daly for any new
documented evidence of abuse that was not
repored.

Interview on 08/04/14 with Adminisirative Staft
and the Regional Nurse Consultant revealed all
abuse Investigations had been discussed and
reviewed daily to ensure the facility's abuse policy
was followed to ensure the resident was
protected, the perpetratar was removed from the
resident care area, the incldent was reported
timely, and an nvestigation was completed.
Furiher Interview revealed the Administrator
malntained an abuse log to ensure alf areas of
the investigations were completed, Continued
interviews revealed the Adminlstrator and one
corporate staff member reviswed investigations
to ensure they were completa,

Interview on 0B/04/14 at 8:15 AM, with the
Regional Nurse Consultent revealed after the
Imsnediate Jeopardy was removed new reports of
alleged abuse investigations will be reviewed by a
Corporate Slalf Member prior to the five-day
report being sent to OIG. The Comorate Staif
member will ensure the resident was protected,
the incident was reported timely, the parpetrator
was removed from patient care area, and a
thorough investigation was completed.
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interview on 08/04/14 at 9:15 AM, with the
Regional Nurse Consullant revealed new reports
of abuse or neglect will be réported fo a
Corporate Staff Member within 24 hours to
ensure an investigatlon was completed and the
reporting timelines were met.

Interviews on 06/04/14 with Adminisirative
Nursing Staff and the Regional Nurse Consultant
revealad all incidant reporls that had been
completed sinca January 2014 were reviewed for
concerns related to abuse/neglect and none wera
identified.

{nterview on 08/04/14 with the MDS Coordinator
revealed queslions about concems related to
abusa/neglect and educallon about reporting
abusefneglect were added 1o the care plan
conferances. The Intenview further revealed
resident family members that attended the care
plan conferences were questioned about
abuse/nsglect concetns in the Tacility and
educated on how to report an abuse/neglect
concern.

Interviews on 06/04/14 with the Administrator end
the Regional Nurse Consultant revealed
administrative oversight was completed weekly
and will continue monthly after the lmmediate
Jeopardy was removed.

Interviews on 06/04/14 with the DON, ADON, and
SDC revealed observation of staff as they
provided care was completed for any suspected
abuse/neglect concerns on a daily basis for five
residents and will continue weekly after the
removal of the [mimediate Jeopardy. Continued
interviews ravealed the reporls were reporied lo
tha QA Committee to determine the need for
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additional education concams or changs of the ;
plan. 1. Theallegaonofabuse reportad by resldents £33 (ﬂ ’30[ l ‘{
and 35 were reported to the Offica of Inspector
Interviews on 06/04/14 with Administrative Staff General by 5/29/14 by the Diractor of Nursing and
revealed a Quality Assurance' meeting had been reportad ta AFS, Ombudsman, MD and POA by
held weekly beginning 05/29/14 and will be held 5{30/14 by the Director of Nurstng, ADDN ar
waeekly for four weeks end then menthly. The charge nurse, Aesident #32 and 35-have been
interviews further revealed evaluationa by the physically assessed by a nurse and psychosodilly
Committee would dslarmine the fraquency and assessed by the sodalservices director ry
length of ongoing audits. Furiher Interviews §/30/14. Resident # 32 and 35 ware Interviewed
revealed corporate oversight had been in place . and statement obtalned by the housa supervisor,
4 since 05/28/14, on a dally basis, until the director of nursing or sockl services director by
Immediate Jeopardy was removed and will 5/20{14. Alleged perpetiator for resident #32 was
continue weeldy for four weeks and thenwiti suspender pending ottrome of thorough
continue mnnuﬂy. [nvestigation and illeﬂﬂi perpetrator for rasident
F 490 | 483.75 EFFECTIVE F 490 435 [s no Jonger employed by the faciity.
ss=) | ADMINISTRATION/RESIDENT WELL-BEING - ‘Thoraugh investigation intiated an residents 32,
i and 35 by 5/30/14 by the DON, ADONx, Sodlal
A facility must ba administered In a manaer that services director or reglonal nurse cansultant. All
enables it to usa its Tesources effectively and vesidents have bean assessad for any signs and
efficiently to attain or maintain the highest syroptonu of shusefneglect. Those rskdants with
practicable physical, mental, and psychosocal BIMs & wera Interviewed by tha Soclal Sarvicas
welk-baing of each resident. e L e L)
cancerns on 5/20/14, Those resldents with BiMs <
o . Bwere physically assessed by the ADONs for any *
‘ slgns and symptoms of abuse/neglect along with
. ail cesident POA's contacted by sochal senvicas
I:'_‘s REQUIREMENT Is not met s evidsnced _diractor or chaplain to questicn any abuse/negfect
Based on intarview, recerd review, review of the cancerns by 6/1/14
fadlity's investigation, review of the facility's 2. An auditof all personn i
Abuse, Neglect and Misappropriation policy, counseliog, m:,:hh& :;Imlm ::;'::da e
dated April 2013, and review of tha job description termination forms, was completed by the Human
for the Administrator, it was determined the Resourees Director and results saviewed by tha
Administrator fﬂ"e?l to admInlstm_' the facllty Ina Chief Nursing Executive by S/30/14, to ensure
manner to ensure its resources, including policies tompllance with federzland state regulations
retated to abuse and neglect, were implemented related to reporting any suspected abuse/negect
to melntaln the highest practicable physical, allegations and the employment of staff.
mental, and psychosocial well-being for two (2) of
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three (3) sampled residents (Residents #32 and Areview of il grievances and accldents/incidents
#35). Interviews and review of wilness from January 2014 to May 2014 was complated by
statements revealad on 06/24/14 Resident #35 DON, ADONS’ SDC, MES, by 5/30/14 to ensuraall
reported that State Registarad Nurse Aida have been thoroughly investigated alang with any
(SRNA) #3 talked mean to himiher when the suspected atuse/neglect idantified was mported
resident had requested a cold, wet washcloth. bbb L LD
Even though the facility identified the alleged ""“I‘:"‘“;“:"’"&‘n‘:ﬂ“ been met. Lallegation
perpetrator in the incident related o Resident #36 :lt:slejf:':etal ‘ ‘:L"h n:':‘;'d'm Ll
as State Reglsterad Nursa Aide (SRNA) #3, the eectiaaton o rough
fadility failed to protect the residents as per facility st
policy which indicaled, *...The charga nurse will All esidents were assessed for any suspected
.immediately remove the suspected perpolrator and/or allagations of sbuse/neglect. Residents
from resident care areas, obiain the staff with BIMs score of > 8 were Intendewed by the
membars wilness slalement and irmimediataly Socia) servicas director or chaphain by 5/30/14 for
suspend lh farnployee pending the outcome of any suspected neglect Isves and Residents with
the investigaiion...” BIMs score of < & were assessat] by DON, ADONs,
FFN, or SDC by 5/30/14 foc
In addition, review of incident reports and ,,Eslecta,mgﬂh ,;M::voj{:::::::;dm
interviews revealed on 06/25/14 slaff chserved and questioned by socal sarvices director ar
brulsing to Resident #32's arm and ths resident clraplain by 5/30/14 for any suspected
alleged “fat Pat grabbed"” histher arm, The facility abuse/neglect concems. Abuse/neglect audhts,
identified the alleged perpetrator as SRNA #2. assassments, Interviews and questionnaires were
Interviews revealed SRNA #2 was suspended on reviewed by the Administrator, Reglonal Nurse
05/25/14 whila ttve Director of Nursing (DON) Cansultant or the Chief Nurse Executive by
investigated the Incident, Although the facility * 5/30/14 forapy indications of abuse/neglect
had not assessed or interviewed other residents concems.
for signs of abuse, and had not Interviewed stafl
related to care delivered by tha alleged Chart audits ta induda review of nurses notes,
perpetrator to facility residents, the SRNA wes dietary notes, saclal services notes, quatity of life
allewed to retum to work to provide direct notes and interdisciplinary notes were completed
resident care on 05/26/14. The DON stated she by the Dlrector of Nursing, Asslstant Divector of
_hadn't fett “ike It was an allegation of sbuse” Hursing, Staff Development Coordinator, MOS
bacause the resident reported different storles Coordinators, or Reglona) Nurse Consultant by
about the incident. 5/30{14 for all residents to [dentify any suspecied
abuse/neglect allegations that have not been
Interview and racord review revealed the facility's reported.
Administration fafled to ensure allegations of .
abuse and neglect were reported Immediately to 3. Thefacllity department managers, to lnclude,
appropriate State Agencies; and felled to ensure sdministratar, DON, ADONs, SDE, MOS, wownd
FOAM CME-2657({(02-60) Previons Versiond Ohonlels Event ID,2DTTIY Fadilly ID: 100307 If coninuation sheat Page 60 of 107
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residents were prolected fram polential abuse
whila an Investigation of the alleged abuse was
conducted. In addition, the facilily's
Administration failed to énsure the facility's
Investigation Included resident and staff
interviaws and assessment of other residents for
signs of abuse and neglect. (Refer to F225 and
226.) Tha facility's policy revealed, "...remove the
suspacted perpetrator from resident care aress,
obtain the staff membaers witness ststement and
Immediately suspend the employee pending the
sutcame of the investigation...The Administrator
and/or DON will notify state agencies according to
their reporting guidelines...” Sectlon I,
“Training/ldentification/Prevention,” of the facility
policy revealed staff is trained to identify “...Signs
& Symptoms of abuse (bnises, injuries of '
unknown origin, crying, fearful, increased

" agitation, and withdrawal)..." as part of their
orientation.

In addition, raview of the job description for the
facility's Administrator revealed the Adminisirator
would “(ead and direct the overall operations of
the facility in accordance with customer needs,
govermment reguiations and Company policias,
wilh focus on maintaining excellent care for the
resldents while achieving the facilty's business
objectives.®

The Adminlatration’s faitura to ensure the facllity's
policies/procedures related t0 abuse pravention
were Implemenied caused, or was lkely o cause,
sarious Injury, herm, impalrment, or death to
residents at the faciiity. Immediate Jeopardy was
determinad Lo exist on 05/24/14 at 42 CFR
483,13 Resident Behavior and Facility Practices
{F225 and F226) and 483.75 Adiministration
(F480 and F520) with Substandatd Quality of

care purse, BOM, QOL, maintenanca director,
Housekeeping disector, DM,
Marketing/Admisslons, 55D, RSM, FFN MR and
Chaplaln recelved education from the Reglonal
Nurse Consultant en 5/29/14 regarding tha
abuse/neglect pollcy and procedure which
included - appropriately dentifylng any suspected
abuse/neglect allegations, appropriata repoiting
in accordance with state/federal guldellnes,
ensurjng safaty of the residents, and conductinga
therough Investigation along with the Qerality
Assurance Performance Improvement process to
include reporting of concemis to tha Administrator
and fine staff participation in develapment of QAP|
plans. This tralning was parformed face to faca In
order to Fadilitate discussion and question and
Inciide examptes of tems that would ba
considered as mpottable: reports of <taff helng
mean, Injurles of unfnown orighn, withhelding  «
betongings, residant to resklentaliercationsto
faclude verbal or physicl, and Gking belonaings
or exploitation. Post-test was administered and
10X score obtalnad, I menager did not score
100% on post-test, then manager will be
immadiately re-educated and post-test re-
administered. This procass will cantinge untl
manager obtains a 100X score on post-test.

Once the facliity Adminigrator, DON, ADONs, MDS
coardinator, S0C, Directer of Dining Senvices,
Business office manager, Soctal Services Dirctor,
Activitles Director, Chaptain,
Marketing/Admissians, RSM, Medical Records, HR,
. Wound Care, or FFN were re-aducated on the
abuse polley they were then assigned to ra-
educte the staff on the abuse pollcy and
procedure which Induded, but not limited to,
reporting, protection and investigation
requirements, which started on 5/29/14. No
employee will be allowed to work unlil abuse
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Care at 42 CFR %83.13 Resident Behavior and
Faclllty Practices (F225 and F225). The facility
was notified of the Immediate Jeopardy on
05/20/14.

An acceplable Allegation of Compllance was
recelved on 08/02/14 which alleged removal of
the Immediate Jeopardy on 05/31/14, A partial
extended survey was conducted on 06/03/14 and
06/04/14. The State Survey Agency determined
the iImmedisate Jeopardy was removed on
05/31/14 as afleged, which Jowered the Scope
and Severity to "D" at 42 CFR 483.13 Resident
Behavlor and Facitity Practices (F226 and F226)
and "D* at 42 CFR 483.75 Adminisiration (F480
and F520) while the facility monitors the
effectiveness of systemlc changes and quality
assurance activitles. (Refer to F225, F228, and
F520.)

The findings Include:

The facility's policy entitled "Abuse, Neglect and
Miseppropriation,” revisad March 2043, revealed
* ..All allegations of abuse Invalving abuse along
with injuries of unknown origin are reported
immediately to the charge nurse and/or
administrator of the facilty along with other
officials in accordance with State law through
established guldefines...” In addition, the peficy
revealed, "...The charge nurse will inmediately
remave the suspected perpetrator from resident
care areas: obtain the staff members witness
statement and immediately suspend the
employee pending the outcome of the
invastigation..." The policy revealed, "...The
charge nurse will immediatsly nofify the
Admintstralor, DON and/or Abuse Ceordinator as
appropriate... The Administrator andior DON will

educatic Is provided, post-lest administeied and
100X seore obtalned, If employes did not score
100% on post-test, then employee will ba
Immediately re-educated and post-tast re-
administered. This process witl continue until
employee abtalns a 100% score on post-test,
£ducation megarding the abuse polley and
procedure, to ndude dentificotion/freporting and
tha Quality Assuranca Parformanca improvement
process will be induded in the orientation process
for all newly hired staffmembers. No newly hired
employee will be allowed to work untif abusa
education |s provided, pust-test administared and
100% scora obtalned, if employee did not score
100% on post-tast, then employee will be
immediately re-educated and post-tast re-
administered. This process will continue until
employae obtalns a 100% score on past-test.

Statf questionnalre reganfing abuse, to include the
guestion, “What would you do 1f 3 residem told
you that you were mean to them”, is being
admintstered by Administrator, DON, ADONS, MDS
coordinator, SOC, Director of Oinlng Services,
Business office manager, Sodat Services Director,
Activities Oiracter, Chaplin,
tarkeling/Admilsslons, RSM, Med!cal Records, HR,
Wound Cara, or 7N to 10 different staff members
dally to ensure continued understanding of tha
abusafneglect policy and procedure, appropiiate
investigating and reporiiag of abuse/neglect, and
the Quality Assuranca Performanca [mprovesment
process to indude reporting of concems to the
Administrator and fina staff partieipation In
development af QAP plan. Resufts of the staff
quastionnaire will ba reperted to the QA
committee weekly for § weeks, starting on
5/29/14, to determina the further need of
continued cducation orrevislon of plan. At that
time, basad on evaluation, the QA commities will
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notify slate agencies according to thelr reporting
guidelines.." In addition, according to the palicy,
»...All allegations of abuse viill be invesligated and
reporied to the appropriate egencies...The
Administratarfdesigneo will make all reasonable
efforts to investigate and addresa slleged raposts,
concerns, and gievances.."

According to section i,
*TrainingAdentification/Pravention,” of the fadl!ly
policy, siaff Is tralned to |dentify *...Sfgns &
Symploms of abuse (bruises, injuries of unknown
origin, erying, fearful, increased agitation, and
withdrawal)..." as part of thelr orientatlon,

Review of the facility's "Job Description” for
~Administrator,” dated December 2011, revealed
the Administrafor would "lead and direct the
overzall operations of the facility In accordance
with customer needs, government regulations
and Company policies, with focus on miaintaining
excellant care for the residents while achieving
the facllity's business cbjectives.”

Review of an incident report dsted 05/26/14,
revealed facllity staff observed bruising to
Resident #32's wrisi/forearm area on 05/25/14 at
4:00 AM. Further review of tha incident report
revesled the resident stated, "Fat Pat grabbed my
arm and wouldn't let go; 1 had to pull myself
loose.” Interview conducted with Licensed
Practical Nurse (LPN) #1 on 05/20/14 at 11:63
AM revealed she had assessed Resident #32
whan the bruises were ideniifled on 05/25M4, and
had Immediately nofified the DON.

Interview with the Administrator on 05/28/14 at
6:17 PM revesled staff had natified him on
05/25/14 of the brulses to Resident #32's amm

determine at what frequency the staff
questionnalre will need to continue. Concams
Identified will be correded immedtalely and
reported to administrator 1o ensura Investigation
ef suspected Abuse/neglect was thoroughly
investigated and completed along reporting
guildelines are met.

Hand In Hand tralning, module one, was Inltiated
on 5/13/14 by SOCand completed on 6/4/14.
Thera is an education ciendar In which all
modules have been scheduled to Include all 6
modules over the next6months. Make up
sassions will ba offered until 2 amployees have
attended, New employees In arlentation will
recelve the Hand In Hand tminfng on a set
schedule lo ensure all5 modules are completed. *

- The Administratar, DO, AGONs, MDS
cogrdinator, SOC, Diredor of Dining Services,
Business offfce manager, Sodal Services Director,
Activities Director, Chaghiln,
Marketing/Admiissiong RSM, Medical Records, MR,
Wound Care, or FFN, will be on sita dally for 4
weeks to perform waking rounds In which 10
residents (flve with BiMs>8 and five with BIMs <8}
willl be vigited by the degartment head and
interviewed regarding staff traatment for those
residents that can be Interviewad and for thosa
residents who am not able to be Interviewed the
depastment heads wil visit the resident, skin
checkwill be completed by nurse as well as speak
to nurse and CNA. reganding any noted ctanges
In resident behiaviors. Tha faciity depactment
heads ako will intarview 10 different staff
members dally regarding the typas of abuse, who
fs the abuse coordinator, when Is suspected abuse
reported, what would you do if 3 resident told you
that you wera mean to them ete. which began oo
5/29/14, ResuMs of resident and statt:
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and forearm. Tha facility determined the alleged
perpeteator was identified as SRNA #2. Further
interviews revealed the SRNA was suspended on
D5/251/14 while the DON Investigated the Incldent,
The Administrator further stated the facilily had
not assessed or interviswed aother residenta for
signs of abuse, and steff had not bean
interviewed relatad 1o care deliverad by the
aleged perpetrator to facility residents. However,
the facllity’s policy stated, "...All aliegalions of
abuse Involving abuse akng with injurles of
unknown origin are reported immediately to the
charge nurse and/or administrator of the facility
alorig with other officfals in accordance with Siate
law through estahlishad guidelines...The charge
nurse wili immediately remove the suspecied
perpetrator from resident care areas, obtaln the
staif members witness statement and
immediately suspend the employee pending the
ouicome of the investigation...”

**The fadility provided an accaptable Allegation of
Compllance (ACC) on 06/62/114. The facility
implemented the following actions to remove the
Immediafe Jeopardy:

—Tha allagation of abuse reported by Resident
#32 was reporied to the Office of Inapscior
General (OIG) on 06/27/14 by the DON.
Resldent #32 has a BIMS score greater than 8
and a eletement was obtained on 05/25/14, The
| alleged perpetrator wes suspended on 05/25/14.
The facility'a investigation was inifiated and
ongolng with a five-day report to ba submitted to’
OIG on 06/30/14. All residents were assessed for
any signs and symptome of abusa/eglact,
Those residents with BIMS scores greater than 8
were inlerviewed by tha Sodial Services Director
ar Chap!ain for any abuse/neglect concems on

" The Administratos, DON, ADONs, MDS
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quastionnalire’s will be reported to the
Adsinistrator, DON, Regional Nurse Consultant or
VP of Operations dally and i the Administrator is
not in the facility the Department Director
conducting the questiohnalres wili telephona the
Administrator or VP of Operations the results of
the resident and st2ff queastiannalres,

coordinator, SDC, Dlrector of Dining Services,
Bustness offlce manager, Social Services Director,
Activities Director, Chaplaln,
Marketing/Admissions, RSM, Medical Records, HR,
Wound Cace, or FFN will notify Administrator of
any concems Immediately regarding the ahove
resident and staff questionnatres related to abuse,
mistreatment, neglect or misappropifation,
ensuring resident is safe, A binder, which Is passed
on Lo each Dapartment Head assigned to perfoom
the resident and staff questionnaires datly, which
contalns a resident roster In which the Intzrview
date and shiftis notad next to resident nome to
ensure thal reskdents with 81Ms >8wil be
Interviewed and rasidents with BIMs<g will ba
wisited, with skin checks completed, beginning an
5/29/14. The MDS Coordinators have the
respansibility for updating tha hinder weakly to
Identfy restdents with BiMs >8 and residents with
BIMs<8. If abuse, mistreatment, neglect or
missppropriation is alleged during the Interviews
and or visits or reported by a staff member tha
Department Head willensure the reskdent s safe,
veport to a charge nursa in which the charge nurse
will remove the alleged perpetraterto a non-
patient care area and notfy the Administrator,
Director of Nursing, and/or Sotial Services
DirectfAbuse Coordinator. Tha aileged perpetrator
willbe suspended and a thorough investigation
will beglnimmediately.
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05/29M4. On 06/29/14, the Assistant Directors of
Nursing (ADONSs) assessed the physical stalus of
residents with BIMS scores less than 8 for any
gigna and symptoms of abusa/cglect. The
facility attempled to contact the 41 Power of
Aitomeys (POAs) for the residents wilh a BIMS
score less than 8 to ask if they had any concerns
ralated (o abuse/neglect and successfully
contacted 26; the Social Services Director, the
Chaplain, the DON, and/or the Administrator will
continue o altempt to contact the remalning 15
POAs until all have succassfully been confacted,

—The sliegallon of abuse related to Resident #33
that occumred on 05/24/14 was reporied to QIG on
05/28/14 by the DON and reported fo Adult
Prolective Services (APS), the Ombudsman, ihe
resident's physician, and the PCA on 05/30/14 by
the DON. A facility nurse assessed Regldent #33
on 05/29/14 and the resident fiad a psychosodial
assessment compleled by the Soclal Services
Director on 05/30/14. Resident #33 was
inferviewed and a statement was obiained by the
fadility's Social Services Director on 06/30/14.
‘The alleged perpetrator was ho fonger employed
by the facility. The facility's investigation was
initiated and ongoing wiih a five-tiay report to be
submitled to OIG on 05/30/14. All residents were
assessed for any slgns and symptoms of
abusa/neglect. Those residents with BIMS
scores graater than 8 were interviewed by the
Social Services Director or Chaplain for any
abuse/neglect concerns on 05/28/14. On
05/26/14, the ADONs assessed ihe physical
status of residenis with a BIMS score (ess than 8
for any signs and symptoms of ebuse/neglect. -
The facility attempted {o contact the 41 POAs for
the residents with a BIMS score less than 8 to
ask if they had any concems relaled to
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The Adminkstrator, Director of Nussing, Secial
Services ora member of reglanal staff will review
all resident and staff questionnalres dally for any
grlevancesfconcerns and/or suspected allegations
of abuse/neglect, Any suspected allegstions of
abusa/neglect will be immediately reported In
accordanca with state/fedaral guldelines and
thorough Investigations of any suspected
ailegations of abuse/neglect along with any
grlevancesf/cancemns will be Initiated upon recelpt,
starting on 5/30/14,

During care plan confarenca for eadh residant any
potential allegation of abusa/neglect will be
discussed and education will be provided on
whom to ceport abuse/neglect concems by the
MDS coardinator.

The Administrator, Soch] Services Director erthe
Director of Nursing will review, dally, the
grlavances and Incldent/accident reports, starting
§/249/14, tn determinaf there are reportahie
aliegations that have not been identified. Socal
Services Director or tha Dlrector of Nursing will
report to the Administrator any fdentifled
allegations of abuse, neglect or misappropriation
immediately after thelr reviaw. The Administrator
will repost any allegations of abuse, neglact or
misappropstation In aceordanes with state/faderal
guldelines to meet reporting requirements, *

An emergency resident council meelicg was held
on 5/30/14, Administrator and SOCattendad, to
distiuss any abuse/neglect concerns and to provide
educatdon on whom to report any abuse/asglect:
concems without fear of retribution. All residents
with BIMs < 8 POA"s were attempted to be
contacted by Social Services Pirector te dlscuss
any abuse/neglact concams and to provide
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abuse/ne 1 s the | ]
Soclal Services Director, the Chaplain, the DON, e
and/or the Administrator will continue fo attempt Nursing Admitrilstration (DON, ADGN, Unit
to contact the remaining 16 POAs undil all have Manager, Staff Devslopment Coordinater, MDS
succassfully have been conlacted. staff, facllity formulary nurse, medical records, or
social servica direcioc) wilt review documentation
—The allegation of abuse reporied by Resldant In the chartin order to assess for any signs of
#35 was reported o the Office of Inspactor documented evidence regarding abuse, neglect, or
General on 05/29/14 by the DON and reported to misappropriation dally on 5 residents starting on
APS, the Ombudsman, the resident’s physician, 6/5/1A. Any of the above concerns Identiffed, the
and the POA on 05/30/14 by the DON. Resldent member of Rursing Administration will first ensure
#35 was physlcally assessed by a nurse and resident is safia by pesforming an assessment,
psychosocially assaseed by the Soclal Sexyvices notify a charge nurse. The abusa policy will be
Director on 05/30/14. Resident #35 was foilowed In which the allaged perpetrator will be
interviewed and a statemant was obtained by the removed from a resident care area {ifon duty) and
Social Services Director on 05/30/14. The the Administrator, DON, or Sodal Service Director
alleged perpetrator is no longer employed by the will be notified. Administrator and/ar DON vetll
faclity. The facility's investigation was initlated immediately report in accontance to state/Tederal
and ongoing with a five-day report io be guldefines and therough investigation wil ba
submitted to OIG on 05/30/14. All residents wers fnitiated and completed.
assessed for any signs and symptoms of
abuss/naglect Those residents with BIMS Adminlstrator whl keep an abuse fnvestigation log
scorss greatsr than 8 were inlerviewed by the that will indude documentation of the foliowing:
Seclal Services Director or Chaplain for any ensure resident Is protected, cegort ls fled timely,
abuse/neglect concems on 05/29/14. On perpetratorls remaved from patient care area and
05/29/14, the ADONSs assessed the physical tharough investigation s completed. The
status of residents with BIMS scores lpss than 8 Admiristrator will review tha log daily as well as
for any signs and symptoms of abuse/neglect. ane of the foflowing: Signatura Care Consultant,
The facifity attempted to contact tha 41 POAs for VP of Operatians, or Spocia] Projects
the residents with a BIMS score less than 8 to Administrator alang with Chief Operating Officer
ask If they had any concems related to or Chlef Nurslng Executive will review log for
abusefneglect and successfully contacted 28; the compliance weekly, starting on 6/5/14 for 4
Social Services Director, the Chaptal, the DON, e
and/or the Administrator will continua to attempt
to contact the remalning 15 POAs until all have ta the Event of any e reports of allegad abuss,
neglect or misappropriation of property, one of
succassfully have been contacted. - the following wil be contacted within 24 bours
nd then again prior to making the fnal fve day
~All residents ware assessed for any signs and 2 X
symptoms of abuse/neglect. Those residents fvestigation repart tn GIG: Slgnature Care
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with BIMS scores greater than 8 were interviewed g"g‘“" :’:I‘;’ Opersors Cligf Operating
by the Social Services Director or Chaplain for e Sper® e ":w‘""";‘“'““"“
any abuse/neglect concems on 05/20/14. On - s
Consultant, VP of Operations, Chief Operating
0529114, the ADONs assessed the physical
. Office, Spedal Projects Administrator er Chiaf
status of residents with BIMS scores less than 8 Norss
irsing Executive] will insure the resident is
for any signs and symploms of abuse/neglect. rotectad, raport ks filed timely, the torks
The facility atlempted to contact the 41 POAs for . . e Ymely, the perpetratar
remaved from the patient case area anda
the residents with a BIMS score less than B lo S
ask If they had any concems related to acvgh investigation s aRlated and mpleted.
abuse/neglect and suecessfully contacted 25; the Adminlstrative oversightafthe facity will be
Social Services Director, the Chaplain, the DON, . completed by the Speck Projects Adminlstrator,
and/or the Administrator will continue to attempt the RogjonalVice Presidentof perations,
1o contact the remaining 15 POAs untit all have Signatura Care Consultant, Chisf Nursiy Executive
successfully been contacted. TheAdminisirator, . or Chief Operating Officer weekdy statting 6/5/14
the Regional Nurse Consultant, and the Chief far 4 weeks, then mernthly,
Nurse Executive reviewed abuse/neglect audits,
assessmants, inlerviews, and questionnalres an DON, ADCNs, or SDC will observe the care
05£30/14 for any indications of abuse/eglect dellvery, for any suspected abuse/neglect
concems. concemson 1 resident/unitdaily [Monday .
: through Friday) starting on 6/5/14 for 4 weeks.
~The fadlity’s Reglonal Nurse Consultant from Any tonceras noted the nupsing administration
the corporate office re-educated the facility wihil first ensure resident s safe by performing an
Admiristrator, the DON, the ADONs, the assessmentand notify a durge nurse. The abuse
Minimum Dala Set (MDS) Coordinator, the Staff policy will be follawed In which the alleged
Development Coordinator (SDC}, the Diractor of perpetrator viill ba removed from a resident eare:
Dining Servicas, the Business Ofiice Manager, area and the Adminlstratos, DON, or Sodial Service
the Sodal Services Director, the Activities Ulrector vill be notified. Adminkstratorand/for
Director, the Chaplain, Markeling/Admissions, DON will immedtately report In acrordance to
Medical Records, Human Regources, and Wound, state/Tederal guldefines and thorough
Care staif on 05/20/14 on the facillty's abuse Investigation wil be Wnitlated and completed,
policy and procedure. The education included but .
wasnot limited to thorough investigations, Administrative Wemnl}tofﬂmfatmwwﬂl be
reporting iImmediately, end the Quality Assurance completed by the Specal Projects Administrator,
Performance Improvement (QAPI) process, the Reglonal Vice President of Operations,
including reparting of concems to the Signature Care Consultant, Chief Nursing
Administrater and floor stalf participation In Executive, or Chief Opersting Officer, weakly for 4
development of QAP plans. This training was weeks beginning 6/5/14, then monthly.
performed face to face in order fo facilitate
discussion and questions and Included examplas }
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of items that would be considered as reportable:
repotts of staff being mean, injuries of unknown
origin, withholding belongings,
resident-to-resident altercations to Include verbal
or physical, and {aking befongings or exploitation.
Department adminisirative managers were not
allowed 1o retum lo work until-abuse education
was pravided, post-tests adminisiered, and a
scara of 100% oblsined. |f the manager did not
score 100% on post-test, then the manager was
immediately re-educated and re-tested. This
process continued until all managers cbtalned a
100% score on the post-est. All post-tests were
reviewed for compliance by the Chiel Nursing
Executive (CNE).

—After the facility Administrator, DON, ADONSs,
Minimum Data Set (MDS) Coordinator, Staff
Development Coordinatar (SDC), Director of
Dining Services, Business Office Manager, Sccial
Services Director, Aclivities Director, Chapilain,
Marksting/Admissions staff, Medical Records
staff or Director, Human Relations (HR) staff, or
Wound Care stalf wera re-educated on the abuse
palicy, the Adminisirative staff was assigned to
re-aducate the staff on the abusa policy and
procedure which included but was not limited to -
reparting, protection, and investigation
requirements, which staited on 05/28/14, The
facility did not allow any employes to work until
abuse educalion was provided, post-test
administered, and 100% score obialned. If the
employea did not scare 100% on the post-test,
the employee was Immediately re-educated and
the post-test re-administered. This process
continued uniil all employees obtained & 100%
score on the post-lest. Education regarding the
abuse policy and ptocedute, Including
identification/reporting and the Quality Assurance

The Adminlstrator or Signature Cara Consultant
will audit compliznca of the abave stated
avdits/reviews dafly {M-F}. Results of the
auditsfreviews, which include, vesident Interviaws,
resident sidn chacks, saff questionnalres,
grievance [og review, A/l review, chart
documentation audits and care defivery audits
will be reported to the OA committee weekly x 4
weeks to determina the further need of continued
aducation ot revislan of plan. At that time, based
on evaluation, the OA committes will determine at
what frequency the audits/reviews, along with
meonttoring for compilance, will need to continue,
Concems identified will be corrected Immediately
and repotted ta administrator to ensure
Investigation of suspected neglect was
Investigated and completed along with reporting
guidelines are met

A follavetrp quastionmalre will be completed by
the Adminlstrator, Director of Nursing, Assistant
Directors of Nursing, MDS Caordinator, Sochl
Sarvices Director, Qu_ali:yof UfeDirector, Distary
Manager, Plant Operations Director, Chaplin,
Medical Records, Human Resourca Directer, Staff
Development Coorlinater, Business Offica
Manager, Facllity Formulary Nurse of the
Emvironmental Sesvices Manager for 10 different
staff members dally for 4 weeks beginning 6/5/14,
to ensure contlnued understanding reganding the
ahusefneglect pollcy, appropriate reporting,
Identification, and implemanting care plans to
meet resident care needs,

A Quaiity Assurance meeting will be held weekly
for 4 weeks beginning 5/28/14, then monthly for
recommendations and further folowr up regarding
theabove stated plan. Atthat time based upon
evaluation the QA Committee wit determine at
what frequency the audits will need to continue.
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Performance Improvement process was added In
the orentation procass for all newly hired staf
membera. No newly hired employse would be
allowed to work until abuse education was
provided, post-test administered, and 100% score
obtained. If the employae did not score 100% on
the post-tast, the employes was immaediately
re-educaled and re-tested. This process
conlinited until employaes obtained a 100% score
on the posti-test.

—Staff questionnaires regarding abuse, Including
the question, "What would you do if a resident
told you that you were mean to them?" were
administered by the Administrator, DON, ADONSs,
MDS Coovdinator, SDC, Diractor of Dining
Senvices, Business Office Manager, Social
Services Directar, Activitles Director, Chaplain,
Marketing/Admissions, Medical Records, HR, or
Wound Cara staff to five stalf members on each
shiff and different stafi members until immediacy
was removed. After removal of immedlacy, ten
staff quastionnaires were administared (o staff
dally to ensure continued understanding of the
abuse/neglect pollcy and procadure, appropriate
investigaling, and reperting of abuse/neglect.
The questionnaire also included questions related
to the QAP process fo includs reporting of
concerns to the Administrator and floor staff
participation in development of the QAPI plan.
Resulis of the staff questionnaire wera reported
to the Quality Assurance {QA) Committes weskly
1o determine the further need of confinued
educsation or revision of the plan. Al thal lime,
based on evaluation, the QA Committea would
delermine al what frequency the staff
questionnaire weuld need to continue. Cancems
identified were comrected Immediately and

| repacited to the Administrator lo ensure

F 490

The Administrator has the oversight to ensuse an
effective plan s In place to meet resident
wellbeing as well as an effectiva plan to identify
facility concems and Implement a plan of
comeetion to Invobve all staff of the facllity.
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investigation of suspected sbusa/neglect was
investigalad/complated and reporting guldalines
were met.

~HR performed an audi of all personnel files for
any abuse concems on 05/28/14. Items that
were reviewed: Coaching and Counseling forms,
suspension forms, and termination forms.
Results of the audil were given to the Chief
Nursing Executive on 05/30/14, {o review for any
abuse/neglect concems that needed reporting.
There were no concems identified.

--Anurse fram the facility's reglonal téam or
corparate office had bean on-sita since 05/29/14
and remained in the facility dally until the jeopardy
was removed. The nurses from the regional

team or home office asslsted with invesiigations,

observed staff treatment of residents, performed
chart audits, and provided oversight and
consultation. The Chief Nurse Exscutive, Clinical
Compliance Nurse, or Director of Clinical
Programs were in dally contact with the regional
nurse consultant and reviewed allegations.

—All facility grievances filed sinca 04/01/14 wers
reviewed by the Administrator, DON, or Reglonal
Nurse Consullant on 05/30/14 to determine If any
items documented were a reportable event. The
Administrator was nofified of one allegetion of
possible abuse. Tha Administsator reperted the
allegations to the Offica of Inspector General on
05130114, The Administrator, Social Services
Director, or the Diraclor of Nursing reviewed the
griavances and incident/accident reporis daily,
until immediacy was lifted, which was Initiated on
05125414, to determine f there were reportable
allegations that had not been identified. The
Social Services Director or the Director of Nursing
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reportad to the Administrator any identified
allegations of abuse, neglect, or misapprepriation
immediately after thelr raview. The Administrator
will report any allegations of abuse, neglect, or
misappropriation to the Office of Inspactor
General, Adult Protective Services, and the
Ombudsman.

—An emergency rasident council meeting was
held on 05/30/14; the Administrator and SDC
aitended the meeting to discuss any
ahuse/neglect concems and to provide education
on whom fo report any abuse/neglect concerns
without fear of retribution. The Social Services
Director attempted to contsct the POAs of ail

any abuse/neglect concerns and to provide
education on whom to report any abuse/neglect
concems wilhout fear of retibutlon on 05/30/14,

—The Administrator, DON, ADONs, MDS
Coordinator, SOC, Director of Dining Services,
Business Office Manager, Social Servicas
Diractor, Activities Director, Chaplain,

Wound Care Nurse (one per shifi) were to be
on-gita sach shift to perform walking rounds in
which ten residents (five with BIMS scores
greater than 8 and five with BIMS scores less

those residents that could ba inferviewed were
{ntarviewed regarding the staff trestment. The
Department Head visited and a nurse conducted
a skin chack on the residents that were not able
to be inferviewed. The Depariment Head also
spoke lo nureing staff and State Registered
Nursing Assistanis (SRNAs) regarding any noted
changes in the residents' behaviors. The facility
Department Head also interviewed five staff

residents with BIMS scores less han 8 to discuss

Marketing/Admisaions,-Medical Records, HR, and

than B) wera visited by the Depariment Head end

F 480
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who the facility's Abuse Coordinator was, when fo
raport suspeciad abuse, whal to do ifthe sosident
reported you ware mean to them, etc., which
began on 05/29/14 and cortinued until the
Immediate jeopardy was lifted. Results of
resident and staff questionnaires were reporied to
the Adminisirator, DON, Regional Nurse
Consultant, or Vice President (VP) of Operations
daily and if the Administrator was not in the
faility, the Department Direclor conducted the
quastonnaires and telephoned the Administrator
or VP of Operations with the results of the
resident and staff questionnaires. This continued
until the immediate jeopardy was lifled.

—The DON, ADONE, MDS Coordinator, SDC,
Director of Dining Services, Business Office
Manager, Sccdal Services Direclor, Activities
Director, Chaplain, Marketing/Admlissions,
Medical Records, HIR, or Wound Care slaff
immedialely notifiad the Administrator of any
concerns regarding the above resident and staff
quesfionnaires retated to abuse, mistreaiment,
neglect, or misappropriation and ensured the
resident was sefe. A binder (which contains a
resident roster in which the nterview date and
shift [s noled next ta the resident name), whichis
passed on to each Department Head assigned lo
porform the resident and staff questionnaires
each shifl, lo ensura that residents with BIMS -
scores greater than 8 were hlerviewed and
residants with BIMS scores less than B were
visited and skin checks completed, began on
05/29/14 and continued until the jecpardy was
lited. The MDS Cocrdinators had the

responsibility for updating the binder weekly to
identify residents with BIMS scores greater than 8

and residants with BIMS scores less than 8. If
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abuse, mistreatment, neglect, or misappropriation
was allegad during the intervlews or visits or
reporied by a ataff member, the Department
Head ensurad the resident was safe, reported to
& Charge Nurse, tha Charge Nurse removed the
alleged perpefrator to a non-patient care area,
and notified the Administrator, Director of
Nussing, and/or Social Services Direclor/Abuse
Coordinator. The alleged perpetrator was
suspended and an investigation began
immediately. 2

-The Administrator, Director of Nursing, Sacial
Searvices Director, or a mentber of the facility's
regional staff reviewed all resident and staff
questionnaires daily for any grievances/concems.
Investigations of grievances/concsins wera
inttiated upon receipt, starting on 05/30/14.

~Nursing Adminlstration (DON, ADONSs, Unit
Managers, SDC, MDS staff, facility farmulary
nurse), of the Medical Recards or Social Servicea
Director, raviewad documentation in the Nursing
Notes in order fo assess for any signs of
documented evidence regarding abuse, neglect,
or misappropriation dally on ten different
residents each day. If any of the above concems
were identified, the member of Nursing
Administration first ensurad the resident was safe
by performing an assessment ard then notified a
Charge Nurse. The abuse policy was followed in
which the alleged patpetralor was ramoved from
a resldent care area (if on duly) and the
Adrminlsirator, DON, or Sotial Services Director
was notified.

—All resident charts were reviewed from €4/01/14
by Nursing Administration (DON, ADONs, Unit
Manager, Staff Development Coordinator, MDS
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staff, Faciity Formulary Nurse, Medical Records, -
Marketing/Admissions, or Social Services
Direclor) or regional/corporate nurses by
5730714 for any documentation regarding abuse
with no new incident being identified. Ten chats
wera reviewed by a member of Nursing
Administration or the facility's regional or home
office nurse daily to ensure that no other abuse
allegations had been documentad but not
reported. This confinued untit the Immediate
jeopardy was remaoved.

~The Administrator, Director of Nursing, and
Social Services Direclor reviswed and discussed
all abuse Investigations daily {o ensure that the
resldents were protected, the allegad perpefrator
was removed from the resident care area, reporis
fo tha Qffica of Ingpector General were filed
timely, and a thorough investigation was
completed. The Administralor maintained an
abuse invastigation log that included
documentation of the following: ensured .
protection of residents, removed perpetrator from
resident care area, reports to the Office of
Inspector General filed timely, and thorough
investigations completed. The Administrator and
ona of the following, Chief Operating Cfficer,
Chief Nuree Exacutive, or Regional Nurse
Consuitant, reviewed the abuse investigation to
ensure proteciion of the resident; thatthe
perpetrator was remaved from the resident care
area; that reports to the Offica of Inspector
General were filed timely; and that a thorough
investigation had been completed. This will occur
datly until removal of immediata [eopardy.

~For new repotts of alleged abuse, neglect, or
misappropriation of property, after the Immediata
Jeopardy was remaved, one of the following was
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contacted prior to making the final five-day
invastigation report {o OIG: Signature Care
Consuftant, VP of Qperations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nursing Executive. The reviewer (Signalure Care
Consultant, VP of Operalions, Chief Operafing
Office, Special Projecis Administrator, or Chief
Nursing Executive) ensured the resident was
protacted, raport was filad timely, the parpelrator
was removed from the paflent care area, and a
thorough Investigaticn was completed.

—With any new repoil of alleged abuse, naglact,
or misappropriation of property, one of the
following was contacied withln 24 hours to review
the abuse invesligation to ensure that 2 thorough
investigation was completed and seporiing
{imetines were met: Signature Care Consultant,
VP of Operations, Chief Operaling Offics, Special
Projects Administrafor, or CNE.

—All Incldent reports from January 2014 fo
03/28/14 were reviewed by the Director of
Nursing, the Assisiant Director of Nursing, Stafl
Development Coordinator, or Regional Nurse
Consultant to identify any concems of suspecied
negiect by 05/30/14. None was Identified.

—~During care plan corderence for each resident,
any abusa/neglact concems were discussed and
abusefneglect education, to include reporting,
was provided to the resldent andfor POAwith
supporting documentation noted,

—Adminisirative oversight of the facility was
completed by the Speclal Projects Administralor,
the Regional Vica President of Operalions, a
member of regional staff, or the CEC daily uniil
remaval of immediacy beginning 05/29A14, then
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waekly for four weeks, and then monthly.

—The DON, ADONs, or SDC observed the care
delivery for any suspected abuse/neglect
concems on five residents dally untd the removal
of immediacy and then weskly (Monday through
Fridey). The results of the care delivery audils
were reporied to the QA Commiitee weekly to
determine the further need of continued
educatlon or revision of plan. At that time, based
on evaluation, the QA Commiitee would
determine at what frequency the audits needed to
continue. Concems Identifled were comected
immediately and reported to the Adminlstrator 1o
ensure investigations of suspecied abusefneglect
were investigated/completed and reporiing
guidelines were met.

--A Quality Assurance meeting was held weekly
for four weeks baginning 05/28/14, then monthly
for recommendations and further follow-up
regarding the above stated plan. At that tima,
based upon evaluation, the QA Commitise would
determine at what frequericy any ongoing audits
would need to continus. The Administrator had
the oversight to ensure an effective plan was in
place fo mest resident well-being as well as an
effective plan to identify facllity concerns and
Implament a plan of corection to involve all staff
of the facility. Corporate Administralive oversight
of the Quality Assurance meeting was to ba
completed by the Speclal Projects Administrator,
the Regional Vice President of Operalions, a
member of regional staff, or the Chief Executive
Officer (CEOQ) dalty until removal of immediacy
baginning 05/20/14, then weekly for four weeks,
and then menthly,

**The surveyors validated the Immeadiate
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Jeopardy was removed as follows:

Review of the facility's investigalion and
intesviews with Administrative Staff revealed the
allegation involving Resident #32 was
Investigated and raparted to the appropriate State
agency. The investigation included interviews
with staff and residents and physical
assessmenis of residents that were not
interviewabla. The Investigation also included
interviews with FOAs, questioning for any
concems related to abuse or neglect.

Review of the facility's investigation and
Interviews with Administrative staff revealed the
allegation involving Resident #33 was
investigated and reported to the appropriate slate
agancy. The investigation Included interviews
with staff and residenis and physical
assessments of residants that were not
Intervlewable. The investigation alse included
interviews with POAS, questioning for any
concerns refated to abuse of neglect.

Review of tha facility's investigalion and
inlerviews with Administrative ataff revealed the
allegation that involved Rasident #35 was
investigated and reportad to the appropriate state
agency. The investigation included Interviews
with Resident #35, staff, and residents and
physical assesamants of residents that were not
interviewable. The investigation also includad
Interviews with POAs, questioning for any
concerns related fo abuse or neglect.

Review of the facllily’s assessments for signs and
symptoms of abuse and resident intervizws
revealed the facllity completed them or 05/28/14.
Interview with the Regional Nurse Consultant on

F 480
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0B/04/14 at §:15 AM revealed as of 06/03/14, only
six POAs had not been contacted so the facility
sent the abuse/neglect questionnaire by certified
mail io tha POAs. Areview of the abuse/neglect
assessments, abuse/neglect audis, and
abuse/neglect interviews revealed the
Administrative staff provided validation and
oversight.

Review of Administrative staff education and
testing, provided on 05/28/14, related to
abuse/naglect policy, investigalions, reporting,
and the Quality Assessment process was
reviewed and validated by tha Chief Nursing
Executive (CNE).

Revlew of staff education and post-testing refated
to the abuss policy and procedure which included
reporting, protection, and investigation
requirements revealed the education was
provided on 05/29/14, as per tha AOC. Interview
with the Regional Nurse Consultant on 06/04/14
at 9:15 AM, revealed during the staff in-sewice
examples were given of different situalions of
abuse/neglect and the slaff had to explain the
appropriate actions. Further Interview with the
Regional Nurse Consullani revealed the facility
had not hired any new employees.

Areview of the staff questionnaire regarding
abusa was being done as reported in the AOC.

Interview on 08/04/14 at 8:15 AM with the

Regional Nurse Capsuitant revealed no |ssues
tiad been deniified through the siaff
queslionnaires.

Reviaw of the HR Audits of personnel files
reveaied the CNE validated raview by signature
on the back of tha audit forms. Intarview with the
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Reglonal Nursa Cansultant on 08/04/14 at 8:16
AM revealed thera were no issues identified with
the review of the employee flles.

Interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consuliant revealed a corporals
staff member had been at the facility since the
Jeopardy was identified and had been reviewing
all aflagations to ensure a thorough investigation
was conducted. Further inferview revealed the
corporate staff was also conducting chart audits,
observed staff treatment of residents, and
provided consuttation.

interview on 06/04/14 at 9:16 AM with the
Regional Nurse Consultant revealed all faciity
grievances filed since 04/01/14 were raviewed for
possible allegations of abusefneglect The
interview revealed one gtlevance was related to
clgareites that were missing. The Incident was
investigated with na concemns [dentified.
Continued interview revealed the facility's
smaking policy had recently been updated lo
account for aH residents’ cigareties.

Interviews on 06/04/14 with the Ragional Nurse
Consullant and SDC revealed a Resident Council
meeling was held on 05/30/14 to discuss
abuse/neglact concams and education was
provided on reporting abuse/neglect concems
without fear of retribution. The intarview further
revealed residents that did not attend the meeting
were also pravided education relaled to reporting
abuse.

Interview on 06104/14 with the Regional Nurse
Consultant and the Administrator revealed as of
05/29/14 a daily census was completed and
residents were chosen by the Administrator {o be
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interviswed and to observe staff as they provided
care to the resident which was done by
Administrative Staff. The interview further
revealed siaff providing care fo residents with a
BIMS score less than B were Intesviewed about
changes in the resident, The Administrator ar a
member of the reglonal team validated the
Interviews and observations of care were
completed.

Interview on 06/04/14 with the Regional Nurse
Consuitant and the Administrator revealed a
binder with all questionnaires related to
abusa/neglect was passed to each Department
Head assignad Lo distsibute the questionnaires.
The Interview further revealed the staff had
notified the Administrator with the results of the
questionnaires. A raview of the binder ravealed
no issues were identified. The bindar contalned a
tesident roster which Included the dates and
shifts tha residents had been Interviewed or
assessad. The binder had been updated as
BIMS scores changed. Thare wera ho issusas
Tdentified during the intervicws.

interview on 06/04/14 at 9:15 AM with the
Regional Nurse Consullant revealed the
Administrator or regional team member had
reviewed all questionnaires with no issues
identified. A review of the questionnaires
ravealed a signature validated the questionnalres
had been reviewad.

Intesview with Administralive Nursing Steff on
08/04/14 revealed resident charts had been
roviewed each day for entries in the Nurse's
Notes that could be relaled to abuse or neglacl

Intetview on DE/04/14 with Administrative Nursing
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Staff revealed all resident charts had baen
audited from 04/01/14 for any documentailon
regarding abuse and na new concems were
identified. The inlerviews revealed ten charts
continued to ba reviewed daily for any new
documented evidenca of abuee that was not
reported.

Inlerview on D6/04/14 with Adminlstrative Staff
and the Reglonal Nurse Censultant revealed all
abuse investigations had been discussed and
reviewad daily to ensure the faclity’s abuse policy
was followed to ensure the resident was
protected, the perpetrator was removed from the
resident care area, the incident was reported
timely, and an investigation was completed.
Further Interview revealed the Administralor
maintained an abuse log to ensure all areas of
the investigations were completed. Continued
intenviews revealed the Administrator and one
corporate staff member reviewed investigations
{o ensure they were complele.

Interview on 06/04/14 at 9:15 AM, with the
Regionai Nurse Caonsultani revealed after the
Immediate Jeopardy was removed new reports of
alleged abuse investigations will be reviewed by a
Corporate Staff Member prior to the five-day
repor being sent to OIG. The Corporate Staff
member wili ensure the resident was protected,
the incident was reporied tmaly, the perpetrator
was removed from patient care area, and a
thorough investigation was completed.

Interview on 06/04/14 at 9:15 AM, with the
Reglonal Nurse Consulfant revealed new reports
of abuee or neglect will ba reported to &
Corporate Staff Member within 24 hours to
ensure an investigation was completed and the
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reporting imelines wera met.

Interviews on 08/04/14 with Administrative
Nursing Staff and the Regional Nurse Consultant
revealed all incident reperts that had been
completed since January 2014 wete reviewed for
concerns related to abuse/neglect ahd none ware
identified,

Interview on D6/04/14 with the MDS Coordinator
revesled questlons about concams related to
abuse/neglect and education about reporting
sbuse/naglect were added to the care plan
conferences. The interview further revealad
resident family members thal attended the care
plan conferencas were questioned about
abuse/neglect concams In the facility and
aducated on how to report an abuse/naglect
concem,

Interviews on 06/04/14 with the Admin/strator and
the Reglonal Nurse Consuftant revealed
administrative oversight was compleled waekly
and will continue monthly afler the Immediate
Jeopardy was removed,

Interviews on 06/04/14 with the DON, ADON, end
SDC revealed chservation of staff as they
provided care was compleled for any suspectad
abusefnaglect concerns on a dally basis for five
residents and will conlinue weekly after the
removal of the Immediate Jeopardy. Continued
Interviews revealed the reporls were reporied to
the QA Commitiee to determins the need for
additional education cancems or change of the
plan.

Interviews on 06/04/14 with Adminisirative Staff
revealad a Qusality Assurance meeting had been
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held weekly beginning 05726114 and will be held . : !
weekly for four weeks and then mc!nthly. The L. Theallegation ofabusa reported hy residents # 32 Q /3 0 / [ ?
interviews further revealed evaluations by the % and 35 were reporied to the Office of laspectar g
Commitiee would determine tho frequency and Generat by 5/29/14 by the Dicector of Nursing and
length of ongoing audits. Further interviews reported to APS, Ombursman, MD and POA by
revealed corporata uvar.s)ght had been in place 5/30/t4 by tha Directorof Murlng, ADON o i
since 05/29/14, on a dﬂl'y basis, until the . charge nursa. Rasident #32 and 35 have been i
Immediate Jeopardy was removed and will physieally assessed by a nurse and peychosoctaly [
cantinue weekly for four weeks and then will azsaused by the sorial services dinector by j
continue monthly. 5/30/14. Resident # 32 and 35 were nterviewed '
F 520 | 483.75(0)(1) QAA F520]  andstatoment obtained by the house supenisor, '
55=J | COMMITTEE-MEMBERSMEET directoe of nurstng or saci2d services director by J
QUARTERLY/PLANS

A facliity must meintaln a quality assessmant and
assurance committea cansisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staif,

The quality assgasment and assurance
commiitee meets at least quarterly lo [dentify
issues with respect lo which qualily assessment
and assuranca activitlies are necessary; and
davelops and implements appropriate plans of
actlon fo comedt [dentified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such commiitee
except ingofer as such discloswe Is related to the
compliance of such committee with the ;
requirements of this section.

Good faith atfempts by the commiitee fo identify
and correct quafity deficlencles will not be used as
a basls for sanctions. .

5£30/14. Aleged perpetrator for resident # 32 was
suspended pending cuicome of thorough
Investigation and alleged perpetrator for resident
#3515 no longer employad by the facllRy.
Thorough Investigation initlated on residess 632,
and 35 by 5/30/14 by the DOM, ADDNs, Sodal
serviees director or reglonal nurse consultant, All
residents frave: been assessed for any signs and
symptoms of abuse/neglect. Those residents with
BiMa >B were interviewed by the Soclal Sesvices
Diractor or Chaplain farany ahusa/nsplect
concarns op 5/29/14, Thosa residents with BIMs <
8 were physically assessed by tha ADONs for any
slgns and symptoms of abuse/neglect along with
all resldent POA's contacted by sodal services
director or chaplain to question any abuse/neglect
concarns by 6/1/14.

2 Anzudit of all personnelrecords, to Include any
counseling, coaching, suspension and/or
termination farms, was campleted by the Human
Resources Dlrector and resuits reviewed by the
Chief Nursing Exacutive by 5/30/14, ta ensura
compliance with federal and state regulations
related to reporting any fuspacted abuse/naglect
allegations and the employment of staif.

oo, el
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. A review of all grievancas and accldents/incdents
* fromJanuary 2014 to May 2014 was completed hy
This REQUIREMENT is not met as evidenced DON, ADORS' SDC, MOS, by 5/30/14 to ensuraal)
by: Trave been thoroughly lmvestigated along with any
Based on Interview, record review, and review of suspected buse/neglectidentified was reported
the facility's performance improvement plan, Inaccontance with stateffederal lavr to ensure
"Parformance Improvement with Abaqis," dated reposting guidellnes have been met. 1 allegation
2012, and the "Abuse, Neglect and was identified, reported in accordance with
Misapproprition® poficy dated April 2013, it was stateffadaralguideines and thorough
determined the facility failed to maintain a Quality inuestigation completed.
Assessment and Assurance Committee to )
dau:alup and implement appropriate plans of :l:d,re::d;r ;ﬁ:?ﬁ:ﬂ;ﬁﬁﬁu
action o correct Identified quality deficiencies for with BIMs scure of> B were Interviewed by the
one {1) of three (3) sampled residents (Resident Socal services director o chaplala by 5430724 for
#32). On05/25/4, staff cbserved brulsing to any suspected neglect ksues snd Residents with
Resident #32's arm and the resident made an BIMs scorm of < 8 wers assessed by DON, ADONS,
SR “arsbbect Nisheram, inerview and bl b B
. al 5 v
record review revealed Administrative staif and :::::es::x ::ﬁ;;x :m::hm
the Quality Assurance Commitise failed to ensure chaplaln by'S/30/14 for any suspected
the allegations of abuse were reported abuse/neglect concems. Abusa/neglect audits
immediately to State Agencies, faled to ensure assessmanty, Interviews and qustbnmlresw;re
residents were protecied from further potential ceviewad bythe Administrator, Reglonal Nusse
abuse while an investigation was conducted, and Consultant of the Chief Nurse Executiva by
falled to ensure investigations of allegalions 5/30/14 for any Indlcations of abuse/neglect
included residem and stafl interviews and CONCEMS.
asgessment of other residents for signs of abuse
and neglect. The faclity faled to recagnize that Chartauditsto Indlude review of nurses notas,
their established abuse policy for reporting abuse dletary notes, sockal services notes, quality of life
was not effective and therefore falled to notes and Interdlsciphinary notes ware completed
implement any comrective actions to comect these by the Director of Nursing, Asskstant Directar of
problems. (Refer to F225, F228, and F430.) Hursing, Saff Development Coordinator, MOS
Coordinators, or Reglonal Nurse Consultant by
The faciity's failure to ensure their Quality 5/30/14 for all reskients ta identify any suspacted
Assessment and Assurance Commitiea abuse/neglect allegations that bave not been
developed and Implemented appropriate plans of reported. ’
action related to abuse prevention caused, or was
likely to cause, serious injury, hann, impaiment, 3. Thefacility department managers, to Include,
or death to residents in the faciity. Immediale administrator, DON, ADONs, SOC, MOS, wourd
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Jeopardy was determined to exist on 05/24/14 at
42 CFR 463.13 Resident Behavior and Facliiy
Practicas (F225 and F226) and 42 CFR 483.76
Administration {F490 and F520) with Substandard
Quality of Care at 42 CFR 483.13 Resident
Behavlor and Facility Practices {F225 and F226).
The facility was notified of the immediate
Jeopardy on 05/29/14.

An accaplable Allegation of Compliance was
recoived on 06/02/14 which alleged removal of
the Immediate Jeopardy on 06/3114. A partial
extended survey was conducled on 06/03/14
through 06M04/14. The State Survey Agency
determined the Immedtate Jeopardy was
removed on 05/31/14 as alleged, which lowered
the scope end severity to "D” ai 42 CFR 483.13
Resident Behavior and Facility Practices (F225
and F226) and "D" at 42 CFR 483.75
Administration (F480 and F520) while the facllity
monitors the effectiveness of syatemic changes
and qualily assurance aclivities, (Referto F225,
F226, and F400).

i - TR ;"l’-i"l'E’I"ﬁt_w'dfngs inciude: . < -

Review of the facility's policy tilled “"Abuse,
Neglect and Misappropriation,” dated April 2013
revealed facility staff would report and invesfigale
-- | all allegations of verbal, sexuel, physical, and
menial abuse, corporal punishment, neglact, and
involuntary seclusion of the resident and resldent
exploltation as wel as misappropdatlon of
resident property. - According to the policy, all
allegations would be reported immediately to the
Administralor and other officials as required and
the alleged staff would be immediately removed
from the care of all residenis. In eddillon, the
palicy revealed the Administretor/designes would

In acrordance with state/Tedersl guldeinas,

i
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€are nurse, BOM, Q0L malalemance dircctor,
Housekeeplng director, D,
Marketing/Admlssions, S50, ASM, EFN MR and
Chaplaln refavkFedution fromthe Reglonal
Nutse Considtunt on 5/29/14 reganding the
abusefneglect policy and procedure which
Included - appropriately Identifying any suspactad
abuse/neglect allegations, appropsiate reporting

ensucing safety of the raddents, and conductinga
thorough Investigstion along with the Qually
Assuranca Performance Improvemant process to
include reporting of concerns to the Administrator
and line staff participaiien in development of GAM
plans, This training was performed faca to face In
order to faclitate disawston and question and
Include examples of Rems that would be -
considerad as reportable: repores of staff belng
mean, injuies of unknown origin, withholding
belongings, resident to restdent altercations to
include verhal or physical, and taking belongings
or exploitation. Post-testwas administered and
100% score obtained, if manager did not scoro
106% on post-test, then manager will ba
immediately re-educated and post-last re-
administered. This process will continue until
manages ohtalng a 100% score on post-test.

Oace the fadlity Admiaktrator, DON, ADONs, MDS
coordinator, SDC, Oirector of Dining Servicas,
Bustness office manager, Sockal Servires Directar,
Adtivities Director, Chaplain,
Matketing/Admilssions, R5M, Medical Records, HR,
Woand Carg, or FFN were re-educatad on the
ahusa policy they were then assigned o re-
educate the stoff on the abuse policy and
procedure which Indluded, bot nat limited to,
reporting, protection and investigation
requirements, which starter on 5/29/14. No
employee wiil be allowed to work uatil abuse
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make reasonable efforls ta investigate and
address alleged reports, coricerns, and
grievances.

Review of the faclity’s pesformance improvement
plan titled, “Pesformance Improvement with
Abaqis,” dated 2012, revesled the facility would
conduct an ongoing performance improvement
program designed fo systematically monitor,
evaluate, and Improve the quality of resident care.
The plan further stated the facility's Performance
improvement (PI) process was lo be Incorporaled
Inte the ongoing weekly clinlcal processes and
was to ensure immediate concems ldentified
were promptly investigated, which incdluded
allegatians of abuse.

‘| Review of incident reperts and interviews

rovealed staff obsarved brulsing to Resident
#32's amm on 05/25/14 and the resident reported
“fat Pat" (identified by the facility as SRNA #2)
“grabbed” hisfher arm.

Review aof the Daily Standup Meeling
documentation dated 05/26/14, revealad the
observation of Resident #32's bruised ann and
the allegation made by the resident ware
discussed in the meeting.

Interview conducted with the Staff Development
Coordinator (SDC) on 05/29/14 at 4:37 PM,
revealed Quality Assuranca (QA)/Standup
meetings were conducted Monday through
Friday. The SDC further stated she had attended
the meating on 05/26/14, and staled Resident
#32's bruises and the slatament mada by
Resident #32 had been discussad. However, the
SDC stated the Incldent and the resident's
statement had not been "discussed as an

education ks provided, post-test adminlstered and
100% score abtained, iFemployes did not score
100% on post-test, then emplayes wil be
Immediately re-educated and post-test re-
administered. This process will continue until
employee obtains a 100% scora on post-tast,
Education regarding the abusa policy and
procadure, to Include identification/reporting and
the Guality Assurance Perforrnance Improvement
pracess wil be included In the orlentstion process
forall newly hired staff members. Vo newty hired
employea will ba allowed to woqi unt abuse
educationTs provided, post-test administered and
100% score chizined, if employee did not score
100% on post-test, then employes will he
Immediately re-aducated and post-tust re-
administered. This process will eomtinue untl
employaa obtalns a 100% score on post-test.

Staff questionnalre regording abuse, to include the
guestlon, “What would you do if 2 resident told
you that you wera mean to them?”, i being
administered by Administratar, DON, ADONs, MDS
coordInstor, SDC, Dicector of Dlning Services,
Business offica manager, Socfal Services Director,
Activities Director, Chaplain, ©
Marketing/Admlsslons, ASM, Medical Records, IR,
Wound Care, or £FN to 10 different staff members
dally to ensure continued understanding of the
abuse/neglect pccy and procedure, appropriate
Investigating ond raporting of abuse/neglect, and
the Quality Assurance Pesformance Improvament
procass to Indude reporting of conterns to the
Administzator and line staff partidpation In
development of GAPY plan, Results of the staff
questionnalre will ba reported to the QA
committes weekly for 4 weeks, starting on
5/29/14, to detenmine the further need of
continued edueatian or reviston of plan. At that
titne, based on evaluation, the QA committer whl
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allegation of abuse" and the QA Committee had e e
not recommended any actions (o address fhe questionnalra will need to continue, Concerns
Identifled wiil be comrected immedtately and
res_!dent‘s L reported to administrater to ensuse Investigation
An Interview conducled with Assistant Direcos of m;::;‘:iﬁ::m::”‘;'fﬁ”
Nursing (ADON) #1 on 06/29114 at 5:31 PM e et R raporting
revealed tha facility's “quality cancems” wers
discussed during the Daily Standup Maetir_;gs, Hand in Hand tralning, module one, was nitlated
which were conducted Monday through Friday. an5/13/14 by SOC and completad on E/4/14.
ADON #1 confirmed Reskdent #32's statement Therals an education calendar In which al
thal the SRNA had lgrahbed. hismer amm and the modulas bave been scheduled to indudeall 6
. | brulses to the resident's arm had been discussed modules over the next 6 months. Make up
in the meeting with members of the QA sesslons will be offered untii it employees have
Committee on 05/26/14. The ADON further attended. New emjloyessin crieatation wilt
stated tha incident had baen reported to the DON recalva tha Hand in Handtralning on a set
and the Administrator, who were responasibla for schedule to ensure all § modules are completed,
conducting abuse investigations. Therefore, ha
“falt like it had been addressed.” ADON #1 The Administrator, DON, ADONs, MDS
further stated no cther actions were coosdinator, SDC, Director of Dindiig Sarvices,
recommended by members of the QA Commiltee Business gffice manager, Sodal Services Director,
when the incldent was discussed on 06/26/14. Activities Diractor, Chaphln,
L : iMarketing/Admissions, RSM, Medlcal Records, HR, -
An interview with the Director of Nursing (DON) Wound Cam, or FFN, will ba on sita daily for 4
on 05/29/14 at 6:05 PM revealed the facility's weeks to perform walkdng rounds In which 10
Daily Standup Meelings wera conducted Monday residents (five with BIMS >8 and five with BIMs <B)
i through Friday and were part of the facility's will ba istied by the department hiead and
Quality Assurance Program. The DON further Interviewed regarding stoff treatment for thosa
staled the incident and actions which had been residents that can ba isteniewed and for those
taken related to the bruises to Resident #32's sesidents who are not abla to be Interviewed tha
arm, along with the resident’s statement that the - department heads will visitthe resident, skin
SRNA had grabbed histher arm, were discussed check wili be completed by nurse as well as speak
with members of the QA Committes during the to nurse and C.N.A. regarding any noted changes
Daily Standup Meeting on 05/28/14. However, in resident behaviors. The faclity department
the.DON stated the Incident was not idenlified lo heads also will interview 10 different stalf
be an allegation of abuse, and the QA Committee members daily regarding the types of abiuse, who
had not recommended any aciions {0 be taken. Is the ﬂ‘:mw'::"ﬂh:dmw;eﬂ Is suspected abuse
ceported, wouki you do If a resident told you
An interview conducied with tha Administrator an that you were mean to them ete. which began on
05/20/14 at 6:17 PM confirmed that the facility 5/29/14. Resuits of resident and staff
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had Dally Standup Meelings that wera ulilized as
part of the facility's QA process and that facility
concems were discussed as a committee. The
Administrator stated he had not atiended the
QA/Dalily Standup Mseting on 05/26/14, when the
incident related to tha bruises observed on
Residen| #32's arm and the resident’s allegation
related to SRNA #2 had haen discussed with
membara of the QA Commitize. The
Administrator stated he would have expected the
facility's QA Commiittee to have determined the
resldent’s report was an allegation of abuse. He
stated faciiity staff should have reported and
investigated the repori in accordance with the
facility’s policy.

**The facllity provided an acceplable Allegation of
Compllance (AOC) on 06/02/14, The facility
implemented the following actions to remove the
Immediate Jeopardy:

~The sllegation of abuse reporied by Resident
#32 was reporied to the Office of inspector
General (OIG) on 05/27/14 by the DON.
Resident #32 has a BIMS score greater than 8
and a statemert was obtained on 05/25/14. The
alleged perpeirator was suspended on 05/25/14,
The facility’s investigation was initiated and
ongoing with a five-day report to be submitted to
OIG on 05/30/14, All residents were assessed for
any signs and symploms of abuse/meglect.
Those residents with BIMS scores greater than 8
were interviewed by the Social Services Direclor
or Chaplain far any abuse/neglect concems on
05/29/14. On 05/29/14, the Assislant Directors of
Nursing (ADONs) assessed the physical stafus of
residents with BIMS scores less than 8 for any
signs and symploims of abuse/neglect. The
facility atterptad to confact the 41 Power of
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quastionnalra’s will be reposted to ihe
Administrator, DON, Reglonal Nursa Consultant or
VP of Operatons dally and if the Administrator is
not In the facility the Departoent Director
eonductingthe questionnalres wit telephone the
Administrator or VP of Operations the results of
tha resident and statf questionnalres.

The Administrator, DON, ADONs, MDS
* coordinator, SDC, Directos of Dining Services,
BusIness office manager, Sodal Senvices Director,
Adtivities Ditecter, Chaphain,
MarketingfAdmissions, RSM, Medicat Records, HR,
Wound Care, or FEN will notify Administrator of
any concems immadtately regarding the above
resident and staff questionnalres related to abuse,
mistreatment, neglect of misappropriation,
ensuring resikient is safe, A binder, which Is passed
on to each Department Head assigned to perform
the resident and staff questionnaires daily, which
contalns a resident roster fn which the interview
date and shift1s noted next to mskdent pame tn
ensure that residents with BiMs >Bwilibe
Interviewed and residents with BIMs<Bwill be
visited, with skin checks completad, beglnsing on
5/29/14. The MDS Coordinators have the
rasponsibility for updating the bindes weekly to
Identify residents with BiMs >8 and residenis with
BiMs <8. fabuse, mistreatment, neglect or
misappropriation is alleged during the interviews
and or visits or reported by a staff member the
Department Head will ensura the reskdent is safe,
report to a charge nurse In which the charga nurse
will remove the alleged perpetrator to a nor-
patient cara area and notify the Administrator,
Director of Nursing, amd/or Soctal Serviees
birect/Abuse Coordinator, The alleged parpetrator
wilt be suspended and a thorough Investigation
will baginimmediately,
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Attomeys (POAs) for the residents with a BIMS
score less than 8 to ask if they had any concerns
ralatad to ebuse/neglect and succassfully
contacted 26; the Soclal Semvices Diraclor, tha
Chaplain, the DON, and/or the Administrator will
continue to atiempt o contact the remaining 15
POAs until &ll have successfully been contacted.

~The allegation of abuse related to Resident #33
that cccumred on 05/24/14 was reported to OIG on
05728/14 by the DON and reported to Adult
Protective Services (APS), the Ombudsamian, the
residents physician, and the POA on 05/30/14 by
the DON. A facifity nurse assessed Resident #33
on 05/29/14 and the resident had a psychosacial
assessment completed by the Social Services
Director on 0530114, Resident #33 was
Interviewed and a statement was obiained by the
facility's Soclal Services Director on 05/3014.
The alleged perpetrator was no longer employed
by the fadility. The facility's investigetion was
initiated and angoing with a five-day report to be
submitted to OIG on 05/30/14. All residents were
assassed for any signs and symptoms of
abusefneglect. Those residents with BIMS
scares greater than 8 were Inlerviewed by the
Soclal Services Director or Chaplain foc any
abusa/neglect concerns on 05/28/14. On
06/20414, the ADONs assessed tha physical
status of residents with d BIMS score lass than 8
\for any signs and symptoms of abuse/eglect.
Tha facility attempted to cantact the 41 POAs lor
the residents with a BIMS score less than 8 to
ask if they had any concems related {o .
abuse/neglect and successfuily contacted 28; the
Social Services Director, the Chaplaln, the DON,
and/or the Administrator will continue to altemgpt
to contact the remaining 15 POAs until all have

successfully have been confacted.
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The Administrator, Director of Nursing, Sodal
Services org member of reglonal staff will review
all rasident and staff quasticnnalres dally for any
griavancesfconcems andfar suspacted allegations
of abuse/neglect. Any suspected allegations of
abusefneglect wiil be Immed{ately reparted In
atcordance with state/federal guldelines and i
thorough Investigations of any suspected
allegations nfabuse/negloct along with any
grievancesfconcems will be lnitiated upon recelpt,
starting on 5/30/14,

During care plan conference for each reslident any
potential aegation of abuse/aeglact willbe
diseussed and education will be provided on
whom to report nbuse/nsglect concerns by the
MES coordinator.

The Administrator, Sockl Services birecior or the
Director of Nuesing will review, daity, the
grievances and Incldent/eccident reports, starting
5/29f14, to determine if there are reportabie
allegations that have nat been identified. Sodal
Sesvices Director or ths Drector of Nurstng wiil
repast to the Administrator any kdentified
allegations of abuse, oeglect or misappropriation
tmmediately atter thor review. The Administratos
will report any allegations of abuse, neglect or
misapproptiation In acconfance with stateffederal
guldefinesto meet reporting requivements,

An emergency residest coundll meeting was held
on 5/30/14, Administratorand SDC attended, to
discuss any ahuse/meglect concerns and to previde
edugation on whom e report any abuse/acglect
concerns without fear of retribution. All residents
with BIMs < 8 POA's were attempted to be
contacted by Socfal Services Director to discuss
any abuse/neglect concemns and 1o provide
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concems without fear of retribution on 5/30/14,
—The allegation of abuse reporied by Resident
#35 was raported to the Office of Inspector Nursing Adminlstration {(DON, ADON, Unit
General on 05/29/14 by the DON and reported to Manager, Staff Development Coordinator, MBS
APS, the Ombudsman, the resident's physician, staf, facility formutary nurse, medical records, ar
and the POA on 05/30114 by the DON. Resldent sodal service director) will review docismentation
#36 was physlcally assessed by a nurse and in tha chartin order to assess for any igns of
{ psychosacially assessed by the Soclal Services dacumented evidence mgarding abuse, neglect, ar
Director on 05/30/14. Resident #35 was misappropriation daify on 5 residents staning on
interviewed and a statement was obiained by the €/5/14. Anyof the above concerns Idemified, the
Social Services Director an 05/30/14. The member of Nursing Adminktration will first ensure
alleged perpetrator is na longer employed by the resident is safa by performing an assessment,
facility. The facility's investigation was initiated natify 2 chirge nurse, Thaabuse policy will ba
and ongoelng with a five-day report to be followed in which the alleged perpetrator will be
submittad fo OIG on 05/30/14. All residents were removed from a resident carm area (i an duty) and
sssessed for any signs and symptoms of the Adminlstrator, DON, o Socla) Servica Director
abuse/neglect. These residents with BIMS will be notified. Adminkstrator and/er DON will
scores greater than 8 were interviewed by the immediately reportin accordance to state/federal
Social Services Director or Chaplain for any guidelines and tharcugh Imvestigatian will be
abuse/neglect concems on 05/29/14. On Inlttated and completed.
06/20/14, the ADONSs assessed the physical 4
status of residents with BIMS scoses loss than 8 Administrator will keep anabuse Investigation log
" for any signs and symptorms of abusefeglect. that will incdlude documentation of the following:
The facility attempted to contact the 41 POAs for ensura resident s protected, reportIs fed Umely,
the residents with a BIMS score less than 8 to perpetrator is removed from patient care area and
ask if they had any concemns relsied to thorough tvestigation s completed. The
' abuse/neglect and successfully contacted 26; the Gk AL L L TU B RS
Soclal Services Director, the Chaplain, the DON, ana of the following; Sigmatura Care Consutant,
and’or the Administralor will continue to attempt VP of Operstions, or Special Projects
to contact the remalning 16 POAS untl all have e e D SR O
. or Chief Nurslong Exectitive will reviaw log fos
successfully have been cortacted. companca weekly, stating o0 675/14 for 4
~All residents ware assessed for any signs and weeks, then monthly.
symptoms of abuse/neglect. Those residents in the event of any new reports of afeged abuse,
with BIMS scores _greatef than 8 were [nterviewed ' neglect or misapgraptiation of propesty, one of
by the Social Sarvices Director or Chaplain for the following will ba contacted within 24 hours
any abuse/neglect concems on 05/28/14. On and then agaln pifor to making the final five day
05/29114, the ADONs assessed the physical Investigation reportto 04G: Signature Care
status of residents with BIMS scores less than 8
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for any'signs and symptoms of abuse/neglect.
The facility attempled fo contact the 41 POAs for
the residents with a BIMS score less than 8o
ask if they had any concema calated to
abuse/neglect and successfully contacted 26; the
Social Sanvices Direclor, the Chaplain, the DON,
and/or tha Adiministrator will continue to attempt
{o conlact the remaining 15 POAs until all have
successfully been contacted. The Administrator,
the Regional Nurse Consuttant, and the Chief
Nurse Executive reviewed abuse/negleci audits,
assessments, Interviews, and quastionnaires on
05/30/14 for any indications of abuse/neglect
CONCems.

—~The faclity's Regional Nurse Consultant from
the corporate office re-educated the facility
Administrator, the DON, the ADONSs, tha
Minimum Data Set (MDS) Coordinator, the Staff
Developrnent Coordinator (SDC), the Direclor of
Dining Services, the Busingss Offica Manager,
the Social Services Direclor, the Activities
Director, the Chaplaln, Marketing/Admissions,
Médical Records, Human Resources, and Wound
Care staff on 05/26/44 on the facility’s abuse
policy and procedure. The education Included but
was not limited to thorough investigations,
reposting immediately, and the Quallly Assurance
Performance Improvement (QAPI) process,
including reporting of concams 1o the
Administrator and floor staff parlicipationin =~ +
daveloprment of QAPI plans. This training was
parformed face to face in order to facililate
discusslon and guestions and included examples
of items that would be considerad as reporieble:’
reporty of siaff being mean, injuries of unknown
origin, withholding belongings,
resident-to-resident altercations to include verbal
or physical, and 1eking belongings or exploitation.

Consultant, VP of Operations, Chiel Operating
Offlcer, Speciz] Projects Administrator or Chief
Nursing Executive. The reviewer {Signature Cara
Consultant, VP of Operations, Chlef Oparating
Office, Speckl Projects Administrator or Chlef
Nursing Executive) will insure the cesfdent s -
protacted, report is filed Umely, the perpetratoris
removed from the patient care areaand a
thomugh vestigatian ks nttated and completed,

Administrative ovessight of the facifty will be
completed by the Special Projects Adminkstrator,
the Regional Vice President of Operations,
Signature Care Consultant, Chief Nursing Executive
or Chlef Operating Officer weekly starting 6/5/14
for 4 weeks, then monthhy.

DON, ADONs, or SDC witl ahserve the cara
defivery, for any suspected ahuse/neglect
concems on 1 residentfusit dally (Monday
through Friday) stacling on 6/5/14 for 4 weeks.
Any toncerns noted the nursing administration
will first ensura resident is safe by performing an
assessment and notify a charga nursa. Theabuse
policy witf be fallowed In which the alleged
perpetrator will be remeved from a resident core
area and the Administrator, DON, or Sodaf Servica
Director wil be notified. Administrator and/for
PON wil] iImmediatefy report In accordancato
state/fedenl guldaiines and thorough
investigation wil] be Initiated and completed.

4,  Administrative oversightof the facllity will be
completed by the Special Projects Adminkstrator,
the Aeglonal Vice President of Operations,
Signatuse Cara Consultant, Chief Nursing
Executive, or Chief Operating Officar, weekly for 4
weeks beginning 6/5/14, then monthty.
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Depariment adminlstrative managers were nol
allowed lo retum to work untll abuse education
was provided, post-tests adminfstered, and a
score of 100% obtained. I tha manager did not
score 100% on post-lest, then the manager was
immediately re-educated and re-lested. This
process continued until all managers obtained a
100% score on the post-test. All post-tests were
raviewed for compliance by the Chief Nursing
Executive (CNE}).

—AfRer the faciliity Administrator, DON, ADONs,
Minimurn Data Set (MDS) Coordinator, Staif
Development Coordinalor (SOC), Director of
Dining Services, Business Office Manager, Social
Services Director, Activities Diractor, Chaplain,
MarkefingfAdmissions staff, Medical Records
staff or Direclor, Himan Relations (HR) staff, or
Wound Care siaff wers re-educaled on the abuse
policy, the Adminisirative staff was assigned to
re-educate the steff on the abuse policy and
procedure which included but was not limitad to
reporting, protection, and Investigation
requirements, which staried on 05/28/14. The
facility did not allow any employee to work until
abuse education was provided, post-test
administered, and 100% score obtained. ¥ the
amployee did not score 100% on the post-test,
the employee was immediataly re-educated and
the postest re-adminislered, This process

' continued until all employees oblained a 100%

' score on the post-test. Education regarding the
abuse policy and procedura, induding
Identification/reporting and the Qualily Assurance
Performance tmprovement process was added In
the orieniation process for all newly hired slaff
members. No nawly hired employee would be
allowed to work until abuse education was
provided, post-test administered, and 100% score

The Administrator or Sigrature Care Cansultant
will audit compliance of the above stated
auditsfreviews Jatty {M-F). Results of the
audits/reviews, which indude, restdent interdews, .
resident skin checks, staffquestionnalres,
grievance log review, Afl review, chart
documentation awdits and care dellvecy audits

will be reposted to the QA committee weekly x4
weeks to determine tha lurther nead of continued
education or revision af plan, At that timae, based
on evaluation, the QA committes will determine at
what fraquency the audits/revtaws, along with
monitoring for compkance, will need to continue.
Concems \dentified will be corrected Iinmadiately
and reported to administrator to ensure
Investigation of suspected neglert was
nvestigated and complated along with reporting
guldelines am met.

AfoRow-up questionmatre will ba completed by
the Adminlstrator, Birector of Nursing, Assistant
Directors of Nursing, MOS Coordinator, Sodal
Services Dirgctor, Quallty of Life Director, Dletary
Manager, Plant Operations Director, Chaplin,
Medleal Reconds, Human Resource Director, Staff
Development Caordinator, Business Offica
Manager, Facility Formulary Nurse or the
Emvironmental Services Manager for 10 different
staffmambers dally for 4 weeks beginning 6/5/14,
0 ensure continued understanding regarding the
abuse/neglect policy, appropriate reporting, ‘
Identification, and implemanting care plans io
mesat rasident cara neads.

A Quadity Assurance meeting will be held wenkly
for 4 weeks beginning 5/218/14, then monthly for
reeommendations.and further follow up regardlng
the above stated plan. At that time based upon
evaluation the QA Committee wil determine at
what frequency the audits witl need to continue.
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obtained. If the employee dld not score 100% on
tha post-ieat, the employee was immediately
re-sducated and re-tesled. This process
coptinued until employese obtalned a 100% score
on the post-lest.

—Staif questionnaires ragarding abuse, including
tha questien, "What would you do If a resident
told you that you were mean to them?® were
administered by the Administrator, DON, ADONSs,
MOS Coordinator, SDC, Directar of Dining
Services, Business Office Manager, Social

‘| Sesvices Director, Activities Direcior, Chaplain,

Marketing/Admissions, Medical Records, HR, or
Wound Care staff to five staff members on each
ehift and differant steff members until immedlacy
was removed, After removal of immediacy, ten
slaff questionnaires were administered to staff
daily to ensure continued understending of the
abuse/neglect pelicy and procedura, appropriate
invesligating, and reporting of abuse/neglect.
The quasticnnaire also Included questions related
to tha QAPI process to include reporting of
concarmns fo the Administrator and floor steff.
participation in development of tha QAP plan.
Rasulls of the staff quesilonnalre were reported
{o the Quality Assurance (QA) Commillea weekly
lo determine the further need of continued
education or revigion of the plan. Al thal tire,
based on evaluation, the QA Committea would
detenine at what frequency the staff
questionnaire would need to continue. Concems
Identified were comected Immediately and
reported to the Adminisirator lo ensure
Investigetion of suspected abuse/neglect was
Investigated/completed and reporting guidelines
were met.

—HR performed an audit of alt personnel files for

The Adminlstrator has the oversight to ensure an
effective plan tsin place to meet resident
wellbeing as well as an effecive plan to ientify
facifity cancerns and Tmplement a plan of
correttlon to lovolve all staff of the facility.
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any abuse concems on 05/29/14. items that
were reviewed: Coaching and Counseling forms,
suspension forms, and terminafion forms.
Resulis of the audit ware given to the Chief
Nursing Executive on 05/30/14, fo review for any
abuse/neglect concems that needed reporting.
There were no concems identified.

--A nurse from the facility's regional team or
corporate office had been on-sila since 05/28/114
and remained [n the facility daily untll the jeopardy
was removed. The nurses from the regional
team or home office assisted with investigations,
observed staff treatment of residents, performed
chart audits, and provided oversight and
consultation. The Chief Nurse Executive, Clinical
Compliance Nurse, or Director of Clinical
Programs wera In daily confact with the reglonal
nurse consultant and reviewed allegations.

—All facility grisvances filad since 04/01/14 were
reviewed by the Administrator, DON, or Regional
Nurse Consultant on 05/30/14 to determina if any
itams documented were a reportable event. The
Administrator was notified of one allegation of
possible abuse. The Administrator reported the
allagations to the Office of Inspeclor Genaral on
05/30/14. The Administrator, Soclal Services
Director, or lhe Diractor of Nursing reviewed the
grievances and incldent/accident reperis daily,
until immediacy was lited, which was initiated on
05/28/14, to determine if there were reportabla
allegations that had not been identified. The
Soclal Services Director or the Director of Nursing
reported to the Administralor any identified
allegations of abuse, neglect, or misappropiiation
Immedialely sfter their review. The Administrator
will report any allegations of abuse, neglect, or
misappropriation 1o the Office of Inspector
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General, Adult Protective Services, and the
Ombudsman.

—An emergency resident council meeting was
held on 05/30/14; the Administrator and SDC
aitended the meeting to discuss any
abuss/nagleci concams and to provide education
on whom {o report any abuse/neglect concems
without fear of retribution. The Sccial Services
Director aitempted to contact the POAs of all
residents with BIMS scoras less than B to discuss
any abuse/neglect concems and {o provide
education on wham to report any abuse/neglect
concems without fear of retribution on 05/30/14.

—The Administrator, DON, ADONs, MDS
Coordinator, SDC, Director of Dining Services,
Business Qffice Manager, Social Services
Director, Activities Director, Chaplain,
Marketing/Admiasions, Medical Records, HR, and
Wound Care Nurse (one per shif) were {o be
‘on-site each shift to pesform walking rounds in
which ten residents (five with BIMS scores
greater, than 8 and five with BIMS scores less
than 8) were visited by the Department Head and
those residents that could be Interviewed wera
Interviewad regarding the staff treatment. The
Oepartment Head visited and a nurse conducted
a skin check on tha residents that were not able
io be interviewed. The Depariment Head also
spoke fo nursing staff and State Registered
Nursing Assistants (SRNAe) regarding any noted
changes in the residents’ behaviors. The facilily
Depariment Head also Intarviewed five staff
members each shift regarding the types of abuss,
who the facility's Abusa Coordinator was, whan to
report suspected abuse, what io da if the resident
reported you were mean to them, elc., which
began on 05/29/14 and continued unfil the
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immediate jeopardy was lifted. Resulls of
resident and staff questionnalres were reparied to
tha Admiristrator, DON, Regicnal Nursa
Consultant, or Vice President (VP) of Oparations
daily and if the Administrator was not in the
facility, the Dapartment Direcior conducied the
questionnaires and telephoned tha Administrator
or VP of Operations with the resuits of the
resident and staff questionnairas, This confinuad
unti! the Immediats jeopardy was lified.

~The DON, ADONs, MDS Coardinatar, SDC,
Direclor of Dining Services, Business Office
Manager, Social Setvices Direclor, Activities
Director, Chaplain, Marketing/Admissions,
Medical Records, HR, or Wound Care staff
immediately notified the Administrator of any
concemns regarding the abova rasident and staff
questionnalres related lo abuse, mistreatment,
neglect, or misappropriation and ensured the
residont was safe. A binder (which conteinsa
resldent rostarin which the Interview date and
shift is noted next to the resident name), which is
passed on to each Department Head assigred to
perform the resident and staff questionnairas
each shift, to ensure that residenta with BIMS
scores graater ihan 8 were intervieved and
residents with BIMS scores less than 8 were
visited and skin checks completed, began on
05/22/14 and continued until the jeopardy was
lifted. The MDS Coordinators had the
responsibility for updating the binder weekly to
identify residents with BIMS scores greater lhan B
and residents with BIMS scores fess than 8. If
abuse, mistreatment, neglsct, or misappropriation
was alleged during the inferviews or visits or
reported by a staff member, the Department
Head ensured {he resident was safe, reporied to
a Charge Nurse, the Chargo Nurse removed the
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alleged perpetrator to a non-patlent care area,
and nolified tha Administrator, Director of
Nursing, and/or Social Sarvices Director/Abusa
Coordinator. Tha alleged pampetrator was
suspended and an investigation began
Immediataly.

~The Administrator, Director of Nursing, Social
Services Direcfor, or a member of the facifity’s
regional staff reviewed all resident and staff
questionnaires daily for any grievances/concems.
Invastigations of grievances/concerns wera
tnitiated upon receipt, starting on 05/30/14.

~Nursing Adminlstration (BON, ADONs, Unk
Managers, SRC, MDS staff, facility formulary
nurse), or the Medical Records or Social Senvices
Director, reviewed documentation in the Nursing
Motas in order ta assess for any signs of
documentad evidenca regarding abuse, neglect,
or risappropriation daily on ten different
resldenis each day. if any of the above concems
were identified, the member of Nursing
Administration first ensured the resident was safe
by performing an assessmnent and then notified a
Chargs Nurse. The abuse policy was followed in
which the alleged parpetrator was removed from
a reslident care area (if on duty) and the
Administrator, DON, or Social Services Director
was notified.

-All reslident charts were reviewed from 04/01/14
" | by Nursing Administration (DON, ADONs, Unit )
Manager, Staff Davelopment Coordinator, MDS
staff, Facility Formulary Nurse, Medical Records,
Marketing/Admisslens, or Soclal Seyvices
Director) or reglonalicorporate nurses by
05/30/14 for any documentation regarding abuse
with no new incident being idenlified. Ten charts
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were raviowed by a member of Nursing
Adminlstration or the facility's regional or homa
office nurse daily to ensure that ne other abuse
allegations had been decumented but not
reported. This confinued until the immediate
jeopardy was removed.

~The Administrator, Director of Nursing, and
Social Services Direclor reviewed and discussed
all abusa Investigations daily to ensure (hat the
resldents were protected, the alleged perpetrator
was ramoved from the msident care area, reports
ta the Office of Inapector General wers filed
timely, and a thorough investigation was
compleled. The Administrator maintained an
abuse Investigation fog that included
documentation of the foilowing: ensured
protection of residents, removed perpetrator from
resident care area, reporis o the Office of
Inspectos Generat filed timety, and thorough
investigations completed. The Administrator and
one of the following, Chlef Operating Officer,
Chief Nurse Execullve, or Reglonal Nurse
Consuflant, reviswed the abuse investigation to
ensure protection of the resident; that the
perpetrator was removed from the resident care
area; that reports to the Office of Inspector
General were filed timely; and that a thorough
Investigation had been completed. This will occur
daily unti! removal of immediate jeopardy.

—For new repotts of alleged abuse, neglect, or
misappropriation of property, after the immediale
jeopardy was remaved, one of the following was
contacted prior to making the final five-day
investigation report to OIG: Signature Care
Consuliant, VP of Operations, Chief Operating
Officer, Special Projects Administrator, or Chigf
Nursing Executive, The raviewer {Signature Care
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Consultant, VP of Operations, Chief Operating
Office, Special Projects Adminietrator, or Chief
Nursing Executive) ansured the resident was
prolected, report was filed timely, the perpetrator
was remaved from the patlent care area, and a
thorough investigation waa completed.

—With any naw report of alleged abuss, neglect,
or misapprapriation of property, ene of the
following was contacted within 24 hours fo review
the abuse Investigation to ensure that a thorough
investigation was completed and reporting
timelines were met: Signature Care Consultant,
VP of Operations, Chief Oparaling Office, Special
Projects Administrator, or CNE.

-All incident reporis from January 2014 to -
03/28/14 wera reviewed by the Direclor of
Nursing, the Assistant Diractor of Nursing, Staff
Development Coordinator, or Regional Nurse
Consultant o identify any concems of suspecied
naglact by 05/30/14. None was Identified.

--During care plan conference for each resident,
any abuse/neglect concerns were discussed and
abuse/neglect educstion, fo include reporting,
was provided 1o the resident and/or POA with
supporiing documentation noted.

—Administrative oversight of the facility was
completed by the Special Projects Administrator,
the Regional Vice President of Operations, a
member of ragional staff, or the CEQ daily untl
removal of immediacy beginning 05/28/14, lhen
weekly for four weeks, and then mondhly.

—The DON, ADONSs, or SDC chserved the care
delivery for any-suspected abusa/aglect
concerns on five residents daily until the removal

F 520
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of immediacy and then weekly (Monday through
Friday). The results of the care delivery audits
were reported to the QA Committee weekly to
datennine the further need of continued
cducation or revision of plan. At that time, baged
on evaluation, the QA Commiittes would
determine at what frequency the audits needed to
continue. Concems ideniified were comected
Immediately and reported o the Adminisirator to
ensure investipations of suspacted abuse/neglect
wera invesligated/completed and reporting
guidelines were met.

--A Quality Assurance meeting was held weekly
for four weaks beginning 05/28/14, then monthly
for recommandations and further follow-up
regarding the above stated plan. At that time,
based upon evaluation, the QA Commitiee would
determine at what frequency any ongoing aucdils
would need to continue. The Adminisirator had
the oversight to ensure an effective plan was in
placa to meet resident well-heing as well as an
effective plan to identify facility concerns and
impternemt a pian of correction to involve all staff
of the facility. Corporate Administrative oversight
of the Quality Assurancs meeting was (o be
completed by the Spedial Projects Administrator,
the Regional Vice President of Qperations, a
member of regional slaff, or the Chief Executive
Officar (CEO) daily until remaval of immedlacy
beginning 05/29/14, then weekly for four weeks,
and then monthly.

“The surveyors validated the Immediate
Jeopardy was removed as follows:

Review of the facllity's investigation and
Intervlews with Adminisirative Staff revealed the
allegation involving Resident #32 was

F 520
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investigated and reporied to the appropriate State
agency. The investigation includad inlerviews
with staff and residents and physical
assessments of residents that were not
interviewable. The investigation also included
intarviews with POAs, questioning for any
concerns related to abuso or neglect.

Review of the facdility’s investigalion and
interviews with Adminisirative staff revealad the
allegation involving Resident #33 was
investigated and reported to the appropriale state
agency. The investigation included intervlews
with staff and residents and physical
assessmanis of residents that were not
inferviewable. The investipation also included
interviews with POAs, questioning for any
concems related to abuse or neglect.

Review of the facility's investigation and
interviews with Administrative staff revealed the
aflegation that involved Resident #36 was
investigated and reporied to the appropriate state
agency. The investigation included interviews
with Resldent #35, staff, and residents and
physical assessmenls of residents that were not
interviewable, The investigation also included
interviews with POAs, questioning for any
concems relaled to abuse or neglect.

Review of the facility's assessmerts for signs and
syrmptoms of abuse and resident interviews
revealed the faclity completed them on 05/28/14,
Interview with the Regional Nurse Consultant on
06/04/14 at 9:15 AM revealed as of 06/03/14, only
six POAs had not been contacted so the facility
sent the abuse/neglect questionnaire by certified
mail to the POAs. Areview of the abuse/neglect
assessments, abuse/neglect audlls, and

F 520
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abuse/neglect interviews revealed the
Administrative staff provided validation and
oversight.

Review of Adminisirative staff education and
tasting, provided on 05/29/14, relatad to
abuse/neglect palicy, investigations, reporiing,
and the Quality Assessment process was
reviewed and validated by the Chief Nursing
Execufive (CNE).

Review of staff educatlon and post-testing relaled
fo the abuse policy and procedura which included
reparting, protection, and investigation
requirements revealed the education was
provided on 05/29/14, as per the AOC, Interview
wilh tha Reglonal Nurse Consultant on 06/04/14
at 9:15 AM, revealad during the staff In-service
examples were given of different situations of
abusefneglect and the staff had to explain the
appropriate ections. Further interview with the
Regional Nursa Consultant revealed the facility
had not hired any naw emplayeas.

A review of the staff quastionnaire regarding
sbuse was being done as reporied in the AOC.
Interview on 06/04/14 at 9:15 AM with the
Reglonal Nurse Consultant revealed no issues
had been ldentified through the staff
questionnalres.

Review of the HR Audits of personnel files
revealed the CNE validated review by signature
on the back of the audit forms. Interview with the
Reglonal Nurse Consuitant on 08/04/14 at 9:15
AM revealed there were no issuss idenlified with
the raview of the employse files.

Interview on 06/04/14 at 8:15 AM wilh the

F 520
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Reglonal Nurse Consultant revealed a corporate
staff member had been at the facility since tha
jeopardy was identifled and had been reviewing
ail allagaticns to ensure a thorough Investigation
was conducted. Further interview revealed the
corporate staff was also conducting charl audils,
observad staff treatment of rasidents, and
provided consultation.

Intesview on 0B/04/14 at 3:15 AM with the
Regional Nurse Consuliant revealed all facility
grievances filed since 04/01/14 wera reviewed for
possible allegations of abuse/neglect. The
inferview revealed one grievanca was related fo
cigaretles that were missing. The incident was
investigated with no concerns identified.
Continued inlarview reveated the fadility's
smoking policy had recently been updated to
account for all residenls’ cigareftes.

Interviews on 08/04/14 with tha Regional Nurse
Consullant and SDC revealed a Resident Council
meefing was held on 05/30/14 to discuss
abusefneglect concams and education was
provided on reporting abusemeglect concerns
without fear of retribution. The Interview further
revealed residents that did nol attend the meeting
were also provided educatlon related to reperiing
ahuse,

Intarview on 08/04/14 with the Regional Nurse
Consultant and the Administraior revesaled as of
05/29/14 a dally census was completed and
residents were chosen by 1he Administ=tor to be
interviewed and 10 cbsetve staff as they provided
cara io the resident which was done by
Administrative Staff, The interview further
revealed staff providing care fo rasidents with a

BIMS score less than 8 were inferviewed about
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changes in the resident, The Administrator or a
member of the regional team validated the
interviewe and observalions of care were
completed.

Interview on 08/04/14 with the Reglonal Nurse
Consultant and the Administrator revealed a
bindar with all questionnaires related to
abuse/neglect was passed to each Depariment
Head assigned to distribute the questicnnaires.
The interview further revealed the staff had
notified the Administrator with the results of the
guastionnaires. A review of the binder revealed
no issues wera idenlified. The binder contained a
resident roster which Included the dates and
shifis the resldents had been intarviewed or
asgessed. The binder had been updated as
BIMS scores changed. There were no issues
identified during the interviews.

Interview on 06/04/14 at 9:15 AM with the
Reglonal Nurse Consultant revealed the
Administrator or regional ieam member had
reviewed all questionnaires with no issuss
identified. A review of the questionnaires
revealed a signature valideted the questionnaires
had been reviewed.

Interview with Administrative Nursing Staff on
06/04/14 revealed resident charis had been
raviewed sach day for entries in the Nurse's
Notes that could be related to abuse or neglect.

Interview on 06/04/14 with Adminlstrative Nursing
Staff ravealed all resident charls had been
audited from 04/01/14 for any documentation
regarding abuse and ho new concems were
identified. The interviews revealed ten chards
continued fo be reviewed daily for any new
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documented evidence of abuse that was not
raported.

Intervisw on 06/04/14 with Adminlstrative Staff
and the Regional Nurse Consultant revealed afl
abusa investigations had been discussed and
reviewed daily to ensure the facllity's abuse pollcy
was followed to ensure the resident was
protecied, the perpetrator was removed from the
resident care area, the incident was reported
Himely, and an Invesfigation was completed.
Further Interview revealed the Adminisirator
maintzined an abuse log o ensure all areas of
the investigations were compleled. Continued
inlerviews revealed the Adminlistrator and one
comporate staff member reviewed Investigations
to ensure they wera complete.

Interview on 0B/04/14 at 8:15 AM, with the:
Regional Nurse Consultant ravealed after the
Immedlate Jeopardy was removed new reporis of
alleged abuse [nvestigations will be reviewed by a
Corporate Staif Member prior fo the five-day
report being sent to OIG, The Corporate Staff
member will ensure the resident was protecled,
the Incident was reported timely, the parpetralor
was removed from patient care area, and a
thorough investigation was complsted.

intecview on 06/04/14 at 8:15 AM, with the
Regional Nurse Consullant revealed new reporis
of abuse or neglect will be reported to a
Corporate Staff Member within 24 hours Lo
ensure an invastigation was compleled and fhe
reporting timelines were met.

Interviews on 06/04/ 4 with Adminiatrative
Nursing Staff and the Regional Nurse Consultant

revealed all incident reports that had been
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complelsd since January 2014 were reviowed for
concems related to abuse/neglect and none were
identified.

Interview on 06/04/14 with the MDS Coordinator
revealad questions ahout concemns ralated o
abusefneglect and education about reporting
abuse/neglect were added to the care plan
conferences. The Interview further revealed
rasident family members that attended the care
plan conferencas were questioned about
abuse/naglect concems in the facility and
sducated on how to report an abuse/neglect
concerm.

Interviows on 06/04/14 with the Administrator and
the Regional Nurse Consuftent revealed
administrative oversight was completed weekly
and will continue maonthly after the Immediata
Jeopardy was removed.

Interviews on 08/04/14 with tha DON, ADON, and
SDC revealed obsarvalion of staff as they
provided eare was complated for any suspectsd
abuse/neglect concems on a daily basis for five
residents and-will continue weekly after the
removal of the Immediate Jeopardy. Confinued
intarviews reveeled the reports were reparted to
the QA Commitiee to determine the need for
additlonal educatfon concems or change of the
plan.

Interviews on 08/04/14 with Administrative Staff
ravealed a Quality Assurance meeling had been
held weekly beginning 05/29/14 and will be held
weekly for four weeka and then monthly. The
interviews further rovealed evaluations by thée
Committea would detarmmine the frequency and
length of ongoing audits. Further interviews

F 520
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ravealed corporate oversight had been in place
since 05/29/14, on a daily basis, uatil the
immediate Jeopardy was removed and will
continue weekly for four weeks and then will
continue monthly.
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