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COVINGTON'S CONVALESCEN’J’

FVOOO ENITIAL‘C_?MMENTS! F 000 CENTER, INC. acknowledges receipt of
- e - - the statement of deficiencies and propose
Amended SOD - F490 added this plan of correction to the extent that th
o . - . summary and findings is factually correqt

An Abbreviated Survey investigating KY20857 and in order to maintain compliance wit

was conducted on 10/18/13 through 10/23/13 to
determine the facliity's compliance with Federal
requirements, KY20857 was substantiated with
. immediaterdeopardy identified on 10/23/13 and

applicable rules and provisions of quality
of care of the resident. |
COVINGTON’S CONVALESCEN

determined to exist on 10/15/13, at 42 CFR CENTER, INC.’S response to th
483.13 Resident Behavior and Facility Practices : statement of deficiencies and plan of
at F225 and F226 at a scope and severity of a correction does not denote agreement wit
"J". Substandard Quality of Care was identified at . the statement of deficiencies nor does it
42 CFR 483.13 Resident Behavior and Facility constitute an admission that any deficiencl
Praclices. The facliily was notified of the is totally accurate.
Immediate-Jeopardy on 10/23/13. A partial
extended survey was conducted on 11/01/13. F 225 483.13(c)(1)(ii-ii), (c)(2-4)
i f

Two Certified Nurse Aides (CNAs #2 and #3) L%%%%T;%é{%\gfmgmc ATIONS
failed to follow the facility's policy and procedure \INDIVIDUALS
for reporting two (2) separate Incidences of abuse ;

- by CNA #1ito the Nurse Supervisor immedialely. , .
On 10/15/13 at approximately 5:00 PM-5:30 PM, Correetive Action:
CNA#2 observed CNA#1 put a piece of clothing .
with feces up to Resident #1's face as she The Administrative Secretary has in the
“"fussed" at him/her, CNA #2 failed to immediately past and continues presently, to check each
report the incident to the nurse, and instead new employee for listing on the Nur:
provided care to fhiee {3) other residents. in  Aide Abuse Registry as well as a Criminal
addition, on 10/15/13 at approximately 7:20 PM, Records Check. CNA #1 was not listed oh
another CNA (#3) observed and heard GNA #1 either of these in any negative way upoh
sirike Resident #1 on the head and State, "} hate hire or during her en]pfoyn]ent_ The
you, bitch.” CNA #3 failed to report the incident Administrator has implemented protocol
immediately to the Nurse Supervisor, and instead to have new hires complete Stop and Yejl
went {o another resldent's room. CNA #3 did not program with Abuse and Neglect training

report what she had witnessed until she spoke
with CNA#2, and discovered CNA #2 had also
wilnessed an event of abuse by CNA#1. Both
CNAs faited to foltow the facility's poticy and
procedura;for reporting incidences of abuse and

. prior to working in resident care areas.
This protocol was initiated 10.23.2013 and
will be handled by the Director of Nursing
for nursing employees. |

! e
LABORATORY,RIBECTO sopn b pOER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
e . L )~ 2DH.

Any deficlency stalement ending wilhien asterisk {*} donotes a doficioncy which the institution may be excused from corfacling providing il is delermined that
other safeguards provide sulficiant prolection lo the patlents. (See instructions.) Except for nursing homaes, the findings stated shove are disclosable S0 days
following tha dato of survey whether or not o plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these-docunients are made available to the facilily. If deficlencles are cited, an approved plan of corraction is requisite to conlinuad

program participation.
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The Assistant Administrator DID report
. F 000 | Continued From page 1 F 000 : . é
I B : the abuse allegation of 10/15/2013 to
> neglect to the Nurse Supervisor immediately. Office of Inspgctor General and Adujt
The facility failed to conduct a thorough Protective Services, ectc as required
investigalion, CNA#2 wrote a statement detailing B ’ ) |
the incident she witnessed; she did not sign tha gjeagsa;#dfmg %l ]e%gib;;e&ﬁ;;n SF)A _#E ©
stalement, as she wanted to be anonymous. The b o ): ”'e : . y fepo
facility failed to investigate this wrilten statement, the abuse allegation against CNA #1 to the
no inferviewss or actions were taken. LPN#1 on the date of the incident (10-15-
o 2013) as well as, the LPN #1 reported the
An acceptable Allegation of Compliance (AcC) abuse allegation immediately to the
was receivied on 10/29/13, alleging removal of the Director of Nursing where the DON toid
immediaté’Jeopardy on 10/26/13. The State LPN #1 to temove CNA #1 from the caré-
Survey Agency valldated on 11/01/13 that . giving area and have her exit from the
Immediate Jeopardy had been removed on i facility. The Administrator
10/26/13, es 33{;93(; The scope and saverily " aivar;y of tE:: abul?f:nlZi::g:tio‘;’asb):n?l :
was lowerdd to a "D" at 42 CFR 483,13 Resident Assistant Administrator on 10/15/13.
Behavior and Facility Praclices (F225 and F226) The facility Administrator, Assistatit
while the facllity develops and implements the B : o
Plan of Correction (PoC) and the facilily's Quality ﬁi‘"‘;:;z‘;a*:’;;isngD ?rndA?dSm/lmI_:‘}tratfn‘ﬁ
Assurance {QA) monitors the effectiveness of the ) ‘ use/ Iveglec
syslemic changes Prevention Protocol and our
" ' Abuse/Neglect  Investigation  Protocol
The investigation was reopened on 12/09/13 and created 10/23/2013 to be used 10/23/13
determined deficient practice also existed at 42 forward.
CFR 483.75 Administration at F490 at a S/S of a
e s This new Abuse/Neglect Prevention
F 2251 483.13(c){"1 }{Ii)-(iib), (c)(2) - (4) F 225! Protocol is called “STOP AND YELL”.
ss5=J ¢ INVESTIGATE/REPORT ! i
ALLEGATIONS/ANDIVIDUALS This abuse\neglect prevention progra
v makes staff aware that they must STO
The féf‘CimY‘ mu?t nofi employ i“dEV:dUE.'IS who have right then and YELL for help if potentiq"l!
b‘%etn Oéiind QU[:jY Ol aEUSiFLQ, :]negfeicwgc;ror:ave abuscineglect is noted in order to protect
Irlr‘:?l fﬁnzgngeg:"ltzlr}ez ir¥t g th(:al Staleanu'rse i the resident(s) from further potential abusge
registry concerning abuse, neglect, mistreatment and provent ft he -aggressm(s) from
of resldents or misappropriation of thelr property; r/:\ot:nm;;:;ng! any[ ur!he'n apuse\geglect.i T} ©
and repori ziny knowledge it has of actions by a buse . c8 ‘;Ct ; nvestigation Protocol was
court of lavs against an employae, which would revised 10/23/2013 by Administratof,
indicate unfitness for service as a nurse aide or Assistant  Administrator, DON  an
. Administrative RN (for any abuse\negle¢t
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o T aglL Ul J6 i
. ' abuse\neglect allegations from 10/23/2013
.:F225] Continued from page 2 F225  forward) to include an  expandd
.7 other facility stalf o the State nurse aide registry Abuse\l\geglect lncident\lnvest?gatiein
or llcenslng,authorltles. Form designed specifically for abuse and
e . lect allegations which includes more
The facility must ensure that all alleged viclations heg’ . .
involving tlifﬂstreatment, neglect, or abuse, deta;:ed analysis °f.e‘_’e“t5{ t:;“e fff‘me :
including injuries of unknown source and people wimessed or involved, witness
misappropriation of resident property are reported statements and fo help identify other
Immediately to the administrator of the facliity and residents at potential or actual risk.
to other officials in accordance with State law Revisions to Abuse\Neglect training a Id
through established procedurss (including to the investigations  were  completed by
State survey and certification agency). Administrator, Assistant Administrator,
B and Administrative RN on 10/23/2013. In
The facility-must have evidence that all alleged the review and revising of Abuse\Neglegt
violations are thoroughly investigated, and must training and investigations on 10/23/13,
prevent fqrt,he;r potential abuse while the the Administrator, Assistant
investigation-is in progress. Administrator, Director of Nursing, and
The results of all investigations must be reported Q‘l‘:l::f tlattvsiilc\lm(rx)wth C::L?‘;gmngﬂ ::
to the administrator or his designaled .
representative and to other officlals in accordance abusetneglect policy o reflect changes )
with State law {including to the State survey and ‘l}?porfmg OE abuse or neglect  to
cerlification agency) within 5 working days of the immediately” by following the Stop and
Incldent, and If the alleged vioation is verified Yell protocol; b) every staff member in
appropriale corrective action must be taken. every department would receive training
B on Stop and Yeil protocol from 10-23-
2013 forward; ¢) newly hired — direct care
staff (ie: CNA's\Na’s and Nurses) would
This REQUIREMENT is not met as evidenced receive abuse \ neglect training with Stap
by: i ) ) and Yell program prior to working directly
Based on Inferview, fecord review, _and review of with residents. Any new non-direct cate
slatemgnlz»of alflegii:;llop-“;toé ?btfj)se' it wasﬂ v staff  hired will also receive tile
g;;?ém}?(?ert:ﬁ r:gta:},f r?apeo rteo d c?g:e?\?e?i sctive Abus-e\Neglec_t training and Stop and Yell
mistreatment of one (1} of four (4) sampled p_l ogram durmg‘ their new- - employ Ff
residents (Resident #1) immediately. Two- fraining  (non-direct care  staff ik:
Cerlified Nurse Aldes (CNAs #2 and #3) failed to housekeeping staff, laundry staff, dietary
folow the facllity's policy and procedure for staff, maintenance staff, activity staff,
reporting incidences of abuse and neglect office staff).
immedtateiy to the Nurse Supervisor, On i
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face as she "fussed” at him/her. CNA#2 faited to
immediately report to the nurse what she had i

Additionally, on 10/15/13, another CNA (#3}
ohserved and heard CNA #1 strike Residenl #1
on tite head and state, "1 hate you, biteh." CNA#3
failed to Imimediately report the incident to the
Nurse Supervisor, and instead went to another
resident's room, leaving the alleged perpetrator
with the redident. CNA #3 did not report what she
had witneseed until she spoke with CNA #2, and
discovered.CNA #2 had also witnessed an event
of abuse. At this time, they reported the incidents
to the Suparvisor. The CNAs failed to follow the
faclity's policy and procedure for reporting :
incidences of abuse and neglect to the Nurse
Supervisorimmediately. The facility failed to
prolect Resident #1 and other residents that
might have been affected by abuse from CNA#1.

The facility's failure to have an effective system In
place to ensure alfegations of abuse were
reported immediaiely, and a system {o protect the
residents from abuse has caused or is likely to
cause seridus injury, harm, impairment or death
to a resident, Immediate Jeopardy was ldentified,
on 10/23/13, and determined to exist on 10/15/13
at 42 CFR 483.13 Resldent Behavior and Facility
Practices.at F225 and F226 at a Scope and
Severily of'a."J", Substandard Qualily of Care
was Identified at 42 CFR 483.13 Resldent
Behavior and Facllity Praclices. The facility was
notified of Immediate Jeopardy on 10/23/13. An
acceptable Allagation of Compliance (AoC) was
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t n 4 LaQ
B . ragc UL TG Ej
| ; Abuse\neglect investigation process wis
F 225 o : }
Contlnueﬁ i [0:1 pagel 3 hift CNA#2 ob 4 F225|  reviewed and changed on 10/23/2013
g)%l\ﬁiﬂ&ﬂ?g glieegzvdeg:]%:tr;tbr put a ;;?e(s::r:? the Administrator, Assistart
» 106 an o ML Administrator, Administrative RN, at
clothing that had feces on up to Resident #1's 2z . )
lothing t p DON (with Medical Directgr

conferencing) o use from 10/23/201

. witnessed, and instead provided care lo three (3) forward  (Administrator,  Assistait
& other residénts. Administrator, Administrative RN a
‘ DON created the new process a

educated each other on 10/23/2013). The
revisions to the Abuse\Neglect
Investigative process include a) replacing
the old investigative form (! page) to
Comprehensive 4 page format that
includes incident report\ body audit repoit,
hwo page interview report on anyone
interviewed, & administrative final
disposition report; b) replacing the prigr
investigative tactics of interviewing those
residents involved in an abuse\negle¢t
allegation to an expanded interview
process to include any interviewable
residents in areas that the alleged staff
member worked (based on BIMS scores t

determine interviewable residents);, q)
replacing interviews with staff that
witnessed the event or were involved i

allegation of abuse\neglect to expanded
interviews with staff on ail shifgs
(cna’s\nurses) that may have cared for the
resident involved in an allegation of abuse
or neglect to ensure thorough investigation
into  the  abuse\neglect  allegation.
Abuse\neglect  investigations will be
completed by one or more of ihe
following: DON, Assistant Administratoli
Administrator, or Administrative R

while having regular updates\meetinés
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F 225

received on 10/298/13 alleging removai of the
Immediate Jecpardy on 10/26/13. The Stale
Survey Agency validated, on 11/01/13, the
Immediate Jeopardy was removed on 10/26/13,
as alleged.. The Scope and Severity was lowered
to a "D" at 42 CFR 483.13 Resldent Behavior and
Facillty Practices at F225 and £226, while the
facility implemnents the Plan of Correction (PoC)
and the facili!y s Quality Assurance {QA) monitors
for the effectiveness of system changes.

The findings ‘inciude:

Review of the facility's Abuse/Neglect palicy,
undated, revealed "Anyone who witnesses and/or
suspects an incldent of resident abuse is to report
it to the nursing supervisor immediately.” Further
review of the policy revealed under the employee
to resldent abuse section, "a thorough
investigationils conducted."

Record review revealed the facility admitted '
Resident #1.on 01/22/04 with dlagnoses which !
included Right Above the Knee Amputation, ;
Dementia with Psychosis, and Anxlety with
Behaviors, Review of a Quarterly Minimum Data
Set {MDS).assessment, dated 09/02/13, revealed
the facility assessed the reslident as cognitively
impaired. The resident required extensive
assislance with all activilies of dalily living and was
incontinent of bowel and bladder, Review of the
Care Plan for Atered Activities of Daily Living
(ADL) Performance, dated 08/22/11 and revised
09/03/13, revealed an intervention to provide
assistanceswith incontinent care as {he/shej
refuses to be toileted and would rather void on
himselffherself. Funher review cf the Care Plan
revealed a.plan of care for Behaviors with
potentiat far complications, Interventions

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 61
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Page 5-0£38
, with the facility Administrator if he is not
Continued From page 4 F 225

already directly investigating.

Investigation into the allegation of abuse|
per Assistant Administrator and DON
(10/16/2013) of Res #1 allegedly by CNA
#1 was unsubstantiated by the facility as
Res #1 and Res #2 denied the event. Res
#1 denied the abuse allegation on the
actual aight of the alleged (10/15/2013)
event according to LPN #1. Statement ofi
Deficiencies notes that Res #1” ...Iooked;
away and would not make eye contact...”
when asked about abuse allegation.
Interview with MDS nurse 10/23/2013
revealed that Res #1 frequently did not
make eye contact during
conversations\interviews and Res #1 has
always acted this way while in our facility
Further investigation into the allegation of
abuse included skin audits conducted on
all residents by the facility Skin Nursg
(LPN) 10/15/2013 and\or 10/16/2013 and
10/23/2013 and\or 10/24/2013, No
signs or symptoms were noted of abuse o
neglect in the skin audits nor any
redness\bruising. Interviews  with
Interviewable Resident’s (according to
BIMS scores) in care arcas of CNA #1}
were conducted and completed 10/23/2013
by the DON. No further abuse\neglec
concerns were noted during residen
interviews,

Identify Others:

All residents could potentially be affected
by Abuse or Neglect if facilily fails t¢
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) , thoroughly  investigate  abuse\neglet
Continued From page 5 F 225 allegations, However, the facilif

: F225

[N |

" Included to watch for smearing and throwing fecal
. 1 matter around the room.

¥
Observalion of Resident #1, on 10/23/13 at 12:25
PM, revealed the resident sitting in hisfher room
in a wheelchalr, dressed and groomed.

interview with CNA#2, on 10/2213 at 10:15 AM,
revealed, on 10/15/13, sometime after the supper
meat from %:00 PM to 5:30 PM, she went into
Resident #t's room to assist GNA #1 with
Resident #1's care. Further interview revealed
CNA#, the alleged perpetrator, was "fussing" at
Resident #1. CNA #2 did not recall what CNA #1
was saying‘but knew she was fussing at the
resident for-making a mess. Resident #1 had
behaviors of smearing feces all over everylthing.
CNA#2 stated, "She {CNA 1) had the resident's
long pants, which had feces on them, in her hand,
CNA#1 put the feces solled pants up to Resident
it1's face while she "fussed" at him/her. CNA#2
stated the resident did not say anything but kept
histher head down. CNA #2 stated she did not do |
anything, she just looked at CNA#1 and couid not!
believe what she had just witnessed. CNA#2 left
the room ledving CNA#H1, the alleged perpetrator,
still in the réom with the resident. CNA7#2 telt to
answer other-residents’ call lights; she provided
care for three {3) olher residents (Residents #4,
#5 and #6)" CNA#2 falled fo immediately report

: what she had observed 1o the nurse.

 inlerview revealed while providing care for other
residents, GNA #2 saw CNA #3, who was visibly
upset. Further interview revealed CNA#3 told
CNA #2 she had witnessed CNA#1 (the alleged
perpelrator) slap Resident #1 on the head and
state "l hate you bilch." CNA#2 stated she told

CNA#3 that she had also witnessed a similar act.

DON, and Administrative RN hay
created a new awareness program calle
Medich

A
Administrator, Assistant Administrator,
e
d

“STOP AND YELL®
Director conferencing). m
makes all Cna’s\Na’s, Nurses, Dietary
Personnel, Housekeeping\LaundtLy
Personnel, Maintenance Personnagl
Activity Personnel, and Administratiy
Staff aware that they must STOP righ
then and YELL for help if potentih
abuse\neglect occurs in order to protect tl
resident(s) from further / potential abuge
and prevent the aggressor(s) {rom
commilting any further abuse\negiect. The
Abuse\Neglect Investigation Protocol was
revised 10/23/2013 by Administrator,
Assistant  Administrator, DON  and
Administrative RN (with Medical Director
conferencing) to include an expandgd
Abuse\Neglect Incident\Investigatian
Form designed specifically for
abuse\neglect allegations which includes
more detailed analysis of events, Eitq'e
frames, people that witnessed or were
involved, witness statements and to he{p
identify other residents at potential or
actual risk.

The facility DON assessed interviewable
residents (based on BIMS scores) in cate
areas where CNA #1 worked on !0-23-
2013 without any further abuseinegect
identified. Skin audits on every resident in
the facility were completed by the facili
Skin Care Nurse (LPN) on 10/15/13,

(with
This progra

-

- D

[¢)
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At this time, CNA#3 reported to the nurse what
she had observed. CNA#2 stated that a while
later, she was asked by Licensed Practical Nurse
{LPN) ##1 to write a statement of what she had
witnessed earlier in the shift. CNA#2 wrote a
statement detaifing that she witnessed CNA #1
fussing at Resident #1 and putting pants covered
with feces up to the resident's face eatlier in the
shift. CNA#2 stated she did not sign the
statement hecause she wanted o remain
anonymous.

Interview vith CNA#3, on 10/22{13 at 11:00 AM,
revealed, on 10/15/13 at approximately 7:20 PM,
CNA #1(the alleged perpelrator) asked her if she
would help with Resident #1. CNA i3 staled she
entered Resident #1's room and observed the
resident lying on the bed naked, there were no
linens on the bed. Further interview revealed
Resident #d:had transferred himselffherself back
onto the bed from the bedside commode, and
CNA#1 had wanted the resident lo remain on the
bedside commode. CNA#3 staled CNA#1 was
visibly upset that Resident #1 had gotten feces on
everything, the bed, histher hands, and the
bedside commode. GNA #3 stated Resident #1
had done this in the past and everyone was
aware of this behavior, She stated she assisted
CNA 1 totransfer Resident #1 back fo the
bedside commode, CNA #3 stated alter the
resident was lransferred back to the bedside
commode, CNA#1 drew back her right hand and
stapped the resident on-his/her head with her
open hand. The resident did not respond, CNA
#1 sald to the resident, "You bitch, | hate you."
CNA #3 statad she washed her hands and left the
room as she was In "shock” as what had
happened was very disturbing so she just walked
out of the foom trying to calm herself down. CNA

. pUYID SUMMARY STATEMENT OF DEFICIENCIES D x5y
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10/16/13, 10/23/13 and 10/24/2013 with
. F,225 inued From page 6 .
: Contin F pag F 225 NQ signs or symptoms of abuse or neglect.

Systemic Changes:

The facility Administrator, Assistan
Administrator, DON and Administrativ
RN  have revised our Abuse/Neglec
Prevention Protocol and our
Abuse/Neglect  Investigation  Protocdl
effective  10/23/2013  (with Medical
Director conferencing) to be used o
10/23/13 forward.

P -

The facility Medical Director participate

in conferences of updates\revisions to out
Abuse\Neglect  Policy, Abuse\Neglect
Prevention Program and Abuse\Neglect
Investigative Protocol on 10/23/2013 by
the Administrator,

This new Abuse/Neglect Preventio
Protocol is called *STOP AND YELL™,
This program makes Cna’s\Na’s, Nurses,
Dietary Personnel, Housekeeping\Laundry
Personnel, Maintenance Personnel,
Activity Personnel, and Administrativ
Staff aware that they must STOP rigl
then and YELL for help il potentia
abuse\neglect occurs in order to proteet th
resident(s) from further potential abus
and prevent the apgressor(s) fron
committing any further abuse\neglect
Stop and Yell Program inservicing waj
conducted by Administrative RN a“‘;
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CNA#2 had also witnessed CNA#1 doing Personnel,  Activity Personnel, an

something-to Resident #1. LPN #1 stated CNA
#2 wanted:to remain anohymous but did write a
slatement of what she observed. LPN #1 stated
she did not know there was a second incident
until she read CNA#2's statement. LPN #1
stated CNA #2 and CNA #3 should have reported
what they observed immediately.

Review of Resident #1's record revealed a
Nurses' Note written by LPN #1, dated 10/15/13,

; which stated "CNA #3 reported CNA #1 hit

Resident #1 on the head at 8:15 PM." The Note
also revealed the DON was notified at 8:45 PM.

, 'fm
Review of a prepared statemeni by the DON,
dated 10/16/13 and signed by CNA#3, reveaied,
on 10/15/13 at 7:20 PM, she observed CNA#1
slap Resident #1 on the back of the head with an
open hand.and it was an audible slap. CNA#1
stated "Bitch, | hate you." The statement also
stated, "1 did not do anything and walked out of
the rcom and went to put a resident on the
bedside commode.” Documentation in the
staterment revealed CNA #3 spoke with LPN #1
then went to care for another resident and GNA
#1 came 1o the room and "pulfed me out” and

; confronted her.

Review of the facility's list of interviewable
residents revealed the facility assessed Resident
#4's cognition as cognitively intact. Interview with
Resident #4, on 10/23/13 at 12:30 PM, revealed
on 10/16/18 CNA#3 came lo hisfher room and
was crying, ‘Resident #4 stated CNA 3 stated
she was upset because she had witnessed

: another CNA being abusive lo a resldent.

Resident #4 slated hefshe told the CNA that what
she wilnessed needed to be reported. Resident

i

Administrative Staff during this 90 day
period of monitoring. During this 90 da
monitoring period, all Cna’s\Na’s, Nurses,
Dietary Personnel, Housekeeping\Laundry
Personnel, Maintenance Personnel,
Aetivity Personnel, and Administrati
Staff are continually educated op
Abuse\Neglect, Stop and Yell progran,
Appropriate  Protocol  for  Reportin
Abuse\neglect allegations, Types of
Abuse\Neglect and Examples of scenarios
that might be considered Abuse\Neglect to
ensure their understanding and compliance
with the protocol. This Abuse\Negled
Awareness Inservicing is being complete
by the DON for all Cna’s, Na’s, Nurses
Dietary  Personnel, Housekeeping
Laundry Personnel, Maintenanc
Personnel, Activity Personnel, an
Administrative  Personnel,  Dates
Abuse\Neglect Inservicing conducted b
the DCN are as follows: October 23,24,25;
November 2013= 35, 6, 7, 9, 11, 13, 1§,
18,20,21,22,23,24,25 and  December
2,9,10,11,12,16,17,18,

-y

ey, T

Monitoring;

The facility DON has created ap
Abusc\Neglect Awareness Inservicing
method to continue to bring attention to
the types of abuse\neglect, the appropriate
procedures for reporting abuse\neglect
allegations, and abuse\neglect policiey,

The Director of Nursing has beef
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#4 revealed CNA #1 had come into histher room
and physicaily grabbed CNA#3 by the arm and
took her out of the room, Resident #4 could hear
the two (2) CNAs in another room because they
were loud; however, he/she could not understand
what was said, but knew the CNAs were upset.

Review of.a.prepared statement by ihe DON
{who was delegated {o conduct this investigation),
dated 10/16/13 and signed by CNA#1, revealed
she put Resident #1 on the bedside commode
after supper and CNA #2 assisted her {o put the
resident back on the bedside commode after
he/she had transferred back onto the bed
independently. She then went to care for other
residents. . Resident #1 again self-transferred
back to the bed and CNA#1 requested CNA#3
assist her to place Resident #1 back on the
bedside cormmmode again. CNA#1 described
placing theibgd sheet in the resident's hand {0
clean the feces off himself/herseif.

interview with the Director of Nursing (DON), on |
10/22113 at:1:45 PM, revealed LPN #1 notified
him of the'altegation Invoiving CNA#1 on
10/15/13 about 8:45 PM. The DON stated he
instructed LPN #1 to remove CNA#1 from
resident care and get statements, The DON
revealed he interviewed Resident #1 on 10/16/13
and said he/she denled any mistreatment; and,
the roommate also denled any knowledge of
mistreatment. The DON slated no other
rasidents that may have been affected were
interviewed or assessed, The DON Interviewed
CNA#1 and CNA#3 on 10/16/13, and felf CNA
71 and CN4 #3's statements cancelled each
other out. The DON stated he read CNA#2's
statement But could not reach her to interview
har, and he-was not sure she had wrilten the

F 226

conducting  Abuse\Neglect  Inservices,
reviews of compliance for Abuse\Neglel‘.t
Protocol\Policy, and regular audits = of
incident reports, abuse\neglect allegations,
and abuse\neglect awareness inservicingn}o
ensure  compliance  with appropriai
procedures  regarding Abuse\NegieFt
Prevention and Investigation Of
Abuse\Neglect allegations. Any
Abuse\Neglect  allegations  will  be
reviewed with Assistant Administrator and
Administrator by DON as it occurs.

The facility’s current abuse/neglegt
monitoring  system is Abuse\WNeglett
Awareness Inservicing and Abuse\Neglect
Compliance Rounds,  Abuse\Neglect
compliance rounds are conducted by the
DON to review compliance with
Abuse\Neglect  Policy\protocol  wilh
Cna’s\Na's, Nurses, Dietary Personngl,
Housekeeping\Laundry Personngl,
Maintenance Personnel, Activity
Personnel, and Administrative Staff’ and
monitoting of all residents in the facility
for complaints\concerns of abuse\neglect:

These Abuse\Neglect Compliance Rounds
have been done outside of normal office\
business hours on the following datek:
October 23,24,25; November 2013= 5, p,
7,9, 11, 13, 15, 18, 20, 21, 22, 23, 24, 25
and December 2,9,10,11,12,16,17,18 By
DON & will continue three times per week
throughout our 90 day monitoring period.
The Abuse/Neglect Awareness Inservicirig
started 10/23/2013 by DON & will
continue weekly for one month, bi-weekly
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Lo

| statement.:

| Interview with the Assistant Administrator, on

10/22/13 at 3:00 PM, revealed he usuvally
conducted fhe abuse neglect investigations, but
did delegate some things. This invesligation was
delegated to the Director of Nursing. The
Assistant Administrator revealed there were no
other interviews or assessments conducted of
any residents that could have been affected.

Funiher réview of the facility's initial investigation
revealed there were no actions or interviews to
address an unsigned statement, written by CNA
i#2, that'rsad: "10/15/13 at 8:39 PM, was in
Resident #1's room with CNA #1. | was helping

her get Resident #1 off the bed and onto the tollet |

once we got:his/her clothes down and sat him/er
on the tollet, CNA##1 kind of pushed Resident
#1's head and fussed at him/her because hefshe
did not want fo stand up for us at firs{, then she
took Reslident #1's "shitty” pants and put them
into (his/her) face." The faciiity failed to
investigate this statement; it was not part of the
final investigation sent to the Slate Survey
Agency.

The facifity implemented the following actions to
remove lhe Immediate Jeopardy:

On 10/15/13, the alleged perpetrator (CNA #1)
was removed from the resident care area
promptly after an allegalion of abuse was
reported. An investigation was inltiated by LPN #1
related to the allegations of abuse involving
Resldent #1 and CNA #1. The investigation
involved staff interviews, record reviews, and
review of documentation,

]

!

: Personnel,

* Abuse/Neglect Training including the Stop

.Maintenance

month for all Cna’s\Na’s, Nurses, Dietary
Personnel, Housekeeping\Laundry
© Maintenance Personnel,
Activity Personnel, and Administrative
Staff. During this 90 day monitoring
period, Cna’s\Na’s, Nurses, Dietary
Personnel, Housekeeping\Laundry
Personnel, Maintenance Personnel,

Activity Personnel, and Administrative:
on;

Staff are continually educated
Abuse\Neglect, Stop and Yell program,
Appropriate  Protocol for  Reporting
Abuse\neglect allegations, Types of
Abuse\Neglect and Examples of Situations
that might be considered Abuse\Neglect to
ensure their understanding  and
compliance. This will ensure they
recognize & report an abuse\neglect event.

The facility’s CQI meetings (quarterly)
will be monitoring that newly hired Cna’s,
Na’s, and RN'S\LPN'’s receive

and Yell Program prior to giving care to
residents (monitored by DON). Tha
Abuse\Neglect Allegation Investigations
are thorough and reported to appropriate
Agencies, and that  Abuse\Neglect
allegations are immediately reported to
Charge Nurse and  Administration
(monitored by Asst Administrator),

1
CQ! stalf consists of but not limited to
Administrator, Assistant Administrator

DON, Administrative RN, MDS-LPN
Supervisor, Dietary
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- On 10/23/13, the facility's Administrator, Assistant

i can be protected and this will prevent the
: aggressor from commitling further abuse/neglect.

Administrator, Administrative Reglstered Nurse
{RN), and Director of Nursing {DON) created the
facility's new "Stop and Yell" Program for
reporting abuse and neglect timely. Two {2)
employees (CNA #2 and #3) were identified as
failing to report alfegations of abuse timely
regarding Resident #1, The facility was made
aware of the I on 10/23/13 and began the IJ
correction process with re-education of how to
report allegations timely.

The Administrative RN and DON provided
education to all staff for the new "Stop and Yell"
Program on 10/23/13, 10/24/13, and 10/25/13.
The "Stop and Yell" Program teaches the
employee lo immediately stop and yell for help if
abuse/neglect Is noted, that way the residen!(s)

The facility revised the protocol for investigating
allegations, of abuse/neglect on 10/23/13 which
included af expanded form designed specifically
for allegatieris which inclide more detailed
analysis of events, Yme frames, people who were
witnesses or iitvolved, and to help identify other
residents a} potentialfactual risk. This new
expanded form for investigating, and the prolocol
for investigaling allegations of abuse/negiect is
the tocl Administrative staff will utilize fo help
maximize the investigative process. Persons
making these policy revisions and new protocol
ware the Administrator, Assistant Administralor,
and DON. These new tools have besn put into
place effective 10/23/13 for any allegalions
forward. |

1
i

Activity Director.

The faciiity‘,s‘mel wilth GNA #2 and CNA#3 on

Supervisor and Assistant Supervisor, and

Coy ')eﬂl:h |
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- | practice occurred (fallure to report allegations of
‘| abusefneglect timely). Education of staff on the

| Yell' Program was taught by the Administrative

Continue‘déFrom page 12
10/23/13 and explained to them how the deficlent

facility's new "Stop and Yell" Program took place
with CNA#2 and CNA#3 prior to them working
on 10/23113. The Administrative RN conducted |
the explanation and education of staff on the '
facility's new "Stop and Yell" Program. The "Stop
and Yell" Program teaches the employee fo
immediately: stop and yell for help if abuse/neglect
is noted, that way you can protect residents and
prevent aggiessors from committing further
abuse/neglect,

Abuse/neglect in-service training was started on
10/23/13 and compteted by the Ombudsman.

Howaever, the facilily's new program for reporting
allegations of abuse timely, known as "Stop and

RN and DON to all staff in all departments.
Education dates for the "Stop and Yel" Program
were 10/23/13, 10/24/13, and 10/25/13 for all
staff.

A new profocol was instituted that requires all new:
"direct carg stalf" o have Abuse/Neglect Training
plus the facility's new program on "Stop and Yell"
prior to beginning work in care giving areas,
effective 10/26/13.

[
The facility's Administrative staff (Administrative
RN, DON,;and Assistant Administralor) were
present insthe facility approximately twelve (112)
hours each day during the time of 1J resolution
{10/23{13 through 10/25/13), plus one or all were
entering the faciiily for rounds, concerns, and i
compliance of the new Abuse/Neglect "Stop and |
Yell' Program as well as ensiring resident
well-being by frequent spot checks on the

F 225
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Gontinued From page 13
evening and'off shifls. This extra monitoring was
conducted 10/23/13, 10/24/13, and 10/26/13.

[
L

The facility's skin nurse (LPN #2} conducted
hody/skin audits on 10/23/13 and 10/24/13.
These audils revealed no further issues refaled lo
abuse/meglect.

All interviewable residents {(according to the
facility's BIMS scores assessments) were
interviewed on 10/23/13 by the DON, which
revealed no further concerns.

E The State Survey Agency validaled the correclive
[ action by the facility as follows:

On 10/15/13, the alleged perpetrator (CNA#1)
was removed from the resident care area
promptly after an allegation of abuse was
reported. An.invesligation was initiated by LPN #1
related to the allegations of abuse invoiving
Resident #i and CNA#1. The investigation
involved staff interviews, record reviews, and )
review of documentation. Interview with the i
DON, on 11/01/13 at 2:30 PM, revealed CNA #1
had not worked In the facllily since 10/15/13, nor
would she return to work at the facilily. CNA#2
and CNA #3 were re-aducated about timely
reporiing .o abuise/neglect, as well as the new
"Stop and Yell' Program, on 10/23/13 by the
Administrative RN, prior to working their shift.

Review of the facilily's abuse/neglect insarvices,
dated 10/23/13, 10/24/13, and 10/25/13, revealed
alt facilily staff was in-serviced on the
components:of the abuse/negiect prevention
policy. Additionally, a policy addressing the new
"Stop and Yell" Program was developed and

implemented on 10/23/13, with staff in-servicing

F 225
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conducied on 10/23/13, 10/24/13, and 10/25/13.
Additional questlons were added to the
abuse/neglect quiz already In place, new
investigative reports and tools were also put into
place on 10/23/13. The Ombudsman conducted
an abusefneglect in-service on 10/23/13 at 7:30
AM and 3:00 PM.

interviews, on 11/01/13 from 9:30 AM to 2:30 PM,
with six (6) GNAs, five {5} LPNSs, two (2) RNs (to
include the-DON), one {1) Maintenance
Supervisor, one (1) Housekeeping Supervisor,
one (1) Dietary Aide, and one (1} Dielary
Manager, revealed they were In-serviced on the
components of abuse/neglect as well as the new
"Stop and Yell* Program., '

interviews, on 11/01/13 at 12:15 PM and 4:15 PM
with the Agministrative staff, which included the
Assistant Administrator, Administrative RN, and
the DON, revealed, on 10/23/13, 10/24/13, and
10/25/13, they entered the facility to make rounds
and were in the facllity approximately twelve {12)
hours each day to ensure compliance or address
concerns, Administrative staff in-serviced their
entire facitity staff on the componenis of
abuse/neglect as well as the new "Stop and Yell"
Program. Interview with the Administrative RN, on
11/01/13 at 12:15 PM, revealed new direct care
staff would be in-serviced on the compenents of
abuse/neglect as well as the new "Stop and Yell”
Program, prior to being aliowed to work In
resident care areas.

'y
Interview, on 11/01/13 at 4:15 PM, with the
Assistant Administrator and the DON revealed
ongoing education and monitoring was conducted
every shift.each day and they had met with each
employee in every department about the

|
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.conducted daily by the DON, Administrative RN,

‘Review of Treatmeant Administration Records

‘previously assigned to CNA#1's care. This

abuse/neglgct program, along with the new "Stop
and Yell" Pr ogram. Observations revealad there
were manuals in each nursing area for referencs,
they monitored incident reports Monday through
Friday, as well as conducting Investigations as
required. The Administrator signs off on every
incident report. Monitoring through QA s

Charge Nurses, and the Department Heads
(Dietary, Laundry/Housekeeping, DON,
Adminisirator, Assistant Administrator,
Maintenance, MDS Coordinator, Activily Director,
and the Medical Director). The QA team meets
quarterly.’

F 226 483.13(c) DEVELOPMENT
\IMPLEMENTATION OF ABUSE
NEGLECT POLICIES

—

Corrective Action:

The Medical Director and Res #1's
physician were notified of the abu

allegation of Res #1 allegedly by CNA #|l
on 10/15/13 by LPN #1. Medical Directgr
was informed of removal of CNA #1 from

, facility on 10/15/13 by LPN #1. Res #l
(T{E\Rs), dated 10/23-24/13, revealed head lo toe was cvaluated by her Physician o
skin assessments were compleled on svery 10/20/13,  regarding  overview i

resident with no concerns identified. Interview
with the facilily's skin nurse (LPN #2}, on 11/01/13
at 12:40 PM, revealed she conducted body/skin
audits on all residents, on 10/23/13 and 10/24/13,
with no issyes Identifled.

f
Review of a wrilten statement from the DON,
dated 10/23/13, revealed, from 4:45 PM through
5:30 PM., he interviewed residents in rooms 210
through 237 (who were inlerviewable), and were

included fifteen (15) residents, and he stated
none of the residents expressed any
dissatisfaction or unhappiness related {o living at
the facilily. All were neat, clean, comfortable, and
able to express themselves freely, as well as their
rooms belng cfean and neat. Interview with the
DON, on 11/01/13 at 4:15 PM, confirmed this

diagnoses, resident well being, heaith
status, medications, and lab work. Res #l
was found stable by her physician’s visit
on 10/20/13,

The facility Medical Director participated
in conferences of updateswevisions to our
Abuse\Neglect Policy, Abuse\Neglegt
Prevention Program and Abuse\Neglect
Investigative Protocol on 10/23/2013 by
the Administrator,

The facility Administrator, Assistajlt
Adminisiraior, DON, and Administrative
RN have revised our Abuse/ Neglett

r

information ’ Prevention Protocol and 0
' ' Abuse/Neglect  Investigation  Profocol
Observations and interviews with Residents (#1, effective  10/23/2013  (with  Medicql
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ABUSE/NEGLECT, ETC POLICIES

i The facility.must develop and implement wrilten
policies arid procedures that prohibit
misireatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT s not met as evidenced
by: L

: Based onlinterview, record review, review of the
i facilily's investigation, and review of the facility's
abuse/neglect policy/procedure, it was
determined the facility failed fo ensure its poficy
and procedure was Implemented, On 10/15/13,
the facility faited to ensure, two (2) witnessed
incidences af abuse were reported immediateiy.
Alter witnessing two {2) separate abusive acts by
CNA#1, both CNA#2 and CNA#3 left the room,
leaving CNA #1, the alleged perpetrator alone in
the room with the residents. The two (2) Cerlified
Nurse Aides proceeded to provide care for other

i
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; Director conferencing by Administrator),
+ F 225 Continued From page 16 F 225 The new abuse\neg{ect prevention
#2,#3, #4, A, and B), on 11/01/13 from 8:20 AM program  was developed for resident
through 9:30 AM, revealed no concerns related to protection and facility adoption. The new
abuse/ ""19,'670'- Abuse/Neglect Investigation Protocol was
Interview with the DON, on 11/04/13 at 4:30 PM developed for the Assistant Administrator
reveated he would enSL,lre the audits and ' and DON to utilize when mvest.lgatmg any
monitoring would continue as stated in the abuse\neglect allegation.  This protocol
Allegation:of Compliance. This audit wil continue will ensure that any abuse\neglect
weekly for four (4) weeks beginning 10/28/13, allegation is investigated thoroughly. The
then bi-weekly a secand month, and ance the Administrator, Assistant Administrator, |
third month.* Administrative stalf will conduct off Administrative RN, and DON created the;
hour rounds outside the hours of 8:00 AM - 4:00 abuse\neglect prevention\investigative
PM three (3) limes weekly for ninely (90} days protocols on 10/23/13 and stressed the
beginning $1/04/13, to include weekends, : importance of following the new policy
F 226 483.13(c) DEVELOP/MPLMENT F 226; and procedures.

This new Abuse/Neglect Prevention
Protocol created 10/23/13 is called “STOP
AND YELL”. ~ This program makes;
Cna’s\Na’s, Nurses, Dietary Personnel,
Housekeeping\Laundry Personnel,
Maintenance Personnel, Activity
Personnel, and Administrative Staff aware
that they must STOP right then and YELL;
for help if potential abuse\neglect is noted,
in order to protect the resident(s) from
further potential abuse and prevent the
aggressor(s) from committing any further
abuse\neglect.

The Abuse/Negtect Investigation Protoco
was revised & adopted for use 10/23/2013
forward by Administrator, Assistan
Administrator, DON and Administrativg
RN (with Medical Director conferencing
by the Administrator) to include ar
expanded Abuse\Neglec
Incidentnvestigation  Form  designed
specifically for abuse\neglect allegations
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residents; they did not immediately report the
ahusive acis to the Nurse Supervisor. The facility
failed fo conduct an Investigation that included
interviews with other residents who received care
from CNA#1. In addition, the facllity had a
written detailed account of abuse thal was

witnessed by CNA #2; however, no interviews or
; actions were taken to address this statement
(CNA#Z did not sign the statement).

The fac;llty s faliure to have an effactive system in

place to ensure allegations of abuse were

reported and lhoroughly investigated lmmed:ately
i has caused or is likely to cause serious injury,
harm, impairment or death o a resident.
ImmediateJgopardy was identified, on 10/23/13,
and deterrnined to exist on 10/15/13 at 42 CFR
483.13 Reslident Behavior and Facility Practices
at F225 and F226 at a scope and severlly of a
*J". Substandard Quality of Care was identifled at
42 CFR 483.13 Resident Behavior and Facllity
Praclices. - The facllity was notified of Immediate
Jeopardy gn10/23/13. An acceplable Allegation
of Compliarice {AoC) was received on 10/29/13
! alleging removal of the Immediate Jeopardy on
: 10/26/13. The State Survey Agency validated, on
11704713, the Imimediate Jeopardy was removed
on 10/26/13, as alleged. The Scope and Severity
| was lowered to a "D" at 42 CFR 483.13 Resident
Behavior-ang Facility Practices at F225 and F226,
while the facility implements the Plan of
Correction{PoC) and the facility's Quality
Assurance. (QA) monitors for the effectiveness of
system changes.

1
3

The findings Include:

i
Review of the facility's Abuse/Neglect policy,
undated, ravealed: "Anyone who witnesses

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185343 B. WING 12109/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COVINGTON'S CONVALESCENT CENTER 116 CAYGE ST
OV HOPKINSVILLE, KY 42240
(X8 1D SUMBMARY STATEMENT OF OEFICIENCIES 10 PROVIDEI'S PLAN OF CORRECTION C
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECVIVE ACTION SHOULD BE | cowrLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY), ’
age 18 0f38
] It includes a more detailed analysis of
Continused From page 17 F226] events, time frames, people witnessed ¢r

involved, witness statements and to help
identity other residents at potential ¢r

actial risk. This new protocol for
Abuse\Neglect prevention and
investigation  was  developed  and
implemented on 10/23/2013 y
Administrator, Assistant Administratoy,
Administrative RN and DON with
Medical  Director.  The  Assistant

Administrator and DON will utilize the
new Abuse\neglect Investigation forms to
ensure that all abuse\neglect allegations
are investigated thoroughly.

Identify Others:

All residents could potentially be affected
by Abuse or Neglect if facility fails to
develop and implement policies and
procedures to prohibit abuse\neglect.
However, the facility Administrator,
Assistant Administrator, Administrative
RN, and DON have created a mjg’
abuse\neglect awareness program call

“STOP AND YELL” on 10/23/13. Thijs
program makes Cna’s\Na’s, Nurse,
Dictary Personnel, Housekeeping\Launds
Personnel, Maintenance Personnel,
Activity Personnel, and Administrative
Staff aware that they must STOP right
then and YELL for help if potential
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andfor suspects an incident of resident abuse Is
to report it to the nursing supervisor immediately".
The policy additionally revealed under the
employee to resident abuse section: A thorough
investigation is conducted.

Record review revealed the facility admitted
Resident #1 on 01/22/04, with diagnoses which
included Right Above the Knee Amputation,
Dementia with Psychosis and Anxisty with
Behaviors, A Quarterly Minimum Data Set (MDS)
assessment, dated 09/02/13, revealed the facilily
assessed the resident with cognitive impairment.
Review of the Care Plan for Behaviors, dated
08/22111 and revised 09/03/13, revealed the
potential for. complications related to behavioral
symptoms. Interventions included to watch for
smearing.and throwing fecal matter around the
room. -

Review of Resident #1's record revealed a
Nursing Note dated 10/15/13, written by Licensed
Practical Nurse (LPN) #1 that stated "CNA#3
reported CNA#1 hit Resident #1 on the head at
8:15 PM. The Note indicated the Director of

I‘ Nussing {DON) was notified at 8:45 PM.

On 10722713 at 10:15 AM, an interview with CNA
#2 revealey sometime after the supper meal
{5:00 PMto 5:30 PM) she witnessed CNA #1 pul
fecal covered clothing up to Resident #1's face
and was "fussing” at the resident for making a
mess. CNA#2 stated Residenl #1 did not say
anything at the {ime but kept histher head down.
CNA#2 stated Resident #1 had behaviors of
smearing feces everywhere. Continued interview
revealed CNA#2 could not belleve what she had
witnessed: she left the room, to answer other call
fights. CNA#2 left CNA#1, alone in ihe room
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. e abuse\ne, lect occurs in ordel to protect the
F 226 ; ContinuediFrom page 18 F 226; g P

resident(s) from further / potential abuse,
prevent the aggressor(s) from committing
any further abuse\neglect, and remove the
alleged aggressor from the facility\patient:
care area until investigation is completed.
The Abuse Investigation Protocol was
revised 10/23/2013 by the Administrator,
Assistant  Administrator, DON and

Administrative RN to include an expanded
Incident\Investigation  Form demgned

. specifically for abuse\neglect allegations

which includes more detailed analysis of
evenis, time frames, people witnessed o
involved, witness statements, mandatory
reporting, and to help identify other
residents at potential or actual risk.

The Administrative RN trained the
Administrator, Assistant Administrator
and DON on 10/23/13 on the use of thd
new abuse\neglect investigative forms.

The Administrative RN also educated the
Administrator, Assistant Administrator,
and DON on the need for clear & concisg
documentation of each item on the
abuse\neglect investipation forms; dong
10/23/13.  These new forms will bs
utilized from 10/23/13 forward.

The facility Medical Director participated
in conferences of updates\revisions to our
Abuse\Neglect  Policy, Abuse\Neglect
Prevention Program and Abuse\Negleot
Investigative Protocol on 10/23/2013 b
the Administrator,
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| state, "You bitch, 1 hate you". CNA #3 staled she

strike Residant #1 on the head, open handed and

then washed her hands and left the room, She
stated she was In "shock” because she felt what
she had wilnessed was disturbing. However, she
did not go immediately to the nurse to report what
she had witnessed per the facility's policy. CNA
#3 Ieft CNA #1 alone in the room with the
residents. .

interview with LPN #1, on 10/22/13 at 11:45 AM,
revealed CNA#3 had reperted to her semetime
before bedtime on 10/15/13 that she had
observed CNA#1 strike Resident #1 on the head
and say "Bitch, | hate you". She notifted the
Directer of Nursing (DON} and was instructed to
send CNA#1 home and to assess the resident
for injury and notify the family. The LPN stated
she found no visible injury when she assessed
the resident and hefshe denied any mistreatiment.
The LPN interviewed the roommate who denied
any knowledge of any mistreatment of Resident
#1. However, LPN #1 stated she did not assess
or interview any other residents in the facility that
were at risk lo be affected. LPN #1 stated when
CNA#3 gave her a written siatement, she told
her that CMNA#2 had aiso witnessed CNA #1
doing something to Resident #1. LPN 1 stated
CNA #2 and CNA3 should have reported what
they had observed immediately per the facility's
policy.

i
Further review of the facility's initial investigation
revaaled the facilily failed to investigate the
written statement given by CNA#2. The
statement read: "10;15/13 8:39 PM, was in
Resldent #1's room with CNA##1. { was helping
her get Resident #1 off the bed and onto the

toilet. Once we got his/her clothes down and sat

o | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5)
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L Res #2 denied the abuse allegation charged
Continued From page 20 F 226 s &

against CNA #1 on 10/15/13 and again on
10/16/13.

Systemic Changes:

The facility Administrator, Assistant
Administrator, DON and
Administrative RN have ereated a new
awareness program called “STOP AND
YELL” on 10/23/13. This program make
Cna’s\Na’s, Nurses, Dietary Personnel
Housekeeping\Laundry Personnel|
Maintenance Personnel, Activit}f
Personnel, and Administrative StaflT awar
that they must STOP right then and YEL
right then for help i potentia
abuse\neglect occurs in order to protect th
resident(s) from fAnther / potential abuse
and prevent the apggressor(s) from
committing any further abuse\neglect. Th
Abuse/Neglect Investigation Protocol wa
revised 10/23/2013 by the Administrator
Assistant  Administrator, DON an
Administrative RN to include an expanded
Incident\Investigation  Form  designe
specifically for abuselneglect allegation
which includes more detailed analysis
events, time frames, people that witnesse
or were involved in the abuse\neglect
situation, witness statements and to hel
identify other residents at potential qr
actual risk. Identifying other staff
members that may be at risk for failure t
follow procedures for abuse/neglect ha
been addressed repeatedly in 01?
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t (=] . hil
: Abuse\Neglect  Awareness  Inservices
F 226 | Continued From page 21 F226| (created by DON on 10.23.13). Thjs
him/her on'the loilet, CNA#1 kind of pushed protocol educates and reiterates scenarios
Resident #{'s head and fussed at him/her that may be considered abuse\neglect,
hecauss hefshe didn't want {o stand !Jp for us at procedures for reporting abuse\negle ot
D ot e
The statement was not par of the final responses .to these situations s:hpuid they
Investigal on'sent to the State Survey Agency arise. Initial Stop and Yell training began
) 10/23/2013  and was conducted Yy
An interview with the DON on 10/22/13 at 1:45 Administrative RN and DON.  Trainirjg
PM revealed LPN #1 notified him of the allegation continued  10/23/2013, 10/24/2013, and
against CNA #1 on 10/15/13 about 8:45 PM. The completed by 10/252013 for all
DON stated he instructed LPN #1 to remove CNA Cna’s\Na’s, Nurses, Dietary Personng],
#1 from diract care and get statemenis. The Housekeeping\Laundry Personng|,
DON revealed on 10/16/13, he interviewed Maintenance Personnel, Activi
Resident #1 and said he/she dented any Personnel, and Administrative Staff by
mistreattment and the roommate also denied any the DON and Administrative .
knowledge;‘pf mistreatment. The faCIﬁ{y failed o Ongoing efforts & inservices o re_edusgre
ensure other rasidents were not affected by CNA and reinforce the Stop and Yell
#H's behavior. According to the DON, no other abuse\neglect prevention program, types
:r?tse}?v(?zﬁeﬁitrrgsagegi\;z lf):fir:lj?lfrtm?t? nﬂg';e of abuse\neglect, scenarios that may occr
interview with the DON, revealed when he { related 1o ?buse\neg.lem’ and proper
interviewed CNA #1 and CNA #3 on 10/16/13, he | protocol  for reporting  abuse\negleft
felt thelr statements canceled each other out. i allegations have been conducted by the
The DON stated he read CNA #2's statement but | DON for all Cna’s\Na’s, Nurses, Dietary
couldn’t contact her to interview. He staled he Personnel, Housekeeping\Laundiy
wasn't sure if it was her statement, The DON did Personnel,  Maintenance  Personng|,
not interview CNA #12, who was a witness to the Activity Personnel, and Administrative
abuse. 1 Staff on the following dates: November
CE 2013= 5, 6, 7, 9, 11, 13, 15, IB,
Interview on 10/22/13 at 3:00 PM with the 20,21,22,23,24,25 and December
Assistant Administrator revealed he usually 2,9,10,11,12,16,17,18.
conducted the abuse/neglect invesligations bui
did not conduct this investigation. This
investigation, was delagated to the Director of
Nursing. He revealed there were no other
interviews or assessments conducted of any
residents that could have been affectad by this
abusive behavior.
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Resident #1.and CNA#1. The investigation
involved stalf interviews, record reviews, and
review of documentation,

On 10/23/13, the faciilly's Administrator, Assistani
Administrator, Administrative Nurse #3, and
Director of Nursing {DON} created the faciiity's
new "Stop and Yell” Program for reporling abuse |
and neglect iimely. Two employees (CNA#£2 and
#3) were identified as failing to reporl allegations
of abuse timely regarding Resident #1. The
facility was made aware of the 1J on 10/23/13 and
began the 1J correction process with re-education
of how to report allegations timely.

The employees who provided the education for
the new "Stop and Yell" Program were the
Administrative Registered Nurse {(RN) and DON
on 10/23/13, 10/24/13, and 10/25/13, The "Stop
and Yell" Program teaches the employee to

! immediately stop and yeli for help if abuse/neglact
! is noted, that way the resident(s) can be

' protected and this will prevent the aggressor form
i commitiing further abuse/neglect.

| i

| The facility revised the protocol for investigating
allegations of abuse/neglect on 10/23/13 to
include an expanded form designed specifically
for allegations which included more detailed !
analysis of events, time frames, paople who '

method to continue to bring attention fo
the types of abuse\neglect and the
appropriate procedures for reporting and
abuse\neglect allegations a s of 10/23/13.
The Director of WNursing has beep
conducting  Abuse\Neglect  Inservices,
compliance reviews of Abuse\Neglect
Protocol\Policy, and daily audits of
incident reports, abuse\neglect allegations,
and inservicing to ensure compliance wit
appropriate procedures regardin
Abuse\Neglect Prevention an
Investigation of Abusewneglect allegations,
Daily audits of incident reporis will
done by the DON. Monitoring of policigs
& protocols for abuse\neglect preventioh
& reporting have been done by the DOH\I
i with zero areas of noncompliance on tl

¢ following dates: November 2013E
| 5,6,7.9,11,13,15, 18,20,21,22,23,24,25 a
December 2,9,10,11,12,16,17,18. J
The DON and Assistant Administrator
will  investigate any abuse\negleci
allegations with Administrator. '[‘h:e
facility’s current abuse/neglect monitorin

system  (created by  Administratoy,
Assistant  Administrator, DON, an
Administrative RN on 1023,13) s

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ‘ {xs)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
hn laTe) £
TdptV ZJ3 UL J0
F 226 | Continued From page 22 F228
The facility Implemented the following actions o
remove the immediate Jeopardy:
On 10/15/13, the alleged perpetrator (CNA #1) Monitorine:
was removed from the resident care area Monitoring:
promptly after an allegation of abuse was .
reporled. An investigation was initiated by LPN #1 The facility DON has created an
related to the allegations of abuse involving Abuse\Neglect Awareness [Inservicing
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. -1 present in the facility approximately twelve (12}

: entering the facility for rounds, concerns, and

"direct care staff’ to have Abuse/Neglect Tralning
pius the facility's new program on "Stop and Yell"
priar to beginning work in care glving areas, as of
10/26/13 forward.

The facility'’s Administrative staff {Administrative
Nurse, DON, and Assistant Administrator) were

hours each day during the time of }J resolution
(10/23/13 through 10/25/13), plus one or all were

compliance of the new Abuse/Neglect "Stop and
Yell" Program as well as resident well-being by
frequent spot checks on the evening and off
shifts, Thig axtra monitoring was completed
10/23/13, 10/24/13, and 10/25/13.

The facility's skin nurse (LPN #2} conducled
body/skin, audits on 10/23/13 and 10/24/13.
These audits revealed no further issues related to
abuse/neglect.

Al interviewable residents {according to BIMS
scores) were interviewed on 10/23/13 by the
DON, which revealed no further concerns,

The State Survey Agency valldaled the correclive
action by the facility as follows:

On 1015413, the alleged perpetrator {CNA#1)
was removed from the resident care area
promptly after an allegation of abuse was
reporied.-An Invesfigation was iniliated by LPN #1;
related to the allegations of abuse involving
Resident #1 and CNA#1. The Investigation
involved staff interviews, record reviews, and
review of documentation. Interview with the
DON, on 11/01/13 at 2:30 P, revealed CNA#1

had not worked in the facility since 10/15/13, nor

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D P
PREFIX {EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE:
DEFICIENGY)
inl Ea ¥ £35
! Tdpl LUl J0o
9 1
. “ : allegations, Types of Abuse\Neglect an
F 226 ; Continued frrom page 24 - ’ o .
) ) ffom pag F 226_5 Exainples of Situations that inight b
considered Abuse\Neglect. This  will
ensure  Cna’s\Na’s, Nurses, Dieta i
Personnel, Housekeeping\Laundr
Personnel, Maintenance Personnel

Activity Personnel, and Administrativ
Staff have understanding and complianct
with abuse\neplect policy\protocol. "
The new  Abuse and  Negle
Incident\investigation Form (created b
Administrator, Assistant Administrator,
DON and Administrative RN) wil
maximize the facility’s investigative
process to include a more detailed ana!ysiF
of events, time frames, people that
witnessed or were involved, and to hel
identify other residents at potential o
actual risk, ;
The Assistant Administrator and DON will
investigate any abuseneglect allegation
utilizing  the new  Abuse\Neglect
Investigative Forms while meeting with

conferencing with the  Administrator
during the investigative process, i
The facility’s CQI meetings (quarterly])
will be monitoring that newly hire
CNA’s\Nurses  receive  Abuse/Neglegt
Training including the Stop and Ye|l
Program prior to giving care to residents
(monitoring by DON). As well, any norj-

direct care staff (Dietary Personne},
Housekeeping\Laundry Personnef,
Maintenance Personnel, Activit

Personnel, and Administrative Staff) will
receive Abuse\Neglect training and Stop
and Yell program during their new
employee orientations (monitored /
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would she return to work at the facility. CNA#2
and CNA#3 were re-educated about limely
reporting of abuse/neglect, as well as the new
"Stop and Yelt' Program, on 10/23/13 by the
Administrative RN, prior to working their shift,

Review of the facility's abuse/neglect inservices,
dated 10/23/13, 10/24/13, and 10/25/13, revealed
: all facility staff was in-serviced on the
componenis of the abuse/neglect prevention
pollcy Additionally, a policy addressing the new
l “Stop and Yeli* Program was developed and
- implemented on 10/23/13, with staff in-servicing
: conducted on 10/23/13, 10/24/13, and 10/25/13,
| Additional questions were added to the
abuse/naeglect quiz already in place, new
investigative reports and {ools were also put into
place on 10/23/13. The Ombudsiman conducted
an abuse/neglect in-service on 10/23/13 at 7:30
AM and 3:00 PM.

interviews, on 11/01/13 from ©:30 AM to 2:30 PM,
with six (6). CNAs, five (5) LPNs, two (2) RNs (to
include the!DON), one (1) Maintenance
Superviser, one (1) Housekeeping Supervisor,
one {1} Dietary Aide, and one (1) Dietary
Manager, revealed they were in-serviced on the
components of abuse/neglect as well as the new
“Stop and Yell” Program.

Interviews, on 11/09/13 at 12:15 PM and 4:15 PM |
with the Administrative staff, which included the
Assistant Administrator, Adminisirative RN, and |
the DON, revealed on 10/23/13, 10/24/13, and !
10/25/13, they entered the facilily to make rounds :
and were in the facllily approximaltely lweive {12} i
hours each day to ensure compliance or address ‘}
concerns. Administrative staff in-serviced their |
enlire facility staff on the components of L

F226| verify that Abuse\Neglect Allegatio

facility staff educator). CQI will als

Investigations are thorough and reported f
appropriaie  Agencies along with th
abuse\neglect allegations bein
immediately reporfed to Charge Nurse an
Administration (monitored by Assistani
Administrator and DON). CQI staff
consists of but not limited fo
Administrator, Assistant Administrator,
DON, Administrative RN, MDS-LPN,
Maintenance Supervisor, Dietary
Manager, Laundry\Housekeeping
Supervisor and Assistant Supervisor, and
Activity Director.

[ T004 L= R v S o S
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abuse/neglect as well as the new "Stop and Yeli"
Program. Interview with the Administrative RN, on
11/01/43 at12:16 PM, revealed new direct care
staff would be in-serviced on the components of
abuse/neglect as well as the new "Stop and Yell"
Program, prior to being allowed to work in
residen! care areas.

Interview, on 11/01/13 at 4:15 PM, with the
Assistant Administrator and the DON revealed
ongoing eduication and monitoring is conducted
every shifl each day and they have met with each
employee In every depariment about the
abuse/neglect program, afong with the new "Stop
and Yell* Plogram, There are manuais In each
nursing area for reference, they are moniloring
incident reports Monday through Friday, as well
as conducting investigations as required. The
Administrator signs off on every Incident report.
Monitoring through QA is conducted daily by the
DON, Administrative RN, Charge Nurses, and the
Depariment Heads {Dietary,
Laundry/Housekeeping, DON, Administrator,
Asslistant Administrator, Maintenance, MDS
Coordinator, Aclivity Director, and the Medical
Director). The QA team meels quarterly.

Review of Treatment Administration Records
{TARs), dated 10/23-24/13, revealed head {o toe
skin asseséments were completed on every
residen! with no concerns identifled. Interview
with the facility's skin nurse (LPN #2}, on 11/0113.
at 12:40 PM, revealed she conducted hody/skin
audils, on 10/23/13 and 10/24/13, with no issues
fdentified.

1

Review of a wrilten stalement from the DON,
: dated 10/23/13, revealed, from 4:45 PM through
} 5:30 PM, he interviewed residents in rooms 210

F 226

;
{
!

LAY 4

Intentionally left blank

i

FORA CAYS-2667{02-98) Pravioks Versions Qbsolete Even! ID: TSCE#1

o

§ .

o

Facility ID; 100067

if conlinuatlon sheel Paga 27 of 38

27




PRINTED: 12/18/2013

" DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDESUSUPPLIER/CLIA (X2} MULTIFLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
185343 B. WING 12/09/2013
NAKIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP CODE
GTON'S C N\}ALESCENT CENTE 15 CAYCE ST
COVINGTON'S €O ENTER HOPKINSVILLE, KY 42240
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) o cag
ﬂgP O
F 226 | Continued;From page 27 F 226
through 232 {who were interviewable}, and were :
previously assignad to CNA#1's care. This i
included fifteen {15) residents, and he revealed
none of them expressed any dissalisfaction or
unhappiness ralated to living at the facilily. Al
were neal, clean, and comfortable, and able to
NG L ! F 490 EFFECTIVIL
express themselves freely; their rooms were
... iclean and peat. Interview with the DON, on "AVI;:I{I{‘N:%TI‘IN%TION \  RESIDENY
- 11/01/13 at 4:15 PM, confirmed this information. g
: Observations and interviews wilh Residents (#1, , _
#2 #3, #4, Aand B), on 11/01/13 from 8:20 AM Corregtive Action:
through 2:30 AM, revealed no concerns related to
abuise/negiect. WE DID PREVENT  FURTHER
ik POTENTIAL ABUSE DURING THE
interview with the DON, on 11/01/13 at 4:30 PM, INVESTIGATION PROCESS BECAUSE
revealed he would ensure the audits and THE CNA#! WAS RELEASED FRO
monitoring would continue as stated in the DUTY WITBIN MINUTES OF THE
Ailegation of Compliance, This aUdlt Wi;t continue ALLEGATION REPORTING ON THE
weekiy_/ far four {4} weeks beginning 10/28/13, VERY NIGHT OF THE ALLEGATION
then bi-weekly a second month, and once the (10/15/2013) !
third month. Administrative staff wili conduct off '
hour rounds outside the hours of 8:00 AM - 4:00 ;
PM three (3) times weekly for 90 days beginning ! CNA #2 & #3 were educated on the
11/04/13, to include weekends. . : importance of completion of witness
F 4901 483,75 EFFECTIVE F 490| statements and timeliness of reporting
$5=4 | ADMINISTRATION/RESIDENT WELL-BEING of 10.23.2013 by Administrative RN.

A facility must be administered in a manner that
enables it o use its resources effectively and
efficiently to allain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

&

This REQUIREMENT is not mel as evidenced
by: .
Based onwobservation, interview, record review

In order fo promote each resident’s highest
practicable freedom from abuse or neglect,
the facility ~Administrator, Assistarit
Administrator, DON and Administrative
RN have revised our Abuse/ Neglegt

Preveniion Protocol and oq'r
Abuse/Neglect  Investigation  Protocgl
effective  10/23/2013. This

new
Abuse/Neglect Prevention Protocol }s
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| policy for reporting incidences of abuse

eftective system to ensufe staff reported
observed mistreatment of Resident #1
immediately, On 10/15/13, Cerlified Nurse Aides
(CNA) #2 and #3, failed to folfow the facility's

immediately to the Nurse Supervisor. CNA#2
observed CNA#1, the alleged perpelrator, put a
piece of clothing with feces up to Resident #1's
face as she "fussed"” at him/her. CNA #2 went on
to provide care to three (3) other residents
instead of Immediately reporting what she had
wilnessed to the nurse. Additionally, CNA#3
ohserved and heard CNA #1 strike Resident #1
and stated to the resident “| hate you bitch". CNA
#3 also failed to immediately report what she had
observed to the nurse and instead went to
another residenl's room, leaving ihe alleged
perpelrator with the resident. CNA#2 and CNA
#3 did not report what they had witnessed unil
after eachhad discovered the other had also
observed CNA #1 mistrealing Resldent #1.

The Administrator stated he was made aware of |
the incident on 10/15/13 by phone; however, he |
did not get involved in the investigation of the

incident. He stated it was the responsibility of
the Assistant Administrator to direct and !
coordinaterthe Investigation and write a report. |
The Administrator stated he usually read the ;
reports, but he "could not swear he read that :
freport”, - & i

éﬁ?plgc {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENC?SES 20 639 |
i i called “STOP AND YELL” createid
F 490 Continugd Fr0.m page 28 ‘ F 4901 10/23/13. Administrative RN inserviced &
and facility policy and procedure review it was educated the Administrator, Assistajt
determined the faciiity's administration faifed to Administrator, & DON on the content df
ensure It administered In a manner that enabled it Stop and Yell Program on 10/23/13. This
to use ils resources effectively and efficiently to o s SN a?
maintain the highest practicable physical, mental }p;:i'easm makeg_ Efacllaty Cl:;a sWa’s,
and psychosoclal well-being for one (1) of four (4) H l; inelL 'e(?ry er.sonne ’
sampled residents {Resident #1). The Moqs:, ceping aug T)’ | Pe:ox}nfe ’
Administrator failed to ensure fhere was an ainicnance ersonnet, clivity

that they must STOP right then and YEL

" for help if potential abuse\neglect is note

in order to protect the resident(s) from
further potential abuse and prevent il
aggressor(s) from committing any fliﬂ’hqf‘

abuse‘neglect. In order to ensure the
Administrator has the alleged violations
s

Personnel, and Adnyinistrative Staff awarF

thoroughly investigated, the
Abuse/Neglect Investigation Protocol w:

revised 10/23/2013 to include an expande!
Incident\investigation Form designe‘d
specifically for abusewneglect al!egationé.
This protocol includes more delaile:d
analysis of events, time frames, people
witnessed or involved, witness statements
and to help identify other residents s:it
potential or actual risk. This new protocol
for prevention and investigation wds
developedt implemented on 10/23/2013 i;}/

the Administrator, Assistani
Administrator, Administrative RN and
DON. Education on the

new
Abuse\Neglect Investigation forms w%s
conducted on  10/23/13 by the
Administrative RN for the Administrator,
Assistant Administrator, and DON,
Assistant Administrator and DON will be
the primary investigators for @
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age 30 of 38
_ . i abuse\neglect allegation wlule meetmg
. F-490: ContinuediFrom page 28 F490; with and conferencing with the
PR ‘s Administrator. ;
e The facility's_ adminlstration falled to ensure all
"y alleged viotations were investigated; falled to Revisions to Abuse\Neglect training an

interview CNA#2, who witnessed one of the

| incidents; and, failed to prevent further potential

| abuse while the Investigation was in progress.

! ! This faiture to administer the faciiity effectively
‘and efficiently to maintain each resident's highest

! practicable. physical, mental and physical 5 the ~ Administrator, Assistant
| psychosocial well-being has caused or is likely to ; Administrator, Director of Nursing, angd
; cause serious injury, harm, impairment or death ; Administrative RN (with conferencing of

to a resident. iImmediate Jeopardy was identified Medical Director) revised the

on 10/23/13 and determined to exist on 10/ 16/13. abuse\neglect policy to reflect changes &

{Refer to-F.225 and F226) reporting of abuse or neglect t

The findingjs'include:

s .
Review of the facility's AbusefNeglect policy,
undated, revealed "Anyone who witnesses and/or
suspects an incident of resident abuse Is to report

review of the policy revealed under the employee |
to resident abuse seclion, "a thorough
investigation is conducted.”

Interview with CNA#2 on 10/22/13 at 10:15 AM
revealed on 10/15/13 she observed CNA#1 put
pants soiled with feces up to Resident#1's face
while shet'fussed" at him/her. CNA3#2 left the
room leaving CNA #1, the alleged perpetrator in
the room with the resident. CNA#2 pravided
care for three (3) other residenis before she
reported this abusive behavior to the nurse,

it o the nursing supervisor immediately.” Further |

' head with her open hand and staled "l hate you

TR i

investigations  were completed b
Administrator, Assistant Administratml
and Administrative RN on 10/23/2013. 1
the review and revising of Abuse\Negled
training and investigations on 10/23/13

— e

“immediately” by following the Stop an
Yell protocol; b} ail staff would receiv
training on Stop and Yell protocol fror
10-23-2013 forward; c) newly hired
direct care staff (ie: CNA's\Na's an
Nurses) would receive abuse \ negled
training with Stop and Yell program prio
to working directly with residents freely),
Any new non-direct care staff hired will
also receive the Abuse\Neglect training
|

L S ™ "R - Mt ¢* g = e

and Stop and Yell program during their
new- employee fraining (non-direct car
staff is: housekeeping staff, laundry staff,
dietary staff, maintenance staff, activity
staff, office staff).

1741

Abuselneglect investigation process wa
reviewed and changed on 10/23/2013 by

the Administrator, Assistant
tnterview with CNA#3, on 10/22/13 at 11:00 AM, N .
revealed on 10M5/13 she observed CNA {1 draw gdo';lms" E:(t\?rl;;h Adm:;;sé;g;nlve Rgi‘re;“
back her right hand and siap Resident##1 on the conferencing) fo use from 10/23/201

Facility ID: 100067
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| Interview with the Director of Nursing (DON), on
110/22M3 at 1:45 PM, revealed the Assistant

stated shedid not report what she had observed
immediataly and went on to care for other
residents. )

Administrator had delegated him to conduct this
investigation. During further interview with the
DON, he stated he felt CNA #3's and CNA#1's
statements cancelfed each other out. Interview,
with the DON revealed he could not reach CNA
#2; the DON did not interview CNA #2, who was
a withess to one of the incidents The DON stated
no other residents that may have been affected
were interviewed or assessed,

Interview with the Assislant Administrator, on
12/40M3 at 3:10 PM, revealed he delegated the
investigation to the DON, but he was in constant
contact with the DON throughout the
investigation. He stated when they conducted the
investigaticin they did not have the statement from
CNA#2, sa when they Interviewed Resident #1
and hisfher roommate and they both denied tha
Incident had happened they felt they did nai need
to go any further with the investigation. He stated
CNA #2's statement was placed underneath the
DON's door later but there was no signature on it
and they did:not know at the time who had putit |
there. He stated after further investigation they
found out from the LPN who worked that night
ihat it was CNA #2's written statement and she
dtd not want to sign her name to the stalement,

Interview with the Administrator, on 12/09/13 al
11:00 AM and 1:40 PM, revealed he expecled tho
facility's Abuse and Neglect Policy to be followed.

(X4) D SUMMARY STATEMENT OF DEFICIENCIES b )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESg&g}Eg gHE APPROPRIATE DATE
| IY))n ol ~ALf20
1 (—15\1 PP NV e L )
forward {Administrator, Assistan
F 490 Continued From page 30 F 490 Administrator, Administrative RN an
bitch”. CNA#3 then left the room, leaving !he DON created the new process an
alleged perpetrator with the resident. CNA #3 educated\stressed to each other th

importance of following this new protoco]
on 10/23/2013). The revisions to the
Abuse\Neglect - Investigative plocess
inclade a) replacing the old investigativ{
form (1 page) with a Comprehensive

page format that includes incident repor

body audit report, two page interviev
report on anyone interviewed, & a
administrative final disposition report; b
replacing the prior investigative tactics o
interviewing those residents involved in a
abuse\neglect allegation with an expanded
interview process to include any
interviewable residents in areas that th¢
alleged staff worked (based on BIM

scores to  determine  interviewabl
residents); c¢) replacing interviews wit
staff that witnessed or were invoived i
allegation of abuse\neglect with expande
interviews with staff on all shift
{cna’s\mrses) that may have cared for th
resident involved in an allegation of abusg
or neglect to ensure thorough nwestlgatlon
into the  abuse\neglect  allegation
Abuse\neglect  investigations  will b
completed by one or more of th
following: DON, Assistant Administratoy),
Administrator, or Administrative R

while having regular updales\meetin;E
with the facility Administrator if he is n

already directly investigating. (1
t
1
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: The Administrator stated he was made aware of
tha incident on 10/15/13 by phone; however, he
did not get involved in the investigation of the
incident. The Administrator stated it was the
responsibllity of the Assistant Administrator to
direct and coordlnale the investigation and write a
report, He’ t{ated he usually reads the reports,
but he “could not swear he read that repor”, but
he knew it was discussed with him.
Further intéryview with the Administrator, on ;
12/09/13 at 11:00 AM and 1,40 PM, revealed the |
Assistant Administrator and/or the Director of
Nursing had interviewed Resident #1 and the
resident's roommate and both denied the
allegation. He stated they felt the incident did not
happen as CNA #1 had aiso denied the
occurrence. He stated in hindsight, he was
seeing it ditferently and other residents should
have been interviewed and assessed to
determine if they were affected, but at the lime
the facility 1eIt nothing had happened.

The faciiiiy-.lmptemented the following actions to
remove the immediate Jeopardy:

.On 10/15/13, the alleged perpelrator {CNA #1)
was ramoved from the resident care area
promptly aifer an aliegation of abuse was
reported. An investigation was initiated by LPN #1
related to the allegations of abuse invelving
Resident #1 and CNA#1. The investigation
involved staff interviews, record reviews, and
review of documentation.

On 10/23/13, the facilily's Administrator, A331stan2
Administrator, Administrative Nurse #3, and
Director of Nursing {DON) created the facility's
new "Stop and Yell" Program for reporting abuse

F 4901  Identify Others:

All residents could potentially be affected
by Abuse or Neglect if facility fails to
develop and implement policies and
procedures to preohibit abusewegleq,
However, the facility Administrator,
Assistant  Administrator, DON ai;E

Administrative RN have created a ney
abuseineglect awareness program call

“STOP AND YELL”,  This program
{created by Administrator, Assistant
Adminisirator, DON and Administrative
RN on 10.23.13) makes staff aware that
they must STOP right then and YELL for
help if potential abuselneglect occurs in
order to protect the resident(s) from further
/ potential abuse and prevent the
aggressor(s) from committing any further
abuse\neglect. The Abuse Investigation
Protocol was revised 10/23/2013 (revisdld
by Administrator, Assistait
Administrator, DON and Administrative
RN) to include an  expandgd
Incident\investigation  Form demgnqd
specifically for abuse\neglect alfegatlons
which includes more detailed analysis of
events, time frames, people witnessed or
involved, witness statements, mandatory
reporting, and to help identify oth¢r
residents at potential or actual risk. r

|
i
|
i
i
|
i
1
|
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L F 490 Continued,_f.f,rom page 32 F 490\  Systemic Changes:
> |and neglect limely. Two employees (CNA #2 and
4 #3) were identified as failing to report allegations In order to ensure all abuse\neglest
of abuse timely regarding Resident #1. The allegations of abuse or neglect ae

facility was made aware of the IJ on 10/23/13 and
began the |J correction process with re-education
of how to repont allegations timely.

The empioyees who provided the education for
the new "Stop and Yell" Program were the
Administrative Registered Nurse {(RN) and DON
on 10/23!13 10424113, and 10/25/13. The "Stop
and Yell" Program teaches the employee to

lis noted, that way the resident(s) can be
: prolected @nd this will prevent the aggressor form
committing; further abuse/neglect.

The facility-revised the protocoi for investigaling
allegations of abuse/negtect on 10/23/13 to

These new tools have been pul into place
effective 10/23/13 for any allegations here
forward.

abuse/neglect limely). Education of the facility's
new "Stop and Yell" Program fook place with

immediately stop and yelt for help if abuse/neglect

include an expanded form designed specificall ; .
o Sicaations which Included more dataied investigations of abuse and neglect, the
analysis of events, time frames, people who i : Abyse/Neg]ect Inves_ttg‘atlon Prntoco% wils
wilnessed or were Involved in the incident, and to | ; revised Dby Administrator,  Assistailt
heip identify other residents at potentialfactual | {  Administrator, DON and Administrative
risk. This new expanded form for investigating RN on 10/23/2013. This new investigative
allegations;of abuse/neglect is the fool protocol ensures abuse\neglect allegations
Adm;ms[gakwe staff will utilize to help maximize will be investigated more thoroughly. The
. the investifative process. Persons making these New Incident\Investigation Form wgs
policy revisions and new protocol were the designed specifically for abuse\negleet
Administrator, Assistant Administrator, and DON. allegations w hich includes more detailed

The facility: met with CNAs #2 and #3 on 10/23/13

to explaln to them how the deficient practice ?buset\.“e%.l ect. . The Abf’se\";gie“

occurred (failure to report allegations of nvestigation Form was created b
Assistat  Administrator, Administratof,

identified and reported immediately, the
facility has created a new abuse\negiect
awareness program called “STOP AN

YELL". This programn (created by
Administrator, Assistant Administratol,
DON and Administrative RN on 10.23. li)
makes facility staff aware that they must
STOP right then and YELL for help Tf
potential abuse\neglect occurs in order {o
protect the resident(s} from further I/
potential abuse and prevent the
aggressor(s) from committing any fmﬂ]gr
abuseneglect.

)

In order to maximize the accuracy d

analysis of events, specific time frames,
people witmessed or involved, witneg
statements and to help identify othg
residents at potential or actual risk for

- v

DON and Administrative RN on
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F 490 \ ¢ 10/23/2013.  fdentifying  other sta*f
' Continued From page 33 F430°  members that may be at risk for failure to

: from committing further abuse/neglect.

i A new prbfocol was instituted that requires all new

CNAs #2 and #3 prior to them working on
10/23/13. Tha Adminisirative Nurse conducted
the explanation and education of the new "Stop
and Yelf" Pragram. The "Stop and Yell* Program
teaches the employee to immediately stop and
yelt for help if abuse/neglect is noted, that way
you can protect residents and prevent aggressors

The education of staff. abuse/neglect in-service
tralning was conducted on 10/23/13 as part of the !
facility's compliance with Abuse and Neglect
Training and completed by the State
Ombudsman. However, the facility's new program
for raporting allegations of abuse timely, known

follow procedures for abuse/neglegt
protocol has been addressed repeatedly i

our Abuse\neglect Awareness Inservices

Abuset\Neglect compliance rounds. Tiﬂ
inservices\rounds were completed by the
DON (on these dates: November 2013

5,6,7,9,11,13,15, 18, 20, 21, 22, 23, 24,
25, 20, 27, December
2,9,10,11,12,16,17,18. This educates and
reiterates scenarios that may be considered
abuse\neglect, procedures for repmtmg
abuse\neglect allegations immediately, and
appropriate responses o these situations

should they arise.  (The Administrati:}e

as the "Step:and Yell' Program was taught by the RN and DON were able (o verify
Administrative RN and DON to all stafj in all compliance with AbuseiNegle ¢[
departments. Education dates on the "Stop and Prevention  Protocol  through  the

Yell" Program were 10/23/13, 10/24/13, and
10/25/13 fer al} staff,

*direct care staff’ {0 have Abuse/Neglect Training
plus the fasility's new program on "Stop and Yell"
prior to beginning work In care giving areas, as of
10/26/13 forward.

comptiance rounds conducted by the DON
as detailed above.) |

fnitial Abuse\Neglect Prevention prograrh
known as Stop and Yell Program, training
began 10/23/2013 and was conducted by
Administrative RN and DON. Training

continved 10/23/2013, 10/24/2013, and
The faciity's Administrative staff {Administrative completed by 10/25/2013 for ajl
Nurse, DON, and Assis!antAdminis!rator) were Cna’s\Na‘s, Nurses, Dietary Persomnel],
present In the facifily approximately twelve (12) Housekeeping\Laundry Personnel,
hours each day.during the ime of 1J resolution Maintenance Personnel, ActivitEy

(10423713 through 10/25/13), plus one or all were
entering the facility for rounds, concerns, and
compliance of the new Abuse/Neglect "Stop and
Yeli" Program as well as resident well-being by
frequent spot checks on the evening and off
shifis. This extra moniloring was completed
10/23/13, 160/24/13, and 10/25/13,

L0

Personnel, and Administrative Staff. The
Adininistrative RN and DON verified ajl
Cna’s\Na’s, Nurses, Dietary Personnej,
Housekeeping\Laundry Personne,
Maintenance Personnel, Activity
Personnel, and Administrative Staff wctl
knowledgeable after education of thie
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facility’s new abuse\neglect awarenes:s

. F 490 Contlnu.ed-Fror() page 34 F 490!  inservices and abuselneglect compliance
The facility's:skin nurse (LPN #2) conducted rounds conducted by DON on Novembdr
body/skin audits on 10/23/13 and 10/24/13. 2013= 5.6.7.9.11.13.15. 18. 20. 21. 24
These audits revealed no further issues related to 23, 24, 25, 26, 27; Decembe

abuse/neglect. 2,9,10,11,12,16,17,18.  Abuse\Neglec

r
t
All interviewable residents (according lo BIMS compliance roun'ds are condl.lcted by t.he
; DON to review compiiance with

h

scores) were interviewed on 10/23/13 by the . ;
DON, which revealed no further concerns. Abuse\Neglect  Policy\protocol  wit
- Cna’s\Na’s, Nurses, Dietary Personne

The State Hurvey Agency valldated the corrective Housekeeping\Laundry Personne|,
action by tHe facilily as follows: Maintenance Personnel, Activity
Personnel, and Administrative Staff and
On 10/15/13, the alleged perpetrator (CNA#1) monitoring of all residents in the facility
was removad from the resident care area for complaintsi\concerns of abuse\neglect.
promplly after an allegation of abuse was .
reported. An investigation was initiated by LPN #1 The Administrative Policy for
refated fo the ailegations of abuse involving Abuse\Neglect has been reviewed to
Resident #1 and CNA#1, The investigation ensure that it encompasses establishin
Involved staff interviews, record reviews, and .o passe 5
and moniforing all policies and procedurds

review of documentalion. interview with the -
DON, on 14/01/13 at 2:30 PM, revealed CNA #1 for .al‘l departments Of. .the ) famht) .
had not worked In the facility since 10/15/13, nor | Administrator and Administrative RN
would she return to work at the facility, CNA #2 reviewed this policy 12.18.2013. i
and CNA #3 were re-educated about timely ‘
reporting of abuse/neglect, as well as the new :
“Stop and Yel" Program, on 10/23/13 by the

Administrative RN, prior to working their shift.

Review of the facilily's abuse/neglect inservices,
dated 10/23/13, 10/24/13, and 10/25/13, revealed
all facility staff was in-serviced on the
components of the abuse/neglect prevention TSN
policy. Additionally, a policy agddressing the new Monitoring;
*Stop and Yell" Program was developed and
implemented on 10/23/13, with staff in-servicing
. conducted;on 10/23/13, 10/24/13, and 10/256/13.
Additional gquestions were added lo the
abuse/neglect quiz already in place, new
investigative reports and tools were also put into the types
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AL JUUL JO
appropriate procedures for reporting and

F 490 Cloniinuec: (5;);; gag;? 3(5) o ductod F 490 abuse\neglect allegations. The Director of

: . | place on 10/23/13. The Ombudsman conducte Nursi h b ducti
an abuse/naglect in-service on 10/23/13 at 7:30 A:;:E;%]eglectas lnser\zz:s l.:&gwléc m)gf
AM and 3:00 PM. Abuse\Neglect Protocoi\Policy, and daily

audits of incident reports, checking daily
fer any abuse\neglect allegations, and
inservicing needs to ensure compliance

interviews, on 11/01/13 from 9:30 AM to 2:30 PM,
with six {6} CNAs, five (§) LPNs, two (2) RNSs {to
include the DON}, one {1) Maintanance

Supervisor, one (1) Housekeeping Supervisor, - :  with appropriate procedures regarding
one {1} Dietary Alde, and one (1) Dietary i Abuse\Neglect Prevention arld
Manager, revealed they were in-serviced on the * Investigation of Abuse\neglect allegations,
components of abuse/neglect as well as the new The DON & Assistant Administrator will
“Stop and Yell" Program. investigate any abuse\neglect allegatign

while working with the Adininistrator

interviews, on 11/01/13 at 12:15 PM and 4:15 PM during the investigative process. Tlle

!
t with the Adininistrative staff, which included the facility’s current abuse/neglect monitorinlg
Assistant Administralor, Administrative RN, and | . .
the DON, revealed on 10/23/13, 10/24/13, and system is - Abusc\Neglect Awarencys

10/25/13, they entered the facllity to make rounds | . mﬁ‘(‘i‘l‘]ﬁ::;g;f(‘)’r‘“ﬁl;‘:g‘t’zn[t“}’;g:ﬁfn(l‘;{fjt‘ rd
and were in the facility approximately twelve {12} D}&)N P A’d A RN 3 !
hours each day to ensure compliance or addrass an ministrative 2

concerns. Administrative staff in-serviced their 10/23/ ,2013)- These  abuseineglect
enlire facility staff on the components of compliance rounds have been done outside
abuse/neglact as well as the new "Stop and Yell" | of normal office hours by the DON on tie
Program. Interview with the Administrative RN, on ! following dates: ~ November 2013=
11/04/13 at 12:15 PM, reveaied new direct care o 5,6,7,9,11,13,15, 18, 20, 21, 22, 23, 24,
staff wouid:be in-serviced on the components of . 25, 26, 27 Decembgr
abuse/neglact as well as the new "Stop and Yell" C2910,11,12,16,17,18 & will contimpe
Program, prior to being aflowed to work In three times per week throughout our 90
resident care areas. day monitoring period. These
Interview, on 11/01/13 at 4:15 PM, with the absse\'“?g'?m compliance “]"mds ea"“{f

. < d the DON revealed i an ) reiterate  scenarios  that may Dbe
Assistant Administrator an considered abuse\neglect, procedures for

ongoing education and monitoring is conducled
every shift each day and they have met with each |
employee In every department about the
abuse/neglect program, along with the new "Stop
and Yeli" Program. There are manuals in each

reporting  abuse\neglect allegatiohs
immediately, and appropriate responses o
these situations should they arise. During
abuse\neglect compliance rounds, the

nursing area for reference, they are monitoring DON have been monitoring and_ talking
incident reports Monday through Friday, as well with the residents to ensure their wejl-
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- F 480 | Continued From page 37 F 4gg] of events, time frames, people witnessad
Oy monitoring would continue as stated in the or involved, and to help identify othr
< - | Allegation of Compliance. This audit will continue residents at potential or actual risk.
“i o Pwaeekly for four (4) weeks beginning 10/28/13,
then bi-weekly a second month, and once the The facility’s CQI meetings (quaﬁerlt)
third month, Administrative staff will condugt off will be monitoring that newly hired diregt
! hour rounds outside the hours of 8:00 AM - 4:00 | care employees (CNA’s\Nurses) receiye
PM three (3) times weekly for 90 days beginning Abuse/Neglect Training including the St(;p
11/04/13, fo include weekends. and Yell Program prior to giving care {o
residents (monitored by DON)., CQI will

B ) also review any Abuse\Neglect Allegation
' Investigations to verify that it whs
thorough and reported to approprigte
Agencies, and abuse\neglect allegations
are immediately reported to Charge Nurse
. ‘ ' and Administration. CQI staff consists of
‘ : but not limited to Administrator, Assistqnt
¢ Administrator, DON, Administrative RN,

MDS-LPN, Maintenance Supervisor,

Dietary Manager, Laundry\Housekeeping

Supervisor and Assistant Supervisor, ahd

Activity Director.
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