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An Abbreviated/Partial Extended Survey was
initiated on 04/08/15 and concluded on 04/15/15,
KY 23069 was investigated and the Division of
Health Care substantiated KY 23069 with
Immediate Jeopardy (1J) identified on 04/09/18
and was determined to exist on 03/31/15 at 42
CFR 483.13 Resident Behavior and Fagility
Practices (F223, F225 and F226) at a scope and
severity of a "J", and 42 CFR 483.20 Resident
Assessment (F279) at a scope and severity of a
“J*.  Substandard Quality of Care was identified
at 42 CFR 483.13 Resident Behavior and Facility
Practices. The facility was notified of the
immediate Jeopardy on 04/08/15.

Interview and record review revealed the facility
failed to have an effective system to report abuse
and implement facility poficy to prevent the
potential for further abuse to occur. On 04/01/15
the facility received an allegation from Resident
#2 regarding verbal abuse by Certified Nursing
Assistant (CNA) #2 towards Resident #1 that
ocourred on 03/31/15 during second ghift, The
aflegation revealed the CNA told the resident
"don't touch me you son of a bitch” whan
Resident #1 grabbed the CNA's arm during a
transfer at bathing time. Thig allegation was
witnessed by Resident #2 and CNA#1. CNA #1
failed to report the allegation of verbal abuse to
facility supervisorg and administration; therefore,
CNA #2, although not assigned o Resident #1,
continued 10 work the remainder of the ghift on
that unit, which ended at 10:00 PM,

The facility provided an acceptable Allegation of
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Any déiic?iency statemant ending with an asterisk () denotes a deficiency which the Institution may be excused from correcting providing it 18 detarmifed th .
athar satequards provide sufficient protection to the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclossble 90 days
tellowing the date of survey whether or not a plan of carrection is provided. For nursing homes, the abova findings and plans of correction are disclosable 14

days foltowing the date these documants are made available to the facility, ¥ deficiencies are cited, an approvad plan of correction ig requisite to continued
program participation.
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Compliance (AOC) on 04/13/15 which alleged
removal of the Immediate Jeopardy on 04/11/15.
The State Survey Agency verified Immediate
Jeopardy was removed on 04/11/15 as alleged
prior to exit. The scope and severity was lowersd
toa"D" in 42 CFR 483.13 Resident Behavior and

CFR 483.20 Resident Assessment (F279) scope
and severity lowered to a "D" while the facility
implements and monitors the Plan of Correction
for the effectiveness of systemic changes and
quality assurance,

F 2231 483.13(b), 483.13(c)(1)() FREE FROM

$8=J | ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punighment, or
involuntary seclusion.

This REQUIREMENT ig not met as evidenced
by:

Based on interview, record review and review of
the facility's policy and investigation report, it was
determined the facility failed 10 have an effective
systern 10 ensure one (1) of four (4) sampled
residents (Resident #1) was free from verbal
abuse. Interview and record review revealed on
04/01/15 Resident #2 reported to Licensed
Practical Nurse (LPN) #2 he/she heard Certified
Nursing Assistant (CNA) #2 say to Resident #1,
"Don't grab me you son of a bitch” during a
shower in the shower room on 03/31/15 during
second shift. CNA#1 and CNA #2 were assisting

Facility Practices (F223, F225 and F226), and 42

This Plan of Correction is the center's credibie
altegation of compliance.

Preparation and/or execution this plan correction does
not constitute admission by the provider of the truth of
the facts alleged or conclusions forth in the statemant
of deficiencies. The plan of correction is prapared
andior execiited solely because It Is required by the
provisions of federal and state law.

F 2231483,13(D), 483.13(c)(1)()) FREE FROM ABUSE/

INVOLUNTARY SECLUSION

How the carrective action will be accomplished for the
affacted resident: Resident #1 continues to reside at
the Facility. On 4/1/15, an investigation was initiated
by the Executive Director (ED), Director of Nursing
Services (DNS), and Staff Development Coordinator
(3DC). On 4/1/18, Resident #1, BIMS score 99,
indicating she is non-interviewable, was assessed by
8 licensed nurse to include & skin and pain
assessment and paychosocial asgesement with no
negative findings. All staff were interviewed by SDC
on 4/1/15 that had worked with C.N.A# 2 on 3/31/156
with no additional concetns voiced. The attending
physician for Resident #1 was notified on 4/1/15, The
responsible party for Resident #1 was notified on
4/1/15. CNA#1 recelved education regarding abuse
and reporting of abuse on 4/1/15 and 4/2/15 by the
(5DC).

CNA #2 was suspended on 4/1/15 by the (DNS)
pending outcome of investigation, and Adult Protective
Services and the Office of Inspector General wera
notified of the alleged verbal abuse. On 4/6/15 the
58D reassessed resident #1 and #2 for any

paychosocial and/or emotional changes with no

421115
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Mesident #1 during his/her shower by removing
Resident #1's clothes and assisting Resident #1
inta the shower. CNA#1 told CNA #2 that
Resident #1 would hold onto both CNA's arms
during the transfer. However, during the transfer
when the resident grabbed both CNA's arms;
CNA #2 said to Resident #1, "Don't touch me you
son of a bitch®. CNA #1 failed to report the
allegation of verbal abuse 10 facility supervisors
and administration; therefore, CNA #2, although
net assigned 1o Resident #1, continued to work
the remainder of the shift on that unit, which
ended at 10:00 PM. (Refer to F225 and F226)

The facility's failure to have an effective system in
place to ensure residents remained free from
abuse placed residents at risk for serious injury,
harm, impairment or death. Immediate Jeopardy
was identified on 04/09/15 and determined fo
exist on 03/31/15. The facility was notified of the
Immediate Jeopardy on 04/09/15,

The facility provided an acceptable Allegation of
Compliance (AOC) on 04/13/15 which alleged
removal of the Immediate Jeopardy on 04/11/15.
The State Survey Agency verified the Immediate
Jeopardy wasg removed on 04/11/15 as alleged
prior 1o exit, The scope and severity was lowered
to & "D", while the facility implements and
moniters the Plan of Correction (PQC) for
effectiveness of systemic changes and quality
assurance.,

The findings include;

Review of the facility's policy regarding Abuse,
dated 07/28114, revealed patients had the right to
be free of verbal, sexual, physical and mental
abuse, corporal punishment, involuntary

and the additional interventions were added.

How corrective action will be accomplished for those
residents having potential to be affected:  All
residents had the potential to be affected, although no
further concerns were identified. On 4/1/18, the (SDC)
and (DNS) interviewed a total thirteen residents that
CNA #2 had provided care for the previous evening
and there were no allegations of abuse noticed and no
conserns with care pravided. In addition, on 4/1/15 a
total of six nursing staff that worked with CNA #2 the
previous evening were interviewed by the (8DC) with
no allegations of abuse noted and no concerns with
care provided.

On 10 April 2015, fifty-eight residents with a BIMS
agsessment score of nine or higher were interviewed
utilizing the Abagls Resldent Interview Section G.; this
was completed by the (S50), There were no issues
noted. Any concerns identified were addressed
utilizing facility policy and procedure.

On 10 April 2013, facility wide skin inspections of one
hundred and fiteen residents were completed by
licensed nursing staff to identify any variances in skin
condition that were not previously documented. There
were nine skin variations identified and these were
addressad by Licensed Nurses utilizing facility policy
and procedure. No variances were Indicative of signg
and symptoms of abuse.

What maeasures will be put in place/systemic changes
made to ensure correction: On 4/9/15 and 4/10/15, the
(SDC) and (ADNS) initiated and performed education
with alt facllity staff (o include Kindred Bashiford, Haalth
Services Group (HSG} and Rehab Care on the facility
abuse policy and procedure, to inclitde, but not limitad
to, reporting abuse, Education included abuse types,
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how and when to report . The following policy and
F 223 | Continued From page 3 F 2273 procedure and training curmiculum was reviewed by the
seclusion, and neglect of the patient as well as Distriet Diractor of Clinical Gperations with no revisions
mistreatment, neglect, and misappropriation of mydie to the policies and procedures. The policies and
patient property. procedure and training curriculum were as follows:
POL 504-01 Abuse, PRO-51003 Abuse Pravention,
Review of Resident #1's meadical record revealed POL-504-06 Reporting reasonable suspicion of erime,
the facility admitted the resident on 07/09/11, with Federal Abuse, Neglect and Exploitation Definitions,
diagnoses of Vascular Dementia, Anxiety State ard the Resident Abuse Acknowledgement was used
and Toxic Encephalopathy. Review of the to confirm comprehension of inservicing provided, As
Quarterly Minimum Data Set (MDS3) Assessment, of April 10, 2015 one hundred eight facllity staff, HSG
dated 01/22/15, revealied the facility assessed and Rehab Care staff have been trained. No staff will
Resident #1 0 have a Brief Interview for Mental be permitted 10 work after 10 April 2015 without having
Status (BIMS) scare of ninety nine (99) which received the education prior to their scheduled shift,
indicated the resident was unabie to comn plete the As of April 11, 2015, twenty-hine additional facility statf
interview and wag not interviewable. had received the education prior to working their
scheduled shiff, The SDC will continge to train all staff
Review of Resident #1's Comprehensive Care and agency staff upon hire, annually, and as
Plan, dated 08/21/12, revealed the resident had necessary. Twelve random residents with a BIMS
an alteration in communication and potential for seore of 9 or higher will be interviewad weekly
negative affect in psycho-social well-being as beginning 4/13/15 by the (S8D) utllizing the Abagis
English was his/er second language, Korean Resident interview tool Section G untll substantizl
being his/her first. Interventions included compliance is achieved. At the time of identification
speaking slowly and clearly and use simple direct of issues or concerns from randem resident interviews
communication when talking to the resident and if immediate action is needed the Executive Director
tO' use interpreter services when communicating and Director of Nursing will be responsible for ensuring
critical information to the resident. proper follow-up. On evenings, nights and Weekends
the Charge Nurse and/or RNWS will be responsible to
Review of the facility's initial Investigation Report, notify the Executive Director and (DNS), Any issues
dated 04/01/15, and faxed to the State Survey identified, and concerns will be addressed utilizing
Agency revealed Resident #2 told a nurse that a facility policy and procedure. Twelve random staff
Certified Nurse Assistant (CNA) called Resident members will be interviewed waekly heginning 4/13/18
#2 a "Son of a bitch". Review of the final five (5) by the (3DC) 1o Include day, evening, night and
day inves;igation results, dated 04/08/15, for the weekend shifts in regards to abuse policy and
04/Q1/15 incident, revealed an assesament of procedure and reporting of abuse untll substantial
Resident #1 was completed by a nurse and no compliance is achieved. At the time of identification
physical ‘?r PSyChQSOC‘aI char_\ges were noted of issues or concerns from staff interviews and if
after the incident. Further review of the report immediate action is needed, , the Executive Direstor
revealed an interview with Resident #2 revealed and Director or Nursing will be responsible for
he/she over heard one of the CNA's state "Don't ensuring proper follow-up.
grab me you son of a biteh" and this occurred
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On evenings, nights and Weekends the Charge
F 223 Continued From page 4 F 223 INurse and/or RNWS will be responsible 1o notify the
during showering and transfer when Resident #1 Executive Director and (DNS), Any concerns identified
grabbed at the CNA's arm. Furlher review of the will be addressed Wilizing the facility policy and
final five (5) day Investigation Report, dated procedure, _ .
04/08/15, revealed the faciity substantiated On 4/16/15 contact information including, APS, OIG,
verbal abuse. The facility indicated CNA #2 had Ombudsman and the Elder Abuse hofline were placed
been suspended since the allegation was made at all the nursing stations for quick sccess.
and (_I:NA #1 was re-educated on reporting
possible abuse immediately and no further
adverse reactions from Resident #1 had been W How the faciiity plans to monitor its performance to

noted, make sure the solutions are sustained: Any findings
of abuse Identified during the randomn resident and
staff interviews or otherwise, will be reviewed

immediately and again reviewad during the daily

Interview with Resident #2, on 04/08/15 at 4:30
FM, revealed he/she heard CNA #2 say to

Resident #1, "Don't touch me you son of a bitch”,
Resident #2 stated thig incident happened in the
shower room on 03/31/15. The resident stated
Resident #1 could not speak for himselffherself
50 he/she reported it to LPN #2 the next morming
because LPN #2 did not work in the evenings.

Interview with LPN #2, on 04/09/15 at 7:45 AM,
revealed Resident #2 reported an allegation of
verbal abuse to her last week on 04/01/15. LPN
#2 stated after arriving to work at 7:00 AM she
stopped by Resident #1 and #2's room, who
share & room together, to say good moring. LPN
#2 stated Resident #2 asked her to come into
his/her room to talk. Resident #2 then stated to
L.PN #2 that the night before (03/31/15), in the
shower room ha/she heard CNA #2 call Residernt
#1 a "son of a bitch”, after Resident #1 grabbed
CNA #2's arm to hold on. LPN #2 stated Resident
#2 said this incident occurred when CNA #2
yanked the lift pad when both CNA #1 and #2
were transferring Resident #1 onto the shower
hed.

Interview with CINA #1, on 04/09/15 at 9:00 AM,

revealed on 03/31/15 during the second shift she

audits by the UM. The ED and DNS will be responsible
to direct proper follow up according to the facility
policies and procedures and the credible allegation of
compliance. On evenings and night and weekends the
charge nurse and or RNWS will be responsible to notify
ED and DNS for proper follow up,

These dally audit findings will be reviewed at the
weekly PI committes meetings with tracking and
trending complated by DNS, The weekly Pl meetings
Aare to cortinue for the next 3 months, The frequency
of the audits will increase or decreased based on the
findings. The weekly commitiee meeting was initiated
on 4/8/15. The meetings are of date 4/16/15 (ho
concerns noted) 4/20/15 (no concemns). Afier 4/20/18,
the weekly audits were reviewed with no concerns
dentified. At that time, the Pl committee that included
Medical Director, deamed the audits valid and
Lappmpriate and approved the continuation of the
current plan until substantial compliance is achieved.
The performance improvements weekly findings will be;
further reviewed and monitored through the monthiy

#{ process. The members of Pl commitiee may include
but is not limited to the Executive Director, Director of
Mursing Services, Unit Managers, Staff Development
Coordinator, Social Service Diregtor and Medical Dir‘ecﬁcr.
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; : The Medical Director was notified of immediate
F 223 Comtinued From page 5 F 2273 jeopardy on & April 2015 by the Executive Director and
heard CNA #2 say "Don't touch me you son of a 10 April 2015 on the immediate jeopardy removal plan,
bitch". CNA #1 stated she h elped CNA #2 that The Madical Director was involved in the development
evemng in the shower room with Resident #1. of the immediate jeopardy removal plan indluding the
She stated she helped remove Resident #1's review and approval of the monitoring tools. The
clothes, and helped the resident onto the shower Performance Improvement Commiltee has reviewed
bed. She stated Regident #1 always holds on to and approved this immediate jeopardy removal plan
the aides' arm when the resident gets into the on 9 April 2015.
shower. CNA #1 stated she tried to explain to The Immediate jeopardy was removed on 11 April 2015,

CMA #2 how to take care of Resident #1 because
that was CNA #2's first time in the shower room
with the resident. CNA #1 then stated that's when
Resident #1 held on to CNA #2's arm and CNA #2
said o the resident, "Don't touch me you son of a
bitch". CNA #1 stated at the time she did not
realize what CNA #2 said was abuse, 50 she did
not report this incident to anyone, but she realized
now it was abuse.

interview with CNA #2, on 04/09/15 at $:42 AN,
revealed she did not remember saying anything
inappropriate to or about Resident #1. CNA #2
stated that if she did say, "Don't touch me you
son of a bitch”, to the resident that she was sorry
and it had to have just slipped out of her mouth.

Interview with the Administrator, on 04/09/15 at
2:30 PM, revealed an allegation of abuse was
reported to him on 04/01/15 by Resident #2, He
stated that LPN #2 asked himn to come into the
room of Resident #1 and #2 the morning of
04/01/15 sometime between 7:05 AM-7:15 AM,
He stated Resident #2 told him the night before
during a shower he/she overheard CNA #2 say
"Daon't touch me you son of a bitch”, He stated he
immediately left the residents’ room and reported
the allegation to the Director of Nursing Services
(DNS). He then stated that CNA #2 was
contacted, interviewed, and suspended due to the
allegation. He stated CNA #1 was then contacted
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and interviewed, The facility investigated the
allegation and substantiated verbal abuse by CNA
#2 towards Resident #1, The Administrator
stated the employee was referred to Human
Resources for further personnel action.

The facility provided an acceptable AOC on
04/13/15 that afleged removal of the Immediate
Jeopardy on 04/11/15. Review of the AQC
revealed the facility implemented the following:

1. On 04/09/15, Resident #1's care plan and the
CNA Assignment Sheet were revised and
additiona) behavior interventions were added.

2. 0n 04/09/15, the Social Services Director
(S8D) re-assessed Residents #1 and #2,

3. On 04/01/15, the Director of Nursing Services
(DNS) and Staff Development Coordinator (3DC)
interviewed thirteen (13) residents that CNA #2
had provided care 1o on the day of the incident
(03/31/15). In addition, a total of six (8) nursing
staff who worked with CNA #2 (on the day of the
incident) were interviewed,

4. On 04/09/15, the Unit Mangers (UMs), Wound
Nurse and S8D reviewed one hundred and
eleven (111) residents' behavior logs, care plans
and two (2) concurrent weeks of Nurses' Notes
for documented behaviors, Thirty (30} of these
residents had additional interventions added to
their care plans and CNA assignment sheets,

5. 0n 04/10/15, fifty-eight (58) residents with a
BIMS score of nine (9) or higher were interviewed
utilizing the Abagis Resident Interview tool
(Quality Management System standardized tool
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used for resident abuse interviews) Section G.

6. On 04/10/15, skin assessments were
completed facility wide, an one hundred and
fiteen (115) residents. Nine (9) skin variations
were identified,

7. UMs and/or the Registered Nurse Weaekend
Supervisor (RNWS) began review of the Daily
Resident Behavior Logs and Nurses' Notes for
unidentified behaviors.

8. The facility will interview twelve (12) random
residents with BIMS score of nine (9) or higher,
weekly beginning 04/13/15. These interviews will
be conducted by the SSD utilizing the Abagis
Resident Interview tool Section G.

9. The facility will interview twelve (12) random
staff members weekly (beginning 04/13/15) by
the SDC regarding the abuse policy and
procedures and reporting of abuse. This will
continue until substantial compliance hag been
achieved.

+ 10, On 04/09/15 and 04/10/15, the 50C and
Aggistant Director of Nursing Services (ADNS)
initiated and performed education with all facility
staff on the abuse policy and procedure, reporting
abuse, abuse types and how, when and to whom
to report abuse.

11. A Performance Improvement Committee
including, but not limited to, the Executive
Director (ED), DNS, UMs, 80C, 58D and Medical
Director (MD), began meeting weekly to discuss
all audit findings of residents' behavior logs,
Nurses' Notes, random residents and stalf
interviews conducted.
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12. The Medical Director was notified of the
Immediate Jeopardy on 04/09/15,

Through observation, interview and record review
the State Survey Agency validated the ACO on
04/09/15 as follows:

1. Review, on 04/15/15, of Resident #1's care
plan and CNA assighment sheet revealed they
were both revised. The care plan had a new
focus, goal and interventions added, this was
dated 04/09/15. Interventions included
approaching resident in calm manner at all times;
explain care to resident before providing; play
gospel mugic while providing care if resident
becomes agitated or physicaily aggressive; and,
ensure by laying a sheet over resident if (he/she)
becomes agitated for a feeling of security and
provide conversation while providing care. The
CNA assignment sheet included the same
interventions.,

interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she updated Resident #1's care plan
and CNA assignment sheet to reflect the
resident's behaviors for grabbing out at staff while
receiving care, including transfers and showering. |
The DNS stated the interventions included:
approaching the resident in a calm manner,
explain care to the resident before providing; and,
lay a sheet aver the resident for a sign of security.

2. Imterdisciplinary Progress Notes, dated
04/09/15, for Residents #1 and #2 were reviewed
on 04/15/15. The 538D had assessed both
residents and no emotional injuries were noted
and no signs of sadness, anger or fearfulness
were noted,
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Interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she had spoken with the SSD
concerning the assessment performed and no
emotional injuries or voiced fearfulness, sadnass
or anger were expressed by either resident during
the assessment.

The Social Services Director was not avaitable
this date for interview.

3. The thirteen (13) residents imerviews that were
conducted by the SOC were reviewed on
04/15/15, with no concerns voiced by the
residents regarding CNA #2,

Interviews conducted with Resident #3 on
04/0815 at 5:00 PM; on 04/09/15 with Resident
#4 at 10:10 AM; Resident #5 at 2:00 PM;
Resident #6 at 2:10 PM; Hesident #7 at 2:15 PM;
Resident #8 at 2:20 PM; Resident #9 at 2:23 PM;
ard, on 04/15/15 with Resident #10 at 9:49 AM:
Resident #11 at 13:04 AM; Resident #12 at 10:23
AM; Resident #13 at 10:47 AM; and, Resident
#14 at 11:40 AM, revealed they all had no
concerns with any staff members or any other
residents hitting, yelling or saying anything
inappropriate to them.

Obsgervations, on 04/08/15, 04/09/15 and
04/158/15, of resident to resident and resident to
staff interactions revealed no concerns.

4, The audit of the behavior logs, care plans and
two (2) concurrent weeks of Nurses' Notes were
reviewed on Q4/15/15. The review revealed there
were thirty (30) residents out of the one hundred
and eleven (111) who had additional inferventions
added to their care plan and CNA assignment
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Interview with the ED, on 04/15/15 at 1:30 PM,
revealed the audit of the behavior logs, care
plans and Nurses' Notes were reviewed by the
Performance Improvement Commitiee and each
week newly identified behaviors would be
reviewed by this commitiee,

5. The fifty-eight (58) resident interviews, with
rasidents who had BIMS assessment scores of
nine (9) or higher, were reviewed on 04/15/15.
The reviews revealed no concerns with abuse or
neglect from staff members or any other
residents in this facility.

6. The skin assessments conducted on the one
nhundred and fifteen (115) residents were
reviewed on 04/15/15. There were nine (9)
residents who had skin variations identified that
were nof indicative of signs and sympioms of
abuse,

Interview with LPN #3, on 04/156/15 at 10:58 AM,
revealed she assisted in conducting the skin
asgessments and cara planned the new skin
variances and updated the CNA assignment
sheets.

7. The UMs and/or RNWS completed audite on
04/10/15, G4/11115, 04/12/15, 0413115 and
04/14/15 of the resident behavior logs and
Nurses' Notes for unidentified behaviors. Review
of these audits revealed any new behaviors were
noted on a care plan, CNA assignment sheet and
Nurses' Notes for those residents who were
updated.

Interview with the ED, on 04/15/15 at 1:30 PM,

F 223
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revealed the audit of the behavior logs would be

i reviewed by the Performance mnprovement

Committee and each week newly identitied
behaviors would be reviewed by this commitiee.

i 8. Review of the Abagis Resident interview tool

Section G and resident interviews were reviewed
on 04/15/15, These reviews revealed no voiced
concerns from residents on abuse from staff
members or any other residents.

Interviews conducted with twelve (12) residents
on 04/09/15 and five (5) residents on 04/15/15
revealed no voiced concerns with any staff
members or any other residents conceming
abuse.

Observations, on 04/08/15, 04/09/15, 04/14/15:
and, on 04/15/15, revealed no inappropriate
interactions between residents and resident to
staff.

9. The Random Abuse/Neglect/Inappropriate
Comment Questionnaire was reviewed on
04/15/15, revealed staff had not witnessed any
type of abuse by another staff member, resident
or family member here at this facility.

Interview on 04/15/15 with CNA #7 at 1:32 PM,
CNA #8 at 1:40 PM, CNA# 9 at 1:49 PM, CNA
#10 at 2:00 PM and, CNA #11 at 2:08 PM,
revealed they could name the seven (7) types of
abuse, knew when to report abuse, to whom to
report abuse and they had received in-service
training on Abuse/Neglect.

10. Review of training records and sign in sheets,
dated for 04/09/15, 04/10/15, 04/11/15, 04/12/15
and 04/15/15, revealed a total of one hundred

F 223
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and thirty seven (137) staff were trained on
resident rights, the facility's abuse policy
including; types of abuse, how and when to report
abuse,

Interview on 04/14/15 with CNA #12 at 4:15 PM,
CNA #13 at 4:25 PM, 04/15/15 with CNA #7 at
1:32 PM, CNA#8 at 1:90 PM, CNA #9 at 1:49
PM, CNA #10 at 2:00 PM, CNA #11 at 2:09 PM,
LPN #3 at 10:58 AM, LPN #2 at 11:15 AM, LPN
#4 at 12:45 AM and LPN #3 at 1:00 PM, revealed
they had received in-service training on
Abuse/Neglect and could recall the seven (7)
types of abuse, knew when to report abuse, and
to whom to report abuse,

11. Review of the sign in sheet, dated 04/09/15,
revealed the ED conducted a meeting to discuss
and develop a credible acceptable Allegation of
Compliance (AQC). A Performance Improvement
Committee was created and will meet weekly to
review audits of the daily review of resident
behavior logs, Nurses' Notes for newly identified
behaviors, random staff and resident interviews.

Interview with the DNS and ED, on 04/15/15 at
1:30 PM, revealed the audit of the behavior logs
and Nurses' Notes for newly identified behaviors,
and the random residents and staff interviews
would be reviewed sach week by the
Paerformance Improvement Committee.

Interview with the DNS, on 04/15/15 at 1:30 PM,
revealed she would continue to monitar nursing
staff by random questioning and interviewing staff
on abuse and neglect and coniinuing education.

Interview with the ED, an 04/15/15 at 1:45 PM,

revealed he would continue to monitor all staff by
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. random questioning and interviewing all staff on *
} abuse and neglect and contiruing education.
I
| 12. Interview with the ED, on 04/15/15 at 1:30 PM
revealed the Medical Director had been contactad
an 04K9/15 and notified of the Immediate
Jeopardy and the ramoval plan of the Immediate
Jeopardy.
On 0415/ 5 notification of the Immediate
Jeopardy and the notification of the removal plan
was provided to the Medical Direcior were
reviewed.
Post Survey Interview with the Medical Director,
an 04/21/15 at 9:25 AM, revealed he received a
call from the facility regarding the Immediate
Jeopardy (1J) and attended the Performance
Improvement Committee meeting on 04/08/15 to
discuss the kJ and had spoken with the This Plan of Corraction is the center's credible
Administrator on multiple occasions regarding the allegation of compliance,
M. Preparation and/or execution this plan correction does
ot constitute admission by the provider of the truth of
Observation on 04/14/15 and 04/15/15 revealed the facts alleged or conclusions forth in the statement
the District Vice President was present at the of deficiencies. The plan of correction is prepared
facility throughout the survey until the Immediate andior executed solely because 1t Is raquired by the
Jeopardy was removed, nrovisions of faderal and state law.
F 225 | 483.13(c){(N)(ii)-(iii), {c)(2) - (4) F225
S8 INVESTIGATE/REPOQRT 483, 13(0)(1)G-(ib, ()(2) - (4)
ALLEGATIONS/INDIVIDUALS INVESTIGATE/RERORT 412115
ALLEGATIONS/INDIVIDUALS
The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
m iStl’eﬁﬁng residents by a caurt of 1aw; Qr ha\/e I How the corrective action will be accomplished for the
had a finding entered into the State nurse aide affected resident. Resident #1 continues to reside at
registry concerning abuse, neglect, mistreatment ihe Facility. On 4/1/15, an investigation was initiated
of residents or misappropri_ation of thei_r property, by tie Executive Diractor (ED), Director of Nursing
and report any knowledge it has of actions by a Services (DNS), and Staff Development Coordinator
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{ (8DC). On 411515, Regident %1, BIMS sgore 89,

i court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immeadiately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughiy investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of afl investigations must be reported
to the administrator or his designated
represeniative and 10 other officials in accordance
with State law (including to the State survey and
certification agency) within 3 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met a5 evidenced
by:

Based on interview, record review and review of
the facility's policy and investigation report, it was
determined the facility failed {o have an effective
system in place to ensure all allegations of abuse
were reported immediately to ensure residents
were protected from further abuse for one (1) of
four (4} sampled residents. (Resident #1). On
04/01/15 the facility received an allegation from

g licensed nurse to include & skin and pain assessment
and psychosocial assessment with no negative findings.
Al staff were Interviewed by S8DC on 4/1/18 that had
worked with C.N.A £ 2 on 3/31/15 with no additional
congerns voiced, The attending physician for Resident
#1 was notified on 4/1/15. The respongsible party for
Resident #1 was notified on 4/1/15. CNA# received
education regarding abuse and reporting of abuse on
4/1/15 and 4/2/15 by the (8DC). CNA#2 was
suspended on 4/1/15 by the (DNS) pending outcoma
of lvestigation, and Adult Protective Services and the
Office of inspector General were notified of the alleged
verbal abuse. On 4/8/15 the 580 reassessed resident
#1 and #2 for any psychososial and/or emotional
changes with no changes noted. On 4/8/15 resident
#1 behavior care plan and C.N.A assignment sheet
were revised by LN and the additional interventions
were added.

How corrective action will be accomplished for those
residents having potential to be affected: All
rasidents had the potential to be affecied, although no
further concerns were identified. On 4/1/15, the (SDC)
and (DNS) interviewed a total thiftleen residents that
CNA #2 had provided care Tor the previous evening
and there were no allegations of abuse noticed and no
concerns with care provided. In additlon, on 4/1/16a
fotal of six nursing staff that worked with CNA #2 the
previous evening were interviewed by the (8DC) with
no allegations of abuse noted and no concarns with
care provided,

On 10 April 20135, fifty-eight residents with a BIMS
assessment score of ning or higher were interviewed
utilizing the Abaqis Resident Interview Section G.; this
was compieted by the (88D). There were no issues
noted. Any concerns identified were addressed utilizing
facility policy and procedure.
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Resident #2 regarding verbal abuse by Certified
Nursing Asgistant (CNA) #2 towards Resident #1
that oceurred on 03/31/15 during second shift.
The allegation revealed the CNA told the resident
“don't touch me you son of a bitch® when
Resident #1 grabbed the CNA's arm during a
transter at bathing time. This allegation was
witnessed by Resident #2 and CNA#1. CNA#1
failed to report the allegation of verbal abuse to
facility supervisors and administration; therefore,
CNA #2, although not assigned o Resident #1,
continued to work the remainder of the shift on
that unit, which ended at 10:00 PM. (Refer to
F223 and F226)

The facility's failure to have an effective system in
place to ensure all allegations of abuse were
reported immediately and ensure residents were
protected from further abuse placed residents at
rigk for serious injury, harm, impairment or death.
Immediate Jeopardy was identified on 04/08/15
and determined to exist on 03/31/15. The facility
wasg notified of the Immediate Jeopardy on
04/09/15.

The facility provided an acceptable Allegation of
Compliance (AOC) on 04/13/15 which alleged
removal of the Immediate Jeopardy on 04/11/15.
The State Survey Agency verified the immediate
Jeopardy was removed on 04/11/15 as alleged
prior to exit. The scope and severity was lowered
to a "D, while the facility implements and
monitors the Plan of Correction (PQC) for
effectiveness of systemic changes and quality
assurance.

The finding include:

Review of the facility’s policy regarding Abuse,

it

licensed nursing staff to [dentify any varlances in skin
conditon that were not previcusly documented. There
were ning skin variations identified and these were
addressed by Licensed Nurses utilizing facility policy

{
land procedure. No variances were indicative of signs

I

and symptoms of abuse.

What measures will be put in place/systemic changes
made fo ensure correction: On 4/8/18 and 4/10/15,
the (SDC) and (ADNS) inltiated and performed
education with all facility staif to include Kindred
Bashford, Health Services Group (HSG) and Rehab
Cate on the facility abuse policy and procedure, to
inglude, but not limited to, reporting abuse. Education
Included abuse types, how and whati to report. The
following policy and procedurs and training curricuium
wag reviewed by the District Director of Clinical
Operations with no revisions made to the policies and
procedures. The policies and procedure and training
curriculum were as follows: POL 504-01 Abuse.
PRO-51003 Abuse Prevention, POL-504-06
Reporting reasanable suspleion of crime, Federal
Abuse, Neglect and Exploitation Definitions, and the
Resident Abuse Acknowledgement was used to
confinm comprehension of inservicing provided. As of
Aprif 10, 2015 one hundred eight facility staff, HSG
and Rehab Care staff have been traingd, No staff will
he permitted to work aftar 10 April 2015 without having
received the edusation prior to thelr scheduled shift.
As of April 11, 2015, twenty-nine additional facllity
staff had received the education prior to working their
scheduled shift. The SDC will continue to train all staff

Twelve random residents with 3 BIMS score of S or
higher will be interviewed weekly beginning 4/13/15
by the (S8D) utilizing the Abaqis Residert Interview
tool Section G until substantial compliance is achieved

and agency staff upon hire, annually, and as necessary.
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On 10 April 2015, facility wide skin inspactions of one
F 225 | Continued From page 15 F 225 hundred and fifteen residents were completed by
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dated 07/28/14, revealed the center staff rmust
report all alleged violations involving
mistreatment, neglect, or abuse including injuries
of unknown source and misappropriation of
resident property, immediately fo a senior
clinician, operational leader at the facility, or call
the Compliance Hotline. In addition, the policy
stated a staff member implicated in an
ahuse/neglect situation, regardless of discipline,
would be immediately removed from any resident
contact, interviewed and version of event
documented, and suspended pending
investigation results.

Review of the facility's five (8) day follow up
investigation report, dated 04/08/15, revealed on
04/01415, Resident #2 reporied to Licensed
Practical Nurse (LPN) #2 he/she heard Certlfied
Nursing Assistant (CNA) #2 say to Resident #1,
“Don’t grab me you son of a biteh”, Resident #1
was assessed and no psychosocial or physical
changes were noted. GNA #1 stated herself and
CNA #2 helped Resident #1 during his/her
shower bry removing Resident #1's clothes and
assisting Resident #1 into the shower, CNA #1
stated in the report that Resident #1 hald onto
bath her and CNA #2 arms and CNA #2 said to
Resident #1, "Don't touch me you son of a bitch”,
Continued review of the Investigation Report
revealed LPN #2 stated Resident #2 came to her
and mentioned he/she saw CNA #2 being rough
with Rasident #1 during a shower the night before
(03/31/15). Resident #2 stated to LPN #2 he/she
heard CNA #2 state, "Don't grab me you son of a
bitch " while helping Resident #1 with his/her
shower. Resident #2 stated fo LPN #2 this
incident occurred during a shower and transfer
when Resident #1 grabbed at CNA #2's arm.
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Af the time of idertification of issues or concerns fram
F 225 | Continued From page 186 F oog random resident interviews if immediate action is

needed the Executive Director and Director of Nursing
will be responslble for ensuring proper follow-up. On
avenings, nghts and Weekends the Charge Nurse
and/or RNWS will be responsible to notify the Executive
Director and (DNS). Any issues identified, and
concerns will be addressed utilizing facility policy
and procedure.

Twalve random staff members will be interviewed
weekly beginning 4/13/15 by the (SDC) to inctude day,
evening, night and weekend shifts in regards to abuse
olicy and procedure and reporting of abuse until
substantial compliance is achieved. Atthe time of
identification of issues or concerns from staff interviews
and if immedigte action is needed, the Executive
Directar and Director or Nursing will be responsible for
ensuring proper follow-up. On gvanings, nights and
Weekends the Charge Nurse and/or RNWS will be
responsible to notify the Executive Director and (ONS),
Any concerns identified will be addressed utilizing the
facitity policy and procedure.

On 4/16/15 contact information including, APS, OIG,
Ombudsman and the Elder Abuse hotline were placed
at all the nursing stations for guick access,

How the facility plans 1o monitor its performance to
make sure the solutions are sustained; Any findings
of abuse identified during the random resident and
staff interviews or otherwise, will be reviewed
mmediately and again reviewad during the dally audits
hy the UM. The ED and DNS will be responsitiie 1o
direct proper follow up according to the facility policies
Fnd procedures and the credibie allegation of
compliance. On everings and night and weekends the
charge nurse and or RNWS will be responsitile to
notify ED and DN for proper foltow up.
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These daily audit findings will be reviewed at the
F 225 Continued From page 17 F 225 [weekly Pl committes meetings with tracking and
; ; . trending completed by DNS, The weekly Pl meetings
! g‘&“‘f:"e“;ﬂ%‘ Ee?zﬁeeg;:? é %”N%"’;%B; 1;;'/ ag‘) ﬁg are to continue for the next 3 months. The frequency
touch me you son of a biteh”, to R esider’wt #1 on of the audits will increase or decreased based on the
03/31/15. The resident stated Resident #1 could findings. The weekiy. committee meeting wag initiated
not speak for himselfherself that's why he/she on 4/9/15. The meetings are of date 4/16/15 (no
reported it to LPN #2 the next morning (04/01/15). concerns noted) 4/20/15 (no concems). After 4/20715,
the weekly audits were reviewed with no concems
Intarview with CNA #1 , On 04/09/15 at 9:00 AM, identified. At that time, the Pl commities that included
revealed on 03/31/15 during the second shift she Madical Diractor, daemed the audits valid and
heard CNA #2 say "Don't touch me you son of a appropriate and approved the continuation of the
bitch” when Resident #1 held on to CNA #2's current plan until substantial compliance is achieved,
arm. CNA #1 stated at that time she didn't realize The performance improvements weekly findings will be
what CNA #2 said would be considered abuse, further reviewed and monitored through the monthly
but realized now that it was verbal abuse. She Pl process. The members of Pl commitiee may includs
stated that she did not report this incident to but Is not limited to the Executiva Director, Director of
anyone due to not realizing it was abuse. She Nursing Services, Unit Managers, Staff Development
stated the resident could have had a decline in Coordinator, Social Service Director and Medical
health due to the verbal abuse and she had failed Director.
to report verbal abuse immediately after it N . ) )
happened. The Medical Dlreptor was notified of lmmedlgte
eopardy on 9 April 2015 by the Executive Director and
Interview withi LPN #2, on 04/09/15 at 7:45 AM, 10 Aprll 2015 on the Immedlate jeopardy removal plan.
revealed Resident 2 reported an allegation of The Medical Director was involved in the development
verbal abuse to her last week when she reported of the Immediate jeopardy removal plan including the
to work at 7:00 AM on 04/01/15 which invoived review and approval of the monlitaring tools.  The
CNA #2. Resident #2 reported he/she heard CNA Ferformance Improvement Committes has reviewed
#2 call Resident #1 a "son of a bitch", after and approved this immediate jeopardy removal plan
Resident #1 grabbed CNA #2's arm 1o hold on. on ¢ April 2015,
Record review on 04/14/15 of the Daily Staffing The immediate jeopardy was removed on 11 April
Schedule dated for 03/31/15, revealed CNA #2 2015.
worked the second shift from 2:00 PM-10:00 PM
on 03/31/15 on the One Hundrad (100) unit
where Resident #1 resided.
Interview with the Administrator, on 04/09/15 at
2:30 PM, revealed an allegation of abuse wag
reported to him on 04/01/15 by Resident #2 andg
he immediately reported the allegation o the
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F 225 | Continued From page 18 F 225

; Director of Nursing. Per interview, CNA #2 was
i interviewed and suspended her due to the
i allegation,

Further interview with the Administrator, on
04/0915 at 5:30 PM, revealed CNA #1 should
have reported the allegation of abuse
immediately but she failed to do so. Thig fallure
resulted in GNA #2 continuing to provide care to
residents on the unit.

The facility provided an acceptable AOC on
04/13/16 that alleged removal of the Immediate
Jeopardy on 04/11/15. Review of the AOC
revealed the facility implementad the following:

1. On 04/08/15, Resident #1's care plan and the
CNA Assignment Sheet were ravised and
additional behavior interventions were added.

2. On 04/09/18, the Sacial Services Director
(SSD) re-assessed Residents #1 and #2.

3. On 04/01/18, the Director of Nursing Services
{DNE) and Staff Development Coordinator (SDC)
interviewed thirteen (13) residents that CNA #2
had provided care to on the day of the incident
{03/31/15). In addition, a total of six (6) nursing
staif who warked with CNA #2 {on the day of the
incident) were interviewed,

4. 0On 04/09/15, the Unit Mangers (UMs), Waound
Nurse and SSD reviewed one hundred and
eleven (111) residents’ behavior logs, care plans
and two (2) concurrent weeks of Nurses' Notes
tor documnentad behaviors. Thirty (30) of these
residents had additional interventiong added to
their care plans and CNA assignment sheets.
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5. On 04/10/15, fifty-eight (58) residents with a
BIMS score of nine (9) or higher were interviewed
utilizing the Abagis Resident Interview tool
{Quality Management System standardized tool
used for resident abuse interviews) Section G.

8. On 04/10/15, skin assessments were
completed facility wicls, on one hundred and
fifteen (115) residents. Nine (9) skin variations
were identified.

7. UMs and/or the Registerad Nurse Weekend
Supervisor (RNWS) began review of the Daily
Resident Behavior Logs and Nurses' Notes for
unidentified behaviors,

8. The facility will interview twelve (12) random
residents with BIMS score of nine (9) or higher,
weekly beginning 04/13/15. Thesze interviaws will
be conducted hy the SSD utilizing the Abagis
Resident Interview tool Section G.

9. The facility will interview twelve (12) random
staff members weekly (beginning 04/13/15) by
the SDC regarding the abuse policy and
procedures and reporting of abuse. This will
continue until substantial compliance has been
achieved.

10. On 04/09/15 and 04/10/15, the SDC and
Assistant Director of Nursing Services (ADNS)
initiated and performed education with all facility
staff on the abuse policy and procedure, reporting
abuse, abuse types and how, when and to whom
ta repott abuse,

11. A Performance Improvement Committee
including, but not limited to, the Executive
Director {(ED), DNS, UMg, 8DC, S50 and Medical
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Director (MD), began meeting weekly to discuss
all audit findings of residents’ behavior logs,
Nurses' Notes, random residentis and staff
interviews conducted.

12. The Medical Director was notified of the
Irmediate Jeopardy on 04/09/15.

Through obsarvation, interview and record review
the State Survey Agency validated the ACQO on
04/09/15 as follows:

1. Review, on 04/15/15, of Resident #1's care
plan and CNA assignment sheet revealed they
were both revised. The care plan had a new
focus, goal and interventions added, this was
dated 04/09/15. Interventions included
approaching resident in calm manner at all times;
explain care 10 resident before providing; play
gospel music while providing care if resident
becomes agitated or physically aggressive; and,
ensure by laying a sheet over resident if (he/she)
hecomes agitated for a feeling of security and
provide conversation while providing care. The
CNA assignment sheet included the same
interventions.

Interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she updated Resident #1's care plan
and CNA assignment sheet fo reflect the
resident's behaviors for grabbing out at staff while
receiving care, including transfers and showering.
The DNS stated the interventions included:
approaching the resident in a calm mannet,
explain care 1o the resident before providing; and,
lay a sheet over the resident for a sign of security.

2. interdisciplinary Prograss Notes, dated
04/09/15, for Residents #1 and #2 were reviewed
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on 04/15/15. The SSD had assessed both
residents and no emotional injuries were noted
and no signs of sadness, anger or fearfuiness
were noted.

Interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she had spoken with the 58D
concerning the assessment performed and no
amotional injurtes or voiced fearfulness, sadness
or anger were expressed by either resident during
the assessment.

The Social Services Director was not available
this date for interview.

3. The thirteen (13) residents interviews that were
conducted by the SDC were reviewed on
04/15/15, with no concerns voiced by the
residents regarding CNA #2.

Intarviews conducted with Resident #3 on
G4/08/15 at 5:00 PM; on 04/06/15 with Resident
#4 a1 10:10 AM; Resident #5 at 2:00 PM;
Resident #6 at 2:10 PM; Resident #7 at 2:156 PM;
Resident #8 at 2:20 PM; Resident #9 at 2:23 PM;
and, on 04/15/15 with Resident #10 at 9:49 AM;
Resident #11 at 10:04 AM; Resident #12 at 10:23
AM; Resident #13 at 10:47 AM; and, Resident
#14 at 11:40 AM, revealed they ali had no
concerns with any staff members or any other
residents hitting, yelling or saying anything
mappropriate to them,

Ohaervations, on 04/08/15, 04/09/15 and
04/15/15, of resident to resident and resident to
staff interactions revealed no concemns.

4. The audit of the behavior logs, care plans and

two (2) concurrent weeks of Nurses' Notes were

F 225
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reviewed on 04/15/15. The review revealed there
wera thirty (30) residents out of the one hundred
and eleven (111) who had additional interventions
added to their care plan and CNA assignment
sheets.

Interview with the ED, on 04/15/15 at 1:30 PM,
revealed the audit of the behavior logs, care
plans and Nurses' Notes were reviewed by the
Performance Improvement Committee and each
week newly identified behaviors would be
reviewed by this commitige.

5. The tifty-eight (58) resident interviews, with
residents who had BIMS assessment scores of
rine (9) or higher, were reviewed on 04/15/15.
The reviews revealed no concerns with abuse or
neglect from staff members or any other
residents in this facility.

6. The skin agsessments conducted on the one
hundred and fifteen {115) residents were
raviewed on 04/15/15. There were nina (8)
residents who had skin variations identitied that
were not indicative of signs and symptoms of
abuse.

Interview with LPN #3, on 04/15/15 at 10:58 AM,
ravaaled she assisted in conducting the skin
assassments and c¢are planned the new skin
variances and updated the CNA assignment
sheets,

7. The UMs and/or RNWS completed audits on
04/10/15, 04/1115, 04/12/15, 04/13/15 and
D4/14/15 of the resident behavior logs and
Nurses' Notes for uridentified behaviors, Review
of these audits revealed any new behaviors were

noted on a care plan, CNA assignment sheet and
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Nurses' Notes for those residents who were
updated,

Interview with the ED, on 04/15/15 at 1:30 PM,
revealed the audit of the behavior logs would be
reviewed by the Performance Improvement
Committee and each week newly identified
behaviors would be reviewed by this commitiea.

8. Review of the Abagis Resident interview tool
Section G and resident interviews were reviewed
on 04/15/15. These reviews revealed na voicad
concerns from residents on abuse from staff
members or any other residents.

Interviews conducted with twelve (12) residents
on 04/09/15 and five (5) residents on 04/15/18
revealed no voiced concems with any staff
members or any other residents concerning
abuse,

Observations, on 04/08/15, 04/09/15, 04/14/15;
and, on 04/15/15, revealed no inappropriate
interactions between residents and resident to
staff.

9. The Random Abuse/Neglect/Inappropriate
Comment Questionnaire was reviewed on
04/16/15, revealed staff had not withessed any
type of abuse by another staff member, resident
or family member here at this fagcility.

Interview on 04/16/15 with CNA #7 at 1:32 PM,
CNA #8 at 1:40 PM, CNA # 9 at 1:49 PM, CNA
#10 at 2:00 PM and, CNA #11 at 2:09 PM,
revealed they could name the seven (7) types of
abuse, knew when to report abuse, to whom to
report abuse and they had received in-service

training on Abuse/Neglect.

F 225
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10, Review of training records and sign in sheets,

i and 04/15/15, revealed a total of one hundred

Continued From page 24

dated for 04/09/15, 04/10/15, 04/11/15, 04/12/15

and thirty seven (137) staff were trained on
resident rights, the facility's abuse policy
including; types of abuse, how and when to report
abuse.

interview on 04/14/15 with CNA#12 at 4:15 PM,
GNA #13 at 4:25 PM, 04/15/15 with CNA #7 at
1:32 PM, CNA #8 at 1:40 PM, CNA #9 at 1:49
PM, CNA#10 at 2:00 PM, CNA #11 at 2:08 PM,
LPN #3 at 10:58 AM, LPN #2 at 11:15 AM, LPN
#4 2t 12:45 AM and LPN #5 at 1:00 PM, revealed
they had received in-setvice training on
Abuse/Neglect and could racall the seven (7)
types of abuse, knew when to report abuse, and
to whom to repart abuse,

11. Review of the sign in sheet, dated 04/08/15,
revealed the ED conducted a meeting to discuss
and develop a credible acceptable Allegation of
Compliance (AQC). A Performance Improvement
Committee was created and will meet weekly to
review audits of the daily review of resident
behavior logs, Nurses' Notes for newly identified
behaviors, random staff and resident interviews.

Interview with the DNS and ED, on 04/15/15 at
1:30 PM, revealed the audit of the behavior logs
and Nurses' Notes for newly identified behaviors,
and the random residents and staff interviews
would be reviewed each week by the
Performance lmprovement Commities.

Interview with the DNS, on 04/15/15 at 1:30 PM,
revealed she wauld continue to monitor nursing

F22b

staft by random questioning and interviewing staff
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F 225 | Continued From page 25 F 225
on abuse and neglect and continuing education,
Interview with the ED, on 04/15/15 at 1:45 PM,
revealed he would continue to monitor all staff by
random questioning and interviewing all staff on
abuse and neglect and continuing education.
12. Interview with the ED, on 04/15/15 at 1:30 PM
revealed the Medical Diractor had been contacted ]
on 04/09/15 and notified of the Immediate
Jeopardy and the removal plan of the Immediate
Jeopardy.,
On 04/15/15 notification of the Immediate
Jeopardy and the notification of tha removal plan
was provided to the Medical Director were
reviewed,
Post Survey Interview with the Medical Director,
on 04/21/15 at 9:256 AM, revealed he received a
call from the facility regarding the Immediate
Jeopardy (1) and attended the Performance
Improvement Committee meeting on £4/09/158 {o o )
discuss the IJ and had spoken with the Thls Ptan of Correction is the center's credible
Administrator on multiple occasions regarding the Ej'eQaﬁO“ of compliance.
14, reparation and/or execution this plan correction does
. ot constitute admission by the provider of the truth of
Observation on 04/14/15 and 04/15/15 revealed he facts allegad or conclusions forth in the statement
the District Vice President was present at the fdeficiencies. The plan of correction is prapared
facility throughout the survey until the Immediate ndfor executed solely because it is required by the
Jeopardy was removed. rovisions of fadaral and state law.
" | s DevELOPIVPLUENT "8l 0 oo s
h ' ABUSENEGLECT, ETC POLICIES
The facility must develop and implement written 1. How the comective action will be accomplished for the
policies and procedures that prohibit laffected resident Resident #1 confinues to reside at
mistreatment, neglect, and abuse of residents he Facility. On 4/1/15, an investigation was initiated
and misappropriation of resident property. &y the Executive Director (ED), Diractor of Nursing
ervices (DNS), and Staff Development Coordinator
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{SDC). On 4/1/15, Resident #1, BIMS score 99,
F 226 | Continued From page 26 F 20g indicating she is non-interviewable, was assessed by
; a licensed nurse to include a skin and pain assessment
and psychososial assessment with no negative findings.
All staff were interviewed by SDC on 4/1/15 that had
: This REQUIREMENT is not met as evidenced worked with C.N.A # 2 on 3/31/15 with no additional
| by concerns voiced. The attending physician for
Based on interview, recard review and review of Resident #1 wag notifled on 4/1/15. The responsible
the facility's policy and investigation report, it was party far Resident #1 was notified on 4/1/15, CNA#1
determined the facility failed to have an effective received education regarding abuse and reporting of
system in place to ensure the facility's policies abuse on 4/1/15 and 4/2/15 by the (SDC).
and procedures related to abuse were CNA #2 was suspended on 4/1/15 by the (DNS)
implemented for one (1) of four (4} sampled pending outcomne of investigation, and Adult Protective
residents, Resident #1.  On 04/01/15 the facility Services and the Office of Inspector General ware
receivad an allegation from Resident #2 notified of the alleged verbal abuse. On 4/9/15 the
regarding verbal abuse by Certified Nursing 550 reassessed resident #1 and #2 for any
Assistant (CNA) #2 towards Resident #1 thai psychosoaial and/or emotional changes with no
oceurred on 03/31/158 during second shift. The changes noted. On 4/9/15 regident #1 behavior care
allegation revealed the CNA told the resident plan and C.NLA assignment sheet were revised by LN
“don't tauch me you son of & bitch” when and the additional interventions were added.
Resident #1 grabbed the CNA's arm during a
’rrgmsfer at bathing time, This allegation was How corrective action will be accomplished for those
witnessed by Resident #2 and CNA #1. CNA #1 residents having potential to be affected:
failed to report the allegation of verbal abuse to All residents had the potential to be affected, although
fac&hty supervisors and administration; therefore, no further concerns ware idantified. On 4/1115, the
CNA #2, although not assigned to Resident #1, (SDC) and (DNS) interviewed a tatal thirteen residents|
continued to work the remainder of the shift on that CNA #2 had provided care for the previous
that unit, which ended at 10:00 PM. (Refer to evening and there were no allegations of abuse
F223 and F225) naoticed and no concerns with care provided. in
e o . . addition, on 4/1/16 a total of six nursing staff that
The facility's failure to have an effective system in worked with CNA #2 the previous evening were
place to ensure the implementation of abuse interviewed by the (SDC) with no allegations of abuse
policies and procedures to prevent abuse placed noted and no concerns with care provided.
residents at risk for serious injury, harm,
impairment or death. Immediate Jeopardy was On 10 April 2015, fifty-eight residents with a BIMS
identified on 04/09/15 and determined to exist on assessment score of ning or higher were interviewed
03/31/15. The facility was notified of the utilizing the Abaqis Resident Interview Section G.; this
Immediate Jeopardy on 04/09/15. wag completed by the (SSD). Thers were no issues
noted. Any concerns identified were addressed
The facility provided an acceptable Allegation of wtilizing facility policy and procadure.
Compliance (AQC) an 04/13/15 which alleged
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On 10 April 2015, facility wide skin inspections of one
F 226 | Continued From page 27 F 206 jhundred and fifteen residents were completed by
removal of the Immediate Jeopardy on 04/11/15. ficensed nursing staff to identify any variances in skin
The State § urvey Ag ency verffied Immaediate condition that werg n'ot prtawmfsly docurmented, There
Jeopardy was removed on 04/11/15 as alleged ware nine skin \.ranatnons |denhﬁe<‘j‘a‘nd the?,:e were
prior to exit. The scope and severity was lowered addressed by Licensed Nurses utilizing faciity pollcy
to a "D", while the facility implements and and procedure. No variances wera indicative of signs
monitors the Plan of Correction (POC) for and symptoms of abuse.
effectiveness of systemic changes and quality . .
assurance. 1. What measures will be put in place/systemic changes
made to engure correction; On 4/9/15 and 4/10/15, the
The finding include:; S0C) and (ADNS) initiated and performed education
with all facility staff to include Kindred Bashford, Health,
Reviow of the facility‘s poiicy regarding Abuse, Services Group (H3G) and Rehab Care on the facility
dated 07/28/14, revealed the center staff must buse policy and procedure, to include, but not limited
report all alleged violations involving 0, reporting abuse. Educgtion included abuse types,
mistreatrment, neglect, or abuse including injuries ow and when to report, The following policy and
of unknown source and misappropriation of rocedure and training currdculum was reviewed by the
resident property, immediately to a Senior istrict Director of Clinical Gperations with no revisions
Clinigian, Operational Leader at the facility, or call ade 10 the policles and procedures. The pollcies and
the Compliance Hotline, In addition, the policy rocedure and fraining curriculum were as follows:
stated a staff member implicated in an Ol 504-01 Abuse, PRO-51003 Abuse Prevention,
abuse/neglect situation, regardless of discipline, ‘PDL-SOMG Reporting reasonable suspicion of crime,
would be immediately removed from any resident Federal Abuse, Neglect and Exploitation Definitions,
contact, interviewed and version of event nd the Resident Abuse Acknowledgement was used
documented, and suspended pending 1o conflrm comprehension of inservicing provided. As
investigation results. of Aprit 10, 2015 one hundred eight facllty staff, HSG
and Rehab Care staff have been irained. No staff will
Review of the five (5) day follow up Investigation be permitted to work after 10 April 2015 without having
Report, dated 04/08/15, revealed Resident #2 toid received the education prior to their scheduled shift,
Licensed Practical Nurse (LPN) #2 he/she heard Ag of April 11, 2015, twanty-nine additional facility staff
Certified Nursing Assistant {CNA) #2, say "Don't had received the education prior to working their
| grab me you son of & bitch" to Resident #1. CNA scheduled shift. The SDGC will continue to train all
| #1 stated herself and CNA #2 helped Resident #1 staff and agency staff upon hire, annually, and as
 during his/her shower by removing Resident #1's necessary. Twelve random residents with a BIMS
j clothes and assisting the regident into the score of 9 or higher will be interviewed waekly
: shower, CNA #1 stated Resident #1 held onto beginning 4/13/15 by the (8SD) utilizing the Abagis
: both' hers and CNA #2's arms ang CNA #2 said to Resident Interview tool Section G until substantial
. Resident #1, "Don’t. touch me you son of a biteh”. compliance is achieved. At the time of identification
' LPN #2 stated Resident #2 came to her and of issues or concems from random resident interviews
¢ mentioned he/she saw CNA #2 being rough with if Immediate action is needed the Executive Director
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the nurse in charge and she had never racaived
any allegations of abuse from staff concerning
Resident #1,

Interview with CNA #1, on 04/09/15 at 9:00 AM,
revealed on 03/31/15 during the second shift she
heard CNA #2 say "Don't touch me you son of a
bitch". However, CNA #1 did not report the
allegation, per the facility's policy, because she
did not realize what CNA #2 said was verbal
abuse,

Interview with the Administrator, on 04/09/15 at
2:30 PM and at at 5:30 PM, revealed an
allegation of abuse which was alleged to have
occurred on 03/31/15, was reported to him on

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION (X5}
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and Director of Nursing will be responsible for ensuring;

F 226 | Continued From page 28 E 29g proper follow-up. On evenings, nights and Weekends
Resident #1 during a shower the night before. theVCnarge Nur;e anq/ot RNWES will be respo:_'ssible to
Resident #2 stated to LPN #2, he/she heard CNA oty the Execufive Director and (DNS). Any issues
#2 state, "Don't grab me you son of a bitch”, while identified, and cancerns will be addressed ufilizing
helping Resident #1 with his/er shower. facility policy and procedure.

Hesident #2 stated to LPN #2, this incident Twelve random staff members will be interviewed

accurred during a shower and transfer when weekly beginning 4/13/15 by the (SDC) to include day,

Resident #1 grabbed at CNA #2's arm. evening, night and weekend shifts in regards to abuse
nolicy and procedure and reporting of abuse untit

Interview with Resident #2, on 04/08/15 at 4:30 . substantial compliance is achisved. At the time of

PM, revealed he/she heard CNA #2 say, "Don't [i:emlﬂcaﬂm of lssues or concerns from staff interviews

touch me you son of a bitch”, to Resident #1. nd if immediate action is needed, the Executive

Resident #2 stated this incident happened in the Director and Director or Nursing will be responsible for

shower raom 03/31/15. The resident stated enauring proper follow-up. On evenings, nights and

Resident #1 could not speak for himself/herself Weekends the Charge Nurse and/or RNWS will be

50 he/she reported it to LPN #2 the next morning responsible to notify the Execuiive Director and (DNS).

after the abuse had occurred. Any concerns identified will be addressed utiizing the

. . facility policy and prosedure,

Interview with LPN #2, an 04/09/15 at 7:45 AM,

revaaied Resident #2 reported an aliegation of On 4/16/158 contact information including, APS, OIG,

verbal abuse 1o her during last week when she Ombudsman and the Elder Abuse hotline were placed

arrived fo work at 7:00 AM, on 04/01/15. Further at all the nursing stations for quick access.

interview with LPN #2, on 04/15/15 at 11:15 AM,

revealed CNA's were to report abuse to herseff or |y, How the facility plans to monitor its performance to

make sure the solutions are sustained: Any findings
pf abuse identified during the random resident and
staff interviews or otherwise, will be reviewed
mmedigtely and again reviewed during the daily
auditz by the UM. The ED and DNS will be responsible
to direct proper follow up according to the fagility
nolicies and procedures and the credible allegation of
compliance. On evenings and night and weekends the
charge nurse and or RNWS will be responsible to
notify ED and DNS for proper follow up.

These daily audit findings will be reviewed at the
weekly Pl committee meetings with tracking and
rending completed by DNS. The weekly Pl meetings
re to continue for the next 3 months, The frequency
Ef the audits will increasze or decreased baged on the
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findings. The waekly commitiee meeting was inlffated
F 226 | Continued From page 29 E ooglon 4/9115. The meetings are of date 4/16/15 (no

04/01/15 by Resident #2. He revealed CNA #1
should have reported the allegation of abuse
immediately and she failed to do so per the
facility's policy. This failure resulted in CNA #2
continuing to provide care to residents on the unit
and residents not being protected from further
abuse, per facility policy. Per interview, CNA #1
was re-educated after the incident,

The facility provided an acceptable AOC on
04/13/15 that alleged ramoval of the Immediate
Jeopardy on 04/11/15, Review of the AOC
revealed the facility implemented the following:

1. On 04/09/15, Resident #1's care plan and the
CNA Assignment Sheet were revised and
additional behavior Interventions were added.

2, On 04/09/15, the Social Services Director
(S8D) re-assessed Residents #1 and #2.

3. On 04/01/18, the Director of Nursing Services
(DNS) and Staff Development Coaordinator (SDC)
interviewed thirteen (13) residents that CNA #2
had provided care to on the day of the incident
(03/31/15). In addition, & total of six (6) nursing
staff who worked with CNA #2 (on the day of the
incident) ware intarviewed.

4, On 04/09/15, the Unit Mangers (UMs), Wound
Nurse and SS0 reviewed one hundred and
eleven (111) residents' behavior logs, care plans
and two (2) concurrant weeks of Nurses' Notes
for documented behaviors, Thirty {(30) of these
residents had additional interventions added to
their care plans and CNA assignment sheets.

5. On 04/10/15, fifty-gight (58) residents with a

concerns noted) 4/20/15 (no concemns), After 420115,
ithe weekly sudits were reviewed with no concemns
identified. At that time, the PI committee that included
Medical Director, deemed the audits valid and
appropriate and approved the continuation of the
current plan until substantiazi compliance is achieved,
The performance improvements weekly findings will
be further reviewsd and monitored through the monthly
Pt process. The members of Pl commitiee may
include but is not limited to the Executive Director,
Director of Nursing Services, Unit Managers, Staff
Development Coordinator, Sacial Service Director
and Medlcal Director.

The Medical Director was notified of immediate
igopardy on 9 April 2015 by the Executive Director
and 10 April 2015 on the immediate jeopardy removal
plan. The Medical Director was involved in the
development of the immediate jeopardy removal plan
including the review and approval of the monitoring
tools, The Performance lmprovement Committes
nas reviewed and approved this immediate jeopardy
removal plan on 9 April 2015.

The immediate jeopardy was removed on 11 April 2014.
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F 226 | Continued From page 30 F 226

BIMS score of nine (9) or higher were interviewed
utilizing the Abagis Resident Interview tool
{Quality Management System standardized tool
used for resident abuse interviews) Section G.

6. On 04/10/15, skin assessments were
completed facifity wide, on one hundred and
fifteen (115) residents. Nine (9) skin variations
were identified,

7. UMs and/or the Registered Nurse Weekend
Supervisar (RNWS) began review of the Daily
Resident Behavior Logs and Nurses' Notes for
unidentified behaviors.

8. The facility will interview twelve {12) random
residents with BIMS score of nine (9) or higher,
weekly beginning 04/13/15, These interviews will
be conducted by the 85D utilizing the Abagis
Resident Interview tool Section G.

9. The facility will interview tweive {12) random
staff members weekly (beginning 04/13A415) by
the SDC regarding the abuse policy and
procedures and reporting of abuse. This will
continue until substantial compliance has been
achieved.

10. On 04/08/15 and 04/10/15, the SDC and
Assistant Director of Nursing Services (ADNS)
intiated and performed education with all facility
staff on the abuse policy and procedure, reporting
abuse, abuse types and how, when and to whom
1o report abuse.

11. A Performance Improvement Commitiee
including, but not limited to, the Executive

Director (ED), BNS, UMs, SDC, SSD and Medical g
Director (MD), began meeting weekly o discuss |
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F 226

imerviews conducted.

Continued From page 31

all audit findings of residents' behavior logs,
Nurses' Notes, random residents and staff

12. The Medical Director was notified of the
Immediate Jeopardy on 04/08/15.

Thraugh observation, interview and record review
the State Survey Agency validated the ACO on
04/09/15 as follows:

1. Review, on 04/15/15, of Resident #1's care
plan and CNA assignmmient sheet revealed they
were both revised. The care plan had a new
focus, goal and interventions added, this was
dated 04/09/15. interventions included
approaching resident in calm manner at all fimes;
explain care to resident before providing; play
gospel music while providing care if resident
becomes agitated or physically aggressive; and,
ensure by laying a sheet over resident if (he/she)
becomes agitated for a feeling of security and
provide conversation while providing care. The
CNA aggignment sheet included the same
interventions.

interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she updated Resident #1's care plan
and CNA assignment sheet to reflect the
resident's behaviors for grabbing out at staff while
receiving care, including transfers and showering.
The DNS stated the interventions included:
appreaching the residant in & calm manner;
explain care to the resident before providing; and,
lay a shest over the resident for a sign of security.

2. Interdisciplinary Progress Notes, dated
04/09/15, for Residents #1 and #2 were reviewed
on 04/15/15. The S3D had assessed both

F 226
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residents and no emaotional injuries were noted
, and o signs of sadness, anger or fearfulness
were nofed.

Interview with the DNS, on 04/14/15 at 2:48 PM,
revealed she had spoken with the SSD
concerning the assessment performed and no
emotional injuries or voiced fearfulness, sadness
or anger were expressed by either resident during
the assessment,

The Social Services Director was not available
this date for interview,

3. The thirteen (13) residents interviews that were
conducted by the SDC were reviewed on
04/15/15, with no concems voiced by the
residents regarding CNA #2.

interviews conducted with Resident #3 on
04/08/15 at 5:00 PM; on 04/09/15 with Resident

| #4 at 10:10 AM; Resident #5 at 2:00 PM;

" Resident #6 at 2:10 PM; Resident #7 at 2:15 PM,
Resident #8 at 2:20 PM; Resident #9 at 2:23 PM,
and, on 04/15/15 with Resident #10 at $:49 AM,
Resident #11 at 10:04 AM; Resident #12 at 10:23
AM: Resident #13 at 10:47 AM; and, Resident
#14 at 11:40 AM, revealed they all had no
concems with any staff members or any other
residents hitting, yelling or saying anything
inappropriate to them.

Observations, on 04/08/15, 04/09/15 and
04/15/15, of resident to resident and resident to
staff interactions revealed no conicerns.

4. The audit of the behavior logs, care plans and
two (2) concurrent weeks of Nurses' Notes were
reviewed on 04/15/15. The review revealed there
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were thirty (30) residents out of the one hundred

| and eleven (111) who had additional interventions

added to their care plan and CNA agsignment
sheets. 4

| Interview with the ED, on 04/15/15 at 1:30 PM,

revealed the audit of the behavior logs, care
plans and Nurses' Notes were reviewed by the
Performance Improvement Committee and each
weaek newly identified behaviors would be
reviewed by this committee,

5. The fifty-gight (58) resident interviews, with
residents who had BIMS assessment scores of
nine (9) or higher, were reviewed on 04/15/15.
The reviews revealed no congermns with abuse or
rieglect from staff members or any other
residents in this facility.

6. The skin assessments conducted on the one
nundred and fifteen (115) residents were
reviewed on 04/15/15. There were nine (9)
residents who had skin variations identified that
were not indicative of signs and symptoms of
abuse.

Interview with LPN #3, on 04/15/15 at 10:58 AM,
revealed she assisted in conducting the skin
assessments and care planned the new skin
variances and updated the CNA assignment
sheets,

7. The UMs and/or RNWS completed audits on
04/10/15, 04/11/15, 04/12/15, 04/13/15 and
04/14/15 of the resident behavior logs and
Nurses' Notes for unidentified behaviors. Review
of these audits revealed any new behaviors were
noted on a care plan, CNA assignment sheet and

Nurges’ Notes for those residents who were

F 226
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updated,

imterview with the ED, on 04/15/15 at 1:30 PM,
revesled the audit of the behavior logs would be
raviewed by the Performance Improvement
Committee and each week nawly identified
behaviors would be reviewed by this committee.

8. Review of the Abagis Resident interview tool
Section G and resident interviews were reviewed
on 04/15/16. These reviews revealed no voiced
concerns from residents on abuse from staff
members or any other rasidents.

Interviews conducted with twelve (12) residents
on 04/08/15 and five (5) residents on 04/15/16
revealed no voiced concerns with any staff
members or any other residents concerning
abuse.

Observations, on 04/08/15, 04/09/15, 04/14/15;
and, on 04/15/15, revealed no inappropriate
interactions between residents and resident to
staff,

4, The Random Abuse/Neglect/inappropriate
Comment Questionnaire was reviewed on
04/15/15, revealed staff had not withessed any
1ype of abuse by another staff member, resident
or family member here at this facility.

Interview on 04/15/15 with CNA #7 at 1:32 PM,
CNA #8 at 1:40 PM, CNA # 9 at 1:49 PM, CNA
#10 at 2:00 PM and, CNA #11 at 2:09 PM,
revealed they could name the seven (7) types of
abuse, knew when 10 report abuse, to whom tQ
report abuse and they had received in-service
training on Abuse/Neglect.
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10. Review of training records and sign in sheets,
dated for 04/09/15, 04/10/15, 04/11/15, 04/12/15
and 04/15/15, revealed a total of one hundred
and thirty seven (137) staff were trained on
resident rights, the facility's abuse policy
including; types of abuse, how and when to report
abuse,

Interview on 04/14/15 with CNA#12 at 415 PM,
CNA #13 at 4:25 PM, 04/15/15 with CNA #7 at
1:32 PM, CNA #8 at 1:40 PM, CNA #9 at 1:49
PM, CNA#10 at 2:00 PM, CNA #11 at 2:09 PM,
LPN #3 at 10:58 AM, LPN #2 at 11:15 AM, LPN
#4 at 12:45 AM and LPN #5 at 1:00 PM, revealed
they had received in-service training on
Abuse/Neglect and could recalt the seven (7)
types of abuse, knew when ta report abuse, and
to whom to report abuse.

11, Review of the sign in sheet, dated 04/09/15,
revealed the ED conducted a meeting to discuss
and develop a credible acceptable Allegation of
Compliance (AQQC). A Performance Improvement
Committee was created and will meet weekly 10
raview audits of the daily review of resident
behavior logs, Nurses' Notes for newly identified
behaviors, random staff and resident interviews.

Interview with the DNS and ED, on 04/15/15 at
1:30 PM, revealed the audit of the behavior logs
and Nurses' Notes for newly identified behaviors,
and the random residents and staff interviews
waould be reviewed each week by the
Performance Improvement Commitiee.

interview with the DNS, on 04/15/15 at 1:30 PM,
revealed she would continue to monitor nursing
staff by random questioning and interviewing staff
on abuge and neglect and continuing education.
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Interview with the ED, on 04/15/15 at 1:45 PM,
revealed he would continue to monitor all staff by
random questioning and interviewing all staff on
abuse and neglect and continuing education.

12. Interview with the ED, on 04/15/15 at 1:30 PM
revealed the Medical Director had been contacted
on 04/09/15 and natified of the Immediate
Jeopardy and the removal ptan of the Immaediate
Jeopardy,

On 04/15/15 notification of the immediate
Jeopardy and the notification of the remaval plan
was provided to the Madical Director were
reviewad.

Post Survey Interview with the Medical Director,
on 04/21/15 at 9:25 AM, revealed he received a
call fram the factlity regarding the Immediate
Jeopardy (1)) and attended the Performance
Improvement Committee meeting on 04/09/15 to
discuss the L} and had spoken with the
Administrator on multiple occasions regarding the
L

Qbservation on 04/14/15 and 04/15/15 revealed
the District Vice President was present at the
facility throughout the survey until the Immediate
Jecpardy was removed.

483.20(d), 483.20(1)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
10 develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care

F 226

Fa7g

This Plan of Correction is the center's aredible
allegation of compliance.

Preparation andiar execution this plan correction does
not constitute admission by the provider of the truth of
the facts alleged or conclusions forth in the statement
of deficlencles. The plan of correction is prepared
andior executed solely because it i required by the
provisions of federal and state law.

42115

483.20(0), $83.20(K)(1) DEVELOP
COMPREHENSIVE CARE PLANS
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pian for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mentatl and paychaosocial
needs that are identified in the comprehensive
assessment,

The care plan must describa the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

Thig REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy, it was determined the facility
failed to develop a comprehensive care plan that
identified individual behaviors, with goals and
interventions to direct staff in the delivery of care
based on the comprehengive asgessmant for one
(1) of four (4) sampled residents (Resident #1).

On 03/31/15, Certifisd Nursing Assistant (CNA)
#2 called Resident #1 a "Son of a bitch", when
the resident grabbed the CNA's arm. The facility
assessed the resident {o have severe cognition
impairment, Interviews with CNAs #2 and #13
revealed Resident #1 had a known behavior of
grabbing staff's arm and holding on to them
during transfers and showering. In addition, the
facility also assessed the resident to have
alteration in mood and behavior as he/she would
yell out at times related to pain. However, the
facility failed to develop a comprehensive care

revised on 4-9-15 by a licensad nurse and additional
behavior interventions were added to include:
approach me in a calm manner at all times, explain
care to me befare providing care, if | become
agitated or physically aggressive play gospel music
while providing care, if resident becomes agitated
ensure the resident has sheet lying over her {0 provide
a feeling of security, and provide conversation while
providing care. The C.N.A assignment sheets were
updated with these interventions.

On § Agril 2015, the Social Services Director (88D)
re~assessed Resident #1 and Residert #2 for any
psychosoclalfemotional changes or residual effects
fram incident. None ware noted.

How corrective action will be accomplished for those
residents having potential to be affected: All residents
have the potantial to be affectad although none were
further identified at the present time. No further actiong
were warrgnted. On 9 April 2015, the Unit Managers
(UMs), Wound Nurse and (58D} reviewed one
hundred and eleven residents, to include, review of
behaviors logs, care plans, and two concument weeks
of rurses notes for documented behaviors. Thirty
residents had additional interventions added to thelr
care plan and to the (CNA) assignment sheets.
Findings identified that needed further follow up were
addressed utilizing facility policy and procedure, In
addition, on 8 April 2014 Twelve Certified Nursing
Assistants (CNAs) on the evening shift were
intarviewed by the (UMs), {(SSD) and Wound Care
Nurse to determine the possibility of undocumented
behaviors. if behaviors that were not previously
identified were noted, a description of the behavior
was documented and fhe 1DT team revised the
individual resident care plans and CNA Assignment
sheets to include appropriate interventions, The
Interdisciplinary Team (IDT) may include. but is not
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| specific conditions, risks, needs, behaviors,

plan for these behaviors that the resident
exhibited during transfers, showers and care.

The facility's failure to ensure its policy was
followed and a care plan related to behaviors of a
cognitively impaired resident while receiving cars
was developed placed residents at rigk in a
situation that caused or was likely to cause
serious injury, harm, impairment, or death.
Immediate Jeopardy was identified on 04/09/15
and determined fo exist on 03/31/15. The facility
wag notified of the Immediate Jeopardy on
04/09/18,

The facility provided an acceptable Allegation of
Compliance (AOC) on 04/13/15 which alleged
removal of the immediate Jeopardy on 04/11/15,
The State Survey Agency verified immediate
Jeopardy was removed on 04/11/15, as alleged,
prior to exit. The Scope and Severity was
lowered to a "D", while the facility implements and
monitors its Plan of Correction (POC) for
effectiveness of systemic changes and quality
assurance.

The findings include:

Review of the facility's Care Plan policy, dated
01/07/12, revealed the comprehensive care plan
was developed consistent with the residents'

preferences and with standards of practice
including measurable objectives, interventions
and services, and timetabies {0 meet the
resident's needs as identified in the residant
assessment or identified in relation to the
resident's responge to the interventions, or
changes in the resident's condition. The care plan

{Hl.

would address the risk factors that might lead to
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limited to the (UMs, 88D, ED, Assistant Director of
F 279 | Continued From page 38 F 27@|Nursing (ADNS), and (SDC).

What measures will be put in place/systemic changea
made to ensure correction: Beginning 4/10/15 the
{(UMs)} and/or Registered Nurse Weekend Supervisor
(RNWS} will review daily resident behavior logs and
nurses rotes for unidentified behaviors until substantial
compliance iz achieved. Care plans and CNA
‘assignment sheets will be updated with proper
linterventions, 25 indicated in the Credible Aliegation

of Compliance (AQC). At the time issues or concerns
are identified from dalily raviews of behavior logs or
otherwise, If immediate action is needed, the Executive
Director, (DNS), (ADNS) and/or (UMs) will be
responsible for ansuring proper follow up, The Behavigr
education includes ldentifying behaviors, managereant
and report of difficult behaviors. This was initiated on
4/13/15 with no staff being permitted to work until
completion prior to their start of shift on 4/168/15. Thig
training was completed by the SDC. The SDC will
continue to train all staff upon hire and as necessary.

ow the facility plans to monitor its performance to
ake sure the solutions are sustained: Any new
ehaviors identified during the daily audits from the
ehavior logs, nurses notes or otherwise will be
eviewed by the IDT. The ED and DNS will be
espongible to direct proper follow up according to
he facility policies and procedures and the creditable
llegation of compliance. On evenings, nights and
eekends the charge nurse and or RNWS will be
2aponsible to notify the ED and DNS for proper
ollow up, These daily audit findings will be reviewed
t the weakly P! committes meetings with tracking and
rending completed by the DNS, The weekly Pl
eetings are to continue for the next 3 months, The
requency of the audits will increase or decreased
pased on the findings. The weekly committee meeting
was initiated on 4/9/15. The meetings ate of date
4/16/15 (no concerns nated) 4/20/15 (no soncerns noterd).
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avoidable declines in functioning or functional
levels,

Review of Resident #1's medical record reveaied
the facility admitted the resident on 07/09/11, with

| diagnoses of Vascular Dementia, Anxiety State

and Toxic Encephalopathy. Review of the
Cognitive loss/Dementia Care Area Assasament
(CAA) Bummary, Assessment Reference Date
{ARD), date of 05/22/14, revealed an actual
problem of a cognitive deficit related to Dementia,
memory problem severely impaired, anxiety,
exhibited disorganized thinking at imes, with a
decreased ability to make self understood and
difficuity understanding others. The facility further
assessed the resident as needing reassurance,
and reminders 1o halp make sense of things;
visual impairment, and the inability to perform
Activities of Daily Living (ADLs) without significant
physical assistance. The CAA did not note
{check) under communication that the resident
spoke another language. Further review of the
MODS ravealed it did not address the resident's
behaviors of grabbing staff's arms during transfer,
showers or care.

Review of the Quarterly Minimum Data Set
(MDS) Agsessrment, dated 01/22/15, revealed the
tacility assessed Resident #1 to have a Brief
Interview for Mental Status (BIMS) score of ninaty
nine (99) which indicated the resident was unable
to complete the interview and was not.
interviewable.

Review of Resident #1's Comprehensive Care
Plan, dated 08/21/12, revealed the resident had
an alteration in communication and the potential
tor a negative affect in psycho-gocial well-being
as English was his/her second language.

inclhuded Medical Director, deemed the audits valld and
appropriate and approved the continuation of the
current plan untif substantlal compliance is achieved,
The performance improvements weekly findings will be
furthered reviewed and menitored through the monthly
P| process. The Members of Pl committee may ingluds
but not limited to the Executive Diretor, Director of
Nursing Services, Unit Managers, Staff Development
Coordinator, Social Service Director and Madical
Director,

The Medical Director was notified of immediate
jeopardy on 9 April 2018 by the Executive Director.
At 10 April 2015 on the immediate jeopardy removal
plan. The Medical Director was involved in the
development of the immediate jeopardy removai plan
including the review and approval of the monitoring
tools. The Performance Improvement Commitiee
hag reviewed and approved this immediate jaopardy
removal plan an 9 April 2015,

The immediate jeopardy was removed on 11 Aprit
2015.
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Interventions included: speaking slowly and
clearly; use simpie direct communication when
talking to the resident; and, to use an interpreter
service when communicating critical information
to the resident, However, the care plan did not
address the specific behaviors displayed by the
resident during transfer, shower or other care;
and, it did not provide direction to staff in the
delivery of care based on the resident grabbing
staff during transfers and showers.

Review of Resident #1's CNA assignment sheet
(what the nurse aides follow to care for each
resident) revealed the resident had a loss in
cognition due to a history of Stroke, alteration in
communication; and, a potential for a negative
affect in psycho-social well-being. The CNA
Assignment Sheet did not address the resident's
behavior during transfers, showeting or during
any care provided and did not provide staff with
instruction or direction in the provision of care
based on the resident's behavior of grabhing staft
during transfers and gshowers.

Review of the facility's initial Investigation Report,
dated 04/01/15, revealed Resident 2 told
Licensed Practical Nurse (LPN) #2 that Certified
Nurse Assistant (CNA) #2 called Resident #1 a
“Son of a bitch".  Review of the facility's final five
(5) day investigation resuits, dated 04/07/15, (for
the 04/1/15 incident) revealed an assessmant of
Resident #1 was completed by a nurse and no
physical or psychosocial changes were noted
after the incident. Further review of the report
revealed an interview with Resident 42 revealed
he/she over heard one of the CNAs state, "Don'
grab me you son of a biteh." The resident stated
this occurred when resident Resident #1 grabbed
at the CNA's arm, during his/her shower and
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' substantiated verbal abuse. The facility indicated
. CNA #2 had been suspended since the allegation

Continued From page 41

transfer. Further review of the final five (5) day
Investigation Report revealed the facility

was made and CNA #1 was re-educated on
reporting possible abuse immediately and no
further adverse reactions from Resident #1 were
noted.

Interview with CNA #1, on 04/09/15 at 9:00 AM,
revealed on 03/31/15 during second shift she
helped CNA #2 that evening in the shower room
with Resident #1. She stated she helped remove
Resident #1's clothes and helped the resident
onto the shower bed. She stated Resident #1
always held onto the aides' arm when he/she was
assisted into the shower. CNA #1 statad she tried
to explain to CNA #2 how to take care of Resident
#1 becausa that was CNA #2's first time in the
showaer room with the resident. Further interview
with CNA #1 revealed that's when Resident #1
held on to CNA #2's arm and CNA #2 gaid to the
resident, “Don't touch me you son of a bitch."

Interview with CNA #13, on 04/14/15 at 4:25 PM,
ravealed ahe had been assigned to Resident #1
on a regular basis during the second shift
between 2:00 PM-10:00 PM. She stated she
knew by just working with the resident that the
rasident would hold on to the aides' arms during
showers or any type of care. CNA #13 stated this
behavior was not documented on the CNA
Assignment Sheet. CNA #13 stated that CNAs
were supposed 1o record all behaviors in the
behavioral log that was kept at the nurses' station
and the nurses checked the log during their shift.
If this was a new behavior for the resident, then
nursing would care plan the behavior and contact
the resident's doctor if needed. CNA #13 stated
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she did record Residents #1's behavior in the log,

Review of the Behavior log, revealed the facility
only kept a week's time of documentation and
then it was shredded, Resident #1's behaviors
were not in the log to verify.

interview with LPN #2, on 04/15/15 at 11:15 AM,
revealad she was Resident #1's first shift nurse
between 7:00 AM-7:00 PM most days. She
stated she did not know that Resident #1 had any
type of behaviors. LPN #2 stated that the CNAs
provided most all of the care for Resident #1
expect for passing medications. She stated that
it was never recorded in the Behavioral Log or
brought to her attention that Resident #1 was
grabbing and holding on to the aides' arms while
they provided any type of care. She stated that
she had never experienced that behavior with the
resident.

Post survey interview with the MDS Coardinator,
on 04/21/15 at 8:30 AM, revealed the MDS
assessment would be considered critical
information for Resident #1; however, she had
never used the interpreter service with Hesident
#1 during an assessment. The resident could
answer yes/no questions and point to ietters
utilized during the assessment, could answer
simple questions and make his/her needs known.
Because of this, she would consider the care plan
accurate and appropriate for Resident #1.

Interview with the Director of Nursing Services
(DNS), on 04/14/15 at 2:48 PM, revealed the
nursing staff was trained to uge
non-pharmacelogical approaches for residents
who had behaviors. She stated that nurging used
activities that interested the resident; (hawever,
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review of the care plan revealed thig was not
addressed); provide a calming environment for
| the resident, and provide and recommend
psych-services for residents with behaviors;
(however, review of the medical record ravealed
} Resident #1 was not seen by psychiatric’
services). The DNS stated all behaviors were
care planned and documented on the CNA
sheets; (however, review of the care plans and
CNA sheeta revealed this behavior was not
addressed). The DNS stated that CNAs knew to
document any new behavior for a resident in the
Behavior Log and to report all behaviors to the
shift nurse. She further stated it was then the
nurse's respongibility to contaet the resident's
doctor and family about the behavior; care plan
and document the behavior in the nurse's notes
on Point Gare Click (the facility's nursing
computer system); and, complete an assessment
on the resident. However, review of the Point
Care Click Nurses' Notes revealed no
documentation of Resident #1's behaviors. The
DNS further stated the system was not followed
by the staff,

The fagility provided an acceptable AQC on
04/13/15 that alleged remova) of the Immediate
Jeopardy on 04/11/15, Review of the AOC
revealed the facility implemented the following:

1. On 04/09/15, Resident #1's care plan and the
CNA Agsignment Sheet were revised and
additional behaviar interventions were added,

2. On 04/09/15, the Social Services Director
(58D) re-assessed Residents #1 and #2,

3. On 04/01/15, the Director of Nursing Services
(DNS) and Staff Development Coordinator (8DC)

F 279]

'

FORM CMS-2567(02-09) Pravioue Versionz Obsgolate

ga/8% 4 0959565204 <<

Event ID: B6QI11

Faclity 1t 100232 If continuation sheet Page 44 of 52

£l1:8l 22-90-5102



PRINTED: 05/20/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FOEM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIEMCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORAECTION DENTIFICATION NUMBER: [ "0 0 e COMPLETED

C

‘ 185196 B winG 04/15/2015

NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIP CODE

3535 BARDETOWN ROAD

KINDRED NURSING AND REHABILITATION-BASHFORD LOUISVILLE, KY 40218

(X43 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREEIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREETX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L$C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
. DEFICIENCY)
F 279 Continued From page 44 F 279

interviewed thirteen (13) residents that CNA #2
had provided care 1o on the day of the incident
(03/31/15). In addition, a total of six (8) nursing
staff who worked with CNA #2 {on the day of the
incident) were interviewed.

4. On 04/09/18, the Unit Mangers (UMs), Wound
Nurse and SSD reviewed one hundred and
eleven (111) residents’ behavior logs, care plans
and two (2) concurrent weeks of Nurses' Notes
for documentad behaviors. Thirty (30) of these
residents had additional interventions added s}
their care plans and CNA assignment sheets.

5. 0n 04/10/15, fifty-eight (58) residents with a
BIMS score of nine (9) or higher were interviewad
wtilizing the Abagis Resident Interview tool
(Quaiity Management System standardized tool
used for resident ahuse interviews) Section G.

6. On 04/10/15, skin assessments were
completed facility wide, on one hundred and
fitteen (115) residents. Nine (9) skin variations
were identified,

7. UMs and/or the Registered Nurse Weekend
Supervisor (RNWS) began review of the Daily
Resident Behavior Logs and Nurses' Notes for
unidentified behaviors.

8. The facility will interview twelve (12) random
residents with BIMS score of nine (9 or higher,
weekly beginning 04/13/15. These interviews will
be conducted by the SSD utitizing the Abagis
Resident Interview tool Section G,

9. The facility will interview twelve {12} random
staff members weekly (beginning 04/13/15) by
| the 3DC regarding the abuse policy and
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| procedures and reporting of abuse. This will
continue until substantial compliance has been
achieved.

10. On 04/09/15 and 04/10/15, the SDC and
Assistant Director of Nursing Services (ADNS)
initiated and performed education with all facility
staff on the abuse policy and procedure, reporting
abuse, abuse types and how, when and to whom
to report abusge,

1. A Performance Improvement Committee
including, but not limited to, the Executive
Diractor (ED), DNS, UMs, SDC, SSD and Medical
Director (MD), began meeting weekly to discuss
all audit findings of residents’ behavior logs,
Nurses' Notes, random residents and staft
interviews conducted.

12. The Medical Director was notified of the
Immediate Jeopardy on 04/09/15.

Through observation, interview and record review
the State Survey Agency validated the ACO on
04/09/15 as follows:

1. Review, on 04/15/15, of Resident #1's care
plan and CNA assignment sheet revealed they
were both revised., The care plan had a new
facus, goal and interventions added, this was
dated 04/09/15. Interventions included
approaching resident in calm manner at all times;
explain care to resident befora providing; play
gospel music while providing care if resident
becomes agitated or physieally aggressive; and,
ensure by laying a sheet over resident if the/she)
! becomes agitated for a feeling of security and

| provide conversation while providing care, The
CNA assignment sheet included the same |
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. Interview with the DN, on 04/14/15 at 2:48 PM,

| revealed she updated Resident #1's care plan
and CNA assignment sheet to reflect the

| resident’s behaviors for grabbing out at staff while

| receiving care, including transfers and showering.

The DNS stated the interventions included:

approaching the resident in a calm manner:

explain care to the resident before providing; and,

lay a sheet aver the resident for a sign of security.

2, interdisciplinary Progress Notes, dated
04/09/15, for Residents #1 and #2 were reviewed
on 04/15/15. The SSD had assessed both
residents and no emotional injuries were noted
and no signs of sadness, anger or fearfulness
were noted,

1 interview with the DNS, on 04/14/15 at 2:48 PM,
| revealed she had spoken with the SSD

i concerning the assessment performed and no

| emotional injuries or voiced fearfulness, sadness

| or anger were expressed by either resident during
| the agsessment.

The Social Services Director was not available
thig date for interview.

3. The thireen (13) residents interviews that were
conducted by the SDC were reviewed on
04/15/15, with no concerns voiced by the
regidents regarding CNA #2.

Interviews conducted with Rasident #3 on
04/08/15 at 5:00 PM; on 04/09/15 with Resident
#4 at 10:10 AM; Resident #5 at 2:00 FM;
Fesident #6 at 2:10 PM; Resident #7 at 2:15 PM;
Resident #8 at 2:20 PM; Resident #9 at 2:23 PM:

k279
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and, on 04/15/15 with Resident #10 at .49 AM;

Resident #11 at 10:04 AM; Resident #12 at 10:23
AM; Resident #13 at 10:47 AM; and, Resident
#14 at 11:40 AM, revealed they all had no
concerns with any staff members or any other
residents hitting, yelling or saying anything
inappropriate to them.

Observations, on 04/08/15, 04/09/15 and
04/15/15, of resident to resident and resident to
staff imeractions revealed no concerns,

4. The audit of the behavior logs, care plans and
two (2) concurrent waeks of Nurses' Notes were
reviewed on 04/15/15. The review revealed thera
were thirty (30) residents out of the one hundred
and gleven (111) who had additional interventions
added to their care plan and CNA assignment
sheets,

interview with the ED, on 04/15/15 at 1:30 PM,
revealed the audit of the behavior logs, care
plans and Nurses' Notes were reviewed by the
Performance Improvement Committee and each
week newly identified behaviors would be
reviewed by this committee.

5. The fifty-eight (58) resident interviews, with
residents who had BIMS assessment scores of
nine (9) or higher, were reviewed on 04/15/15.
The reviews revealed no concerns with abuse or
neglect from staff members or any other
residents in this facility.

6. The skin assessments conducted on the one
hundred and fifteen (115) residents were
reviewed on 04/15/15. There were nine (9)
residents who had skin variations identified that
were not indicative of signs and symptoms of
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| abuse.

Interview with LPN #3, on 04/15/15 at 10:58 AM,
revealed she assisted in conducting the skin
assessments and care planned the new skin

variances and updated the CNA assignment
sheets,

7. The UMs and/or BNWS completed audits on
04/10/15, 04/11/15, 04/12/15, Q4/13/15 and
04/14/15 of the resident behavior logs and

Nurses' Notes for unidentified behaviors. Review
of these audits revealed any new behaviors were
noted on a care plan, CNA assignment sheet and

Nurses' Notes for those residents who were
updated.

Interview with the ED, on 04/15/15 at 1:30 PM,
revealed the audit of the behavior logs would be
reviewed by the Performance Improvement
Committee and each week newly identified
behaviors would be reviewed by this committee.

8. Review of the Abaqis Resident interview toal

Section G and resident interviews were reviewed
on 04/15/15. These reviews revealed no voiced

concerns from residents on abuse from staff
members or any ather residents,

Interviews conducted with twelve (12) residents
0n 04/09/15 and five (5) residents on 04/15/15
revealed no voiced concerns with any staff
members or any other residents concerning
abuse.

Observations, on 04/08/15, 04/09/15, 04/14/15;
and, on 04/15/15, revealed no inappropriate
interactions between residents and resident to
staff.
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9. The Random Abuse/Neglect/inappropriate
Comment Questionnaire was reviewed on ;
: 04/15/15, revealed staff had not witnessed any
type of abuse by another staff member, resident
or family member here at this facility,

Interview on 04/15/15 with CNA #7 at 1:32 P,
CNA #8 at 1:40 PM, CNA # 9 at 1:49 PM, CNA
#10 at 2:00 PM and, CNA #11 at 2:09 PM,
revealed they could name the seven {7) types of
abuge, knew when to report abuse, to whom to
report abuse and they had received in-sefvice
training on Abuse/Neglect.

10. Review of training records and sign in sheets,
dated for 04/09/15, 04/10/1 5, 04/11/15, 04/12/15
and 04/15/18, revealed a total of one hundred
and thirty seven (137) staff were trained on
resident rights, the facility's abuse policy
including; types of abuse, how and when to report
abuse.

Interview on 04/14/15 with CNA #12 at 4:15 PM,

CNA #13 at 4:25 PM, 04/15/15 with CNA #7 at

11.32 PM, CNA #8 at 1:40 PM, CNA #8 21 149
PM, CNA #10 at 2:00 PM, ONA #11 at 2:09 PM,

' LPN #3 at 10:58 AM, LPN #2 at 11:15 AM, LPN

| #4 at 12:45 AM and LPN #5 at 1:00 PM, revealed

| they had received in-service training on

| Abuse/Neglect and could recall the seven (N

: types of abuse, knew when to report abuse, and

to whom to report abuse.

revealed the ED conducted a meeting to discuss
and develop a credible acceptabile Allegation of
é Compliance (AOC). A Performance Improvement
| Committee was created and will meet weeklyto |

FORM CMS-2567(02-09) Pravious Varsions Obsolete Event (0 B6QI11 Facility 101 100232 If continuation sheet Page 350 of 52

i
]1 11. Review of the sign in sheet, dated 04/08/185,

‘8L 22-50-6102
£8/18 4 0%5%565205 << ¥1:8



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/20/2015
FORM APPROVED
OMB NO. 0938-0391

review audits of the daily review of rasident
behavior logs, Nurses' Notes for newly igentified
behaviors, random staff and resident interviews,

Interview with the DNS and ED, on 04/15/15 at
1:30 PM, revealed the audit of the behaviar logs

and Nurses' Notes for newly identified behaviors,

and the random residents and staff interviews
waould be reviewed each week by the
Performance Improvement Committee.

Interview with the DNS, on 04/15/15 at 1:30 PM,
revealed she would continue to monitor nursing

staft by random questioning and interviawing staff

on abuse and neglect and continuing education.

Interview with the ED, on 04/15/15 at 1:45 PM,

revealed he would continue to monitor all staff by

random questioning and interviewing all staff on
abuse and neglect and continuing education.

12. Interview with the ED, on 04/15/15 at 1 30 PM
revealed the Medical Director had been contacted

on 04/09/15 and notified of the Immediate

Jeopardy and the removal plan of the Immediate

Jeopardy.

On 04/15/15 notification of the Immediate

Jeopardy and the notification of the removal plan

was provided to the Medical! Director were
reviewed.

] Post Survey Interview with the Medical Director,

on 04/21/15 at 9:25 AM, revealed he received &
call from the facility regarding the Immediate
Jeopardy (IJ) and attended the Performance

improvement Committee meeting on 04/09/15 to

discuss the IJ and had spoken with the

Administrator on multiple occasions regarding the
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| Observation on 04/14/15 and 04/15/15 revealed
the District Vice President was present at the
facility throughout the survey untitthe Immediate
Jeopardy was removed,
!
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