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; The Abbreviated Survey io investigate KY ' : , . T
i #G0021854 was énitiaiedyon 07/031!?4 and #11 Resident #1 bruise h‘as: rc}&ﬂzwd
- concluded on 07/03/14. The aflegation was twithout any concerns, “Hre,: I‘LX(:(‘HJU\-’&‘,
unsubstantiated. However, deficient practice was | Lirector informed the family ol
. identified ang cited, i fimvestigation findings verbally on
F 226, 483.13(c) DEVELOPAMPLMENT - FasiTi4R014 o
58=[3. ABUSE/NEGLECT, ETC POLICIES ' ¢ During the mvestigation pi‘{){;cssl, the
tC.NALs providing care at that tine

. The faciity myst develop and implement written were interviewed by the (?imrgc nurse

. policies and procedures that prohibit verbaily prior to the MDS nurse being

) mistreatment, neglect, and abuse of rasitents ' notified that the bruises wers of

, and misappropriation of resident property. ‘ " unknown arigin. All residents have the
polentia) (o be affected.

L2 Al abuse/neglect allesations were
' reviewed within a 68 day look back from

¢

This REQUIREMENT is nol met as evidenced ;
by. - . ' US04 thru 772002004 wentily the
' Based on record review, interview and review of .  followine: l
' the facility's policy, it was determined the faciiity ) = ;
' falled to implement its written policy refated o ; A, Were written statements :
| conducting @ thorough Investigation after an Injury : obtained including the
s of unknown origin was identified, for one {1jof | ) employees that W;m caring
i four (4)sampled residents, Review of tha State i f“m-if;hci iei(;mi fied vesidents
- Agency Intake Form revealsg the facility reported | ; . L vesti 'ran‘on.
; . the identification of an injtry of unknown origin for : 2o Vpon givestiy he
i Resident #1. The facility's investigation did not ! .C{md,‘f“““” was the "
include interviews with staff who cared for ? _ identified resident’s f?ml Yo
' Resident #1 at the time the injury was identified. S “01”?03}“' mvestigation {
‘ i conclusion.

Werg any changes w plan
of care related 1o
investigation outconte

“In addition, an educational offering refated o
* preventing injury to Resident #1 disring the

1 Provision of care was attended By only fwenty-five 5 . _ .
1 {25) of the fifty (50) direct care staff employed by e  relayed to staff by updating
the facility. ; the C.NLA. sheet care

_ directive to ensure al staff

are aware by using the

. The findings include:
EABGRATORY DIRECTOR'S OR FPROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HIA RS [XG} DATE |
LA . ]
X T £/ 2pes Y
Any deficiency staternant ending with an asterisk {*} donctes a deficiency which the Insfifution may be excuged Trom correcting providing it is determined that
j X findings stated above are disciosabie 90 days

paltents. (Ses inslructions.) Except for nursing homes, the
ion i ings and plans of COrection are disciosable 14

other safeguards provide sufficient protection to the
te continued

pregram participation,
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F 226« Continued From page 1 Fozs!
: C.NA, care divectives. Any

' Review of the facility's poiicy, titled

" Residents: Reducing the Threat of Abuse ang

. Neglect” {no date), revealed all reports of abuse

~would be promptly and thoroughly investigated,

4 and the resident and/or the resident's

, fepresentative would be kept informed of the

. Pragress of the investigation. Further review

. evealed the investigation wouid include a written |
summary of interviews with the person{s)

; feparting the ncident, any witnesses to the

incident, the resident and the resident's

; fToommate, and family andg/or visitors wha may

; have information regarding the circumstances

i surrounding the incident. Continued revigw

i revealed the following policy statement

i "Residents have the right 10 be treated by caring
and compassionate staff who have adequate

i knowigdge to appropriately respond to residents

- with diverse behaviors and dependencias,

: faciiitating a protective environment for both

| residents and staf

+ 1. Review of the State Agency Intake Form, dated

+ 06/18/14, revealed It included the factlity's final
report of an iniury of unknown origin for Residant
#1 which was identified on GEB/1EM14. Continued

i review revealed the resident's daughter, on

| 0B/15/14, reported two {2) brujses located on

: Resident #1's right inner leg directly above the

; ankle.

v Staffing Sheet for G6/15/14

; (the day the bruises were identifiedrevealad

: Licensed Practical Nurse (LPN) #5, State

» Registered Nursing Assistant (SRNA) #2. SRNA

i #6 and SRNA#7 were assigned to the unit whers |
; Resident #1 resided.

. Review of the Dail

i Review of the facility's investigation file relateq 1o _:

“Protection of -

ssue iientified will be
immediately corrected with
physician and family
netification, completed by
i 772572014,
¢ Social Service Drectowr interviewed all
+ yesidents with BIMS of 1610 15
© regarding abuse and negleet, this was
- completed by 7/25/2014, Any issue
* identified will be reported to all
- agencies, physician and family, All skin
assessments completed for residents with
BIMS less than 10 will be reviewed by
the Director of Nursing for a look back
period of 6/1/2014 theu 7/26/2014 1o
identify any possible injury/bruise (hat
would require investigation. An audit of
all care directives to identify that all care
divectives are reflective of the current
resident pian of care will be compieted
by Director of Nursing, Assistant
Director of Nursing, Social Service
Director, MDS, Staff Developmen:
Coordinator. Daie of completion;
TA2014. Any issue identified will be
reported 1o physician and family and any
agency required immediately.

#3. Education provided by Regjonal
Director of Clinjcal Services to the
Executive Director, Director of Nursing,
MEXS nurse, Assistant Direclor of
Nursing, and Stafl Development
Coordinator regarding reporting and

L.
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! Resident #1's bruises of y

nknown origin revealed

A otal of three (3) wrillen statements were
| obtained from staff. Continued review revealed

: no staterments were given

by LPN #5 or SRNAs

CWZ R and #7. in addition, there was np
tdocumented evidence of an interview andior

- written staternent abtained

from the resident's

| daughter, who first identified the brufses,

- Interview with Resident #1'

s daughter, on

07144 Bt o204 AM, reveaied she was the

- responsible party for the re
' Was rot notified of the aute
"investigation,

sident. She stated she
ome of the facility's

Interview with SRNA #2, on 07/02114 at 10:50
. AM, reveaied on 06/15/14 she reported the
daughter's concern about Resident #1's bruises

o LPN #5 ang they discuss
< have occurred, She stated

ed how they might
10 administrative staff

fever interviewed her, and she was not asked fo

' provide a written statement,

Interview with SRNA #8, on

07/02/14 at 4:48 PNy, |

. evealed she, along with SRNA #2, reported

- She stated she was not inte

stafl and was not asked to provide a written

| statement.

i Resident #1's bruises to LPN #5 on 06/15/14,

rviewed by any facitity -

"Interview with SRNA #7. 00 07002134 at 512 P,

revealed she worked on the

unit where Resident

#1 resided on 06/1 5714, but was not assigned o

her care that day. She state

d she was not

interviewed by any facility staff, nor asked to

| provide & written statement refated to any

* knowledge she fay have ha
z " #1's bruises.

d regarding Resident

mvestigating abuse and neglect, ' !

reporting findings to family, appropriate k

Tollow up and investigation procedure, :

completed on 7/25/2014. Sluﬂﬁ'. ‘

Devel opmend Coordinator/Executive

Director/Director of Nursing to

‘reedacate all stat regarding the abuse

“and neglect and investigation procedures

with appropriate folfow up completed by

8172014,

¢ The fixecutive Divector/Director of

- Nursing will notify the Regional

 Direstor of Clinical Services/Regional

© Vice President by phone of any
abusemeglecymisappropriation when an

" allegation is made x 30 davs to ensuyre

pu!ziy is followed and énwsi@mion is

- completed and tmely, w begin on

722720104, . i

soctal Service Divectar to interview §

residents weekly x 4 weeks beginning ‘

week of 8/1/2014 then 2 residents .

weekly x 2 weeks to ensure any report of

zwbuse/&w;;?ect is investigated, reported

and followed up on,

Staff Development Coordinator o

cducate all staff that aff changes to

resident’s plan of care will be

communicated per the care directives by | i

871714,

Director of Nursing/Assistant Director of

Nursing to audit § care directives a week

for 4 weeks beginning week of 8/1/14 1o

gnsure that all new changes to residents

plans of care are communicated on care

directives. ; |
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F 226 Continued Fram page 3 F 276! s will |
: - f H - ol 1 SSessments wi 3o}
. Interview with the MDS Coordinator, on 07/03114 '3 '"”‘;":“d‘*k‘"(/;‘E:(’;z”is;“‘:m Direciar
At 825 AM, revealed she was the Administrator compicted weekly by Assistan
: on-calf on 06/15/14 when Resident #1's bruises Cof Nursing/charge nur se oy skin f?‘j}ﬁ*::“
1 Wore reported. She stated she was responsible ensure any mjury of i”ﬂslm‘f}’fU“ *!:Jdﬁ :
for initiating the facility investigation, which _reported, investigated, and ‘0_3“3“""" up
lingiuded obtaining statements from potential Con, This s to _%w com;ﬂctgci ffekf}‘ X 4
fwitnesses. She further stated it was her first time - . weeks beginning week of 81726814, Then
Hin this rofe, and acknowledged she shoulg have . §resident’s skin assessments 1o Ewﬁ
- ensured statements were obtained fram the staff - completed by Assistant Director of
' caring for the resident, and from the resident's ¢ Nursing/Charge nurse or skin nurse
- daughter who first observed the bruises. - every other week x 2 weeks beginning ;
e ‘ week of 9/172014.
interview with the Social Worker (SW), on
. 0?{Q3I"§4 at S:SQIAM} revea;ed har roig in any " 44 Oual ity Assurance Team consisting
. facility investigation of bossible abuse included of Executive Director, Director of
. working with the residents’ families. She stated | " N ssistani Dircetor of Nursine
f ; ‘ e ; \ . Nursing, Assistang | ‘ & 4
. Resident #1's daughter visited daily, but the sSwo Activity Director, Social Service :
" had not discussed the bruises or the cutcome of A : !
e , o : ector, Stalf Development
- the facifity's investigation with the daughter. f‘:?“ “}m ;’{_dl,i“;;; Nui_% to review all
- Continued interview revealed she should have t-oordiator, ML e
followed up with the resident's daughter related 1o - - Audit g”?‘“j’:gf Week?’ X ‘miu; ﬂﬁiil
i the bruises and the resultant invesiigation, i week of 773172014 then monthly
i " considered resolved and make
. 2. Review of a list provided by the facifity revealed ! recommendations to revise plan A
) / according to audit findings. : i

i there were 4 total of fifty (50) nursing assistands
i employed by the faciity.

: Review of the inservice sign-in sheet titled
“Suppart of Leg During T&R {Turning and

- Repositioning)” dated 06/15/14, revealad

, wenty-five {25) of the fifty (50) SRNASs employed

. by the facility attended the inservice,

. Further interview with the MDS Coordinator, on

+ 07/03/14 at 8:25 AM, revealsd the in-service was
 diracted toward spacific heeds of Resident #1,

- She stated all direct care staff should have been
- in-serviced refated to the safe handling of :
: Resident #1's legs during the provision of care,

#5 Date of compliance: §/2/2014

L.
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F 226« Continued From page 4 F2os J
. ‘ i
ntervisw with the mterim Education Nurse, on
07703114 at 1035 AM, revealed if was oniy her
v second week in this mle anag he MDS
i Covrdinator had conducted the n-sarvice. She
" acknowledged ail staff should have received the
Fin-service, :

Fg§14, 483.75()(1) RES 514,

88=£, RECORﬂS—COMF’LETE/ACCURATE;’ACCESS§B :
cLE

' The facility must maintain clinical records ar each |
" resident in accordance with accepted professional’
. standards ang practices that are complete;

- BcCUrately documented; readily accessible: and

- systematically organized,

* The cfinicat recorg must contain sufficient
“information to Ideniify the resident; a record of the -
‘resident's assessments; the plan of care and
' services provided; the results of any
. Preadmission Screening conducted by the State:
" and progress notes,

f i This REQUIREMENT is not met as evidenced
i by:
i Based on record Teview, interview and review of
] the facifity's policy, it was determined the facllity
failed to snsure the ofinical medical record was
I - maintained in accordance with aceepted,
professional standard of practice for four (4yof
. four (4) sampled residents (Residents #1, #2085,
;and #4). The facility faiied to ensure ail telephone
i Or verbai orders were time by the licensed staff
s when obtained.

#1 Residents 41,2, 3, and 4 physician
.f and medical director were notified that
all telephone or verbal orders were not
* timed by the leensed staff when
 oblained on July 24th, 2014, by the
" DON. No new orders were noted, Al
' residents have the potentiaf (o be
affected,

#2 HIM, DON, ADON, skin nurse, and
o MDS nurse to audit all records to
identify that the clinical record is (
accurate, readily accessible and contans
sufficient information w identify the
resident as a record of assessment, This

- was completed by 7/36/2014 and any
issue identified will be corrected
immediately and the medical director
andfor physician will be notified.

A3 RIDCS to re-educate DONSDC/ED
regarding policy and procedure for
maintaining an accurate clinical record
and W tame/date/sign all entries,

i completed by 7/25/2014,
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F 814! Continued From page 5

- The findings include:

i Raview of the facility's policy “Telephone Order
- Processing”, with a revised date of October 2004,
‘ravealed it was the basic responsibility of the :
'licensed nurss 1o obtain arders for care and
‘treatment of the resident, Further review
revealed staff was to recard the date and time the
-order was received on the telephone order form.
T Record review fevealed Resident #1 was
 acmitted by the facility on 03/21/08 with
; diagnoses which included Depression,
Hypertension, Esophogeal Reflux and .
- Convulsions. Raview of the tetephane orders for
( the month of June 2014 revealed three (3) of five
. (5) telephone orders were dated but not timed, on -
: CB/15/14, 0611714 and 06/25/14. :

i 2. Record review revealed Resident #2 was

; admitted by the facility on 12/05/13 with

- diagnoses whish included Hypertansion,

+ Parkinson's Disease, Detusions, ang Psychosis,

i Review of the telephone orders for the month of

; June 2004 reveaied 2ight (8} of nine {9)
telephone orders taken on 06/13/14, 06/14/14,

i 0620114, 06/22/14 and 06/27/14 were dated but

i not fimed,

. 3. Record review revealed Resident #3 was

; admitted by the faciity on

- D2/15/13 with diagnoses which ingiuded Manic
. Depressive Discrder, Diahetas Metlitis,

. Psychosis, and Hypertension, Review of the

i telephone orders for the maonth of June 2014

| revealed seven (7) of eight (8) total orders were
- dated but not timed on 0604114, 06/08/14,
 Q8/10/14, 06/13/14, 06/16/14, 06/20/14 and

DON/ADON/SDC to re-edicate ali
:mzz'siﬂg;’&i W/ACT/HIM stalf and ]
.: consultants who make entries in the

record fo time/date all entries and polioy

s related 1o medical record maintenance

Pand content by 7/29/2014.

f Begiming the woek of 8/3/2014
CHIM/DON 1o audit 16 records weeidy
" (inchuding nursing notes, physician ; f

notes, phone orders) (o ensure medical

" records are aceurite and entries are dated
and signed and timed.

44 {JA team consisting of B3, DON,

- ADDON, ACT, 88, SDC. MDS 1o review

+ ail audit findings weekly x 2 beginning

© week of 7
- considered resolved and make

773142014 then monihly untl

recommendations to revise plan
according to audit findings.

#5 Date of comphance: §/2/2014
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08/23014.

4. Review of the medical record reveated
Resident #4 was admitted by the facility on
, 0B/21/13 with diagnases which included Delirium,
1 Chronic Obstructive Pulmonary Disease, '
i Hypertension, Diabetes Medllitis, and Depression,
+ Review of the telaphone orders for the month of
- June 2014 revealed two (2) of four (4} orders
were datad but not timed on 06/04/14 and

£6/13/14.

" Interview with Licensed Practical Nurse {LPN) #2,
L On 07702714 at 9:50 AM, revealed ail telephone or
. verbal orders should be signed, dated and timed. .

Interview with Licansad Practicai Nurse (LPN) 1.
;on 07/02/14 & 16:00 AM, reveaied telephone or

. verbal orders were to be dated and timed,

. Further interview revealed the nurses had

- fecelved training on this process within the igst

 two (2) months,

i

| Interview with Licensad Practical Nurse (LPN) #3, _
1an 07/03/14 at 10:30 AM, revealed she was the : '

interim Nurse Educator. She siated ail telephone | i
i of verbal orders should be signed, dated ang
-timed. Further interview revealed the THIFSing
' staff had been trained on the proper completion
¢ of a telephone order

tnterview with the Director of Nursing (DON), on
FOT0214 at 12:55 PM, revealed # was the .

facility's poiicy and procedure that ai telephone or .

" verbal orders were o be timed and dated. She |

' slated re-education of licensed staff was

Vindicated and had already been initiated. ; :
= : : |

1
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