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i nursa was on funch break, CNA 3 stated when

|

the nurse, LPN #6 returned she told her Resident -

{ #1 needed pain medication. She statad she iater

“averheard LPN #6 at the nurse’s staticn say she
| had foid Resicent #1 he/she acted lika a child by
" banging the call light. CNA#3 siated the nurse
! shoutd not have called the resident & child. She
stated she thought the incident was mental ar
i verbe! abuse; however, had not reported the

sincident. The CNA indicated she probably should

i have reperted it becauss if abuse was suspected
"t was supposed to be reported immediately.

é
"interview, on 04/03/14 at 12:38 PM, with

g Registered Nurse (RN) #3/ Unit 300 Manager,

where Resident #1 resided, revealed she worked
: dayshift on 03/07/14, 7:00 AM to 3:00 PM. RN

H
H

F3/Unit 300 Manager stated she was not aware of |

; i the incident until 03/10/14. She stated the staft
twho were aware of the incidert should have
. reported the allegation of abuse immediataly.

Interview, on 04/10/14 at 3:54 PM, with RN

H

| #4/Weekend Supervisor revealed about 8:00 PM

“on 03/09/14, one (1) of the nurses reported the

incident involving Resident #1 and she went and |

spoke to the resident about #. She stated

| Resident #1 reported he/she wantad a pain pill,
' was banging the call ight on the tabls to get
. attention and LPN #6 screamed at him/her.
i RN#4Weskend Supervisor revesied she talked
"o CNA #7, who was working at the time of the

; incident, and the CNA stated the nurse had yeifed |

50 h:}uﬁly she heard her at the nurse's station,
i According to RN #4/Waekend Sugervisor, she

! questicned CNA#7 why she had not reported the

- incident wher It occurred, the CNA told her she
“was afraid the nurse would be mad at her. RN
; BdiWeekend Supervisor reveaied the incident

i

i
|

. ‘ Admimistrator to the state
Abuse Regisiry or State

‘ Agency as per the
regulation.

5. The Administrator will bring
trends identified from the
daily review of allegations,
complaints and grievances,
and employee and resident
interviews to the monthly

: Quality Assurance

/Performance Improvement

: Cornmittee x4 months for

further review and

i recommendations.

6. Completion date 5/1/14.

i
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F 225 Continued From page 41 i Fo22m
| should have been reported immediately by the ;
CNA and anyene else aware of the incident. : :
i
1
Interview, on 04/01/14 af 5:54 P with SW #1 i
! revesled on 03/1714, when sheo spoke fo i
" Resident #1 about the incident, the conversafion
: was about the nurse and from the way the L
' resident described the incident she would ; g
. consider i abuse. SW #1 indicated if staff were |
i aware of the Incidert i should have been
f reported immediately o the supervisor, i

i

- Interview with the DNS on 04/02/14 at 12:30 PM
“and on 04/04/14 at 5:00 PM, revealed the facility :
expectation was if staff were aware an abuse i ’ ;
, event might have ocourred they were supposad | :
to report It immediately to their supervisor, The (
i DNS revealed the abuse alfegation involving LPN 5
“#6 and Resident #1 cocurred sometime on ;
; Nighitshift on 03/06/14, to the early morning of ! !
1 03/07114, but she was not made aware of the
inciclent unfl svening shift on 03/06/14 and ;
- startad the investigation {hen. She statsed the g !
facility's investigation revealed staff did not follow :
the facility's poilcy en reporting abuse
i smmedsaie!y after wilnessing the incident, She R
; stated the staff who were aware did not report the | i
. abuse hecause they were concerned about
" reporting the nurse involved. The DNS indicated
i if staiff had reported the alleged abuse at the time
it ocourred the Investigation could have been
_started at that time and the nurse suspended
i pending the results of the investigation.

f

- Interview with the Administraior on 04/02/14 at :
- 1:53 PM, revealed her expectation was any i
. suspectad sbuse needed fo he reported : :
L immediately to the supervisor and the supervisor
. was to call her or her designes. The ‘
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F 225 Continued From page 42 ;

| Administrator indicated when abuse was reporied |

thay ware {o report to the State Agency, do an

investigation and report the findings to the State

. Agency. The Administrator stated investigating

P alleged abuse was important to make sure Han

~employee was Involved they were taken out of the

- equation. She stated the facility's investigation

; DroCess was Lo ask ihe parsen who reported the

P alleged abuse and the resident invoived what
cecurred. She stated the process also included
collecting witness statements from other staff and |
sometimes other residents depending on the
allegation. Additional irterview, on 04/08/14 at _
- 8:46 PM, with the Administrator revealsd staff bad |
' heen aware of the event when it happened and
should have reported the afleged abuse
immediately. She indicated as a rasult of stalf not,
: reporfing the incident immediately, the rurse
"involved was able to work on night shiff on ‘
U3/08/14 before Administration was made aware, |

;

. interview, on 04/10/14 at 1:40 PM, with the

* Manager of Clinical Operations (MCO) revealed
the abuse ellegations involving Residen: #1 and
Resident #2 were not reported timeiy as per
facility poiicy. The MCO indicated she felt the
breakdown was due o staff not understanding

, the abuse policy, on what situations constituted

" abuse and reporting. In addition, she stated for

! . Resident #2 the breakdown was alse at the ,
* Administrative level as the facility had interpreted |
it as a grievance and not as abuse, i

The facility provided an acceptable Credihle i
! Allegation of Complisnce (ADC) on (04/08/14 ’
- which afteged removai of the lmmediate Jaopardy ;
(M) effective 04/07/14. Review of the AOC
; revealed the facility had implemented the E

*following:

F 225!
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s Supervisers interviewad all interviswahle

, Tesidents to determine if they had expeériencad or i
lwitnessed any abuse in the fadiiity or any issues

, with receiving FRN medications fimety or
 threatening to have their medication withheld.

- The facility completed the interviews 03/14/14
"and on 04/04/14.

1 2. The facility's DNS and Nurse Supervisors

- completed assassments of alf non-interviewalle
residents to determine any infury associated with
. possible abuse, The facility compieted the

| assessments on 03/14/14 and on 04/04/14,

13, The DNS and Adminisirator were re-aducatag

. o the Abuse Policy, the timaiy reporting i

| requirements and complation of & thorough
Investigation by the MCO on 03/12/14 and on

| 04/03/14,

{ 4. The facility's DNS, Administrator and Nurse
Supervisors educated administrative, therapy,

i dietary, housekeapirg, laundry, and mairtenance _

" staff on the facility's abusge policy, reporting ;

| requirements, promise of confidentiality, and no

“fear of retribution. Staff was also inserviced on

. stress managemant. Employses completed the

! Abuse Prevention post-lest. The facility

_completed the inservices on 03/14/14 and again

s on 04704714, ;

i 5, The facility's DNS and Nurse Supervisors

" educatad licensed nurses to count off controlied
¢ medications and relinguish med cart keys with

" another nurse if feaving the fachity for funch

i breaks or other periods of time to ensure

" madicatlons were accessibie o administer fo

. 1. The facility's DNS, Administrator and Nurse ;

I
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F 225 _! Continued From page 44

- residents as needed. The facility completed the
inservices on 03/14/14,
i
. 6. The facility's DNS and Adminisirator were
I rasponsible for terminating the nurse involved in
_the allegation of abuse for Resident #1 and
| repcrting the nurse (o the Kentucky Board of
~Nursing., The facility completed the action on

| Da/144.

i 7. The two {2} staff members who heard the
_ireident involving Resident #1, but did not report
! the allegation received disciplinary action by the
_ DNS and Administrator. The facility completad
Fthe action on 03/14/14.

' & A Performance Improvement (P1) Mesting, tc
. Include the Administrator, DNS and Medica
i Director was held to discuss the lafe reporting of

i the piain to correct this. The faciilty completed
 this action on §3/14/14.

' Additicnally, @ Performance improvement

| Meeting, to include the Administrator, DNS and
Medicat Directar, was held to discuss the late

i reporting of the alisgation of abuse related to

" Resident #2, the Immediate Jeopardy citations,
i root cause and pian of correction. The facility

"complated this on 04/04/14.

L 9, The nurse Kentified in the allegation of abuse
; for Resident #2 was suspended on 04/03/44.

: The facility identified the DNS and Administrator
: as being respensible for the action. The facility

¢ completed the action on 04/03/14.

110, The intial report of the allegation involving

_the allegation of abuse related to Resident #1 and

]
i

f
i

{

. Resident #2 was submifted to the State Agencies '
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; were the DNS and Administrator. The facility
ccmp%eted the action on 0H03/14,

1? The facllity’s DNS and Administrator was

| responsible for interviewing Resident #2
regarding the allegation of abuse reported on

041’041 14,

[ abuse reported or: 03/02/14. The facility
. completed the action on 04/04/14.

| Supervisers were responsible for interviewing

.o Raesldent#2.  The facility completed the
: interviews on 04/05/14.

F 14, The facility's DNS and Nurse Supervisors

i Tor Residant #2 Inlo the Risk Management

| o 04/04/14.

?5 The facflity's DNS, Nurse Supervisors and
| Administrator were responsibie to provide

. education to new hires or: the facility's abuse
i po[icy, reporting requirements, promise of

orientat fon. This was an ongoing astion. Thg
. facility did rot use agency staff.
i

on 04/03/14, the persons assigned responsibliity

i 03/02/14. The facility completed the action on

12 The facility's DNS, Administrator and Nursing
Supe'wsors were responsible for inferviewing the
. sister of Resident #2 regarding the allegation of

13, The faclity's DNS, Administrator and Nurse

employess who worked 7:00 AM to 2:00 PM on
I G3/0214 regarding the allegaiion of abuse related |

“werg responsible 1o enter the ai legation of abuse |

System (RMS). The facility completed the action

confidentiality, and no fear of *e*nbué;c}r; during

. 18. The facllity was to assign supervisors on aach
shsft o monitor staff and resident interactiong and |

i

F 225

i
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F 225 ] Continued From page 46 i F 225! ;
. o detarmine any allegations of abuss were ) 5
' raported immediately to the Administrator. The @ .
facility's Administrator and DNS were responsible
fto implement the action and the facility completed | ‘ ;
on 04/04/14. !

17, The facility was to implement monitoring ‘
 actions to include interview of five (5) employees | ;
. weekly for four (4) weeks and then monthly for 1
! threa {2) months 1o determine: staff understood

‘ the facility's abuse policy: understaod reporting |
*alegations to the Adminisirator immediately; and
. understood allegations or statements were kept

- confidentisl and there was no fear of retribution

; for reporting.  Any concerns wers to be ;
! addressed at the time of inferview. The facility . |
 identified the NS, Nurse Supervisors and

- Administrator as being responsible for the audits |

. which were angoing. : i

; 18. The facliity was to implement monitoring

" actions to include inferview of five (5) residents _
. waekly tor four (4) weeks and then monthly for ;
lhvee {3) months to determine any izssuss with
- staff treatment or abuse and any issues with j ‘
- withholding of medication. Any concemns :
. identified were to be addressed at that time. The | 5
! fagiiity identified the Administrator a3 being ‘ ;
 responsible for he audits and they were ongoing,

[ 1 H

19, The facility was to implement monitoring § _;
[ actions fo include an audit of all abuse i ;
" investigations to determine that abuse allegations §
| were reported timely as per the abuse policy and

 the Investigations wera thoroughly completed.

i Any concerns identified during the audit were to

' be addrassed at that time. The faciity identified

i the Administrator as being respensible for the

" audits and they were to be ongoing.
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' 20, The findings of the menfforing identified

; above wers o be reported to the Performance
“Improvement Committee monthly for four {4)

i menths for further review and recommendation.

; this was fo be ongoing.

| 03/0841 4 through 04/05/14, to assure a thorough
_investigalion was compieted and any abuse was
reported timely as per the facility poiiey, The

. person responsible was the MCO and the facility
'was to complete this on 04/07/14.

i The State Survey Agency vafidated the
- implementation of the faciity's AOC as follows:

;1. Interview and review of the facility’s AQC

- implemeniation documentation for Resident #1
. and Resident #2, with the DNS on 04/10/14 at
F10:37 AM, 12:13 PM and at 1:16 PM, revesled

i the facility used a Resident Census Report fo

" identify all interviewable residents. The resident
< interviews were performed by the DNS and

- Nursing Supervisers which included Unit

; Managers. Reviewed the documented resident
“interviews all completed by 03/14/14 ang

| 040414,

; Interview with the Assistant Director of Nursing

. Unit Marager on 04/10/14 at 4:48 M revealad

' resident interviews were performed as per the
AQC.

:

| Interview on 04/10/14, with Resident #1 at 12:58
P, Resident #2 at 10:19 AM; Unsampled _

i 21, The facility was to petform an audit on abuse
_allagations identified for the prior thirty (30) days, |

' The Administrator and DNS were responsible and | :

H(ADON) on 04/10/14 at 4:27 PM, and RN #5/100 |
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, medications.

; Interview with the Administrator on 04/10/14 at

teted on the AQC,
!
. 2. Interview and review of the faciity's ADC

- reveaied the facility used a Resident Census

: SkIn assessments and no problems were
identifled indicating abuse, such as, brulses,

| the DNS revealed the skin assegsments were

' NG issues identficd,

i

[ and RN #5100 Unit Manager at 4:.48 P,

:revaaled skin assessments were performed on
| hon-interviewable residents.

! interview with the Administrator on 04/4 014 at
' 5:29 PM, reveaied she had verified alf sikin

' the AOC with no issues identified.

* 5:29 PM, revealed she was in charge of the AOC
: plan fo make sure everything was completed as
indicated and verified ail the resident inferviews |
| were compieted by the 03(14/14 and 04/04/14 as |

“implementation documentation with the DNS on
; 04/10/14 st 10:27 AM, 1213 PMand at 1:18 PM, |

i Report to identify all non-interviewable residents.
‘ The DNS stated they had two (2) staff prasent for

" perforied by the DNS and Nursing Supervisars ;
| 0N 03/13/14, 03/14/14 and again on 04/04/14 with |

' Interview with the ADON on 041 0114 8t 4:27 PM

~Resident A at 5:08 PM: Ungampled Resident B at
| 4:49 PM; and Unsampled Resident C at 510 PM
_fevealed they wers all Interviewed by facility staff |
I two (2} different imes recently about abuse and

i
i

i

i
i

j scratches, any type of redness or any signs they |
“wera not getling care. Review and Interview with

i

i

!

| assessments of non-interviewable residents wera j
. completed by 03/14/14 and 04/05/14 as noted on

i

£
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F 228 : Continued From page 49 g
3. Raview of a documented inssrvice on 03/1 214
i and 04/03/14 revealed the DNS and Administrator |
; were re-aducated on the faciity's abuse policy
and reporting requirements by the MCO,

interv:aw with the DNS on 04/10/14 at 12:13 PM,
i and the Administrator on 04/10/14 at 5:20 20,
_revealed both had recelved an inseryice on the
' abuse policy and reporting requirements on
03!?2:’74 ana 04/03/14 by the MCO.

i 4. Interview and review of the facility's AOC )
" Implemeniation documentation for Resident #1
| and Resident #2, with the DNS on 04/10/14 at
10137 AM, at 12:13 PM and at 1:16 PM, reveaied ;
| the facility used a master list of amployess {o
, Inservice all staff on 03/10/14 thru 03/14/14 and
{ on 04/03/14 thru 04/04/14. The DNS stated staff
Inservices included review of the abuse policy
“which inciuded examples of abuse and reporting,
linvestigations and reporting wera confidential,
_stress management, and abuse post-fest. She
i further stated Inservices were performed by the
~ Administrative team which inciuded herseif, the |
| Administrator and Nursing Supervisors. The :
DNS stated staff who were not preseni ware ‘
| contacted by phone and giver: the insarvice on
. the abuse policy and stress management. She |
| indicated staff who the facility was unable to
c&ntact by phone were sent the ingervice
Feducation by certified mall, The tist of staff who
; were sent the inservice aducation by certified man!
| and the cerified meil receipts were reviewad,
i Interview with the DNS revealed when the staff -
- who were not present al the inservice came in ta E
WOr!( they went over the post test and signed
inservice sheets prior to beginning work, She
| | stated the Inservices were performed by the
~Administrative team which included herself, the

F 225
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F 225 Continued Frem page 50
! Administrator and Nursing Supervisors,

! Review of the AOC Implementation

_ documentation revealed a master list of

i employees which showed staff were inserviced
from 03/10/14 through 03/14/14 and on 04/03/14
s and 04/04/14, on the abuse policy, reporting i
! requirements, promise of confidentiaiity, no fear

; of retribution and stress management. The i

{ inservice matertal and post-tests completed by

_emrployees after the inservicing were raviewed.

Interview on 04/10/14 with the ADON at 4:27 PR, |

. RM #iWeekend Supervisor at 4:08 PM: Activities |

' Director at 2:44 PM; the Employee Benefits and i
. Payroll Coordinator at 3:13 PM; the Maintenance
| Director at 3:39 PM; and RN #5/100 Unit i
Marager af 4:48 PM revealsd they had inserviced |

i staff on the facility's abuse policy and stress

" management in March and April,

| Staff interviews on G4/09/14 with LPN #10 at 5:22
P CNA#18 at 5:30 PM, LPN #11 al 5141 PM;

[ CNA#14 at 3:51 PM; CNA#S at 8:85 PM; and, on |

FOAMO0M4 with LPN#12at 730 AM PN # 13 at
7:50 AM; LPN # 14 at 7:55 AM; Dietary Aide #1 at |

? 2:05 PM, Housekeeping #1 &t 2:18 PM; Distary .
" Aide #2 at 2:27 PM; Housekesping #2 at 2:32 ?
: PM; Activities Drrpc‘c;r at 2.44 PM; Maintenance

' #1 =t 2:55 PM; Laundry #1 at 3:04 PM; Employee ;
. Payrofi and Benefits Coordinator at 3;13 PM;

] Oceupation Therapist (OT) #1 at 3:21 P .

' Physical Therapy Assistant (PTA) #1 at 3:26 PM;
, CNA G at 3:33 PM; Maintenance #2 af 3:39 i

| PM; CNA#17 at 3:47 PM; RN #4/Weekend :
Superwsor at 4.08 PM; and LN #15 at 4117 PM

, reveale(ﬁ all indicated they had received

insarvices on abuse in March and April which
. mciucfed the typses of abuse, how and when to

F 225"
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F 225 Continued From page 51
i Feport abuse, confidentiality/rebribution, and
’ s{ress managsment,

5 Interview and review of the facility's AGC ;
; implementation documentation for Resident #1,
with the DNS on 04/10/14 at 12:13 PM and at i
i 1118 PM, revealed the fac:ifiy used a master list of’
_ nurses identified &s receiving inservice education |
ton 03/13/14 and 03/14/14 on counting cortrolied
; medications in the medication carts and giving |
! the medication cart keys to anather nurse before f
; eaving the facllity for lunch breaks. She stated
the inservices wers performed by herself and the
i i Nursing Supervisors.

i interview on 04/10/14 with DNS and ADON at
4:27 PM, RN #4/Weekend Supervisor at 4:08
| PM, Activities Director at 2:44 PM, and RN
#SJUmt Manager 100 at 4:48 PM revealed they
Cinserviced staff on abuse in March and whan
~applicable nursing staif on med cart.

i
- Staff imerviews or 04/08/14 with LPN £10 at 5:22
P PMLPN #11 at 5:41 PM; and on 04/10/44 with |
LPN#12 at 7:30 AM; LPN #13 at 7:50 AM: LPN
[ #14 al T:55 AM, RN #4/Weekend Supervisor at
4:08 PM, and LPN #15 at 4:17 PM revealed ail
 indicated they had received inservices on
" counting controlied medications in the medication | i
j carts and on giving the medication cart keys to
" anothar nurse prior to leaving the facility for 'unch |
breaks in March.

- Interview with the Administrator, on 04/10/14 at
* 5:28 PM, revealed nurses were inserviced siaff
i as Indicated on the AQC In March,

i 8. Revisw of the facility's repart of LPN #68 1o KﬁN
revealed the nurse was reportad an 03/21/14.

!

F 225!
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F 225/ Continued From page 52
| Personnal record review revealed LPN 46 was

terminated from employment.
1

Interview with the DNS on 04/10/14 at 1:16 PM
and the Administrator at 5:28 PM. revealsd LPN

‘reported to KBN by the DNS.

i and the Administrator at 5:29 PM, revesled the
" two (2) staff who did not report the abuse of

' DN for not reporting timely. The fina! written

| inderviswe with CNA#7 on 04/02H 4 at 855 AM
cand CNA#3 on 04/08/14 at 6:58 PM, revealed
' they wers counseled by the facility about
Fepotting abuse sconer.

I

; Adminisirator, DNS and Medica! Directer,

; March about the allegation of abuse involving
“Resident #1 and a nurse. He stated they

{how fo prevent it from happening again,

; Additionally, the Medicat Director stated ha
 aftendad the Pl meeting in Apri regarding tha

; allegation of abuse involving Resident #2 and in
the meeting they had discussed the Immediate
i Jeopardy related to the abuse incident and the

" action plan to prevert recccurrence.

, Inferview with the DNS on 04/10/14 at 12:13 P
' and the Administrator at 5:29 PM, revesied they

; #6 was terminated on 03/17/14 per the AQC and

. 8. Review of the Pl meeting sign In sheets dated ;
{03/14/14 and 04/04/14, revealed it was signed by |

 discussed what happened and an action plan on

7. Interview with the DNS on 04/10/14 at 1.16 PM

: Residant #1 received final written warnings by the |

i

L warnings for CNA#3 and CNA #7 were reviewed, |

i

; Interview with the Medical Dirsctor on 04/09/14 at
13 PM, reveated he attended the P meeting in

i
!

i

i

F 225,
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F 225 Continued From page 53

| aitended the March and April PI mesting with the
: Medical Director and discussed the allegation of
i abuse and action plan related to Resident #1 and i
_ Rasident #2 and aiso discussad the Immediate
| Jeopardy and action pian in April,

i 8. Review of LPN #1's "Timecard" punches
‘ revealed the nurse clocked out an G4/031414 at

| 2:04 PM,
f

interview with the DNS on 04/10/14 &t 10:37 AM
and Adminisitator at 5:29 PM reveales LN #4
. wWas suspended on 04/03/14.

|
10, Review of the initial faxed report sent fo the

! Btate Survey Agancy regarding the 03/02/14 ;
_ abuse allegation involving Resident #2 and LEN |
| #1 was sent on 04/03/14 by the Administrator.

i Interviow with the Administrator on 04710714 &t
: 8:28 PM confirmed she sent the faxed report on |
; 04/03/14.

11. Review of an interview with Resident #2 was
| completed on 04/04/14 as indicated on the ACC
plan.

' Interview with the DNS on 04/10/14 at 10:37 AM
. and the Adminiskrator at 5:29 PM revealed they -
| interviewed Resident #2 on 04/04/14, and heishe |
- confirmed the nurse threatenad not to give the

| resident pain medication. :

 Imerview with Resident #2 on 04/10/14 at 10:19 1
" AM, ravealed the DNS and Administrator talked to

 himiher about the phone incident and pain i
" mecication. |
- 12. Review of the facility's documented interview :

F 225
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:with Resident #2's sister revealed it was :
; performed on 04/04/14 as indicated on the AGC.

. Interview with the Administraior on D4/10/14 at

' 5:29 PM, revealed she interviewead Resident #2's
sister on 04/04/1 4, and she asked ahout the

incident. The Administrator stated the sister

i already knew about the allegation, but thought § he :

" nurse was trying to limit the resident's phone calls !

fo her as requested. Interview with DNS on :

04/1C/14 at 12:13 PM revealed the Administrator

interviewed the resident's sister,

13. Review of wimess stalements of employses | ;
. who worked from 7,00 AM to 3:00 PM on '
G3/021 4 were reviewed by comparison with the

G3/02/14 dayshift schedule.

;

{ Interview with the DNSG on 04/10/14 at 16:37 AM ! |
tand 12013 PM and the Administrator at 5:20 PM, ;
i reveated all staff who worked dayshift an ‘
' 03/02/14 were interviewsd mostly by the DNS and |
| were asked did you hear a nurse yell or scream

at a resident and did you hear a nurse threaten to |
| withhold medication. ;

Interview with the ADON on 04/10/14 at 4:27 PM, | :
revealed she interviewed some of the staff who !
" worked on 03/02/14 about the allegation. ? ;
! Interview with CNA#11 on 04/00/14 at 3:05 PM |
i and with LPN #4 al 3:18 PM, revealed they had
“worked on 03/02/14 and were interviewed by the

i faciity about the event an 04704414, ;

i 14 Interview with the DNS on 04/10/14 at 10:37 |
AM and review of the facility's AQU implemented i
| for Resident #2 revealed the facilfty antered the ' | )
5  allegation of abuse for Resident #2 Info the Risk | ; ?
Event (0:VEDRTY Faciity 1D; 160022 if continuation shest Page 55 of 108
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. Management System on 04/04/14.

15, Raview of the AOC documentation revealed

" the facility had new employess who were :
; Inserviced on 04/07/14 on the abuse polioy, i
" reporting requirements, promise of confidentdlality
; and no fear of retribution. :

: Interview with the DNS or 04710714 &£ 10:37 AM, |
revealed the facillly had several newly hired staff |
| whe were interviewed on 84/07/14 regarding their °
_Irservice,

l

. Interview with the Administrator 04/09/14 at 1:28
| PM, revealed the facility does not use agency g
. staff. :

: 18, Review of the facility’s work schedule
" Q404114 through 04/06/14 revealed the facility
j had supervisors on each shift.

i Interview with the DNS on O4/10/44 at 10:37 AM
" and the Administrator at 5:20 PM, reveaied
| Bupervisors were assigned to each shift to 5
- monitor for abuse and were supposed to manitor
j interactions between residents and employees fo |
" ensure they were appropriate. They indicated f
1 there was an allegation reporied to the supervisor |
it was to be reported Immediately to the )

; Administrator,

| Interviews on: G4/10/14 with the Maintenancs

Director at 3:39 PM; the ADON at 427 PM; RN

| #47100 Unit Manager at 4:48 PM; Employes
Benefits and Payrofl Coerdinator at 3113 P, and
 Activities Director al 2:44 PM revesled they all
; had a lis{ of shifts and they picked up different
! shifls to observe and supervise interactions of

; amployees and resldents and i a suspacted

F 225;
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F 225 Continued From page 56 F 225,

|
allegation of abuse was ldentified they were o

i call the DNS and Adminisirater immediately, The
staff indicated no abusa allegations had been

lideniified.

t

117, Reviewed the audit teol which was to be i
: utlilized for employee abuse interviews.

| Interview with the DNS on 04/10/14 at 10:37 AM
ardd the Administrator at 5.29 P, ravesled the |
[ faci fty had Implemented sudits to interview five ‘
. (3) employees weekly for four (4) weeks and then ;
“monthly for three (3) months to determine if staff
; understood the abuse policy and reporting of all
allegations of abuse. Continued interview
| revealed audils had been initiated and would be
. dane by Administrator, DNS or Nursing
! Supervisors Monday through Friday, ard staff
. wobild be re-educated if concarmns were identifietd.

i

H

Interview, on 04/10/14 at 4:27 PM, with the ADON
revealed she had interviewed some gmpicyees
for the abuse audits and they were supposed o
" do five (5) employees sach week. The ADON

| indicated If she ideniified a oroblem during the

- audit she was to address i at that time: howaver

i had not identified a problem in her abuse audits.

£ 18. Reviewed the audit too! which was to be
: utitized for resident interviews.

i Interview with the DNS on 04/10/14 at 1037 AM

'and the Administrator at 5:20 PM, revealed the

: facility had implemented the audits to Interview |

five (5) residents weekly for four (4) weeks and

i then monihly for three (3) months to determine
_any issues with staff treatment and any i
! withholding of medication. Continued interview
; with the DNS and Administrator revealed audits
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' had been initiated and residents were o be ; E
; interviewed by the Administrator, DNS and

Nursing Supervisors Monday through Friday.

_Interview on 04/101/4 &t 4:27 PM, with the ADON |

‘revealed she had performed resident interviews

- for the audits and they were supposed to do five

' (5) per week, She indicated if & concern was

| identified it was to be addressed af the time of

. Interview; however, had rot identified any

" eoncerns in her rasident interview audits.

19, Interview with the DNS on 04/10/14 at 10:37 ;

: AM and the Administraior at 5:29 PM, reveated

 the facility did not have a specific form for .

fauditing the abuse investigation but the : f

. Administrator would be performing audits on alf ‘ ;

- abuse investigations to determire I the g

| allegations were reportad timaly, investigations

" were thoroughly compieted and the initis! report

| was sent to the State Survey Agency in
twenty-four {24} hours and the five (5) day follow

fup was sent In timely. Continued nterview with |
the DNS &nd Administrator revealed any i :

' concerns would be addressed at that time. E ; !

20, Interview with the DNS on 04/10/14 at 10:37 .
; AM and the Admiristrator at 8:20 PM, revealed :

the audit data would be presentad to the monthly

{ Pl Committee meetings by the Administrator or

i DNS for four (4) months as indicated in the AOC. i :
t Continued interview with the DNS and . ;
i Administrator revealed they have not yet had the | !
" morithly Pt Committee meeting.

21, Interview, 0n 04/10/14 at 1:40 PM, with the j _
- MCG revealed her role was [o revisw prior abuse . ;

. Invastigations from 03/06/14 to 04/06/14, 1o i :

“ensure the investigations were done, were ;
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F 225 Continued From page 58 . F 225;‘ 1. The allegation of ahuge ;’
: thorough and incidents were reported in a timely | ! regarding Resident #2 was !
. manner per the facllity's abuse policy. Continuad : reported to the opriate
~interview with the MCO revealed she had audited ? tﬁp r{ e EE;? g;c i
* five (5) incidents, including those involving | state agencies T was ]
" Resident #1 and #2, and reported those were the suspended on 4-3-14 by the |
- only problematic avents. E : Administrator and Director of !
F 226, 483.13(c) DEVELOPAMPLMENT : F 226 o : e fm
SS:J i i&f} USéi&EGLECT ETC POLIGES i Nursing. The investigation bfi 14
T : was conmpleted and the fina] |
"The faciity must develop and impiement writtan ; report was submitted to the
" poiicies and procedures that protibit i appropriate state agencies on
I mistreatment, neglect, and sbuse of residents ? 4/8/14 by the Administrator
P& iati f resident g . . . ’
i and misappropriation of residen property ; LPN#1 was terminate don
_f 4/14714 by the Director of
.i Nursing.
| This REQUIREMENT ig not met as evidenced
| by: ’ ation of ahc
. Basad on interview, record review and review of g The ai%egatton. of ab:ase
 the facility's policy and grievance forms, it was | regarding Resident #1 was
| determined the facility faited to have an effective , ; reported to the appropriate
P system in place ft? ensure pimsc;es and ‘ . state agencies and the LPN
; Procedures were implemented refated to abuse L 46 ded on 3-9-14
, for two (2) of seven sampled residents (Resident i as suspended on 3-9-14,
H#2 and Resident #1). The facility falled to ensure The investigation was
- siaff reported aliegations of abuse, failed to i i completed and the final
1 identify aflegations of abuse, fafled to Investigate ; , ; ST
 allegations of abuse, faled to pravent the ; ; f report was subllmtied m. the
~potential for further abuse, and failed to report the : % appropriate state agencics on |
' allegation {0 appropriate State Agencies per the | : 3/14/14 by the Administrator.
: , : ¥
| facility's policy and procedyras. (Refer to F.223 i LPN #6 was terminated on
159 ; ; .
, and F-225) * 3/17/14 by the Director of
| Resident #2 informed Licensed Practical Nurse 5' Nursing,
i (LPN) #4 on 03/02/14, another nurse, LPN g1 ’ .
. had "sratched" the phone from him/her and lold : Residents’ #1 and # 2 have
e resident he/she allowed 1o usa the phona, had no addition [ alleoat;
Resident #2 reparted to LPN #4 that LPN #1 tord | 1o additional allegations
; J of abuse. _
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i him/her if he/she continued fo curse she woLld
! not give the resident his/her pain madication.
LPN #4 completed a Grievance/Concem Reapors,

" gave copies of the grievance form to the

Adminisfrator, DNS and Social Services {SS).

; However, the facliity considared the incident a

Cgrievance, not potential ahuse and falled o
thoroughty investigate the incident to inciude

| Irterviews with other residents and staff,

{ Therafore, LPN #1 was suspended for only one
(1) day and then allowed to continue providing

i care for residents which could have resuited in

“ the potentlal for further abuse, The faciity also
fafled to raport the incident to the appropriate

: State Agencies.

. Additionally, in the early maorning hours of
(30714, wo {2) Certifled Nursing Assistants
| (CNAs}, who had been trained on the faciity's

J#T by LPN#8. The CNAs heard LN #6 yell at

! Resident #1 due to him/har using the call light

" muitiple times {o ask for pain medication. The

. CNAs also heard LPN #6 inform Resident #1

: hefshe was acting like a chid and banging the

- calf light would not get the pain medication

_administered any faster. After witnessing the

- verbal abuse the CNAs fallad o immediately

" report i as per facility policy. Therefora, LPN #5
was allowed to work an entire night shift on

03/C8/14, caring far residents which put them at

risk for further potential abuse by the LPN,

: Administration was not notified until the evening
ghift of 03/09/14, after the resident's family fled a |

I grievance. Because the CNAs did not f

simmediately report the alleged abuse, an ahuse

_ investigation was not conducted within

| twenty-four (24} hours and the incident was not

abuse policy, witnessed verbal abuse of Resident
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|

: called the Director of Nursing Serviees (DNS) and

4. tarector o1 Nurses,
Administrator, and Nurse
Supervisors have interviewed

E alert and oriented residents

from 3/13/14 to 4/4/14 10

determine if the resident has

experienced or witnessed any
abuse in the center or any
issues with receiving PRN
medications timely with
corrective action if indicted
upon discovery.

Allegations of abuse were
| reported to the appropriate
state agencies within 24
hours of being reported to the
interiin administrator.

| Director of Nurses and Uit

Managers completed an
assessment of non-
interviewable residents from

; 3/12/14 to 4/4/14 to

determine any injury

| associated with possible
abuse with no corrective
action required.
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Freported lo State Agencies untif 03/10/14.

: place to ensure policies and procedures were
i ¢ sarious infury, harm, impaiment or death,

| of Care (SQC) was identified on 04/03/14 and
, wasg determined io sxist on 03/02/14.

F

i The faciity provided an accepiable credible
i the facilty alleging removal of the Immeadiate

f was verified to be removed on 04/07/44 as

aﬂeged prior to exit from the facitity on 04/10/14,
with remalning non-compilance at a Scope and

Sevemy of "D, while the faciity develops and
“implements the Plan of Correction, and the

| facility's Quality Assurance continues to monitor

o ensure residents are fres from abuse.

i
The findings include:

(
Rawew of the facility's policy titled, "OBS310 KY
f Abuse Prohibition”, efective 07701713, revesled
. the facility prohibited abuse far ail residents
thr{}ugh kentification of possible incidents or

: allegations which requirsd investigation;

- investigation of incidents and allegations;

| protection of residenis during investigations: and

“ repaorting of incidents and investigation results.

j The policy reveated staff who witnessed an
incident of suspected abuse were 10 report the

supervisor was fo report the suspectad abuse
{immiediately to the Administrator or dasignee.

. The pelicy noted upon receiving information

‘concermning a report of sugpected or alleged

; The facility's fallure 1o have an effestive system zn
lmp temented related to abuse was likely fo cause

immediate Jeopardy (1J) and Substandard Quall ty*

- incident immediately to his/her supervigor and lhe

i ' .
: 3. Director of Nurses,

g Administrator, Nurse
Management, and Human

_ Resources will have provided

! reeducation as of 4/30/14

with the administrative,

nursing, therapy, dictary,

hou%keepmg faundry, and

'y ftegation of Compiiance (AQC) on 04/08/14 with |

_Jeopardy on 04/07/14. The Immediate Jeopardy a

an effective system that

; matgienance statt régarding ,
” ensvres each resident remains

free of abuge:
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| abuse the Administrator or designee would faxa “
 repart o the appropriate Siate Agencies. Review !
"of the policy reveated any employes allegad to ;
¢ have committed an act of abuse was o be f E
. immediately removed from duty pending
linvestigation. in addition, policy review revealed ‘
. the facitity was to initiate an investigation within | ; N e .
" twentyfour {24) hours of an alfegation of abuse ‘ ; | ¢ .mel. Al’}ube P th:f I
| that focused on whsther the abuse cccurred and ‘ - mclud;ng need to protect |
_ fo what axtent, ; the resident from g
1. Review ofthe facilty's G /C f : { potential risk at the time i
i 1o neview of the facility's "Grievence/Concern ! L
Report", completed on 0310214, by LPN #4 ; : and during the J’
i revealed Resident #2 told her when trying to use investigation. |
the phane LPN #1 "snatched" the phone, hung it ‘ * Reporting requircments |
¢ upr and told the sesidenf‘ he/she was not allowed ; including immediate
 fo use the phone. Continued review of the { ) e 1o the
| "Grievance/Concern Report” revealed Resident . reportmg to the
 #2 had also reported LPN #1 told the resident |f Administrator and
 hefshe continued to curse at the LPN she wouid appropriate state
i not give the resident nHis/her pain medication. ) ; agencies;
" Review revesled LPN #1 was suspended on j NS .
; 0303714 and then affowed to return to work after ‘ * Promise of confidentiality
" gducation on “Customer Service" and f and no fear of retribution.
reb«aducitfi_on cg ra:siden; ;;?mé and the Eaécility’s g Including stress
_@blse poiicy. Review of the "Grievance/Concern ; ) . oo b
| Report" revealed the grievance was noted as management strategics
. resolved on 03/04/14 by the DNS as Resident #2 i _ for staff.
Card LPN #1 denied "pain mads would he { ’
; withheld®, Further review revealed no
" documenied evidence the facility compteted an
- abuse investigation as per facility policy or
“evidence the alleged abuse was reported 1o the
i Slate Agencies within twenty-four {24) hours as
_per the policy. Additionaily, there was no é
. documented evidence other residents or staff ;
. were intervipwed. i ; :
| Interview with Resident #2 on 04/03/14 at 230 |
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F 226 . Continued From pags 82
PM, revealed LPN #1 grabbed the phane from ]
i hisfher ear, siammed it down on the receiver, and .
 said "wait until you want another pain pil". !
' Resident #2 reported hefshe told LEN #4 what
i LPN#1 had done and LPN #4 had indicated to
the resident it was a grievance.
“Interview, orr 04/02/14 &t 2:39 B, with CNA 210
! revealed she had averheard LPN #1 telling
: Resident #2, on 03/02/14, that hefshe would not
' get hisiher medicine or time because the j
| resident was not doing what halshe was )
 Supposed fo do. CNA#10 indicated she talked to |
tLPN #4 about what she had overheard and LPN
- #4 told her she was going to call the DNS. CNA
10 stated she falt the faciity had not proparly |
 Investigated the incident as she was never :
interviewed about it. However, the facility's policy sf
1 and procedures stated the factlity would :
| investigate incidents and allagations.
j
Interview, on 04/06/14 at 3:05 PM, with CNA #11
| revealed the facility's policy was when there was
. an aifegation of abuse which involved an
! employee, the employee was suspended and the
; facility did an investigation at the time, CNA#11
' slated she withessed Resident #2 trying to use
i the phone at the nurse's stetion and LPN #1 told
the resident hefshe was not allowed fo use the
| phone. She stated she observed LPN #1 grab |
the phone from Resident #2's hand and glam it
~down on the receiver which starfled the CNA.
CNA#11 revealed the nurse also told Resident #2
| if he/she tried to use the phone again she was not:
_going to give hislher pain medication, She stated |
: she felt this was verbalfmental sbuse and maybe
; Physical abuse as the LPN had jerked the phone |
tfrom Resident #2's hand. ONA #11 stated she
i clid not report the incident because LPN #4, who

i
F 226

.

¢ Employee competency

assured using the Abuge
Prevention post-test,
Licensed nurses provided
reeducation regarding the |
need for licensed nurseg |
to count off controlled
medications and
relinquish med cart keys
with another nurse if
leaving the center for
lunch or other periods of
time to ensure that
medicalions are
accessible to residents as
needed.
The Director of Nurses J

i

St A

and Adnumstrator were- j
reeducated 3/12/14, f
4/4/14 and 4/30/14 by the |
Manager of Clinical }
Operations regarding

Abuse Policy and ;
reporting requirements. JE
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" Interview with Social Worker (SW) #1 on

CG4/0314 at 1:57 PM and 2:53 PM, and an

| 04/08/14 at 6:02 PM, revealed she did receive a
" copy of the grievance and read it somewhera

| between the week of 03/03/14 and 03/08/14. She

“stated she was concerned after reading i

. betause the conlant stated the nurse "snatched”

| the phone from Resident #2, and told the resident

_if hafshe continued to curse she would ot give

| his/her pain medication. SW #1 stated she had
discussed the grievance, har coneern and what o

interview, on 04/02/14 at 11:36 AM, with LPN #4
. revealed on 03/02/14, Resident #2 reported LPN |
' #1 had "snatched” the phone from himther and
told the resident hefshie couldn't use the phone
L anymore. LPN #4 stated Resident #2 reporied
being upset when {his happened ard had cursed i
: the nurse. LPN #4 reported Resident #2 told her |
“LPN #1 stated if the resident kept talking to her
; like that she would not give him/her pain
madieation, LPN #4 reported she felt LPN #1's
. actiens were abuse and so she called the DNS o
Linform her. LEN #4 stated the DNS told her she
“would take care of the incident. LPN #4 indicated |
| the facitity's policy was fo investigate aflegations
- of abuse which Included interviewing residents |
. and staff. However, she stated the facility did not ;
! interview her about the incident. in addition to
calling the DNS, the LPN stated she complsted & |
[ grievance form, aftached a siatement and gave
" one (1) to the Administrator, the DNS and 88.

L was aware of the incident, was going to teke care
of it. She staled the facili's normal process was |

to suspend an employee involved in an allegation
of abuse and investigate it ab that ime, CNA#1 .

i reported the facility had not contacied her

' regarding the incident at the {ime,
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and/or not working
during this timeframe will
have education/
reeducation by
administrative
management to the
center’s abuse policy,
reporting requirements,
promise of confidentiality
and no fear of retribution
and will be repeated
annually with all staff.

e TFacility does not use
agency staff,

Administrator and Director of
Nurse have assigned
supervisors across the 3 shifls
daily (includes Saturday and
Sunday) to observe
stalFresident interaction, and
to determine that any
allegations are reported
immediately to the
Administrator as of 4/4/14.
Any concerns with staff
interaction or allegations
identified will be called to the
Administrator/DNS by the
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co next with the Administrator and DNS arcund

“what all was discussed or if she identified the
gnevance as an abuse allsgation or only a

Fconcern. Per interview SW #1, revealed on
04/G3/14 she inferviewed Resscéem #2 whe told

i her a nurse had informed hinvher she was not

{ going to give hisfher pain medication i he/she

, tried to use the phone again. The Social Worker

! stated, based on Resident #2°s nterview, i

_sounded tke abuse and the faciity shouid have

| followed the abuse policy and did a more
thorough investigation when the incident first

, oocured on 03/02/14. W #1 stated resident

! safety was a concern because the LPN invoived
continued to work,

! Interview, on 04/02/14 at 12:30 PM and on
04/03/14 at 5:34 PM, with the DNS revesled she

{ did not receive a phane call regarding the

“incident, However, LPN 24 had stated she cafled

_the DNB. The DNS stated & capy of the

| grievance form was in her mailbox on 03/03/14.

' She stated inftiaily she had thought it was abuse

. and suspended LEN #1. The DNE stgted she

" denied the nurse agoressively removing the
~phone from hisiher hand and threatening histher
pa:n medication. She staied she also gota

written statement from LPN #1 who denled the
mmdert The DNS stated based on the
; interviews with Resident #2 and LPN #1, she did

] nct‘ think it was abuse after all. However, in
iooking back at the incident she felt it was an
; ellegation of abuse and sheouid have baen
{investigated as per the policy. The DNS ndtcated

i the first day of the incident and the facility's abuse |
s invesligation process was riot followed and the

i that time. SW #1 stated she could not remember |

| interviewed Resident #2 two (2) times and hefshe -

i
;

“there had been a breakdown in the process from |

M4 | SUMMARY STATEMENT OF DEFICENCIES . i FROVIDER'S PLAN OF CORRECTION : )
DREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTVE ACTION SHOULD BE ! COMPLETION
TAG REGULATORY QR LEC IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i ; DEFIGIENCYY
T T
F 226 | Continued From page 64 F 2261

é
shlt supervisor lor review (o |

determine any action to be i
taken including reporting to
the state agency if indicated.

Administrator, Director of
Nursing, and Nurse
Supervisors will interview 5
employees from all
departments weekly x4

f weeks and then monthly x3

| months then as determined
by the monthly Quality
Assurance /Performance
Improvement Committee to

| determine staff understanding
of the abuse policy, reporting
allegations to the
Administrator immediately,
and that allegations or
statements are kept
confidential with no fear of
retribution for reporting,

‘ Concerns identified will be

: addressed upon discovery.
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Administrator was not notifled immediately,
- According fo the DNS, if a full investigation of an
abuse allegation was not completed and the |
! alleged perpelrator was alfowed fo continue ‘
“working there was a potential for additional abuse
¢ by the employee. The DNS reported ihe facility
"had re-opened &n investigation int¢ the alleged
; abuse and LN #1 had been suspended,

: Review of LPN #1's "Timecard” punched revealed
! the nurse did not work on 03/03/14. Further
. réview revealed she worked 03:04/14 through

{04/02/14,

| 2, Review of the facility's, "Self-Reported Emsdemi ;

“Form 5 Day Follow up/Final Repart”, dated !

[ 03/14114, reveated on 03/09/14, Resident #1's

fa mily had turned in a grievance form which :
; indicated & nurse had talked "unprofessionallv” o
' the resident. Review of {he Incident Form !

_revealed the resident had a tracheotomy (frach)

f and to make hisfher needs known mouthed
~words. Revisw of the incident Form revealed ;
| Resident #1, on the moring of 03/07/44, had |
- used hisfher call light midtinle times and banged
, the calf light on a tabie to request medication. ;
| Continued review of the Incident Form revealed |
. the nurse was on bresk and when she returned
| she went to Resldent #1's room and told the ‘
rasident hefshe was golng fo isten to her and fold |
; the residant hefshe was bothering other residents |
" by miaking $o much noise. Review of the Incident :

- Form revealed the nurse told the resident this ;;

i behavior would not get hisfher pain medication

~any quicker, Further review of the Incident Form |
{ revealed staff inferviews indicated they heard the |

" nursa velling at the resident and telling himiher |

| (3/06/14; 03/16/14 through O371714; €3/24/14 it
_through 03/27/14; 03/29/14 through 03/31/14; amﬁ“
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Adminisirator, Director of
Nurses and Nurse

Supervisors will interview 5

residents weekly x4 weeks

and monthly x3 months to

determine any issues with
staff treatment or abuse and
any issues with withholding

i of medication. Concerns

Adminstrator and/or Social
3 Services, or Shiff Supervisors
will review grievances,
complaints and allegations
daily (includes Saturday and
Sunday) times 4 weeks then
as determined by the monthly
Quality Assurance
Performance Improvement
Committce to determine that
Abuse allegations are
reported timely, resident is
protected from further
potential abuse as per the
Abuse Policy and that
investigations are thoroughly
completed. Concerns
identified will be addressed
upon discovery.

identified will be addressed
i upon discovery.
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' that hittirg the bedside table would not get ; E
; @gsistance any faster. In addition, review of the | :
"Incident Form revealed a staff persen reported
, LPN #6 came back from Resident #1's room f ;
“stating she had told the resident to quit ringing the : . . . .
| call light every few minutes and the called " 5. The Administrator will bring
‘Resident #1 a child, trends identified from the
i ‘ 1 iy revie Hegations,
Interview with Resident #1 on 04/01/14 at 216 daily Eefﬁzvﬁia e
| PM and on 04/02/14 at 4:15 PM and 5:14 PM, COMPIAIRLS and grievances,
. revealed on night shiff one (1) right a nurse had | : and employee and resident
Pyelled at Resident #1. Resident #1 indicated t : interviews to the monthly
had taken three (3) hours to get his/her pain INT .
i medication, Resident #1 revealed because : Q)udl‘lt?’ ASSHE?‘;HCB ¢
_he/she was banging the call light this nurse got | /i erfm'mance nprovemen
lupset and told the residers hefshe was acting fike ; . Commitiee x4 months for
-akid, Further interview revealed Residen: #1 further review and
' was scared when the nurse velled st hinvher and ; e P
it made him/er feel like a child, : ? recommendations.
, Interview, on 04/02/14 a1 8:55 AM, with CNA #7 _‘ 6. Completion date 5/1/14.
- revealed she indicated she had been trained on !
: the facility's abuse policy in orientation when she
twas hired. CNA#7 stated when she worked the |
 nightshift on 03/06/14, Resident #1 had rang the ;
- call light numerous timas and banged the cail :
; light on the bedside lable to request pain ;
I medication. CNA #7 reported she was at the :
| nurse’s station, multiple rooms away from s
| Resident #1's room, and hear lhe nurse being
- very loud and she stated she could hear banging ! ., ;
son the tabie. The CNA stated she heard the ;
; nurse teil Resident #1 he/she would not get ? | j
Uhisiher medication any quicker by banging on the j § :
i table, CNA#7 indicated she shoutd have :
-reported what had happened immediately per the |
: facility's policy; however, she was scared the .
nurse would find out she had reported it. CNA#7 |
 did not report the incident until 03/06/14, three {3} i
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“days later.

interview with CNA #3 or 04/02/14 at 8:55 AM
i and 04/00/14 at 6:58 PM, revea’ed she indicated :
“ she had been frained on the facifity's abuse policy |
- on hire. CNA #3 stated she worked nightshift on
*03/06/14, and Resident #1 had used his/her call
 light frequently to request pain medication. She ;
stafed the nurse had been on break and when the !
. rurse returned she fold her Resident #1 neaded
 pain medication. CNA #3 reported she later
. overheard LPN #6 at the nurse's station talling
"other staff she had informed Resident #1 by
, banging the call iight hefshe was acting like &
“child. CNA #3 statéd the nurse should not have
. called Resident #1 a child and thought the
Fincident was mental or verbal sbuse, However,
. she had not reported the Incident as per tha
 facility's policy, but probabiy should have. CNA

#3 Indicated f abuse was suspested it was
| supposed to be reported immediately as per the

 palicy.

interview, on 04710/14 at 3:54 PM, with RN ;
. t\Weekend Supervisor revealed on 03/09/14 at |
fapproximately 8:00 PM, a nurse ‘old her about an ;
. Incident involving Residert #1 and she had gene !
-and talked to the resident. RN #4/\Weekend 5
Supervisor reported Resident #1 told her he/she |
i had banged the call light on the table to get
aftention as he/she wanted a pain pill as hefshe _
was i1 pain, The RN stated Resident #1 told her ,
LPN #6 had screamed at him/her and told :
; him/her by making that nolse hefshe was
f annoying other residents. She stated she also :
 lalked to CNA#7, who had worked at the time of j
[ the incident, and CNA #7 told her the nurse had
; yeled so foudly at Resident #1 she could be
 heard at the nurse's station. RN #4/Weekend
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. Supearvisor stated sha asked CNA#T why she )
“ had rot reported the incident when it ccourred. | :
. and fhe CNA indicatad she was afraid the nurse .
twould be mad at her, The RN Indicated CNA#7 |
should have reported the alleged abuse
Immediately and so should any other staff who
_had knowledge of the incident as that was the (
i facillly's policy. RN#4/Weekend Supervisor : :
stated she called the DNS who told her LPN #8 é
| could not work and the LPN did not work. She :
“indicated the DNS came in and took Resident ! !
#1's wrilten statement. :

Interview, on 04/03/14 st 12:38 PM, with _
Registered Nurse (RN} #3/300 Unit Manager,
where Resident #1 residad, revealed she found
about tha incident on B3/10/14. She indicated
staff shauld have reported the incident
immediztaly as this was the facility's policy. ‘

{ Interview with Social Warker (W) #1 on

04/01/14 at 5:54 PM, revealed she had discussed - :

the incidert with Resident #1 on 03/17/14, and | ;

from what the resident described had hagpened

she wouid consider the nurse's actions as abuse. i
SW #1 indicaled if slaff was aware of the incident

it shouid have been reported immediately to the :

- supervisor as per the factity policy, : f

Interview with the DNS on 04/02/14 af 12:30 PM 5

and on 04/04/14 at 5:00 PM, revealed she was ; :
“not aware of the incldent untii evening shifton | '
1 U3/06/14, and she started an investigation at that | .
“time. The ONS stated the facility's investigation | §
had determined staff who had witressed the '
fincident had not followed the facility policy and
. reported the alieged sbuse immediately. She |
i reported staff who had knowladge of the incident
_ did not report it because of concern over _
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*reporting the nurse invoived. The DNS indicated

| i the alfeged abuse had been reportsd

* immediately an investigation could have been
. indtiated at that time and the nurse suspendad,

| She stated the faciilly's expectation was for staff
. to report immediately fo their supervisor if they
! became aware of an abuse allepation, |

é nterview, on §4/02/14 at 1:52 PM and on

D4/08/14 at 646 PM, with the Administrator

' revealed she indicated her expectation was for

; any suspected abuse staff should report it

i immediately to their supervisor and the supervisar
_was to Gall her or her designee as per the policy.
| She stated it was important atlegations wera
_investigated to ensure If it involved a staff person,

i the person was taken out of the equation. She
_ stated the investigation process included asking
| the persan who raporied it what happened,
talking to the resident involved and collect! ing

| witness statements from other residents and
“staff, depending on what the allegation concerned |
i to ensure resident safety. The Administrator i
“indicatec when abuse was reported the facility

i was to report it to the State Agencies, do the
investigation and report the resufts to the State
. Survey Agency as per the policy. Howaver, the
facillty faited to follow the pelicies and procadures
to invastigate and protec! residents related to the

incident involving Resident#1 and Resident #2.

i
H

| The facility provided an acceptable Credible
“Allegation of Compliance {ADC) on 04/08/14
i which alleged removal of the Immaediste Jeuparcfy
{1} effactive 04/07/14. Review of the AGC j
i reveated the faciiity had implemented the

‘ following:

1. The facifity's DNS, Administrator and Nurse
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‘ Supstvisors inferviewed all interviewsable

 residents to determine if they had experienced or ‘

 withessed any abuse in the faclity or any issues
: with receiving PRN medications timely or

: threatening to have their madication withheld.

. The facility completed the intarviews §3/1444
Fand on 04/04/14,

2, The facllity's DNS and Nurse Supervizors
completed assessments of alf son-nterviewabls

{ residents to determine any injury associated with i

possible abuse. The facility completed the
assessments on 03/14/14 and on 04/04/14,

3. The DNS and Administrator wers re-educated
- fo the Abuse Policy, the timely reporting
requirements and completion of a thorough
"ihvestigation by the MCO on 03/12/14 and on

. D4/03/14,

. 4. The facility's DNS, Administrator and Nurse
! Supervisors educsted administrative, therapy,

digtary, housskeeping, laundry, and maintehance |

staff on the facility's abuse policy, reporting
requiremerts, oromise of confidentiality, and ho
 Tear of retribution. Staff was also inserviead on
stress managerment. Empioyees completed the
i Abuse Pravention post-lest. The facllity

' completed tha inservices on 03/A14/14 ard again

-on C4/04/14,

5. Tha facility's DNS and Nurse Supervisors
educated licensed nurses to count off controlled
medications and refinquish med cart keys with

{ another nurse if leaying the facility for lunch

" breaks or other periods of ime to enaure

; medications were accessible fo administer to
“residents as needed. The facility completad ihe
| inservices on 03/14/14.
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H

. B, The facility's ONS and Admirdstrator were i
"responsible for terminating the nurse involved in
. the allegation of abuse for Resident #1 2nd i
" reporting the nurse to the Kentucky Board of '
i Nursing. The facility completed he action on
F 0314114,

7. The two (2) staff members wha heard the

; incident involving Resident #1, but did not report
 the allegation received discipiinary sction by the
{ DNS and Administrator. The facifity cempleted

" the action on 03/14/14.

5 8. A Performance Improvement (PI) Meeting, to
 inciude the Administrator, NS and Medical
 Director was held to discuss the late reporting of i
. the allegation of abuse reiated to Resident #1 and |
' the plan to correct this. The faciity completed g
i this aclion on 03/14/14, ‘

| Additionally, & Performance Improvernent
Mesting, to inciude the Administrator, DNS and |

i Medicat Director, was held to discuss the late

. reporting of the allegation of abuse related to

I Resident #2, the Immediale Jeopardy citationg,
root cause and plan of correction. The facility

i completed this on 04/04/14,

i
i

| 8. The nurse identified in the allegation of abuse
"for Resident #2 was suspended on 04/03/14.

; The facility identified the DNS and Administrator :
“as being responsible for the gction. The facllity
. completed the acfion on C4/03/14,

- 10. The initiaf report of the aflegation invaiving
Resident #2 was submitted to the State Agencies |

- on G4/83/14, the persons assigned rasponsibility

‘were the DNS and Administrator. The facility

BRIDGE POINT CENTER
FLORENGE, KY 41042
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- compleied the action on 04/03/14.

!11. The facility's DNS and Administrator was

. respensible for interviewing Resident #2

! regarding the allegation of abuse reported on
03/02/14. The facllity complsted the action on

; 0404714,

i 12, The facility's DNS, Administrafor and Nursing |
" Supervisors were rasponsibie for interviewing the
: sister of Resident #2 regarding the alfegation of |
"abuse reported on D3/02/14, The facility ‘
- completed the action on (4/04114, E

13, The facitity's DNS, Administrator and Nurse
' Supervisors were responsible for interviewing 5
“employees who worked 7:00 AM to 3:00 PM on

| 03102114 regarding the allegation of abuse related |
"to Resident #2. The facility completed the
; interviews on 04/05/14. %
.14, The facility's DNS and Nurse Supervisors

. were responsible fo enter the allegation of abuse
. for Resident #2 into the Risk Management
| System (RMS). The facllily compieted the action
on 04/04/14, ;

‘15 The facility's DINS, Nurse Supervisors and i

. Administrator were responsible o provide !

| education to new hires on the facility's abuse

" poiicy, reporfing requirements, promise of

. confldantiaity, and ne fear of retribution during

: grientation. This was an ongoing action. The
facility digd not use agenocy staff, ;
18, The faciity was to assign supervisors on each

I shift to moniior staff and resident interactions and :

"o determine any aitegations of abuse weare

i reporied immediately to the Administrator. The

F 226

FORM CMS-258702-99) Previous Viersions Obsolete Event JD:VBCRTY

Faciiy 10 100622 If condinuation shast Page 73 0f 108



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/24/2014
FORM APPROVED
CMB NO. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185090 B. WING 84/10/2014
STREET ADDRESS, CITY. STATE, 2P CODE

NAME OF PROVIDER OR SUPPLIER

BRIDGE POINT CENTER

7300 WOCDSPOINT DRIVE
FLORENCE, KY 41042

%) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF GORREGTION i%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y EULL PREFIX (EACH CORREC TIVE ACTION SHOULD BE ! COMPLETION
THE © REGULATCRY OR LSC IDENTIFYING INFORMATION; . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
i . ' 5
F 2267 Continued From page 73 [ F 228

 facifity's Administrator and DNS were responsible .
. to impiement the action and the facility completed |

Fon 04/04/14,

17. The facility was to implement monftering i
t actions to include interview of five (8) employees
weskly for four (4) weeks and then monthly far |
i three (3} months to determine: staff undersiood
the faciiity's abuse poficy; understood reporting
altegations to (he Administrator immediately; and
, understood sflegations or statements were kept
" confidential and thers was no fear of retribution
for reporting.  Any concerns were fo be
addressed at the time of interview. The facility
¢ identified the DNS, Nurse Supearvisers and
Administrator as being responsible for the audits
which were ongoing.

18. The facility was to implement monitoring
actions {o inchide interview of five (5) residents

- weekly for four (4) weeks and then monthly for
three {3) meonths {o determine any issues with
staff treatment or abuse and any issues with
withholding of medication. Any concerns

identified were to be addressed at that time. The
: facility identified the Adminigtrator as being

" responsible for he audits and they were ongoing. |

19, The facilily was to implament monitoring
actions to include an audit of ail abuse
investigations to determine that abuse allegai;ors
| wera reported timely as per the abuse policy and

the investigations were thoroughly completed. '
| Any conceras identified during the audit wera to

"be addressed at that time. The faciiity identified
i the Adminisirator as being respensible for the

. audits and they were & be ongoing. .

l
i 20, The findings of the monitoring identifisd i
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“above were to be reported to the Parformance

. Improvement Committee manthly for four (4)

“months for further review and recommendation,
i The Administrator and DNS were responsible and ;
thrs was lo be ongoing. )

21 The facility was to perform an audit on abuse
1 allegations identified for the prior thirty (30) days,
03/08/14 through 04/06/14, to assure a thorough

fnvestigation was completed and any abuse was

reported imely as per the facility policv. The !
' person rasponsible was the MCO and the facility
was to complete this on 04/07/14. :

: The State Survey Agency validated the :
Hmplementation of the facility's AOC as follows: |

E 1. Interview and review of the facility's AQC
; implementation decumentation for Regident #1
tand Resident #2, with the DNS on 04/40/14 at
10:37 AM, 12:13 PM and at 116 PM, revealed | ;
lthe facility used a Resident Census Report to ‘
identify all inferviewable residents. Tha residert
| interviews wers performed by the DNS and
- Nursing Supervisors which inciuded Unit
‘Managers. Reviewed the documenied resident |
; interviews all compieted by 03/14/14 and :
L 04/04/14. ? ;

Interview with the Assistant Director of Nursing

; (ADON) on 04/10/14 at 4:27 PM, and RN #5/100 |

Umt Menager on 04/10/14 at 4:48 PM revealed !
; resident interviews were performed as per the ' ’

FADC. ;

5 Interview on 04/10/14, with Resident #1 at 12:58 ; :
i PM; Rasident #2 at ?O 19 AM, Unsampled :
' Resident A at 5:05 PM. Unsampled Resident B at | 5 )
| 4:49 PM; and Unsampled Residert C at 5:10 PM ; :
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| revealad they were all interviewsd by faciity staff |
twe (2) different times recently about abuse and
| medications.

_Interview with the Administrator on 04/10/14 at
i 5:29 PM, revesied she was In charge of the AQC
“plan to make sure everything was completed as
i indicated and verified all the resident interviews
wares completed by the 03/14/14 and 04/04/14 a3
: noted on the AQC.

. 2. Interview and review of the facility's AQC
mplementation documentation with the PNS on
04A0/14 at 137 AM, 12113 PM and at 1:16 PM,
‘rovealad the facillly used a Resident Census

. Report to identify all nor-interviewable residents. ;
i The DNS statad they had two (2) staff present for |
. skin assessments and no problems were :
Videntified indicating abuse, such as, bruises,
_seratches, any type of redness or any signs they

I were not getting care. Review and interview with |
_the DNS revealed the skin assessments were

i performed by the DNS and Nursing Supervisors
“on 03/1314, 03114/14 and again on 04/04/14 with .
! no issuee identified.

i

. Irterview with the ADCN on 04/10/14 at 427 P
t and RN #5/100 Unit Manager at 4:48 P,
_ravealed skin assessments ware performed on

! non-interviewable residents,

. Interview with the Administrator on 04/10/14 at

* 5:29 PM, revealed she had verified afl skin :
. assessments of non-interviewable residents were
! cormpietad by 03/14/14 and 04/05/14 as noted on |
. the AQC with no issues identified, ‘

3, Review of a documented inservice on 03412414 -
| and 04/03/14 reveaied the DNS and Administrator |

F 226
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“were re-educated on the facilliy's abuse policy 1
{ and reporting requirements by the MCO,

Intarview with the DNS on 04/10/14 at 12113 M, :
. and the Administrator on D4/10/14 at 5:20 PM, '
f reveated both had received an Inservice on the

: @buse policy and reporting requiremehts on

F03/12/14 and 04/03/14 by the MCO. "

"4 Interview and review of the facility's AOC

! Implementation documentation for Resident #1
and Resident #2, with the DNS on 04/10/14 at

F1i37 AM, at 12:13 PM and at 1:16 PM, revealed

the facllity used a master list of employees to i

finservice all staff on 03/10/14 thru 03/14/14 and , :

. on D4/03/14 thru 04/04/14. The DNS stated siaff |

"inservices iIncluded review of the abuse nolicy

. which included examples of abuse and reporting,

“investigations and reporting ware confidential, : ;

; strass management, and abuse post-fest. She : ‘

urther stated inservices were performed by the | i

Administrative team which Included herself, the '

- Administrator and Nursing Supervisars, The

; DNS stated staff who were not present were

" coriacied by phone and given the inservice on

 the abuse policy and stress management. She ; ;

indicated staff who the faciiily was unable fo i '

contact by phone were sent the inservice

. education by certified mail, The list of steff who

! were sent the inservice eduscation by ceriified mai

. and the certified mail receipts were reviewed,

' Interview with the DNS revealed when the staff

- who were not present at the inservice came in to ; ; )

- work they went over the post test and signed : : {

| ingervice sheets prior to beginning work. She

 stated the inservices were performed by the

. Administrative team whigh included herself, ihe

. Administrator and Nursing Supervisors.

! i
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. Review of the AQC implementation ,
! documentation revealed a master list of
_ampioyees which showead staff were insenviced i
i from 03/10/14 through 03/14/14 and on 04/03/14 ;
~and 04/04/14, on the abuze policy, reporing
| requirements, prorrise of confi kentiaiity, no fear
~of retribution and stress management. The
| msetvice materlal and post-tests complsied by
empfoye#\s after the Inservicing were reviewad,

Intermew on 0471014 with the ADON at 4:27 PM;

| RN #4/Weskend Supervisor at 4,08 PM: Activi tles

. Director at 2:44 PM; the Employee Benefils and

i Payroll Coordinator at 3:13 BM; the Mai ntenaﬁce i

: Director at 3:38 PM: and BN #5/100 Unit
Manager at 4:48 PM revealed they had inserviced |

. gtaff on he facllity's abuse policy and stress

' management in March and April, !

| Staff interviews on 0409014 with LPN #10 af 5:22 |
. PM; CNA#18 at 5:30 PM; LPN #11 at 5:41 PM; ;
| CNA#14 at 5: 81 PM; CNA #3 gt 6:55 PM; and, on i
0471014 with LPN #12 at 7:30 AM; LPN # 13 at )
L 7:50 AM: LPN # 14 at 7:55 AW, Diietary Alde #1 at |
. 2:05 PM; Mousekeeping #1 at 2:18 PM; Distary
| Aide #2 at 2:27 PM; Housekeeping #2 at 2:32 |
PM; Activities Director at 2:44 PM, Maintenance
| #1 al 2:55 FM; Laundry #1 at 3:.04 PM; Employes |
Payroli and Benefits Coordinater at 3:13 PM: :
{ Qccupation Therapist (OT) #1 at 3:21 PM; :
' Physical Therapy Assistant (PTA} #1 at 3:26 PM; |
i CNA#16 at 3:33 PM; Mainterance #2 at 3:39 |
“PM; CNARIT at 3:47 PM; RN #d/\Waekend
Supes‘v isor at 4:08 PM; and LPN #15 at 417 PM
*revealed all indicated they had recaived
 Inservices on abuse in March and April which
Inciuded the fypes of abuse, how and when fo
i report abuse, confidentiality/refribution, and
" siress mansgement.
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. 5. Interview and review of the facility's AQC
rmp?ementailon documentation for Rasident #1,
- with the DNS on 04/10/14 at 12:13 PM and at

"on 0371314 and 03/14/14 on counting controlled
. medications in the medication carts and giving
' the medication cart keys to ancther nurse befora
. leaving the facility for iunch breaks. She stated

3 ?\fursing Supervisors.

; Interview on 04/10/14 with DNS and ADON at

' 4:27 PM, RN #4/Wesekend Supervigor 2t 4:08

; PM, Activities Director at 2:44 PM, ang RN

' 5/Unit Manager 100 al 4:48 PM revealed they
| inserviced staff on abuse in March and when

app!:cab!e rilrsing staff on med carl

 PM; LPN#11 at 5:41 PM; and on 04110414 with
LPN #12 al V.30 AM; LPN #13 st 7:50 AN, LEN
 #14 at 7.55 AM; RN #4/wWeekend Supewisor at
£ 4:08 PM; and LPN #15 at 4:17 PM revealed all
mducai@d they had received inservices on
fcounting confrolled medications in
_carts and on givi ng the medication cart keys to

breaks in Marct.

intervaew with the Administrator, on 047114 at
| 5129 PM, revealed nurses were inserviced staff
" &8 indicaled on the ADG in March,

; revealed the nurse was reported on 03/21/14.
* Personnel record review revealed LEN #6 was
; terminated from employment.

Staff interviews on 04/09/14 with LLPN #10 at 6 22 ‘

6. Raview of the facility's report of LPN #6 to KBN

BRIDGE POINT CENTER
) FLORENGE, KY 41042
odym SUMMARY STATEMENT OF DEFICIENCIES : n PROVIDER'S PLAN OF CORRESTION ; (x5
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i ; ! ]
F 225, :

11:18 PM, revesled the facility used a master list of !
; hurses identifled as receiving inservice education :

i

‘ the inservices were performed by herself and the

i

the medication :

mother nurse prier to leaving the facility for | unm
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| Interview with the DNS on 04/10/14 at 1:16 PM

; and the Administrstor at 5:28 PM, revealad PN )
- #6 wes terminated on 03/17/14 per the ADC and |
; reportad to KBN by the NS, ‘
. 7. Interview with the DNS on 04/10/14 at 1118 PM
- and the Administrator at 5:20 PM, revealed the |
i twe {2) staff who did not report the abuse of

' Resident #1 recelved final written warnings bythe |
i DNS for not reporting timely. The final written _‘
“warrnings for CNA#3 and CNA #7 were reviewed. |

" Interview with CNA #7 on 04/02/74 at 8:55 AM
;and CNA #3 on 04/09/14 at 8:58 PM, revealed

“ they were counseled by the facifity about

i reporting abuse sooner.

; 8. Review of the PI meeting sign in sheets dated ;
'0314/14 and 04/04/14, revealed it was signed by
. Administrator, DNS and Medical Director, :

. Interview with the Medical Director on 04/09/1 4 at

' 4:13 PM, revealed he attended the P! meeting in
_March about the ailegation of abuse involving ;
| Resident #1 and a nurse, He stated they 5
discussed what happened and an action plan on
- how fo prevent it from happening again.
“Additionally, the Medical Director stated he

; attended the Pl meeting in April regarding the

" allogation of abuse invalving Resident #2 and in
. the meeling they had discussed the Immediate

[ Jeopardy related ko the abuse Incident and the

s aciion plan o prevent reoccurrsnce,

! .
Interview with the DNS on G4/10/14 at 12:13 PM |
i and the Administrator at 5:20 PM, revealed they .
attended the March and Aprif P mesting with the |
{ Medical Director and discussad the allegation of

F 226
|

|
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