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An abbreviated standard survey (KY24061) was
conducted on 11/16M15. The complaint was
substantiated with deficient praclice idenlified at
"D” leval.
F 225 | 483.13(c){1){(H)}-(), {c)(2) - (4) F 225 | The Terrace Nursing and Rehabilitation
58=D m_"ézuggﬁéﬁsg%?gu&s Facility does not believe and does not admit
that any deficiencies existed, either before,
The facility must not employ individuals who have during or nfte.r the survey. The Tetrace
been found guilty of abusing, neglecting, or reserves the right to contest the survey
mistreating residents by a court of law; or have findings through informal dispute resolution,
had a finding entered into the Stale nurse aide formal legal appeal proceedings, or any

ragisiry concerning abuse, neglect: mistreatment
of residents or misappropriation of their property;
and repost any knowladge it has of actions by a

administrative or legal proceedings. This
plan of correction does not constitute an

courl of law against an employse, which would a'clmlssmn regarding any facts or

indicate unfitness for service as a nurse alde or circumstances surrounding any alleged
other facifity staff to the State nurse aide registry deficiencies to which it is responds, is not
or licensing authorities. meant to cstablish any standard of care,

contract obligation or position. The Terrace

The facility must ensura that all alleged violations reserves all rights o raise all possible

involving mistreatmant, neglect, or abuse,

including injuries of unknown source and conte_ntious and defenses in any type of civil
misappropriation of resident property are reported or criminal claim, action or proceeding.
immediately to the administrator of the facllity and Nothing contzined in this plan of correction-
to ather officials In accordance with State law should be considered as a waiver af any
through established procedures (including to the potentially applicable peer review, quality .
State survey and cartificalion agency). assurance or self examination privileges
The facility must have evidence that al aileged which The Tetrace does not waive, and
violations are thoroughly investigaled, and must reserves the right fo assert in any .
pravent further potential abuse while the administrative, civil or criminal claim, |
investigation Is In progress. action or proceeding. The Terrace offers its 1|

responses, credible allegations of
The resulls of all investigations must be reporied compliance and plan of correction as part of]
to the administrator or his designated L : . .

representative and to olher officials in accordance its ongoing efforts to provide quality of care

~ to our residents.

LABORATORY 'S OR PR ERSU EPRESENJATIVE'S SIGNATURE . T } DATE
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Any deficiancy staiemant anding with an akihisk (*) denotas a deficieticy which the institution may be excused from carrecting providing It Is determined that
olher safeguards provide sufficient prolection to the patients. (Sea Insiruciions.} Except for nursing homes, the findings stated above ara disdlosabls 90 days
following tha date of survay whather or not a plan of carrection Is provided. For nurstng hamns, the abave findings and plans of correction are disclosable 14
days following the date thess documents ars made available (o the facility. If deficiencies am cited, an approved plan of correction Is requisis io continued
program participation.
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PROVIDER'S PLAN OF CORRECTION 1]

with State faw (including to the Stale survey and
carilfication agency) within 5 working days of the
Incident, and if the alleged violation is verified
appropriate comactive action must ba taken.

This REQUIREMENT is not met as evidenced
by:

Basad on observation, Intarview, record review,
faclity policy review, and facillly abuse
investigation review, it was dalermined the facility
failed to ensure all alleged violatlons involving
mistreatment, neglect, or abuse wara reported
immediately to the administrator of the facliity and
to state agencles for one {1) of three (3) sampled
residents (Resident #1). Interviews conducted
with Reslident #1, Resident #2, and Rasident #1's
famlly member revealed thay had reportad to
Registersd Nurse (RN) #2 on 11/07/15, that State
Ragisterad Nursing Assistant #1 had “thrown"
Residant #1 on the bed and had Injured the
resident's fool. Resident #1's family member did
not want SRNA #1 {o provide care for Resident
#1 in the Riture. Howaver, interview conducted
with the Administrator on 11/16/15, revaaled she
had not investigated the allegatiocn because
Resident #1 always complained of pain with any
movement, and ehe had not considerad the
incident ta be an allegation of abuse, therefore ne
invastigation had besn completed, SRNA #1 was
allowed to continue working, and state agencles
had not been notified of the incldent.

The findings include:
Review of the tacility's "Abuse Policy,” dated

(8/01/13, reveaied the Administrator must be
notified immediately of any suspecied abuse or

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY}
F 225 | Continued From page 1 F 225| 483.13(c)(1)(ii)-(iii),{c)(2)-(4)

INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

1t is the policy of The Terrace Nursing and! -

Rehabititation Facility to ensure all aileged)
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source
and misappropriation of resident property are
repotted immediately to the administrator of]
the facility and to other officials in
accordance with State law through
established procedures,

On 11/7/15 SRNA #1 and RN #1 provided|
care to Resident #1. At no time did SRNA #1
go into Resident #1 room by themselves,
Resident #1 requires assistance of two for|
care. Resident #1 is turned and repositioned
every hour. Resident #1 does not get out a

bed per their choice. SRNA #1 and RN #1 did
not get Resjdent #1 out of bed at any time on
11/7/15. Resident #1 has documented and
care planned behavior of ongoing hollering
out, noncompliance with care and
yelling/screaming at staff. Resident #1 is|
under psychiairic care for attention seeking
behavior, dementia and delusions. Resident
#1 is being treated with medication for his
behavior. i
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225 .
g lc;:;ﬂ""l:d :":" pag:hz ol also revasled F 225\ Resident #2 shares a room with Resident #1.
ncitents Of abusa. 2 also revealed any RESid - . .
individual observing an incident of abuse must o d“:;:lzb '8 ““d:l" psy ‘:_h‘ﬂm; cmﬁxﬁ’;
immediately report the incident. The palicy : b B L nLLu LR f.'o.r e
tevesled all reports of resident abuse, neglect, delusions of harm and illegal activities. On
and injuries of unknawn origin would be promptly 11/7/15 Resident #2 had a documented
and thoroughly investigated by facillty psychiatric episode related to the belief that
mianagement and would be repoted to state he is on the FBI Hit List. Resident#2 isbeing:
agencies as required. treated with medication for his hehavior.
Raview of the medical record for Resident #1 . ]
revealed the facility admilled Lhe resident on . I. Tha noted Resident #1 and Res-ldent #2
08/04114, with diagnoses including Basal Call behaviors on 11/7/15 was previously |
Carcinoma, Dementia, and Contracture of the assesgsed, documented and care planned.
Left Knee. SRNA#1 was not in Resident #1 room -
i es on 11/7/15.
Review of an annual Minimum Data Set (MDS) ;t “t::th:‘.; ':i :ﬂerns:l;n - #21
assessment for Resident #1 dated 10/23/15, ofh XKegident i1 and Rest
revealed Resident #1 was assessed by the facility ‘:""“’“""d oursing and medical
{o have a Brief Intarview for Menlal Status (BIMS) intervention directed by House
score of 10 which Indlcated the resident was Supervisor RN on 11/7/15 which is
interviewable. The MDS also revealed the documented in their medical records. Inj
resident required the tolal assistance of two staff addition, the facility initiated an
persons for bed mobility and transfers. investigation by interviewing staff,
Review of the medical record for Resident #2 interyiewing all interviewable residents
ravealed the facility admitled the resident on on the unit, skin assessments were
08/03/15, with diagnosas Including Dementia and conducted of ali residents on the unit
Anxiety. and na additional concerns were found.
Review of an admiasion MBS . 2, On 11/16/15 and 11/23/15 interviews
aview of an admission assassment lor . .
Resident #2 dated 08/10/15, revealed Resident wel_’; conducid of all llllltcrv:w_::iblet o
#2 was assessad by the facility lo have & BIMS residents on the unit whore Kesicen
score of 11 which indicaled the resident was resides and SRNA #1 works, as to ,
interviewable, whether SRNA #1 had ever been rough,
rude or abusive in any way to them or
Observation of Resident #1 on 11/16/15, at 1:30 anyone else at any time during their stay
PM, revealed SRNA #4 and SRNA #5 were at the facility. The answers were
observed to furn and reposition the resident in . I "‘N o
bed. The resident was observed to moan as the L s :
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SRNAs moved lhe resident.

Interview conductad with Resident #1 on
11/6/15, al 12:00 PM, revealed SRNA #1 "was
not allowed back In my room because he hurt my
foot when he turned me.” The resident siated
SRNA #1 had not been back in the resident's
room since. Residenl #1 could not recall SRNA
##1 yalling.

Interview conducted with Resident #2 (Resident
#1's roommate} on 11/16M85, al 12:05 PM,
revealed Resident #1 asked fo be pulled up in

bed and "that big hoy came in here and said what
in the hell do you want?" Resident #2 stated
SRNA #1 then picked him/her up and threw
him/er on the bed, Resldent #2 slated Raesident -
#1 yelled out “you hurt my foot" The resident
stated SRNA #1 then went to get help. Resident
#2 stated hefshe told RN #1 what had happened.

Interview conducied with SRNA #1 on 11/1615 at
12:15 PM, revealed he was providing care for
Resident #1 on 11/07/15, and at approximately
12:35 AM both he and RN #1 went into Resident
#1's room to reposition the resident in bed. He
denied thal he yelled at the resident, or that he
threw the resident in the bed. The SRNA stated
the resident always complained of pain when
tumning him/her in bed, The SRNA slated he was
requirad to immediately report any allegations of
abuse or neglect.

Interview conducted with RN #1 on 11/16/15, at
2:05 PM, revealed she had helpad SRNA #1 to
turn and reposition Resldent #1 on 11/07/15, at
approximately 12:30 AM. The RN stated
Resident #1 always complalned of pain with any
movement. RN #1 stated Resldent #1 had

o4 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION pust
PREFAX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ CROSS-REFERENCED TO THE APPROPRIATE DA
DEFICIENCY)
On 11/16/15, 11/23/15, and 12/3/15 and.
F 225 | Continued From page 3 F 225

12/4/15 educational inservices were
conducted by the Director of Nursing
and the Staff Development RN with .
facility SRNAs and nurses about the |
facility Resident Protection Policy. The
inservicing contained specific direction .
on immediately reporting allegations of
abuse and then investigating to '
determine if the abuse allegation is
substantiated. !
On 12/10/15 an additional QA
monitoring process was implemented

by the Director of Nursing to help
monitor for possible abuse allegations.
Through daily (Monday —Friday)
tmorning meetings where the
Administralor, Director of Nursing,

CQI Nurse, MDS Nurse, the Social '
Worker, administrative nurses and a |
therapy representative are usually
present AND on the weekends when the |
House Supervisor RN is working,..the
team will continue to review incident
reports, shift reports, monitoring logs
and physician arders to identify
potential incidents of abuse. The
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complained thal they were hurting himdher when
they were moving the resident. The RN staled
the resident complained of his/her lef foot being
hurt while they wera moving him/her. The RN
stated she had assessed the resident's fool and
had nol identified any injury. RN #1 stated
Resident #2 10ld her SRNA #1 had lhrown
Resident #1 on the bed and hurt his/her foot, and
had yelled at Residant #1. RN #1 stated she told
Resident #2 that sha had helpad to tum Resident
#1 and they had not hurt the resident's foot, nor
had SRNA#1 yellad et Resident #1. The RN
staled she then reported the allegations to RN #2
who was the house supervisor.

Interview conducled with Resident #1°'s family
member on 11116415, at 2:55 PM, revealed he
came to the facdity on 11/07/15, and was unsure
of the time. The family member stated Raesidant
#1 and Resident #2 both told the same slory that
SRNA #1 had thrown Resident #1 on the bed,
hurt his/her foot, and then yelled at the resident.
Tha family member staled he/she reported the
incidant to RN #2 and told her he/she did not
want SRNA #1 back in Resident #1's room again.
The family member stated ha/she was told not to
pay any atlention to Resident #2 because the
resident was just confused.

Interview with RN #2 on 11/16/15, at 3:10 PM,
revealed RN #1 had reported the allegations by
Resident #1 and Resident #2 to her on 11/0715.
The RN stated she then went In lo talk to
Resident #1 and Resident #2. The RN stated
Residenl #2 reported to her that he/she had been
awake all night watching to ensure SRNA #1 did
not hurt Resident #1 again. RN #2 stated
Resident #2 was very angiy and agitated. The
RN stated Resident #1 did not appear to be in

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 4} PROVIDER'S PLAN OF CORREGTION fee)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC 1DENTIFYING INFORMATION; TG GROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
documentation form that is already used,
F 225 | Confinued From page 4

F 225 for the meeting had a category for

“abuse allegations™ added to the form.
On a monthly basis for the next six
months a summary of the QA
monitoring process findings will be
presented during the QA Clinical
meeting. Allegations of abuse will be
reported immediately to the required
state agencies,

5. Corrective actions were completed on|
12/11/15. 12/1145
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any increased pain. The RN stated Resident #1's
family member came in and after the family

talked with Resident #1 asked for SRNA #1 not to
provide care for Resident #1 because the
resident had told him/her SRNA #1 threw the
resident on the bed, yelled at him/her, and hurt
hisfher left foot. RN #2 stated she notified the
Administrator to report Resident #1's family
mambar's cancerns and was instructed by the
Adminlstrator to not let SRNA #1 provide care for
Rasident #1 and Resident #2. The RN stated the
Administrator told her the family member was
aware the resident experienced pain when he/she
was moved.

Interview with the Diractor of Nursing (DON) an
11116/5, at 5:25 PM, revealed no investigation
had been complated because this was a normal
behavior for Resident #1. The DON stated
Resident #1 always complained of paih with any
movement. The DON stated both SRNA #1 and
RN #1 wera In the room when the alleged incldent
occurred.

Interview conductad with the Administraior on
1116115, at 5:45 PM, revealed sha was nolified
on 11/07/15, by RN #2 regarding Resident #2
having increased agitation requiring physician
and family notificatlon. The Administrator stated
she was not notified of Resident #2's allegations
and was told of Resident #1's family member not
wantfing SRNA #1 to provide care for the resident.
Tha Administrator stated she was unaware of any
allegations of ebuse, but should have been. An
investigation was reguired to be compleled for
any allegation and state agencies were o be
nolified. The Administrator stated RN #2 had
taken witness statements but had not forwarded
them to her, nor were any other residentis or staff
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Interviewed.
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