PRINTED: 10/09/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQC. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
185340 B.WING 09/25/2014
NALE OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
GLASGOW HEALTH & REHABILITATION CENTER 220 WESTWQOD ST.
& REHR GLASGOW, KY 42141
{X4) ID SULMARY STATELIENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5
PREFIX {EACH DEFICIENCY HUST BE PRECEDED BY FLILL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS REFERENCED 10O THE APPROPRIATE DAIE

DEFICIENCY}

F 000 [NITIAL COMMENTS

An Abbreviated Survey investigaling KY#22214
was conducted on 09/24/14 through 09/25/14 to
determine the facitity's compliance with Federal
requirements. KY#22214 was substantiated wilh
deficiencies cited with the highest scope and
severity of "D".

F 225 | 483.13(c)(1){ii)-(ii, (c)(2) - (4)

s5=D | INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS

The facility must not employ individuals who have
been found guilly of abusing, neglecling, or
mistreating residents by a court of law; or have
had a finding entared inlo lhe State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of lheir property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicale unfitness for servica as a nurse aide or
olher facilily staff lo the Stale nurse aide registry
or licensing authorities.

The faciiity must ensure that all alleged violations
involving misireatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident properly are reported
immediately to the administrator of the facility and
to other officials in accordance wilh Stale law
through established procedures {including to the
Stale survey and cerlificalion agency).

The facility must have evidence that ail alleged
violations. are_thoroughly invesligated,.and.mus
prevent further polential abuse while the
investigation is in progress.

The rasults of all |nvest|gations must be reporied

The Preparation and exceution of this Plan of
FO00| Cyprection does not constitute an adimission or
agreement by Ve pravider of the truth of the facts
alleged or conclusion sct forth in this Statement of
Deficiency. This Plan of Correction is prepared and
excenled solely because it is required by Federal and

State law,

F 225
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Any denﬁ.z’slalemem endmg with athastensk (*) denotas a deficiency which the inslilution may be Bxcused from comrecting providing it is determined that / / ;

rds provide sutliclent protection 1o the pat (See Instructions.) Except for g homes, tha lindings stated above are disclosable 90 days

following the date cf survey whether or nol a plan of correction is provided. For nursing hames, the above findings and plans of carrection are disclosable 14
days following the date these documents are mada available 1o Lhe facility, |f deficiencies are cited, an approved plan of correclion /s requisile to continued

program participation
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to the adminisirator or his designated
representative and to other officials in accordance
with State law {including to the State survey and
carlification agency) within 5 working days of the
incident, and if the alleged viclation is verified
appropriate correclive action must ba taken.

This REQUIREMENT is not mel as evidenced
by:

Based on inlerview, record review and review of
the facility initial report and facility policy and
procedures, it was determined the {acility failed to
ensure an allegalion of abuse was thoroughly
invesfigated for two (2) of three (3) sampléd
residents (Residenl #1 and Resident #2). On
QB/17114 Certified Nurse Aide (CNA) #2 observed
CNA #1 handling Resident #1 in a rough manner,
Additionally, CNA #2 abserved CNA #1 lelling
Resident #2 to "shut up” repeatedly. The facility
was naolified of CNA #1's aclions by CNA #3. The
facility failed to have documented evidence lhey
assessed residents that were not interviewable
during the investigation following the allegation.

The findings include:

Review of the facility’s policy titled, "Facilily
Specific Pratocol for Reporting of Suspected
Resident Abuse/Negiecl”, dated 101612,
revealed employees are lo ensure that all
rasidents are protectad from abuse, neglect and
exploilation. Any alleged aclions involving abuse,
neglect or exploitation must be reported
immediately to your superviscr or the
Administrator. The supervisor or Administrator
will take an immediate action lo ensure the
resident's safety and to prevent further potential

1. Resident #1 and Resident #2 were interviewed on
08/17/2014 by the floar nurse about this incident
with neither resident having any recollection of
the events. Neither of these residents had any
issues with stafT or the way stafVhad trenved them,
Additionally, both residents were assessed by o
RN, Resident #1 on 08/1772014 amd Resident #2
an 08/18/2014 to insure tlere were no signs of
bruising or other injury.

2. The Director of Nursing interviewed olber
residents, with no concems being identificd on
08/17/2014. The DNirector of Nursing also
reviewed the skin nssessiments on 09/25/14 of
residents under 1he care of CN.A, #1 with no
findings of bruises or injurics of unkaown origin.
The Dircclor of Nursing will complele before
10/2:4/2014 n revicw ol all skin nsscssments, amd
all incident reports, for o week before, during the
week, and the week afler the incident 1o insure
there are no bruises or injurics of unknown origin.
On 10/1772014, the Administrntor reviewed all
abuse allegations for past 6 months to ensure any
previous allegations were reported linely aml
investigated approprialely.

3. The Corporate Murse Consultant on 171052014
cducaled the Dircctor of Nursing on the
investigation process and how to pick a sample of’
residemts for review,  Abuse retraining ocenrred
on 08/17/2014 and was completed by a RN, the
MDS Coordinator, with an emphasis on lie
process for reporting and the timing of any report
The entire staft will be retrained by 10/24/2014
and no employce will be allowed to work after
that date until they have completed the abusce
retenining—All newldy hired employees are
cducated on our sbuse policy during new
cmployce wricnlation

obiy
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abuse while a thorough investigation is
completed

Review of a facilily tnitial Report provided to the
Survay Agency, dated 08/17/14, revealed it was
reported by CNA #3 that CNA #2 had approached
him/her with concerns of actions from CNA #1.
The concerns included CNA #1 had jerked
Resident #1's arm while getting him/her up then
fiipped himsher off with her middle finger, then
told Resident #2 to "shut up" multiple times.

Record review revealed the facility admitted
Residant #1 on 06/09/11 with diagnosas which
included Encephalopathy Transcerebral
Ischemia, Alzheimer's and Deal. Review of the
admission Minimum Dala Assessmenl (MDS)
assessment, dated 12/02/13, revealed the facility
assessed Resident #1's cognition as moderately
impairad wilh a Brief Interview of Mental Status
{BIMS) score of eleven {11) indicating tho
resident was inlerviewable. The resident was
dependent on stall for exlensive assistance with
all activities of daily living and required two staff
assist for iransfers,

Record review revealed the facility admilted
Resident #2 on 10/20/13 wilh diagnoses which
Included Organic Brain Syndrome and Severe
Senile Dementia. Review of the annual MDS
assessment, dated 10/20/13, revealed the facility
assessed Resident #2's cognition as severely
impaired. The resident was dependent on staff far
extensive assistance with all aclivities of daily
Iwing.

Intervievs with CNA #2, on 09/24/14 at 10:05 AM
revealed she and CNA #1 were working as a
team on 08/17/14 to assist residents to get up far

F225: F?r?ffﬁ'oﬂ*-)

The CQI committee will review oll allegations of
abuse for timely notification and staf¥ response
and make reconumendations 1o the Adminisirator
for appropriate retenining. ‘The trining and
reviews completed by the Director of Nursing will
e reported to the CQI commilive, The CQI
commiltee will meet at least quarterly, including
the Medical Director, Adminisirator, Dircctor of
Nursing, Social Scrvices, Dictary Manager, and
Muitenance, the CQI committve will meet pnd
review the above no less than quarterly for one
year.

5 Completion Date: 10/24/2010

IOHH
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breakfast. CNA #2 stated she observed CNA #1
to grab Resident #1 by the right arm and "jeri"
him/her up from a lying position {o a sitting
position on the side of the bed. Tha CNAs both
assisled Resident #1 lo transfer to the bedside
commode, CMA#1 was then observed to
gesture her middle finger at the resident. CNA #2
revealed she felt lhe residenl did not see the
gasture as CNA #1 made the gesture lo the
resident's side and out of hisfher line of vision.
CNA #2 stated thay then went lo Resident #2's
room lo provide assistance to get up from the bed
and ready for breakfast. She revealed Resident
#2 was yelling out, which was a common
evaryday behavior for the resident and CNA #1
rapealedly yelled “shul up” to the rasident. CNA
#2 revealad afler finishing care for Resideni #2,
CNA #1 and CNA #2 finished getting up their
other assigned residents. CNA #2 stated there
was a lotal of about ten {10} residents they
assisted up on the morning of 08/17/14. She
revealed the incidents observed with Resident #1
and Resident #2 had occurred about halfway
through the morning routing which started shortly
after the shift started at 7:00 AM. CNA #2 stated
she did not immediately report whal she had
observed, but instead spoke with CNA #3 who
was working another area of lhe facility. She
stated CNA #3 told her te Inform the nurse of
what she had cbserved. CNA #2 revealed she
was apprehensive to report CNA #1's aclions as
they were {riends outside of the workplace. She
additionally stated she was apprahensive lo
report 1o the nurse and planned to tell the Director
of Nursing who was not present in the facility at
the llme and CNA #3 aclually reported the
incidents fo the nurse. Addilional interview with
CNA #2 revealed CNA #1 Ieft shorlly afler CNA #3
had reporled to the nurse and has not been back
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to the facllity. She sfated she was asked lo wrile
a statement of her observations and an inservice
was given lhat alterncon about abuse/neglecl
and reporting all forms of abuse lo the nurse
immediately and not to stop and talk about it with
other co-workers,

Interview with CNA #3, on 09/24/14 al 11:00 AM,
revealed on 08/17/14 she reporied what CNA #2
loid her to Registered Nurse (RN) #1. She staled
CNA#2 told her that CNA #1 had stated she was
going to report CNA #1 for being "mean.”. CNA
#1 had thrown a walker, kicking a wheelchair and
was rough with Residenl #1. CNA #1 had poinied
a finger in Resident #2's face and said “Shut the
F*** up”. CNA#3 additionally stated she had an
encounter with CNA #1 previously when passing
ice at the start of the shift (7.00 AM) and she had
lold the nurse CMNA #1 had been hateful to her.

Interview conducled with RN #1, on 09/24/14 at
1:30 PM, ravealed CNA #3 had reportad CNA #1
was seen being rough with a resident and she
was going 1o get with the the DON on the
appropriate procedure. RN #1 stated an
unsampled residenl began having seizure activity
about the same lime as she was going to contact
the DON so she look CNA #1 with her lo that
resident’s room so the CNA would be In view unlit
she could contact the DON. CNA #1 was with her
when shae talked with the DON via phone. RN #1
stated the DON instructed her to send CNA #1
home. She revealed RN #1 told CNA #1 there
was an allegation she had been rough witha
resident and CNA #1 denied it and left the facility
{time clock punch indicated CNA #1 clocked out
at 9:15 AM on 08/17/14). RN #1 stated she
assessed Resident #1 and determined no injury
had occurred and atlempted Lo lalk with Resident
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#2 but he/she was unable to communicale any |
understanding. She revealed she did not assess
Residenl #2.

Interview with the Director of Nursing (DON), on
0972414 at 2:30 PM, revealed RN #1 nolified her
by phone on 08/17/14 in the morning of the
allegations of CNA #1 Jerking Resident #1 by the
arm and giving the “bird" and {old Resident #2
muitiple times to shut up. The DON stated an
inservice on abuse/neglect was implemented that
day that stressed the immediacy of reporting
suspected abuse/meglect. Twenly eight (28)
inlerviewable residents were interviewed relalad
to abuse/neglect wilh none reported.

Interview with the Administrator and DON, on

09/24/14 at 3:10 PM, ravealed non interviewable

residents were nol assessed on 08/17/14 for any

signs or symploms of abuse/neglact and falt any

unexplained bruising or other polential symptoms

of abuse/neglect would have been identified on

the weekly skin assessments and talked about in

the morning meetings.
F 226 483.13(c) DEVELOP/AMPLMENT F226|
55=p ABUSE/NEGLECT, ETC POLICIES

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

This REQUIREMENT is nol met as evidenced

by;

Based on interview, record review, and review of

the facility policy and facility investigation it was ,O ;I.t I ’-f
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. . "I, Resident #1 and Resident #2 were interviewed on
determined the facility failed to ensura the L
X . 08/17/2014 by the floor nurse about this incident
abuse/neglect policy was implemented for two (2} with neither resident having any recollecti
X aving any recollection of
of three (3) sampled residents (Resident #1 and the cvents. Neither of these residents had any
Resident #2). On 0817114 Cenrlified Nurse Aide . -
CNA) #2 ob d CNA #1 to “ierk” Resident #1 issucs with 51afF or the way stalf bad treated tiem
( ) Df sewel i g fer ]?ISI en Additionally, both residents were assessed by a
by the arm from a lying P"s"'i"" “"1 a Z' ng RN, Resident #1 on 0%/L7/2014 and Resident #2
ppstllon and do a", Inapprope .a_le Ut oin 08/18/2014 to insure there were no signs of’
directed al the resident. Additionally, CNA #1 bruising or other injury
wa“s observed to tel ano_lher ressdent#(:ﬂ) o 2. T Dircetor of Nursing interviewed other
up rep.ealedly. The actions of CNA, R not residents, with no concerus being identified on
immediately reported as per the facility policy. A 0B/L7/2014, ‘The Lirector of Nursing also
third CNA (#3) Enformed the nurse after having a reviewed the skin assessments on 09725714 of
conversation with CNA #2. residents under the care of CN A # wilh o
. | findings of bruises or injurics of unknown origin
The findings include: ‘The Director of Nursing will complete belore
. o . . 10/2472014 n review ol nll skin assessments, and
Review of the facilily's policy titled Faclllly Specific all incident reports, for a week before, during the
Prolocel for Reporting of Suspected Resident week, mnd the week afler the incident to insure
Abuse/Neglect, dated 10/16/12, revealed there are no bruises or injuries of unknown origin
employees are 1o ensure thal all residents are On 10/17/2014, the Adminisirator reviewed all
protected from ?buse, “99]9‘3l and exploitation. abusc allegations fur past 6 months to ensure any
Any alleged actions lnvolving abuse, neglect or previous allegations were repurted timely and
exploitalion must be reported immediately to your investipnied nppropriatcty,
supervisor or the Administrator. 3. The Cerporate Nurse Cansultant on £0/10/201+
B educnled the Director of Nutsing on the
An Initial Report provided to the Survey Agency, investigation process and how to pick a snmple of
dated 08/17/14, revealed the issue reported lo tesidents for review.  Abuse retraining occurred
have occurred 08/17/14 at 7:30 AM and was not on 0371772004 and was complclcd by aRN, lhe
reported lo the Director of Nursing {DON) until MDS Coordinntor, with an emphasis va the
9:47 AM. Review of the time card read out on process for eeporting and the timing of ay report
08117/14 revealed CNA #1 clocked in at 7:00 AM The entire staft witl be retrained by 10/24/2014
and clocked out at 9:15 AM. and no employee will be allowed w work after
that date umiil they have completed the abuse
Record review revealed the facility admitted retraining, Al newly hired emplayees are
Resident #1 on 06/05/11 with diagnoses which educated on our abuse policy dusring new
included Encephalopathy Transcerebral employee orientation.
Ischemia, Alzheimer's and Deal. ’U‘N l ‘{
Record review revealed the facility admitted
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Resident #2 on 10/20/13 with diagnoses which
included Organic Brain Syndrome and Severe
Senile Dementia.

On 09/24/14 al 10:05, an interview was
conducted with CNA #2 which revealed she and
CNA #1 were working as a team gelling residents
up for the day. She observed CNA #1 lo grab
Resident #1 by the right arm and "jerk” him/her
up from a lying position to a siting position on the
side of the bed. CNA #2 stated CNA #1 was then
observed lo gesture her middle finger at the
rasident. CNA #2 falt the resident did not see the
gesture made by CNA #1 as the gesture was
made lo the resident’s side and not in the
residenl's direct line of vision,. CNA #2 further
revealed they then want to Resident #2's room o
assis! him/her up for the day and the resident was
yelling out as this was hisfher usual behavior.
CNA #2 staled CNA #1 yalled “shut up” to the
resident multiple times. CNA #2 stated alter
finishing care for Resident #2, the CNAs finished
assisling the remaining residenls on their
assignment up for the day. CNA#2 revealed she
did not report the actions of CNA #1 to the nurse
but told another CNA {#3) what she had
observed. CNA#3 informed the nurse of what
CNA #2 had told her.

Interview with CNA #3 was conducted on
09/24/14 at 11:00 AM. CNA #3 revealed on
08/17114 she reported what CNA #2 told her to
Registered Nurse {RN) #1. She slated CNA #2
lold her that she was going 1o report CNA #1 for
being "mean.” She stated CNA #2 stated CNA #1
had thrown a walker, kicking a wheelchair and
was rough with Resident #1 and had pointed a
finger in Resident #2's face and said "Shul the
F*** up". CNA #3 addilionally stated she had an

abuse for timely notification and stalT response
and make recosmmendations to the Administrator
for approprialc retraining. The trmining and
reviews campleted by the Dircetor of Nursing will
be reported to the CQUcommittee. The CQI
comntiltee will meet al least quarterly, inchrling
the Medica) Director, Adininistrator, Director of
Nursing, Social Services, Dictasy Manager, and
Maintenance, the CQI commitiee will ricel and
review tlic above no less than quanterly for one
year.

5. Completion Date: 10/24/2014

Oy
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encounter with CNA #1 previously when passing
jce at the start of the shift (7:00 AM) and she had
told the nurse CNA #1 had baen haleful fo her.

Interview conducted with RN #1, on 09/24/14 at
1:30 PM, revealed CNA #3 had reported CNA #1
was seen by CNA #2 being rough with a resident.
She slated she summoned CNA #1 and was
going to get with the the DON on ihe appropriale
procedure. An unsampled resident began having
seizure aclivily aboul the same time as she was
going to contact the DON so she took CNA #1
with her to that resident's room so the CNA would
be in view until she could contact the DON. CNA
#1 was with her when she lalked with the DON
via phona, The DON instructed to send CNA #1
home. RN #1 told CNA #1 there was an
allegation she had been rough with a resident and
CNA #1 denied it and left the facility (lime clock
punch indicaled CNA #1 clocked oul at 9:15 AM
on 08/17/14). RN #1 slated she assessed
Resident #1 and determined no injury had
occuired and Interviewed him/her with the use of
a communication board as the resident was deaf
and hefshe denied anyone had been mean or
pulled on histher arm. She allempted to talk with
Resident #2 but he/she was unable to
communicate any understanding. She did not
assess Resident #2.

Interview with the DON, on 09/24/14 at 2:30 PM,
revaaled RN #1 nolified her by phone on 08/17/14
in the morning of the allegations of jerking
Resident #1 by th arm and giving the "bird” and
told Resident #2 multiple times to shut up. The
DON stated an inservice on abusefneglect was
implemented that day that siressed the
immediacy of reporling suspected abuse/neglect.
Twenly eight (28} interviewable residents were

F 226
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inlerviswed refated to abuse/neglect with none
reporied.
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