valer}aULls WHEL L 1D

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAX 859 289 3493 Johnson Mathers Nursing

-+-~ 0IG LEXINGTON Boo3ro13

PRINTED: 02/27/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROWD&'R}‘SUPPL!ER/CLIA

(%2} MULTIPLE CONSTRUCTION {X3) OATE SURVEY

H

! This REQUIREMENT is not met as evidenced

. by i
! Based on interview, record review, review of the i
| investigative report ang review of the facility’s

' policy, it was determined the facility failed to

i implement policies and procedures related to

. Preventing further potential abuse when

! Housekeeper #1 fajled to report an aliegation of
- abuse immediately to a Supervisor on 01/25/13.
'Housekeeper #1 alleged State Registered :
; Nursing Assistant (SRNA)} #5 cursed and yelled at !
" Resident #35 while PUiing Resident #35 down a !
i hallway backwards in his/her wheelchair, on the

" evening of 01/25/13, Housekeeper #2 did not :
 report the incident to LPN #3 unti 01/31/13,slx |
. (6) days Iater, SRNA #5 provided care to ;
 residents the rest of her shift on 01/25/13 ang

. also provided care to residents on 01/28/13,

L 01/29/13 §1d 01/30/13.

i

ANO PLAN OF CORRECTION I0ENT IFICATION NUMBER: COMPLETED
A BUILOING -
C
185028 B WING 02/08/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP cooE
2323 CONCRETE ROAD
0O ON M ERS N ING
JOHNS ATHERS NURSIN HOME CARLISLE, KY 40311
X4 | SUMMARY STATEMENT OF OEFICIENCIES D PROVIOER'S PLAN OF CORRECTION / 1%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEOEOBY FULL PREFIX 1 (EACH CORRECTIVE ACTION SHOULO BE . COMPLETION
TAG | REGULATORY OR LSC IOENTIFYING INFORMATION) we CROSS-REFERENCED TO THE AFPROPRIATE |~ OMIE
: : OEFICIENCY) ;
] :
F 000} INITIAL COMMENTS F 000
! ! Johnson Mathers Nursing Home
AMENDED ¢ acknowledges receipt of the
. An Abbreviated Survey investigating Statement o"f Deficiencies ans.:l
- KY#00019744 was iniiated on 02/06/13 ang purposes this Plan of Correction
i condiuded on 02/08/13. KY#00019744 was to the extent that the summary ;
~ substantiated with deficient practice identified. i of findings is factual iy correct V
F 2261 483.13(c) DEVELOP/MPLMENT F226  and in order to maintain :
Ss=D; ABUSE/NEGLECT, ETC POLICIES ' compliance with applicable ;
i The facility must develop and implement written ! rules and provisions of the " ,L//.S‘ s
' policies and procedures that prohibit : i quality of care ?f r e.srdents.r € ‘
| mistreatment, neglect, and abuse of residents i Plan of Correction is submitted g
; and misappropriation of resident property. i as a written allegation of :
f ) compliance. Johnson Mathers !
; :

Nursing Home’s response to i
this Statement of Deficiencies
and Pian of Correction does not
denote agreement with the
Statement of Deficiencies nor |
that any deficiency is accurate, i
Further, Johnson Mathers :
! Nursing Home reserves the right |
to refute any of the Deficiencies !
i through Informal Dispute i
Resolution, formal appeal ;
procedures and/or any other ;
I administrative or legal
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Any cfeﬂc;erfgy statement ending with an asterisk {*) denotes a defidency which the Institution mMay bs axcused from cofresting providing it is detervined that
other safeguards brovide sufficient protection fo the patlents. {See instructions. } Except for nursing homes, the findings stated above are disclosable 90 days
foltowing the date of Survey whether or not a plan of correction is provided. For 1Ursing homes, the above findings and plans of correction are disclogable 14
days foltowing the dats these dooum ents are made available o the faciltty. It deficiendies are dited. an approved plan of coection is requislie to continuee

program parficipation,
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:
The findings include: ‘ - F226 ;
; ‘' The allegation of abuse to '
; Review of the facility's policy titled ‘Abuse, ¢ Resident #35 was not
“Neglect, or Misappropriation of Resident “ : ; orted
i Property’, dated 02/2009, revesied any employee | I sub‘stanttated.as rep )
. Who witnesses or suspects that abuse. neglect, or. | Resident #35 is not
" misappropriation of of property has occurred ; interviewable with a BIMS score
! of 3.Housekeeper #1 was

- would immediately report the alleged incidentto
. their supervisor, who would immediately report
" the incident to the Administrator. Further review of :
 the policy revealed measures would be initigted to;
~prevent any further potential abuse while the )
" investigation was in progress. Continued review |
; of the policy revealed employees accused of
_ being directly Involved in allegations of abuse, )
! negiect, or misappropriation of property would be |
: Suspended immediately from duty pending the
* outcome of the investigation.
| i
. Review of the medical record revealed the facility
- admitted Resident #35 on 11/18/1 0, with !
: diagnoses which included Abnormality of Gait,
Depressive Disorder, Dementia with Behavior
t Disturbances. Review of a Quarterly Minimum
i Data Set (MDS) Assessment, dated 12/03/1 2, i
revealed the facliity assessed Resident #35 to
i have a Brief Interview for Mental Status (BIMS) |
“score of three out of fifteen (3/15) indicating
| Resident #35 was cognitively impaired. Further |
review of the MDS revealed the facillty assessed |
! Resident #35 to need extensive assistance of wa
i (2) for for transfers, extensive assistance of one
(1) for ambuiation, utiiized a wheelchair, was
: resistive to care, and had verbai and physical _
, @ggression. During an attempted interview, on i
- 02/07/13 at 10:20 AM, Resident #35 did not
: respond to any questions related to care ang

provided one-on-one education
regarding reporting of

~ allegation of abuse by Staff i
' Facilitator on 1/31/2013. Her

! competency was validated by a

i post test on 2/14/2013,

SRNA #5 was educated by the i
DON on 2/1/2013 regarding the H
when a resident is unable to be ;
5 redirected and uncooperative is
i to take the time to approach

j the resident in a manner not to
further irritate them or call for
assistance from other staff.

{ The policy, “Abuse,
: Neglect, or

Misappropriation of

Resident Property” was i
i reviewed by the i
| Administrator on 2/8/2013 :
" and determined to require

no revision to meet the

intent of this regulation as
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F 226 Continued From page 2 ! Faze,
i services or staff treatment of the resident, i :
! i I
i Review of the facility’s initial report of abuse ! i ;
! . . Of {
~allegation, dated 01/31/13, and the final abuse i The competency level i

' investigation, dated 02/04/13, reveied an ; ¢ all staff, including
(01431713 Housekeeper #1 reported to Licensed | {  Housekeeper #1, with ‘
Practical Nurse (LPN) #3 that on the evening she regard to understanding

: worked the second shift she saw a stalf mistreat h licy "Abuse, Neglect

. Resident #35. It stated Housekeeper #1 had ? . the POltcy “Aby N ’

“worked the evening of 01/25/13 and alieged i " or Misappropriation of

| SRNA#S told Resldent #35 to "get the hall outof Resident Property”

. the way”. Housekeeper #1 alleged SRNA #5 ! including timely reporting i
' moved Resident #35 back and then took the arm ; ; ;
i of the resident’'s wheelchair and proceeded to . of any allegation qf abuse 5
"drag” Resident #35 down the hallway towards | . Or neglect was validated

! SRNA #5 was interviewed about
, 02/01/13 prior to the Start of her

“and was allowed to work,
|

! the South Nurse's Station as Resident #35 ]
: cussed ARNA #5 when they went down the :
"hatiway. The feport revealed the facility was .
j unable to substantiate the compiaint as abuse as j
. SRNA #5 denied being verbally abusive towards
' Resident #35. The report indicated SRNA # |
. asked Resident #35 to move out of the way and i
" heshe refused by stating "I don’
! hell out of the way” and she pulled Resident #35 |
_in his/her wheelichair as she puiied a food cart in i
{ order to ensure the resident was safely out of the
way. Review of the investigative report revesled

t have to get the ;

the incident on
shift at 2:00 Pm

|

Review of SRNA #5's timecarg revealed SRNA #5 :
| worked the rest of her shift on 01/25/13, 2:00 PM |
; until 10:00 PM on 01/28/13 and 01/20/13 and ]
' 6:00 AM until 10:00 PM on 01/30/13. ‘

! Interview with Housekeeper #1, on 02/08/13 at '
10:15 AM, reveaied on 01 125113 at approximately :

4

by the Administrator and
Staff Facifitator on

2/11/2013 through i
2/14/2013. This was done j
th}ough the use of an ;
Abuse Questionnaire, ’

All new employees are
provided education with |
regard to the policy i
"Abuse, Neglect, or
Misappropriation of
Resident Property” |
inciuding protecting the _ !
resident and timely :
reporting to proper
authorities during
orientation,

Al residents have the
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 5:30 PM she heard SRNA #5 yell at Resident #35 |,
“to "get the hell out of the way”, She indicated
I when Resident #35 would not get out of the way

y that SRNA #5 took the
“wheelchair and puiled

back of Resident #35's
him/her backwards down

i the haii past the dining room. Housekeeper #1
 stated SRNA#5 and Resident #35 kept cursing |

each other back and forth as SRNA #5 pulied

b

‘ Resident #35 down the hall. Housekeeper #1
; stated she did not report the incident to anyone |
. until 01/31/13 (six days later) because State

" Registered Nurse Aide

(SRNA) #3 was in the

i dining room at that time ang she thought she

. wouid have reported it.
' revealed she had recei
: training on 01/31/13 by

' had said she had up to

_incident from 01/25/13

" dining room, she would

i report abuse allegations.

Continued interview i
ved an individualized .
LPN #3 about abuse and |

. indicated she was toid she had up to twenty-four |
(24} hours to report abuse allegations. She stated |
i she had received an in-service fraining recently
. by the Housekeeping Director and indicated he

!
twenty-four (24) hours to j

' Interview with SRNA #3, on 02/08/13 at 1:00 PM, |
j revealed she did not hear or see the alleged

Further interview revealed

{ Resident #35 had a history of cursing and spoke |
} ioudly and from where she wag sltting in the i

have heard it and wouid

I have reported the incident immediately.

“ During an interview with LPN #2 on 02/08/13 at |
1 11:00 AM, SRNA #5 indicated when Resident #35 |
. would not move out of the way of the food cart
“and hefshe cursed at her so she took the arm of
i the wheelchair and pulled it along with Resident
#35 approximately five (5) to ten (10} feet forward |
! with one hang while pulling the fogd cart with the

i

F 226’

¢ To ensure that ail resident

; concerns and/or

allegations are reported to

the appropriate agencies

timely, the Administrator

i will interview residents

+ and staff during
administrative rounds
conducted daily Monday
Friday by the
Administrator to identify

f any concerns that have not

* beenreported. Staff i

f knowledge will be i
validated through the use :

of the Abuse ;

Questionnaire. ;

, The Administrator and/or :

! the Staff Facilitator will

randomiy select 10% of ’

! the staff each month who i

i will complete the Abuse i

Questionnaire; once

selected, staff will not be

eligible to be selected

again for 90 days.

i

| The resuits of the

! administrative rounds and
validation questionnaires
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L other to make sure Resident #35 was safely out
i of the way. Additional interview reveajed Resident i [ will be re ported monthiy
I

"#35 had a history of being verbally abysive

 towards others and that when she asked him/her r for the next three months,

, o move out of the way he/she stated he/she "diy ; i then quarterly thereafter,
* not have to move the hell out of the way”, . until we have three

‘ i

; : utive quarters of no

_Interview with the Housekeeping Director, on i ! .conse:f(i drv 4 es to the

* 02/08/13 at 4:00 PM, revealed he had conducted - ; rdent'r fed issues,

{ &n in-service training with all the housekeeping ! ;. Quality Improvement

. staff, on 02/04/13 after the facility reaiized i ' Executive Committee

t Housekeeper #1 had not reported the incident ! consisting of the Medical

; Immediately. Additional interview reveated he ?

“informed his staff they had to report allegations of f ‘
 abuse immediately so "we" could reportto the | ;

g' Director, Administrator, :
. Director of Nursing, g‘

 State Agency within twenty-four (24) hours. . Assistant Director of

" Further irger:vi:w revedaled he H;‘oughth;naﬁbe . ! ; Nursing, Qf Nurse and any

i some staff had misunderstond him when he said ; | ired to

. "we” (meaning facility management staff} and € ; Othe‘r pgrsons reguu i
! they thought they had up to twenty-four (24) hours | ! provide information
i to report. Continued interview revealed he had | I pertinent to the reports

. fandomly given a quiz to staff after the in-service | ; being presented and ;
f'on 02/04/13, but he had not had the opportunity : discussed at the Executive '
. tolook at the quizzes to ensure staff was i [ Committee meeting, The

 knowledgeable of when to report an abuse : i ' > ;
: allegation. Continued interview revegjed ! Executive QI Committee ;
. Housekeeper #1 was a little hard of hearing and ! i will make
! he felt like she heard the resident say "get the hell, {  recommendations for ;
; outof the way” and thought it was the staf ; : further action such as ;
“member who had stated that. j z urthe ) !
{ ! ; more staff education, :
 Review of the housekeeping abuse quiz, no date, ! : change in process, ;

' revealed Housekeeper #1 answered the question procedure or policy or s
; of when to report abuse by documenting two i other course of action
answers; immediately and no later than : i

| twenty-four (24) hours. { based upon the data
: presented.

j;
{
¥
%

' Interview with the Administrator, on 02/08/13 at | j
H i .

L
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' 4:20 PM, revealed staft was supposed to report ;
i allegations of abuse to their supervisor or if the | f
. Supervisor was not at the facility to a charge :
‘nurse immediately. Additional interview revealed -
: she had in-serviced and in-serviced and ?
. In-serviced staff rejated to reporting abuse and

 although not always documented she randomly
- asked staff questions related to recognizing and ‘
. reporting abuse, i é ;

i

: .
! ? J

H

[
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; abuse of residents.

i This requirement is not met as evidenced by
_Based on interview, record review, review of the
' investigative report and review of the facility's

i Poiicy, it was determined the faciiity failed to

" implement poticies and procedures related io

i preventing further potential abuse when

; Housekeeper #1 fajied to report an allegation of |
" abuse Immediately to a supervisor on 01/25/13, |
; Housekeeper #1 alleged State Registered ;
' Nursing Assistant (SRNA) #5 cursed and yelied at;
i Resident #35 while pulling Resident #35 down a !
. hailway backwards in histher wheeichair, on the |
F evening of 01/25/13. Housekeeper #2 did not |
j report the incident to LPN #3 until 01/31/4 3.six |
! (6) days jaler. SRNA #5 provided care to
 restdents the rest of her shift on 01/25/13 an
also provided care to residents on 01/28/13,
101/2813 and 01/30/13,

S

‘The findings include:

' Review of the facility's policy titled ‘Abuse,

/
i
|
!

{ Neglect, or Mig ropriation of Resident ;
; Propeﬂk@fa_gg/mﬂg, rejff_a_{g;@gy empioyee ;

SR . S
1

Nursing Home’s response to this

STATEMENT OF DEFICIENGIES ' :
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i l
; | H
* AMENDED | ]
, ME | ,f Johnson Mathers Nursing Home
~ AComplaint Survey investigating KY#00016744 | ! acknowledges receipt of the
' was initiated on 02/06/13 and concluded o ] / Statement of Deficiencies and
; 02/08/13. Complaint KY#00019744 was ! purposes this Plan of Correction to
 Substantiated with deficient practice identified. | [ the extent that the summary of
; l | findings is tactually correct and in
N 105 902 KAR 20:300-5(3) Section 5, Resident ¢ Nios [ order io maintain compliance with
" Behavior & Fac, Practice ! i applicable rules and provisions of
|' F the quality of care of residents.
; (3) Staff treatment of residents. The facility shall ; l The Plé}n of Correc’tion is submitted
* develop and implement written policies and 2 ;85 a written allegation of
i procedures that prohibit mistreatment, neglect or ! ,' compliance. Johnson Mathers

; Statement of Deficiencies and Plan

| of Correction does not denote

! agreement with the Stafement of

If Deficientcies nor that any

i deficiency is accurate, Further,

{ Johnson Mathers Nurg ing Home

| Teserves the right to refute any of
the Deficiencies through Informal

{ Dispute Resolution, forma| appeal

} Procedures and/or any other

|

administrative or legal proceed ing,

P Nios

f The ailegation of abuse to

;ét%ent #35 was not

substantiated as reported.

esi;d?nt#BS is not

intemviewable with a BiMS score

_&_hh..,.ﬁf..s,,k%ousekeeper #1 was
provided one-on-one education
regarding reporting of
allegation of abuse by Staff

1 é nés‘
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N 105! Continued From page 1 g N105
' who witnesses or suspects that abuse, neglect. ori! j Facilitator on 1/31/ %013' Her
' misappropriation of of property has occurred ; I competency was validated by a
. wouid immediately report the alleged incident to ! | post test on 2/14/2013.
: thei( supervisor, who wpgld immediately report ' ! SRNA #5 was educated by the
: the incident to the Adm Inistrator. Further review of : ! DON on 2/1/2013 regar ding the
. the policy revealed measures would be initiated to | | X > fegarding g
" prevent any further potential abuse while the { {  When aresident is unable to be
; investigation was in progress. Continued review : ! redirected and uncooperative is
. of the policy revealed employees accused of | [ to take the time to approach
" being dlrecﬂy’ involved in _a”egatlons of abuse, l the resident in 3 manner not to
; neglect, or misappropriation of property would he { : .
suspended immediately from duty pending the | | furtherirritate them or cal for
" outcome of the investigation, i F assistance from other staff,
_! Review of the medical record revealed the facility ? i The policy, "Abuse, Neg| r
- admitted Resident #35 on 11/1810, with i | MrolcY, Abuse, s
i diagnoses which included Abnormality of Gait, | f 'sappropriation of Resident
. Depressive Disorder, Dementia with Behavior | 'f Property” was reviewed by the
i Disturbances. Review of a Quarterly Minimum | ; Administrator on 2/8/2013 and
. Data Set (MDS)‘Assessment, dated 12/03/12, | ! determined to require no revision
revealed the facility assessed Resident #35 to } I to meet the intent of this
{ have a Brief Interview for Mental Status (BIMS) | | . X
 Score of three out of fifteen (3/15) indicating ; [ regulation as it addresses the
" Resident #35 was cognitively Impafred, Further i | seven components.
i review of the MDS revealed the facility assessed i ;
Resident #35 to need extensive assistance of two :
{2y for for transfers, extensive assistance of one f gj The c?mpetency level of all S,taff’
, (1) for ambuiation, utilized a wheelchair, was ! . Including Housekeeper #1, with ;
resistive to care, and had verbal and physical ; 'I regard to understanding the '
i agaression. During an attempted interview, on i ! policy "Abuse, Neglect,
; 02/0713 at 10:20 AN!, Resident #35 did not i ! or Misappropriation of Resident
- espond to any questions related to care and ; ! P ' including timel
 services or staff treatment of the resident. i § roperty” including timely
i ; i reporting of any allegation of
! Review of the facility’s initial report of abuse ! ! abuse or neglect was validated
 allegation, dated 01/31/13, and the final abuse ] [ by the Administrator and Staff
* investigation, dated 02/04/13, revealed on : i .
; 01731113 Housekeeper #1 reported to Licensed 1 { Facilitator on 2/11/ 201?
 Practical Nurse (LPN}J #3 that on the evening she | through2/14/2013. This was
" worked the second shift she saw a staff mistreat ! i done through the use of an
. Abuse-toestionmaire—
e SETRT11 If continualion shaet 2 of 5
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| Resident #35. It stated Housekeeper #1 had
- worked the evening of 01/25/13 and alleged !
; SRNA#5 toid Resident #35 to "get the heli out of |
, the way”. Housekeeper #1 alleged SRNA #5
- moved Resident #35 back and then took the arm |
 of the resident’s wheelchair and proceeded to |
"drag” Resident #35 down the hallway towards

: the South Nurse’s Station as Resident #35

_ cussed ARNA #5 when they went down the

: hallway. The report revealed the facility was

j Unable to substantiate the complaint as abuse as
* SRNA #5 denied being verbally abusive towards i
Resident #35. The report indicated SRNA #5 ;
asked Resident #35 to move out of the way and [
hefshe refused by stating "1 don't have to get the
; hell out of the way” and she putled Resident #35 |
" in histher wheelchair as she pulled a food cart in |
order to ensure the resident was safely out of the i
way. Review of the investigative reportrevealed
SRNA#5 was interviewed about the incident on |
02/01/13 prior to the start of her shift at 2:00 PM
" and was allowed to work.

[ !
é Review of SRNA #5's timecard revealed SRNA #5/
worked the rest of her shift on 01/25/13, 2:.00 PM |
until 10:06 PM on 01/28/13 and 01/29/13 and |

6:00 AM until 10:00 PM on 01/30/13.

i
interview with Housekeeper #1, on 02/08/13 at !
i 10:15 AM, revealed on 01/25/13 at approximately 1
" 5:30 PM she heard SRNA #5 yell at Resident #35 |
to "get the hell out of the way”. She indicated !
when Resident #35 would not getout of the way |
 that SRNA #5 took the back of Resident #35's i
. Wheeichair and pulied him/her backwards down _
! the hall past the dining room. Housekeeper #1 J
. Stated SRNA #5 and Resident #35 kept cursing

- each other back and forth as SRNA#5 puiled

; Resident #35 down the hall Housekeeper #1
stated she did not report the incident to anyone
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: All new employees are provided

!l education with regard to the

¢ policy "Abuse, Neglect, or

f Misappropriation of Resident

[ Property” including protecting

i the resident and timely
reporting to proper authorities

' during orientation,

To ensure that ail resident
concerns and/or allegations are
reported to the appropriate
agencies timely, the
Administrator will interview

I residents and staff during

! administrative rounds

! conducted daily Monday ~
Friday by the Administrator to
identify any concerns that
have not been reported. Staff
knowledge wiil be validated
through the use of the Abuse
Guestionnaire, The
Administrator and/or the Staff
Facilitator will randoimly seiect
10% of the staff each month
who will compiete the Abuse
Questionnaire; once selected,
f staff will not be eligible to be

i selected again for 90 days.
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; until 01/31/13 (six days later) because State i
" Registered Nurse Aide (SRNA) #3 was in the {
i dining room at that time and she thought she |
_would have reported it. Continued interview

‘ revealed she had received an individualized ;
| lraining on 01/31113 by LPN #3 about abuse and |
" indicated she was told she had up to twenty-four i
: (24} hours to report abuse allegations. She stated !
. she had received an in-service training recently

i by the Housekeeping Director ang indicated he ;
; had said she had up to twenty-four (24) hours to i

" report abuse allegations. |

j Interview with SRNA#3, on 02/08/13 at 1:00 PM, |
 revealed she did not hear or see the alleged {
| incident from 01/25/13. Further interview revealed ;
. Resident #35 had a history of cursing and spoke }
! loudly and from where she was sitting in the ;
; dining room, she would have heard It and would

I"have reported the incldent immediately. !

i

* During an Interview with LPN #2on 02/08/13 at
111:00 AM, SRNA %5 indicated when Resldent #35 }
; would not move out of the way of the food cart |
! and hefshe cursed at her so she took the arm of |
j the wheelchair and pulled it glong with Resident |
© #35 approximately five (5) to ten (10) feet forward |
| with one hand while pulling the food cart with the |
“other to make sure Resident #35 was safely out |
I of the way. Additional interview revealed Resident f
i #35 had a history of being verbally abusive
! towards others and that when she asked him/her |
! o move out of the way he/she stated he/she "did |
_ not have to move the hell out of the way”, !
. interview with the Housekeeping Director, on i
$ 02/08/13 at 4:00 PM, revealed he had conducted
; @n in-service training with all the housekeeping

- staff, on 02/04/13 after the facility realized

i Housekeeper #1 had not reperied the incident

The results of the
administrative rounds and

validation questionnaires will

be reported monthiy for the

next three months, then

quarterly thereafter, until we

have three consecutive

quarters of no identified issues,

to the Quality Improvement
Executive Committee consisting

of the Medical Director,
Administrator, Director of

Nursing, Assistant Director of
Nursing, Qi Nurse and any other
persons required to provide
information pertinent to the _
reports being presented and
discussed at the Executive
Committee meeting. The

Executive QI Committee will

make recommendations for

further action such as more

staff education, change in

process, procedure or policy or

f other course of action based

upon the data presented.
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immediately. Additional interview revealed he | g
_informed hig sta# they had to report allegations of ‘
| abuse immediately 50 "we" could report to the
State Agency within twenty-four (24) hours. ;
Further interview revealed he thought maybe f
Some staff had misunderstocd him when he said |
"we" (meaning facility management staff) and |
i they thought they had up to twenty-four (24) hours |
. to report. Continued interview revealed he had
- randomly giver a quiz to staff after the in-service
- 0N 02/04/13, but he had not hag the opportunity
" to look at the quizzes to ensure staff was f
knowledgeable of when to report an abugse i i
|

. allegation. Continued Interview revealed
! Housekeeper #1 was a lttle hard of hearing and
, he felt like she heard the resident say "get the heff_g f
" out of the way” and thought it was the staff i ;
member who had stated that. :
|

i

i

1

i Review of the housekeeping abuse quiz, no date,
revealed Housekeeper #1 an swered the question
- of when to report abuse by documenting two
answers; immediately and no {ater than
twenty-four (24) hours.

e

[
i i
Interview with the Administrator, on 02/08/13 at | !
4:20 PM, revealed staff Was supposed to report | i
allegations of abuse to their supervisor or if the j
Supervisor was not at the facility to a charge
nurse Immediately. Additional interview revealed
she had in-serviced and in-serviced and

! in-serviced staff related to reporting abuse and
aithough not always documented she randomiy
asked staff questions related to recognizing and
i. reporting abuse.
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