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revealed they alf had sttended the mandatory

| Inservices related to abuse and Resident Rights,

Those interviewed were able to axplain their
responsibiities if abuse were observed, reported

,or suspecied. All interviewees were

cross-checked to the education sign-in sheats

_ and pogi-tests.

[

|

!

i

I wayo

; (EACH DEFICIENCY MUST BE PRECEDED BY FULL

. 8. Review of the facility's implemeantation
documentation binder for the AQC reveajed an

| angoing investigation of a resident to resident

" altercation, which was not sexual in nature.

: Review of the investigation documentation
revealed all required notifications were mads
timely in accordance with facility policy and

federal and state reguiations.

- notification of the State Survey Agency, Aduit

" Protective Services, the Ombudsman and focal

Haw entorcement of al sexua fly aggressive
behaviors as indicated in the AGC Howsver,

Feompliance, (6/04/14.

: 8. Review of the facilily's imptementation

. documentation binder for the AQC revealed

* education recerds included sign-in sheets for aii
. education provided. Continued review revealsd
" staff members were checked off from a master
- list of all employees iy order for the facil ity to
“ensure every staff member received the

- education prior 1o returning to work. In addition,

: review and were cross-checked with the sign-in
" sheets. Areview of educationa offering agendas
: revealed all topics included in the AQC were

; Interview with the Administrator and the DON, on :
- 06/06/14 at 1:30 PM, revealed ihey would ensure |

they reported no incidents of sexuall v aggressive -
behaviors had occurred since the alleged date of

copies of completed post-lests were avaiiable far

1
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provided. Further review revealed all education _
- was completed prior 1o or on 08/03/14 as alleged. :

Interview with the Administrator and the DON on
| 0B/0514 at 448 PM, revealed gl the ediication
' was mandatory with records being maintained.
_ Interview with the SDN, on 08/05/44 at 4:30 PM,
. revealed she tracked employee sttendance via
the sign-in sheets and the master fist. She stated
- she tried to make the inservices interesting to
i maintain the leamers’ attention, and utilized
- bost-tests to verify effectiveness of the education.

s

- 10. Interview with the Administrater and the DON |
fon 0B/0B/14 at 1:30 PM, revealed the
* Administrator was responsible for the overall
administration of the facility. He stated his goal { '
| Was Lo ensure every resident was safe and staf : - I
| were knowledgeable fegarding providing care : :
"according to the written Care Plan, He further ;‘
stated he had been closely involved with the DON ' ‘ -
* throughout the development and implementation
‘of the AQC, including the monitoring of data
' collected as part of the QA pracess. The ;
t Administrator stated he and the DON ensured the -
aducation was provided, He indicated the facility
' would continue to evaiuate, assess and update
‘residents’ Care Plans to ensure all residents were |
“safe from harm. Both the Administrator and the
- DON stated avery action cutfined in the AQC had | :
' been conducted as afieged. ' _ {
|

* 1. Review of the facility's implernentation
documentation binder for the ACC reveaiad
! | residents’ behaviors were documented by staff
fevery shift. Continued review revealed QA team
members reviewed the collected data daity

t Monday thraugh Friday. f
: i : 4. 5
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F 282 _. 483.20¢(<)(3)(ii) SERVICES BY QUALIFIED

§8=4 PERSONS/PER CARE PLAN

: The services provided or arranged by the facility
. must be provided by qualified persons in
- accordance with each resident’s written ptan of

» CAE.

This REQUIREMENT is not met as evideneced
: by i
" Based on record review, interview and review of
. the Tacility's policies, it was determined the facility
falfed to have an effective system fo ensure the
‘ iImplementation of care plan interventions by
facility staff for one (1) of ten (10) sampled
: residents (Resident #1),

| On 04/27/14, Resident #3 reported fo staff _
Resident #1 had "touched" him/her under his/her ;

. clothes, which the resident indicated had
happened on 04/26/14 and ot another day,

| Resident #3 toid staff he/she was afraid of

. Resident #1. Review of Resident 7'

: Comprehensive Care Plan revealad an
ntervention dated 04/28/14 for the resident fo be 5

- checked on every fifteen (15) minutes. However, !

. record review revealed no documented svidence

 the intervention was implerented on that date.

: Additionally, review of the fiffeen {15) minde

protection of Female Resident #1

by Unit Manager and ADON on
4/28/14. However there is sporadic
documented evidence that the Care:
Plan was followed. Licensed :
Nursing staff was in-serviced on the
Immediate Need Plan of Care and |
Comprehensive Care Plan use in
directing resident care. In-servicing
conducted by ‘Staff Development
RN, ADON, DON or
Administrator. In-service will ‘
include documentation required of
the use of the interventions on those
Care Plans completed by 7/3/14,
A 100% audit for accuracy and
thoroughoess of all Immediate
Need Plan of Care and ;
Comprehensive Care Play used in -
directing resident cate and
documentation gnidelines
completed by DON, ADON, Staff
Development RN, and RN Unit
Managers by 7/3/14,

Licensed Nursing staff was in-
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=226 Continved From page 54 E 228 Preparaton andior execution of this plan of correction
Py . ith the DON aled sh . dal { does not constiture admission or agreement by the
,iﬂtSrVIE}W with e ‘O re‘{"e"‘ €0 sne reviewed all | provider af the fruth of the farts afleged or conciusions
- Bocumented behaviors daily Monday through _ set forth in the statement of deficiencies. The plan of
* Friday to ensure the Care Plans were 1 avised fo correction is prepared and/or exectted selely becayse
s include new interventions as indicated by the itis required by the provisions of federal and stare law.
“exhibited behavior. She stated the dafs is : : ]
collected by her, the ADON, SON, RN Unit | | F282 (
“Managers and RN Supervisors, with ail behaviors | 1. Immediate Need Care Plan for |
| reviewed by her : ; Male Resident was in place !
F 282 reflecting interventions for

{
;
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F 282" Continued From page 55 F 282, Preparation andior execution af this plan of correction
| does pot constinute edmission or agreement by the

check sheetls revealed undated sheets gnd

- incomplete documentation of the checks through
F 95/106714, with no documented eviden
: checks on several days. As aresult of the

ce of the

faciiity's fzilure to implement Resident #1's care

' plan intervention for 15 minute checks, other

residents were not protected from potentiaf

fabuse. On 05/10/14, a staf person cbserved
. Resident #1 "groping" Resident #2 between

his/her legs. Resident #1 was then placed on
One on one (1:1} supervision, the Physician was

' notified, and an order was received to send the
‘resident 1o the emergency room {ER} for

s evaluation and freatment, Resident #1 was

discharged and was not a resident of the facility

. during the survey. (Refer to F-223)

" The facility's failure 1o have an effective system in

: place to ensure implermentation

of care plan

| interventions was likely ko cause serious injury,

. harm, impairment, or

death. immediate Jeopardy

was identified on 05/28/14. and was determined
Fto exist on 04/27/14. The facility was notified of
i the Immediate Jecpardy on 5/28/14.

; The facility provide an acceptable credible _
* Allagation of Compliance {AOC) on G6/05/14, with ,
the Tacility alleging removal of the Immediate ’
- Jeopardy on 06/04/14. The State Agency

|
L.

validated, the Immediate Jeopardy was removed

on 08/04/14 as affeged with temaining

- non-compliance at 42 CFR 483 .20 Resident
: Assessment, F-282 at a Seo
"D while the facility develops and implements the

pe and Severity of a

Plan of Correction {(POC) and the facility's Quality
Assurarce program monitors o ensure esidents’
<are pians are implemented. :

The findings incluge:

provider of the trink of ihe juces alleged or conciusions
et forth in the statement of deficiencies. The Plan of
correction iy prepared andfor execujed solely because

it is requived by fhe provisions of federal and state taw.

serviced on the Immediate Need
Plan of Care and Comprehensive
Care Plan use in directing resident ;
care. In-servicmg conducted by
Staff Development RN, ADON,
DON or Administrator. In-service :
includes documentation required of
the use of the interventions on those
Care Plans. No agenoy in use at the
facility. All new hires will be
educated during general orientation
by the Staff Development RN, QA
Committee members will review ajt
immediate need plan of care daily
minimally 5 days a week for 30 _
days or additionally as necessary -
until 7/21/14, then one time weekly
until 8/21/14 or ag needed, then
mionthly thereafter or as needed
sooner. Compressive care plans are
reviewed as MDIS assessments are:
completed and/or with any change
in interventions necessary for :
resident care.
All monitoring findings were :
reviewed af monthly QA meeting |
for compliance and or the need 1o
update plan to reach 100% :
compliance. QA meetings are held
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' Review of the facilify's policy titled, "Care

: Plans-Comprehensive”, revised October 201 g

- Tevealed an individualized comprehensive care
plan which included mesasurable objectivas and

timetables to meet a resident's medical, nursing,

: mental and psychological needs was to be

. developed for each resident. Further review of

jia) PROMDER'S PLAN OF CORRECTION ; 1X8)
PREFIX {EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
TAG CROSE-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
Feis-Lrmmroity ton-fe-the-confericredibie
. allegaiion of compliance. :
F 282 Preparation andior execution of this plan of correction

"the policy revealed each resident's care plan was
- designed to identify the professional services that !

E ¢ were responsibie for each element of care,

Review of the facility's policy titled, "Abuse
‘ Resident to Resident”, dated October 2012,

- revealed immediate action was to be taken in any

! ; cecurrence of a resident o resident altercation
" with immaediate interventions iaken o prevent
recceurrence of the altercation.

| diagnoses which included Confusion and

. Dementia with Behavior Disorder. Review of the

' 03/16/14, Quarterly Minimum Data Set {MD3)

* Assessment for Resident #1 revealed the faciiity

- assessed the rasident (o have a Brief Interview
for Mental Status (BiMS) scora of nine {9 out of
fitteen (15), which indicated he/she was

- moderately cognitively impaired,

Review of Resident #1's Comprehensive Care
Plan initiated on 08/25/13, revealed a behavior
- care plan for threatening staff verbally, physically
. throwing items at other residents. threatening to
- shoot another residert and expressing agitation
towards ancther resident. Interventions
Included: removing the resident from "common
areas during times of unacceptable behavior";
one onone {1:1) as needed: giving emotionai

. Review of Resident #1's medical record revealed
" the facility admitted the resident on G68/14/13, with |

does not constitute admission or agreement by the
provider of the truth of the fucis atleged or conclusions
set forth in the statement of deficiencies, The Plan of
correction is prepared and/or execwted solely because
it 15 required By the provisions of federal and state faw,

monthly with the presence of the
Medical Director Quarterly. Next :
meeting with Medical Director will
be held in July. The Quality ‘
Assurance Committes consists of
facility and contracted staff. This -
includes Administrator, DON,
Assistant Director of Nursing, Staff
Development RN, Social Services
{rector, HR Manager, Activities
Director, Dietary Director, and the!
Maintenance Director. Contracted
membership inchudes the Medical
Director.

3. Date of Comphiance:

717/14

|
!
|
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F 282 : Continued From page 57
. SUPpOrt; explaining his/her behaviors ware
' unacceptable, and reapproaching at & later ime.

' Review of Resident #1's Comprehensive Care

: Plan, with a revision date of QUGBM4, revealed g

oroblem onset of wandering, going into others

‘rooms. Continued review of the wander risk care :
- plan revealed a goal for the resident not to goinio

cther resident rooms without permission by next
“review on 06/15/14 and interventions including
. provide cueing as to where hisfher room is as
needed, redirect resident out of others rooms as
needed, monitor for changes in cognitive status
. and rufe out medical concerns.

s Continued record review for Resident #1 revealad

a "late entry" Nurse’s Note, dated 04/27/14 at
F2:21 P, for an incident which occocurred gt 915

 AM that moming. Raview of the “late entry” Note .

revesied a resident reported Resident #1 made
| Inappropriate advances at him/fher. Continyed

 review of the "fate entry” Note revealed the other

“resident told staff Resident #1 had attempted o
- touch hinvher under his/her clothes yesterday

“and on ancther day,

Review of the facility's initiaf Incident Report
" dated 04/27/14, revealed it noted Resident #3
; feported to a nurse Resident #1 had "touched”
“him/her o the leg under histher clotbes fwo {2
times, and he/she was "afraid” of Resident #1
| Further review of the Incident Report reveated

" measures were implemented to keep Resident #1 _:

- under waich by staff during the nvestigation.

. Continued review of the "immediate Need Plan of

~Care”, which was part of Resident #1's
‘ Comprehensive Care Plan, revealad # was
. revised on 04/28/14, with measures which

F282_
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. included interventions to change Resident #1'g

. Seroquel {an antipsychatic medication) to fify
(50) milligram (mg) PRN (as hecessary) and for

- fifteen {15) minute checks.

HInterview with Certified Nursing Assistant (CNA)
#10n 5/23/14 at 2:30 PM, revealed she was
- assigned Resident #1's care frequently, and had
| . been told by the nurses at times o keep an "eye
. on" the resident. She stated she had worked on
- 04/27/14 and Resident #3 lold her about Resident
#1 touching his/her legs. However CNA #1
“indicated she had not seen fifisen {15) minuies
i check shests for the resident and thought the
i NUrses were completing those.

Interview with CNA #2 on 05/23/14 at 2:50 P,
. with CNA#3 on 05/29/14 at 4:45 PM and with
{ ONA#4 o0 05/29/14 at 7:15 PM revealed they
indicated they were not aware Resident #1 hag
baen put on ffteen (15) minute checks, They
teported they had been told to watch Residant #1
. and "keep an eye on” the resident by other CNAs. .

Interview with CNA #5 on 05/20/14 at 7:.06 PV
revealed she had been toid by the Charge Nurse
! - once to keep an “eye on” Resident #1 afler an
incident involving Resident #3. CNA #5 indicated
. she was aware Resident #1 was an fifteen (15}
minute checks; however, was uncertain when the |
‘checks started, and the nurses were supposed to

- do ihe checks,

: However, interview with LPN #2 on (5126114 at
- 4:00 PM, revealed she was not aware an
_intervention to perform fifteen {15) minutes
‘chacks was on Resident #1's Comprehensive

t Gare Plan, and did not know fifieen (15) minute
: checks were to be completed on Resident #1.

M——Mm
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|
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it

- Interview with Registered Nurse (RNY#1 on
08/23/14 at 3:30 PM revealed she was Unaware

¢ Resident #1 had sexuat behaviors towards cther

. 'esidents and was unaware the tesident was care |
planned for fifteen (15) minute checks. RN #1

- commented she "just thought” Resident #1 had

. behaviors; however, not saxual behaviors

towards other residents, She stated she "usually”

" just locked at residerts' care plans for "lifis ang
: transfars”,

jf F 282 Continued From page 59

Interview, on 05/27/14 at 10:00 AM with RN #2,

- Charge Nurse on the unit on which Resident #1
resided, revealed she was unaware Resident #1

‘was care planned for ffteen (15) minute checks
atter the 04/27/14 incident. She stated she was
uncertain if the fifteen (15) minute checks were
aft Resident #1's care plan.

i Review of the facility's fifieen {15} minute check
- sheets for Resident #1 revealsd some of the

f . check sheets were undated and the
. documentation of the fifteen (15) minute checks
twas inconsistent, with no documented evidence
. of the checks for several days from 04/28/14

“through 05/10/14.

Further review of Resident #1's record reveaied a

*Nurse's Note dated 05/10/14 at 2:48 PM, which

: was noted to be a "late entry® for 1:.20 PM that
same afternoon. Review of the Note revealed a
staff member had observed Resident #1

. "touching” other residant “inappropriately”,

Further review of the Note reveaied a staff
meirber was assigned for one on ons {1:1}
moniforing of Resident #1.

- Review of the facifity's initial Incident Report

PREFIY
TAG CRESS-REFERENCED TO THE APPROPRIATE BATE
BEFICIENDY
Fzaz’

|
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. dated 05/10/14, ravealed Resident #1 and
' Resident #2 were sifting in the haliway in their
~wheelchairs at 1.30 PM, when a staff member

observed Resident #1 with histher hand betwean
‘Resident #2's lags while the residents were sitling ;

in the haliway in their wheeichairs.

: Continued inferview, on O8/97/14 at 10AM, with
“RN #2 Charge Nurse on the unit on which
! Resident #1 resided, revealed she thought the

% |
F 282! | /

fifteen (18) minutes checks were started 3 day or f

two before the 05/10/14 incident involving
' Resident #2; however could not recall why ihe
resident was placed on the checks.

- Interview with the Director of Nursing (DON) on

- 5/29/14 at 7:25 PM, revealed her responsibilitics
! included ensuring staff was aware of

- interventions 1o protect residents from abuse.

* She indicated the faciiity needed to have a more
: effective syster for informing staff of resident o
resident abuse. The DON stated her

[ expectations were for staff fo follow residents'

. care plan interventions, and protect residents

- from potentiat abuse. However, the facility failed
: o ensure per the faclity's policy, immediate

reoccurrence of the altercation.

. o0 06/05/14 that alleged removal of the 1J
effective 06/04/14. Review of the ACC revealed

: the Tacility implemented the following:

. Operations for Preferred Care Partners,
- Managerment Group on Accidents ang
P - Supervision on residents must be fee from

' action/interventions were implemented to prevent |

The facility provided an acceptable credible AOC :

1. The Administrator, DON, ADON and SDN were -
- educated on 05/30/14 by the Regional Director of g
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- abuse and neglect in order to ensure residents’
- were profecied.

' 2. The Quality Assurance (QA) Committse

' data collection toof on 05/30/14 to validate

if additional interventions are needed wiil ba
made. The teol was implementad on 05/30/14

: and is ongomg.

3 Resident #3 had a weekly skin assessmeant
; completed on 05/03/14, and Resident £2 had &

. an abuser, 3ssessments were completad by
T06103/14. The Director of Nursing {DON), the

i Nurse (RN) Supervisor completed the

- DON, ADON or the SDN, and will be updated
- thereafter by RN Unit Managers and Charge

- Nurses.

4. For any resident to resident allegations, the

aggressoris to be removed from the situation and |
- placed on continucus observation until otherwise

notified by the DON and/or the Administrator
i CNAs will be notified of the continuous
observation order via the CNA Care Plan and

"Actunurse” {the CNA computer documentation

. System). Nurses and CNAs were educated en

- reviewed all educational materials and developed 5'

| assessments and Care Plans were being ulilized :
“per policy protocol. The tool includes a monitor

i for aggressive resident behaviors. if aggrassive

- behavior occurs, inferventions implemented will

' be reviewed for effactiveness and a determination '

- weekly skin assessments completad on 05/16/14.
: All residents were assessad for the potential to be

- Assistent Director of Nursing {ADON), the Sizff
' Development Nurse (SDN). and/or the Registered

‘assessments. Information obtained was used to ;
s develop and impiement appropriate interventicns, °
and the Care Plans were updated initially by the
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the process by the DON, ARON or SDN. with the ;

{education completed by 06/03/14. The facility's
- general orientation for new hires was revised 1o
include the education, The facility does not use

L agency staff,

5 The Administrator and the DON educated the
- ADON, SDN, RN Unit Managers, Shift
Supervisors and Waekend Supervizors on the

F 282

y
|
|

use of the Abuse Investigation Checkiist tool, with |

! the education completed by 08/03/14. The

| checkiist for every abuse investigation. The
facility's general orientation for new hires was
revised to include the education,

1 8. Licenssd nursing staff were educated on

i performing assessments, interventions and
_updating the Care Plan. implementation and use
~of the Care Plan, the components of acturate

- and thorough shift reporting, and identification,

~documentation and investigation of incidents and ;

accidents. The education was provided by the
. DON, ADON and SDN, and completed by
- UB/03/14. The facility's general orientation for
| new hires was revised to include the education.

' 7. Al facility staff were educated on igentifving

- and reporting abuse, with a focus on resident to
. resident sexual aggression, and on resident
 rights, The education was provided by the DON,
i ADON and SDN, and was compieted by

. 0B/C3/14, The facility's general orientation for

- new hires was revised to inciude the education.

8. The Administrator of the DON wil notify the
. Office of Inspector General, Aduit Protective
. Services, the Ombudsman, and local law

" enforcament of all sexually agoressive behaviors ;

Administrator and the DON will monitor use of the

i
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as required by law and within specified time limits |

- 8. Educational records will be maintained and wil _'
LinGlude signatures of attendance, signatures of

the education received, and copies of tests

- designed fo determine the effectiveness of the

education initiated on 08/30/14 and completed by
08/03/14.

- 10. The Administrator is charged to administer
s the facility in a safe and efficient manner to
- assure the safety of the residents af all times.

The Administrator, in conjunction with the DON,

TALON and SDN. will assure education is

- provided and resident care and freatment is

delivered in accordance with the Care Plan,

: Continued evaluation, assessment and Gare Plan |
updates will be used {0 ensure all residents are

safe from harm.

11, Monitoring and utilizing the {QA} Committes

; data collection tool Cevelopad on 05/30/14 s
done by the DON, ADON, SN, RN Unit
 Managers and RN Supervisors, QA meetings o

review the collected data will be held five (5) days
' per week, and as needed, for thirty {307 days,

then weekly for thirty (30) days, then raonthly or

as needed thereafter. Any identified concerns wil

be corrected immediately.

- The State Agency validated the implementation of |

|
|
|

. the faciiity's AOC as folows:

: 1. Review of the education sign-in sheats
_revealed the Administrator, DON, ADON and

+ SDN were educated by the Regional Dirsctor of
- Operations on 05/30/14, prior to the

" administrative team conducting education of ali
facility staff. Continued review reveaied topics

|
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; : covered included supervision of

incidentsfaccidents: abuse reporiing,; conducting

! “investigations, and reviewing residents who are g

! - risk or cognitively impaired. 4

} Interview with the Administrator, on 06/08/14 at

" 1230 PM, revealed the Regional Diraclor of ;

i Operations performed the education for the DON,
ADON, SDN and himself on 05/30/%4. The :

" Administrator stated the education was to ensure !

- ali residents were free from abuse and the facility .

. was administered in a manner to assist residents

. o achieve their highest physical, mental and

- psychosocial weli-baing.

2. Review of the data cofiection ool developed by |
“the QA Committee revealad it inciuded, but was
not limited to, validation of assessments
s completed, use of Care Plans, and a monitor of
resident behaviors, In addition, in the case of
aggressive behaviors, the tool aliowed for 4
i review of current interventions for effectivensss
. and a determination of the need for additional

Uinterventions.

 Inferview with the DON and the Admirsirator, on :

- 0B/05/14 at 4:45 PM, revealed the loc! wasg

i devaioped and implementad on 056730414, angd
was being usad as outlined in the AQC ongoing.

i i 3. Review of Resident #3's record revealed a
§ | WeBKly skin assessment was completed on
1 05/03/14, with no documented evidence of
. physical injury. Raview of Resident #2's record
, revealed a weekly skin assessment was
compteted on 05/16/14, with no documentad

L evidence of physicaf injury.

Review of the facility's implementation

F 282
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_ pag
- documentation bindar for the AOC reveated ai
i residents wera assessed, care plans were

reviewed and updated for residents with identified ;7

behaviors, as alleged by the DON, ADON, SDN
; and RN Supenvsor,

tinterview with the DON, on 06/05/14 at 220 PM,
revealed she reviewed Resident #3's weekly skin

- assessment dated 05/03/14, and Resident #2's
weekly skin assessment dated 05/16/14 and

. confirmed the residents had no physical injuries

“documented on those dates, The DON stated alf |
i residents in the facility were assessed, and those :
“with behaviors were monitored for the potentiaf to ;

" be an abuser, care planned for the behaviors,
- and any behaviors were documented aevery shiff.

In addition, i new admissions were assassed for!

"any history of behaviors and care plannad
J - accordingly.

; 4. Review of the facility's implementation
documentation binder for the AQT revealed staff

s signatures of nurses and CNAs who received the -

: education on residents on continuous
" supervision, updating and following residents’

ahd completed post-tests successiully.
: Continued review revealad all education was
. provided on or prior to 06/03/14 as afleged.

- Review of the Abuse Allegation Checklist form
utitized by the facility revealed # included

» removing the aggressor resident and placing tha
resident on continupus observation. Review of
the QA Data Collection too! revealed monitoring

/ - care plans, use of the Abuse Allegation Checkiist _

. included whether staff used the Abuse Allagation
| Checkiist after each incident,

' Review of the engoing investigation fils for the

F 282,
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only resident to resident incident after

“implementation of the AQC revealed the Abuse
[ : Allegation Checklist was used, the Aggresser

. resident was removed from the situation, and 1,1

 supervision was initiated and thoroughly
- documented on. Review of the CNA
- Worksheet/Care Plan for the resident a0Gressor
 revealed it was updated to reflect the Increased

. Supervision.

Interviews 06/05/14 with CNA #6 at 2.45 P
P CNA#Y at 3:40 PM: and CNA #8 a# 3:.45 Pu
t revealed the CNAs education on residents on
- continuous supervision wouid be in the
UACcupLrsa” computer system and on the CNA
 Worksheet/Care Plan. The CNAs réported
receving education related o providing the one
con one {11} supervision ang ensuring they
, documented the continucus supervision.

FS at 2:35 PML RN Supervisor #1 gt 3:15 PM;

LEN #7 at 3:20 PM; LPN #8 at 2.25 PM: LPN #5 :
at 3:30 PM; and, LPN #2 at 3:35 PM, revealad the
" nurses were educated on use of the Abuss
i Allegation Checkiist, and updating and ensuring
. the CNAs and they followad residents' care plans,

}
!
I Interviews 06/05/14 with LPN #d at 2:30 PM; LPN
[
|

1 & Review of the fachiity's implementation
- documentation binder for the AOG revealed
. education sign-in sheets and post-tests for the
- ADON, SDN, RN Unit Managers, RN Shift
; - Bupervisors and Weekend Supervisors who
- attended the education provided by the
" Administrator and DON.

Interview with the Administrator and the DON, on
UB/06/14 at 1:30 PM. revealed they educated the
| (ADON, SDN, RN Unit Managers, RN Shift ;
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: Supervisors and Weekend Supenvisors on the
use of the Abuss Investigation Checklist, on or

 before 08/03114. The Administrator and DON

' stated they were monitoring for use of the
Checklist with every abuse investigation, They
reported the education had been added 1o the

facility's general orientation for new hires.

F 28z

< Interview with RN Supervisor #1, on 08/05/14 at
! 3:15 PM, revealed she had received the
' education provided, took a post-test and was
» knowiedgeable ahout when and how o use the
: Abuse |nvestigation Checklist

"8 Review of the facility's implementation

. documentation binder for the AQC revealed

licensed nursing staff received mandatory

“education related to performing assessments,

finterventions and updating the Care Plan,

. implementation of the Care Plan, accurate and

thorough shift reporting, and identification,

- documentation and investigation of incidents and ;
accidents. Review of the Sign-in sheets reflected
the nurses’ attendance, and their complstion of |

- the post-tests which cross-matched with the

. signatires. Continued review revealed alf

" education was received on o prior to 05/03/14 by

- the DON, ADON and SDN. ;

Interviews on 08/05/14 with LPN #4 at 2:30 PM-

(LPN #5 at 2:35 PM; LPN #7 at 3:20 P LEN #8
at 3:25 PM; LPN #5 &t 3:30 PM: and LPN #9 o _

*3:35 PM, revealed the nurses confirmed receiving |

 the education an performing assessments, ;

. interventions and updating ihe Care Pian,

" implementation of the Care Plan, accurate and

i thorough shift reporting, and identification,

- documentation and invastigation of incidents and j

' aecidents and had taken the posttest afterwards. :
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| Interview with the DON on 08/06/14 at 445 PM,
revealed the education had been provided prior to
- DB/03/14 as per the AOC for ait licensed nsing

. staff. The DON stated the education had heen

" added to the facility's general orientation for new

| hires.

" 7. Review of the facility's implementation
- decumentation binder for the AOC revealad alf
. facility staff had received education on abuse
- which inciuded identifying and reporting abuse,
- resident to resident sexual aggression and
- Resident Rights. Continued review of the binder
‘revealed a master iist of employeas, education
- sigh-in sheets and post-tests which wera
£ cross-referenced to confirm the edusation,

. Interview with the SDN on 06/05/14 at 4:30 PM,
revealed she had participated in praviding
education for afl facility staff related to abuse and :
Resident Rights. She stated each Department
[ “Head had a list of aff staff who stil needed fo

. receive the education prior to returning to work

_and ensured the education was provided before

: the employee was alfowed to work.

Interview with the DON, on 08/06/14 at 4-45 PM,

| revealed the facility ensured afl faciity staff

received the mandatory education on abuse and
Residenf Rights, as per the AQC, by mainlaining

; @ master list of all staff and checking off names
as they received the education. She stated a list

- of all steff on vacation or other leave included !

their return 1o work dafe, and noe staff were :

“aflowed to be on duty prior to the education being -

 completed.

Interviews on 06/05/14 with: Dietary Personnet #1 f

Foagz
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"at 2:00 PM, Dietary Personmel #2 at 2:05 P
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Services {8S) Assistant #1 at 2:18 PM; Laundry

Personnst #1 at 2:20 PM; Oceupational Therapist
H(OT) #1 8t 2:23 PM; LPN #4 at 2:30 PM: LPN #5
L At 235 PM; CNA#6 at 2:45 PM; RN Supervisor
#1at 3015 PM: LPN #7 af 3.2 PM: LPN #8 at

bt

F 3120 PMULPN #6 at 3:30 PM, LPN #9 at 3:35 PM:

CCNART at 3:40 PM; and, CNA 8 at 3:45 PM

revealed they ail had attended the mandatory

s inservices related to abuse and Resident Rights.

. Those interviewed were able to explain their
respensibiiities if abuse were observed, reported

for suspected. Al interviewees were

: tross-checked to the education sign-in sheets

and post-tests.

. 8. Review of the facility's implementation
“documentation binder for the AGC revealed an
- ongoing investigation of a resident fo resident
- altercation, which was not sexual in nature.

" Review of the investigation documentation

: revealed alt requiired notifications were made

. imely in accordance with facility policy and

- federal and state reguiations.

06/06/14 at 1:30 PM, revealed they would ensure
‘ notification of the State Survey Agency, Aduft

Protective Services, the Ombudsman and 'vcal
Haw enforcement of all sexusily aggressive

behaviors as indicated in the AOC, However,

compliance, 06/04/14.

; 9. Review of the facility's implementation
, documentation binder for the AQC revealed
- education records included sign-in sheets for all

Irnterview with the Administrater and the DON, on '

: they reporied no incidents of sexually aggressive |
behaviors had occurred singe the alleged date of

e U,
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- education provided. Continued review reveslad
staff members were checked off from a master

- {list of all employees in order for the facility fo

I " ensure every staff member recaived the

: education prior to returning o work. in addition,
topies of completed post-tests were available for

| review and were cross-checked with the sign-in
sheets. A review of educational offering agendas |

revealed all topics included in the ADC wers

. provided. Further review reveaied all education

“was completed prior to or on 08/03/14 as alteged. .

! F 2821 Continued From page 70
s‘

Interview with the Administrator and the CON on

. 06705114 at 4:.45 PM. revealed all the education
was mandatory with records being maintained.

“interview with the SON, on D8/05/14 at 430 M,

i fevealad she fracked employee altendance via

the sign-in sheets and the master list. She stated .

i she tried to make the inservices interesting to '
maintain the learnars’ attention, and utiized

- post-tests to verify effectiveness of the education.

S——

s

- 10. Interview with the Administrator and the DON _
. on 0B/06/14 at 1:230 PM, revealed the ;
! Administrator was responsivie for the overall
. administration of the facility. He stated his goal
was [0 ensure every resident was safe and staff
| were knowledgeable regarding providing care
according o the written Care Plan. He further :
T : stated he had been closaly involved with the [3ON |
throughout the davelopment and implementation
. of the AQC, including the monitoring of data
~colfected as part of the QA process. Tha :
- Administrator stated he and the DON ensured the -
education was provided. He indicated the facility
- would continue to evaluate, assess and update
. residents’ Care Plans to ensure ali residents were
- safe from harm. Both the Administrator and the . ; 3
. DON stated every action outiined in the AOC hag : ; : |
Event Ity 9887 14 Facify i 100808
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F 282 Continued From page 71
. been conducted as afleged.

1. Review of the facifity's implementation
documentation binder for the AOC revesied
 residents' benhaviors were documented by staff
| evely shift. Continued review revealed QA team
- members reviewed the collected data daily
Monday through Friday.

F 282 Preparation and/or exeention of this plan of correction
i does not constitute admission ar agreement by the
provider of the truth of the fucts alleged or conchusions
set forih in the statement of deficiencies. The plan of
correction is prepared andior execsfed solely bacause
i is reguired by the provisions of federal and siate law.

F480
1

f Interview with the DON revealed she reviewed all -

t documented behaviors daily Monday through

- Friday o ensure the Care Plans were revised to

" include new interventions as indicated by the

" exhibited behavior. She stated the data is
collected by her, the ADON, SON, BN Unit

Managers and RN Supervisors, with ail behaviors

reviewed by her.

F 480 . 483.75 EFFECTIVE
$3=; ADMINISTRATION/RESIDENT WELL-BEING

. Afacility must be adminjstered in a manner that
“enables it to use ifs resources effectively and

¢ efficiently to attain or maintain the tughest
practicable physical, mental, and psychosccial
“weli-being of each resident.

This REQUIREMENT s not met as svidenced
by
* Based on interview, record review and review of
the facility’s policy, incident report, and
investigation i was detarmined the facility's
- Administration failed to have an effactive system
. in place to ensure policy and proceduras were
“implemented to ensure each resident was free :
i from abuse and to enswre cars plan interventions
related o sypervision were implamented to '

490

All residents are at risk for abuse
due 1o physical dependency,
decreased coguition, and decreased
mobility. All staff was in-serviced.
on how to recognize the signs and
symptoms of abuse by DON, Saff]
Development RN, or ADON by
7/3/14. New protocol has been
developed to ensure that potential
abusers are identified and :
interventions are implemented in an
atiempt to prevent resident to
resident abuse.

All residents wers evaluated for
potential to be an abuser. This was
completed by 7/3/14 by the DON, ,
Assistant Director of Nursing, Staff
Development RN, and/or RN 1
Supervisor. Information from the
evaluation detenmines if additiopal
assessment and intervestions would
be necessary for each resident in the
center. Appropriate interventions
were implemented and Care Plans |
updated inittially 7/3/14 by DON,
Assistant Director of Nursing, Staff
Development RN and thereafier RN
Unit Managers and Charge Nurse.

J

i
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: prevent reoccurrence of potential abuse. The
faciity's faliure affected two (2] of ten (10}
; sampled residents (Residents #2 and #3).

. On 04/27/14. Resident #3 reported being touched
on the inner thigh under his/her ciothes by i

" Resident #1. Resident #3 reported the incident
occurred on U4/26/14. The facility initiated thair

| investigation of the ingident immediately:
howeaver, their actions did not include g physical

- assessment of Resident #3 for possible injury.

- Although cognitively intact residents on the unit

. were interviewed by the facility, nen-interviewable
residents were not assessed for signs of possible
abuse. In addition, the facility revised Resident ;

, #71's plan of care to implemented visual checks of |

: the resident every fiffleen {15} minutes; however,

. review of documentation and interviews with staff

‘revealed the checks were not conducted

s consistently. As a result of the facility's faiure to

" monitor Resident #1, other residents were not
protected from potential abuse. On 05/10/14. 2

' staff member observed Resident #1 i have
his/her hand between Resident #2's legs. ;

' Resident #1 was placed on 1:1 supervision at that

- time, until transferred to the hospital for further

- evaluation. The resident was discharged from 7

: the facility prior to initiztion of the survey, and was :

- not available for observation or interview. (Refer
to F-223, F-225, F-226, F-282 and F-520.)

The facility Administration's failure to have an
- effective system in place to ensura policy and
. procedures were implemanted 1o ensure each
 resident was free from abuse and to ensure care
- pian interventions reiated to supervision were .
_ implemented to prevent recccurrence of potential |
: abuse, was likely to cause risk for serious mjury,
 harm, impairment or death. immediate Jecpardy ¢

(X4 ID SUMMARY STATEMENT GF DEFICIENCIES i
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR L SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
. s I O PRI I e CEn R T TR |
. i allegation of compliance. )
F 490" Continued From page 72 F 490, Preparation and/or execution of this plan of enrrection

does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
sed forth in the stotement of deficiencies. The plan of |
correction is prepared andsor executed solely because
itis required by the provisions of federal and siate low,

3. Administrator, DON, ADON, and ;
Stafl Education RN were educated’
on 5/30/14 by the Regional Director
of Operations for Preferred Care
Partners, Management Group on
Accidents and Supervision, The
residents must be free of abuse and
neglect and hazard in order to '
achieve their highest practicable :
physical, mental and psychosocial
well being. The administrator
through his or her designee which
will be the DON, Assistant Director
of Nursing, Staff Development RN
will assure through in-service .
education and by example, that the
residents are given care and :
treatment in accordance with the
Care Plan. The monitoring is done:
by the DON, Assistant Director of
Nursing, Staff Development RN,

RN Unit Managers, RN Supervisor
by reviewing 50% resident’s ;
documentation daily minimally § |
days a week for 30 days or
additionally as necessary until
7/21/14, then one time weekly until

8/21/14 or as needed, then monthly
thereafter or as needed sooner,
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© allegation of compliance. .
£480  Prepuration and/or execution of this Plan of correction

(1) was identified on 05/28/14 and determined to
- exist on 04/27/14. The faciiity was notified of the |

Immediate Jeopardy on 05/28/14.

. The facifity provided an acceptable credibie

Aliegation of Compliance (AQC) on 06/05/14 with

- the facility alleging removal of the 1J on 05/04/14.

: The IJ was verified to be removed on 06/04/14 as

. allaged, prior to exit from the facility on 06/06/14,
- with remaining non-compliance at 42 CER

: 483.75, F-480 Administration with a Scope and

, Severity of "I)", while the faciiity develops and

“implements a Plan of Correction, and the faciiity's :

Quality Assurance program continues to monitor
. to ensure residents are fres from abuse.

' The findings include:

E Review of the facility's policy titled, "Abuse
{ Rasident to Resident”, effective October 2012,

revealed all residents had the right ta be free from 1

“any mental or physical mistreatment. Immediate

Laction was 0 be taken in any ccourrence of a
resident to resident altercation with immediate

‘Interventions taken fo prevent renceurrence,

+ Continued review of the policy revealed measures

mcluded montioring of residents at the nurses

" station, and one on ona (1.1} therapy/activity ang !
discrarge to the hospital for medical evaluation i

necessary.

. Review of the factiity's policy fitled, "Care

Plans-Comprehensive”, revised Octaber 2010,

i revealed an individualized comprehensive care

. plan which included measurable objectives and
timetables to meet a resident's medical, nursing,

: mental and psychological needs was o be

. developed for each resident, Further review of

- the policy revaaled each resident's care plan wasg

does nat constitute admission or agreement by the
provider of the treak of the facts alieged or conelusiont
set forth in the statement of deficiencies, The plan of
coreection is prepared and/or executed solely because
I is required by the provisions of federal and state law.

Any issues identified are corrected .
immediately and the Administrator
is notified by the DON. The
Administrator will oversee the
monitoring process by receiving
daily audits daily 5 days a week for
30 days or additionally as necessary
until 8/2/14 and then as needed.
Those issues and the effactiveness
of the additional imterventions are .
taken to QA on the same day. This
practice became effective 6/3/14.

4. All monitoring findings were .
reviewed at monthly QA meeting
for compliance and or the need to
update plan to reach 100% )
compliance. QA meetings are held
monthly with the presence of the :
Medical Director Quarterly. Next i
meeting with Medical Director will
be held in July, The Quality
Assurance Commitiee consists of
facility and contracted staff. This :
mncludes Administrator, DON, :
Assistant Director of Nursing, Staff
Development RN, Social Servicas:
Director, HR Manager, Activities
Director, Dietary Director, and the
Maintenance Director. Contracted

|
|
|
|

{
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F 430, Continued From page 74
designied ta identify the profassionaf services that
T were responsible for each element of care,

- Review of the faciiity's Incident Report form dated |
04/27/14, revealed the facility repored Resident )

. #1 "touched" Resident #3 on the leg under hisfer |
clothes on 04/26/14. Continued review reveslad

‘Resident #3 axpressed fear of Resident #1 after

]

! - No palicy related io Administration was provided.
H

[ | the incident.

Review of the facility's Investigation of the incident
- reported on 04/27/14, revealed no documented
- evidence non-interviewable résidents, those with
& Brief Interview for Mental Status {BIMS) score

of fess than 8, were questioned or physicatiy ‘
. assessed for signs of possible abuse by Resident
“#1, the alleged perpetrator. Cosdinued review
; fevealed Resident #3 was not assessed for any
. evidence of sexual assault or othar tnjury after the
Fincident an 04/27/14, .

Record review revealed the facility revised

- Resident #1's care pian to include fifteen {15}

. fririte checks affer the 04/27/14 incident.

" However, there was no documented evidence the

 fifteen (18) minute checks were consistently
completed. In addition, staff interviews revesled

- this intervention was not communicated 1o all staff
and there was confusion ag to who was :

s respongibie to conduct the checks,

- On 05/10/14, Resident #1 was observed to
-"grope” another resident (Resident #2). Recard
| review revealed Resident #2 was not assescad

“Hor injury.

: Inferview with the Director of Nursing (DON) and

docs nist constitute admission or agreement by the
provider of the fruth of the facts alleged or conelusions
st forth i the statemeni of deficiencies. The plan of
correction is prepared andior execured solely because:
it is reguired by the provisions &f federal and state law,

membership includes the Medigal _
Director. ‘

3. Date of Compliance: 7714

|
|
|
|
|
|
!
|
f
|
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480 Continued From page 75
the Administrator on 05/29/14 at 5:35 PM,
revealed after the 04/26/14 incident she :
-instructed the staff to place Resident #1 on fifean
" {18) minute checks. The DON acknewledged the
checks were not done andfor had been :
. inconsistently documented and the care pian not
Implemented per the facility's policy. The
- Administrator stated he was informed of the
pincident on 04/27/14 by the DON. MHe stated the
DON kept him informed as the investigation
s proceeded. Continued interview with the DON
- and the Administrator revealed they felt they had
done everything they could to ensure 21l residents
“were protected. The DON slated she belleved
- the fifteen (15} minute checks provided adequats |
- supervision and monitoring of Resident #1 '
. because no staff reported the resident to be
_engaged in any inappropriate behaviors prior to
! 105110714, when Resident #1 was ohserved o
I - have histher hand between Resident #2's legs.
Howsver. there was no evidence the 15 minutes
' ehecks were consistently conducted, and
 interviews with staff reveated some were not
aware Resident #1 was on 18 minutes checks.
* The Administrator further stated the facility went
"above and beyond” by continuing the fifteen {15)
- minutes checks past the typical seventy-two (72)
“hour period when increased monitoring was :
- Indicated, despite the fact of the laek of and
_inconsistent, documentation of the checks during -
the period between 04/28/14 and 05/10/14, :

‘Subsequent inferview with the DON, on 05/26/14
:at 7:25 PM, revealed head o foe skin :
» assessments should have been completad on
‘Residents #2 and #3 afier the incidents were

- reperted. She stated additional interventions !
- should have been put in place fo protect Resident
" #3 after the facifity became aware, on 04/27714,

L
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. of the resident’s allegation regarding Resident #1,
and Residents #2 and #3 should have been

i monitored to determine how they were coping
after the incidents. The DON indicated her

‘respongsibilities included ensuring facility staff

; wers rotified of incidents involving abuse and
knew how to implement policies and procedures.

- The DON indicated the facility needed to create a
more effective system of communicating .

Cincidents of resident to resident abuge o staff

" The faciiity pravided an acceptable credible AQC

: on 06/05/14 thaf alleged removal of the 1J ‘
effective 06/04/14. Review of the ACC revealed
the facility implemented the following:

1. The Administrator, DON, ADON and SDN were

- educated on 05/30/14 by the Regional Direcior of -
Operations for Preferred Care Partners,

- Management Group on Accidents and

- Supervision on residents must be free from

“abuse and negiect in arder to ensure residents’

i were protected.

i 2 The Quality Assurance { QA) Committee |
. reviewsd alf educational materiais and developed
‘& data collection toof on 05/30/14 to validate
- assessments and Care Plans wers beaing utilized
per policy protocol. The tool inciudes a monitor
i for aggressive resident behaviors, If aggressive
behavior ocours, interventions implemented with
be reviewed for effectiveness and 2 determination
if additional interventions are needed wil b :
t made. The fool was impiemented on 05/30/14

- and is ongoing.

| 3. Resident #3 had a weekly skin assessment
completed on 05/03/14. and Resident #2 had 2
| weekly skin assessments complsted on 06/16/14, -
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F 480 Continued From page 77
All residents were assessed for the potential to be
" an abuser, assessments were completed by
08/02/14. The Direcior of Nursing {DON), the
Assistant Director of Nursing (ADONS, the Staff
- Development Nurse (SON), and/or the Registered |
_ Nurse (RN) Supervisor completed the :
P assessments. Information obtained was used to

“and the Care Plans were updated initialiy by the
- DON, ADON or the SDN, and will be updated
thereafter by RN Unit Managers and Charge

: Nurses.

l devalop and implemant appropriate intarventions, |

¢4, For any resident to resident aflegations, the
aggrassor is 1o be removed from the situation and |
placed on continuous obsefvation until otherwise

; notified by the DON and/or the Administrator.

- CNAs will be netified of the continuous

| observation order via the CNA Care Plan and

"Accunurse” {the CNA computer documentation

rsystem). Nurses and CNAsS were educated on

T education completed by 06/03/14. The faciity's
_general orientation for new hires was revised o
Yinciude the education. The tacility does not use

: ggency staff,

. 5. The Administrator and the DON educated the

- ADON, SDN, RN Unit Managers, Shift

- Supervisors and Weekend Supervisors on the _

“use of the Abuse Investigation Checklist tool, with

i | the education compieted by 06/03/14. The :

“Administrator and the DON will monitor use of the

- checklist for every abuse investigation. The :
faciity's general orientation for new hires was

“revised fo include the education,

* 8. Licensed nursing staff were educated on
: performing assesaments, interventions and

]

[ xam

| prEFx {EACH DEFICIENCY MUST BE PRECEDED 8Y FiiL PREFIX 3
f TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APFROPRIATE RATE
l DEFICIENCY)

; i
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] updating the Gare Plan, implementation and use
of the Care Plan, the components of accurate
and thorough shift reporting, and identification,
documentation and investigation of incidents and
f Faccidents. The education was provided by the
- DON, ADON and SN, and completed by
f - 08/03/14. The facility's general orientation far
fiew hires was revised to include the aducation.

7. Al faciity staff were educated on identifying
- and reporting abuse, with a focus on resident to
{ . resident sexuat aggrassion, and on resident
; ights. The education was provided by the DON,
/ : ADON and SDN, and was completed by
CE/03/14. The faciity's general orientation for
, new hires was revised to include the education,
{

8. The Administrator or the DON will notify the
Office of Inspactor General, Adult Br tective
. Services, the Ombudsman, and local iaw
“enforcemeant of all sexually aggressive behaviors ;
as required by law and within specified time fimits
9. Educational records will be maintained and witt
“inciude signatures of attendance, signatures of
the aducation received, and copies of tests
sdesigned to determing the effectiveness of the
- education initiated on 05/30/14 and completed by

: 06/03/14.

. 10. The Administrator is charged to administer
the facility in a safe and efficient manner i
, Assure the safety of the residents at all fimes.
* The Administrator, in congunction with the DON,
ADON and SDN, will assure education is
provided and resident care and treatment is
- delivered in sccordance with the Care Plan,
Continued svaluation, assessment and Care Plan
- updates will be used to ensure ail residents arg

!
i ] j c !
! | 1 85448 B WANG o 08/06/2014 |
i NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY BYATE, M1 COoE
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safe from harm.

¢ 1. Moniforing and utilizing the (QA) Committes

. data collection tool develoned on 05730114, is

- done by the DON, ADON, SDN, RN Unit

i Managers and RN Supervisors. QA meetings to
review the collected data will be held five (5) days

“berweek, and as needed, for thirly (30) days,

: then weeidy for thirty (30) days, then maonthly or
as needed thereafter. Any identified concerns will

' be corrected immediately.

The State Agency validated the implementation of -
' the facility's AQGC as follows:

- 1. Review of the education sign-in sheets

; revealed the Administrator, DON, ADON and
. SDN were educated by the Regional Director of
; Operations on 05/30/14, prior 1o the
“adminisirative team conducting education of all
facility staff. Continued review revealad topics
. coverad included supervision of
incidents/accidents: abuse reporting; conducting

investigations, and reviewing residents who are at |

_risk or cognitivaly impaired.

 Interview with the Administrator, on 08/06/14 at
+1:30 PM, revealed the Regional Director of

Operations performed the education for the DON, -

ADON, SDN and himseff on 05/30/14. The

- Administrator stated the education was to ansura
: alf residents were free from sbuse and the facility .
“was administerad in a manner to assist residents

i to achieve thair highest physical, mental and
. psychosocial wefi-being.

. 2. Raview of the data collection ool developed by

the QA Committee revealed # included, but was
- not limited to, vaiidation of assessmeants

F 490"
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‘completed, use of Care Plans, and a monitor of : .
j ; fesident behaviors. In addition, in the case of
. 8ggressive behaviors, the tuol allowed for a :
’ , review of cumrent interventions for effectiveness { i
-and a determination of the need for additional |
| |

intervantions.

Intarview with the DON and the Administrator, on : _ ;
06/06/14 at 4.45 PM, revealed the tool Was
“developed and impiemented on (58/30/114  and :

i was being used as aullined in the ADC ongoing,

' 3. Review of Resident #£3's record revealed a
weekly skin assessment was completed on
i - BE03/14. with no documented evidence of
physical injury. Review of Resident #2's recorg
reveated & weekly skin assessment was
compteted on 05/16/14, with no documaented

evidence of physical injury. 3 jl

Review of the facifity's implementation : )

- documentation hinder for the AQC reveaied alt | : ;
residents were assessed, care olang were f

; reviewed and updated for residents with identified 5

behaviors, as alleged by the DON, ADON. SDN ) ‘ }

‘and RN Supervisor. : : z

- Interview with the DON, on 06/05/14 at 220 PM,
. revealed she reviewed Resident #3's weekly skin
* assessment dated 08/03/14, and Resident #2's
~weekly skin assessment dated 05/18/14 and
confirmed the residents had na physicat injuries
g - documentad on those dates. The DON stated all |
- residents in the facility wera assessad, and those
- with behaviors were monitored for the patential to :
be an abuser, care planned for the behavigrs, '
- and any behaviors wers documented every shift,
: In addition, all new admissions were assessed for
any history of behaviors ang cars planned ;
Event i 08771
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acoordingly.

- 4. Review of the facility's implementation : .
documentation binder for the AOC revealed staff ; |
" signatures of nurses and CNAs who received the
: education on residents on continuous :
" supervigion, updating and following residants’ .
care plans, use of the Abuse Allegation Checklist
s and compieted post-tests successfully
Continued review revealed all education was
- provided on or prior to 06/03/14 as alieged.

, Review of the Abuse Alfegation Checkiist farm
" utilized by the facility revealed # inciuded
] removing the aggressor resident and placing the
! resident on continuous observation. Review of
“the QA Data Collection tool revealed monitoring
sincluded whether staff used the Abuse Allegation
. Uheckiist after each incident.

! * Review of the ongoing investigation fle for the

; only resident to resident incident after

“implementation of the AQC revealed the Abuse

i Allegation Checklist was used, the aggressor

 regident was remaoved from the situation, and 11

_ supervision was initiated and thoraughiy

 documented on, Review of the ONA
Worksheet/Cara Plan for the resident AGEressor
revealed it was updated to reflect the increased

| supensision,

- Interviews 06/05/14 with GNA #6 at 245 P

. CNAFT af 3:40 PM, and CNA #8 at 245 P,

 evealed the CNAs education on residents on

{ continuous supervision would be in the

. "Accunurse” compuler system and on the CNA

Worksheet/Care Plan. The CNAs reported

s receiving education refated to providing the one
oh one {1.1) supervision and ensuring they

Event iD: 86R7 11
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documented the continuous supenvision.

! F 490 Continued From page 82

; Interviews 06/05/14 with LPN #4 at 7:30 P LPN |
( #5 al 2:35 PM; RN Suparvisor #1 at 315 PM; :
CLPN#T7 at 320 PM, LPN #8 at 3:25 PM: LEN 6
at 3:30 PM; and, LPN #6 af 335 PM, revesled the
nurses were aducated on use of the Abuse
Allegation Checkiist, and updating and ansuring
the CNAs and they followed residents’ care plans. |

. 5. Review of the facility's implementation

" documentation binder for the AOC revealed
education sign-in sheets and post-tests for the
ADON, EDN, RN Unit Managers. RN Shift

: Supervisors and Weekend Supervisors who

 attended the education provided by the

. Administrater and DON.

j Interview with the Administrator and the DON, on
L 08/06/14 at 1:30 PM, revealed they educated the

ADON, SBN, RN Unit Managers, RN Shift :
- Supervisors and Weekend Supervisers on the
. use of the Abuse Investigation Checklist, on or
before 08/03/14, The Administrator and DON
stated they were monitoring for use of the

| - Checklist with every abuse investigation, They

J reporied the education had been added to the

i - facility's general orientation for new hires.

Interview with RN Supervisor #1, on 08/05/14 at
318 PM, revealed she had received the
education provided, {cok & post-test and was
| knowledgeable about when and how o use the
( : Abuse investigation Checklist.

. 6. Review of the facility's implementatinn

* documentation binder for the AOC revealed
ticensed nursing staff received mandatory

‘ education related to performing assessments,

e
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interventions and updating the Care Plan,
implementation of the Care Plan, accurate and
thorough shift reporting, and ideniification,

" documentation and investigation of incidents and ;
i accidents. Review of the Sign-in sheets reflected

the nurses’ attendance, and their completion of
« the post-tests which cross-matched with the
*signatures. Continued review revealsd all

education was received on or prior to 08/03/14 by |

i the DON, ADON and SDN.

Interviews on 06/05/14 with LPN #4 at 2:30 PAL,
LPN #5 2l 2:35 PM, LPN #7 a2t 3:20 PM: LPN #8
L at 325 PM; LPN #6 2t 3:30 PM; and LPN #9 ot

$3:35 PM, revealed the nurses confirmed receiving

the education on performing assessments,
sinterventions and updating the Gare Pian,
. implementation of the Care Plan, accurate and
thorough shift reparting, and identification,

documentafion and investigation of incidents and
accidents and had taken the post-test sflerwards.

Interview with the DON on 08/06/14 at 4.45 PM,

06/03/14 as per the AQC for ali licensed nursing
; staff. Tha DON stated the education had been
added lo the facliity's genaral orientation for new

. hires.

7. Review of the faciiity's implementation

1 documantation binder for the AQC revealed aif

- faciity siaff had received education on abuse

. which included identifying and reporting abuse,

: resident to resident sexual aggression and
Resident Rights. Continued review of the binder

| reveaied a master fist of employees, education

| sign-in sheets and post-fests which were

, crogs-referenced to confirm the education.

revealed the education had been provided prior to -

J

|
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Interview with the SDN on 08/05/14 at 4:30 PM,

| reveated she had participated in providing

s education for aff facility staff reiated to abuse and
Resident Rights. She stated each Department

* Head had a list of ail staff who still needed to
receive the education prior to returning to work

. and ensured the educalion was provided before

| the employee was aliowed to work.

- Interview with the DON, on 06/06/14 at 4:45 PM,

‘revealed the facility ensured all facility staff
received the mandatory education on abuse and

- Rasident Rights, as per the ACGC, by maintzining

_a master list of all staff and checking off names

- as they received the sducation. She stated a list

" of alf staff on vacation or other leave included

. their return to work date, and no staff were

Fallowed to be on duty prior to the education baing

_compieted,

e b et

Interviews on 06/05/14 with: Distary Personnel #1 |
: at 2:00 PM, Dietary Personnel #2 at 2:05 PM: :
Maintenance Assistant #1 at 2:15 PM; Socia
Bervices {8S) Assistant #1 at 2:18 PM; Laundry
: Personnel #1 at 2:20 PM; Occupational Tharapist |
{OT)#1 a0 2223 PM; LPN #4 a1 2:30 PM: LEN #5
“at 2:35 PM; CNA #6 at 2:45 PM: RN Supervisor
#1 at 3015 PM; LPN #7 21 320 PM: LEN #8 af
- 3:25 PM, LPN #5 at 3:30 PM; LPN #9 at 3:35 PM; |
CNAHT at 340 PM; and, CNA#E at 3:45 PM :
i revealed they all had attended the mandatory
- inservices relatad to abuse and Resident Rights.
. Those interviewad were able to explain their
' responsibifities If abuse were observad, reported
- or suspected. All interviewees were
cross-checked to the education sign-in sheets

. and posi-lests.

8. Review of the facility’s implamentation :
Event {0 6R7 11

FPORM CMB-ZE67(D2-88) Previcus Varsions Obsolete Facifty if> 125906 it continuation sheet Page 86 of 102



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

PRINTED: 070272014
FORM APPROVED
CMB NO. 0938-0381

X3 DATE SURVEY |

! STATEMENT OF DEFICIENCIES {(£1) PROVIDERISUPPLIERCLIA
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER:

185445

j ££2) MULTIPLE CONSTRUCTION s s |
i A BUR NG COMPLETED ;

_ c i
fs e | 06/08/2014

NAME OF PROVIDER OR SUPRIIER

WOODCREST NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE ZIP CODE
1876 TURKEYFOOT ROAD
ELSMERE, KY 41018

SUMMARY STATEMENT OF DEFICIENCIES

PREEIX
TAG : REGULATORY OR LSC [DENTIFYING INFORMATION)

i
PREFIX
T

{EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGYS

F 490 Continued From page 85
documentation hinder for the AOC revealed an
s ongoing investigation of & resident to resident
. altercation, which was nof sexua! in nature.
‘ Raview of the investigation documentation
revealed ali required notifications were made
- fimely in accordance with facitity policy and
: federat and state regulations.

H
f
[ oo
(EACH DEFICIENGY MUST BE PRECEDED B FULL
]

. notification of the State Survey Agency, Adult

* Protective Services, the Ombudsman and local
|l enforcernent of all sexually aggressive

* behaviors as indicated in the AOC. However,

; compliance, 06/04/14.

8. Review of the facility's implementation
documentation binder for the AQC revealed

i education records included sign-in sheets for afi
education provided. Continued review revealed
« staff members were checked off from a master
- list of all empioyees in order for the facility to

. ensure every staff member received the
“education prior to returning to work. In addition,

| review and were cregs-checked with the sign-in

| revealed all topics included in the ADC were
provided, Further review revealed all education

“Interview with the Administrator and the DON on
- 06/05/14 at 4:45 PM, revealed all the education
| was mandatory with records being maintained.
Cinmerview with the SDN, on 0B/05/14 af 4:30 P,
. revaaled she fracked employee attandance via

. Interview with the Administrator and the DON, on
* 06/06/14 at 1:30 PM, revealed they would ensure

 they reported no incidents of sexually aggressive
behaviors had pceurred since the alleged date of

- vopies of completed post-fests were available for i

. sheets. Areview of educational offering agendas :

" was completed prior to or on 06/03/14 as alleged.

the sign-in shests and the master fist She stated

?’

FROVIDER'S PLAN OF CORRECTION 8 }f

j

F 4090, ]

|
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- she tried 1o make the inservices interesting to
" maintain the leamers’ attention, and utilized :
; post-tests ta verify effectiveness of the education.

.10, Interview with the Administrator and the DON
s on CB/O8/14 at 1:30 PM, reveaied the
Administrator was responsibie for the overall
administration of the faciiity. He stated his goal
was t ensure every resident was safe and siaff
were knowledgeable regarding provi iding care
. according o the written Care Plan. He further
 stated he had been closely involved with the DON .
[ : throughout the development and impiementation
-of the ADC, including the monitoring of data
: collected as part of the QA process. The
Administrator stated he and the DON ensured the .
- education wags provided. He indicated the facility ;
“would continue to evaluate, assess and update
: residents’ Care Plans o ensure all residents wers |
“safe from harm. Both the Administrator and the ;
: DON stated every action outiined in the AQC had

“been conducted as atleged.

* 11 Review of the faciiity's implementation

- documentation binder for the AGC revealed

' residents’ behaviors were documented by staff
avery shift. Continved review revealed QA team

- members reviewed the collected data daily

. Monday through Friday.

Interview with the DON revealed she reviewed all |
! | documented behaviors dally Monday through

- Friday to ensure the Care Plans were ravised o

. include new interventions as indicated by the
 exhibited behavior. She stated the data is

: collected by her, the ADON, SDN, RN Unit

; reviewed by her.

- Managers and RN Supervisors, with ai iaehawors
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' QUARTERLY/PLANS

{ A facility must maintain a quality assessment and
_ assgrance committee consisting of the director of -

| nutsing services; a physician designated bythe |
Hacility: and at ieast 3 other members of the

- facility's staff.

The gualily assessment and assurance
- committes meets at feast quarterly to identify
"issues with respect to which qualify assessment
- and assurance activities are necessary; and

! deveiops and implements appropriate plans of

" action to correct identified quatity deficiencies.

' AState or the Secretary may not require

“disciosure of the records of such committes

- except insofar as such disclosure is related to the

- compliance of such commities with the 7
requirements of this saction,

- Good faith attempts by the committes to identify |
and correct guality deficiencies will not be used as
1 & hasis for sanctions, :

' This REQUIREMENT is not met as evidenced
by:

Based on inferview, record review and review of

: the facility's policy, 1t was determined the facity

“failed fo have an effective system to identify a

: Quality Assurance (QA) concern, and develop

! and implement an appropriate plan of action,

- when an aliegation of resident fo resident sexual

; abuse was made. The failure affected two (2) of

xay o SUMMARY STATEMENT OF DEFICIENCIES i3 FROMVIDER'S PLAN CF CORRECTION . (X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DaTE

DEFIGIENCY)
LBIS Plan of CCFrection I5 The cemier’s oreditie
_ allegation of compliance,
F 820 Continued From page 87 F 820;  Preparation andjor exceution of this plan of correctidn
F Bop  does not constituse admission or agreement by the

provider of the truth of the Jacis alteged or conclusions
set furth in the stetement of deficiencles, The plan of
correction fs prepared andior executed solefy because
it is required by the provisions of federal and site leer.

F52¢ :
1. IDT meeting revised on 6/2/14 1o |
include signatores of team members
present during discussion. Quality |
Assurance Committee members |
reviewed minimally § days a week'
for 30 days or additionally as
necessary until 7/21/14; then one
time weekly until 8/21/14 or as
needed; then monthly thereafter or
as needed sooner, ;
2. DT meeting revised on 6/2/14 to
include signatures of team members
present during discussion Quality
Assurance Committes members ;
reviewed minimaily 5 days a week
for 30 days or additionally as
necessary until 7/21/14; then one |
time weekly until 821/14 oras
needed; then monthly thereaftor or,
as needed sooner.
On 7/3/14 the T meeting was
revised to include documentation of
what was discussed and any
identified follow up neaded,
Education on the updated process
was completed by the Director of |
Nursing on 7/3/14 to all IDT :
members. Administrator and DON
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“ien {10) sampled residents (Residents #2 and
C#3).

On 04/27/14, Resident #3 reported o staff he/she ;
was touched on the inner thigh under his/her :

- clothes by Resident #1. Resident #3 further

reported the incident occurred on 04/25/14. The

 facility had a weekly Interdisciplinary Team {IDT)

. meeting on 04/28/14, during which the incident
“was reviewed. Staff was directed to perfom

- every fifteen (15} minute checks on Resident #1;

" however, no monitonng system was put in place :
;o ensure the checks were completed as directed. |
“In addition, review of the fifleen (15) minute

check sheets revesled no documented evidence

the checks were performed consistently every
fifteen {15) minutes, or decumented {6 include the

date the checks were performed, As 2 result of

* the facility's failure to monitor Resident #1. ather

residents were not prtectad from potential

“abuse. On 05/10/14, a staff member observed

Resident #1 1o have his/her hand between

' Resident #2's iegs. Resident #1 was placed on
11 supervision at that time, unti! fransferred to
the hospital for further evaluation  The resident
¢ was discharged from the facility prior to initiation
of the survey, and was not available for

cbservation or interview, {Refer o F-223, F-225, :

FF-228, F-282 and F-490)

The failure of the faciity's QA program to identify
. and develop an appropriste plan of action after an !

allegation of abuse, 1o prevent a reoccurrence of :

- potential abuse, was likely to cause risk for

" sa&rious injury, harm, impairment or death.

: mimediate Jeopardy (L)) was identified on

- 05728/14 and determined 1o exist on 04/27114.
! The facility was notified of the Immadiate
Jeopardy on (58/28/14,

does not constltute admission or agreement hy the
provider of the truth of the fasts alfeged or conciustons
set foreh in the statement of deficiencies. The plan of:
correction is prapared and/or executed selely because
i s required by the provisions of federal and state lawe.

educated Assistant Director of
Nursing, Staff Development RN,
RN Unit Manager, Shift
Supervisors, and Weekend
Supervisor as to the purpose of the
Abuse Investigation Checklist and:
use of this tool with completion by
7/3/14. Administrator and DON
will moniter use of checklist with :
every abuse investigation as
needed. Administrator or Director
of Nursing wili audit Quality '
Assurance Comunittee meetings and
IDT meetings for completed
follow-up minimally 5 days a week
for 30 days or additionally as :
necessary until 8/2/14; then one
time weekly until 9/2/14 or as \
needed; then monthly thereafter or
a5 needed sooner.

4. All monitoring findings were
reviewed at monthly QA meeting |
for cornpliance and or the need fo
update plan to reach 100% !
compliance. QA meetings are held
monthiy with the presence of the
Medical Director Quarterly. Next
meeting with Medical Director will
be held in July. The Quality

MULTIPLE CONSTRUCTION
A BURLING CEOMPLETED
>
B wING 05/06/2014 |
STREET ACDRESS, CITY STATE, ZiF CODE i
33768 TURKEYFOOT ROAD
] ELSMERE, KY 41018
sl . PROVIDER'S PLAN OF CORRECTION X5;
PREFX {EACH CORRECTIVE ACTION SHOULD BE COMBELETION
TAG ) CROSS-REFERENCED TO THE ARPROPRIATE vare
: DEFIZIENGY)
IR Pl O OO I e TR SR e T
Y allegation of compliance. J
F 520,  Preparation and/or execusion of this plan of correction I

N
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o This Plarrof Correchon is the center's credipie
j ) - allegation of compliance.
F 520 Continued From page BY : F 820 Preparation and/or execution of this plan of correction
1 : does not constitute admission or agreement by the
- The facility provided an acceptabie credible L ;‘Z‘gﬁrf ;”: ’:"f of me‘fj“"“ alieged or conclusions
' Allegation of Compliance (AOC) on 0B/05/14, with et z.sp;;;’;f;ﬁ;ffj;:jﬁﬂjiﬁ’; e
heim e e snoonne S T
i & i & :
aileged, prior to exit from the faciity on 06/06/14, Assurance Committee consists of
will: remaining non-compliance at 42 GFR 483 .75 facility and contracted staff. This
. Administration, F-520 with a Scope and Severity : includes Administator DdN ’
»of "I, while the facility develops and implements : Assi . P
i : N i s j ssistant Director of Nursing, Staff
a Plan of Correction, and the facifity's Cuality Development RN, Social Servi
Assurance program monitors 1o ansure residents _ Dire cmp HR M. v SoBIal Services
: are frea from abuse. ' O, T ana_ger,_Actwmes
: : : Director, Dietary Director, and the:
The findings include: Maintenance Director. Contracted
: ; : membership includes the Medical
Review of the facility's poficy, titled "QA i Director. X ;
: : 5. Date of Compliance: f a4

Committes Meeting Process” (dated 08/2008),

' revealed the facility's QA Committee met weekly

‘as an DT to discuss resident information and
make recommendations. Continued review of tha |

: policy revealed five (8) areas, inciuding incidents

{and accidents, were to be reviewed at sach

“meeting.

: Review of the facility's Incident Report form,

{ dated 04/27/14, revealed the facility reported
Resident #1 "touched” Resident #3 on the leg

: under his/her clothes on 04/26/14. Continued

| review reveaied Resident #3 expressed fear of
Resident #1 after the ingident.

; Review of Resident #1's Care Plan revealed i

| was revised to include every fifteen (15) minute

- checks after the G4/27/14 incident. However, the

facility couid not provide documented evidence

 the fifteen (15} minute checks were consistently

performed. Review of the check sheets that were

‘present in the medical record revealed the :

“ checks that were docurmented did not always ;

Event i 93R7 11 Faciity (D 100805
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F 820 Continued From page 99 FEO

include the date the action took place. In
: adaition, staff interviews revealed all were not
- aware the intervention for fifteen (15) minute
checks had been implemented, and there was
¢ confusion as to who was responsibie for
- conducting the checks,

- On 05/10/14, Resident #1 was observed by a

: staff member (o "grope” another resident
{Resident #2). Al that time, Resident #1 was

. placed on 1.1 abservation untii transferred out fo

: the hospital for further evaluation.

A post-survey telephone interview with the
Administrator and the Direclor of Nursing (DON),
conducted on 08/30/14 at 10:35 AM, revealed the

- facility conducted an IDT meeting weekly, as part :

L of the overall QA pregram. Attendess included
Clinical Managers and the Administrator,

. Continuegsl interview reveaied the incident

reported by Resident #3 on 04/27/14 was

‘ discussed by the DT at the weekly meeting on
04/28/14. The DON stated she could not be sure |

; whether she directed staff to perform every fifteen |

{15} minwte checks of Resident #1 on 04/27/14
when the incident was reported, or on 04/28/14

. @5 a result of the IDT mesting. She further

: stated. in either case the frequent checks were

~of action in response to the incident involving
Residents #3 and #1,

However, continued interview with the
¢ Adrrinistrator and the DON, on 06/30/44 at 10: 35
| AM, reveaied no formal (A action pran or
" moenitoring was initiated after the 04727714
abegation of abuse involving Resident #1, The
i facility did not perform any ronitering to ensure
- the fiteen (15) minute checks were compilsted.

* determinad by the IDT to be the appropriate plan
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F 520 Continued From page 91
¢ The DON and the Administrator were unawars
the checks were not performed andior
s documented consistently. In addition, the
" Administrator and the DON did not know soms
nursing staff were unaware of a directive for the
fifteen {15) minute checks,

_ The facility provided an accepiable credible AQC
- on 06/05/14 that alleged removai of the [J
effective 06/04/14. Review of the AQC revealed
. the faciity implemented the following:

1. The Administrator, DON, ADON znd SDN were
educated on 05/30/14 by the Regional Dirsctor of

: Operations for Preferred Cara Partners, :

Management Group on Accidents and

_Supervision on rasidents must be free from

' abuse and neglect in order o ensure residenis

were protected.

2 The Quality Assurance (QA) Commilfiee

a data collection fool on 05/30/14 o validate

per poficy protocol. The ool includes a monitor
for aggressive resident behaviors. If aggressive
behavior ocaurs, interventions implemented will

if addifional interventions are needed will be
s made, The tool was implemented on 05/30/14

“and is ongoing.

3. Resident #£3 had a weekly skin assessment
| completed on 08/03/14, and Resident #2 had a
weekly skin assessments completed on 05/16714,

- an abuser, assessments were completed by
: 08/03/14. The Director of Nursing (DON), the
“Assistant Director of Nursing (ADON), the Staff

reviewed all educational materials and developed

assessments and Care Plans were being utilized

- be reviewed for effectiveness and a determination

! All residents were assessed for the potentiai 1o be,

FORM CM5-2567102-88) Previcus Versions Otisolsle Eveni i) GBRT14

Facility i 100005 it comtinuation sheet Page §7 of 102



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: ¢702/2014
FORM APPFROVED

Of;vﬁﬁ NQ. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
| STATEMENT OF DEFICIENGIES (K1) PROVIDER/SUPPLIERICLIA X0 MULTIPLE CONSTRUCTION (43) DATE 5LRVEY |
AND PLAN OF CORRECTION i IDENTIFICATION NUMBER: 4 BUILDING COMPLETED
| f ¢
; 188445 B OWING 08/06/2074
STREET ADDRESS, CITY, STATE, 2iF COOE

MAME OF PROVIDER OR SUPPLIER

I WOODCREST NURSING & REHABILITATION CENTER J

3876 TURKEYFOOT ROAD
ELSMERE KY 41018

 Development Nurse {SDN), andler the Ragistered 7

Nurse (RN} Supervisor completed the

" assessments. Information obiained was used to

develop and implement appropriate interventions, :

and the Care Plans were updated initially by the

DON, ARON or the SDN, and will be updated

thereaffer by RN Unit Managers and Charge

‘ Nuyrses.

4 For any resident to resident allegations, the
t aggressor is to be removed from the situation and -

piaced on continuous shservation until otherwiss

 notified by the DON and/or the Administrator

CNAs will be notified of the continucus
observation order via the CNA Care Plan and
"Accunurse” (the CNA computer documentation
system). Nurses and CNAs were educated on

. the process by the DON, ADON or SDN. with the
- education completed by 06/03/14. The facility's

general orientation for new hires was revised o

“inciude the education. The facility does not use

- agency staff.

8. The Administrator and the DON educated the

' ADON, SDN, RN Unit Managers, Shift

Supervisors and Weekend Supervisors on the

! use of the Abuse Investigation Checklist foal, with -
the education completed by 08/03/14. The :

- Administratar and the DON will monitor use of the
checklist for every abuse investigation. The :

 facifity's general orientation for new nires was

revised o include the education.

" 6. Licansed nursing staff were educated on

performing assessmenis, irderventions and

: updating the Care Flan, implementation and uge

of the Care Plan, the components of accurate
ard thorough shift reporting, and dentification,

. documentation and investigation of incidents and |

(K SUMMARY STATEMENT OF DEFIGENCIES 0 PROVIOER'S PLAN OF CORRECTION Lo
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY R LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 520_ Continued From page €2 F 520,
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F 520 Continued From page 93
“accidents. The education was provided by the
: DON, ADON and SDN, and completed by
08/03/14. The facility's general ofientation far
. new hires was revised ¢ include the education.

- 7. Alt facility staff were educated on identifying

" and reporting abuse, with a focus on resident fo

resident sexual aggression, and on resident
rights. The education was provided by the DON,

- ADON and SDN, and was compieted by
06703/14. The facility's general orientation for

| new hires was revised to inciude the aducation.

8. The Administrator of the DON will natify the

. Office of Inspector General, Adult Protective

' Services, the Ombudsman, and [ocal faw ‘
_enforcement of all sexually aggressive behaviors
| as required by faw and within specified time fmits.

. 9. Educational records will be mainiazined and will :

include signatures of attendance, signatures of

: the education received, and copies of tests
designed to determine the effectiveness of the

- education inifiated on 05/30/14 and completed by |

- 06/03/14.

*10. The Administrator is charged to administer
the facility in & safe and efficient manner to

' assure the safety of the residents af all tines,
The Administrator, in conjunction with the DON,

t ADON and SDN, will assure education is
provided and resident care and treatment is

i defivered in accordance with the Care Plan,

updates will be used o ensure all residents are
- safe from harm.

' 11. Monitoring anc utilizing the (QA} Committee
; data coilection tool deveiopad on 05/30/14, is

4D SUMMARY STATEMENT OF DEFICIENCIES S PROVIDER'S PLAN OF GORREGTION S s
PREFIX (EACH DEFIIENGY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE | cowpliTon
TAG REGULATGRY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY) : i
F 520,
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F 520 Continued From page 94

done by the DON, ADON, SON, RN Unit

- Managers and RN Suparvisors. QA mestings to

i review the collected data will be hetd five (8) davs
perweek, and as nseded, for thirty (30) days,

: then weekly for thifty {30} days, then monthly or

- as neaded thereafter. Any ideniified concerns wru

- be corrected immediately.

: The Stats Agency validated the implementation of |
! the faciity's ADC as follows: :

. 1. Review of the education sign-in sheets
revesled the Administrator, DON, ADON and

SN were educated by the Regianal Director of
Operations on 05/30/14, prior to the

administrative team conducting education of all
facility staff. Continued review revealed topics
covered included supervision of

¢ incidents/accidents; abuse reporting; conducting
| investigations, and reviewing residents who are at
| risK or cognitively impaired,

| Interview with the Administrator, on 08/06/14 at

" 1:30 PM, revealed the Regional Director of :
Operations performed the education for the DON, -

S ADON, BDN and himsstf on 05/30/14. The

- Administrator stated the education was o ensure
all residents were free from abuse and the facifity

- was administered in 3 manner to assist residents

{ to achieve their highest physical, mental and

' psychosociat well-being.

2. Review of ihe data colfection tooi developed by -
the QA Committee revealed if included, but was
- not fimited fo, validation of assessments
. compieted, use of Care Plans, and a monitor of
| tesident behaviors. In addition, in the case of
i aggressive behaviors, the tool affowed for a
“revisw of current interventions for effectiveness

F 520:
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and a determinalion of the need for additional
interventions,

Interview with the DON and the Admiristrator. on |
08105114 at 4:45 PM, reveaiad the tool was
developed and implemented on 08/30/14, and
was being used as cutlined in the AOC angoing.

: 3. Review of Resident #¥'s record revealad s

 weakly skin assessment was completed on

s 0503714, with no documented evidence of

‘ physical injury Review of Resident #2's record
revealad a weekly skin zssessment was

* completed on 05/16/14, with ne documented
gvidence of physical injury.

Review of the facility's implementation
documentation binder for the AOC revealed all
i residents were assessed, care plans were .
- reviewed and updated for residents with identified |
. behaviors, ag alleged by the DON, ADON, SDN

: and RN Supervisor.

- Interview with the DON, on 068/05/14 at 2:20 PM,
revealed she reviewed Resident #3's weekly skin
assessment dated 08/03/14, and Resident #2's |
- weekly skin assessment dated 05/16/14 and
“confirmed the residents had no physical injuries -
docurnented on those dates. The DON stated aif

- with behaviors were monitored for the potential to |
be an abuser, care planned for the behaviors,
- and any behaviors were documented gvery shift.

_any history of behaviors and care planned
: accardingly,

4. Review of the facility's implementation
[ . documentation binder for the AOC revesied staff

: residents in the facility were assessed, and fhose }

fn addition, all new admissions were assessed for
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L care plans, use of the Abuse Allegation Checklist

: and completed post-tests successiuliy.
. Continued review revealed all aducation was
- provided on or prior to 06/03/14 as alleged.

 Review of the Abuse Allegation Checklist form
 utifized by the facility revealed it included
F removing the aggressor resident and placing the

resident on continuous observation. Review of
the QA Data Collsction foo! revealed monitoring

- included whether sfaff used the Abuse Aliegation
FChecklist after each incident.

_: Review of the onigoing investigation file for the
fonly resident to resident incident after
- Implementation of the AOC reveaied the Abuse

Allegation Checklist was used, the aggressor

5 resident was ramoved from the situation, and 11

! supervision was initigted and thoroughty

_ documented on. Review of the CNA
" Worksheet/Care Plan for the resident aggressor

revealed it was updated to reflect the increased

. supervision,

Hnterviews 06/05/14 with CNA#6 at 2:45 PRA:

CNA#7 at 340 PM; and CNA #8 af 3-45 Py,

; revealed the CNAs education on residenis or

continuous supervisicn would be i the

| Accundrse” computer system and on the CNA
Waorkshest/Care Plan. The CNAs reported

{ recaiving education related to providing the one
: onohe (1.1) supervision and ensuring they
“documented the continuous supervision.

- Interviews UB/05/14 with LPN #4 ¢ 7:30 PM: LPN .;
#5 at 2:35 PM; RN Supervisor #1 at 315 B :
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F 520

LPN#7 at 3:20 PM; LPN #8 at 3:25 PM; LPN #68
at 3:30 PM: and, LPN #9 at 3:35 PM, revealed the
_hurses were educated on use of the Abuse :

| Allegation Checklist, and updating and ensuring
" the CNAs and they followed residents’ care plans.

1 5. Review of the facility's implementation
documentation binder for the AQC ravealed

" education sign-in shests and post-tests for the

-ADON, SDN, RN Unit Managers, RN Shift
Supervisors and Weekend Supervisors who

: attended the education provided by the

" Administrator and DON.

' Interview with the Administrater and the DON, on
06/06/14 at 1:30 PM, revealed they educated the

L ADON, 5DN, RN Unit Managers, RN Shift :
Supervisers and Weekend Supervisors on the

- use of the Abuse Investigation Checkiist, an or

¢ before 06/03/14. The Administrator and DON

. stated they wera monitoring for use of the

- Checklist with every abuse investigation. They
reparted the education had been added to the
facillty's general orientation for new hires.

Interview with RN Supervisor #1, on 08/05/14 at

: 3015 PM, revealed she had received the

i education provided, took a post-test and was
knowisdgeable about when and how to use the
Abuse Investigation Checklist.

8. Review of the facility's implementation
: documentation binder for the AQC revealed
- lmensed nursing staff received mandatory
education related to performing assessments,
 interventions and updating the Care Plan,
| implementation of the Care Plan, accurate and
. thorough shift repoiting, and identification, :
- documentation and investigation of incidents and ;
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LPN #7 5t 3:20 PM, LPN #8 at 3:25 PM: LPN #8

- nurses were educated on use of the Abuse
| Allegation Checklist, and updating and ensuring

¢ b Review of the facility's implementation
documentation bindar for the AQC revealed

- education sign-in sheets and post-fests for the
ADCHN, SON, RN Unit Managers, RN Shift

. Supervisors and VWeekend Supervisors who

: attended the education provided by the

" Administrator and DON,

: ADON, SDN, RN Unit Managers, RN Shift
Supervisors and Weekend Supervisors on the
- use of the Abuse Investigation Checklist, on or
¢ before 06/03/14  The Adminisirator and DON

. stated they were monitoring for use of the

. Checkiist with every abuse investigation. They
reported the education had been added to the

facitity's general oentation for new hires.

interview with RN Supervisor #1, on 08/05/14 zt
: 318 PM, revealed she had received the
: education provided, took a post-test and was
knowlgdgeable about when and how to use the
- Abuse Investigation Checklist,

8. Review of the facility's implementation
 documentation binder for the AQC revealed
-ficensed nursing staff recelved mandatory
. education related to performing assessments,
s interventions and updating the Care Plan,

. implementation of the Care Plan, acourate and
. thorough shift reponing, and identification,

at 3:30 PM: and, LPN #9 at 3:35 PM, reveaied the : :

“the CNAs and they foliowed residents’ care plans.

Interview with the Administrator and the DON, on
06/06114 at 1:30 PM, revealed they educated the

 documentation and investigation of incidents and |
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acridents. Review of the Sign-in sheets reflectad
 the nurses' attendance, and their completion of

the post-tests which cross-matched with tha
‘signatures. Conbinued review reveaied all .
_education was received on or prior te 06/03/14 by

the DON, ADCN and SON. 3

f F 520
|

CInterviews on US/06/14 with LPN #4 at 2-30 PM:
CLPN #5 at 2:35 PM LPN #7 a1 3720 PR LPN #8
) at 3:25 PM; LPN #8 at 3:30 M and LPN #0 at
- 3136 PM, revealed the nurses confirmed receliving
I . the education on performing assesaments,
“interventions and updating the Care Flan,
f implementation of the Care Plan, accurate and
thorough shift regorting, and identification,
" documentation and investigaiion of incidents and :
~accidents and had taken the post-test afterwards,

. revealed the education had been provided prior to

F08/03/14 as per the AQC for all licensed nursing
staff. The DON stated the education had heen
added ¢ the facility's general orientation for new

¢ hiras,

i
j :interview with the DON on 08/08/14 =t 445 PM,

7. Review ¢f the facility's implementation

- decumentation binder fer the AOC revealed all
facility staff had received education on abuse
which included identifying and reporting abuse,
resident to resident sexual aggression and

" Resident Rights. Confinuad review of the hinder
revealed a master list of employees, aducation

sign-in shests and post-fests which wers

Foross-referenced to confirm the aducation,

e e

- Interview with the SDN on 06/05/14 st 4:30 PM,
revaaled she had participatad n providing

" education for all facifity staff reisted to abuse and

 Resident Rights. She stated each Department
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, Head had a iist of all staff who stiif needed to
- receive the education prior fo returning fo work
_and ensured the education was provided before
- the employee was aliowed o work.

interview with the DON, on GE/08M4 at 4:45 PM,
reveaied the facility ensured all facllity staff

. received the mandatory education on abuse and

- Resident Rights, as per the AQG, by malntaining

; - @ master list of all staff and checking off names

as they received the sducation, She stated alit
of all staff on vacation ar other leave ncluded

i their return fo work date, and no staff wers
aliowed to be on duty prior o the education

: completed,

+al 2:00 PM, Distary Personnef #2 at 2:08 PM:

being

i
) : Interviews on 06/05/14 with: Distary Personnel #9

Maintenance Assistant #1 at 2:15 PM: Socizl

- Services (S5 Assistant #1 at 2:18 PM: Laundry

Personnel #1 at 2220 PM; Occupational Therapist
(OF) #1 a1 2:23 PM; LPN #4 at 2:30 PR LPN #5

cat 2:38 PM. CNAES at 2:45 PM: RN Supervisor
#1at 3:15 PM; LPN #7 at 3:20 PM: LEN #8 at

e e

. CNAHT at 340 PM; and, CNA 48 a1 3:45 P

revealed they all had attended the mandaiory

- inservices related to abuse and Resident Rights,

. Those interviewed were able to aexplain their

- responsibilities if abuse were observed, raported
or suspected, Al interviewsss were

L cross-checked to the education sign-in sheets

j : and post-lesis.
: 8. Review of the facility's implementation

f ongoing investigation of a resident to resident
- altercation, whicht was not sexual in nature,
Review of the investigation documentation

325 PM, LPN #6 at 3:30 PM; LPN %0 5t 3.35 PM;

|
|
i
|
|
|
I
|
|
!
i
|

i,

j
|

|
|

II : documentation binder for the AQC revegled an
F Event I} 268711
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i revealed ali requirad notifications were made
timely in accordance with facility policy and
; federat and state regulations.

H

!

i

t

i! : F 520
i : ;

inferview with the Administrater and the DON. on
0E/06/14 at 1:30 PM, revealed they would ensure
notificaticn of the State Survey Agenay. Adult ‘
. Protective Services, the Ombudsman and incal
law enforcement of all sexually aggressive
* behaviors as indicated in the AOC. However,
; they reported no incidents of sexually aggressive
s behaviars had ocoured since the alleged date of
compliance, 06/04/14.

9. Review of the facility’s implementation
. documeniation binder for the AQC revealed
- education records included sign-in sheets for all
“education provided. Continued review reveales]
stalf members were checked off from a mastar
list of all employees in order for the facifity to
ensure every staff member receivad the
- education prior to returning fo work. in addition,
copies of completed post-tests were available for
review and were cross-checked with the sign-in
s sheets. Areview of educationat offering agendas
revealed al! topics included in the AQC were :
provided. Further review revealed all education :
- was completed prior to or on 06/03/14 as allaged.

 Interview with the Administrator and the DON on

. D6/05/14 at 4:45 ©M revealed ali the education

- was mandstory with records being maintained,

 Interview with the SDN, on 06/05/14 at 4:30 PM.

ravealed she tracked empioyee attendance via

: the sign-in sheets and the master list. She stated
she tried to make the inservices interesting o

- maintain the learmers’ attention, and utilized ‘

 posttests to verify effectiveness of the education.
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! * 10 Interview with the Administrator and the DON .

{ on 06/06/14 at 1:30 PV, revaafed the
- Administrator was responsible for the overal

] administration of the facility. He stated his goal

i | was [0 ensure every resident was safe and staff

: ware knowledgeable regarding providing cara

I - according to the written Care Plan. He further
- stated he had been closely nvolved with the DON
throughout the development and implementation
L of the AOC, inciuding the manitoring of data

; coflected as part of the QA process. The

| Administrator stated he and the DON ensured the :
- education was provided. He indicated the facility
. would continue to evaluate, sssess and update
rasidents' Care Plans to ensure afl residents were
safe from harm. Both the Administrator and the
DON stated every action outlined in the AOC had |
been conducted as alleged.

; 11 Review of the facility's implementation
documentation binder for the AOC revealad

residents’ behaviors were documented by staff
every shift. Continued review revealed QA team
members reviewed the collectad data daily

: Monday through Friday.

]

! “interview with the DON revealed she reviewsd alf
- documented behaviors daily Monday through

! . Friday to ensure the Care Plans were revised 1o

include naw interventions as indicated by the

i exhibited behavior, She stated the data is

i . ctllected by her, the ADON, SDN, BN Unit .
‘Managers and RN Supervisors, with all behaviars -
| reviewed by her,

|
|
|
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