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i : : OEFICIENTY)
: ; : The preparation anc| :
F 000 | INITIAL COMMENTS . F 000 exeantion of tiris Plan of ;
; ! i Correclion does 1ol
; }("%’égg%‘ﬁ?d SUI; V*_%E'Y i”\éeS”ga“nQ' dod i 1 constitule an admission or '
was Initlated and concluded on o : '
he Prov i
| 11713013, KY400020018 was substantated with ! | Jgrecunent by fhe Provider
I deficigncies cited, ? + oftlre fruty of the facts. - .
F 2251 483, 13(c)(1)(ii)-(1), (cy(2) - {4) ' Foog! allegedor conclitsions set
§8=E! INVESTIGATE/REPORT J ; forth in tlre Statetnent of
t ALLEGATIONS/INDIVIDUALS ' Deficiency. This Plapof
; , ! , Correclion is prepared
. The facllity must not employ indlviduals who have ‘ ! o ecé s 'prepargd m,’d
. been fourrd guiity of abusing, negiecting, or i | xecuted salely because jt :
, nuistreating residents by a court of taw: or have f IS required by Federal and !
"had a finding enlered into the State nurse alde g i State laws, ;
fregistry coneerning abuse, neglect, mistreatment i i i
tof residents or misappropriation of their property; :
I

i and report any knowledge it has of actlons by a A .

1 court of law against an employee, which would | Resideit #1 and Resident 43

;. Indicate unfitness for service as a nurse aide or ' were interviewed by ADON

) othgr faqllity staff to the State nurse aide registry | ! and no psychosocial concerns

; or licensing authorities. ' were identificd relited to i

I The facility must ensure that aj alleged violations | Incidents. SRNA #3 and LPN ;

| Involving mistreatment, neglect, or abuse, #2 are no loiger employed at i

i Including injuries of unknown source and ; the facifity,

E ;m‘sapdp'r?p'rieitfoig of ;eslldﬁr:t ﬁropefrgy a;e rﬂe%orfeéﬁ ! All 14 yesiden)s thai were

. minedtately to the administrator of the facl and ; b )

1o ofher officlals in accordance with State law i teryiew Table based on a

t through established procedures (Including to the ! + BIMs scores between ]3?"‘* 15

: State survey and certification agency), : = were iiferviewed to identify if
! ' anty other iustances of abuse

i

; The facility must have evidence that alf alleged i had 1ot been reported, This
_ violations ars theroughly investigated, and must ! was completed by Utrit !
 prevent further potenital abuse while the i
P P ! : coordinators, ADON and DON

Vinvestigalion Is In progress. ;
! :
i The results of all Investigations must be reported
, o the administrator ar his designated :

}‘ representative and to other officials in accordance |
! i

o LI/15/¥3. Residents were

rentinded of their right to b :
free from abuse or negject
doring those interviews.
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F 225! Continued From page 1
. with State law {including to the State survey and
; certification agency) within working days of the
, Incident, and ¥f the alleged viofation Is verlfied
i @ppropriate corrective action must be taken,

; This REQUIREMENT Is not met as evidenced

. by

; Based on interview, record review and review of
; the faclity's policy, it was determined the facility
. falled to have an effective system to ansure

« alleged Inctdents of abuse werg investigated and
i reported Immediately to the g Ppropriate State

; Agencles for two (2) of three (3) sampled

y fesldents (Resldent #1 and #2). Tie faciltty fatied
; 10 report and investigate aflegations of verbal

. abuse for Resident #1 and Resident #2,

The findings Include:

" Review of the facliity's policy, titied "Abuse

; Prohibition", undated, revealed verbal abuse was
, Uefined as the use of oral, written or gestured

" language that willfully Included disparaging and
 derogatory terms to residents or within tglr

' specified withessed verbal abuse Incidents were
! reportable Incldents that were to
' Continued review of the pollcy revealeqd any
FIncident of abuse or Suspected abuse was o be

! reported immediately to the available charge staff
i persott. According to the policy, the charge

i personwas to immediately fotify the Director of

: Nursing (DON) and Administrator. Further teview
; fevealed any individual Suspected of causing

i Until an Investigation was comploted,

 hearing distance, regardless of their age, ability to |
* comprehend, or disabliity. Addtionally, the policy |
be Investigated. |

;

F 226 F225 continyeq

: 24 Irour reports and anry ;
' ; incident reporls that involved

injuries, bruises or possible
indications of abuse were !
reviewed for investigation of
abitse for residents that are not
interview abls. Thiis was
completed for the past 30 days ;
by QA turse and DON on ;
B2/1612003. A 2359 sample of
Eutployees was imerviewed by
ADON, DON and MDS nnrse
on H/14/2013 through
12016/13 lo identify if they had
i witressed any abirse of g

{ resident that was yot reported.

‘ The poticy and procedure on

! j abuse and neglect includes fhe
definitions and the
investigating and reporting

: process, Facility staff were re-
educated on the policy o
Abuse and Neglec by the 5
ADON, DON and QA nurse i
and inclided lhe defititions of i
the lypes of abuse, Fducalion
was done on 1 1/14/261 3,
/15720103 and 1171872013,

H
i
:' !
i
: j
i' 1

| ; ;

I
i abuse was (o be removed from direct patlent care | ;

FoRM CMS-2587(02-99) Pravious Versions Obsolels

Event 12 Wydst |

Facily 10; 100434 I esntinuation sheet Pags 2ol 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/25/2013
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPELIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY
AND PLAN OF CORRECTION IIENTIFICATION NUMB ER: A BULONG COMPLETEQ

C
NAME OF PROVICER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOF
331 SOUTH MAIN STREET
HERITAGE HALL HEALTH & REHABILITATION CENTER LAWRENCEBURG, KY 40342
(Rd}im SUMIARY STATEMENT OF DEFICIENCIES ? eI PROVIDER'S PLAN OF GORRECTION Pk
PREFD (EACH DEFICIENCY MUST BE PRECEOED BY FULL j PREFIX ° {FACH CORRECTIVE ACTION SHOULD BE - COMPLETION
: TAG ! CROSS-REFERENCED TG THE APPROPRIATE fo DATE

TAC REGULATORY OR LSC IGENTIFYING INFORMATION)

i OFFICIENCY)

F 225; Continued From page 2 l!

{Review of the facility's policy titled, "Standards of !
' Conduct”, dated February 2008, revealed
"exanrples of conduct and behavior consldered
i inappropriate and unacceptable included any acts |
. of disrespect, abuse, neglect and/or misconduct
 lowards resldents. Further review revealed

“ fallure to Immiediately report cases of actualor |
i suspected abuse/neglect, any known violations of ;
; the law or state regutations, occurrences of actual i
_ or suspected harassment or discrimination, or
"any incideirt of a reportable nature to supervision |
1 O other members of management was
; Inappropriate and Unacceptable behavior and ]
. conduct, |
3 H
i 1. Record revlew revealed the facility admitted ='
; Resident #1 on 09/13/13, with dlagnoses which |
" Included lisomnla, Depresslon, Anxiety, :
: Dementis, and Alzhelnter's with Behavioral

i Disturbances, Review of the Admission Mintmum |
Data Set (MDS), dated 09/20/13 revealed the !
' facility assessed Resident #1 1o have a Brief !
! Interview for Mental Status (BIMS) score of i
i fourteen (14), Indicating the resident was i
; cognltively intact and interviewable.

I

i Revlew of an Employee Verbal/Coaching form,
, daled 10/16/13 and acknowledged by the :
' employee, State Registered Nurslpg Assistant
H{SRNA) #3 on 10/17/13, revealed she had been

; given a verpal coaching for unacceptable or :
Inappropriate actlons which Included being "short” :
- with residents and complaining loudly where ,'
i resldents could hear, about the care provided fo :
{ fesidents, !

! Interview with SRNA #3 on 11/13/13 at 3:01 P,
i revealed she recalled an incldent where she X

F 2251 F225 continued ;
i

; Supervisors (Nurses,
’ Managers, and Bept. Heads)
were also re-educated on the
process by ADON on
. F14/2013, luvestigaling any
.i reports of suspecled abuse and
' reperting fo he Administrator
or Dicector of Nursing. The - i
education on the ahyse policy
and procedure and will be
: completed every six months
! for 1 year. ‘I'tie abuse policy
i and procedure for investigating
and reporting will also be ;
reviewed during general :
orientation with all ey i
employees. Tliis will be the i
: responsibllity of the slaff
! developinent coordinaior.
f Daily observations of staff and
: resident finteraclions will be :
i made by the DON, ADON, or
i smpervising nurse to ensure
i staff langiage is appropriate
i when caring for residents,
The DON, and ADON have
firitiated a QA plan to ensnre
continued compliance, The ‘
results of lie imterviews with

]
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F 225/ Continued Frony page 3 i

I'made an Inappropriate comment after Residen i

i #1 had requested assistance to go to the }

i bathroom. SRNA #3 stated she did not make the

f cominent to the resident, She Indicated she

1 made the coriment to herself while walking

1 toward the resident's room. |

i

; Infervilew with Resident #1 on 1111313 at 2:30

- PM, revealed a staff person had made "belittiing"
. and "derogatory” comments when hefsho

- requested assistance to Ihe bathroont. Resident
P Indicated he/she did not rementber the name |
Vof the staff person liefshe overheard. Resident |
" #1 indicated hefshe did rem ember the date and,
' stated "it made me fee jusl as small as | could
tfeel". Resident #1 stated he/she felt "It was

i unprofessional” of the staff person to have

i behaved I this manner. i
i
i Interview with the Director of Nursing (DONJ on i
; 1113113 at 2:39 PM, revealed at tlie time of the |
- Incident involving SRNA #3 she did not

“ lnvestlgate the incldent as a suspected verbai
fabuse bacause she did not fing the comment to

I be abusive to the resident. Further Interview

' revealed she found the comment to be wrong and
i Inappropriate. She stated she was new tc her

i position as DON, and In hind sight, according to !
. the facllity's definition of verbal abuse, the
; Inciden| was possibly verbally abuse to a resident ;
. and should have baen investigated as such.

'2. Record review revealed the faciity admitted
! Resldent #2 on 01712112 and readmitted the

« resident on 09/19/13, with diagnoses which

i Included Anxlety, Metastatic Lung Cancer ang
i Chronic Obstructive Pulmonary Disease

;’ Exacerbation. Review of the Slgnificant Change i
; MDS, dated 06/17/13, reveated the facility !

; i
F 225 : F225 continued ’
resideitts, and staff ang the i

i results of the incident ang 24

j lionr report review will be
reported fo QA by the Director
of Nursitg al tire Fanvary QA i
meeting. Interviews of at least i
3 interview able residents wil
be conpleted by the DON o
ADON each nronth for tie
1eXt & mottths ket epsure 110 ;
further itcidenls ofsfaffusr'rlg ;
;. inappropriate language, using !
i abusive tangnage or belittling
f the residents have occtrred

and the results will also be
reporied to QA each ghiazter,

|
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F 225; Continired From page 4 i' F 225!

i assessed Resident #2 to have a Brlef interview | .

¢ for Mental Status score of fifteen (15), which : ; ;

i Indicated the resident was cognitively intactand ; !

 interviewable, r ;
Interview with Licensed Practical Nurse (LBN) #1 ! x
“on 11/13/13 at 5:53 AM, revealed she did 1ot i i
' remem ber the specific date; however, recafled i ’ i
' Resldent #2 was having difficulty breathing. LPN | :
"#1 indicated she left Resident #2's room to i
I obtaln medications and overheard LPN #2 In i , :
i Resldent #2's room. She stateq she did not know ; i
P what LPN #2 said to Resident #2, however, ; :
i Resident #2 requested LPN #2 not come back | :
i into histher roont. LPN #1 stated sho did rot ! :
i report the incldent because she dic not witness i
| what was sald. Continue interview with LPN #1 i ‘
; ON 1113113 at 7:14 AM, revealed a SRNA had ;
; Feported to her that LPN g2 yelled at and was i ;
. hateful to Resident #2. She stated she i : ;
| Questioned LPN #2 and LPN #2 told her she did :
' not yel and was not hateful to Resident #2. LpN ; ; ;
t #1 stated she did not feport the incident nor did ) i
i she complate an fjicldent report form, per the ; .
¢ facllity policy, because L PN #2 denled yelling and ; ; i
i being hateful to the resldent, : i

Vnterview with SRNA #1 on 11113113 at 6:04 AM, ,
! revealed she dtd not remember the speclfic date: { !
! however, recalied Resldent #2 was having :
| diffloulty breathing and LPN #1 left the residents »
i room. SRNA#1 stated LPN #2 was veryloud | i !
s and hatefut to Resident #2 after L PN #1 lefithe | !
r room. Further Interview revealed SRNA #1 digd i :

; report this incldent to L PN #1. i :
i i
 Interview with SRNA #2on 11713113 at g:20 AM, ; :
| revealed she had witnessed abyse at this factlity | !
| before, SRNA #2 stated she recafiod an incident | g !
Evenl KxWYGS 1 Facifity IE3 10043 ‘ it conflouzlon shaey Page §of 11 H
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F 225? Continued From page & i
on an unknown date, where Resldent g2 was
Uhaving difficulty breathing and LPN #2 was "rude, |,
[ very rude” to Resident #2. SRNA #2 stated she

i reported this to LPN #1.

_i Interview with Resident #2on 11/13/13 at 5:35 i
I AN, revealed sonte staff are nicer than other

i staff. Resldent #2 stated some of the staff are
" “mouthy and rude" at times.

|
" Interview with LPN #2,0n 11113113 at 7:01 AM, :
 revealed she did not remember this incident, She
Indicated she detied ralsing her voice or being
; hateful and/or rude to any residents, Including
{ Resident #2,

! 1
i Interview with the DON on 117113113 at 10:07 AM, i

;revealed the Incident Invalving LPN #2 was not
' feported norwas an incident report completad,
! per the facillty's policy. She stated her :
j €Xpectations would be for this Incldent to have

. been reported, an incident feport completed and
Lan investigation inftiated as per the factlity's policy
| fo ensure resident safety. The DON stated the |
; facliity's policy and procedure was an alleged i
abuse Incident was to be reported to the nurse on i
! duty who would begin an Investigation. She )
i stated the murse would noffy administration of the |
 allegation Immediately to ensure resident safely. |
F226: 483.13(c) DEVELOPAMPLMENT ;
§8=E ! ABUSE/NEGLECT, ETC POLICIES

i

* The facliity must develop and implement writter:

! policles and procedures that prohibit

i mistreatinent, neglect, and abuse of reslidents |

i and misappropriation of residant property. '
1]

i
H i

F 225

i
F226) F26
,i

’.
[

The facility has developed 12-28 13
and implemerrted wriltey
policies and procednres

Hral prohiibit 5
mistreatient, neglect, and [
abuse of resjdents
and misappropriation of

residenl property.
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5 !
F 226i‘ Continued Front page 8 i

;This REQUIREMENT s not met as evidenced
; by: i
! Based on intervlew, record review and revlew of '
Fthe facllity's policy, It was determined the faciity
I falled to ensure policy and procedures were

¢ Impleniented related Io abuse for two (2) of three }
i (3) sampled residents (Resident #1 and #2). The .
l; facility failed 1o identify verbal abuse and i
: implement facillty policy for reports of alleged .
"verbal abuse. Resident #1 overheard a State X
' Reglsterad Nursing Assistant {SRNA) make ;
| derogatory comments when the resident 5
| requested assistance to the bathroom. '
i Additionally, staff reported hearing Licensad
| Practical Nurse (LPN) #2 vell at and treqt i
1 Resldent #2 rudely.

| The findings Include: i
/
- Review of the facility's policy titled, "Abuse

.i Prohibllion” undated, revealed verbal abuse was
! defined as the use of oral, written or gestured
language that witifully included disparaging and

I derogatory terms to residents or within thelr :
j hearing distance, regardless of their age, abllity to ;
| Cempreherd, or disabllity. Additionally, the poficy
Indlcated withessed verbal abuse Incldents were

: feportable Incidents that were to be Investigated,
! Review of the poilcy revealed any incldent of :
| 8buse or suspected abuse was to be reported !
i iImmediately to the available charge staff person. ]
i The policy revealad the charge person was to :
. immedlately nolify the Director of Nursing {DON) i
l'and Administratar, Further review revealed any |
Hndividual suspected of causing abuse was to be

| removed from direct patieni care untit an

| Investigation was completed, !

E 223: F226 cont Residen) #) and Resident #3
' were inlerviewed by ADON .
and no psychosocial colcerns
: were identified related o
i incidents, SRNA #3 and LPN
: #2 are no longer employed at
Ihe facitity. :

All 14 otlier residents tha) were
f interview able based on g
BIMs scores hej ween 3and |3

: were inleryiewed by Unit
coordinators, ADON and DON
to identify if any otlier

instances of abuse had not

been reported and to ensure the
procedure for thvestigation had

been followed per facility

j policy. The 24 hour reports
" and any incident reports that

invalved injuries, bruises or
' possible indicalioys of abuse
were reviewed by QA nirse
and DON on 12/16/2013 for

investipation of abuse for
residetits that are not inlerview

able. This was completed for

! . the past 30 days. A randon
25% sample of enployees wag
inferviewed by DON, ADON
atd MDS nnrse oy 1 1/] 572613
through 12/16/2013 1o identify

it lhey had witnessed auy
abuse toward a resident that

!
; was not reported, --~———J

i
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,l Review of the facllity's polley titled, “Standards of
; Conduct” dated February 2008, revealed .'
- examplas of conduct and behavior that were
- considered inappropriate and unacceptable
| included any acts of disrespect, abuse, neglect \
, andfor misconduct towards residents, Review of :
- the policy revealed failure to immediately report
‘cases of actual or suspected abuse/neglect, of '
“actual or suspected harassment or discrimination ;
"or any inciden! of reportable nature to :
" supervision or other members of management
; was inappropriate and unacceptable behavior.

1. Record revieyw revealed, Resldent #1 was
! admitted by the facility on 09/13/13 with
‘diagnoses which included Anxiety and
tAlzhetmer's. Review of the facllity's Admisslon ;
I Minimum Data Sat (MDS), dated 09/20/13, f
! revealad the facility assessed Residen| #1 to ;
i have a Brlef Interview for Mental Status score of f
f fourteett (14) which indicated the resident was not ;

 cognitively impaired and was Interviewable, :
i

! Interview with Resident #1 o 111313 at 2:30
- PM, revealed staff hag made "derogatory”
comments which niade him/her feel belittlad

? when hefshe regirested assistance to the
i bathroom, Resident #1 stated he/she could not
"remember the name of the staff who made the ;
{ comments; however, stated when the incident |
Foccurred "It made me fosl just as small as | coulg )
i feel". Resident #1 Indicated it was

: unprofessional” of the staff person to maka the
| comments. .

f

 Interview with SRNA #3 on 111313 at 3:01 P, !
. revealed she remembered making an ,
- Inappropriate commaent one time after Resident

| - #1 had requssted assistance to 4o to the

F 22&? F226 continued :

Tite policy and procedure an
abnse and neglect was
reviewed by the DON and docs
inciude the definilions of abuse

and the investigating and
reporting process. All staff i
¢ were re-educated on the policy ;
i aid procedure juchding the i
! requirement for reporting any
f suspected or witnessed abuse
on /1412013, 1 1/15/2013 and i
FI/18/2013 by ADON, DON '
and QA nurse. Supervisors
(Nurses, Managers, aud Dept. j
! Heads) were re-cduvated by ;
‘' ADON on 11/14/2013 on the
§ process for investigating any

i reports of suspected abuse and
1 reporting to tre Adininistrator
t o Director of Nursing.

i
!
i
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fbathroom. She stated she was making the ,
' comiment to frerself while walking to the resident's, ! . - !
L room, not to the resident. | The Administrator, DON or
i : ADON will review all

i

;' Interview with the Director of Nursing (DON} on ; . grievances and reports of
1171313 at 2:39 PM, reveated at the tinte of the ; i suspected or wilnessed abuse
 Incident, Involving Resident #1, she had not , ' by staff, and residenls, They
 Investigated as she did not find SRNA #3' ¢y Sl and residenls. They
, Comment abusive to the resident. She Indicated | |
, she found SRNA #3's comment to be wrong and . lhose reviews to tire QA I
. Inappropriate. The DON staled she was new to j - committee quarterty for | year. ;
3 N ryeg g el . i
. her positlon: hewever, per the facility's definition
: of verbal abuse, should have investigated the f !

I
; incident as per facility policy.

!
f F226: F228 continyed ]

will report |leir finrdings of

; 2. Record review revealed Resident #2 was

; admitted by the facility on 01/12/12 and

| readmitted on 09/19/13, with dlagnoses which

; iIncluded Anxiety, Metastatic Lung Cancer and _
! Chronic Obstructive Pulm orary Disease ; 2
|! Exacerbation. Review of the facllily's Significant : i
: Change Minintum Data Sat (MDS) dated . ; :
, 08/17/13, revealed the facility assessed Resident | :

#2 to have a Brief Interview for Mental Status K

! (BIMS) score of fifteen (18) which indicated the ; '

; residet was cognitively intact ang interviewable. | ! :
interview with Resident #2 on 11/13/13 at 5:35 | : :
! AM, revealed some staff were “mouthy and rude”. ! i'

! Interview with SRNA #1 on 11/1 313 at 6:04 AM, | F
revealed an Incident ocourred which involved ; '
{ Resident #2. She stated she could fot recalf the ; ' i
' spacific date; however, ore day when Resident |
| #2 was having difficulty breathing, she saw LpPN ,
{ #1 leave the resident's room. She stated LPN #2, ° . [

L after LPN #1 laft the room, was very oud and ; ; {
I hateful to Resident #2. SRNA #1 stated she did .
 report this incldent to LPN #1 as per facility policy. | i
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! : i
; Interview with SRNA #2 on 11/13/13 atG:20 AM,
. fevealsd she had witnessed abuse at this facifity. ; ;
; Stte indicated an abusive Incident occurreq; ; i
 however, she was unable to recall the date, ; i :
| SRNA #2 stated LPN #2 had been "rude, very | :
Tude” to Resident #2 one day when the resident | :
| was having difficulty breathing. SRNA #2 stated | ) ;
i she reporiad this Information to LPN #1 asper i f’ i

# facility poticy. ! .
: !

! Interview with LPN #1 on 11/13/13 at 5.5 AM, ; :
*revealed she could fot recall the specific date; ; !
" however, it was on g day when Resident #2 was g

"having difficulty breathing and she had the _
resident's room to obtain medications. She 1
| stated she overheard L PN #2 i, Resldent #2's -
, rooms; but, didn't know what LPN #2 had said to
, the resident. LPN #1 indicated Resldent #2 ‘
j requested LPN #2 not come back into histher ] . .
i foom. LPN #1 stated she did not report this ; ; ,
 Incident because she did not witness it. In an . :
t 2dditional interview with L P #10n11/13/13 at : i i
. 7:14 AM, she stated a SRNA had reported to har ; '
i that LPN #2 yelled at and was hateful to Resident C
: #2. She stated she questioned LPN #2 about this - !
i Incident and, LeN 2 reported she did not yell at ; !
+ Resident #2 and had not been hateful to this i ; i
1fesident. LPN #1 stateq she did notreport the ; :
t incident nor did she complete an incident report !
« form, as per the facility policy, becayse LN #2 ;
+ denfed the alleged Incident, ;
i ! [
I Interview with LPN #2 on 11713413 at 7.0 AN, i
F révealed she did not rememper this incident i i
! occurring. She indicated she denied raising her :
t volce or baing hatefu) and/or rude to any :

!'resldents including Resident #2, |
b

. i ;
; ;
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i She Indicated her expectations were for this

; feport completed. The DON stated an

"'stated the facility's policy and procedure was
+when an allagation of abuse was received jt
t should be reported to the hurse on duty who

twould begin an investigation and, notify

; 8nsure resident safety.

H
!

; allegation to have been feported and an incidant

. Investigation should have been inittated, per the
facility's policy, to ensure rasident safety, She

i adminlstratlon of the allegation immediately to

' Interview with the DON on 11/13/13 at 10:07 AM, |
‘revealed the incident was not reported nor was an,
i Incident report compieted as per faciiity policy.
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