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AMENDED--

An abbreviated/partial extended survey
(KY19841) was initiated on 02/28/13 and
concluded on 03/06/13. Immediate Jeopardy was
identified on 03/01/13, and was determined to
exist on 02/17/13. The facility was notified of the
Immediate Jeopardy on 03/01/13. On 02/17/13,
at approximately 7:35 AM, staff observed
Resident #1 sitting in a wheelchair located in the
dining room next to the nurses’ station, crying in
pain, and requesting to go to bed. Licensed
Practical Nurse (LPN) #1 refused to allow staff to
take Resident #1 to bed and stated the resident
would remain seated in the wheelchair until the
resident quit "crying,” "hollering," and/or "whining."
i LPN #1 placed a radio near Resident #1's head
and turned up the volume. According fo
interviews, staff attempted to report the alleged
abuse to the Social Worker/Abuse Coocrdinator, in
accordance with facility policy; however, staff was
unable to contact the Social Worker and left a
voice mail message on the Social Worker's
telephone. Staff reported the allegation of abuse
to the Staff Development Coordinator/Nurse
Manager on 02/17/13, at approximately 11:40
AM, approximately four hours after staff observed
the abuse. Interviews revealed LPN #1 continued
to be in charge of resident care and remained on
the floor with residents during the time the Staff
Development Coordinator/Nurse Manager
initiated the investigation, talked with the other
staff, and attempted to get direction from the
Social Worker/Abuse Coardinator, Director of
Nursing (DON}), and Nurse Consultant on what
action to take. LPN #1 remained in direct
resident care until 12:30 PM, approximately five

F 000 Lee County Care and

Rehabilitation Center does not
believe and does not admit that
any deficiencies existed, before,
during or after the survey. The
Facility reserves the right to
contest the survey findings
through informal dispute
resolution, formal appeal
proceedings or any administrative
or legal proceedings. This plan of
correction is not meant to
establish any standard of care,
contract obligation or position and
the Facility reserves all rights to
raise all possible contentions and
defenses in any type of civil or
criminal  claim, action or
proceeding. Nothing contained in
. this plan of correction should be
considered as a waiver of any
potentially applicable  Peer
Review, Quality Assurance or
self-critical examination privilege
which the Facility does not waive
and reserves the right to assert in
any administrative, civil or
criminal  claim, action or
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Any deficiency statement ending with an asterisk (*) denotes a ﬁciemy which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made avaliable to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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hours after staff observed the abuse. According
to the facility investigation, dated 02/22/13, after
the investigation was completed the facility
unsubstantiated the allegation that the abuse
occurred. However, interview and record review
revealed LPN #1 did not return to the facility and
was terminated from the facility on 02/25/13
related to falsification of documentation.

Immediate Jeopardy was identified at 42 CFR
483.13 Resident Behavior and Facility Practices
{F223, F225, and F226) and 42 CFR 483.75
Administration (F490) at a scope and severity of
"J", with Substandard Quality of Care at 42 CFR
483.13 Resident Behavior and Facility Practices
(F223, F225, and F226).

The facility provided an acceptiable credible
Allegation of Compliance (AOC) on 03/05/13 with
the facility alleging removal of the Immediate
Jeopardy on 03/06/13. The State Survey Agency
{SSA) verified removal of the Immediate
Jeopardy on 03/06/13, as alleged in the
acceptable AOC, with remaining noncompliance
at 42 CFR 483.13 Resident Behavior and Facility
Practices (F225), at a scope and severity of "D"
while the facility develops and implements a Plan
of Correction and monitors the effectiveness of
systemic changes and quality assurance
activities.

After supervisory review, the abbreviated survey
was reopened on 03/28/13 for further
investigation. During this investigation,
Immediate Jeopardy was determined to exist on
03/24/13 related to the facility's failure to
investigate, protect residents from further abuse,
and report allegations of abuse to appropriate
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F 000 | Continued From page 1 F 000 proceeding. The facility offers its

response, credible allegations of
compliance and plan of correction
as part of its ongoing efforts to
provide quality of care to

residents. Housekeeping
Supervisor and cleaned
accordingly on 03/15/13 thru
03/22/13.

FORM CMB3-2567(02-99) Previous Versions Obsolete Event ID:6NLR11

Facility ID: 100284 If continuation sheet Page 2 of 110




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

PRINTED: 05/09/2013

FORM AFPPROVED

OMB NO. 0938-0391

State Agencies involving Resident #4. The facility
was notified of the Immediate Jeopardy on
03/29/13. After supervisory review, the SSA
made a decision to conduct a standard survey in
conjunction with the current abbreviated survey.
On 04/01/13, the SSA initiated the facility's annual
recertification survey and conducted an extended
survey. During the survey, an additional
atlegation of abuse, involving Resident #29, was
identified with no evidence the facility had
conducted a thorough investigation, protected the
resident during the investigation, and reported the
abuse allegation to the appropriate State
Agencies. Based on the above findings, the
Immediate Jeopardy was determined to be
ongoing and the facility was informed on
04/05/13. The facility provided a second
acceptable credible Allegation of Compliance
(AQC) for the Immediate Jeopardy on 04/05/13
alleging removal of Immediate Jeopardy on
04/05/13.

After further supervisory review and consultation
with the Centers for Medicare and Medicaid
Services (CMS), the SSA continued the survey on
04/08/13. Three additional allegations of abuse
were identified involving Residents #19, #30, and
#31 related to the facility's failure to investigate,
report, and protect residents when an allegation
of abuse was reported. Immediate Jeopardy was
determined to be ongoing, effective 02/17/13.
The facility was informed on 04/09/13 of ongoing
Immediate Jeopardy at 42 CFR 483.13 Resident
Behavior and Facility Practices (F223, F225, and
F226) and 42 CFR 483.75 Administration (F490)
and Quality Assessment and Assurance (F520)
with the highest scope and severity at "K" level,
with Substandard Quality of Care at 42 CFR
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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident’s legal representative
or interested family member when there is a
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483.13 Resident Behavior and Facility Practices
{F223, F225, and F226).
Additional deficiencies were cited as a result of
the recertification survey in the areas of 42 CFR
483,10 Resident Rights (F157 - $/8 "D"), 42 CFR
483.20 Resident Assessment (F281 - 5/5 "E" and
F282 - 5/S "D, 42 CFR 483.25 Quality of Care
{F332 - 5/S "E" and F333 - S/S "D"), 42 CFR
483.35 Dietary Services (F371 - S/S "D"), 42 CFR
483.60 Pharmacy Services (F425 and F431 - S/S
"E™, 42 CFR 483.70 Physical Environment (F469
- 8/5 "D"), and 42 CFR 483.75 Administration F157
(F514 - S/S "E" and F518 - S/S "D"). 5//{ //j
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 .
ss=p | (INJURY/DECLINE/ROOM, ETC) 1. Resident #18 was reassessed on

April 13, 2013 to verify the UA
results. The FNP was notified on
March 25, 2013.

2. An audit was completed by the
Unit Manager, Director of
Nursing, and  Administrative
Nurses on May 15, 2013 of the 24
hour reports for the Month of
April to determine if any other
documented change of conditions
were not addressed timely with
proper physician notification.

3. The 24 hour report, new
physician’s orders and change of
condition forms will be reviewed
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F 157 | Continued From page 4

change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and pericdically update
the address and phone number of the resident's
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy/procedures it was determined
the facility failed to notify the attending physician
of a change in condition for one of twenty-nine
sampled residents (Resident #18). Resident #18
had an abnormal Urinalysis (UA) on 03/22/13.
The facility faxed a copy of the UA results to the
physician on 03/22/13 at 4.00 PM; however, there
was no evidence the facility followed up with the
physician regarding the abnormal UA results. On
03/25/13 (a timeframe of three days after the
facility faxed the results of the UA to the
physician) a Nurse Practitioner reviewed the
resulis of the UA while at the facility and
prescribed an antibiotic for Resident #18 based
on the UA results.

The findings include:

A review of the facility's "Change in Condition
Action/Notification" policy/procedure (dated
December 2010) revealed the following: "3. If the
change in condition does not appear to be life
threatening, utilize a change in condition

F 157 by the Interdisciplinary team (to
include the Director of Nursing,
the Unit Manager, the Social
Services Director, Abuse
Coordinator, the Dietary
Manager, the Quality of Life
Director) at daily clinical meeting
for proper notification of MD five
days a week ( Monday through
Friday) . An in-service for
Licensed Nurses will be
conducted by May 14, 2013 by an
SDC, Regional Nurse,
ADON/UM or DON for licensed
staff addressing notification of
physician for any change of
condition which should also be
placed on the 24 hour report.

4. The DON/ADON/Unit
Manager/MDS
Nurses/SDC/Social
Services/Dietary  Manager or
Quality of Life Director conduct
an audit of five residents,
identified on the 24 hour report
with a change of condition,
weekly for four consecutive
weeks  for  notification to
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evaluation tool. 4. Review all findings with the
Physician and non-physician practitioner. Fax
change in condition form, if applicable. Contact
the Physician's office to assure someone is
available to receive the fax. If a message is left
with the Physician's office personnel and a timely -
response is not given, follow-up with another
message as needed. 5. Document in the medical
record all Physician contacts and notifications.”

Review of the medical record revealed the facility
admitted Resident #18 on 06/14/11 with
diagnoses including Diabetes Mellitus,
Cardiovascular Accident, Hypertension, Chronic
Kidney Disease, Seizure Disorder, Dysphagia,
Chronic Obstructive Pulmonary Disease, and
Gastroesophageal Reflux. A review of a
physician's telephone order dated 03/21/13
revealed the physician ordered a Urinalysis (UA)
for Resident #18 due to dark malodorous urine.
The facility received the results of the UA, which
were abnormal, on 03/22/13, and faxed the
results to the physician at 4:00 PM on 03/22/13.
However, there was no evidence in the medical
record that the facility followed up on the fax to
ensure someone was available to receive the fax
of the UA results, followed up with ancther
message as needed, or documented in the
medical record all physician contacts and
notifications regarding the resident's change in
condition.

An interview was conducted with Registered
Nurse #5 at 5:15 PM on 04/02/13. The RN stated
she faxed the UA to the physician on 03/22/13.
The RN further stated she did not follow up on the
fax and she was off duty the next day. The RN
stated staff should have followed up with the
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F 157 | Continued From page 5 F1s7| physician. Findings of the above

stated audits will be discussed in
the quality assurance cominittee
meeting monthly for three months
for recommendations and further
follow-up as indicated. Members
of the quality  assurance
committee include but are not
limited to the Medical Director,
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social
Services Director, Dietary
Manager, and Quality of Life
Director.
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physictan the following day regarding the
abnormal UA.
An interview was conducted with the Assistant
Director of Nursing (ADON}) at 9:20 AM bn
04/03/13. According to the ADON, a Nurse
Practitioner assessed Resident #18 at the facility
during a routine visit on 03/25/13 and determined
Resident #18 needed antibiotic therapy due to the
abnormal results of the UA. Interview and record
review revealed the Nurse Practitioner ordered 50
milligrams (mg) of Nitrofuran (antibiotic) to be
administered four times a day, for seven days, for
Resident #18 for treatment of a urinary tract
infection.
F 223 | 483.13(b), 483.13(c)(1)()) FREE FROM F 223
$5=) | ABUSEANVOLUNTARY SECLUSION
| . F 223 T //6 /, 9
The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal 1. The allegation of abuse
unishment, and involuntary seclusion. . .
P i regarding resident #1  was
The facility must not use verbal, mental, sexual, reported to the Office of Inspector
or physical abuse, corporal punishment, or General on 2/17/13 by the Social
involuntary seclusion. . . . .
Services Director. A pain
assessment was completed for !
Resident #! by the Staff
This REQUIREMENT s not met as evidenced Development Coordinator. On
by: S ] ) 2/17/13 at 2pm Social Services
Based on interview, record review, and review of . . .
the facility's investigation and policies it was Director spoke with Resident #1
determined the facility failed to have an effective about the possible abuse incident.
system in place o ensure one of twenty-nine .
sampled residents (Resident #1) was free from Resident #1 made no rfesponse
abuse. On 02/17/13 at approximately 7:35 AM, when asked about the incident
staff observed Resident #1 sitting in a wheelchair after breakfast. When asked if
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located in the dining room next to the nurses'
station, crying in pain, and requesting to go to
bed. Licensed Practical Nurse (LPN) #1 refused
to allow staff to take Resident #1 to bed and
stated the resident would remain seated in the
wheelchair until the resident quit "crying,”
"hollering," and/or "whining." LPN #1 placed a
radio near Resident #1's head and turned up the
volume. According to interviews, staff attempted
to report the alleged abuse to the Social
Worker/Abuse Coordinator, in accordance with
facility policy; however, staff was unable to
contact the Social Worker and left a voice mail
message on the Social Worker's telephone. Staff
reported the allegation of abuse to the Staff
Development Coordinator/Nurse Manager on
02/17/13, at approximately 11:40 AM,
approximately four hours after staff observed the
abuse. Interviews revealed LPN #1 continued to
be in charge of resident care and remained on
the floor with residents during the time the Staff
Development Coordinator/Nurse Manager
initiated the investigation, talked with the other
staff, and attempted to get direction from the
Social Worker/Abuse Coordinator, Director of
Nursing, and Nurse Consultant on what action to
take. LPN #1 remained in direct resident care
until 12:30 PM, approximately five hours after
staff observed the abuse. A review of the facility's
policy revealed the Administrator and/or Director
of Nursing (DCN) and/or Social Worker was
required to make immediate decisions related to
the removal of the alleged abuser from direct
care/contact. As a result of the facility's
investigation, the facility determined the allegation
of abuse was unsubstantiated on 02/22/13.
However, interview and record review revealed
LPN #1 did not return to the facility and was

Resident #1 to lie down, Resident
#1 stated, “Yeah, I'm sick.”
Social Service Director attempted
to verify if Resident #1 meant that
she was not allowed to lic down.
Resident #1 gave no further
responses to Social Services
Director upon further questioning.
Resident #1 was reassessed on 2-
17-13 at 8pm by a Registered
Nurse. At that time, Resident #1
was testing well without s/s of
distress. No verbal or non-verbal
indicators of pain expressed.
LPN #1 was suspended pending
investigation, and was ultimately
terminated from employment.

2. All Cognitive residents in the
facility on the Seasons wing were
interviewed by the Social
Services Director on 2-17-2013 to
question if they feel safe in the
facility, if any staff have ever
talked negatively toward them or
if they are fearful of any staft
All  Interviewed
cognitively intact residents on B

member.

{X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREEIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY?)
F 223 | Continued From page 7 F 223 any staff would not allow

FORM CMS-2567(02-99) Previous Versions Obsolele

Event |D:BNLR11

Facility 1D: 100284

If continuation sheet Page 8 of 110




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/08/2013
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185337

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

o
B NG 04/09/2013

NAME OF PROVIDER OR SUPPLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
246 EAST MAIN STREET

BEATTYVILLE, KY 41311

terminated from the facility on 02/25/13 related to
falsification of documentation.

The facility's failure to have an effective system in
place to ensure residents were free from abuse
caused, or was likely to cause, serious injury,
harm, impairment, or death to residents in the
facility including Resident#1. Immediate
Jeopardy was identified on 03/01/13 and was
determined to exist on 02/17/13, and is ongoing.
The facility was notified of the Immediate
Jeopardy on 03/01/13. Substandard Quality of
Care was identified at 42 CFR 483.13 Resident
Behavior and Facility Practices.

The findings include:

A review of the facilily's abuse policy, dated
01/2012, revealed the facility "upholds resident
rights and strictly prohibits verbal, sexual,
physical, and mental abuse of residents...." The
policy stated that "any report or suspicion of an
incident" of abuse was required fo be "reported
immediately to the charge nurse and/or Abuse
Coordinator, as appropriate.” The resident was to
"receive measures to ensure his or her
immediate safety and well-being following the
incident and during the investigation process."
The Administrator and/or Director of Nursing
and/or Social Worker would make "any
immediate decisions related to the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse”.

A review of Resident #1's medical record
revealed the resident was assessed by the facility
to be moderately cognitively impaired, therefore,
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F 223 | Continued From page 8 F 223 wing acknowledged they felt safe

in the facility, had no fear of any
staff member but one resident
replied that she had heard PN
talk negative about other residents
but not directly to the residents.
All residents in the facility (both
cognitively intact and those
cognitively  impaired)  were
interviewed by the Social
Services Director on 3-1-2013
and 3-2-2013, to ask if they feel
safe in the facility, if any staff
have ever talked negatively
toward them or if they are fearful
of any staff member, All
interviewed residents, who were
able to respond and were
cogmtively intact, acknowledged
they felt safe in the facility, were
treated well by staff, had no fear
of other residents or staff
member. All cognitively impaired
residents had a head to toe
assessment performed on 3-2-
2013 performed by licensed
nurses and ADONs with no
identified areas of concern. All
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non-interviewable. Further review revealed the
facility had assessed the resideni to have a
history of pain. A review of a facility pain
assessment performed on Resident #1, dated
02/04/13, revealed the resident had "episodes of
repetitive verbalizations unsure if episodes are
pain or not as [hefshe] has some actions were
pain meds given." Areview of Resident #1's
physician's orders for 02/2013 revealed the
resident was to receive Lortab 10 milligrams (mg)
four times a day by mouth, and Morphine Sulfate
(an opiate pain medication) 20 mg sublingually
every hour as needed for pain. A review of the
facility nurse's notes dated 02/14/13, revealed
facility staff had contacied the resident’s
physician related to the resident's increase in pain
and requested new pain medication. A review of
Resident #1's Plan of Care dated 02/14/13
revealed the physician adjusted Resident #1's
pain medications due to the resident's continued
repetitive verbalizations and moaning even after
the pain medication had been given.

Areview of the facility's investigation, dated
02/22/13, revealed on the morning of 02/17/13,
after the morning meal, staff observed Resident
#1 at the nurses' station crying and requesting to
go to bed. The investigation revealed staff was
interviewed and reported LPN #1 (the charge
nurse) would not allow staff to put the resident to
bed as the resident was "crying” and "yelling."
One staff member reported LPN #1 made a
cemment that indicated she was going fo "teach
the resident a lesson." Further review revealed
LPN #1 was "immediately” suspended pending
the outcome of the investigation. In addition,
according to the report, LPN #1 stated in
interview she wanted Resident #1 to stay at the
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or below were assessed by
licensed nurse for any signs of
psychological harm on 3-2-2012,
none were identified. Results of
assessments were reviewed by the
Administrator, Social Services
and Registered Nurse Consultant
on 3-2-2013.

3. All staff including Department
Directors and Regional Staff
received  education regarding
abuse, completed by an
independent contractor (BSW,
MS, credentialed) by 4/6/13, with
completion of a post test. The
Independent Contractor provided
one on one education with the
Administrator, Director of
Nursing, and the Interim Social
Services  Director  regarding

protection, reporting, and
investigation of allegations of
abuse by 4/12/13.

Mandatory In-service education
on the abuse policy was provided
to facility (excluding Dietary)
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nurses' station in order for the nurse to monitor
the resident's behavior. Documentation in the
report revealed other residents on the unit were
interviewed and one resident stated he/she had
overheard LPN #1 say negative things about
another resident. The investigation further stated
abuse could not be substantiated.

LPN #1 was no longer employed by the facility at
the time of the investigation. Attempts to contact
LPN #1 for interview were unsuccessful. A
review of LPN #1's employee file revealed the
LPN was terminated from the facility on 02/25/13
for falsification of documentation.

Review cf the facility’s witness statement signed
by State Registered Nurse Aide (SRNA) #2, and

the Social Services Director,
Assistant Director of Nursing.
Dietary Director provided abuse
policy in-service on 3-2-2013 for
the dietary staff. The abuse policy
was reviewed highlighting the
immediacy of reporting
allegations of abuse to the charge
nurse, who will report to the
abuse coordinator, Administrator,
Director of Nursing or Social
Services Director and the charge

dated 02/17/13, revealed on 02/17/13 after nurse.

breakfast LPN #1 told staff to leave Resident #1

at the nurses' station. The statement further The Independent Contractor
revealed LPN #1 stated, "I'm going to teach initiated continued abuse

[him/her] a lesson for hollering in the dining room.
I'm leaving [him/her] up for a while." SRNA #2
reported music was playing at the nurses' station
at the time. At approximately 10:00 AM, LPN #1
informed staff they could lay Resident #1 down in
bed. An aftempt was made on 03/01/13 at 9:55
AM, 03/02/12 at 10:05 AM, and 03/03/13 at 5:05
PM to interview SRNA #2 with no success.

An interview with SRNA #3 on 03/01/13 at 12:29
PM, revealed on the morning of 02/17/13,
between 9:00 AM and 9:30 AM, Resident #1 was

education regarding identifying,
reporting, and ensuring resident
safety on 4/11/13. All staff
scheduled to work will receive
this re-education by 4/12/13. Staff
who are not scheduled to work in
that tiine frame, who work prn, or
who are on leave of absence will

"hollering” and the SRNA attempted to talk with receive  the education upon
the resident. According to interview, the resident :

’ returning to work, by the
told SRNA #3 that he/she was hurting and wanted © o & L b
to go to bed. While he was talking to the resident Administrator, Director of

and the resident was "hollering,” SRNA #3 stated

Nursing, Assistant Director of
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LPN #1 tumed up the volume “louder” on a radio
that was playing music at the nurses’ station.
SRNA #3 stated he wheeled Resident #1 in the
wheelchair around the corridors of the building for
approximately 10 to 15 minutes and then brought
the resident back to the nurses' station and told
the staff the resident was hurting and had
requested to go to bed.

An interview with Kentucky Medication Aide
(KMA) #1 on 03/01/13 at 12:01 PM revealed on
the morning of 02/17/13 she had administered a
physician ordered, scheduled, Lortab (narcotic
pain analgesic) to Resident #1 at approximately
8:30 AM due to the resident's complaints of pain.
A review of Resident #1's Medication
Administration Record (MAR) revealed on
02/17/13, Lortab 10 milligrams (mg) was
administered at 9:00 AM. According to KMA #1,
Resident #1 had told LPN #1 that he/she was in
pain. KMA #1 stated she returned to the nurses'
station approximately 30 to 45 minutes after she
administered the pain medication to Resident #1
to begin a medication pass and the resident was
still sitting in the chair at the nurses’ station. KMA
#1 stated she heard LPN #1 tell the resident in a
loud voice, "You can't lay down fill you stop
crying." KMA #1 stated she thought the LPN's
remark was inappropriate and was going to report
the LPN after she had completed the medication
pass; however, when she returned to the nurses’
station after passing medications, Resident #1
was no longer sitting at the nurses' station and
was lying in bed. KMA#1 stated Resident #1
could tell staif when he/she was hurting and in
pain but could not tell staff where the pain was
located. KMA #1 stated Resident #1 often
experienced increased pain when sitting up in a
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Services Director, Staff
Development  Coordinator or
Regional Staff.

Hand In Hand Training, as
provided by CMS was initiated on
4/12/13 by the Regional Staff
(Director of Program
Development).

Additional in-service education
program will be completed by
May 14, 2013 for employees at
the facility by an SDC, Regional
Staff Administrator, DON and or
ADON/UM  regarding abuse
procedure. Weekly audits for one
month will be completed by the
Department Directors, ADON’s,
SDC, Unit Managers, DON and
or Administrator for signs of
abuse, to include 20 staff audits,
20 resident audits, 20 skin audits,
and 10 chart audits. Audits will
continue monthly for three
months by the Department
Directors,  Staff Development
Coordinator, Assistant Director of
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chair and staff usually assisted the resident to
bed after breakfast due to the resident's
complaints of increased pain. The interview
further revealed KMA #1 thought LPN #1's
actions toward Resident #1 were abusive. A
review of KMA 1's witness statement, signed and
dated 02/17/13 by KMA #1, revealed on 02/17/13
she witnessed LPN #1 tell Resident #1 that the
resident "would sit up until [he/she] stopped
crying,” and then the LPN turned up the volume
of the radio at the nurses' station.

Interview with Housekeeper #1 on 02/28/13 at
12:17 PM and again on 03/04/13 at 11:37 AM
revealed Resident #1 would usually cry aiter
breakfast in the momings, would request to go to
bed, and staff would assist the resident to bed.
The housekeeper stated that following breakfast
on the morning of 02/17/13 at approximately 7:35
AM, LPN #1 made a comment that Resident #1
was not going to bed hecause the resident was
"whining" and "crying." According to
Housekeeper #1, Resident #1 repeatedly said, "l
want to go to bed, I'm hurting, take me to bed.”
Housekeeper #1 stated LPN #1 had a tendency
to be loud and used a tone that was a
combination of "hateful” and "rude." According to
Housekeeper #1, on the momning of 02/17/13,
LPN #1 was more than jusi loud and was verbally
abusive to Resident #1. Housekeeper #1 further
stated LPN #1 wheeled Resident #1 to the
nurses' station, placed a radio near Resident #1's
head, and turned up the volume of the radio.
Review of Housekeeper's #1's written statement
signed and dated 02/17/13 revealed after
breakfast on the maorning of 02/17/13 Resident #1
was "crying and wanting to go to bed." LPN #1
told Resident #1 that "as long as [he/she] whined
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of Nursing and /or Administrator
for signs of abuse, to include 20
staff aqudits, 20 resident audits, 20
skin audits, and 10 chart audits.

4. Findings of the above stated
audits will be discussed in the
quality  assurance  committee
meeting monthly for three months
for recommendations and further
follow-up as indicated. Members
of the quality assurance
committee include but are not
limited to the Medical Director,
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social

Services Director, Dietary
Manager, and Quality of Life
Director
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and cried,” the resident was "not going to bed.”
Further review of the witness statement revealed
staff attempted to take the resident to bed and
LPN #1 told staff "no." The witness statement
went on to say LPN #1 obtained a radio, placed it
at the nurses’ station, and turned it up to "drown
out" Resident #1 crying.

Interview with Housekeeper #2 on 03/01/13 at
11:47 AM revealed on the morning of 02/17/13
LPN #1 would not allow facility staff to assist
Resident #1 to bed. According to Housekeeper
#2, Resident #1 did "cry" and holter" that he/she
was in pain and wanted to go to bed. However,
according to the housekeeper, LPN #1 stated to
the resident that he/she had to sit in front of the
desk until the resident quit "hollering.”
Housekeeper #2 further stated LPN #1 obtained a
radio, placed it at the nurses' station near the
resident's head, and turned the volume “up real
loud." Further interview revealed she and other
staff who had witnessed the incident discussed
the incident and felt the incident needed to be
reported. Housekeeper #2 stated she and
another housekeeper attempted to contact the
Social Worker/Abuse Coordinator to report the
allegation, but the Social Worker/Abuse
Coordinator did not answer the phone and she
left a voice message regarding the incident. In
addition, a review of the facility’s witness
statement signed by Housekeeper #2 and dated
02/17/13 revealed LPN #1 was falking fo
Resident #1 "in a way she shouldn’t haven't.”

The withess statement further stated Resident #1
was crying in the dining room at breakfast, and
LPN #1 refused to let staff put the resident to bed.
According to Housekeeper #2's written statement,
LPN #1 wheeled Resident #1 to the nurses'
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station, obtained a radio, and set it up at the
nurses' station and turned it up "really loud”
because the resident was crying.

Interview with the Staff Development
Coordinator/Nurse Manager on 02/28/13 at 5:35
PM, 03/04/13 at 11:07 AM, and again on 03/05/13
at 4:45 PM revealed she was at the facility on
021713 and as she was coming out of her office
between 11:30 AM and 11:40 AM, Housekeepers
#1 and #2 met her in the hall to inform her they
felt "uneasy" about an incident they had
witnessed. According to the Staff Development
Coordinator/Nurse Manager, the staff stated they
were uncomfortable with the tone LPN #1 used
with Resident #1. The Staff Development
Coordinator/Nurse Manager stated she
proceeded to talk with other staff related to the
incident and had staff fill out witness statementis.
During this time, she stated she attempted fo
contact the Social Worker/Abuse Coordinator and
had to leave a voice message for her and was not
abie to contact the DON for direction on the
allegation. According to the Staff Development
Coordinator/Nurse Manager, on 02/17/13 she
contacted the facility's Nurse Consultant for
direction, and was advised to obtain a written
statement from LPN #1 and then to inform the
LPN she was being sent home pending the facility
investigation. Further interview revealed LPN #1
continued to remain in the facility at the nurses'
station during the time the Staff Development
Coordinator/Nurse Manager initiated the
investigation, talked with the other staff, and
attempted to get direction from the Social
Worker/Abuse Coordinator, DON, and Nurse
Consultant. According to the Staff Development
Coordinator/Nurse Manager, LPN #1 was

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6NLR 11 Facility ID: 100284 If continuation sheet Page 15 of 110



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/08/2013

FORM AFPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185337 B. WING 04/09/2013

NAME OF PRCVIDER CR SUPPLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

246 EAST MAIN STREET
BEATTYVILLE, KY 41311

removed from direct care at approximately 12:30
PM after she contacted the Nurse Consultant.

Interview with the Social Worker/Abuse
Coordinator on 02/28/13 at 4:53 PM revealed on
02/17/13, at approximately 12:00 PM, she
discovered she had received a voice mail
message from the housekeepers at the facility
and a second voice mail message from the Staff
Development Coordinater/Nurse Manager. After
she received the calls, the Social Worker/Abuse
Coordinator stated she went to the facility on
02/17/13 and attempted to interview Resident #1;
however, she was unable to get an adequate
interview due to the resident’s cognition level.
The Social Worker/Abuse Coordinator stated her
part of the investigation was to interview residents
related to abuse. While interviewing residents on
that day, the Social Worker/Abuse Coordinator
stated one resident did report he/she had heard
LPN #1 being rude to ancther resident; however,
the resident was unsure if LPN #1 was talking to
the resident or about the resident at the fime.

Interview with Administrator #1 on 02/28/13 at
5:20 PM revealed during the investigation he
reviewed the withess statements and information
that had been obtained, consulted with his
regicnal staff, conducted three or four interviews
for follow-up, and re-interviewed LPN #1 to
ensure accuragy. According to Administrator #1,
LPN #1 admitted Resident #1 was crying and
yelling at the nurses’ station and the LPN did ask
staff to leave the resident up in the chair.
According to Administrator #1, LPN #1 told him
she wanted to observe the resident to see if the
resident was in pain. Administrator #1
acknowledged during interviews he conducted,
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ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
misfreating residents by a courf of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of [aw against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff {o the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.
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one SRNA reported LPN #1 stated that she was
going to "teach a lesson” and make the resident 1. The allegation of abuse
"stay out there" at the nurses' station. repardin resident #1
Administrator #1 stated after the investigation, g g side was
interview, and review of the witness statements reported to the Office of Inspector
he felt like he could not come to a "firm" General on 2/17/13 by the Social
conclusion to substantiate abuse. He further . . .
stated the facility unsubstantiated abuse because Services  Director. A pain
staff may have "misinterpreted” LPN #1's actions. assessment was completed for
F 225} 483.13(c)(N)(ii)-(iii}, {c}(2) - (4) F 225 Resi U
esident #1 b th
s5=K | INVESTIGATE/REPORT Y e Staff 5. /

Development Coordinator. On
2/17/13 at 2pm Social Services
Director spoke with Resident #1
about the possible abuse incident.
Resident #1 made no response
when asked about the incident
after breakfast. When asked if
any staff would not allow
Resident #1 to lie down, Resident
#1 stated, “Yeah, I'm sick.”
Social Service Director attempted
to verify if Resident #1 meant that
she was not allowed to lie down.
Resident #1 gave no further
responses to  Social Services
Director upon further questioning.
Resident #1 was reassessed on 2-
17-13 at 8pm by a Registered
Nurse. At that time, Resident #1
was resting well without s/s of
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The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State [aw (including fo the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's investigation and policy and
procedures it was determined the facility failed fo
have an effective system to ensure all allegations
of abuse were reported immediately to the
Administrator of the facility, failed to protect
residents after an allegation of abuse, and failed
to ensure all alleged violations were thoroughly
investigated for six of twenty-nine sampled
residents (Resident #1, #4, #19, #29, #30, and
#31). On 02117113 at approximately 7:35 AM,
staff observed Resident #1 sitting in a wheelchair
located in the dining room next to the Nurses'
station, crying in pain, and requesting to go to
bed. Licensed Practical Nurse (LPN) #1 refused
to allow staff to take Resident #1 to bed and
stated the resident would remain seated in the
wheelchair until the resident quit "crying,”
"hollering," and/or "whining." LPN #1 placed a
radio near Resident #1's head and tumed up the
volume. According to interviews, staff attempted
to report the alleged abuse to the Social
Worker/Abuse Coordinator, in accordance with
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F 225 Continued From page 17 F 225 distress. No verbal or non-verbal

indicators of pain expressed.
LPN #1 was suspended pending
investigation, and was ultimately
terminated from employment,

The allegation of abuse by
Resident #31 was reported to the
Office of Inspector General on
4/9/13 by the Administrator. An
interview was completed with the
resident and her daughter by the
Interim Social Services Director
on 4/9/13. The resident stated that
one Certified Nursing Assistant
(CNA) was the only person
involved, and that the other
Certified Nursing Assistant in the
room had no involvement. The
CNA identified as the alleged
perpetrator was suspended on
4/9/13 pending investigation of
the incident.

The allegation of abuse by
Resident #19 was reported as a
one day initial report to the Office
of Inspector General on 4/6/13 by
the Chief Nurse Executive. A
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facility policy; however, staff was unable to
contact the Social Worker/Abuse Coordinator and
left a voice mail message on the Social
Waorker/Abuse Coordinator's telephone. Staff
reported the allegation of abuse to the Staff
Development Coordinator/Nurse Manager on
02/17/13, at approximately 11:40 AM,
approximately four hours after staff observed the
abuse. Interviews reveated LPN #1 continued to
be in charge of resident care and remained on
the floor with residents during the time the Staff
Development Coordinator/Nurse Manager
initiated the investigation, talked with the other
staff, and attempted to get direction from the
Social Worker/Abuse Coordinater, Director of
Nursing (PON}, and Nurse Consultant on what
action to take. LPN #1 remained in direct
resident care until 12:30 PM, approximately five
hours after staff observed the abuse. According
to the facility investigation, dated 02/22/13, after
the investigation was completed the facility
unsubstantiated that abuse occurred. However,
interview and recerd review revealed LPN #1 did
not return to the facility and was terminated from
the facility on 02/25/M1 3 related to falsification of
documentation. (Refer to F223.))

In addition, on the moming of 03/24/13, at
approximately 12:00 AM, Resident #4 reporfed o
Registered Nurse (RN} #8 that RN #3 was mean
to the resident; that the resident did not want RN
#8 to provide care for the resident anymore; and,
asked RN #8 to not come back into the resident's
room. RN #8 documented the incident in
Resident #4's medical record and reported the
incident to the oncoming Nurse (RN #4) at 7:00
AM. RN #4 reported the incident to the Weekend
Manager on 03/24/13, and the Weekend
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completed by the Regional Nurse
Consultant on 4/4/13. No injuries
were identified. Statements were
obtained from the lab technician
on 4/8/13, who was the alleged
perpetrator.  Statements  were
obtained on 4/4/13 from the two
CNA’s that were in the room at
the time of the alleged incident.
The supervisor for the Iab
technician was notified by the
Chief Nurse Executive on 4/4/13.
Although the allegation was not
substantiated by the facility, the
lab technician is not be utilized at
this facility.

The allegation of abuse by
Resident #30 was reported to the
Office of Inspector General on
4/9/13 by the Administrator. An
interview was completed by the
Administrator  and the Interim
Social Services Director with the
resident regarding the allegation
on 4/10/13. Statements were
obtained from the two CNAs that
were the alleged perpetrators. The
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Manager contacted the DON to report the
incident. However, the DON did not initiate an
investigation of the incident and did not notify the
Administrator of the incident. On 03/27/13, the
facility's Cooperate Nurse Consultant learned of
the incident through review of Resident #4's
medical record. The DON and Administrator #2
interviewed RN #8 about the incident prior to the
start of her shift on 03/27/13. However, the DON
and Administrator #2 allowed RN #8 to continue
to provide direct care to residents in the facility
during her scheduled twelve (12) hour shift on
03/27/13 and, as a result, failed to ensure
residents in the facility were protected from
further potential abuse while the facility's
investigation was in progress.

In addition, the facility failed to ensure four (4}
other potential allegations of abuse were
thoroughly investigated and reported to the
appropriate State Agencies; alleged verbal abuse
involving Resident #19; Resident #29 expressing
fear of State Registered Nurse Aide (SRNA) #14;
Resident #30 being sprayed with cold water and
having a towel wrapped around his/her neck; and,
Resident #31 being handled roughly by staff while
being placed in a chair.

The facility's failure to immediately report an
allegation of abuse, failure to protect residents
during the course of an investigation of abuse,
and failure to thoroughly investigate an allegation
of abuse caused, or was likely to cause, serious
injury, harm, impairment, or death to residents in
the facility. Two Immediate Jeopardy situations
were identified on 03/01/13 and 03/24/13 related
to abuse. The Immediate Jeopardy with
Substandard Quality of Care was determined to
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pending investigation on 4/10/13.
An interview was completed by
the Chief Operating Officer on
4/9/13 with the nurse responsible
for the care of resident #30 on the
evening of the alleged incident.
The nurse did not recall staff
being in a bad mood or treating
any resident in a rude or abrupt
manner.

The allegation of abuse by
Resident #29 was reported to the
Office of Inspector General on
4/5/13 by the Chief Nurse
Executive. An interview of
resident #29 was completed by
the Interim Social Services
Director and Administrator on
4/5/13. A total body audit was
completed by the Regional Nurse
on 4/5/13. No injuries were
identified. An mterview of the
alleged perpetrator was conducted
by the Vice President of Human
Resources and  the  Chief
Operating Officer. A statement
was obtained froin the alleged
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exist on 02/17/13 and is ongoing at 42 CFR
483,13 Resident Behavior and Facility Practices.
The facility was notified of the Immediate
Jeopardy on 03/01/13 and 03/29/13 and was
informed on 04/09/13 the Immediate Jeopardy
was ongoing.

The findings include:

1. Review of the facility's abuse policy, dated
01/2012, revealed it was "the intent of the facility
to immediately report and thoroughly investigate
allegations of mistreatment, neglect, abuse,
misappropriation of resident’s property or
reasonable suspicion of criminal act or intent.”
The policy sfated "any report or suspicion of an
incident was to be reported immediately to the
charge nurse”, and the Administrator, Directer of
Nursing and Abuse Cocrdinator, as appropriate,
were o be "notified immediately by the charge
nurse who receives the report”. Further review
revealed "any report or suspicion of an incident of
abuse was to be immediately reported fo the
charge nurse and/or Abuse Cocrdinator, as
appropriate”. The policy also revealed a thorough
investigation was to be "initiated immediately for
all alleged incidents of abuse involving staff
members, residents, family, and/or visitors who
had potential knowledge of the incident”; the
Administrator/designee would make "all
reasonable efforts to investigate and address
alleged reports, concerns, and grievances
presented to them"; and that the resident was to
"receive measures to ensure his or her
immediate safety and wellbeing following the
incident and during the investigation process”.
The policy further stated the Administrator and/or
DON and/or Social Worker would "make any

suspended pending investigation
on 4/5/13. The Administrator of
record at the tinie of occurrence
regarding #29  was
suspended pending investigation
on 4/5/13 by the Chief Operating
Officer.

resident

The allegation of abuse by
Resident #4 in which resident
reported that she had been afraid
of someone who worked here but
resident states that she had not
seen that employee working here
recently was reported to the
Office of Inspector General on
3/30/2013 by the Administrator.
A final report was filed with the
Office of Inspector General on
4/3/2013 in which the allegations
of abuse have been found to be
unsubstantiated. An initial report
has been submitted to the Office
of Inspector General on 4/9/2013
regarding Resident #4 in which
resident reported that a C.N.A.
was “mean” to her. C.N.A. was
immediately removed from the
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immediate decisions related to the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse”.

Based on a review of the facility's investigation,
dated 02/22/13, and interviews with Housekeeper
#1 on 02/28/13 at 12:17 PM and again on
03/04/13 at 11:37 AM, with Housekeeper #2 on
03/01/13 at 11:47 AM, with SRNA #3 on 03/01/13
at 12:29 PM, with Kentucky Medication Aide
{(KMA) #1 on 03/01/13 at 12:01 PM, and review of
a witness statement provided by SRNA #2
{unable to be reached for interview), LPN #1 was
observed to abuse Resident #1. However, no
action was immediately taken by the staff who

‘witnessed the abuse to protect residents in the

facility or notify appropriate facility personnel until
approximately 11:30 AM, when Housekeeper #1
attempted to notify the Social Worker/Abuse
Coordinator, as directed in the facility's policy, via
phone, but was unable to reach her, and left a
message describing what she had witnessed.
Housekeeper #1 and Housekeeper #2 stated they

pending further investigation.

2. All residents with a BIMS
score of greater than 7 were
interviewed by regional staff
regarding concerns with rough or
rude treatment. Employees were
interviewed by the Vice President
of Human Resources and the
Regional Human  Resources
Director on 4/10/13 to identify if
staff members had been rude or
rough with residents. No concerns
were identified regardmg care
provided. All residents in the
facility (both cognitively intact
and cognitively impaired) were

: : i _ interviewed by the Facility
did not immediately report the abuse due to being
"nervous,” "scared," and "did not know what to Department Heads (Human
do," since the abuse had been committed by the Resources Director,
Charge Nurse. Housekeeper #1 stated after .. .
feaving the voice message for the Abuse Adm"lmStrator’ . DHeCtor_ of
Coordinator, she observed the Staff Development Nursing, Dietary Director,
Coordinator in the facility and immediately Housekeeping  Director Staff
reported what she had witnessed to her. ’ .

Development Coordinator,

An interview conducted with the Staff Assistant Director of Nursing,
Development Coordinator/Nurse Manager on .
02/28/13 at 5:35 PM, on 03/04/13 at 11:07 AM, H‘f’usekeepmg and Laundry
and again on 03/05/13 at 4:45 PM revealed she Director, Business Office
was at the facility on 02/17/13 and was Manager Plant Operations
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approached by Housekeepers #1 and #2 at
approximately 11:40 AM, reporting the incident
they witnessed concerning Resident #1 and LPN
#1. The Staff Development Coordinator/Nurse
Manager stated she proceeded to talk with other
staff related to the incident and had staff fill out
witness statements, but took no action to protect
residents in the facility from further abuse by the
LPN. The Staff Development Coordinator/Nurse
Manager stated she did not have the authority to
remove LPN #1 (Charge Nurse) from patient
care, stating only the Administrator, Social
Worker/Abuse Coordinator, or Director of Nursing
had that authority. The Staff Development
Coordinator/Nurse Manager stated she also
attempted to contact the Social Worker/Abuse
Coordinator, time unknown, but was unable to
reach her and left a voice message. The Staff
Development Coordinator/Nurse Manager stated
she was unable to notify the DON of the alleged
abuse due to not having access to her "current”
phone number. According to the Staff
Development Coordinator/Nurse Manager, LPN
#1 continued to be in charge of resident care and
remained on the floor with residents until 12:30
PM {five hours after the abuse was observed)
when the Staff Development Coordinator/Nurse
Manager contacted the facility's Nurse Consultant
via telephone and was instructed to suspend LPN
#1, the Charge Nurse. However, review of the
facility's policy revealed residents would "receive
measures to ensure his or her immediate safety
and well-being following the incident and during
the investigation process”.

Interview with the Social Worker/Abuse
Coordinator on 02/28/13 at 4:53 PM revealed
once she discavered and listened to the voice

Director, Admissions Director) on
3-1-2013 and 3-2-2013, to ask if
they feel safe in the facility, if any
staff have ever talked negatively
toward them or if they are fearful
of any staff member. All
interviewed residents, who were
able to respond and were
cognitively intact, acknowledged
they felt safe in the facility, were
treated well by staff and had no
fear of other residents or staff
members.

3. All staff including Department
Directors Staft
received regarding
abuse, completed by an
independent contractor (BSW,
MS, credentialed) by 4/6/13, with
completion of a post test. The
Independent Contractor provided
one on one education with the
Administrator, Director of
Nursing, and the Interim Social
Services  Director  regarding
protection, reporting, and
investigation of allegations of
abuse by 4/12/13.

and Regional
education
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Development Coordinator/Nurse Manager on
02/17/13 (time unknown} she went to the facility
to assist with the investigation. According to the
Social Worker/Abuse Coordinator staff was
required to report any allegations of abuse to the
Abuse Coordinator (herself), the Administrator,
the DON, or the Charge Nurse. However, the
facility had no specific detailed reporting
procedure such as an "on call" system, to ensure
staff was able to report abuse as the facility policy
directs. The Sccial Worker/Abuse Coordinator
stated there was no written order of whom to
report abuse to, and staff would have to go
through the individuals listed in the policy until
one was reached. The Social Worker/Abuse
Coordinator further stated she was allowed to
remove alleged perpetrators from resident care
and she was unaware if another Nurse had the
authority to remove alleged perpetrators from
direct care after an allegation of abuse had been
alleged. Interview further revealed when an
allegation of abuse was made she, the DON, and
the Administrator, performed the investigation.
According to the Social Worker/Abuse
Coordinator depending on who got to the facility
first, the others would just "see who did what" and
assist with the investigation. The Social
Worker/Abuse Coordinator stated the
Administrator was ultimately responsible for the
decision to determine if a staff member had
committed an abusive act toward a resident, and
made decisions regarding all disciplinary acticn.
Review of the facility's policy revealed only the
"Administrator and/or Director of Nursing and/or
Social Worker” would make "any immediate
decisions related to the removal of individuals
from direct care giving or direct contact related to

education regarding identifying,
reporting, and ensuring resident
safety on 4/11/13. All staff
scheduled to work will receive
this re-education by 4/12/13. Staff
who are not scheduled to work in
that time frame, who work prn, or
who are on leave of absence will
receive the education upon
returning to  work, by the
Administrator, Director of
Nursing, Assistant Director of
Nursmg, Unit Manager, Social

Services Director, Staff
Development  Coordinator  or
Regional Staff.

Mandatory In-service education
on the abuse policy was provided
to facility (excluding Dietary)
staff 3-1-2013 and 3-2-2013 by
the Social Services Director,
Assistant Director of Nursing.
Dietary Director provided abuse
policy in-service on 3-2-2013 for
the dietary staff. The abuse policy
was reviewed highlighting the
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the alleged or suspected abuse".

Administrator #1 stated in an interview conducted
on 02/28/13 at 5:20 PM that his investigation of
the alleged abuse consisted of reviewing witness
statements, information that had been cobtained,
consulting with his regional staff, and interviewing
LPN #1, the Charge Nurse. According to
Administrator #1 when he interviewed LPN #1,
she did confirm Resident #1 was crying and
yelling at the Nurses' station and she (the Charge
Nurse) instructed staff to leave the resident up in
the chair, but explained that it was to "observe the
resident.” Administrator #1 also acknowledged
he had been aware of the staff interviews and
witness statements describing the LPN's (Charge
Nurse) intentions to "teach” (Resident #1} "a
lesson." Additionally, the Abuse Coordinator had
reported that although she had been unable to
get specifics of the alleged incident from Resident
#1 due to (his/her) impaired cognition, an alert
and oriented resident had reported witnessing
LPN #1 being inappropriate and rude to another
resident previously. However, after considering
all the information that had been obtained during
the investigation, he had concluded that staff
"might have misinterpreted” the LPN's actions,
and stated he was unable to come to a "firm"
conclusion or determine if LPN #1 had abused
Resident #1, and therefore unsubstantiated the
allegation, and tock no further disciplinary action
against LPN #1 in regard to the alleged abuse to
Resident #1. Review of the facility's abuse policy
revealed the Administrator/designee would "make
all reasonable efforts to investigate and address
alleged reports, concerns, and grievances
presented to them”.

allegations of abuse to the charge
nurse, who will report to the
abuse coordinator, Administrator,
Director of Nursing or Social
Services Director and the charge
nurse.

Hand In Hand Training, as
provided by CMS was initiated on
4/12/13 by the Regional Staff
(Director of Program
Development).

Additional in-service education
program will be completed by
May 14, 2013 for employees at
the facility by an SDC, Regional
Staff Admimstrator, DON and or
ADON/UM  regarding  abuse
procedure. Weekly audits for one
month will be completed by the
Department Directors, ADON’s,
SDC, Unit Managers, DON and
or Administrator for signs of
abuse, to include 20 staff audits,
20 resident audits, 20 skin audits,
and 10 chart audits. Audits will
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Atthe time of the investigation, LPN #1, the
Charge Nurse, was no longer employed by the
facility, and attempts to interview her were
unsuccessful,

2. Review pf the medical record revealed the
facility admitted Resident #29 on 03/18/10 with
diagnoses to include Congestive Heart Failure,
Hypertension, Peripheral Vascular Disease,
Anxiety, Depressicn, and Anemia.

Alist of residents assessed by the facility to be
alert, oriented and interviewable was provided on
04/0213. According to the list, the facility had
assessed Resident #29 to be alert, oriented, and
interviewable.

Resideni #29 was observed sitting in a
wheelchair in the facility dining room on 04/05/13
at 5:50 PM. Interview conducted on 04/05/13, at
5:50 PM with Resident #29 revealed he/she was
afraid of a staff person (SRNA#14). The resident
stated SRNA #14 had touched his/her hreast
when the SRNA hugged the resident
approximately 2-3 menths ago, and would come
into the resident's room without knocking when
the resident was "disrocbed.” Resident#29 stated
hefshe reported the incident that occurred 2-3
months ago to the facility's Social Worker/Abuse
Coordinator at the time the incident occurred. The
resident stated SRNA #14 had been moved to
ancther area in the facility after hefshe reported
the incident to the Social Worker/Abuse
Coordinator.

Interview conducted with the Social
Worker/Abuse Coordinator on 04/05/13, at 6:50
PM, revealed Resident #29 reported to her on
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months by the Department
Directors,  Staff Development
Coordinator, Assistant Director of
Nursing/Unit Managers, Director
of Nursing and /or Administrator
for signs of abuse, to include 20
staff audits, 20 resident audits, 20
skin audits, and 10 chart audits.

4. Findings of the above stated
audits will be discussed in the
quality  assurance committee
meeting monthly for six months
for recommendations and further
follow-up as indicated. Members
of the quality  assurance
committee include but are not
Itmited to the Medical Director,
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social
Services Director, Dietary
Manager, and Quality of Life
Director
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03/01/13 that SRNA #14 had touched the
resident's breast and, although Resident #29
reportedly did not feel SRNA #14's action was
abuse, the resident felt the his actions were
"inappropriate™. According to the Social
Worker/Abuse Coordinator, she had the
responsibility to investigate allegations of abuse,
to report the allegation to the appropriate state
agencies, and to provide administrative staff a
report of her findings. The Social Worker/Abuse
Coordinator stated on 03/01/13, she and
Administrator #1 talked with Resident #29
regarding the reported incident and informed
Resident #29 that SRNA #14 wouid be
reassigned to another area in the facility. The
Social Worker/Abuse Coordinator stated she
obtained verbal statements from Resident #29;
Resident #29's daughter; and SRNA #14; and a
written statement from a staff Nurse that had
been assigned to the Seasons unit at the time the
resident reported the incident. The Social
Worker/Abuse Coordinator stated as a result of
the allegation made by Resident #29, SRNA#14
was reassigned fo another unit of the facility and
was permitted to continue to provide direct care
to residents. In addition, the Social
‘Worker/Abuse Coordinator stated she had not
considered the incident to be possible abuse; did
not conduct further investigation of the allegation;
and did not report the incident to the appropriate
state agencies. However, review of the facility's
policy on abuse revealed a thorough investigation
was to be "initiated immediately for all alleged
incidents of abuse involving staff members,
residents, family, and/or visitors who had potential
knowledge of the incident"; the
Administrator/designee would make "all
reasonable efforts to investigate and address
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alleged reports, concerns, and grievances
presented to them"; and that the resident was to
“receive measures to ensure his or her
immediate safety and wellbeing following the
incident and during the investigation process”.
According to the Social Worker/Abuse
Coordinator, as part of her responsibilities of
abuse investigations, she was responsible to
remove the alleged perpetrator from resident care
and to provide administrative staff the results of
her investigation.

Administrator #1 was no longer employed as
Administrator of the facility and an interview could
not be obtained with Administrator #1.

Interview conducted on 04/05/13, at 6:05 PM,
with the Vice President of Operations revealed he
was also currently acting as the facility's
Administrator. The Vice President of Operations
stated although he was not aware of the incident
involving Resident #29, he would attempt to
locate the facility's investigation.

Continued interview with the Vice President of
Operations on 04/05/13 at 7:30 PM revealed
SRNA #14 had continued to work at the facility
and was working on 04/05/13 when Resident #29
reported the incident to the surveyor. According
fo the Vice President of Operations, the facility's
investigation of the incident consisted of the
interviews that had been cbtained by the Social
Worker/Abuse Coordinator. The Vice President of
Operations stated effective 04/05/13 SRNA#14
had heen suspended from employment pending
further investigation of the incident. The Vice
President of Operations stated he did recall
Administrator #1 telling him SRNA #14 had been
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moved to anpther area of the facility to work due
to a resident telling staff he/she did not want
SRNA #14 providing their care. However, the Vice
President of Operations stated he could not recall
the resident's name and did not ask additional
questions related to that resident’'s concern.

3. Areview of a facility’s investigation revealed
on 03/24/13, Resident #30 alleged that SRNA#13
had repeatedly sprayed cold water on the
resident during a shower and had wrapped a
sheet around the resident's neck too fight
following the shower on 03/22/13 from 8:00 PM to
9:00 PM. According to investigation witness
statements and an investigation was started on
03/24/13 by the facility’s Social Worker/Abuse
Coordinator. However, review of the facility's
policy on abuse revealed a thorough investigation
was fo be "initiated immediately for all alleged
incidents of abuse involving staff members,
residents, family, and/or visitors who had potential
knowledge of the incident”. Additional review on
04/09/13 revealed the facility had not completed
the investigation and had failed to report the
allegation to the appropriate State Agencies until
04/09/13, sixteen (16) days after the alleged
incident was reported. 1n addition, there was no
evidence the alleged perpetrator had been
suspended. However, the facility's policy
revealed the Administrator/designee would make
"all reasonable efforts o investigaie and address
alleged reports, concems, and grievances
presented to them”; and that the resident was to
"receive measures to ensure his or her
immediate safety and wellbeing following the
incident and during the investigation process".
According to the initial report of the allegation
dated 04/09/13, revealed that SRNA #13 was not
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on duty, the facility had attempted to contact
SRNA#13, and SRNA #13 would be suspended
and not allowed to work until the investigation had
cleared the SRNA of the allegation.

A review of the facility's investigation log revealed
no entry regarding Resident #30.

An interview conducted with the facility Social
Worker/Abuse Coordinator on 04/08/13 at 11:09
AM, revealed, on 04/08/13, the Social
Warker/Abuse Coordinator informed the
Administrator of the allegation of abuse that had
occurred on 03/22/13 and involved Resident #30.
According to the Social Worker/Abuse
Coordinator, it was the Social Worker/Abuse
Coordinater's responsibility to report the
allegation to the Administrator and the Director of
Nursing. In addition, the Social Worker/Abuse
Coordinator stated, the facility's investigation of
the allegation that had reportedly occurred on
03/22/13 had not been complefed.

Interview with Administrator #2 on 04/09/13 at
3:03 PM revealed Administrator #2 was aware the
Social Worker/Abuse Coordinator was talking
with Resident #30 on 03/24/13, however; was not
aware of an abuse allegation. According to
Administrater #2 he was not aware of the
allegation of abuse had not been thoroughly
investigated and reported as required until the
investigation file was found on 04/08/13.

4. Interview with facility Administrator #2 on
03/28/13 at 1:50 PM revealed there had been an
allegation of abuse that he planned to report to
the appropriate State Agencies. Administrator #2
stated the incident occurred on 03/24/13, was
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reported on 03/27/13, and the facility was in the
process of conducting an investigation.

According to Administrator #2, a resident said a
Nurse was mean fo her/him, but "no abuse
occurred.” Administrator #2 further stated the
DON was aware of the allegation on 03/24/13, the
date of the alleged abuse, and confirmed an
investigation of the incident had not been initiated
on 03/24/13 by the facility.

Review of an investigation conducted by the
facility dated 04/01/13 revealed on 03/24/13
Resident #4 alleged RN #8 was mean fo the
resident and the resident did not want the Nurse
to provide care for her/him. According to the
investigation Resident #8 was interviewed on
03/28/13, and reported no one was mean to
het/fhim. The investigation also revealed the
resident reported "one of the women” was mean
to her, and stated it was RN #8; however,
documentation in the report revealed the resident
stated hefshe "didn't really mean it". Further
review of the investigation revealed RN #8
verified Resident #4 had told her that she was
mean to the resident on 03/24/13. Based on the
facility's investigation the facility unsubstantiated
abuse based on the "resident's moderately
impaired cognitive ability".

Review of Resident #4's medical record revealed
on 02/01/13 the facility assessed the resident's
cognition level as moderately impaired when a
significani change in status Minimum Data Set
(MDS) assessment had been completed.

Interview with Resident #4 on 03/29/13 at 4.00
PM, revealed the resident did not remember the
date but stated "a few days ago", he/she needed
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to go to the restroom during the night and turned
the call light on to alert staff. Resident #4 stated
he/she could not wait and went to the restroom
alone. According to Resident #4, RN #8 came in
and started telling the resident not to get up
unassisted and to wait for help. Resident #4
stated RN #8 was being loud and the resident did
not like it. The resident stated he/she told the RN
she was being mean; that the resident did not
want the RN tc provide care for him/her; and, not
to come back into the resident’s room. Resident
#4 stated that later in the morning, he/she told RN
#8 that he/she was sorry and the resident did not
think the RN was mean.

Interview with RN #8 on 03/28/13 at 8:07 PM
revealed on 03/24/13, around midnight, Resident
#4 rang the call light and the RN went into the
room. The RN found the resident in the restroom
and instructed the resident to wait for assistance
before getting up. According to the RN, the
resident became angry and upset and yelled at
the RN "don't fuss, don't quarrel”. RN #8 further
stated she went inio Resident #8's room again
between 2:00 AM and 4:00 AM when the
resident's call ight was sounding and the resident
told the RN he/she did not want the RN to take
care of her/him anymore, and stated they could
not get along and the resident did not want the
Nurse coming in the resident’'s room anymore.
RN #8 further stated around 6:00 AM on 03/24/13
Resident #4 told her she could provide care for
her and the resident did not think the RN was
mean. Further interview revealed the RN had
informed "in a casual way" RN #9 on B wing of
what the resident stated and SRNA #14 and #15
were also aware of Resident #4 being upset with
RN #8. However, according to RN #8 she did not
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inform the DON or Administrator of the incident.
Further interview revealed on 03/27/13 around
6:00 PM the DON called and asked the RN to
come in early for work. RN #8 stated when she
arrived, the DON asked her about the incident on
03/24/13. RN #8 stated she explained the
incident and the DON informed her it should have
been reported to the DON and Administrator as
an allegation of abuse. RN #8 stated after
speaking with the DON on 03/27/13 she went out
on the floor and worked her twelve (12) hours
scheduled shift.

Interview with RN #9 on 03/29/13 at 8:.02 PM
revealed he did remember RN #8 coming to B
wing on the morning of 03/24/13 crying.
However, he did not remember anything related
to Resident #4.

Interview with SRNA #14 on 03/29/13 at 4:45 PM
revealed on 03/24/13 between 3:00 AM and 4:00
AM, RN #8 informed her about the incident with
Resident #4. According to SRNA #14 she did not
hear the exchange between RN #8 and the
resident. SRNA#14 stated she should have
reported the incident to another Nurse but it
"didn't enter" her "mind to do that".

Interview with SRNA #15 on 03/29/13 at 2:34 PM
revealed on the morning of 03/24/13 the SRNA
came to work at 5:00 AM and RN #8 informed her
about the incident between the RN and Resident
#4. SRNA#15 stated she did not report the
information to the DON or Administrator as she
had been instructed to.

Interview with RN #4 on 03/29/13 at 7:35 PM
revealed she worked on the morning of 03/24/13.
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According to RN #4, RN #8 informed her during
change of shift of the incident between the RN
and Resident #8. RN #4 stated RN #8 informed
her she had documented the incident in the
resident's Nurse's Notes and did not know what
else to do about if. RN #4 further stated arcund
9:00 AM on 03/24/13 she reported the incident to
the Weekend Manager "because it was charted in
the Nurse's Notes": in case there was a "need to
open an investigation". RN #4 went on to state if
it had not been charted she "wouldn't have been
so concermned” about reporting it. Further
interview revealed RN #4 did not report the
incident to the DON or Administrator because she
"didr't see any immediate harm”. RN #4 stated
she "didn't feel abuse” occurred, since the
resident was "fine, everything was fine", and
since RN #8 did not go back into Resident #4's
room.

Interview with the Weekend Manager, who was
the Dietary Manager, on 03/28/13 at 6:41 PM,
revealed she was the Manager on Duty on
Sunday 03/24/13. When she came in that
morning she went to each Nurse's station to talk
with Nurses. According to the Weekend
Manager, RN #4 informed her of the incident that
transpired between RN #8 and Resident #4
during the early morning. The Weekend
Manager stated she called the DON around 10:00
AM on 03/24/13 to inform her of the incident. The
Weekend Manager stated the DON told her the
way the "situation” was handled was fine since
Resident #4 told RN #8 she did not think the RN
was mean. The Weekend Manager stated she
did not pursue an investigation after speaking
with the DON, nor did she report the incident to
the Administrator.
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Interview with the DON on 04/02/13 at 8:45 PM
revealed she was aware of the incident between
Resident #4 and RN #8 that had occurred on
03/24/13. She stated the Weekend Manager had
informed her of the situation on 03/24/13 and she
did not give the Weekend Manager any further
instructions. However, the DON did not initiate an
investigation nor did she notify the Administrator.
The DON stated on 03/27/13, the Corporate
Nurse Consultant contacted her regarding the
incident after she had read it in the Nurse's
Notes. The DON stated, at that time, she called
RN #8 and asked her to come to the facility for
interview. The DON further stated she and
Administrator #2 allowed the RN to continue
working on 03/27/13 after interviewing her and
prior to the finishing the investigation that was
initiated on 03/27/13. The DON stated after she
and Administrator #2 interviewed RN #8, they
determined abuse had not occurred.

Interview with the Cooperate Nurse Censuitant on
03/28/13 at 7:45 PM revealed on 03/27/13 she
was training another corporate staff member
while performing audits of resident medical
records. According to the Corporate Nurse
Consultant, the trainee was reviewing Resident
#4's chart and discovered Nurses' Notes from
03/24/13 regarding the incident between the
resident and RN #8. Further interview revealed
she called the DON, who was in the building, to
guestion if she was aware of the incident. The
DON informed her she was, but had forgotten to
investigate it and report it to anyone else. The
Cooperate Nurse Consultant stated on 03/27/13
she called the Chief Nurse Executive to inform
her of the findings. The Chief Nurse Executive
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informed her to interview RN #8 and obtain a
statement. interview further revealed, after the
interview had been conducied, she did not
conduct a follow-up to ensure an investigation
had been initiated and residents were protected.
The Cocperate Nurse Consultant stated she was
not aware RN #8 was permitted to work the shift
on the evening of 03/27/13.

Interview with the Chief Nurse Execufive on
03/29/13 at 3:25 PM revealed she did receive a
call on 03/27/13 concerning the incident between
RN #8 and Resident #4. She instructed the
Cooperate Nurse Consultant to obtain a
statement from the RN and that she would notify
the Cooperate Regional Controller, who was in
charge while the Vice President of Operations
was away. Further interview revealed she did
notify the Corporate Regional Controller who
stated "this is not goed", and stated she would
notify the Administrator. According to the Chief
Nurse Executive, even though she thought they
needed to suspend the Nurse, she provided no
additional input into the investigation.

Interview with the Cooperate Regional Controller
on 03/29/13 at 2:15 PM revealed she was notified
on 03/27/13 by the Chief Nurse Executive of the
incident between Resident #4 and RN #8. She
further stated she informed the Chief Nurse
Executive that she would notify the Administrator.
Further interview revealed she was not aware RN
#8 was permitted to work on the evening of
03/27/13 because, at that point, the investigafion
had just been initiated.

Interview with Administrator #2 on 03/28/13 at
2:00 PM; 6:40 PM; and on 03/28/13 at 10:25 AM
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and 4:11 PM, revealed he became aware of the
incident on 03/27/13 at approximately 5:40 PM
and went to speak with the DON regarding the
incident. According to Administrator #2 the DON
informed him she had forgotten to notify him of
the allegation and failed to initiate an investigation
into the incident. Administrator #2 further stated
on 03/27/13 when the DON acknowledged the
incident and reported she had forgotten to
conduct an investigation; the DON called RN #8
into the office fo question her regarding the
incident. Administrator #2 stated although he sat
in during the interview, he was "half paying
attention”. Administrator #2 further stated he was
aware the RN was permitted to work after being
interviewed on 03/27/13 while the investigation
was in progress. However, review of the facility's
abuse policy revealed the resident was to
"receive measures to ensure his or her
immediate safety and well-being following the
incident and during the investigation process."
The Administrator and/or Director of Nursing
andfor Social Worker would make "any
immediate decisicns related to the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse". Further interview with Administrator #2
revealed he

"did not think it [the allegation] was reportable”,
he stated "in my heart of hearts | have gotten to
know the little girl [RN #8] while I've been here, |
just didn't feel it was true and reportable”. He
stated as of 03/29/13 RN #8 was on suspensicn
and the decision to let her work on 03/27/13 was
"probably a bad decision”, "with the facility the
waly it is". Further inferview revealed
Administrator #2 had not interviewed the DON
regarding the incident, but was aware the DON
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had “just forgotten™ to do anything with the
information she received on 03/24/13.

5. Areview of the facility's invesfigation of an
allegation of verbal abuse of Resident #19 that
was alleged to have occurred on 04/04/13 at 8:00
AM, revealed SRNA #1 and SRNA #8 were
assistinga Laboratory Technician to obtain a
blood specimen from Resident #19. According to
the investigation, the resident became agitated
and tried to kick the Lab Technician. The Lab
Technician was overheard by SRNA #1 and #8 to
tell the resident "it's going to hurt you worse than
it will me because | have a needle stuck in your
arm." According to the investigation this was
reported immediately to the Social Worker/Abuse
Coordinator on 04/04/13 by SRNA#1 and #8.
However the allegation was not reported fo the
State Agencies as required until 04/06/13, two
days after the Social Worker/Abuse Coordinator
had been informed of the incident. Accerding to
the facility's final investigation report dated
04/08/13, the allegation of abuse was
unsubstantiated by the facility because "no malice
or intent to harm the resident was present.”

An interview conducted on 04/09/13 at 2:55 PM,
with the Corporate Nurse Executive who had
completed the investigation revealed she had not
initially considered the allegation reportable.
However, as a part of the facility's ongoing audits,
the allegation was determined to be an allegation
of verbal abuse and was reported fo the
appropriate State Agencies on 04/06/13, two days
after the incident was alleged fo have occurred.
The Corporate Nurse Executive stated the
allegation being reported "late was better than not
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reporting” the allegation.

6. An interview on 04/09/13 at 11:09 AM, with the
facility's Social Worker/Abuse Coordinator
revealed she had informed Administrator #2 on
04/08/13 of an allegation regarding Resident #31
for which an investigation had not been
completed. However, the Social Worker/Abuse
Coordinator could not recall what the allegation
consisted of or when the allegation occurred.
The Social Worker/Abuse Coordinator stated she
must not have felt it was abuse or she would
have reported the allegation to the appropriate
Agencies.

An interview conducted 04/09/13 at 3:03 PM with
Administrator #2 revealed he could not recall an
allegation regarding Resident #31. Additionat
interview with Administrator #2 at 5:00 PM
revealed Administrator #2 had talked with staff on
04/08/13 ahout the allegation reported by the
Social Worker/Abuse Coordinator on 04/08/13
and there was an allegation Resident #31,around
03/17-19/13, may have been sat down in a chair
too hard by facility staff, but no witness
statements or investigation could be found.

A review of the facility's investigation Ipg revealed
ne eniry regarding the alleged incident that was
reported on 04/08/13 and involved Resident #31.
483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

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

F 225

F 226

F226

1. 1. The allegation of abuse
regarding resident #1  was
reported to the Office of Inspector
General on 2/17/13 by the Social

S/l8/13
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and a review
of the facility’s policy and procedures and
investigations, it was determined the facility failed
to have an effective system to ensure policy and
procedures related to abuse were implemented
for six of twenty-nine residents (Residents #1, #4,
#19, #29, #30, and #31). The facility failed to
ensure a suspicion of an incident of abuse was
reported immediately, failed fo ensure that a
tharough investigation was conducted for an
alteged incident of abuse involving a staff
member, and failed to ensure residents were
protected following a report of abuse and during
the investigation process.

Facility staff failed to ensure an allegation of
abuse was reported timely. On 02/17/13, facility
staff witnessed Licensed Practical Nurse (LPN)
#1, the Charge Nurse, verbally abuse Resident
#1 at approximately 7:35 AM. Staff attempted,
between 11:30 AM and 12:00 PM, to contact the
facility's Social Worker/Abuse Coordinator to
report the allegation per the facility's policy. The
Social Worker/Abuse Coordinator was
unavailable and staff left a voice message on the
Social Worker/Abuse Coordinator's telephone.
Staff reported the allegation of abuse to the Staff
Development Coordinator/Nurse Manager on
02/17/13, at approximately 11:40 AM,
approximately four hours after staff observed the
abuse. After receipt of the report of alleged
abuse, the facility failed to ensure residents were
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F 226 | Continued From page 39 F 226 Services  Director. A pain

assessment was completed for
Resident #1 by the Staff
Development Coordinator on
2/17/13. On 2/17/13 at 2pm the
Social Services Director spoke
with Resident #1 about the
possible abuse incident. Resident
#1 made no response when asked
about the incident after breakfast.
When asked if any staff would not
allow Resident #1 to lie down,
Resident #1 stated, “Yeah, I'm
sick.” Social Service Director
attempted to verify if Resident #1
meant that she was not allowed to
lie down. Resident #1 gave no
further responses to Social
Services Director upon further
questioming. Resident #1 was
reassessed on 2-17-13 at 8pm by a
Registered Nurse. At that time,
Resident #1 was resting well
without s/s of distress. No verbal
or non-verbal indicators of pain
expressed. LPN #1 was
suspended pending investigation,

FORM CMB-2567(02-99) Previous Versions Obsclete

Event ID:6NLR11

Facility [D: 100284 If continuation sheet Page 40 of 110



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/09/2013
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185337

(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

C
B mne 04/09/2013

NAME OF PROVIDER OR SUPPLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
246 EAST MAIN STREET

BEATTYVILLE, KY 41311

x4 1D SUMMARY STATEMENT GF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ‘ )
PREFLX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCGED TO THE APPROPRIATE DATE
DEFICIENCY)

F 226 | Continued From page 40 F 226 and was ultimately terminated
protected from potential further abuse. The from employment.
facility's policies and procedures stated the
Administrator and/or Director of Nursing (DON}) .
and/or Social Worker were the staff tha!i could The allega‘uon of abuse by
make any immediate decisions related to the Resident #31 was reported to the
removal of the alleged abuser from direct care Office of Inspector General on
giving. Interviews revealed LPN#1 continued to L.
be in charge of resident care and remained on 4/9/13 by the Administrator. An
the floor with residents during the time the Staff interview was Completed with the
Development Coordinator/Nurse Manager .
initiate(;) the investigation, tatked with th% other resident and her daughter by the
staff, and attempted to get direction from the Interim Social Services Director
Social Worker/Abuse Coordinator, the DON, and on 4/9/13. The resident stated that
the Nurse Consultant on what action to take. . . .
LPN #1 remained in direct resident care until onc Certified Nursing Assistant
12:30 PM, approximately five hours after staff (CNA) was the only person
observed the abuse. After completion of the involved, and that the other
facility's investigation, Administrator #1 reported
as a result of the investigation, interviews, and a Certified Nursing Assistant in the
review of the witness statements, he could not room had no involvement. The
come to a "firm" conclusion that abuse had . ]
occurred and the allegation of abuse was CNA identified as the alleged
determined to be unsubstantiated by the facility. perpetrator was suspended on
However, interview and record review revealed . . _r
LPN #1 did not return to the facility and was 4/9/ _13 _ pending ivestigation of
terminated from the facility on 02/25/13 related to the incident.
falsification of documentation. (Refer to F223
and F225.) The allegation of abuse by
in addition, interview and record review revealed Resident #19 was reported as a
the facility failed to immediately initiate an one day initial report to the Office
investigation, failed to ensure residents were of Inspector General on 4/6/13 by
protected from further potential abuse during an . ]
investigation, and failed to notify the Administrator the Chief Nurse Executive. A
and appropriate State Agencies for allegations of complete body audit was
zg:n;s:; ig:ﬁg;g:'g%gg;'gems #19, #29, completed by the Regional Nurse

Congultant on 4/4/13. No injuries
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The facility's failure to have an effective system in
place to ensure the development and
implementation of policies and procedures to
pretect residents from abuse caused, or was
likely to cause, serious injury, harm, impairment,
or death to residents in the facility. Two
immediate Jeopardy situations were identified on
03/01/13 and 03/24/13 related to abuse. The
Immediate Jeopardy with Substandard Quality of
Care was determined to exist on 02/17/13 and is
ongeing at 42 CFR 483.13 Resident Behavior and
Facility Practices. The facility was notified of the
Immediate Jeopardy on 03/01/13 and 03/29/13
and was informed on 04/09/13 the Immediate
Jeopardy was ongoing.

The findings include:

Review of the facility's abuse policy, dated
01/2012, revealed, "any report or suspicion of an
incident was to be reported immediately to the
charge nurse," and the Administrator, Director of
Nursing, and Abuse Coordinator, as appropriate,
were to be "notified immediately by the charge
nurse who receives the report.” Further review
revealed, "any report or suspicion of an incident
of abuse was to be immediately reported to the
charge nurse and/or Abuse Coordinator, as
appropriate.” The policy also revealed a thorough
investigation was to be "initiated immediately for
all alleged incidents of abuse involving staff
members, residents, family, and/or visitors who
had potential knowledge of the incident;” the
Administrator/designee would make "all
reasonable efforts to investigate and address
alleged reports, concerns, and grievances
presented to them;™ and that the resident was to
"receive measures to ensure his or her
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obtained from the lab technician
on 4/8/13, who was the alleged
perpetrator.  Statements  were
obtained on 4/4/13 from the two
CNA’s that were m the room at
the time of the alleged incident.
The supervisor for the lab
technician was notified by the
Chief Nurse Executive on 4/4/13.
Although the allegation was not
substantiated by the facility, the
lab technician is not be utilized at
this facility.

The allegation of abuse by
Resident #30 was reported to the
Office of Inspector General on
4/9/13 by the Administrator. An
interview was completed by the
Administrator and the Interim
Social Services Director with the
resident regarding the allegation
on 4/10/13. Statements were
obtained from the two CNAs that
were the alleged perpetrators. The
employees  were  suspended
pending investigation on 4/10/13.
An interview was completed by
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immediate safety and wellbeing following the
incident and during the investigation process.”
The policy further stated the Administrator and/cr
DON and/or Social Worker would "make any
immediate decisions related to the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse.”

1. Areview of the facility's investigation revealed
on 021713, staff reported Resident #1 was
"crying,” and wanted to be put to bed. However,
based on documentation, staff reported LPN #1
(who was the Charge Nurse) would not allow staff
to put the resident to bed due to the resident
"yelling" and "crying." The investigation further
revealed the LPN was "immediately" suspended
on 02/17/13 pending the cutcome of the
investigation. Further, during the investigation,
other residents were interviewed, and one
resident reported he/she had overheard LPN #1
say negative things about another resident at the
facility. According to the investigation, dated
02/22/13, the facility did not substantiate that the
abuse occurred.

Puring the course of the investigation, attempts
were made to contact LPN #1 for interview.
However, LPN #1 was no longer employed by the
facility and attempis to contact the LPN were
unsuccessful. A review of LPN #1's employee file
revealed the LPN was terminated from
employment by the facility on 02/25/13 for
falsification of documentation.

Interview with the Staff Development
Coordinator/Unit Manager on 02/28/13 at 5:35
PM and again on 03/04/13 at 11:07 AM revealed

4/9/13 with the nurse responsible
for the care of resident #30 on the
evening of the alleged incident.
The nurse did not recall staff
being in a bad mood or treating
any resident in a rude or abrupt
manner

The allegation of abuse by
Resident #29 was reported to the
Office of Inspector General on
4/5/13 by the Chief Nurse
Executive. An interview of
resident #29 was completed by
the Interim Social Services
Director and Administrator on
4/5/13. A total body audit was
completed by the Regional Nurse
on 4/5/13. No injuries were
identified. An interview of the
alleged perpetrator was conducted
by the Vice President of Human
Resources and  the  Chief
Operating Officer. A statement
was obtained from the alleged
perpetrator. The CNA  was
suspended pending investigation
on 4/5/13. The Administrator of
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she came to the facility on 02/17/13 at
approximately 11:00 AM to do a "weekend
check." At approximately 11:30 AM-11:40 AM,
Housekeepers #1 and #2 came to her and stated
they felt a "little uneasy” and "uncomfortable" with
what they had witnessed between LPN #1 and
Resident #1. The Staff Development
Coordinator/Unit Manager stated the
housekeepers informed her Resident #1 asked to
be put fo bed and the LPN refused to allow staff
to put the resident to bed and that they had
attempted to contact the Social Worker/Abuse
Coordinator prior to notifying her in accordance
with facility policy. The Staff Development
Coordinator/Unit Manager stated after the
housekeepers spoke with her she went out on the
floor, started an investigation, talked to individuals
on the unit, and had the staff fill out written
statements. She stated she spoke with State
Registered Nurse Aides and an Activities Worker
and had them fill out witness statements. The
Staff Development Coordinator/Unit Manager
stated LPN #1 remained on the nursing unit at the
nurses’ station during the time she initiated the
investigation. She stated she did not remove
LPN #1 from the floor immediately because she
was trying to determine if it was "appropriate” for
her to "pull the LPN from the floor." Between
11:30 AM and 12:30 PM she attempted to call the
Social Worker/Abuse Coordinator, for further
guidance, per the facility policy; however, she was
unable to contact her via phone. According to the
Staff Development Coordinator/Unit Manager,
she then contacted the Facility's Nurse
Consultant for further direction, and informed

LPN #1 that she was being sent home pending
the final investigation. She further stated she did
not know if she could remove staff from the floor,
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regarding resident #29  was
suspended pending investigation
on 4/5/13 by the Chief Operating
Officer. Other residents with a
BIMs score of 7 or higher were
interviewed by  Department
Managers on 4/5/13 and by
regional staff on 4/5/13 regarding
other incidents of inappropriate
treatment. No other allegations
were reported.

The allegation of abuse by
Resident #4 in which resident
reported that she had been afraid
of someone who worked here but
resident states that she had not .
seen that employee working here
recently was reported to the
Office of Inspector General on
3/30/2013 by the Administrator.
A final report was filed with the
Office of Inspector General on
4/3/2013 in which the allegations
of abuse have been found to be
unsubstantiated. An initial report
has been submitted to the Office
of Inspector General on 4/9/2013
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and the allegation had to be "justifiable” to
remove facility staff from the floor. Further
interview revealed she was not sure what was
being reported by the housekeepers was abuse.
However, review of the facility's policy revealed
"any report or suspicion of an incident was to be
reported immediately to the charge nurse," and
the Administrator, Director of Nursing, and Abuse
Coordinator, as appropriate, were o be "notified
immediately by the charge nurse who receives
the report.” In addition, the policy stated the
resident was to "receive measures to ensure his
or her immediate safety and wellbeing following
the incident and during the investigation process.”
However, interview and record review revealed
these procedures were not implemented.

Interview with the Social Worker/Abuse
Coordinator on 02/28/13 at 4:53 PM confirmed
she had received a voice mail message from one
of the facility housekeepers and the Staff
Development Coordinator/Nurse Manager on
02/17/13. She stated she came to the facility the
same day and assisted with the investigation.
Further interview with the Social Worker/Abuse
Coordinator on 03/04/13, at 1:25 PM, revealed
staff had been trained to report allegations of
abuse to her, the DON or the Administrator. The
Social Worker/Abuse Coordinator further stated
she was not sure if a nurse could remove a staff
member from direct resident care in the event an
allegation of abuse had been made and staff
could not reach Administrative staff. Review of
staff training records revealed the last abuse
training provided by the facility was in December
2012,

Interview with Administrator #1 on 02/28/13 at
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resident reported that a CN.A.
was “mean” to her. C.N.A. was
immediately removed from the
resident and

area suspended

pending further investigation.

2. All residents with a BIMS
score of greater than 7 were
interviewed by regional staff
regarding concerns with rough or
rude treatment. Employees were
interviewed by the Vice President
of Human Resources and the
Regional Human  Resources
Director on 4/10/13 to identify if
staff members had been rude or
rough with residents. No concerns
were identified regarding care
provided. All residents in the
facility (both cognitively intact
and cognitively impaired) were

interviewed by the Facility
Department  Heads  (Human
Resources Director,
Administrator, Director of
Nursing, Dietary Director,
Housekeeping Director, Staff
Development Coordinator,
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5:20 PM, revealed LPN #t did not have a history
of abuse and staff may have "misinterpreted” the
LPN since she was "loud" by nature.
Administrator #1 stated they could not come to a
“firm" conclusion related to abuse, af the
conclusion of the investigation, and the facility
was not able to substantiate that abuse occurred.
Interview with Administrator #1 on 03/05/13 at
4.25 PM revealed he was not aware the facility
policy instructed staff to seek guidance from him,
the DON, or the Social Worker/Abuse
Coordinator prior to the removal of the alleged
perpetrator after an allegation of abuse was
made. Per interview, he was not aware the
facility's abuse policy did not instruct staff to
immediately remove the alleged perpetrator from
direct resident care. However, review of the
facility's policy revealed only the Administrator
andfor DON and/or Social Worker would "make
any immediate decisions related to the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse.”

Interview with the facility's Vice President of
Operations, Chief Nurse Executive, and the
Nurse Consultant on 03/04/13 at 5:05 PM,
revealed the facility's abuse policy had been
developed at the corporate level and they were
not aware the policy indicated only the
"Administrator and/or DON and/or Social Worker”
would "make any immediate decisions related to
the removal of individuals from direct care giving
or direct contact following an aliegation of
suspected abuse."

2. Interview with Resident #29 on 04/05/13 at
5:50 PM, revealed the resident reported he/she
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Housekeeping and  Laundry
Director, Business Office
Manager, Plant  Operations
Director, Admissions Director) on
3-1-2013 and 3-2-2013, to ask if
they feel safe in the facility, if any
staff have ever talked negatively
toward them or if they are fearful
of any staff member. All
mterviewed residents, who were
able to respond and were
cognitively intact, acknowledged
they felt safe in the facility, were
treated well by staff and had no
fear of other residents or staff
members.

3. All  staff including
Department Directors and
Regional Staff received education
regarding abuse, completed by an
independent contractor (BSW,
MS, credentialed) by 4/6/13, with
completion of a post test. The
Independent Contractor provided
one on one education with the
Administrator, Director of
Nursing, and the Interim Social
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was "afraid" of SRNA #14 because he had
touched the resident's breast while hugging the
resident two to three months ago. Resident #29
stated SRNA #14 was moved to another area in
the facility to work after he/she reported the
incident ta the facility’s Social Worker/Abuse
Coordinator.

Interview with the Social Worker/Abuse
Coordinator on 04/05/13, at 3:30 PM, revealed
she also acted as the facility's Abuse Coordinator,
was responsible to assist with investigations
related to abuse/neglect, and to provide staff
education/in-service related to abuse/neglect as
indicated. The Social Worker/Abuse Coordinator
stated in accordance with facility policy
allegations of alleged abuse were to be
immediately investigated and reported to the
appropriate state agencies. The Sodial
Worker/Abuse Coordinator further stated she had
received training from the facility regarding the
facility's abuse policies/procedures when she was
hired by the facility on 06/20/11, as well as when
the policy, which included reporting,
investigation, and resident protection of abuse
allegations, was revised in March 2013.

Further interview conducted with the Social
Worker/Abuse Coordinator on 04/05/13, at 6:50
PM confirmed Resident #29 reported SRNA #14
touched the resident's breast on 03/01/13.
According to the Social Worker/Abuse
Coordinator, she and Administrator #1 talked with
the resident about the incident and the resident
stated he/she felt the touching incident was
inappropriate. The Social Worker/Abuse
Coordinator further stated Resident #29 {old her
he/she did not feel the incident was abuse.
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protection, reporting, and
investigation of allegations of
abuse by 4/12/13.

The Independent Contractor
mitiated continued abuse
education regarding tdentifying,
reporting, and ensuring resident
safety on 4/11/13. All staff
scheduled to work will receive
this re-education by 4/12/13. Staff
who are not scheduled to work in
that time frame, who work prn, or
who are on leave of absence will
receive the education upon
returning to work, by the
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social

Services Director, Staff
Development  Coordinator  or
Regional Staff.

Mandatory In-service education
on the abuse policy was provided
to facility (excluding Dietary)
staff’ 3-1-2013 and 3-2-2013 by
the Social Services Director,
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According to the Social Worker/Abuse
Coordinator, SRNA #14 was moved to another
unit in the facility following the reporf by Resident
#29 and was allowed to continue to provide direct
care for residents. Although the Social
Worker/Abuse Coordinator stated she did obtain
statements from Resident #29, the resident's
daughter, SRNA #14, and a staff nurse assigned
to the Seasons Unit, she did not further
investigate the alleged incident. The Social
Worker/Abuse Coordinator also stated since the
resident stated she did not feel the incident was
abuse, she did not report the alleged incident o
the State Agencies.

An additional interview conducted on 04/09/13, at
11.08 AM, with the Social Worker/Abuse
Coordinator revealed she was no longer
employed by the facility effective 04/08/13 due to
illness. During this interview, the Social
Worker/Abuse Coordinator stated she routinely
reported all allegations to the DON or
Administrator; and they would direct her on the
procedures to follow when an allegation of abuse
was reported, including investigation, protection,
and reporting. The Social Worker/Abuse
Coordinator stated she had missed doing "some
things” during the investigation of the incident
reported by Resident #29.

Interview conducted on 04/05/13, at 6:05 PM,
with the Vice President of Operations revealed he
was currently acting as the facility's Administrator,
and was not aware of the incident involving
Resident #29. Further interview with the Vice
President of Operations on 04/05/13 at 7:30 PM,
revealed SRNA #14 continued to work at the
facility in the provision of direct care after
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Dietary Director provided abuse
policy in-service on 3-2-2013 for
the dietary staff. The abuse policy
was reviewed highlighting the
immediacy of reporting
allegations of abuse to the charge
nurse, who will repori to the
abuse coordinator, Administrator,
Director of Nursing or Social
Services Director and the charge
nurse.

Hand In Hand Training, as
provided by CMS was initiated on
4/12/13 by the Regional Staff
(Director of Program
Development).

Additional in-service education
program will be completed by
May 14, 2013 for employees at
the facility by an SDC, Regional
Staff Administrator, DON and or
ADON/UM  regarding abuse
procedure. Weekly audits for one
month will be completed by the
Department Directors, ADON’s,
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Resident #29 had reported the incident and was
still providing direct resident care on 04/05/13.
However, the Vice President of Operations stated
SRNA #14 was suspended from employment
after he was informed of the alleged incident on
04/05/13. The Vice President of Operations also
confirmed no further investigation had been
conducted by the facility of the alleged incident
and he could provide no evidence the allegation
had been reported to the state agencies as
directed by the facility's abuse policy.

3. Review of the facility's investigation, initiated
by the facility's Soctal Worker/Abuse Coordinator
on 03/24/13, revealed Resident #30 reported on
03/24/13, that on 03/22/13, from 8:00 PM to 8:00
PM, SRNA #13 had sprayed cold water on the
resident while in the shower and had wrapped a
sheet too tight around the resident’s neck.
Continued review revealed the investigation was
not completed and the allegation was not
reported to the appropriate state agencies until
04/09/13, (sixteen days after the incident was
reported). it could not be determined by a review
of documentation if the facility had protected
residents from further potential abuse while the
investigation was being conducted, or if the
facility allowed SRNA #13 to continue fo provide
resident care at the facility. According to the
initial report, dated 04/08/13, the facility had
attempted to contact SRNA #13 to inform the
3SRNA that she would be suspended and not
allowed to work until the investigation had been
completed.

An interview conducted with the facility's Social
Worker/Abuse Coordinator on 04/09/13 at 11:09
AM, revealed the Social Worker/Abuse
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or Administrator for signs of
abuse, to include 20 staff audits,
20 resident audits, 20 skin audits,
and 10 chart audits. Audits will
continue monthly for three
months by the Department
Directors,  Staff Development
Coordinator, Assistant Director of
Nursing/Unit Managers, Director
of Nursing and /or Administrator
for signs of abuse, to include 20
staff audits, 20 resident audits, 20
skin audits, and 10 chart audits.

4. Findings of the above stated
audits will be discussed in the
quality  assurance committee
meeting monthly for six months
for recommendations and further
follow-up as indicated. Members
of the  quality  assurance
committee include but are not
limited to the Medical Director,
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social
Services Director, Dictary
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Coordinator had informed Administrator #2 on
04/08/13, of the abuse allegation involving
Resident #30 that occurred on 03/22/13.
According to the Social Worker/Abuse
Coordinator the investigation of the allegation had
not been complefed.

Interview with Administrator #2 on 04/09/13 at
3:03 PM revealed Administrator #2 was not aware
the allegation of abuse had not been thoroughly
investigated and reported as required until the
Social Worker/Abuse Coordinator had reported
an 04/08/13 that the investigation was not
complete. At the time of the interview,
Administrator #2 could provide no documentation
that any action had taken to ensure residents
were protected during the facility's investigation or
that the allegation had been reported to the
appropriate State Agencies. According to
Administrator #2, the allegations were logged in
an abuse investigation [og at the end of each day.
However, review of the facility's investigation log
revealed no entry regarding Resident #30.

4. Areview of the facility's investigation dated
04/01/13 revealed on 03/27/13, the Administrator
was informed that Resident #4 had made an
allegation of abuse on 03/24/13, three days prior.
According to the investigation, Resident #4 was
interviewed on 03/28/13 and reported that "no
one had been mean to [her/him]". When the
facility questioned the resident if he/she had
alleged someone was mean to him/her the
resident stated he/she had "told one of the
women that." According to the facility's
investigation, the resident "didn't really mean it."
The Social Worker/Abuse Coordinator asked the
resident if the woman was RN #8 and the

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEF!CIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 226 | Continued From page 49 F 226 Manager, and Quality of Life

Director

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:BNLR11

Facility 1D: 100284 If continuation sheet Page 50 of 110



PRINTED: 05/09/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185337 B. WING 04/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

246 EAST MAIN STREET
BEATTYVILLE, KY 41311

LEE COUNTY CARE & REHABILITATION CENTER

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHCULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 50 F 226

resident stated, "Yeah my little nurse." Further
review of the investigation revealed RN #8 stated
Resident #4 did make the statement on 03/24/13
that she was mean to the resident. RN #8
reperted she had told the resident to use the call
light for assistance instead of getting up on her
own. All residents assessed by the facility fo be
interviewable were interviewed in regards o their
treatment. The investigation conciuded the
allegation of abuse was unsubstantiated based
on Resident #4's moderately impaired cognitive
ability.

Interview with RN #8 on 03/28/13 at 8:07 PM
revealed on the morning of 03/24/13 Resident #4
alleged the RN was mean to the resident and
Resident #4 did not want RN #8 to come into the
resident's room again or provide care for the
resident. RN #8 stated she documented the
incident in the nurse's notes, and only thought
Resident #4 was upset the morning of 03/24/13.
However, RN #8 stated she should have told
another nurse; remcved herself from the floor;
and called the Administrator and DON. RN #8
stated the incident "didn’'t seem like an allegation
of abuse.”

Interview with the DON on 04/02/13 at 8:45 PM
revealed she was informed of the allegaticn
against RN #8 on 03/24/13 by the Weekend
Manager. She stated she did not give the
Weekend Manager any further instructions. The
DON stated on 03/25/13 she interviewed
Resident #4:; got "side tracked with something
else”; and did not notify the Administrator or
interview RN #8. The DON stated on 03/27/13,
the Corperate Nurse Consultant questioned her
related to a nurse's note found in Resident #4's
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medical record related to the incident. The DON
stated she called RN #8 and had her come in to
work early on the evening of 03/27/13 to obtain
an interview. After interviewing the nurse, the
DON and Administrator #2 allowed RN #8 to work
her scheduled 12-hour shift. The DON stated
since RN #8 and Resident #4 denied the
allegation, she and Administrator #2 decided
abuse did not occur. However, the DON
acknowledged the facility's investigation had not
been finished at the time of the inferview.

Interview with Administrator #2 on 03/28/13 at
2:00 PM; 6:40 PM; and on 03/29/13 at 10:25 AM
and 4:11 PM revealed he became aware of the
incident on 03/27/13, at approximately 5:40 PM,
and spoke to the DON regarding the incident.
Administrator #2 stated the DON informed him
she had forgotten to inform him of the allegation
of abuse and failed to initiate an investigafion
related to the allegation. Further, Administrator
#2 stated he sat in during the interview between
the DON and RN #8; however, he was "half
paying attention." Administrator #2 initially stated
in interview that he was not aware RN #8 had
been pemmitied to work on 03/27/13 and that he
"didn't ask [DON] why she didn't remove" the
alleged perpetrator. Continued interview with
Administrator #2 revealed he was aware RN #8
had been permitted to work after the interview
had been conducted on 03/27/13 while the
investigation was in progress. Interview further
revealed Administrator #2 "did not think it was -
reportable™ and stated, "In my heart of hearts |
have goiten o know the litile girl while I've been
here, | just didn't feel it was true and reportable."
Further interview revealed Administrator #2 had
not interviewed the DON regarding the incident
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and stated the DON had just forgotten fo do
anything with the information she received on
03/24/13. Administrator #2 stated RN #8 should
have reported the incident to another Charge
Nurse on 03/24/13; that he should have been
notified of the incident; and, that RN #8 should
have been sent home on 03/24/13 following the
incident. Continued interview with Administrator
#2 on 03/29/13 at 4:11 PM revealed he did
"concur" with the DON pn 03/27/13 related to
allowing RN #8 to work her shift after the resident
stated he/she did not want RN #8 to take care of
her. Per interview, he and the DON agreed RN
#8 could continue to provide resident care.
Administrator #2 further stated in "hindsight" with
the facility "the way it is” right now allowing the
RN to continue to work during the investigation
was "probably a bad decision".

5. Review of the facility's investigation revealed
SRNA#1 and SRNA #8 reported to the facility's
Social Worker/Abuse Coordinator that on
04/04/13, they overheard a Lab Technician teil
Resident #19 "It's going to hurt you worse than it
will me because | have a need!e stuck in your
arm". Even though the investigation revealed the
incident had been reported immediately to the
facility's Social Worker/Abuse Coordinator on
04/04/13, the facility failed to ensure the
allegation was immediately reported fo the
required state agencies until 04/06/13 (two days
after the incident was reported).

Interview on 04/09/13 at 2:55 PM with the
Corporate Nurse Executive who had completed
the investigation of the allegation revealed she
initially had not considered the allegation
reportable. However, the Corporate Nurse
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Executive stated as a part of the facility's ongoing
audits, the allegation was determined to be an
allegation of verbal abuse and was reported fo
the appropriate State Agencies late, on 04/06/13.
The Corporate Nurse Executive stated the
allegation being reported "late was better than not
reporting” the allegation.

8. An interview conducted with the facility's
Social Worker/Abuse Coordinator on 04/09/13 at
11:09 AM, revealed the Social Worker/Abuse
Coordinator had informed Administrator #2 on
04/08/13 of an abuse allegation involving
Resident #31 but she could not recall the date of
the allegation.

An interview with Administrator #2 on 04/09/13 at
3:03 PM revealed Administrator #2 could not
recall the allegation regarding Resident #31 that
was reported on 04/08/13 and an investigation of
the allegation had not been initiated. Continued
interview with Administrator #2 on 04/09/13 at
5:00 PM revealed Administrator #2 had discussed
the allegation reported by the Social
Worker/Abuse Coordinator on 04/08/13 with staff
and learned there was an allegation that Resident
#31 may have been sat down in a chair too hard
by facility staff around 3/17-19/13, but no witness
statements or investigation could be found.

Review of the facility's investigation log revealed
no entry regarding the atleged incident involving
Resident #31, which was reported on 04/08/13.

F 281 483.20(K)(3)(i) SERVICES PROVIDED MEET Fog1| F281

55=E | PROFESSIONAL STANDARDS / /
1. 1. Resident #2 has a /1413

physician’s order for Accu check

The services provided or arranged by the facility

must meet professional standards of quality. i
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This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview, record review,
and a review of facility policy, it was determined
the facility failed to ensure services provided met
professional standards of quality for eight of
twenty-nine sampled residents. On 03/28/13 at
4:00 PM, the facility failed to obtain blood glucose
levels {Accuchecks) as ordered by the physicians
for Residents #2, #6, #10, #21, and #22. The
facility failed to consistently document
transactions from the emergency drug kits by
failing to complete usage reports for Residents #3
and #9. Additionally, Resident #5 had physician's
orders for oxygen to be administered at two liters
per minute; however, observations revealed the
oxygen was not administered as ordered.

The findings include:

1. As a result of observation, interview, and
record review, it was determined that staff failed
to follow accepted standards of practice by failing
to follow facility policy regarding the use of
emergency medication kits (i.e., E-Boxes). liwas
determined that staff did not always document
transactions of its E-Boxes by failing to complete
and furn in usage reports to both their provider
pharmacy and to the facility's Medical Records
Department. Because of this practice, the facility
was unable to moenitor the use of its E-Boxes or
account for medications removed from the boxes.

Review of the facility's policy related to the use of
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p-m. On 3/28/13 the accu check
was obtained at 6 p.m. The
residents accu check at this time
was 195 with no sliding scale
coverage needed. MD and family
Resident did not
experience any negative outcome,

awdare.

Resident # 6 has a physician’s
order for Accu checks with
sliding scale coverage at 4 p.m.
On 3/28/13 the accu check was
obtained at 6 p.m. the accu check
result was 391. MD was notified
and orders obtained. Resident did
not experience any
outcome.

negative

Resident #10 has a physician’s
order for Accu checks with
sliding scale coverage at 4 p.m.
On 3/28/13 the accu check was
obtained at 6 p.m. The residents
accu check at this time was 186
with no sliding scale coverage
needed. MD and family aware.
Resident did not experience any
negative outcome.
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E-Boxes (Policy #3.4, "Emergency Pharmacy
Service and Emergency Kits") revealed:

A} ltem #8 of the policy stated that "upon removal
of any medication or supply item from the
emergency kit, the nurse documents the
medication or item used on the emergency kit
log. One copy of this information should be
immediately faxed to the pharmacy with the
original prescriber order or refill request form and
placed within the resealed emergency kit until it is
scheduled for exchange.

B) Item #9 stated that use of emergency
medications were to be noted on the resident's
current MAR.

On 03/28/13 at approximately 2:00 PM, while
reviewing the Medication Administration Records
{MARs) for residents living on the Seasons Unit,
Resident #9 was noted to have received a 10-day
regimen of the antibiotic Macrobid, 100 milligrams
(mg) {one capsule twice daily) for a urinary tract
infection. The drug was scheduled for
administration at 9:00 AM and 9:00 PM, and the
MAR revealed the resident's therapy began on
03/16/13 at 9:00 AM and concluded on 03/25/13
at 8:00 AM, and that all 20 ordered doses were
given as ordered. Review of the resident's orders
revealed the Macrobid order was posted on
03/15/13, and dispensing records revealed that
20 capsules were delivered from the pharmacy
on 03/16/13. The time of delivery would have
been at approximately 11:00 PM. Thus, the
resident's initial two doses were obtained from a
source other than the actual prescription.

At 3:00 PM on 03/28/13, the Seasons Unit
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F 281 Continued From page 55 F 281 Resident # 21 has a physician’s

order for accu checks with sliding
scale coverage at 4 p.m. On
3/28/13 the accu check was
obtained at 6p.m., the accu check
was 346 and resident received
Insulin.  Resident did not
experience any negative outcome.

Resident #22 has a physician’s
order for accu checks with sliding
scale coverage at 4 pm. On
3/28/13 the accu check was
obtained at 6:25 p.m. Accu check
was 349 and sliding scale was
provided at this time. MD and
family notified. Resident did not
experience any negative outcome.

Medication administration records
were reviewed by the Regional
Nurse Consultant and the Unit
Manager for Residents # 3 and #9
for the completion of their
antibiotics. Resident # 3 and # 9
did not experience any negative
outcome,
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medication cart was audited and revealed that
Resident #9's drawer contained the package of
Macrobid 100 mg dispensed by the pharmacy on
03/15/13 for 20 capsules, and although the
therapy had concluded on 03/25/13, the container
revealed the presence of 12 capsules, leading
one io conclude the resident may have failed to
receive up to 12 of the 20 ordered doses.

At 6:30 PM on 03/28/13, Kentucky Medication
Aide (KMA} #3 who was currently passing
medications on the Seasons Unit was interviewed
concerning Resident #9's extra antibiotics. The
aide was shown the resident's medication drawer
and acknowledged the resident's drawer still
contained Macrobid capsules even though the
therapy had been completed since 03/25/13. The
aide was shown the resident's MAR and she also
acknowledged that all 20 ordered doses had

been documented as "given." Although KMA #3
was unable to explain why the 12 capsules
remained in the drawer, the aide commented that
it was very common to initiate a new medication
order through use of the facility's E-Boxes. The
aide also explained that when a new medication
is ordered late in the workday {(e.g., after 6:00
PM), the medication may not arrive from the
provider pharmacy for approximately 24 hours. In
cases such as thai, the therapy may be started by
using medications from the E-Box or, in some
situations, by ordering a 24-hour supply from their
backup or secondary pharmacy. During the
course of the interview, the unit's E-Box was
inspected, showing that it was authorized to
contain 4 capsules of Macrobid 100 mg. The
aide explained that when removing a medication
from the E-Box, staff was expected to fill out a
dual copy usage repori, with the top (white) copy

oxygen 2 liters per nasal cannula.
The resident states that he wishes
not to wear the oxygen
continuously. The physician was
notified on April 2, 2013 and the
order has been changed to
Oxygen 2 1/ min via nasal cannula
as tolerated. Resident did not
experience any negative outcome.

2. Residents with orders for accu-
checks were reviewed by the Unit
Manager to ensure they had been
completed in a timely manner,
with sliding scale insulin given as
per physician’s order on March
28, 2013, These were found to be

completed as per physician’s
orders. The medication
administration records for
residents who received new

antibiotic orders with initial doses
bemg  obtained from  the
Emergency Kit  was
reviewed by the Regional Nurse
Consultant on April 15, 2013 and
compared with doses documented
and available on the medication

Drug
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being placed inside the E-Box for receipt by the
pharmacy and the second (yellow) copy to be
placed in a receipt box (focated near the E-Box)
to be forwarded fo the Medical Records
Department. Although the box contained some
yellow copies from previous fransactions there
were no copies found related to Macrobid
obtained for Resident #9.

On 04/03/13 at approximately 10.00 AM, the
issue of the E-Boxes was discussed with
Administrator #2, the Acting DON (Director of
Nursing), and the CNE (Chief Nurse Executive).
Through a previous request, the Acting DON had
provided pharmacy records related to Resident
#9's Macrobid. However, they reported they were
unable to locate any proof (e.g., usage reports)
that any doses of Macrobid had ever been
obtained from the E-Box for Resident #9.

On 04/03/13 at 2:40 PM, during an interview with
the Director of the provider pharmacy, the
Director estimated that staff usually failed to fill
out and forward usage reports in the E-Box about
50 percent of the time. He also stated that in
most instances any usage reports that were
placed inside the E-Box would be "discarded”
since they were not used for billing purposes. He
further exptained that a daily per diem the
pharmacy received from the facility would cover
the cost of most items removed from the
E-Boxes. The Director explained he was
unaware of any complaints regarding the facility's
use of the E-Boxes, or any complaints regarding
any residents not being given their medications
as ordered. The Director explained it would be
impossible to determine why Resident #9
continued to have the 12 capsules of Macrobid in

have been given as per
physician’s orders. These were
found to be given as ordered.
Residents who require the use of
Oxygen were reviewed by the
Regional Nurse Consultant on
April 11, 2013 and by the DON
again on May 1, 2013 to ensure
that oxygen was in place with
appropriate settings as per their
physician’s order. This was
found to be in place as per
physician’s orders.

3. Licensed Nursing Staff will
receive education by May 14,
2013 provided by a Staff
Development Coordinator,
Regional Staff, ADON/UM or
DON regarding following all
physician orders to include all
medications, diagnostic  tests,
consults, referrals, and treatment
with emphasis on completion of
accu-checks in a timely manner,
providing sliding scale insulin in
a timely manner, ensuring that
antibiotics given from  the
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her drawer. However, he did speculate that
because most of their unit dose pills are
packaged in strips of 30 pills it would be possible
that a tech in the pharmacy could have placed a
full strip of 30 inside the prescription box rather
than the ordered 20 capsules. Since the
resident's first two doses of the Macrobid could
have likely been obtained from the E-Box, the
Director speculated that that could possibly
explain the presence of the 12 capsules in the
resident's drawer.

As the resuit of an on-site visit to the facility's
backup pharmacy (a pharmacy in the
community), it was determined that Resident #9
had no prescription activity over the previous S0
days.

2. During the review on 03/28/13 of the MARs for
residents living on the Seasons Unit, Resident #3
was noted to have been treated with a 10-day
course of the antibiotic Clindamycin, 150 mg {one
capsule 3 times daily for 10 days) which was
initiated at 9:00 AM on 03/14/13 and concluded at
9:00 PM on 03/23/13. The MAR also revealed
that all 30 doses had been administered as
ordered. The resident's clinical record revealed
the order was given by the physician on 03/14/13,
and review of the pharmacy’s shipping manifest
revealed the order was signed upon receipt on
03/14/13. Thus, at least the first three doses
would have been obtained from a source other
than the prescription order. However, inspection
of the resident's medication drawer revealed the
prescription box still present in the drawer; the
package was labeled as having contained 30
capsules, was dispensed on 03/14/13, and still
contained 5 capsules, even though the duration

(Monday through Friday) clinical
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documented as such, and that
oxygen be provided as per
physician’s orders. The Assistant
Director of Nursing, Unit
Manager, Staff Development
Coordinator, MDS Nurses or
DON will review documentation
of implementation of all physician
orders to include but not limited
to accu-checks and sliding scale
insulin daily Monday through
Friday.

A system to ensure appropriate
documentation of antibiotics
being utilized out of the
Emergency Dmg Kit has been
initiated. A charge slip will be
sent to the pharmacy, with a copy
of this being sent to our in-house
medical records clerk. A log will
be completed by the Medical
Records Clerk. Antibiotics used
out of the Emergency Drug Kit
will be reviewed in the daily

meeting, to ensure appropriate
doses of antibiotics have been
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of therapy concluded on 03/23/13. Thus, it
suggested that the resident could have failed to
receive up to 5 of 30 crdered doses.

On 03/28/13, KMA #3 was interviewed about
Resident #3's Clindamycin. KMA #3 aitributed
the resident's five extra Clindamycin capsules to
use of the E-Box. Since the pharmacy order was
received by the facility at the end of the day on
03/14/13, it would be conceivable that staff had to
obtain the resident's first three doses from the
E-Box, so the source of the remaining two
capsules continued to remain a mystery.

The Acting DON and the CNE were unable to
obtain evidence that staff had obtained any doses
of the Clindamycin from the facility's E-Boxes.
That was also verified by the facility's Medical
Records Director on 04/05/13. Moreover, records
at the facility's backup pharmacy revealed
Resident #3 did not receive orders for
Clindamycin.

3. Review of a facility policy, "Physician Orders At
a Glance," (undated) revealed the policy did not
address following physician's orders. However,
interview with the DON on 04/02/13 at 2:30 PM
revealed staff was expected to provide care in
accordance with physician's orders.

Review of the medical record for Resident #5
revealed the resident's diagnoses included
Chronic Obstructive Pulmonary Disease. A
review of physician's orders revealed Resident #5
had physician's orders dated April 2013 for
oxygen at 2 fiters per minute via nasal cannula.

Review of Resident #5's comprehensive care

ADON/Unit Manager/SDC/MDS
Nurses/ Social Services Director/
Abuse Coordinator/ or DON.
Residents who have orders for the
use of oxygen will be reviewed
weekly  times  four  with
documentation on the medication
administration record to ensure
that oxygen is in place and at the
appropriate setting. Physicians
will be notified for residents who
refuse to wear oxygen as ordered.
The  Assistant Director  of
Nursing, Unit Manager, Staff
Development Coordinator, MDS
Nurses, Regional Nurse
Consultant or DON will complete
an audit weekly for four weeks
then monthly for three months for
residents requiring the use of
oxygen to ensure it is in use and is
on the appropriate setting as per
physician’s orders, and has been
documented on the niedication
administration record each shift.
The  Director of  Nursing,
Assistant Director of Nursing,
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plan dated 03/28/13 revealed the resident was to
receive oxygen as ordered by the physician.
Approaches o implement the care plan were as
follows: "explain importance of receiving oxygen
as Physician crders and risks associated with
noncompliance; check oxygen frequently and
adjust as needed; assess respiration status as
needed and encourage resident to report
shortness of breath, and notify Physician and
family of non compliance.”

Observation of Resident #5 on 04/01/13 at 4:.00
PM revealed the resident leaving the facility's
designated smoke room with no oxygen in use.
Observations on 04/01/13 at 4:30 PM and 5:00
PM revealed Resident #5 was not wearing
oxygen while in the haliway. Observation on
04/01/13 at 5:10 PM revealed Resident #5
returned to his/her room, turned the oxygen on at
a setting of 4.5 liters per minute, and put the
nasal cannula on. Resident #5 was cbserved on
04/01/13 at 5:15 PM to be in his/her room and
continued fo receive the oxygen at 4.5 lifers per
minute via nasal cannula. Observation at 6:00
PM on 04/01/13 revealed Resident #5 continued
o receive oxygen at 4.5 liters per minute via
nasal cannula.

Interview with Resident #5 on 04/01/13 at 5:10
PM revealed, "The doctor told me | could turn up
the oxygen if | needed to."

Continued ohservation of Resident #5 on
04/02/13 at 8:15 AM revealed the resident lying in
bed with oxygen on at 5 liters per minute via
nasal cannula. Observation on 04/02/13 at 9:30
AM revealed Resident #5 was in bed with oxygen
on at 3.5 liters per minute via nasal cannuia.
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DON will audit daily physician
orders (Monday through Friday)
to ensure physician orders have
been implemented as ordered.
Any concemns identified will be
addressed  immediately  and
reported to the Director of
Nursing or Administrator.

4. Findings of the above stated
audits  which  includes all
physician orders as well as the
daily clinical meeting findings
will be discussed in the Quality
Assurance Committee monthly
for three months for
recommendations and  further
follow-up as indicated. Members
of the quality  assurance
committee include but are not
limited to the Medical Director,
Administrator, Director of
Nursing, Assistant Director of
Nursing, Unit Manager, Social
Services Director, Dietary
Manager, and Quality of Life
Director.
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Observation on 04/02/13 at 9:45 AM revealed
Resident #5 was in a wheelchair in the hallway
and did not have oxygen on. Observation at 9:50
AM revealed Resident #5 returned to his/her
room and was observed to receive oxygen at 5
liters per minute via nasal cannula. Observation
on 04/02/13 at 10:30 AM revealed Resident #5
was in bed and was receiving oxygen at 3.5 liters
per minute. Additional observations at 11:30 AM
and 11:35 AM on 04/02/13 revealed Resident #5
was in the hallway without his/her oxygen in use
and, at 11;35 AM, requested staff to obtain
his/her blood pressure. Facility staff obtained the
resident's blood pressure and the resident
returned to his/fher room. At the time the resident
returned to his/her room, the oxygen concenfrator
was observed to be set at 5 liters per minute;
however, Resident #5 did not have the nasal
cannula on and was not receiving the oxygen.
Observation on 04/02/13 at 12:30 PM revealed
Resident #5 had oxygen in use at 5 liters per
minute; however, at that time RN #5 adjusied the
resident's oxygen to 2 liters per minute, obtained
the resident's pulse oxygenation, and noted the
results of the pulse oxygenation to be 97 percent.
Resident #5 did not appear to be having trouble
breathing during the chservations for 04/01/13
through 04/02/13.

Interview with SRNA #11 on 04/02/13 at 12:15 PM
revealed Resident #5's oxygen was supposed to
be on 2 liters per minute via nasal cannula. The
SRNA stated she was not permitted to adjust the
resident's oxygen, and if she thought the oxygen
needed adjusting she informed the nurse. The
SRNA stated the nurses were supposed to
monitor each resident’s oxygen use, SRNA#11
stated, "It could be a problem," if the oxygen level
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was too high for a resident.

Interview with SRNA #13 on 04/02/13 at 12:20
PM revealed Resident #5 was very independent
and rarely needed anything. SRNA#13 stated
Resident #5 was supposed to have oxygen on at
2 liters per minute via nasal cannula and,
according to SRNA #13, if the resident's oxygen
setting was too high, the SRNA notified the nurse,
and the nurse would change the oxygen level if
needed. According fo SRNA #13, Resident #5
had turned up his/her oxygen level "a few weeks
ago,” and she informed the resident's nurse.

Interview with Registered Nurse (RN) #5 on
04/02/13 at 12:30 PM revealed on 04/02/13 at
12:15 PM, SRNA #11 reported Resident #5's
oxygen administration setting was on 5 liters per
minute and RN #5 adjusted the oxygen setting to
2 liters per minute as ordered by the physician.
On 04/02/13 at 12:30 PM at request of the
surveyor, RN #5 went to Resident #5's room and
observed the resident's oxygen administration
level to be at 5 liters per minute. RN #5 adjusted
the oxygen administration level to 2 liters per
minute and stated the physician's orders would
be reviewed to ensure accuracy of the setting.
RN #5 stated she had only worked four days on
Resident #5's nursing unit, was unfamiliar with
Resident #5, and was not aware Resident #5
adjusted his/her oxygen setting at times.

4. The facility admitied Resident #22 on
12/20/12, with diagnoses including Diabetes
Mellitus, Hypertension, and Chrenic Obstructive
Pulmonary Disease.

A review of Resident #22's Admission Minimum
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Data Set (MDS) assessment completed on
12/28/12 revealed the facility assessed the
resident to have a cognitive summary score of 12,
to reguire extensive assistance for locomotion
and limited assistance for afl other activities of
daily living. A review of Resident #22's
Comprehensive Care Plan dated 03/18/13,
revealed the resident was at risk for
hyper/hypoglycemia, and the facility was fo obtain
Accuchecks as ordered by the physician.

Review of Resident #22's physician's orders
dated March 2013 revealed Resident #22 was fo
receive an Accucheck at 4:00 PM and sliding
scale insulin as needed based on the Accucheck
resuit.

Observation of Resident #22 on 03/28/13 at 6:04
PM revealed the resident was complaining of a
dry mouth to a Medication Administration Aide,
stating, "Honey, I'm so thirsty; they always check
my sugar before supper but they didn't do it. |
think | may need some insulin.”

Review of Resident #22's Treatment
Administration Record (TAR) revealed the facility
had failed to obtain the resident's 4.00 PM
Accucheck as ordered by the physician.

5. The facility admitted Resident #6 on 12/28/11,
with diagnoses including Diabetes Mellitus and
Pancreatic Cancer.

A review of Resident #6's Quarterly MDS
assessment completed on 01/02/13 revealed the
facility assessed the resident to have no cognitive
impairment and to be independent with bed
mobility, transfers, and ambulation. A review of
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Resident #6's Comprehensive Care Plan dated
01/02/13, revealed the resident was at risk for
hyper/hypoglycemia, and the facility was to obtain
Accuchecks as ordered by the physician.

Review of Resident #6's physician's orders dated
March 2013 revealed the resident was 10 receive
an Accucheck at 4:00 PM and sliding scale insulin
as needed based on the Accucheck result.

Review of Resident #6's TAR on 03/28/13, at68:15
PM revealed the facility failed to obtain the
resideni's 4:00 PM Accucheck as ordered by the
physician.

6. The facility admitted Resident #2 on 07/28/12,
with diagnoses including Diabetes Mellitus and
Hypertension.

Areview of Resident #2's Comprehensive Care
Flan dated 02/16/13, revealed the resident was at
risk for hyperfhypoglycemia, and the facility was
to obtain Accuchecks as ordered by the
physician.

A review of Resident #2's Quarterly MDS
assessment completed on 02/25/13 revealed the
facility assessed the resident to have moderate
cognitive impairment and to require extensive
assistance with all activities of daily living.

Review of Resident #2's physician's orders dated
March 2013 revealed the resident was to receive

an Accucheck at 4:00 PM and sliding scale insulin
as needed based on the Accucheck result.

Review of Resident #2's TAR on 03/28/13, at 6:15
PM revealed the facility failed to obtain the

F 281
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resident's 4:00 PM Accucheck as ordered by the
physician.

Interview with Resident #2 on 03/02/13 at 3:16
PM revealed the resident denied any problems
related to not receiving the Accucheck as ordered
on 03/28/13.

7. The facility admitted Resident #21 on
0417112, with diagnoses including Diabetes
Mellitus and Congestive Heart Failure.

A review of Resident #21's Comprehensive Care
Plan dated 02/16/12, revealed the resident was at
risk for hyper/hypoglycemia, and the facility was
to obtain Accuchecks as ordered by the
physician.

A review of Resident #21's Quarterly MDS
assessment completed on 12/26/12 revealed the
facility assessed the resident to have a cognitive
summary score of 12, to require supervision for
eating and extensive assistance with all other
activities of daily living.

Review of Resident #21's physician's orders
dated March 2013 revealed the resident was to
receive an Accucheck at 4:00 PM, and sliding
scale insulin as needed based on the Accucheck
result.

Review of Resident #21's TAR on 03/28/13, at
6:15 PM revealed the facility failed to obtain the
resident's 4:00 PM Accucheck as ordered by the
physician.

interview with Resident #21 on 03/29/13 at 3:18
PM revealed the resident denied any problems
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related to the Accucheck not being obtained as
ordered on 03/28/13, stating, "Oh yeah, I'm fine."

8. The facility admitted Resident #10 on
12/13/12, with diagnoses including Diabetes
Mellitus and Peripheral Vascular Disease.

A review of Resident #10's Quarterly MDS
assessment completed on 03/04/13 revealed the
facility assessed the resident to have a cognitive
summary score of 13, and fo require
supervision/limited assistance for all activities of
daily living. A review of Resident #10's
Comprehensive Care Plan dated 03/04/13,
revealed the resident was at risk for
hyper/hypoglycemia, and the facility was to obtain
Accuchecks as ordered by the physician.

Review of Resident #10's physician's orders
dated March 2013 revealed the resident was to
receive an Accucheck at 4:00 PM, and sliding
scale insulin as needed based on the Accucheck
result.

Review of Resident #10's TAR on 03/28/13, at
6:15 PM revealed the facility failed to obtain the
resident's 4:00 PM Accucheck as ordered by the
physician.

Interview with Resident #10 on 03/29/13 at 3:13
PM revealed the resident denied any problems
related to the Accucheck not being obtained as
ordered on 03/28/13.

Interview with the Staff Development Coordinator
(SDC) at 8:05 PM on 03/28/13, revealed she was
told by Administration "sometime after 4:00 PM"

(exact time unknown) to cover the Seasons Unit,
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related to the assigned nurse being removed
from direct patient care. The SDC stated that she
received no report prior to being assigned to care
for the residents and had no communication with
the prior nurse. The SDC stated she was
unaware thaf Accuchecks had not been obtained
for residents on the Seasons Unit.

Interview with Administrator #2 on 03/28/13 at
8:00 PM confirmed the nurse assigned to the
Seasons Unit was removed from direct patient
care after an allegation of abuse was made. The
Administrator stated the SDC was assigned to
"cover” the floor, but made no provisions to
ensure the continuity of resident care, such as
ensuring a detailed report was provided to the
SDC of what care needs the residents required,
or what nursing tasks needed to be completed.
483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE FLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of facility policy it was determined the
facility failed to ensure services were provided in
accordance with the care plan for one of
twenty-nine sampled residents (Resident #19).
Resident #19's care plan directed staff to utilize
the bed in the lowest position and a fall mat on

F 281

F 282

F282

fal

She/s

1. The care plan and physicians order was
reviewed on 4-3-13 by the Unit Manager and
the low bed and mat were put back in place
for resident #19 on 4-3-13 by the Unit
Manager.

2. Residents identified on the falls risk
assessment as being at risk for falls were
reviewed by the Unit Manager and the
Regional Nurse consultant by 4-5-13 to
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the floor at the bedside. However, observations
on 04/01/13 and 04/12/13 revealed staff failed to
ensure Resident #19's bed was in the low
position and that there was a fall mat on the floor.

The findings include:

A review of the facility's "Care Plan” policy (dated
December 2010) revealed the care plan would be
implemented through the integration of
assessment findings.

A review of the medical record revealed the
facility admitted Resident #19 on 08/04/04 with
diagnoses including Alzheimer's Disease,
Osteoarthritis, Osteoporosis, Anxiety,
Depression, Hypertension, Cardiovascular
Accident, Chronic Cbstructive Pulmonary
Disease, and Chronic Kidney Disease. Further
review of the medical record revealed the facility
assessed the resident to be at risk for falls related
to history of falls and fractures.

A review of the comprehensive care plan dated
01/19/13 revealed facility staff was to utilize a low
bed for Resident #19 with a fall mat beside the
bed. In addition, a review of the Nurse Aide Care
Plan {guide for direct care staff) also revealed the
resident’s bed was to be in a low position and a
fall mat was to be placed on the floor beside the
bed.

Observations at 2:50 PM, 4.02 PM, and 5:30 PM
on 04/01/13, and at 8:25 AM, 9:35 AM, 11:25 AM,
and 12:45 PM on 04/02/13 revealed Resident
#19's bed was at the normal height, and there
was no mat on the floor beside the bed.
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F 282 | Continued From page 68 F 282 ensure fall interventions were in place as per

their care plans. Residents care plans were
reviewed and compared to C.N.A care plans
against what is actually being provided by
care takers to include all care and to also
include that care plan interventions are being
followed. This will be completed by
ADON/UM, Staff Development Coordinator,
MDS Coordinators, DON and Regional
Nurse Consultant by May 15, 2013.

3. Care plans will be updated and reviewed
during the daily clinical meeting (Monday —
Friday) for those residents who have had any
change of condition or order changes by the
interdisciplinary team to include but not
limited to residents who are at high risk for
falls. Those residents who are at high risk for
falls as evidenced by the falls assessment will
be reviewed monthly in the At Risk Meeting
by the DON, ADON, MDS Nurses, and Unit
Managers to ensure current interventions are
in place per physician orders. Nursing staff
will receive in-service education by May 14,
2013 by a Staff Development Coordinator
regarding ensuring that all care plan
interventions are being provided to include
but not limited to residents with low beds and
fall mats are in place as per residents’ care
plans. An audit in which 20% of care plans
will be reviewed to include care plan
interventions are being followed will be
completed three times weekly for four weeks,
then once weekly for three months by the
Director of Nursing, Assistant Director of
Nursing, MDS Nurses, Staff Development
Coordinator and the Unit Manager. Any
concerns identified with the audit will be
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Interview with State Registered Nurse Aide Nursing to include correction, education to
(SRNA) #0 at 9:30 AM on 04/03/13 revealed she staff, and/or staff consultation or disciplinary
knew the low bed and mat on the floor were listed actron.
in the additional notes on the SRNA care plan, but L L
stated a nurse had told her the use of the low bed 4. Findings of the above stated audits will be
and mat on the floor had been discontinued, discussed in the Quality Assurance
therefore she had not placed the mat on the floor Committee monthly for three months for
or the bed in the lowest position. recommendations and further follow-up as
indicated by the Director of Nursing.
An interview was conducted with Registered Members of the quality assurance committee
Nurse (RN} #5 at 9:35 AM on 04/03/13. The RN include but are not limited to the Medical
stated the low bed and the use of the mat on the Director, Administrator, Director of Nursing,
floor had been discontinued. However, after Assistant Director of Nursing, Unit Manager,
reviewing the medical record the RN Social Services Director, Dietary Manager,
acknowledged the order was current and had not and Quality of Life Director.
been discontinued.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 F 332 _;’//é/zj
8s=f | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility failed to
ensure it was free from medication ermror rates of
five percent or greater. Medication pass
observations conducted on 03/28/13, 03/29/13,
04/01/13, and 04/02/13 resulted in the
assessment of three medication errors
(Residents #1 and #5 and unsampled Resident
D) out of fifty-two opportunities, for a medication
error rate of 5.76 percent.

The findings include:

1. The physician was notified on May 1,
2013 of Resident D medications not
being given separately. The physician for
Resident # 5 was notified of his self-
administration of inhaler on May 1,
2013. The physician was notified of
Resident #1 mnot receiving 3 pm
Neurontin timely on March 28, 2013.

2. A medication pass audit will be
performed by SDC, ADON/UM, DON or
Regional Nurse by May 9, 2013 for 15
licensed nurses and Medication Aides to
include all aspects of medication
administration with special aftention
given to g-tube medications, inhalers,
self- medication administration of
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1. Resident D received nourishment and oral
medications via a feeding fube. During the
morning medication pass on 04/02/13 at :30 AM,
the resident was observed to have six oral
dosage forms which included four tablet dosage
forms (Aspirin 81 milligrams {mg), Namenda 10
mg, Zantac 150 mg, and a Multivitamin with
Minerals). During the preparation of the
medications, Licensed Practical Nurse {LPN) #4
was observed to crush the four tablets and mix
the resultant powders in a dose cup. During the
administration procedure, the nurse checked the
placement of the resident's tube, checked the
tube's residual, and then performed an initial flush
of the tube with approximately 30 milliliters (mi} of
water. The nurse then separately administered
two liquid dosage forms (the liquid contents of
two fish oil capsules and 2.5 ml of Valproic Acid
Syrup), both of which had been diluted with a
small portion of water. The nurse then
administered the mixfure of the crushed tablets
mixed with a small amount of water
(approximately 30 ml} followed by a liberal
post-flush with more water. Before leaving the
room, the nurse concluded the care by
administering a bolus feeding consisting of a can
of Jevity 1.2.

Following the medication pass observation,
review of Resident D's clinical record revealed no
evidence of a physician's order for a "special”
flush schedule or evidence that the resident was
under any fluid restrictions, etc. A review of the
facility's policy related {o administration of
medications via feeding tube (Policy 7.10, titled
"Enteral Tubes," dated 12/12) was conducted.
Item #10 of the policy stated, "Medication
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administration to identify concerns with
medication administration. Concerns will
be addressed as indicated.

3. Licensed Nurse Staff will receive
inservice by May 14, 2013 on the correct
procedure for administering medications
with special emphasis on via feeding
tube medications via inhalers to include
self-medication = administration by
residents and administering medications
timely by a SDC, Regicnal Staff,
ADON/UM, MDS Nurses or DON.
Weekly medication pass audits will be
done by ADON/UMMDS Nurses, Staff
Development Coordinator or DON times
four weeks and then monthly times three
months, In order to ensure medications
are being correctly administered.
Concerns identified will be corrected at
time of administration with a | to 1
education with notification to the
Director of Nursing.

4, Findings of the above stated audits
will be discussed in the Quality
Assurance Comimittee monthly for three
months for recommendations and further
follow-up as indicated by the Director of
Nursing Members of the quality
assurance committee include but are not
limited to the Medical Director,
Administrator, Director of Nursing,
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F 332 | Continued From page 71 E 332 Assistant Director of Nursing, Unit
administration and flushing of the tube after each Manager, Social Services Director,
individual medication is given if required if there Dietary Manager, and Quality of Life
are known compatibility problems between the Director,

medications to be mixed together. A minimum of
one flush before and after giving the medications
is acceptable unless there is a physician's order
that specifies a different flush schedule due to
fluid restrictions.” However, recently long-term
care facilities and State Survey Agencies were
both reminded of the need to administer all
medications separately and to provide individual
water flushes between each medication given
through a feeding tube. In addition, several
professional associations do note that the need to
administer all medications separately and fo flush
between all medications is an accepted standard
of practice; notable associations included the
Institute for Safe Medication Practices (ISMP}),
Nursing Times, American Journal of
Health-System Pharmacy, Texas Department of
Aging and Disability Services, and others.

On 04/02/13 at 5:00 PM, LPN #4 was interviewed
concerning the issue over the need to administer
all medications separately when administering via
a feeding tube. The nurse acknowledged she
had administered the medications via feeding
tube to Resident D that morning according to
facility policy, but noted that she had been told by
other staff following the medication pass that the
current acceptable standard was now to
administer the medications separately with
in-between flushes, unless otherwise directed by
the physician.

2. Observations of Medication Aide #7
administering medication on 03/28/13, at 1:36 PM
revealed staff obtained Resident #5's Proair HFA
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inhaler from the medication cart and handed it to
the resident for self-administration. However, the
Medication Aide failed to provide Resident #5 with
any instruction, direction, or reminders for
accurately self-administering the medication.
Resident #5 placed the inhaler to his mouth and
quickly inhaled two puffs without any time
elapsing between inhalations.

Review of a large red manufacturer's warning
label on the box the Medication Aide removed the
Proair HFA inhater from, prior to giving it to
Resident #5, revealed waiting one minute
between inhalations was required.

Review of Resident #5's Comprehensive Care
Plan dated 03/20/13, revealed the resident was
unsafe to self-administer medication and would
be administered medications by staff.

An interview with Medication Aide #7 on 03/28/13,
at 2:40 PM, revealed she did not provide a
reminder to Resident #7 to wait between
inhalation because "he is pretty competent, |
guess he was in a hurry, he does what he wants
to."

3. Observations of Medication Aide #3
administering Resident #1's routine scheduled
5:00 PM medication on 03/28/13, at 4:50 PM
revealed the resident had been scheduled to
receive Neurontin 100 mg at 3:00 PM, but had
not been administered the medication as ordered.

Medication Aide #3 stated in an interview on
03/28/13, at 5:00 PM that she "must have
overlooked" the medication and failed to
administer the Neurontin at the scheduled time.

FORM CMS-25G7(02-9%) Previous Versicns Obsolete Event ID: 6NLR11 Facllity ID: 100284 If continuation sheet Page 73 of 110




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

PRINTED: 05/09/2013
FORM APPRCVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

186337

(X2) MULTIPLE CONSTRUGTION

(X3) DATE SURVEY

A. BUILDING COMPLETED
C
B ne 04/09/2013

NAME OF PROVIDER OR SUPPLIER

LEE COUNTY CARE & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
246 EAST MAIN STREET

BEATTYVILLE, KY 41311

The facility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and policy review, it was determined the facility
failed to ensure residents were free of significant
medication errors for one of twenty-nine sampled
residents (Resident #3). On 03/28/13 at 4;00 PM,
the facility failed to administer Resident #9's
physician ordered insulin.

The findings include:

A review of the facility policy, "Medication
Administration-Administering Medications,” dated
December 2010, revealed medications were to be
administered only as ordered by a physician.
Staff was to chart on the medication sheet and/or
nurse's notes any failure o administer
medication, regardless of the reason.

The facility admitted Resident #9 on 11/30/12,

2. Medication administration records for
residents with orders for insulin were
reviewed on 3/28/13 by the Unit
Manager to ensure that no other doses of
insulin were missed. There were no
negative findings. Medication records
for May will be audited daily Monday
through Friday to ensure residents are
free of significant medication errors.
Any areas of discrepancy will be
addressed immediately.

3. An in-service will be completed by
May 14, 2013 for licensed nursing staff
regarding the importance of the
administration of insulin as ordered. The
ADON/Unit Manager, MDS Nurses,
Staff Development Coordinator or
Director of Nursing will audit
medication administration records daily
(Monday through Friday) for four weeks,
then weekly for three months to ensure
appropriate administration of insulin as
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The observations of the medication pass were
reported to Administrator #2, the Acting Director
of Nursing, and the Chief Nurse Executive on F333
04/04/13 at 10:00 AM. The Acting Director of o .
Nursing acknowledged she was aware of the 1. The Physician was notified on 3/28/13
standard of practice regarding the need to for Resident #9 regarding not receiving
administer tube medications separately, and to insulin in a timely manner on 3/28/13.
flush between the medications administered An order was received to resume insulin
through the tube. as ordered with the next scheduled dose.
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333 1B, 75/ /3
55=D | SIGNIFICANT MED ERRORS
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with diagnoses including Diabetes Mellitus and
Peripheral Vascular Disease.

A review of Resident #9's Quarterly Minimum
Data Set (MDS) assessment completed on
03/04/13 revealed the facility assessed the
resident to have a cognitive summary score of 13
and to require supervision/limited assistance for
all activities of daily living. A review of Resident
#9's Comprehensive Care Plan dated 03/04/13,
revealed a problem of uncontrolled Diabetes, and
the resident was to receive medications as
ordered by the physician.

Review of Resident #9's physician's orders dated
March 2013 revealed staff was to administer fo
Resident #9 30 units of Novolin 70/30 insulin
every evening at 4:.00 PM.

Review of Resident #9's Treatment Administration
Record (TAR) at 6:15 PM revealed the resident
had not been administered the insulin as ordered.

Observation of Resident #9 on 03/29/13 at 3:12
PM, revealed the resident to be sitting up on the
bed. Resident#1 denied any problems related to
the insulin not being administered as ordered on
03/28/13.

Interview with the Staff Development Coordinator
(SDC) at 8:05 PM on 03/28/13, revealed she was
told by Administration "sometime after 4:00 PM"
(exact time unknown) to cover the Seasons Unit,
related fo the assigned nurse being removed
from direct patient care. The SDC stated thaf she
received no report pricr to being assigned to care
for the residents and had no communication with
the prior nurse. The SDC stated she was

significant medication errors.

4. Findings of the above stated audit to
include timely insulin administration and
free of any significant medication errors
will be discussed in the quality assurance
committee meeting monthly for three
months for recommendations and further
follow-up as indicated. Members of the
quality assurance committee include but
are not limited to the Medical Director,
Administrator, Director of Nursing,
Assistant Director of WNursing, Unit
Manager, Social Services Director,
Dietary Manager, and Quality of Life
Director.

i
i
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unaware that Accuchecks had not been obtained
for residents on the Seasons Unit.

Interview with Administrator #2 on 03/28/13 at
8:00 PM confirmed the nurse assigned to the
Seasons Unif was removed from direct patient
care after an allegation of abuse was made.
Administrator #2 stated the SDC was assigned to
"cover” the floor but Administrator #2 had made
no provisions to ensure the continuity of resident
care, such as ensuring the SDC received a
detailed report of what care needs the residents
required, or what nursing tasks needed to be
completed.

F 371 | 483.35(i) FOOD PROCURE,

55=D | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on ohservation and interview, it was
determined the facility failed to store food under
sanitary conditions. Two ingredient storage bins
were observed not to close tightly and as a result,
the facility could not ensure the contents of the
storage bins were free from contamination. In
addition, one of the storage bins, reported to
contain flour, was not labeled.

F 333

F 371

Fi7l

D

S/l

1. The bins that were in disrepair in the kitchen
were replaced on Aprit 11, 2013 by the Dictary
Manager.

2. The Certified Dietary Manager inspected the
areas in the dietary department that store food or
where food is prepared and distributed to ensure
food storage, preparation and distribution arcas
were sanitary on April 11,2013 .

3. An m-service will be provided by the Dietary
Manager by May 7, 2013 for the Dietary staff
regarding the importance of ensuring all containers
and equipment is not in disrepair in the kitchen.
The Dietary Manager will provide an inservice to
the dietary staff by May 15, 2013 on ensuring food
storage, preparation and distribution arcas are in
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The findings include:

The sanitation tour in the kitchen was conducted
at 9:20 AM on 04/04/13. During the tour, two
ingredient storage bins were observed to be
damaged and, as a result, the {ids would not
completely close which exposed the ingredients
to possible contamination. Cne of the storage
bins reportedly contained loose flour (out of the
original container) and was not labeled with the
name of the contents. The other storage bin
contained a variety of pasta; however, the bin
was unlabeled.

An interview was conducted with the Dietary
Manager (DM} at 9:30 AM on 04/04/13. The DM
confirmed the lids on the two storage bins did not
fit properly, were not airtight, and as a resulf, the
contents of the bins could be exposed to possible
contamination.

F 425 | 483.60(a),(b) PHARMACEUTICAL SVC -

ss=£ | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each resident.

including closing lids on storage containers
completely and labeling all food that is stored in
containers. The Dietary Manager will complete an
audit of the kitchen three times weekly for four
weeks, then weekly for three months to ensure
containers are in the appropriate eondition and
sanitary conditions are maintained. Findings will
be forwarded to the Administrator weekly to ensure
completion.

4. Findings of the above stated audits to include
appropriate storage of food in food preparation,
storage and distribution areas will be discussed in
the quality assurance meeting monthly for three
months for recommendations and further follow-up
as indicated. Members of the quality assurance
committee include but are not limited to Medical
Director, Administrator, Director of Nursing,
Assistant Director of Nursing, Unit Manager,
Social Services Director, Dictary Manager, and
Quality of Life Director.

F425

F 425
1. The physician was notified on May 1,

2013 of Resident ID medications not
being given separately. Resident I did
not have any negative outcome.
Medication administration records were
reviewed by the Regional Nurse
Consultant and the Unit Manager for
Residents # 3 and #9 for the completion
of their antibiotics. Resident # 3 and # 9
did not experience any negative
outcome,

2. The medication administration records
for residents who received new antibiotic
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The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, it was determined that the facility failed to
ensure the accurate acquiring, receiving, and
administering of all drugs and biclegicals to meet
the needs of two of twenty-nine sampled
residents (Residents #3 and #9) and one
unsampled resident (Resident D). The facility
failed to follow accepted standards of practice
regarding the administration of medications via
enteral feeding tubes which placed residents with
feeding tubes for receiving nourishment and oral
medicaticns at risk of experiencing occluded
feeding tubes (Resident D). In addition, the
facility failed to follow its policy related to use of
the facility's Emergency Medication Kit, and failed
to monitor and account for all medications
removed from the kit {Residenis #3 and #8).

The findings include:

1. Resident D received nourishment and oral
medications via a feeding tube. During the
morning medication pass on 04/02/13 at 9:30 AM,
the resident was to receive six oral dosage forms
which included four tablet dosage forms (Aspirin
81 mg, Namenda 10 mg, Zantac 150 mg, and a
Multivitamin with Minerals). During the
preparation of the medications, LPN #4 was
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F 425 | Continued From page 77 F 425 orders with initial doses being obtained

from the Emergency Drug Kit was
reviewed by the Regional Nurse
Consultant on April 15, 2013 and
compared with doses documented and
available on the medication cart to
ensure appropriate dosages have been
given as per physician’s orders. These
were found to be given as ordered. A
medication pass audit will be performed
by SDC, DON, MDS Nurses or Regional
Nurse by May 9, 2013 for 15 ficensed
nurses and Medication Aides with
special attention given fo g-tube
medications, inhalers, self- medication
administration of inhalers, and timely
medication administration to identify
concerns with medication administration.
Concerns were addressed as indicated.
Medication records for May will be
audited daily {Monday through Friday)
to ensure residents are free of significant
medication errors by ADON/Umit
Manager/ MDS Nurses/or DON.  Any
areas of discrepancy will be addressed
immediately.

3. A system to ensure appropriate
documentation of antibiotics being
utilized out of the Emergency Drug Kit
has been initiated. A charge slip will be
sent to the pharmacy, with a copy of this
being sent to our in-house medical
records clerk. A log will be completed
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observed to crush the four fablets, and then mix
the resultant powders in a dose cup. During the
administration procedure, the nurse checked the
placement of the resident's tube, checked the
tube's residual, and then performed an initial flush
of the tube with approximately 30 milliliters (mi) of
water. The nurse then separately administered
two liquid dosage forms (the liquid contents of
two fish oil capsules and 2.5 ml of Valproic Acid
Syrup), both diluted with a small portion of water.
The nurse then administered the mixture of the
crushed tablets mixed with a small amount of
water (approximately 30 ml) followed by a liberal
post-flush with more water. Before leaving the
room, the nurse concluded the care by
administering a bolus feeding consisting of a can
of Jevity 1.2.

Following the medication pass observation,
review of Resident D's clinical record revealed no
evidence of a physician's order for a "special”
flush schedule or evidence the resident was
under any fluid resfrictions, etc. A review of the
facility's policy related to administration of
medications via feeding tube (Policy #7.10, titled
"Enteral Tubes,” dated December 2012) revealed
[tem #10 of the policy stated, "Medication
administration and flushing of the tube after each
individual medication is given if required if there
are known compatibility problems between the
medications to be mixed together. A minimum of
one flush before and after giving the medications
was acceptable unless there is a physician's
order that specifies a different flush schedule due
to fluid restrictions." However, medications
should be administered separately with a flush
between medications.

Antibiotics used out of the Emergency
Drug Kit will be reviewed in the daily
(Monday through Friday) clinical
meeting, and compared to the Number of
Antibiotics delivered from the pharmacy
to ensure the appropriate dose is in the
medication cart. At the end of the
antibiotic therapy, the antibiotic box will
be given to the DON with any
medications lefi in to ensure appropriate
doses of antibiotics have been received
by the resident. Licensed Nurse Staff
will receive inservice by May 14, 2013
on administering medications via feeding
tube and of use of the Emergency Drug
Kit by a SDC, Regional Staff,
ADON/UM or DON. Weekly audits will
be done four weeks and then monthly for
three months on 35 residents by
ADON/UM MDS Nurses or Staff
Development Coordinators or DON on
medications being administered via
feeding tube and use of Emergency Drug
kit. The DON, ADON, Unit Manager or
MDS Nurses” will audit the E-kit log
that is managed by the Medical Records
Director weekly for four weeks and then
monthly for three months and compared
to the E-Kit slips to ensure accuracy and
completion.

4, Findings of the above stated audits
will be discussed in the Quality
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Interview on 04/02/13 at 5:00 PM, with LPN #4
revealed she administered the medications via
feeding tube to Resident D that morning in
accordance with facility policy, but noted having
been told by other staff following the morning
medication pass that the current acceptable
standard was now to administer the medications
separately using flushes between all medications
unless otherwise directed by the physician.

2. On 03/28/13 at approximately 2:00 PM, while
reviewing the Medication Administration Records
(MARs) for residents living on the Seasons Unit,
Resident #9 was noted to have received a 10-day
regimen of the antibiotic Macrobid 100 mg {one
capsule twice daily) for a urinary tract infection.
The drug was scheduled for administration at
9:00 AM and 9:00 PM, and the MAR {Medication
Administration Record) revealed the resident's
therapy began on 03/16/13 at 9:00 AM and
concluded on 03/25/13 at 9:00 AM, and that ali 20
ordered doses were given as ordered. Review of
the resident's orders revealed the Macrobid order
was posted on 03/15/13, and dispensing records
revealed that 20 capsules were delivered from
the pharmacy on 03/16/13. The time of delivery
would have been at approximately 11:00 PM,
indicating the resident's initial two doses were
obtained from a source other than the actual
prescription.

At 3:00 PM on 03/28/13, the Seasons Unit
medication cart was audited and revealed that
Resident #9's drawer contained the package of
Macrobid 100 mg dispensed by the pharmacy on
03/15M3 for 20 capsules, and although the
therapy concluded on 03/25/13, the container
revealed the presence of 12 capsules, indicating

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185337 B. WING 04/09/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
245 EAST MAIN STREET
LEE COUNTY CARE & REHABILITATION CENTER
BEATTYVILLE, KY 41311
X4y 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFIGIENGY}
F 425 | Continued From page 79 F 425 Assurance Committee monthly for three

months for recommendations and further
follow-up as indicated. Members of the
quality assurance committee include but
are not limited to the Medical Director,
Administrator, Director of Nursing,
Asgistant Director of WNursing, Unit
Manager, Social Services Director,
Dietary Manager, and Quality of Life
Director.
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the resident may have failed to receive up to 12
of the 20 ordered doses.

Interview at 6:30 PM on 03/28/13, with KMA #3
concerning Resident #9's exira antibiotics
revealed KMA #3 was unable to explain why the
12 capsules remained in the drawer, and stated it
was very common to initiate a new medication
order through use of the facility's E-Box or in
some cases by ordering a 24-hour supply from
their backup pharmacy (Rite-Aid). During the
course of the interview, the unit's E-Box was
inspected, showing that it was authorized to
contain 4 capsules of Macrobid 100 mg. The
aide explained that when removing a medication
from the E-Box staff was expected to fill out a
dual copy usage report, with the top (white} copy
being placed inside the current E-Box for receipt
by the pharmacy and the second (yellow) copy to
be placed in a receipt box (located near the
E-Box) to be forwarded to the Medical Records
Department. Although the box contained some
yellow copies from previous transactions, there
were no copies found related to any Macrobid
obtained for Resident #9.

On 04/03/13 at approximately 10:00 AM, the
issue of the E-Boxes was discussed with
Administrator #2, the Acting Director of Nursing
(DON]), and the CNE (Chief Nurse Executive).
They reported they were unable to locate any
proof (e.g., usage reports) that any doses of
Macrobid had ever been obtained from the E-Box
for Resident #9.

0On 04/03/13 at 2:40 PM, during an interview with
the Director of the provider phamacy, the
Director estimated that staff usually failed to fill
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out and forward usage reports in the E-Box about
50 percent of the time. He also stated that in
most instances any usage reports placed inside
the E-Box would be "discarded" since they were
not used for billing purposes. He further
explained that a daily per diem the pharmacy
received from the facility would cover payment of
most items taken from the E-Boxes. The Director
explained he was unaware of any complaints
regarding the facility's use of the E-Boxes, or
complaints regarding residents not being given
their medications as ordered. The Director
explained it would be impossible to determine
why Resident #9 continued to have the 12
capsules of Macrobid in her drawer. However, he
did speculate that, because most of their
unit-dose pills were packed in strips of 30 pills, it
was possible a pharmacy tech could have placed
a fuil strip of 30 pills in Resident #9's box instead
of the ordered 20 capsules. Since the resident's
first two doses of the Macrobid could have likely
come from the E-Box, he commented that could
explain the presence of the 12 capsules.

As a result of an on-site visit to the facility's
backup pharmacy on 04/04/13, it was determined
that Resident #9 had no prescription activity over
the previous 90 days and the 12 extra doses of
Macrobid could not be fraced to a prescription at
the backup pharmacy.

3. During the review on 03/28/13 of the MARSs for
the residents living on the Seasons Unit, Resident
#3 was noted to have been ireated with a 10-day -
course of the antibiotic, Clindamycin 150 mg {one
capsule 3 times daily for 10 days) which was
initiated at 9:00 AM on 03/14/13 and concluded at
9:00 PM on 03/23/13. The MAR also revealed
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that all 30 doses had been administered as
ordered. The resident's clinical record revealed
the order was given by the physician on 03/14/13,
and review of the pharmacy's shipping manifest
revealed the medication was delivered to the
facility on 03/14/13 (toward the end of the day).
At least the first three doses would have been
obtained from a source other than the
prescription order. However, inspection of the
resident's medication drawer revealed the
prescription box was still present in the drawer,
that the package was labeled as having
contained 30 capsules, was dispensed on
03/14/13, and still contained 5 capsules, even
though the duration of therapy had concluded on
03/23/13, thereby indicating the resident could

‘| have failed to receive up to 5 of 30 ordered
doses.

[nterview on 03/28/13, with KMA #3 revealed the
resident’s five extra capsules of Clindamycin
probably came from the E-Box.

Interview on 04/33/13 at approximately 10:00 AM
with the Acting DON and the CNE revealed they
were unable to obtain evidence that staff had
obtained any doses of Clindamycin for Resident
#3 from the E-Box. Review of records at the
facility's backup pharmacy revealed no
Clindamycin had been provided to Resident #3.

Review of the facility's policy related to use of the
E-Box (Policy #3.4, "Emergency Pharmacy
Service and Emergency Kits"} revealed that staff
did not consistently follow the policy. For
example:

A) lem #8 of the policy stated that "upon removal
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of any medication or supply item from the
emergency kit, the nurse documents the
medication or item used on the emergency kit
log. One copy of this information should be
immediately faxed to the pharmacy with the

.1 original prescriber order or refill request form and

placed within the resealed emergency kit until it is
scheduled for exchange.”

B) ltem #9 stated that use of emergency
medications was to be noted on the resident's
current MAR. However, that was not done as
evidenced by the March MARSs for Residenis #3
and #¢. )

483.60(b}, ¢d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a systermn
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and defermines that drug
records are in order and that an account of all
controlied drugs is maintained and periodically
reconciled. ' '

Drugs and biologicals used in the faclity must be .

fabeled in accordance with currently accepted
professtonal principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicabie.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

F 425

F 431

F 431

1. The Insulin that was identified on the
medication cart that was unopened and
unrefrigerated  was  discarded.  The
pharmacy was notified to replace the
insulin on Apri! 4, 2013 it was
refrigerated upon receipt.

2. All Medication Carts were audited on
May 6, 2013 to ensure that medications
were labeled and appropriately stored.
Any insulin vials that were identified on
the cart that were unopeneé and not
refrigerated or without date were
discarded. The pharmacy was notified to
replace the insulin by the Regional
Nurses Consultant and staff nurses on
Aprii 2. No . further issues were
identified.

3. An in-service will be completed for
licensed nursing staff regarding the
requirement to store ipsulin in the

_};—//g VG

L")
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The facility must provide separately locked,
permanenily affixed compartments for storage of
controlled drugs fisted in Schedule [l of the
Comprehensive Drug Abuse Prevention and
Contral Act of 1976 and other drugs subject to

-abuse, except when the facility uses single unit

package drug distribution systems in which the
quanfity stared is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined that the facility failed to
store medications and biologicais under
acceptable temperature parameters. It was

 determined that staff on Units B and C was
. storing unopened vials of insulin inside reatment

carts and not under refrigeration per facility policy
and in accordance with professional standards of
practice.

The findings include:

Review of the of the fadility's policy refated to
medication storage (Policy #4.1, "Storage of
Medications”) revealed the storage of insulin,
ftem #12 instructed staff that “insulin products
should be stored in the refrigerator untif opened.
The opened insulin vial may be stored in the
refrigerator or at room temperature, Openad
insulin pens must be stored at room -
temperature." Although not specified in the
facility policy, the provider pharmacy instructed
staff through its tabeling of insulin vials that, upon
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F 431 E 431 refrigerator until it is opened for use by

May 14, 2103. The ADON, Unit
Manager, DON, MDS Nurses or Staff
Development Coordinator will complete
an audit of medication carts three times
weekly for four weeks, then weekly for
three months to ensure medications are
stored and labeled according to Federal
Guidelines.

4. Findings of the above stated audit will
be discussed in the quality assurance
meeting monthly for three months for
recommendations and further follow-up
as indicated. Members of the quality
assurance comrmittee include but are not
limited to the Medical Director,
Administrator, Director of Nursing,
Assistant Director of Nursing, Unit

Manager, Social Services Director,
Dietary Manager, and Quality of Life
Director.
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opening new vials of insulin, staff was to note the
date of opening on either the bottle or oufer box
of the insulin, and then store it at room
temperature and discard/replace any unused
portion of the insulin after 28 days of opening.

Observation on 04/04/13 at 11:00 AM, of the
Seasons Unit Medication Room revealed several
unopened vials of insulin stored in the unit
refrigerator. Interview with Registered Nurse
{RN) #7 revealed that opened vials of insulin were
stored in the unit's treatment cart, at room
temperature. Inspection of the treatment cart
revealed the presence of several opened vials of
insulin, all noted with the date of opening, and all
determined to be within the 28-day timeframe and
were appropriate for continued use. RN #7
stated it was the facility's policy to refrigerate the
vials prior to use, to date them upon opening and
store unrefrigerated, and then use the insulin for
up to 28 days of opening.

Observation on 04/04/13 at 1:30 PM, of the B
Unit Medication Room medication refrigerator
revealed no vials of insulin. During an interview
with RN #6, she stated she was not sure of the
facility's policy regarding insulin storage, but
stated that it was the procedure on the B Unit to
place vials of insulin in the treatment cart
immediately upon delivery from the pharmacy.
The nurse admitted the procedure used on the B
Unit did vary from the one used on the Seasons
Unit.

Inspection of the freatment cart on the B Unit
revealed several opened vials of insulin, most
having been recently dispensed by the pharmacy,
and with opening dates noted on the bottle or the
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exterior box; all were determined to be within the
28-day timeframe for continued usage. However,
Resident #13 was nocted to have an unopened
vial of NovoLog Insulin which had been
dispensed on 01/19/13 as well as another
unopened vial of the same, dispensed on
03/05/13. Based pn observation and the nurse’s
interview, it was determined both unopened vials
had been stored outside of refrigeration for 28 or
more days, and were unacceptable for resident
use per the facility policy.

At 2:00 PM on 04/04/13, the C Unit Medication
Room was inspected. RN #4 stated it was Unit
C's practice to place all insulin delivered by the
pharmacy immediately in the treatment carts
instead of the refrigerator. Observation of the
unit's refrigerator revealed no storage of insulin of
any kind. However, inspection of the treatment
carts revealed the storage of numerous open
vials of insulin, the majority having been recently
dispensed by the pharmacy, all with noted
opening dates, and all within the 28-day
timeframe for acceptable use. However, six
unopened vials of insulin were also observed
which, based on the nurse interview, had been
stored outside of refrigeration for 28 or more
days, and were unacceptable for use. The vials
included four uncpened vials of Novolog Insulin
assigned to Resident A (iwo vials dispensed on
02/03/13 and two vials dispensed on 03/03/13).
In addition, Resident B had an unopened vial of
Lantus Insulin {dispensed on 03/06/13) and an
unopened vial of NovolLog Insulin (dispensed on
02/27/13).

Interview with the facility's Consultant Pharmacist
at approximately 2:45 PM on 04/04/13 revealed
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staff should be storing unopened insulin in the
refrigerator prior to using, etc. The pharmacist
stated he would follow up regarding the use and
storage of insulin. He further stated he planned
to provide staff in-servicing on the issue.

Further interview on 04/05/13 at 1:30 PM, with the
Consultant Pharmacist revealed he had placed
the majority of the C Unit's unopened insulin
{found on the previous day) in the refrigerator. At
approximately 2:00 PM, an inspection of the C
Unit refrigerator revealed that about 12-15
unopened vials of insulin were now under storage
in the refrigerator. However, the six vials earlier
noted (involving Residents A and B) were ameng
those stored in the refrigerator. As earlier noted,
all of those vials had been previously stored at
room temperature for 28 or more days, so their
potencies could not be ensured.

483.70(h){4) MAINTAINS EFFECTIVE PEST
CONTROL PROGRAM

The facility must maintain an effective pest
control program so that the facility is free of pests
and rodents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to have
an effective pest control program to ensure the
facility was free of pests. Ants were observed in
resident rooms A-1, A-2, and A-6 on 04/02/13 and
04/03/13.

The findings include:

F 431

F 469

F469

1. The pest contrel company was -

notified by the Maintenance Director on
April 5, 2013 regarding identification of
ants in rooms Al, A2, and A6. Rooms
were evaluated by the pest control
comnpany and were treated.

2. The  Maintenance  Supervisor
completed rounds throughout the facility
to identify other rooms that may be
affected by the alleged deficient practice
on May 1, 2013. The pest control

comnpany lreated other areas as indicated.
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A review of the facility pest control contract dated
11/01/06 revealed a pest control company would
provide structural pest control services as need to
effectively control ants. Further review of the
confract revealed treatment for ants would be
limited to measures designed fo provide normal
control of interior infestations.

Observations of resident rooms conducted during
environmental tours on 04/02/13 at 4:00 PM and
on 04/03/13 at 10:05 AM revealed small black
ants, too numerous to count, in resident rooms
A-1, A-2, and A-6 near windowsills and
baseboards.

A review of monthly pest control invoices dated
02/15/13 and 03/27/13 revealed no evidence the
interior of the building had been treated for ants.

A review of a deep cleaning schedule for room
A-1 revealed ants were reported to Maintenance
on 03/29/13 when the room had been cleaned by
Housekeeping.

An interview conducted with the Housekeeping
Supervisor on 04/03/13 at 5:15 PM, revealed
resident rooms were cleaned daily by
Housekeeping and were deep cleaned once per
month. Further interview revealed the
Housekeeping Supervisor was not aware that
ants were stili present in resident rooms A-1, A-2,
and A-G.

An interview with the Maintenance Director on
04/03/13 at 5:30 PM, revealed the Maintenance
Director had treated rooms A-1 and A-6 for ants
on 03/29/13, but was not aware the ants were still
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F 469 | Continued From page 88 Fa46gl 3. The Maintenance Supervisor received

education provided by the Administrator
on May 1, 2013 regarding ensuring that
the facility is free from pests. Facility
staff will receive in-service education by
May 14, 2013 regarding reporting any
identification of pests in the facility to
the Maintenance Supervisor. The
maintenance supervisor will complete
weekly rounds throughout the facility to
ensure that there is not a problem with
ants, Findings of the rounds will be
forwarded to the Administrator to ensure
completion.

4. Findings of room rounds will be
discussed in the quality assurance
meeting monthly for three mornths for
recommendations and further follow-up
as indicated. Members of the quality
assurance committee include but are not
limited to the Medical Director,
Administrator, Director of Nursing,
Assistant Director of Nursing, Unit
Manager, Social Services Director,
Dietary Manager, and Quality of Life
Director.
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A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's investigation and policy and
procedures it was determined the facility failed to
be administered in a manner that maintained the
highest physical well-being for six of twenty-nine
sampled residents (Residents #1, #4, #19, #29,
#30, and #31). The facility failed to have an
effective system in place to ensure policies and
procedures were developed/implemented to
ensure staff immediately reported allegations of
abuse fo Administration and to the appropriate
State Agencies; failed to ensure all residents
were protected from abuse during facility

guestioning, Resident #1 was reassessed on 2-17-13 at
8pm by a Registered Nurse. At that time, Resident #1 was
resting well without s/s of distress. No verbal or non-
verbal indicaters of pain expressed. LPN #1 was
suspended pending investigation, and was ultimately
terminated from employment.

The Administrator ensured that an initial report was
submitted to the Office of Inspector General on 4/9/2013
regarding Resident #4 i which resident reported that a
CN.A. was “mean” to her. CN.A. was immediately
removed from the resident area and suspended pending
further investigation. The allegation of abuse by Resident
in which resident reporfed that she had been afraid of
someone who worked here but resident states that she had
not seen that emnployee working here recently was reported
to the Office of Inspector General on 3/30/2013 by the
Administrator. A final report was filed with the Office of
Inspector General on 4/3/2013 in which the allegations of
abuse have been found to be unsubstantiated.

The Administrator ensured that the allegation of abuse by
Resident #31 was reported {o the Office of Inspector
General on 4/9/13 by the Administrator. An interview was
completed with the resident and her daughter by the
Interim Social Services Director on 4/9/13. The resident
stated that one Certified Nursing Assistaut {(CNA) was the
only person involved, and that the other Certified Nursing
Assistant i the room had no involvewent. The CNA
identified as the alleped perpetrator was suspeuded on
4/9/13pending  investigation of the Incident. Other
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in the resident rooms. Additional interview Fi00
revealed the Maintenance Director had not
treat‘?d room A-2 nor Wa‘?'. he aware th?re were 1 .The Administrator ensured that the allegation of abuse
ants in the room. According to the Maintenance regarding resident #1 was reported fo the Office of .
Director, he toured monthly to identify concerns Inspector General on 2/17/i3 by the Social Services S‘ /é
and toured with the peSt control company‘s Director. A pain assessment was corupleted for Resideut / ;
tati hen the interi f the facility was #1 by the Staff Development Coordinator. On 2/17/13 at
represeniative w e ]_n ertor o e acility wa 2pm Social Services Director spoke with Resideut #1
treated monthly. The Maintenance Director about the possible abuse incident. Resident #1 made no
stated that he had not contacted the pest contro} response when asked about the incident after breakfast.
company regarding the ants because he had "ant When asked if any staff wonld not allow Resident #1 to lie
. " down, Resident #1 stated, “Yeah, T sick”  Social
bait to treat for the ants. Seryice Ditector attempied to verify if Resident #1 meant
F 490 | 483.75 EFFECTIVE F 490 that she was not allowed to lie down. Resident #1 gave no
s5=K | ADMINISTRATION/RESIDENT WELL-BEING further responses to Social Services Director upen further
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investigations; and failed o ensure thorough
investigations had been cenducted related to
abuse allegations. (Referto F223, F225, F226,
and F520.)

The Administration's failure to ensure facility
policies/procedures related to abuse prevention
were developed and implemented caused, or was
likely to cause, serious injury, harm, impairment,
or death to residents in the facility. Two
Immediate Jeopardy situations were identified on
03/01/13 and 03/24/13 related to abuse. The
Immediate Jeopardy was determined to exist on
02/17/13 and is ongeing at 42 CFR 483.13
Resident Behavior and Facility Practices (F223,
F225, and F226) and 42 CFR 483.75
Administration (F420 and F520), with
Substandard Quality of Care at 42 CFR 483.13
Resident Behavior and Facility Practices (F223,
F225, and F226). The facility was noiified of the
immediate Jecpardy on 03/01/13 and 03/29/13
and was informed on 04/09/13 the Immediate
Jeopardy was ongoing.

The findings include:

Review of the facility's abuse policy, dated
01/2012, revealed it was "the intent of the facility
to immediately report and thoroughly investigate
allegations of mistreatment, neglect, abuse,
misappropriation of resident's property or
reasonable suspicion of criminal act or intent.”
The policy stated, "Any report or suspicion of an
incident was to be repeorted immediately to the
charge nurse," and the Administrator, Director of
Nursing and Abuse Ceordinator, as appropriate,
were to be "notified immediately by the charge
nurse who receives the report." Further review
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F 490! Continued From page 90 F 490 employees were interviewed by the Vice President of

Human Resources and the Regional Human Resources
Director on 4/10/13 to identify if the alleped perpetrator
had been rude or rough with residents, All residents with a
BIMS score of greater than 7 were interviewed by regional
staff regarding concerns with rongh or rude reatment. No
concerns were identified regarding care provided by
alleged perpefrator.

The Administrator ensured that the allegation of abuse by

Resident #19 was reported as a one day initial report o the
Office of Inspector General on 4/6/13 by the Chief Nurse
Executive. A comnplete body audit was completed by the
Regional Nurse Consultant on 4/4/13. No injuries were
identified. Statements were obtained from the lab
technician on 4/8/13, who was the alleped perpetrator.
Statements were obtained on 4/4/13 fromn the two CNA’s
that were in the room at the time of the alleged incident.
The snpervisor for the lab technician was notified by the
Chief Nurse Executive on 4/4/13. Although the allegation
was not substantiated by the facility, the lab technician is
not be ntilized at this facility.

The Administrator ensured that the allsgation of abuse by
Resident #30 was reporied 1o the Office of Tnspector
General on 4/9/13 by the Administrator. An interview was
completed hy the Administrator and the luterim Social
Services Director with the resident regarding the allegation
on 4/10/13. Statements were obtained from the two CNAs
that were the alleged perpetrators. The employees were
suspended pending investigation on 4/10/13. An interview
was completed by the Chief Operating Officer on 4/9/13
with the nurse responsible for the care of resident #30 on
the evening of the alleged incident. The nurse did not
recall staff being in a bad mood or treating any resident in
a rude or abrupt manner. Interviews were completed by
regional staff on 4/5/13 with cther residents who reside cn
the same it as Resident #30, regarding treatment by staff
members during care. There were no fmdings of any other
incidents of rough or inappropriate treatment during care.

The Administrator ensured that the atlegation of abuse by
Resident #29 was reported to the Officc of Inspector
General on 4/5/13 by the Chief Nurse Executive. An
interview of resident #29 was completed by the Interim
Social Services Director and Administrator en 4/5/13. A
(ofal body audit was cownpleted by the Regional Nnrse on
4/5/13. No injuries were identified. An interview of the
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revealed, "Any report or suspicion of an incident
of abuse was to be immediately reported to the
charge nurse and/or Abuse Coocrdinator, as
appropriate.” The policy also revealed a thorough
investigation was to be "initiated immediately for
all alleged incidents of abuse involving staff
members, residents, family, and/or visitors who
had potential knowledge of the incident"; the
Administrator/designee would make "all
reasonable efforts to investigate and address
alleged reports, concerns, and grievances
presented to them"; and that the resident was to
"receive measures {o ensure his or her
immediate safety and wellbeing following the
incident and during the investigation process".
The policy further stated the Administrator and/or
DON and/or Social Worker would "make any
immediate decisions related fo the removal of
individuals from direct care giving or direct
contact related to the alleged or suspected
abuse."

1. Interview and review of the facility's
investigation, dated 02/22/13, revealed on the
momning of 02/17/13, after the moming meal, staff
observed Resident #1 at the nurses' station
crying, wanting to go to bed. Staff reported LPN
#1, the Charge Nurse, would not allow staff to
assist the resident to bed due to the resident
"yelling," "whining," and "crying." One staff
member reported LPN #1 made the comment
that she was going to teach the resident a lesson.
Interviews revealed staff did not immediately take
action to protect residents in the facility or notify
appropriate facility personnel until approximately
11:30 AM, and LPN #1 continued to be in charge
of resident care and remained on the floor with
residents until 12:30 PM {five hours after the
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F 490 | Continued Erom page o1 F 400 alleged perpetrator was conducted by the Vice President of

Human Resonrces and the Chief Operating Officer. A
statement was obtained from the alleged perpetrator. The
CMNA was snspended pending investipation on 4/5/13. The
Administrator of record at the time of occurrence
regarding resident #29 was suspended pending
investigation on 4/5/13 by the Chief Operating Officer.
Other residents with a BIMs score of 7 or higher were
interviewed by Departinent Managers on 4/5/13 and by
regional staff on 4/5/13 regarding other incidents of
inappropriate treatment on. No other allegations were
reported.

2. On 4/12/13 interviews were condncted by the
department managers {(Staffing Coordinmator, Dietary
Manager, Housekeeping Director) for residents with a
BIMS score of 7 or above to determine their feelings of
safety and identify any allegations of inistreatinent or
abuse. There were no concemns voiced. A body audit was
complete Tor eighty-one (81) residents with an additional
nine (9) who refnsed by Administrative Nurses (MDS
Coordinators, DON, Staff Developiment Coordinator), on
4/12/13 and regional nurses (Signature Care Consultants,
Internal Audit Director —RN from the Coerporate office,
Director of Medical Review —RN from the corporate
office) for residents with a BIMS score below 7 to ensure
that uo physical signs and symptoms of abnse were
present. Results of body audits did not reflect any physical
injuries. On 4/12/2013 department managers (Dietary
Manager, Staffing Coordinator) also met with license
nurse and C.N.A. assigned to residents with a BIMS of 7
or less, thirty-six (36), to interview [or any noted change
of behavior or any signs of fear. All above interviews are
kept in a binder called the AOC binder located in the
Administrators office.

The policy on abuse, neglect and misappropriation was
revised on 3-4-2013 by the Signature Department of
Clinical Compliznce to reflect that any witness to an
alleged or suspected abuse, neglect, or misappropriation of
property will notify charge nurse immediately, The charge
nurse will remove the alleged perpetrator to a nen-patient
care arca. The Administrator, Director of Nursing, Social
Worker andfor abuse coordinator, as appropriate, are to be
notified immediately by the charpe norse who receives
that report. The Adininistrator has been named the Abuse
Coordinator in the facility as of 4/8/2013. If facility staft
cannot contact the abuse coordinator for any reason the
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abuse had occurred). Further review revealed
LPN #1 was "immediately" suspended pending
the outcome of the investigation. During the
facility’s investigation, LPN #1 was interviewed
and stated she wanted Resideni #1 to stay at the
nurses' station to be monitored for the resident's
behavior. Facility staff interviewed other
residents on the unit and one other resident
reported he/she had overheard the LPN say
negative things about ancther resident. The
investigation further stated based on the
investigation abuse could not be substantiated.

Interview with Administrator #1 on 02/28/13 at
5:20 PM revealed his investigation of the alleged
abuse consisted of reviewing witness statements,
information that had been obtained, consulting
with his regional staff, and interviewing LPN #1,
the Charge Nurse. Administrator #1
acknowledged he had been aware of the staff
interviews and witness statements describing the
LPN's (Charge Nurse) intentions to "teach”
(Resident #1) "a lesson” and he was aware an
alert and oriented resident had reported
witnessing LPN #1 be inappropriate and rude to
another resident previously. However, he had
concluded that staff "might have misinterpreted”
the LPN's actions, and stated he was unable to
come to a "firm" conclusion or determine if LPN
#1 had abused Resident #1. Therefore, the
allegation of abuse was unsubstantiated, and no
further disciplinary action was taken against the
LPN concerning the alleged abuse to Resident
#1. However, review of the facility's policy
revealed a thorough investigation was to be
“initiated immediately for all alleged incidents of
abuse involving staff members, residents, family,
and/or visitors who had potential knowledge of

i
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F 490 { Continued From page 92 F 490 staff is to call the Director of Nursing or the Social Service

Director. If the staff is unable for any reason to contact
any of the above, the facility staff will contact Adnlt
Protective Services, Ombudsman or Elder Abuse Hot
Line, The Corporate Social Services Director has been
named the Interim Director of Social Services for the
facility as of 4/8/2013.

The Administrator of record during the fimme of the alleged
abuse allegations has been snspended by the Chief
Cperating Officer on 4/5/2013. An investigation has been
initiated.

The Tndependent Contractor provided one on one
education with the Administrator, Director of Nurshig, and
the Interim Social Services Director regarding protection,
reporting, and mwvestigation of allegations of abuse by
4/12/13.

The Administrator, Director of Nursing, Interim Social
Services Director, Department Managers (MDS
Coordinators, Dietary Manager, Honsekeeping Director,
Social Service Director, Admninistrator, Director of
Nursing, Business Office Manager, Staffing Coordinator,
Plant Operations Director, Unit Managers, Assistant
Director of Nursing, Admissions Director, Activities
Director, Medical Records Director, Rehabilitation
Manager) or Regional staff (Clinical Program Director,
Regional Nurse Consultant, Signature Care Consuitant,
Taternal Andii Director, Chief Nurse Executive, Clinical
Reimbursement Consultant, Director of Medical Review)
or Repional Staff(Clinical Program Director, Regional
Murse Consultant, Signature Care Consultant, Tniernal
Andit  Director, Chief Nurse Executive, Clinical
Reiinbursement Consultant, Direcior of Medical Review)
conduct 20 interviews daily which was initiated on
4/13/2013 with Residenis who have a BIMS score of 7 or
above, to ensure residents feel protected without any
evidence of abuse, ueglect, or misappropriation. Findings
of signs and symptoins of potential abnse will be reported
immediately to the Charge Nurse. The Charge Nurse will
remove the alleged perpetrator, if known, from the
resident care area immediately. The Charge Nurse will
potify the Administrator, The Administrator will
immediately initiate an investigation, aud report to the
Office of Inspector General, any allegations of abuse or
injuries of unknowu origin. The Departinent Managers (
MDS  Coordinators, Dietary Manager, Housckeeping

FORM CMS-2567(02-99} Previous Versions Obsolete

Event ID: BNLR 11

Fagility ID: 100284 If continuation sheet Page 93 of 110




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

PRINTED: 05/09/2013
FORM APPROVED
OMB NO. 0938-0391

the incident"; the Administrator/designee would
make "all reasonable efforts to investigate and
address alleged reports, concerns, and
grievances presented to them.”

Further interview with Administrator #1 on
03/05/113 at 4:25 PM revealed he was not aware
the facility's policy did not instruct staff to
immediately remove the alleged perpetrator from
direct resident care. However, the policy stated
only the Administrator and/or DON and/or Social
Worker would "make any immediate decisions
refated to the removal of individuals from direct
care giving or direct contact related to the alleged
or suspected abuse."

2. Areview of the facility's first AOC, alleging
removal of jeopardy on 03/06/13, revealed all
staff, including the Administrator, the DON, Social
Worker/Abuse Coordinator were re-educated
beginning 03/04/13, on the revisions of the abuse
policy. The AQC further stated that the Chief
Nurse Executive reviewed all incidents and
investigations that occurred from June 2012
through the present time, with no concerns.
However, during an interview with Resident #29
on 04/05/13, the resident stated he/she had
reported an allegation of abuse to the facility's
Social Worker/Abuse Cocrdinator approximately
two to three months prior when the incident
occurred. Resident #29 alleged that a male staff
member touched her breast inappropriately and
the resident was afraid of the staff person. An
interview with the Social Worker/Abuse
Coordinator on 04/09/13 at 11:.09 AM revealed
the allegation was not reported to the appropriate
State Agencies and the alleged perpetrator
continued to provide direct care because the

of Nursing, Business Office Manager, Staffing
Coordinator, Plant Operations Director, Unit Managers,
Assistant Director of MNorsing, Adwissions Director,
Activities  Director, Medical Records Director,
Rehabilitation Manager) or Regional staff (Clinical
Program Director, Regional Nurse Consultant, Signature
Care Consultant, Internal Audit Director, Chief Nurse
Execntive, Clinical Reimbursement Consultant, Director
of Medical Review) will visit 20 residents daily with a
BIMS score of less than 7 and will speak to the nurse and
CNA regarding any noted changes to the resident’s
behavior. In addition, a licensed nurse will complete a
head to toe skin assessment for 20 residents with BIMs
score of less than 7, to ensure that no physical signs of
abuse are present. The above interviews and skin audits
are kept in a binder called the AOC binder that will be
located in the Administrators office. Findings of signs and
gymptoms of potential abuse will be reperted immediately
to the Charge Nurse. The Charge Nurse will remove the
alleged perpetrator, if known, from the resident care area
immediately. The Charge Nurse will notify the
Administrator. The Administrator will inunediately mitiate
an imvestigation, and report to the Office of Inspector
General, any allegations of abnse or injuries of nnknown
origin. This will oceur daily until removal of immediate
jeopardy.

Department  Managers (MDS  Coordinators, Dietary
Manager, Housekeeping Director, Social Service Director,
Administrator, Director of MNursing, Business Office
Manager, Staffing Coordinator, Plant Operations Director,
Unit Managers, Assistant Director of Nursing, Admissions
Director, Activities Director, Medical Records Director,
Staffing Coordinator, Rehabilitation Manager) or Regional
Staff (Clinical Program Director, Regional Nurse
Consullant, Signature Care Consnltant, Tnternal Audit
Director, Chief Nurse Execntive, Clinical Reimbursement
Consultant, Director of Medical Review) will conduct
questiommaires for 20 staff memnbers daily regarding their
knowledge of any potential abnse. Findings of poteutial
abuse will be reported immediately to the Charge Nurse,
The Charge Nurse will remove the afleged perpetrator, if
known, fom the resident care area immediately. The
Charge Nurse will notify the Administrator. The
Administrator will inunediately imtiate an investigation,
and report to the Office of Inspector General, any
allegations of abuse or injuries of imknown origin. This
will oocur daily until removal of immediate jeopardy.
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facilify felt it was not abuse, even though a
complete investigation had not been conducied.
There was no evidence the facility identified as
part of their review of past investigations as
stated in the AOC that this investigation was not
thorough, the abuse allegation was not reported,
and the resident was not protected.

Administrator #1, who was the Administrator on
record during this time, was no longer employed
as Administrator of the facility and was not
available for interview.

Interview on 04/05/13 at 6:05 PM, with the Vice
President of Operations who was also acting as
the facility's Administrator, revealed he was not
aware of the incident involving Resident #29.
However, further interview on 04/05/13 at 7:30
PM, revealed he did recall Administrator #1 telling
him about the incident; however, he could not
recall the resident's name and did not ask
additional questions related to that resident's
concern.

3. Interview and review of the facility's
investigation dated 04/01/13 revealed on
03/27/13 the Administrator was notified of an
allegation of abuse involving RN #8 and Resident
#4 that occurred on 03/24/13. Areview of a
facility’s investigation dated 04/01/13, revealed on
03/24/13, Resident #4 alleged RN #8 was "mean”
to the resident and the resident did not want RN
#8 to provide further care for the resident and did
not want RN #8 to come back to Resident #4's
room. The facility interviewed Resident #4, the
RN, and all residents with a Brief Interview for
Mental Status (BIMS) score of 8 or higher. Based
on this information, the facility unsubstantiated

Director or Regional Staflwill review all resident and stall’
questionnaires daily for grievances/concems,
Investigations ol grievances/concermns will be initiated
upon identification. This will occur daily unti] removal of
immediate jeopardy.

Home office Staff (Corporate Attorney and Legal Narse
Coensultant) have called a total of 92 families/guardians on
4/12/13 in regards to staff treatment andfor knowledge ol
potential abuse in which 46 messages were left multiple
times, There have been no identified issues regarding
abuse, neglect or misappropriation for those families in
which the regional or home office staff have spoken.

The Administrater, Director of Nursing, and Social
Services Director will review and discuss 2]l abnse
investigations daily to ensure that the resident is protected,
the perpetrator is removed ftom resident care area, reports
to the Inspector General are filed timely, and a thorough
investigation is completed. The Administrater will
maintain an abnse investigation log that will nclude
documentation of the following: ensured protection of
residents, perpetrator is removed from resident care area,
reports to the Inspector General ave filed timely, and
thorough investigation is completed. The Administrator
and one of the following: Chiel Operating Officer, Chief
Nurse Executive or Regional Nurse Consnltant will review
the abuse investigation to ensure to ensure profection of
the resident, that the perpetrator is removed from the
resident care arca that reports to the Inspector General are
filed tinely, and =& thorough investigation has been
completed. This will occor daily until removal of
immediate jeopardy.

All resident records were reviewed by the Clinical
Regional Nurse Consultant on  4/12/2013  for
documentation regarding abnse, with no new incidents
being identified. Ten resident records are being reviewed
by Administrative Nurses (Director of Nursing, Staff
Developmeut Coordinator, MDS Coordinators, Unit
Manager, Assistant Director of Nursing) or Regional
Nurse Consultants {Regional Nurse Consultants, Director
of Clipical Programs, Chief Nurse Executive) daily to
ensure that uo other abuse allegations bave been
documented without reporting, This will continue unti! the
removal of immediate jeopardy.
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that abuse occurred based on Resident #4's
"moderately impaired cognitive ability."

Interview with the DON on 04/02/13 at 8:45 PM
revealed she became aware of the allegation on
03/24/13; however, did not notify the
Administrator, or initiate an investigation until
03/27/13, three days later, when the Corporate
Nurse Consultant questioned her regarding the
incident.

Interview with Administrator #2 on 03/28/13 at
2:00 PM, 6:40 PM, and on 03/29/13 at 10:25 AM,
and 4:11 PM revealed he became aware of the
incident on 03/27/13 around 5:40 PM.
Administrator #2 stated the DON informed him
she had forgotten to start an investigation related
to the incident and forgot to inform him of the
allegation of abuse. Further interview revealed
Administrator #2 "did not think it was reportable.”
He stated, “In my heart of hearts | have gotten to
know the little girl while I've been here. | just
didn't feel it was true and reportable,” even before
the investigation had been complete.

4. A review of the facility's second AQC, dated
04/05/13, alleging removal of jeopardy on
04/05/13, revealed facility staff, including the
facility Administrator, DON, and Social
Worker/Abuse Coordinator, had been retrained
on abuse protocols that included investigation,
reporting, and protection of residents. In addition,
according to the AOC, an abuse investigation log
was to be maintained by the Administrator to
track/trend all allegations of abuse. However,
interview with the facility's Social Worker/Abuse
Coordinator on 04/09/13 revealed four other
allegations of resident abuse involving Residents
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Operations will complete a daily review of abuse
allegations, grievance reports, incident reports, and daily
resident interviews lo ensure appropriafe protection,
reporting, and investigations of abuse ailepations, The
Chief Nurse Executive or Regional Clinical Consultant
will complete a daily omsite visit fo review skin
assessments to ensure appropriate protection, reporting to
the Office of Imspector General, and investipations of
allegatious of abuse, This will occur daily until removal of
immediate jeopardy.

3. The Social Services Director or the Director of Nursing
will weekly review grievances and incident reports starfing
4/16/2013 to detennine if there are reportable allegations
that have nct been identified. Social Services Director or
the Director of Nursing will report to the Adninistrator
any identified allegations of abuse, neglect or
misappropriation immediately after their review. The
Administrator witl report any allegations of abuse, neplect
or misappropriation to the Office of Inspector (eneral,
Adult Protection Services and Ombudsman. Weekly
reviews will continne until the removal of hmmediate
jeopardy.

The Administrator, Director of Nursing, and Social
Services Director will review and discuss all abuse
mvestigations daily te eusure that the resident is protected,
the perpetrator is removed from resident care area, reports
to the Inspector General are filed timely, and a thorongh
investigation is completed. The Administrater will
maintain an abuse investigation log that will include
documentation of the following: ensured protection of
residents, perpetrator is removed from resident care area,
reports to the Inspector Geueral are filed timely, and
thorough investigation is completed. The Administrator
and one of the following: Chief Operating Officer, Chief
Nurse Exeeutive or Regional Nurse Consultant will review
the abuse investigation to ensure to ensure protection of
the resident, that the perpetrator is removed from the
resident care area that reports to the Inspector General are
filed timely, and a thorough investigation has been
completed. This will ocour daily untii removal of
immediate jeopardy,

4. The Administrator will preside over the quality
assurauce meeting monthly to ensure that all of the above
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s$8=E | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility
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F 490 | Continued From page 96 F 490 audits and measures regarding abuse prevention, providing
protection to residents, reporting of allegations, ensuring
#19, #29, #30, and #31 had been reported to thorough investigations of allegations of abuse, and
facility staff and there was no avidence the abuse following the abuse policy are disenssed by the Quality
aIEegations had been repoded to the appropriate Assurance Commitiee for recommendations and further
i follow-up as indicated.
State Agencies, had been thoroughly
investigated, or that facility residents had been
protected from further potential abuse. In
addition, review of the facility's abuse log
revealed no entry for the abuse allegations
involving Residents #19, #29, #30, and #31.
An interview with Administrator #2 on 04/09/13 at
5:45 PM, revealed the abuse log was not effective
to identify facility failures to investigate, report,
and protect Residents #19, #29, #30, and #31
when an allegation was reported. Administrator
#2 stated he was not aware of these allegations
of abuse.
F 514 | 483.75()(1) RES F 514

F 514 f//‘///ﬁ

1. Documentation of the allegation of
abuse for resident’s #4, #29, #30, and
#31 will be compleied as a late entry and
added to Nursing Notes in each
resident’s medical record by the Director
of Nursing or ADON/Unit Manager or
MDS Nurse on May 1, 2013.

2. Records for residents with an
allegation of abuse will be audited by
May 1, 2013 by the Social Services
Director, Director of Nursing, the Unit
Manager, and the Regional Nurse
Consultant for appropriate
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failed to ensure clinical records were maintained
in accordance with accepted professional
standards and practices and contained accurate
documentation for four of twenty-nine sampled
residents (Residents #4, #29, #30, and #31).
Interviews revealed Residents #4, #29, #30, and
#31 reported allegations of abuse to the facility;
however, there was no evidence the facility had
documented any of the allegations/reports in the
resident's medical record.

The findings include:

1. Areview of the facility policy, "False Claims
Act," dated 01/01/08, revealed it was the policy of
the company to be committed to its role in
preventing health care fraud and abuse. An
example of a false claim was to falsify information
in the medical record.

A review of an initial investigation of an abuse
allegation dated 03/27/13, signed by
Administrator #2 revealed during the investigation
it "appears” the Director of Nursing (DON)
encouraged the Registered Nurse (RN) to rewrite
a note and replace the original note in the
resident's medical record.

A review of Resident #4's medical record on
03/28/13 revealed nurse's notes dated 03/23/13.
A nurse's note written on 03/23/13 at 12:30 AM
revealed, "Answering Res alarm sounding in
room, Res noted on teilet in bathroom at this
time. Stating to Res to use call light at beside to
ring for staff assistance with ambulation to
bathroom. Res states 'you shut your meuth. You
don't have any right to quarrel at me. Your mouth
is going just like a duck's mouth. Now you just

Documentation will be added as a late
entry to the Nursing Notes as indicated
by May 7, 2013. Daily (Monday through
Friday) in the Clinical Meeting
resident’s charts with a Change iIn
Condition will be audited for appropriate
documentation of the change.

3. In-service education will completed
for licensed nurses by May 14, 2013 by
the Staff Development Coordinator or
Regional Nurse Consultant regarding
completion of documentation in the
nurses’ notes regarding allegations of
abuse. The medical record for any
resident with an allegation of abuse or
change in condition will be reviewed in
the morning clinical meeting five days
per week (Monday through Friday) by
the DON/ADON/Unit Manager/MDS
Nurses/Social Services Director/Abuse
Coordinator or  Regional Nurse
Consultant to ensure  appropriate
documentation in the nurses’ notes
regarding allegations of abuse and or
change in condition. The medical record
for this resident will be reviewed daily
by the DON/ADON/Unit Manager/MDS
Nurses/Social Services Director/Abuse
Coordinator or  Regional  Nurse
Consultant for 72 hours ( Monday
through Friday) following the allegation
or change in condition to ensure
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shut up and leave me alone.” This nurse stating
to Res will remain in room and assist to ambulate
back to bed when finished to prevent falling, will
continue to mx Res,”" and was signed by
Registered Nurse (RN) #8. A second note at 3:30
AM revealed, "Answering Res call light at this
time. Res siates she needs to urinate at this
time. Res assisted to sit up in bed. Res assisted
to bathroom. Res appears agitated, continues to
get up without assistance, refuses {o use call
light. Will continue to mx,"” and was also signed
by RN #8,

Interview with Administrator #2 on 03/28/M13 at
6:40 PM revealed on 03/27/13, the DON was
interviewing RN #8 related to the abuse
allegation. Administrator #2 stated he was "half
paying attention" when he heard a comment
about "doing late notes." Administrator #2 stated
he then came to the conclusion the DON was
going to have RN #8 take the nurse's notes out of
Resident #4's medical record regarding the
alleged abuse on 03/24/13 and rewrite the
nurse's note. Administrator #2 stated he asked
the DON, "Is that not part of the record?" Further
interview revealed the DON stated to the
Administrator that since that was the only note on
the page the nurse could write a clarification note.
Administrator #2 stated the DON said the nurse's
note was not part of the medical record, and then
removed the note from the record, and RN #8
rewrote the nurse's note for 03/24/13. Further
interview revealed Administrator #2 did not agree
with the rewriting of the nurse’s note; however, he
stated the DON has been a nurse for 16 {o 18
years s0 he assumed she knew what she was
doing.

the nurse’s notes.

as indicated.

4. Findings of the abowve stated audits
which include allegations of abuse and
change in conditions audits will be
reviewed by the Quality Assurance
Committee monthly for six months for
further recommendations and follow-up
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Interview with the DON on 04/02/13 at 8:45 PM
revealed during an interview with RN #8 on
03/27/13 that she explained to the RN she
needed to document Resident #4's
noncompliance, and told her what to document.
The DON stated she had RN #8 to write it down
an a new nurse’s note since the original note only
had one entry written on it. The DON stated she
pulled the priginal nurse's note out of the chart
and asked Administrator #2 what to do with the
original note. Administrator #2 stated to the DON
that he would shred it, so the DON stated she
tore it up. The DON further stated she knew it
was wrong to tear up the original nurse's notes, it
"made me sick to my stomach.”

Interview with RN #8 on 03/28/13 at 8:07 PM
revealed when she was interviewed on 03/27/13
by the DON regarding the abuse allegation, the
DON informed her she "didn't have to put
everything that franspired" in the nurse’s notes.
According to RN #38, the DON had her to rewrite
the nurse's note dated 03/24/13 in Resident #4's
medical record to indicate the resident was well
through the shift with no further behaviors. RN #8
stated she completed the documentation but was
not aware the original nurse's note was going to
be removed from Resident #4's medical record.

On 03/29/13, Administrator #2 provided the
nurse's note that had been removed from
Resident #4's medical record, which according to
the DON had been torn up. Review of the nurse's
notes at 3:30 AM revealed, "Answering Res call
light at this time. Resident states she needs to
urinate at this time. Res assisted to sit up in bed.
Res stating 'Honey, what's your name?' This
nurse stating name. Res stating 'l think I've seen
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you before. Do | know you?' This nurse stating
yes, Res states 'Honey, | hate to say this, but you
were mean to me last night.” Res continuing to
state 'l have to pee,' assisted to bathroom and
assisted to ambulate back to bed. Res stating
'Honey, | don't want you to come in my room
anymore. We just can't get along. I'm going fo
pee without anybody!" Res encouraged to use
call light for assistance with ambulation to
bathroom, assured CNA would assist with
ambulation if Res no longer wished for this nurse
to do so. Will continue to mx." The note was
signed by RN #8.

2. Interview conducted with Administrator #2 on
04/09/13 at 6:15 PM, revealed the facility did not
have a policy that addressed what was required
to be documented in the medical record.

In an interview conducted with Resident #29 on
04/05/13, at 5:50 PM, the resident stated he/she
was "afraid of" State Registered Nurse Aide
(SRNA)} #14. The resident further reported SRNA
#14 touched the resident's breast white hugging
the resident two to three months ago. Resident
#29 stated he/she reported this incident to the
Social Worker/Abuse Coordinator.

Interview conducted with the Social
Worker/Abuse Coordinator on 04/05/13, at 6:50
PM confirmed Resident #29 reported to her that
SRNA #14 touched the resident's breast on
03/01/13. According to the Social Worker/Abuse
Coordinator, she was not sure if allegations of
abuse should be documented in the resident's
medical record, but believed any resident concern
should be documented in the record. The Social
Worker/Abuse Coordinator stated she had not

F 514
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documented the allegafion in the medical record
for Resident #29.

Review of the Social Worker/Abuse Coordinator
progress notes confirmed the Social
Worker/Abuse Coordinator had failed to
document the alleged incident that had been
reported to the Social Worker/Abuse Coordinator
on 03/01/13 in Resident #29's medical record.

3. Areview of a facility's investigation revealed
on 03/24/13 Resident #30 alleged that SRNA#13
had repeatedly sprayed cold water on the
resident during a shower and had wrapped a
sheet around the resident’s neck too tight
following the shower on 03/22/13 from 8:00 PM to
9:00 PM. However, a review of the medical
record, including nurse's notes and Social
Services Notes for Resident #30, reveated no
evidence of documentation of the allegation made
by Resident #30 to facility staff on 03/22/13, the
day the incident occurred, and did not contain any
documentation related to the incident after the
facility became aware of the allegation on
04/38/13.

4. Interview with Administrator #2 at 5:00 PM
revealed Administrator #2 had talked with staff on
04/09/13 about an allegation reported on
04/08/13 by the Social Worker/Abuse Coordinator
that Resident #31 may have been set down in a
chair too hard by facility staff. The incident
reportedly occurred during the timeframe of
03M17-19/13.

A review of the medical record for Resident #31,
including nurse's notes and Social Services
Progress Notes for the period of 03/01/13 to
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04/09/13, revealed facility staff failed to document
detailed information related to the allegation of
abuse that occurred during the timeframe noted.

An interview conducted with the facility Social
Worker/Abuse Coordinator on 04/09/13 at 11:09
AM, revealed the Social Worker/Abuse
Coordinator had not documented any information
regarding allegations of abuse in the Social
Services Progress nofes regarding Resident #31.

Interview conducted with Administrator #2 on
04/09/13 at 5:45 PM revealed he was not familiar
with the facility’s documentation policies.
Administrator #2 stated he "would think" the
Social Worker/Abuse Coordinator should have
documented the alleged incidents in the Social
Services Progress Notes in the medical record.
483.75(m)(2) TRAIN ALL STAFF-EMERGENCY
PROCEDURES/DRILLS

The facility must train all employees in emergency
procedures when they begin fo work in the facility;
periodically review the procedures with existing
staff; and carry out unannounced staff drills using
those procedures.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review it was
determined the facility failed to ensure emergency
fire procedures were periodically reviewed with
one of three existing staff members. A Laundry
Aide was not knowledgeable regarding the
procedures to implement in the event there was a
fire in the Laundry.

D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY}
F 514
F 518

F518§

1. The laundry staff member received
education regarding the fire protection
policy and fire drills provided by the
Maintenance Director on April 3, 2013.

2. The Maintenance Director completed
a questionmaire for 20 staff members to
determine the knowledge base regarding

SIHI3
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The findings include:

Areview of the facility's Fire Safety Procedure
Plan, dated January 2005, revealed if a fire was
discovered in the laundry area staff was to pull
the nearest fire alarm and fight the fire with a
portable fire extinguisher.

An interview conducted on 04/03/13 at 10:15 AM,
with a Laundry Aide who had been assigned to
the Laundry on 04/03/13, revealed the Laundry
Aide was not aware of the procedure to take in
the event of a fire in the laundry area. The
Laundry Aide stated that even though she had
participated in a fire drili on the C Wing of the
facility, she had not participated in a fire drill in the
laundry area. According to the Laundry Aide,
during the fire drill on the C Wing, another
housekeeping staff person instructed her on what
to do during the fire drill because the facility had
not trained her on the procedures fo take in the
event of a fire at the facility.

A review of the facility's employee training for fire
safety revealed a "post test" had been completed
by the Laundry Aide on 06/26/12 that revealed the
Laundry Aide had been trained regarding the
facility's general fire procedures; however, it could
not be determined that the fraining inciuded the
laundry area.

An interview with the Housekeeping/Laundry
Supervisor on 04/03/13 at 5:15 PM revealed the
Supervisor was net aware the Laundry Aide was
not knowledgeable regarding fire proecedures for
the laundry area. In addition, the
Housekeeping/Laundry Superviscr stated she
was not aware of any fire drills that had been
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May 1, 2013. No forther concerns were
identified.

3. In-service education will be provided
to facility staff by May 14, 2013 by the
Staff Development Coordinator
regarding the fire protection policy and
fire drills. A fire drill was held by the
Maintenance Supervisor on April 30,
2013 for day shift, and March 29, 2013
for night shift. The Staff Developinent
Coordinator and the Human Resources
Director will conduct interviews with
five employees weekly for four weeks,
then monthly for three months to ensure
staff are aware of the fire protection
pohicy and fire drills. Negative findings
will result in immediate one to one
education regarding the fire protection
policy and fire drills. Findings of the
interviews will be forwarded to the
Administrator  weekly to  ensure
completion.

4. Findings of the above stated
interviews will be discussed in the
monthly quality assurance meeting for
three months for recommendations and
further follow-up as indicated. Members
of the quality assurance committee
include but are not limited to the
Medical Director, Administrator,
Director of Nursing, Assistant Director
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SUMMARY STATEMENT CF DEFICIENCIES

Afacility must maintain a quality assessment and

assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
commiitee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related fo the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

reviewed the allegation of abuse regarding resident
#1 and ensured it was reported to the Office of
Inspector General on 2/17/13 by the Social
Services Director. A pain  assessment was
completed for Resident #1 by the GStaff
Development Coordinator on 2/17/13. On 2/17/13
at 2pm the Social Services Director spoke with
Resident #1 about the possible abuse incident.
Resident #1 made no response when asked about
the incident after breakfast. When asked if any
staff wouid not allow Resident #1 to lie down,
Resident #1 stated, “Yeah, I'm sick.” Social
Service Director attempted to verify if Resident #1
meant that she was not allowed to lie down.
Resident #1 gave no further responses to Social
Services Director upon further questioning.
Resident #1 was reassessed on 2-17-13 at 8pm by a
Registered Nurse. At that time, Resident #1 was
resting well without s/s of distress. No verbaf or
non-verbal indicators of pain expressed. LPN #1
was suspended pending investigation, and was
ultimately terminated from employment.

The allegation of abuse by Resident #31 was
reported to the Office of Inspector General on
4/9/13 by the Admimistrator. This was reviewed by
the Quality Assurance Committee on 4/17/13. An
interview was completed with the resident and her
daughter by the Interim Social Services Director on
4/9/13. The resident stated that one Certified
Nursing Assistant (CNA) was the omly person
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F 518 | Continued From page 104 Fs51g| of Nursing, Unit Manager, Social
conducted in the laundry area for Laundry Room Services Director, Dictary Manager, and
staff. Quality of Life Director.
An inferview conducted with the Maintenance
Director on 04/03/13 at 5:30 PM, revealed the
Maintenance Director had not conducted any fire
drills in the laundry area for the Laundry Aide.
F 520 | 483.75(0){1) QAA F 520 F520
§8=K | COMMITTEE-MEMBERS/MEET _ i S//{/B
QUARTERLY/PLANS 1. 1. The Quality Assurance Committee
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
facility policy and procedures and investigations,
it was determined the facility failed to maintain a
quality assessment and assurance committee
that identified quality deficiencies and failed to
develop and implement appropriate plans of
action to correct identified deficiencies. Six
allegations of resident abuse were reported to
Facility Administration from 02/17/13 to 04/04/13,
involving Residents #1, #4, #19, #29, #30, and
#31. Interview and record review revealed
administrative staff failed to thoroughly
investigate/report these allegations of abuse and
failed to protect residents. The facility failed to
recognize that their established abuse policy for
reporting abuse was not effective, and therefore
failed to implement any corrective actions to
correct these problems. (Refer to F223, F225,
F226, and F490.)

The facility's failure to identify quality deficiencies
and failure to develop and implement appropriate
plans of action to correct identified deficiencies
regarding protecting residents from abuse and
reporting/investigating allegations of abuse
caused, or was likely fo cause, serious injury,
harm, impairment, or death to residents in the
facility. Two Immediate Jeopardy situations were
identified on 03/01/13 and 03/24/13 related to
abuse. The Immediate Jeopardy was determined
to exist on 02/17/13 and is ongoing at 42 CFR
483.13 Resident Behavior and Facility Practices
(F223, F225, and F226) and 42 CFR 483.75
Administration (F490 and F520), with
Substandard Quality of Care at 42 CFR 483.13
Resident Behavior and Facility Practices (F223,
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F 520 | Continued From page 105 F 520 involved, and that the other Certified Nursing

Assistant in the roem had no involvement. The
CNA. identified as the allcged perpetrator was
suspended on 4/9/13 pending investigation of the
incident,

On 4/17/13, the Quality Assurance Comumitteg
reviewed the allegation of abuse by Resident #19,
and ensured it was reported as a one day initial
report to the Office of Inspector General on 4/6/13
by the Chief Nurse Executive. A complete body
audit was completed by the Regional Nurse
Consultant on 4/4/13, No ijuries were identified.
Statemnents were obtained from the lab technician
on 4/8/13, who was the alleped perpetrator.
Statements were obtained on 4/4/13 from the two
CNA’s that were in the room at the time of the
alleged incident. The supervisor for the lab
technician was notified by the Chief Nurse
Executive on 4/4/13. Although the allegation was
not substantiated by the facility, the lab technician
is not be utilized at this facility.

The allegation of abuse by Resident #30 was
reported to the Office of Inspector General on
4/9/13 by the Administrator. This was reviewed by
the Quality Assurance Committee on 4/17/13. An
interview was completed by the Administrator and
the Interim Social Services Director with the
resident regarding the allegation on 4/10/13.
Statements were obtained from the two CNAs that
were the alleged perpetrators. The employees were
suspended pending investigation on 4/10/13. An
interview was completed by the Chief Operating
Officer on 4/9/13 with the nurse responsible for the
care of resident #30 on the evening of the alleged
incident. The nurse did not recall staff being n a
bad mood or treating any resident in a rude or
abrupt manner

The Quality Assurance Committee reviewed the
allegation of abuse by Resident #29, and ensured it
was reported to the Office of Inspector General on
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F225, and F226). The facility was notified of the
Immediate Jeopardy on 03/01/13 and 03/29/13,
and was informed on 04/09/13 the Immediate
Jeopardy was ongoing.

The findings include:

Review of the facility's policy and procedure
entitled Quality Assurance/Continucus Quality
Improvement, with no date, revealed systems
should be in place so that problems were
prevented from ever occurring. Further review of
the policy revealed the primary purposes of the
Quality Assurance/Continuous Quality
Improvement plan were as follows: 1. To provide
a means whereby negative outcomes related to
resident care and safety could be identified and
resolved through an interdisciplinary approach
and effective systems of services and positive
care measures rendered, reinforced, and
expanded to improve care given. 2. To establish
and provide a system whereby a specific process
and the documentation relative to it was
maintained to support evidence of an ongoing
quality assurance/continuous improvement plan,
encompassing all aspects of resident care
including safety, infection control, and quality of
life applicable to nursing home residents. 3. To
develop monitoring tools that provide an effective
mechanism to assure that each resident received
the necessary care and services to attain or
maintain his or her highest practicable physical,
mental, and psychosocial well-being. 4. To assist
facilities that provided care to residents to
delineate lines of authority, responsibility, and
accountability so that opened lines of
communication and negative outcome resolutions
may be achieved for optimum resident care on a

of resident #29 was completed by the Interim
Social Services Director and Administrator on
4/5/13. A total body audit was completed by the
Regional Nurse on 4/5/13. No injuries woere
identified. An interview of the alleged perpetrator
was conducted by the Vice President of Human
Resources and the Chief Operating Officer. A
statement was obtained from the alleged
perpetrator. The CNA was suspended pending
investigation on 4/5/13. The Administrator of
record at the time of occurrence regarding resident
#29 was suspended pending investigation on 4/5/13
by the Chief Operating Officer. Other residents
with a BIMs score of 7 or higher were interviewed
by Department Managers on 4/5/13 and by regicnal
staff on 4/5/13 regarding other incidents of
inappropriate treatment. No other allegations were
reported.

The Quality Assurance reviewed the allegation of
abuse by Resident #4, in which resident reported
that she had been afraid of someone who worked
here but resident states that she had not seen that
employee working here recently was reported fo
the Office of Inspector General on 3/30/2013 by
the Administrator. A final report was filed with the
Office of Inspector General on 4/3/2013 in which
the allegations of abuse have been found to be
unsubstantiated. An initial report has been
submitted to the Office of [nspector General on
4/9/2013 regarding Resident #4 in which resident
reported that a C.N.A. was “mean” to her. C.N.A.
was immediately removed from tbe resident area
and suspended pending further investigation.

2. All residents with a BIMS score of greater than
7 ‘were interviewed by regional staff regarding
concerns with rough or rude treatment. Employees
were interviewed by the Vice President of Human
Resources and the Regional Human Resources
Directer on 4/10/13 to identify if staff members
had been rude or rough with residents. No concerns
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continuous basis. 5. To develop plans of
correction and evaluate corrective actions taken
to obtain the desired results. 6. To provide a
centralized, coordinated approach to quality
assurance/continuous improvement to bring
about a comprehensive program of quality
assessment and assurance to meet the needs of
the facility. The policy further stated all corrective
activities would be monitored to determine
appropriateness and/or the need for alternative
measures. According fo the policy/procedure, the
Administrator of the facility was ultimately
responsible for the quality assurance/continuous
improvement program and was also responsible
for ensuring the quality assurance/continuous
improvement program of the facility was in
compliance with federal, state, and local
regulatory requirements.

Based on interview and record review Immediate
Jeopardy was identified on 03/01/13 and on
03/29/13 because of the facility’s failure o
identify/reportfinvestigate allegations of abuse
and for failure to protect residents from further
potential abuse. The facility submitted two
acceptable Allegations of Compliance (AOCs) to
remove Immediate Jeopardy on 03/05/13 and on
04/05/13 that included reeducating all staff,
including administrative staff, on abuse reporting,
investigating, and protection. In addition, on
04/06/13 and 04/07/13, facility staff was retrained
on abuse protocols that included investigation,
reporting, and protection of residents. Further,
the 03/05/13 AOC stated the facility had reviewed
all incidents and investigations that occurred from
June 2012 through the present fime, with no
concerns. However, during an interview with
Resident #29 on 04/05/13, the resident stated

residents in the facility (both cognitively intact and
cogpitively impaired) were interviewed by the
Facility Department Heads (Human Rescurces
Director, Administrator, Director of Nursing,
Dietary Director, Housekeeping Director, Staff
Development Coordinator, Assistant Director of
Nursing, Housckeeping and Laundry Director,
Business Office Manager, Plant Operations
Director, Admissions Director) on 3-1-2013 and 3-
2-2013, to ask if they feel safe in the facility, if any
staff have ever tatked negatively toward them or if
they are fearful of any staff member. All
interviewed residents, who were able to respond
and were cognitively intact, acknowledged they felt
safe in the facility, were treated well by staff and
had no fear of cther residents or staff members.
This was reviewed by the Quality Assurance
Committee on 4/17/13.

3, All staff including Departmeni Directors and
Regional Staff received education regarding abuse,
completed by an independent contractor (BSW,
MS, credentialed) by 4/6/13, with completion of a
post test. The Independent Contractor provided
one on one education with the Administrator,
Directer of Nuorsing, and the Interim Social
Services Director regarding protection, reporting,
and investigation of allegations of abuse by
4/12/13.

The Tndependent Contractor initiated continued
abuse education regarding identifying, reporting,
and ensuring resident safety on 4/11/13, All staff
scheduled to work will receive this re-education by
4/12/13. Staff who are not scheduled to work in
that time frame, wha work prn, or who are on leave
of absence will receive the education upon
returning to work, by the Administrator, Director
of Nursing, Assistant Director of Nursing, Unit
Manager, Social Services Director, Staff
Development Coordinator or Regional Staff,
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he/she had reported an allegation of abuse to the
facility's social worker approximately two to three
months prior when the incident occurred
(03/01/13). In addition, the 04/05/13 ACC stated
an abuse investigation log was to be maintained
by the Administrator to track/trend all allegations
of abuse. However, there was no evidence these
plans of action were effective in identifying
allegations of abuse and ensuring all allegations
were reportedfinvestigated and residents were
protected. On 03/29/13, 04/05/13, and 04/09/12,
additional allegations of abuse related to
Residents #19, #29, #30, and #31 were identified
which had not been reported to the appropriate
State Agencies, and had not been thoroughly
investigated. Review of the investigation logs
reveated no entry related to these allegations of
abuse. In addition, an interview with
Administrator #2 revealed the abuse log was not
effective to identify facility failures to report and
investigate allegations of abuse and to protect
Residents #19, #29, #30, and #31. Per interview,
Administrator #2 was not aware of these
allegations of abuse.

An interview on 04/09/13 at 11:09 AM with the
Social Worker/Abuse Coordinator, who was a
member of the monthly QA committee and as of
04/08/13 was no longer employed by the facility,
revealed she did not have a way to track or alog
to review any complaints or allegations related to
abuse. She further stated there was "no way of
knowing what allegations have been made" and
she was not aware of who was supposed to
review these allegations. Further interview
revealed she gave any paperwork she had
reiated to the allegations to the Administrator.
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F 520 | Continued From page 108 F 520 Mandatory In-service education on the abuse

policy was provided to facility (excluding Dietary)
staff 3-1-2013 and 3-2-2013 by the Social Services
Director, Assistant Director of Nursing, Dietary
Director provided abuse policy in-service on 3-2-
2013 for the dietary staff. The abuse policy was
reviewed highlighting the immediacy of reporting
allegations of abuse fo the charge nurse, who will
report to the abuse coordinator, Administrator,
Director of Nursing or Social Services Director and
the charge nurse.

Hand In Hand Training, as provided by CMS was
initiated on 4/12/13 by the Regional Staff (Director
of Program Development). '

Additional in-service education program will be
completed by May 14, 2013 for employees at the
facility by an SDC, Regional Staff Administrator,
PON and or ADON/UM regarding abuse
procedure. Weekly audits for one month will be
completed by the Department Directors, ADON’s,
SDC, Unit Managers, DON and or Administrator
for signs of abuse, to include 20 staff audits, 20
resident audits, 20 skin audits, and 10 chart audits.
Audits will continue monthly for three months by
the Department Directors, Staff Development
Coordinator, Assistant Director of Nursing/Unit
Managers, Director of Nursing and Jor
Administrator for signs of abuse, to include 20 staff
audits, 20 resident audits, 20 skin audits, and 10
chart audits .

The Quality Assurance Committee reviewed
grievances and incident reports on 4/17/13 to
ensure appropriate follow-up and reporting of
allegations of abuse.

4. Findings of the above stated audits were
discussed in the Quality Assurance Committee
meeting on 4/17/13, and will be discussed in the
quality assurance comumittee meeting monthly for
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An interview with Administrator #2 on 04/09/13 at
11:40 AM revealed that prior to 04/04/13 the
facility did not have a system for tracking/trending
abuse allegations. The Administrator further
stated that the last QA meeting was held either
"on 03/13/13 or 03/14/13." During the meeting,
the Administrator stated they did not go into detail
about past abuse allegations and he was told that
all abuse allegations had been
reportedfinvestigated and residents had been
protected. The Administrator stated he "didn't
know why" the facility had not identified that other
allegations of resident abuse had not been
reportedfinvestigated and residents had not been
protected. The Administrator stated it took "a
different set of eyes is all | can say"” to identify the
allegations. The Administrator further stated he
did not feel staff was properly trained on how to
identify abuse allegations.

An interview on 04/04/13 at 3:15 PM, with the
Chief Nurse Executive for the Corporation and a
Corporate Consultant who was filling in at the
facility as the DON, revealed audits conducted as
part of the facility's AOCs had not been reviewed
through the facility's QA program.

follow-up as indicated. Members of the quality
agsurance committee include but are not himited to
the Medical Director, Administrator, Director of
Nursing, Assistant Director of Nursing, Unit
Manager, Social Services Director, Dietary
Manager, and Quality of Life Director.
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K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1993
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type Il
(200)

SMOKE COMPARTMENTS: 6

FIRE ALARM: Complete automatic fire alarm
system.

SPRINKLER SYSTEM: Complete automatic
(dry) sprinkler system.

GENERATOR: Type Il natural gas generator.

A life safety code survey was initiated and
concluded on 04/02/13. The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) et seq (Life
Safety from Fire). The facility was found not to be
in substantial compliance with the Requirements
for Participation for Medicare and Medicaid.

Deficiencies were cited with the highest
deficiency identified at "F" level.

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 5/9/13
SS=F
A fire alarm system required for life safety is

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70and 72. 9.6.1.4

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure the building fire alarm system
was maintained as required by NFPA standards.
This deficient practice affected six of six smoke
compartments, staff, and all the residents. The
facility has the capacity for 109 beds with a
census of 93 on the day of the survey.

The findings include:

During the Life Safety Code tour on 04/02/13, at
11:40 AM with the Director of Maintenance
(DOM), observation revealed a fire alarm panel
located in the copy room that was not protected
with a smoke or heat detector as required.

An interview with the DOM on 04/02/13, at 11:40
AM revealed the area underwent a remodel and
he was not aware the fire alarm panel required
protection.
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The findings were revealed to the Administrator
during exit.

Reference: NFPA 72 (1999 Edition).

1-5.6* Protection of Fire Alarm Control Unit(s).
In areas that are not continuously occupied,
automatic smoke detection shall be provided at
the location of each fire alarm control unit(s) to
provide notification of fire at that location.
Exception: Where ambient conditions prohibit
installation of automatic smoke detection,
automatic heat detection shall be permitted.

A-1-5.6

The intent of 1-5.6 is to have the fire alarm
system respond before it is incapacitated by fire.
There have been several fatal fires where the
origin and path of the fire resulted in destruction
of the control unit before a detector responded.
CAUTION:

The exception to 1-5.6 permits use of a heat
detector if ambient conditions are not suitable for
smoke detection. It is important to also evaluate
whether the area is suitable for the control unit.
The code intends that only one smoke detector is
required at the control unit even when the area of
the room would require more than one detector if
installed according to the spacing rules in
Chapter 2.

NFPA 101 LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in

K 052

K 056

5/9/13
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accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It is fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  19.3.5

This STANDARD is not met as evidenced by:
Based on observation and interview the facility
failed to ensure that the building sprinkler system
was installed throughout the facility according to
NFPA standards. This deficient practice affected

one of six smoke compartments, staff, and
approximately eight residents. The facility has
the capacity for 109 beds with a census of 93 on
the day of the survey.

The findings include:

During the Life Safety Code survey conducted on
04/02/13 at 11:30 AM with the Director of
Maintenance (DOM), a sprinkler head was noted
to be missing from the closet in the admissions
office area. There must be complete coverage by
the sprinkler system in all areas of the building.

An interview with the DOM on 04/02/13 at 11:30
AM revealed he was aware the building required
complete sprinkler coverage; however, he was
unaware the closet was missing a sprinkler head.

The findings were revealed to the Administrator
during exit.
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19.3.5.1

Where required by 19.1.6, health care facilities
shall be protected throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7.

Exception: In Type | and Type Il construction,
where approved by the authority having
jurisdiction, alternative protection measures shall
be permitted to be substituted for sprinkler
protection in specified areas where the authority
having jurisdiction has prohibited sprinklers,
without causing a building to be classified as
nonsprinklered.
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