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An onsite revisit to the Recertification and
Abbreviated Survey of 03/13/14 was initiated on
05/20/14 and concluded on 05/22/14. Based on
- the facility's acceptable Plan of Correction (POC)
" it was determined the deficient practices were :
corrected as alleged on 04/09/14.
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| AMENDED 73 ;

i A Recertification Survey/Extended Survey and o
“Abbreviated Survey investigating KYoopz1410 |
i was initiated on 03/64/14 and concluded on ;

- 03/13/14. KY00021410 was unsubstantiated with |
; deficlencies identified. Immediate Jeopardy was ;
“Identified on 03/05/14 and was determined to

| exist on 02/20/14, in the areas of 42 CFR 483.13
" Resident Behavior and Facitity Practice, F-225
sand F-226; and 42 CFR 483.75 Administration,

- F-490 and F-520 all at a Scope and Severity

i (5/5) of a "K", Substandard Quality of Care
{(SQC) was identified at 42 CFR 48313 Rasident i
; Behavior and Facility Practice, F-225, and F-226.
* The facility was notified of the Immediate
i Jeopardy on 03/05/14,

i

H
1

i
H

; G 02/25/14, at approximately 10:30 PM, State
* Registered Nursing Assistant {SRNA} #2,

. reported to her Supervisor, Registered Nurse ;
H(RN) #1, SRNA #1 had been verbally abusive ta |
. Resident #15 and Resident #12, and physically
tabusive fo Resident #1 on 02/20/14 (five days

. eariier). SRNA#1 allegedly told Resident #15
! she did not have time to keep fooling with

. himiher; and reportediy stated to the resident,

| "f'm not going fo keep putting you on the bedpan. :
. don't have time to fool with your stinking ass".
| SRNA#1 aliegedly told Resident #12 to “open”
“his/her legs s0 sha could "clean cut” his/her :
i "coochie”. In addition, SRNA #1 was allegedly |
“"very rough” with Resident #1, “stamming”

{ him/her into “the chalr; causing the resident to
_"cry out very toud” as If in pain, ;

{i H

Aithough administration bscame aware of the

h { SUBMISSION OF THIS PLAN OF CORRECTION

DOES NOT CONSTITUTE AN ADMISSION THAT
CTUE  FACILTY  AGREES WITH  THE
| DEFICIGNCIES AS STATED IV THE 2567, THE
! FACILITY 1S COMPLETING THE PLAN OF
CORRECTION BECAUSE IT IS REQUIRED BY
. STATE AND FEDERAL LAW. THE FACIITY
| DISAGREES WITH AND DISPUTES  THE
| DEFICIENCIES STATED IV THE 2567AND THE
SCOPE AND SEVERITY AT WHICH THEY ARE
CITED. FURTHER, THE FACTLITY DISPUTES
AND DISAGREES WIIH THE ACCURACY OF
STATEMENTS AND OTHER INFORMATION
| RELIED UPON IN THE 2567 IN SUPPORT OF

|

I THE ALLEGED DEFECIENCEES. THIS

. INCLUDES, BUT IS NOT LIMITED 10, THE j
: . i
© ALLEGED CONTENT/SUMMARY OF

I
I
I
s
i

INTERVIEWS, THE CHRONOLOGICAL/TIMING |!
SEQUENCE OF EVENTS AND CONTACT WITH
HEALTH CARE PROFESSIONALS, AND THE
! DESCRIPTICN  OF THE CARE  AND

i SUPERVISION FROVIDED TO THE RESIDENTS.
IeS RIGHT TO

THE FACHLITY RESERVES
CONTINUE DISPUTING, APPEALING AND
. CONTESTING THESE DEFICIENCIES AND ANY ;
! ACTION RELATED TO OR ARISING s

THEREFROM IN ANY OTHER FORUM AS 3

I

%QEEDED, :
(KB} DATE

i
I
i ”

™~ !
LABORA'?‘O\?Y DIRECTOR'SL PROVIDER/SUPP\E? R?SEN?&TW&’S SIGNATURE
e

/%@wum‘jz/ ; S5/5 /0y

excuset from correcting providing it i deterfhined that

L2

follovdng the date of suivey whether arnotf a plan of correction §
days following the date these documents are mads availabie fo

program participation.
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F 000,

F 006" Continued From page 1
allegations on 02/25/14, the aflegations were not
. investigated by the facility until 02/27/14, two (2) !
~days later. The facilily failed to Interview staff and ;
fother Interviewabie residents to ensure a :
. thoraugh investigation. There was no
* dacumented svidence of interviews with tha
: alleged perpetratar, SRNA #1, or other siaff who
" worked the evening of 02/20/14. In addition, the
t State Survey Agency was not netified of the
. verbal abuse allegations untif 02/28/14; and was
! not notifled of the allegation of physical abuse
- until 03/05/14, when the Surveyors requested the
facility's entire investigation. Also, Resident #t .
: was not assessed for injury after the facility

became aware of the physical abuse allegation

fon (2/25014,

" In addition, there was no documented evidence
: SRNA#1, the alleged perpstrator, had been
“removed from resident care to protect residents
. during the investigation. As a result of SRNA #2
not reporting the abuse which allegedly ccourred
$en 0220114, until 02/25/14, SRNA #1 was

allowed to work caring for residents on 02/20/14 .
 from 3:00 PM to 11:15 PM, and on 02/21/14 from !
415 PMuntil 11:15 PM. Also, even though :
" administration became aware of the atlegations
- on 02/25/14, SRNA #1, the alleged perpetrator,
“was allowed to work caring for residents on ,
; 02/26/14 from 3:00 PM to 3:30 PM prior to belng !

“suspended that day.

Additionally, there was no documented evidernce
¢ of re-education related fo the facility's abuse
_ Paifcy with SRNA#1, SRNA #2 or other staff after |
* the facility became aware of the allegations. !,

The facility provided @n acceptable Credible 5
| Allagation of Compliance (AQC) on 03/12/14 with :

i

if confinuation sheet Page 2 of 154
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}
F 000" Continued From page 2 F 600¢ ) i
Hhe facility alleging removal of the Immediate ; : '
; Jeopardy on 03/07/14. The immediate Jeopardy !
“was verified to be removed on 03/07/1 4, prior to
1 exiting the faclility on 03/13/14, with remaining j
. non-compliance at 42 CFR 483,13 Rasident
! Behavior and Facility Practice, F-225, and F-226; !
- 42 CFR 483.75 Administration, F-490, and F-520 °
Lall at a 8/5 of an "E” while the faciiity develops | ;
: and implements a Plan of Correction (POG), and . : ;
the facility's Quaiity Assurance manitors the ! :
| effectiveness of the systemic changes. -

Vi addition, deficient practice was identified during |

the survey at 42 CFR 483,15 Quality of Life, .

"F-246 ata S/S of a "D 42 CFR 483.20 Resident | i
| Assessment, F-282 ata 5/S of a "D"; 42 CFR | )
©483.25 Quality of Care, F-309, F-314 and F-322 i i H
jall at a S/S of a "D”, F-323 af a /S of an "B 4z i
. CFR 483.35 Dietary Services, F-371 at a S/S of a ! :
| "F"; 42 GFR 483,85 Infection Control, F-441 at a i
_5/S of an "F"; 42 CFR 483.70 Physicaf i
| Environment, F-464 at a $/S of a "D and 42 ! I
 CFR 483.75 Administration, F-514 at a S/S of an ] ;

[VE, ; :
F 225 483.13(c) (1)}, (c}2) - (4) [ F225; F225 .
5=k | INVESTIGATE/REDPOET : The facility must ensure that all P

. ALLEGATIONS/ANDIVIDUALS : ; alleged violations involving

i ; 'f mistreatment, negleet, or ahuse,

ineluding injuries of unknown source

i The faciiity must not employ individuals who hava : and misappropriation of resident
property are reported immediately to

*been found guilty of abusing, neglecting, or ; 3
i mfs‘“*?“”? residents ?y a court of law; or h?“"e l the administrator of the facility and to
“had a finding entered into the State nurse aide ! "5 ather officials in secordance with
[ regisiry concerning abuse, neglect, mistreatment E State law through established procedures,
. of residents or misappropriation of their property; 5 ; The facility must have i
fand report any knowledge it has of actions bya | f evidence that all alleged violations are i
, court of law against an emploves, which would 1 thoreughly investigated, and must i
indicate unfitness for service as a nurse aide or . , . [ i
: f N 108 902 KAR 20:300-5(3)(b) Section

f. other facilily staff fo the State nurse aide registry ;

|
if continuafion sheet Page 3of 154
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|
F 225" Continued From page 3
for licensing authorities,

fThe facility must ensure that all alleged violations |

. involving mistreatment, neglect, or abuse,
“including injuries of unknown source and

; Misappropriation of resident property are reported i
: immediately lo the adiministrator of the facility and :

; to other officials in accordance with State law
" through established procedures (including o the
| State survey and certification agency).

i The facllity must have evidence that al! alleged
violations are thoroughly investigated, and must

i prevent further potential abuse while the

. invastigation is in progress.

- The results of all investigations must ba reported

‘ to the administrator or his designated

, representative and to other officials in accerdance;

“with State faw (including to the State survey and
 certification agency) within 5 working days of the
? incident, and if the alieged violation is verified

i appropriate corrective action must be taken.

I

i This REQGUIREMENT is not met as evidenced
by:

i gased on interview, record review, review of the

. facility's policy and review of the Kentucky

! Revised Statutes (KRS), it was determined the

. facitity failed fo have an effective system to

Fensure allegations of abuse were reported

. immediately to the Administraior and to the

appropriate Sfate Agencies per policy and stals

 law and fully investigated for three (3) of

! twenty-one (21) sampled residents (Residents #1, ! ,
{ thal would indicate physical abuse.

t#12 and #15), In addition, the facility failed to
- profect residents in order to prevent further

!

F 225 5. Resident Behavior & Fac, Practive, f
The facitity shall have evidence that !
all alleged violations are thoroughly i
I

{

|

investigated, and shafi prevent further

petential abuse while the investigation

is in progress. f
J

i

Criteria 1: SENA #2 made fwao
Allegations of verbal abuse and one
allegation of physical abuse on 254 at |
10:30pm 10 the Ditector of Nursing ?
(DON). The DON immediately began |
art investigaton. SRNA #1 {the |
employee whom the allegation wag |
!
!

{
I
i

i ! made against) was suspended op 2/26/14
. at approximately 3pm by the Nursing

i Home Administrator. The Itvestigation

: . concluded on 2/28/1 4, and wag

: unsubstantiated (see bullet point below

for basis for allegations to bs |

unsubstantiated), The Lexington ;

! Regional OIG office was notified of the !
|
|

|

i
i ?

k . allegations and the facility’s findings on
| | 2728014,
: - ~The investigation was re-
! opened on 3/5/14.
. . ~Residents #12 and #15
{ were interviewed again with atdditional
guestions by the DON, NIA and/or the
i S8Den3/6/14,
~Residents #12 and #15
were assessed by the DON and 88D on
2/27/14. No signs of emotional or any
type of disiress or changes were noted,
. -Resident #1 is not
! interviewable. Her roommate is her
. Sisler and was interviewed on 2/27/14 !
¢ and 3/6/14 by the SSD. ]
i : -A weekly skin i
’ ¢ assessment performed by the unit charge If
|
!

Rurse on 2/22/14 for Resident #1
revealed no suspicious bruising or marks |

if continuation sheet Paga 4 of 154

FORM CMS-2867{02.98) Pravicus Verslons Obsolete

Lvent I PEOZ 1T

Facility 03: 100461



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2014
FORM APPROVED
OMB NO, 0938-0391

!(XS} DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUFPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFCATION NUMBER:

185444

{X2) MULTIPLE GOMSTRUCTION

A BUILDING COMPLETED
C

B WiNg 031372014

STREET ADDRESS, CITY, STATE, ZiF CODE

7 MAME OF PROVIDER DR SUPPLIER

CAMBRIDGE PLACE

2020 CAMBRIDGE DRIVE
LEXINGTON, KY 40504

(X4 {0 SUMMARY STATEMENT OF DEFIGIENCIES i8] ! PROVIDER'S PLAN OF CORRECTION ‘ X5
PREFIX | (EACH DEFICIENCY mMUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG ! CROIS-REFERENCED T0 THE APPROPRIATE pATE
i . . DEFICIENCY)
N L
; :
K 22K! ~Routine weekly skin

i
F 225 Continued From page 4
' potential abuse while the investigation was in

| progress.

' State Reglstered Nursing Assistant {SRNA) #2
: withessed afleged incidents of verbal abuse for
_Resident#13 and #15; and an alleged incident of .
! physical abuse of Resident #1 on the avening ?
; shift of 02/20/14. However, she did rot report the i
" afleged abuse until 0272501 4, five {5) days later.
{ On 02/25/14, she reported the alleged abuse to
. Registered Nurse (RN) #1 who recognized the ;
" allegations as abuse and immediately had SRNA
i #2 notify the Director of Nursing (DON) via
phone. Althaugh the DON notified the
' Administrator the avening of 02/25/14 of the
; allsged abuse, there was no documenied
' evidence the facliity began an invesligation until
1 02/27/14, two (2} days after having been notified
- of the allegations. The facility performed an :
5 investigation which initially only cansisted of
s interviewing Resident #12, Resident #15 and
" Resident #1's roommate on 02/27/14. The
{ facility's investigation failed to ensure other i
_Interviewable residents were interviswed as soon ;
lag possibla after the allegations were received. |
i The facility's investigation failed to ensure staff
- who had worked the evening of 02/20/14 were !
i Interviewed and wiilten statements obtained and |
 falled to ensure SRNA #1, the alleged perpetrator
Pwas Interviewed timely and her wriltten statement
i obtained. The facility's investigation failed to i
“ensure Resident #1, who had been allegedly
| physically abused, received an assessment after |
, the facility was nictified. The facility's investigation ;
“also fafted to ensure documented evidence SRNA?
| #2 was re-educated on reporting abuse and :
. SRNA#1 was re-sducated regarding the facility’s

[ abuse policies,

i
3

i

assessinents performed 2/21/14-2/37/28
by the charge nurses on duty reveal no
! suspicious bruising or signs of potential
; physieal abuse of the residents who may
have received care by SRNA #1 on
2/20/14 and/or 2/21/14 (the day the
alleged abuse ovcurred and the only day
SRNA #2 worked prior to suspension).
] ~During the resident
! inferviews on 2/27/14 and 3/6/14, the
residents interviewed did not make any
: complaints or allegations against SKNA
j #1 or any other employee.
~AH staff working on the ;
! same hall as SRNA #1 when the alleged '
; verbal abuse occurred were intorviewed
@ by the DON, NHA and/or Social
Services Director (S81) on 3/6/14; no
: complafats or concerns wers raised.
I -SRNA #2 was counseled
; by the DON immediately via phone on i
! 2/25/44 and in writing on 2/28/14, |
regarding strict compliance with the
factlity’s Abuse policy and the
requirement of immediatoly reporting all
' suspected abuse,
i ~The DON received
; education by the Nurse Consultant on
! 35114 regarding the regulatory
requirements on reporfing and
! investigating aflegation of abuse.
! -The investigation was
‘ coneluded on 3/6/14 with the findings
remaining unsubstantiated.
) ~Basis for allegations to
i be unsubstantiated: Interviews with the 2
residents involved with the alleged .
verbal abuse (Residents # 12 & #15) and i
other cognitively intact residents X
revealed no verbal abuse by SRNA # 1. ] !

i continuation sheat Page 5 of 154

I

FORM CMS-2567(02-99) Previous Versions Obsolete Fvent ID: P07 11

Facifity [fx 100464

—




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2014
FORMAPPROVED
OMB NO, £0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES — - I(m! py
STATEMENT OF DEFICIENGIES lpcry ProviceRISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION  DATE SURVE
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING .
185444 B. WING - 03/13/2014
STREET ADDRESS, CITY, STATE, 2IP CODE l
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- R * CORRECTION .
SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER ;c?iégﬁ%r? .%cz\‘f—‘ig{ CTio n ool
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TAG | REGULATORY ORLSC IDENTIEYING INFORMATION) b A . e :
F 995  The resident involved wi th the alleged
! physicaf abuse (Resident #1) is not

F 225 Continuad From page &

¢ Additionally, as a resuit of the aE!egaiiop§ not

. being reported immediately to the Administrator,

' SRNA#1, the alleged perpetrator was allowed to

» cantinue caring for residents on 02/26/14 and

| 02/24/1 4; therefore feaving residents uriprotested |

! from the potential for further abuse. Tha facility ’
falied to ensure SRNA#1, the alfeged perpetra_ior

fwas removed from resident care after the facility E

i recelved the aliegaticns on 02/25/4 and the

' SRNA therafore reported to work on 02/26/14 and §

" cared for residents for approximately thirty {30) _;

; minutes before being suspended, :

i

* Although the facitity's administration became_ '
j aware of the aflegations on 02/26/14, the facility

: failed to ensure State Agencies were notified of

! the verbal abuse allegations untll 02/28/4 4; and
falied to ensure the physical abuse allegation was
Ireported to the State Agencies until 03/05/14,

; (Rofer to F-2285, F-226, F-490, and £-520). {

]
r

H
H

b
i

' Based on the above findings, it was determined :

the facility's faifure fo protect and o _
3‘ comprehensively investigate aﬂeg?d mc@ents of i
| verbal and physical abuse: and to immediately
report incidents of alleged abuse rto ihg State :
! Agencies, was lkely to cause serfous injury, |
¢ harm, impairment or death to a resident. o
i Immediate Jsopardy (LI} and Subsfandard Quiality |
fof Care (SQC) were identified on 03/05/14 and
.; were delermined to exist on 02/20/14.

3
H

i The facility provided an acceptable credible o
 Allegatian of Compliancs (AQC) on 0311%/‘?4 with |
! the facllity afleging removal of the Immediate
; Jeopardy on 03/07/14. The immediate Jegpardy E
"was verified fa be removed on 03/07/14 priorto
[ exiting the facility on 03/13/14, with remaining

inferviewable; her roommate/sister wag
interviewed and denjed any abuse by

staff to resident. Routine weekly skin
assessment of Resident #1 on 2/23/14 by
the sharge nurse showed no suspicious
bruising ar signs of physical abuse. Sfin f
assessments of other residents under (he K
cere of SRNA revealed no suspicious !
bruising or signs of physical abuse (refer i
to Criteria #2). Staff inferviews as fisted f
above revealed ng concerns with f
SENA’s care of residents. g

Criteria 2:  Routine weekly skin :
assessments performed 2/21714-2/27714
by the charge nurses on duty revealed no
i susplelous bruising or signs of poientia]
physical abuse of the residents who may :
' have received carc by SRNA #1 on ;
L 220/14 andior 2/21/14 (the day the ‘
alleged abuse ocourred and the only day
SRNA #1 worked priot to suspension},
-Other residents under the
care of SRNA #1 with a BIMS score of
8 or bigher were interviewed on 3/1/14
- and 3/6/14 by the DON, NHA, and/or
i the 8SD with no complaints noted.
Based on the findings of these
I interviews, the need for further resident
interviews/assessments was determined ;
to be unnecessary by the investigation |
I team, i

L

! Criteria 3:The DON, NHA and |
38D received in-service education by j
the Nurse Consultant o the !
tnvestigation and reportin gofabuseon |
3/6/14. The re-cducation ingcluded, but !
was not limited to: identification of |
evenis requiring investi gation; protecting |
the resident(s); interviewiag of residents,

i :
Fasility 1D: 100464 If continuation sheet Paga 6 of 154
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F 225 Confinued From page 6
“Behavior and Facllity Practice, F-225 Abuse, with |
i & Scope and Severity of "E", while the facility
develops and implements a Plan of Correction,

- and the facility's Quafity Assurance continues to ;
. Inonitor to ensure afl allegations were ’
timmediately reported to facility administration and

' Slate Agencies and all allegations of abuse were

" thoroughly investigated.

f The findings include:
i

: Review of the KRS Chapter 209.030 revesaled an

" oral or written report was to be made immediataly
! to the State Agencies upon knowiedge of ;
suspected abuse, neglect, or exploitation of an

" adult.
' Review of the facility’s policy titled, “Policy on ‘
¢ Abuse”, undated, revealed all staff was required ;
to report any observation or suspiclon related to
i possible abuse to their supervisor, Social :
 Services {S8), DON and Administrator ;
timmediately. The policy stated the facility would i
_immediately investigate the alleged incident
[ during the shift on which the alleged sbuse
- occurred Including interviews with the resident or :
other resident winesses. Palicy review revealad
 the Administrator, DON and SS Director were to |
conduct the investigations of abuse allegations
i when identified; and to protect residents from
harm during an abuse investigation. Review of
i the palicy revealed whan a staff member was
_implicated in & potential resident abuse situation, ;
{ the staff member was to have been removed
. from all resident care areas and sent home after i
" a written statemant had been obtained from )
j them. The policy indicated the investigation was !
_to have included interviews with the staff member
{implicated, and the staff memberwas to make a

H
i

Foog:  staffand all witnesses; and timely i
" reporiing of allegations and findings.

~All (acility staff

H

(ficensed and unlicensed) received in-

service education on sbuse and the
facility abuse policy, including, but not

limited to: immediately reporting any
suspected abuse, neglect, exploitation or

misappropriatisn; and protecting the

" resident. The re-education was provided

i by the DON, NHA, SPC and S8D on
3/5/14-3/6/14. Any staff on leave,

! vacation, or unavailable for the in-
service will not be able to clock in or
work uatil completing the in-service
education. The facility does not utitize

! agency staffing,
-As part of orientation, all

i . 3 )
newly hired staff are provided education

by the 8DC on abuse and the facility
abuse policy, including, but not Hmited
tor immediately reporting any suspected

. abuse, neglect, exploitation or
i misappropriation; and profecting the

resident,

Criteria 4: Al reported allegations
will be reviewed by the facility
Investigation team including the NHA,
55D, and DON immediately during
. normal business hours to determine
which team members will investigate
. and report the allegation to the required | .
! authorities. Duting off hours, staff shall !

f

. notify the DON and/or NITA i
immediately via phone; the DON and/or f
NITA shall determine who shall I

|

|

! investigate and report.

Facifity ID: 100461
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F 225, Continued From page 7
wrrtten statement of their krzowiedgef’versmﬂ of
 the incident. Additional ity the poficy revealed ;
i inlerviews were fo have been completed with all
staff on that unit to make sure all information was i
| gathered promptly and documented. Conlinued
, review revealed allegations were to be reported to
" the appropriate State Agencies; and the
i Administrator weuld be responsible for ensuring |
; the facility’s compliance with ail abuse and :
; neg!ect provisions,
f

i
i

. Raeview of the Employee Handbook, undated
frevealed all suspected or alleged incidents of i
: abuse, neglect or exploitation were to be reported |
, " immediately to the employee's suparvisar and the |
Fnurse on duty. Accordmg to the Handbook, if an
; employee was involved, he/she might be ;
restricted from further contact with residents :
Fduring the investigation process and the i
E employee’s wrilten statement would be obtalned, |
{ Review of the facility's investigation, "Combined i
. Incident Report/Final Report” form submitted to
' State Agencies on 02/28/14, revealed SRNA#2
i had been working with SRNA#1 and felt her !
_ conversation with Resident #12 and Resident #15 ;
! had been Inappropriate and Moo familiar®,
1 Review of the form ravealad the "incident date"
' had been noted as 02/26/14; and the shift had |
{ been over when this information was reported to
; the House Supervisor, Continued review of the j
form revealed the House Supervisor had reported | )
{ the information to the Administrator; and SRNA
#1 had been immadiately suspended to protect i
! the residents. Per the form, the DON and the
; Social Worker (SW) interviewed two (2) k
resxdents Resident #12 and #15 on 02/27/14, i
Fand they had no complaints of staff members i
i saying or doing anything to them which they had

i

" The facility QA team I

F 225, {DON, NHA, and §8D), with the

" NHA, and SSD), with the Medical Director,
convened on 03/6/14 to review the circumstances
of the allegation and ail interventions which
have been and will be implemented by

i the facility.

. ~The findings of the vompleted COI indicators
"will be roviewed by the contracted Nurse
. Consultant with monthly visits, to - The CQI

© Tool is included for review as Attachment A-8.

i The CQI Tool addresses compliance with the

, entive regulation, and will be completed

" weekly X 4 weeks, monthly X 6 months and
then quarterly thereafter under the supervision
of the Administrator, Results of the audits will
be reparted (o the QA Committee by |
Department Heads monthly for six (6) months
and quarterly thercafter. If an  accepted l
tiweshold of compliance, as referenced on the
i COI Tool, is not achieved, the appropriate | |
" Department Head shall immediately develop | '
and oversce a comvective plan. The details of :
the corrective plan will be reporied to the QA |
Committee, with updated audit results, at the
next monthly meeting If  appropriate
compliance is not achieved at that time, the
responsible  Department Head will  face
personnel action.

.~ Yacility staff will complele a questionnaire |
at the completion of quarterly training on| ?
ahuse, neglect, exploitation and | |
misappropriation as provided by the SDC. Any | !
; areas of concern and/er problems will be |
: immediately addressed by the SDC SDC will |
take results of the completed questionpaires
auditing and any necessary inferventions (o
the QA commitiee quarterly,

Medical Director, convened on 03/6/14 {DON, /

! Criteria 5: April 9, 2014 i
H

i continuation shest Page B of 154

FORM CMS-2567(02-89) Pravisus Verslons Obsalele Evant 1 P80211

Faeility 10: 100461




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2014
FORM APPROVED

OMB NO. 0938-0391
(X3} DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {32} MULTIPLE CONSTRUGTION
ANDPLAN OF CORRECTION DENTIFICATION NUMBER: . COMPLETED
A, BURIING -
C
188444 B. WiNG - 03/13/2014
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE
LEXINGTON, KY 40504
v SUMMARY STATEMENT OF DEFICIENCIES i ' PROVIDER'S PLAN OF CORRECTION : (%5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
; DEFICIENGY)
F 225,

F 225 Continued From page 8
 felt was inappropriate. Review of the form
i revealed other residents had not bsen
interviewed untli 03/03/14. The form indicated

t the facility's conclusion had been to return SRNA ;

. #1 to work on the day shift and on another unit to |
gin proper ;

" monitor her closely, and to offer trainin
t technique by the Staff Development Director,
. Further review of the form reveated no

" documented evidence of the physical abuse

1 allegation involving Resident #1: or documented
evidence other staff members were interviewad.

: Additionally, review of the form revealed no
; docuntented evidence of who initiated the
invesstigation; or the dates and times the

Finvestigation was started and review of the form

revealed it indicated the State Agencies were

: notified when the Administrator and DON were

¢ notified. On 03/05/14 at 10:30 AM, a copy of

. SRNA #2's written statement was received which
indicated the alleged physical abuse regarding |

¢ Resident #1.

' Review of the "Resident Abuse Policy
i Acknowledgement” form dated and signed by
SRNA#1 on 01/20/14, and by SRNA #2 on

102111714, revealed it was the policy of the facility

i that any type of abuse would be reported

5 immediately to protect rasidents from physical,

sexual, emotional or mental abuse. The form

suspected abuse Immediately to the

¢ Administrator/designee, DON and Sooial Worker
{SW). Further review of the Acknowledgement
Hform revealed if abuse of any type was witnessed |

and the employee did not report immediately they

“would receive diseiplinary action up to and/or
: including termination.

' Review of SRNA #2's written stalement, undated, ;

_indicated the procedure included reporting any

Faciify Il 100467 If canlinuation sheet Page G of 154
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F 2251 Continued From page 9
 recelved from the DON on 03/5/14 at 10:30 AM, ;
. revealed SRNA #2 worked with SRNA #1 on i f

£ 02/20/14 and had observed SRNA #1 tel} '

- Resident #15 she was not not going to keep '

 putting hinvher on the bedpan as she did not

. have time to fool with his/her "stinking ass",

* Continued review of the statement revealed that

; same evening, SRNA #1 told Resident #12 to

*open his/her legs so she could "clean out” her

i "coochia.” Further review of the staterment

“revealed SRNA #2 observed SRNA #1 being i

i “very rough, practically stamming” Resident #1 in .

the chair; and the resident "cried out very loud, as |

FiEin pain.” in addition, review of the statement ;

_revealed SRNA #2 had requestad not to work with! )

! SRNA #1 again.

fj Interview with State Registered Nursing Assistant |
i (SRNA)#2 on 03/05/14 at 3:30 PM and on '
"03/14/14 at 1:23 PM, revealed she had received ‘
j training related fo abuse; and knew if she were to X :

- witness abuse, she would need to report it i ’ ;
: Immediately o the Charge Nurse or DON after :
ensuring the resident's safely. SRNA #2 stated

| she was unsure of the date and time of when she
“witnessed SRNA #1 heing abusive towards

i Resident #15, Resident #12 and Resident #1.

_ She indicated she knew it had been somefime
[ "after dinner”, SRNA #2 stated SRNA #1 had told |
~ Resident #15 she did not have time o “fool” with ' i
[ him/her taking hisiher "stinking ass off tha bed ; !
“pan all the time". According to SRNA#2, that

; same evening, she and SRNA #1 were providing |

" care for Resident #12; and SRNA #1 told

: Resident #12 "o open” his/her fegs, 8o she could |

“clean her "coochie”. She stated she felt like .

| these comments had been a fine line between |
“inappropriste or abuse”. She indicated she had i
| gone into Resident #1's raom that same evening | ;
Event [0: P8OZ11
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F 2251 Continued From page 10
. and SRNA #1 had been transferring the resident .
" by herself by picking the resident up under histher |
farms, was “rough” with him/her and slammed the |
; resident down. She stated, she had heard i
. Resident #1 make a noise that startied her, fike !
! maybe the resident was uncomfartable or in pain, !
. SRNA#2 stated she had felt like SRNA# 1 had |
“been rough and abusive with Resident #1. She
- stated Resident #1 had no "visible infury”; and
. she had not reported what she had witnessed
" until 62/25/14 when she fold Registered Nurse
(RN} #1. Further interview revealed RN #1 had
. told her what she had witnessed was abuse and it
' needed to be reported immediately, SRNA #2
: stated RN #1 called the DON and had her tall the ;
DON what she had withessed. She stated the |
* DON told her she would talk to her more sbout
i what she had withessed when she (DON)
. refurned to work. SRNA #2 stated the next day
"RN #1 asked her to write down what happened
i on a piece of paper and she had done that. She
, stated the Administrator had talked to her about
“what she had witnessed alse; however she could
i not recall the date and time. SRNA #2 staled the
, Administrator had told her he would do an §
"investigation, and had called her at home an
1 U3/03/14 and notified her she had been
“suspended. SRNA #2 stated she did not want to
fwork with SRNA#1 anymore! as she was ,
. aggressive, abrasive and some of her '
conversations were not appropriate.

, Interview with SRNA #1 (perpetrator) on 03/05/14 |
Fat 1:50 PM and 03/14/14 at 10:34 AM, revealed
: she had received training on abuse and was :
"aware transferring residents roughly and telling a |
i resident you did not have time to fool with their
. "stinking ass" would be considered abuse. She ;
stated she knew staff should use the appropriate !
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F 225 Continued From page 11 ;
. term for private parts also. SRNA#1 stated, the
. Administrator had called her into his office on
F02/26/14, "while | was out on the floor taking care
; of my” residents and told her she “naeded to go
. home for talking badly to a resident”. According
 fo SRNA #1, the Administrator had not discussed
i the aflegations; and told her the DON would )
| iInvestigate and get back with her. SRNA #1
stated she had asked which residents he had
i been referring to and who had reported her and
- the Administrator told her it was confidential,

. SRNA #1 stated she called the DON on 02/27/14 |
" and asked her what she had been accused of, |
i and the DON said she was investigating, had a
. few more people to talk to, and would get back in |
touch with her after that. Continued interview
frevealed SRNA#1 had not been asked to write a .
» Statement related to the allegation of abuse
_incidents. She stated | do not recall the DON
tasking me aboul my side of the story.” SRNA#1
i Indicated she had taiked to the DON again on )
. 03/01/14, who told her they had completed the
“invesligation and determined the allegations not
i to be frue. She stated the DON told her she

. could come back to work on 03/02/14. SRNA #1 ‘
stated she had “never got a chance to talk to" the |
| DON who had indicated to her she would go over :
. the "paperwork” regarding the allegations with .

"her. :
i i
; Record review of SRNA #1 (perpetrator) ime :
. card revealed on 02/20/14 she worked from 3:00
i PM to 11:15 PM, on 02/21/14 worked from 4:18
: PM to 11:18 PM and on 02/26/14 worked from

- 3:00 PM to 3:30 PM,
i

!

¢ Interview with SRNA#5 on 03/06/14 at 3:11 PM j
, revealed she had been working on the evening of
the alleged abuse; however no one had

i
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F 22555 Continued From page 12
_interviewed her.

Interview with Licensed Practical Nurse (LPN) #4

ort G3/05/14 at 6:27 PM, revealed she had
* worked the evening of 02/20/14, and had not
: been interviewed by facility staff related to any

_abuse incident,

¢ Interview with LPN #5 on 03/05/14 at 2:43 FM,
“revealed she had worked on evening shift on

£ 02/20/14, and the facility had never talked to her
; about any oceurrence of allegations of abuse.

| Interview with RN #1, House Supervisor on ,
. G3/05/14 at 3:50 PM, on 03/08/14 at 3:15 PM and '
Ton O3/11/14 at 1:48 FM, revealed SRNA #2 :
' reported to her about 10:30 PM on 02/25/14, she ; : :
. had witnessed SRNA#1 on 02/20/14 siam : ;
" Resident #1 into the wheelchair, She stated '
: SRNA #2 told her she had also witnessed SRNA

#1 tell Resident #12 to spread her/his legs so she

t could clean her “coochie” and had ohserved

. SRNA #1 tell Resident #15 she was "lired” of :

' putting her/his “stinky ass” on the bedpan, She !
; stated she told SRNA #2 she shouid have .
_reported the allegations immediately after her : :
‘observations. RN #1 stated she called the DON

- and had SRNA #2 report her allegations to the i
DON atthat time. RN #1 stated when she talkad ,
i to the DON after SRNA #2 she asked the DON if
; she needed (o do anylhing; and the DON told her :
“she would take care of it and report it to the
[ Administrator. According to RN #1, the DON told
J_‘ her she did not think she would report the ;.
- allegations to "state”, because it had happened a
1 week ago; and SRNA #2 should have reported it |
 then. RN #1 stated she had not performed a skin .
' assessment on Resident #1 after receiving the
| allegation of physical abuse; however, in :
Event 1D P60ZN
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F 225 Continued From page 13 i
*hindsight she should have, RN #1 stated she had;
; hot done "anything with" SRNA #1 that night ;
" because after getting off the phone with the DON |
Hit was "about 14:00 PM" and time for SRNA #1 1o
. g0 home. Continued interview with RN #1 :
revealed on 02/26/14, she had been working and
! noted SRNA #1 was there caring for residents;
. she slated she went fo the Administrator's office
"o report this as the DON had not been at the ;
i facifity. She indicated the Administrator had been
an the phone and told her he would get to her
“when he was done”. She stated she spoke with |
the Administrator at approximately 4:00 P, :
_indicating she had received report from both unit
' before speaking to him, RN #1 stated she )
; informed the Administrator SRNA #1 was working |
“and should have been suspended immediately as ,
i allagations of abuse had heen made against her, -
. She stated the Administrator told her he was
- aware of the allegations and had RN #2, Unit :
Manager get SRNA #1, bring her to his office and |
“suspended SRNA #1 at that time. Additionally,
[ interview with RN #1 revealed the facility had not .
fodowed the policy as SRNA #7 was not
suspended immediately pending the investigation. :
| RN #1 stated no one from the facility had talked
to her further regarding the allegations. The RN
stated on 02/26/14 the DON had called her and
: lofd her she had learned from a conference she
. altended that the guidefines for abuse had
i changed; and for an incldent now to be
. considered abuse, the facility had to prove
¢ malicious Intent. She stated the DON had
[ informed her on 02/27/14, the facility had
 Interviewed the residents and were unable to
"prove anything had happened”. RN #1 further

; staled, she had thought about calling the State
“ Agency fo report the abuse; howaver on Friday,

- 02/28/14 the DON informed her she was

s
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F 225!; Continued From page 14
. "thinking" about reporting the incidents to the

Pistate®,

 Interview with RN # 2, Unit Manager on 63/05/14 i
Cat 10:20 AM, at 6:52 PM and on 03/08/14 at 2:30 .
: PM, revealed RN # 1 had been mad on 02/26/14
“when she saw SRNA #1 working and wanted lo i
¢ know why the SRNA was there. She statad RN

. #1 told her she was going to the Administrator's
office and indicated shorlly after that the

P Admindstrator catled her and asked her to bring

. SRNA#1 to his office and she took the SRNA
“there. She indicated SRNA #1 was told there had :
i been an allegation of abuse against her, and the
. facility's policy was to suspend her unti! the !
“investigation had been completed. RN #2 stated ;
i the Administrator asked her to walk SRNA#1 to
. the time clock and out of the buiiding. RN #2

! stated SRNA #1 should not have worked on

i 02/26/14, after Administration had been made
“aware of the aliegations and she felt the facility

I had not followed the abuse protocol. ;

' Interview with the S8 Director on 03/5/14 at 2:50

i PM, revealed fransferring someona in a rough :
manner and inappropriate use of terminology

' were examples of abuse. She stated when an

; abuse allegation was reported the DON,

" Admirnitstrator and herself cofiaborated on the

 Investigations with her usually interviewing

. residents and the DON interviewing staff. She

' stated the DON oversaw the investigations and

i the Administrator was to submit the Initial
investigation form to the State Agencies within

f twenty-four (24) hours; with the final regortin five |

: {56} days. She stated if an allegation of abuse was;

" received regarding the care of a staff member

' she Interviewed rasidents and they would need to '

; taik to "several” staff on that shift. She stated the
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F 2257 Continued From page 15 F 225;
- Administraior and DON told her who o interview;
howe»\ver do not tefl her what to ask the residents,

The SSD stated she had been notifled of the
" allegations made by SRNA #2 on 02/26/14, when ;
. she and the DON were at a conference and she
“and the DON started talking to residents the next
day. Conlinued interview revealed she had _
intarviewed all interviewable residents on the

“hallway SRNA #1 had worked on: axcept

i Resident #15 who the DON had interviewed. Tﬁe

SS Director stated the facility should have :
inifiated the investigation when they were notified ;

. of the allegations on 02/25/14; and SRNA#1, the

" alleged perpeirator should have been removed

t from the building the day of the allegation to r<eep

. residents safe pending the resuits of the

Hinvestigation. She indicated the Administrator ;

i was lo report aliegations to the State Agencies E ;

when the facility became aware. The S8 Director | _

stated SRNA#2 shouid have reported the :
allegations on 02/20/14, when she had W|messed

“them.

Interview with the DON on 03/05/14 at 10:30 AM,

Fat 6:30 PM, on 03/11/14 at 3:00 PM, and on

03/13/14 at 1:53 PM, revealed after staff

withessed abuse ihey were to nofify their

i supervisor immediately, and the Administrator

“was also to be notified immed! iately. She siated

t the supervisor starls the investigation; and the

_ facility had twenty-four (24) hours fo notify the

! State Agencies. The DON stated the final

) nvas tigation report was due to State Agencies |

five (5) days. The DON stated after the facil gty

: received an ailegation of abuse the afleged
perpetrator was not allowed to work; and was

tsuspended until the investigation had been

. completed, She stated she was responsible for

" completing the "abuse packet”. and had not felt

Bvant [D: FEGZH
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F 225 Continued From page 16 i
the facitity waited too long fo investigate the :
I allegations received on 02/25/14 at 10:30 PM, as |
. they were verbal abuse and not physical abuse.
' She stated when she talked to SRNA #2 on the
i phone, she told her SRNA #1 had been verbally
“abusive last week, The DON stated she told
{ SRNA #2 she should have reported the abuse io
her supervisor right away last waek when it '
occurred, The DON stated SRNA #2 had i
[ informed her she had not reported the allegations )
~as she could not find a supervisor at thal time, :
! According to the DON, she told SRNA #2 to put
. her allegations in writing. The DON indicated at
that time she had not known exactly what had !
i happened and how many residents were involved :
. but shouid have asked for more information :
! regarding the allegations. The DON stated she i
: had not documented her conversation with SRNA
#2 an 02/25/14; however had told RN #2 to have |
SRNA #2 put her allegations in writing and put it |
under her office door. She stated she called the ;
Adminisirator on (2/25/14 at approximately 10:45
FM, and told him she received a calt from a )
SRNA about verbal abuse by SRNA #1 which had l
i occurred the week before, The DON reported
" she called the Administrator again on 02/26/14 at |
i 5:30 AM, and asked him if she should still attend |
the abuse conference and was told to go ahead,
i The DON stated she received a text message
. from the Administrator on 02/26/14 at 3:36 PM,
tand was informed he had suspended SRNA #1.
. According to the DON, when she arrived at the
Ftactlity on 02/27/14 at 8:00 AM, she had found
¢ BRNA #2's written statement which had been i
" placed under her door and she became aware of .
! the allegation details then. She stated she t
; infliated the investigation after she read SRNA |
| #2's statement which had included two (2) verbal |
; allegations and one (1) physical allegation. The 5

i

i
i

225

i
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F225] Continued From page 17

: DON stated she and the SW had not intarviewed |

* any staff who had worked the avening of
| 02/20/14; hecause the aliegations had been
) unsubstaniiaied after resident inferviews were
Lecompleted on 02/27/14, 02/28/14 and 03/03/14.
The DON indicated she had not obtained
{ statements from RN #1 or SRNA #1 or other

P

:emplayaes but should have. Continued nterview

revealed SRNA #1 had not been re-educated
1 refated to the abuse poiicy; and had returned to
"work after suspension on 03/04/1 4.

5 Interview with the Administrator on 03/05/14 at

at 3 14 PM, revealed staff were to report any
i abuse to thelr Supervisor immed; talely and the
. perpetrator was fo be suspended immadiately
! pending an investigation. The Administrator
. stated the S8 Director, DON and himself
! performead abuse allegation investigations. He
; Indicated SRNA #2's allegations of SRNA #1
slammmg a resident in a chair would have been
{ physical abuse; and what she had said to
* Residents #12 and 15 would have been verbal
i abuse. However, according to the Administrator,
"the DON reported (o him on 02/26/14, SRNA#2

| been inappropriate five {5) days earlier, The
~ Administrator stated the DON informed him
| SRNA #2 had reported the allegations initialty to
fhe Night Supervisor who had recognized the
allegations as abuse which needed 1o be
_ repor%ed. He stated the DON felt SRNA #2's
! allegation rose 1o the level of abuse but had not

. to her conference the next day and she had

{ had told her she had been warking with SRNA #1; |
and falt SRNA#1's language o the residents had | i

E

;715 PM, on 03/08/14 at 4:30 PM and on 03/‘!?/74_

i
i

Qone into detail of what the allegations were. He |
lindicated he had informed the DON to go ahead |

' called him again early the next morning fo Inquire | i
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F 225 Continued From page 18
' if she should go to the conference and he told her i
j to go ahead. He reported the DON also told him
 that morning SRNA #2 had slid her statement %
'regarding the incident under her office door. The i
Administrator indicated he thought/expected the
. DON would come to the faciiity after her i
" conference on 02/26/14 and initiate the ;
finvestigation; however she had not returned unil
; 02/27/14, so they had golten ‘day behind" in '
initiating the investigation. The Administrator ‘,
*stated he "figured” they could walt until 02/27/14, i
i to start the investigation because SRNA #1 had
not been in the building, and he knew she had not ;
' been scheduled to work again until the weekend
i per the DON. He reported he shouid have
. started the investigation of the allegations :
" immediately himself as he believed investigations
should be thoroughly investigated as it could ba a
; potential for harm if not investigated thoroughly. .
" Me further stated he knew the faciiity had !
twenty-four (24) hours to report the allegation to |
- State Agencies but he guessed they had "blanked
‘out on nolifying the State Agencies; however !
i should have ensured it was reporied timely.
Further interview ravealed on 02/27/14, he and ;
the DON had tatked with SRNA #2 regarding the
 allegations and he had asked what she had {
_ overhead that made her think SRNA #1's actions |
i had been abuse; and SRNA #2 had informed him ’
i of what she had witnessed. He stated he had
~asked SRNA #2 why she waited five (5) days to
 report the infarmation; and she told him she had
; not been able to find a nurse. The Adrministralor
“ stated he had asked SRNA #2 if she knew what
the faciiity's abuse reporting poficy was; buf she
; only stated "she couldn't find a nurse®. He
indicated the facility's "Self Reported Incident
! Form" he submitted to the State Ageancy should
i hot have had the incident date recorded as

|

i
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F 225" Continued From page 19 ;
1 02/26/14; the incident date should have been X
. 02/20/14 as alleged, He stated the "Self |
' Reported Incident Form" should have had the ;
i alleged Incident of physical abuse of Resident #1
.in italso; and he was unsure why he had left that
“informatian off the form. The Administrator stated
j on G2/26/14, RN #1 came to his office and stated |
SRNA#1 had come to work and she was
! supposed to have baen suspended. He stated he |
. did not know SRNA #1 had been scheduled to | 5
“waork 02/26/14; and he asked RN #2 to biring
t SRNA #1 to his office. He stated he informed f
. SRNA#1 there had been an aflegation of abuse |
tand he was going to have fo suspend her but had ;
; failed to get a statament from her as he did ot
~want her {o know what the situation was until he |
| had Investigated further. He indicated he or the ; ;
. DON should have called SRNA #1 when the : :
L allegations were received; and fold her not to !
i come to work untif complation of the investigation. :
. In addition, he indicated the investigation should | : ;
t have been more thorough because there was the ; ; f
. potential for harm of residents if the Abuse Poficy :
“was not followed. ‘
Interview, on D3/08/14 at 11:30 AM, with the ;
| Medical Director revealed the faciiity had made
. him aware of the altegation after being informad .
' of the Immediate Jeopardy. He stated the facility !
i should thoroughly investigate all allegations of ; :
abuse, including interviewing residents and staff, ! !
L evaluating subjective and abjective data,
- correborating the story, and coming up with an
- action plan. Continued interview revealed the
: Blate Agencles were to be notified of abuse
" allegations within twenty-four (24) hours. He
i stated, if a staff member were to withess abuse,
; they shoutd Immediately notify their superior, the

' DON and Adminjstrator. According to the Medical | i
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F 225 Continued From page 20
. Director, interviews were to be done with the ;
" perpefrator, and any staff on the unit involved in !
[ care for the resjdents allegedly abused.
. Continued Interview revealed SRNA #1, the :
* perpetrator shoutd not have been allowsd to work 5
i after adminjstration had been notified of the ;
~ allegations. The Medical Director stated, “at the
' point the fuse was lit, Administration should have !
¢ investigated”, indicating administration should )
have immediately started the investigation.

;

i The facility provided an acceptable credible .
- Allegation of Compliance (ACT), on 03/12/14
! which afieged removal of the Immediate Jeopardy |
i on 03/07/14. Review of the AOC revealed the
facility Impiemented the following:
i 1. The investigation was reopened on 03/05/14.
" Residents #12 and #15 were re-Interviewed with
| additional questions by the DON, Administrator
. andfor Social Services {S8) Director on 03/06/14.
! Resident #1's roommate, which was the
resident's sister was interviewed on 03/06/14, by
. the DON because Resident #1 was not ;
tinterviewable. During the resident interviews on 5
03/06/14, no complaints or aflegations against
State Registered Nursing Assistant (SRNA) #1
i were received. Other residents under the care of ]
" SRNA#1 with a Brief Interview for Mental Status ;
i (BIMS) score of eight (8) or above were also f
interviewed from 03/01/14 to 03/06/14 by the i
‘DON, Administrator and/or S8 Director with no -
i complaints noted. All the slaff working on the
~same hall as SRNA #1 the svening the alleged |
i abuse ocourred were interviewed by the DON,
. Administrator or §8 Director on 03/06/14 and no |
" complaints or concerns were verbalized.

2. SRNA #2 was counseled by the DON

H

i
!

i
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F 225, Cantinued From page 21 |
_immediately via phone on 02/25/14, and in writing ;

" on 02/28/14, regarding compliance with the ?
i facility's Abuse Policy; and the requirerment of
immediately reporting all suspected abuse. The
! DON received education by the Nurse Consultant !

. on 03/05/14 regarding the regulatory ;
requlrements on reporting and investigating

; abuse, The DON, Administrator and SS Director
receuved in-service education by the Nurse

i Consultant on investigation and reporting of
- abuse on 03/06/14. The re-sducation included, i
" but was not limited to: identification of events !

’ i requiring investigation; protecting residents
_interviewing residents, staff and alf w:tnesseq
- and timely reporting of allegations and ﬂndfngs
Aﬂ facillty staff licensed and unficensed receivad
"in-service education on abuse and on the facilit ys

j abuse policy, which included: immediately
reporting any suspecied abuse, neglect,

[ exploitation or misappropriation: and profacting ¢
 residents. The re-education was provided by the !
| DON, Administrator and S8 Director on 03/06/14 |
i through 03/06/14. Any staff on leave, vacation, ori
“unavailable for the in-service would not be able fo |
i clock in or work untif completing the in-service .
“education. The facility does not utilize agency

| siafﬂng

{

i

'3, A weekiy skin assessment performed by the |
i Charge Nurse on 02/22/14, for Resident #1
. revealed no suspicious bruising or marks which
i would Indicate physical abuse, Routine skin

. assessments performed 02/21/14 through
102/27114, by the Charge Nurses on duty, revealed
; no suspicious bruising or signs of potential i
“physical abuse of the residents who might have
, received care by SRNA#1, 02/20/14 through
02/27/ 14 or any other employee.

¢
I

E

1]
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F 225 Continued From page 22
4. The investigation was concluded on 03/06/14
! with the findings unsubstantiated based on the
( interviews with Resident #12 and Resident #15 :
" and other cognitively intact residents which
revealed no verbal abuse by SRNA#1. Resident ;
#1's roommate/sister had heen interviewed and

{ denied any abuse by staff.

F 225’

5. Al reported aflegations were to be reviewed hy!
. the facility's investigation team including the i
* Administrator, S8 Director and DON immaediately
i during normad business hours to datermine which !
~team members would investigate, and report the ;
! allegation to the required authorities. During off ‘ :
. hours, staff was to notify the DON andior i : :
I Administrator immediately via phone; and the ; ;
DON and/or Administrator would determine who : :
should investigate and report. The Administrator
was to raport ail findings of the facility's j '
invesiigation team to the Nurse Consultant upon g
i conclusion of the team review, within five (5)
- warking days of the allegation, to datermine that : !
| all necessary investigation and reporting
. inferventions had been initiated.

i
H

6. The Continuaus Quality Improvernent (CQI)
“indicalor for the monitoring for compliance with ;
« the components of the abuse reguiation, inciuding |
- but not imited to investigating and reporting of
i abuse, was to be utilized with each allegation of
. abuse weekly far four {4) weeks, then monthly for ;
{ four (4) months and then quarterly thereafter : :
. under the supervision of the Administrator. ! :
f Results of each abuse ailegation CQf indicater :
; was to be presented by tha DON, Administrator !
“or 58 Director or designee; and reviewed with the
i QA team as part of the daily meetings Monday
through Friday. Failure to meet the established

| threshold of one hundred percent (100 %) on the ; :
Event 11 PBOZH Facility I 100481 If continuation sheet Page 23 of 154
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F 2251 Continued From page 23 F 225
. CQlindicator tool would result in intervention: and | ’
{ an immediate internal plan of correction to :
address the identified areas of concern. The ;
 findings of the completed CQ! indicators were to
be reviewed by the contracted Nurse Consultant |
i with monthly visits, to determine that allegations f )
" were Investigated and reported as indicated, The | ‘
. effectiveness of the facility's administration would :
! be monifored through the CQf process. Results | .
. were to be reported to the QA Commitice by the ! ] ‘
! Administrator, DON, S8 Director or designee.

i 7. The facitity's QA team with the Medical

" Director convened on 03/06/14 to review the
| circumstances of the altegations, and all

" interventions which had been and were to be
. implemented by the faciity.

. 8. The Centracted Nursing Consultant and or |
I Nursing Home Administrator (NHA) consultant wifl | :
' conduct an svaluation of the facility's CQI :
i pragram monthly for three (3 months, then i i
annually thereafier, Resuits will be reported to '

. the QA commiliee.

' The State Survey Agency validaled the i
 implemenlation of the facility's AOC as follows: | ! :

1 Review of the facility's documentation ravealed

‘ ! the investigation had been re-opened, Review
revealed Resident #12 and Resident #15 were | i
 re-interviewed on 03/06/14 by the S8 Director :
wrfh additfonal specific quastions and na ; :
. concerns identified, Review of the documentairenf i

i i revealed Resident #1's roommate/sister had beean; i
re-interviewed on 03/06/14 by the SS Director |

i | with no concerns noled. Additionally, review ‘

‘revealed seventeen (17) other residents witha |

; BIMS of eight {8) or above had heen Interviewed _

Evant I F60Z11 Facility I 100461
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" between 03/01/14 and 030614 with no coneerns |
Hidentified. Further review revealed aff staff :
; members who had worked the West Wing ;
evemng shift on 02/20/14, where SRNA #1 ;
! allegedly abused residents, were interviewed and |
: had signed Witness Statements, dated 03/06/14.

; 2. Review of the “Improvement Plan" datad
02f26/14 revealed SRNA #2 had been counseled
tfor not reporting concerns to the suparvisor '
. immediately in regards to verbal remarks from
- another SRNA; and for not following facility poi rcy

i relatad fo abuse The Plan was marked as "first
_counseling” and signad by the DON on 02/28/4,
Cont nued review reveaied the DON had

attempted to provide a written counseling with

SRNA #2 on 02/28/14; however the emplovee

Frefused to sign it. ;

! Intesview with the DON on 03/13/14 at 2:20 PM,

| revealed she had talked to SRNA #2 about abuse
~on 02/28/14 and attempted to have her sign a !
Fwritfen counsehﬂg however SRNA #2 had

refused to sign it.

" . Review of a sign-in sheet dated 03/06/14, '
revealed the Administrator, DON and SS Director |
 had attended the Nurse Consultant's inservice on :

. abuse,
 interview with the DON on 03/15/14 at 11:30 AM ;
'revealed she had received an inservice from the
i Nurse Consulfant on 03/05/14 and 03/06/14 via

. phone conference call. She stated the Nurse

: Consultant educated her on abuse, investigation

+ of abuse, getting statements from residents and

- staff related to the incident; and regulatory
frequirements, She stated the Nurse Consuitant ‘
i had also talked about events which would require ;

F 225

h
i
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F 225 ‘i Continued From page 25
{investigation, types of abuse, how to suspect
; ahuse, protecting residents, and reporting abuse

' to State Agencies.

i
i

“interview with the Administrator on 03/12/14 at

{ 8:27 PM, and the SS Director on 03/1 214 at 4:29 ;
PM, revealed they had a conference with the :
! Nurse Consuftant on 03/06/14; and were !
. educated on idenlifying abusa, the differant types
- of abuse, what needed to be investigated, !
; interviewing all the stafl working with the :
" residents, interviewing residents, having staff turn
[in a wrilten statement related to the abuse, i
reporting abuse and fime frames for reporting

! abuse.

 Interview with the Nurse Consultant on 03/13/14 .
i at 9:30 AM, revealed she had given training to the |
' Administrator, $5 Director and DON on 03/06/14. ;
| She further stated the training on abuse had ’
included identification, documentation, conducting !
| interviews, investigation, and timely reporting ‘
_requiremants of abuse.

' Review of the facility's inservice education related |
! to abuse revealed it had included the policies on
_abuse, reporting and investigating abuse, )
i examples of abuse, Raview of the faclity's :
_ documentation reveated staff had taken a post

| test after the education and signed an :
. acknowledgement form. Continued review of the
l documentation revealed staff attendance
. signatures which indicated they had received the !
" abuse inservice on 03/05/14 and 03/06/14, .
i Further review of the inservice education sign-in

" sheets revealed diatary, housekeeping, nurses,

| SRNAs, office staff, activities, 88, medical
_records, jaundry and therapy staff had received i
i the education, Additionally, review revesied staff :

i

:
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twho had not received ihe education on 03/05/1 4
; and 03/06/14 were inserviced prior to returning fo
“work on 03/07/14 through 03/13/14.

1
i

Interview with the Staff Development Nurse op |

i 03/13/14 at 2:05 PM, revealed she had a master

- list of staff with signatures of everyons who had

" been inserviced; and she had inservicad

everyone who had worked so far. The Staff

Development Nurse stated the facility had some

| "PRN" {as needed) staff who had nof warked
since 03/05/14; and she would inservice those

| staff before they worked. According fo the Staff

i Development Nurse, the staff abuse inservice

" covered types of abuse, protecting residants,

immediately reporting abuse; and to whe and .

- when to repart suspected abuse. !

. Interviews on 03/12/14 with SRNA #8 at 3:20 PM:
- SRNA#6 at 5:10 PM; SRNA#10 at 5:15 PM- i
i SRNA# 9 al 5:56 PM; SRNA#71 at 5:25 PM;
CLPN S at 3144 PM; LPN #12/Unit Coordinator I
East Wing at 4:30 PM: LPN #6 at 4:50 PM; LPN #,
10 at 4:53 PM; LPN #8 at 4:55 PM, LPN #7 at '
5:50 PM; RN #2/Unit Manager West Wing at 5:35
. PM; Activity Director at 3:45 PM; Activity Assistant |
L at 4:05 PM; Housekeeping Supervisor at 4:15
. PM; Laundry Personnel #1 at 4:20 PM: Laundry |
' Personnel #2 at 6:10 PM: Director of Diatary 4:25 |
; PM; Dietary Aide #1 at 4:30 PM; PM Cook at 4:32
' PM; Admiinistrative Assistant at 510 PM: :
Bookkeeper at 5:15 PM: and Maintenance

. Director at 5:40 PM revealed they all had been ;
[ in-serviced on lypes of abuse, suspecting abuse, |
. broteeting residents and immediately reporting
“abuse; and to whom to report abuse, ;

i

b

Interviews on 03/13/14 with SRNA #15 at 9:00
| AM; SRNA#12 at 9:29 AM; SRNA #13 at 9:36
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' PM; SRNA#17 at 9:46 PM; SRNA #14 at 10:06
AM; SRNA#1 at 10:34 AM; SRNA#5 al 12:23
PM; SRNA#16 at 12:35 PM; SRNA#2 at 1:23

EPM; LPN # 11/House Superv sor at 8:50 AM; LPN |

#13 at 10:55 AM; LPN #12 at 10:26 AM: LPN 54

fat 2:24 PM; LPN #14/Quality Assurance Nurse at

(2194 PM; RN #4 at 8:43 PM; RN #5 at 9:56 PM;
PRIN B at 11:08 PM; Mamtenance Assistance at

- 9:05 AM; Laundry Personnel #3 af 9:15 AM:

' Bpeech Therapist at 10:20 AM; Floor Tech at
10:30 AM; Mousekeeping Personnel #1 at 10:45
AM; Busmess Office Manager at 10:50 AM: and
MDS Coordinalor at 12:00 PM revealed they all
_had been in-serviced on types of abuse, ;
! suspecting abusae, protecting residents aﬂd ‘
. immediately reporting abuse; and to whom fo 5

! raport abuse. ;

3. Record review revealed a weekly skin

. assessment was completed on 02/22/14 for
“Resident #1; which had no documented

. susploious bruising or marks that might have
“indicated physical abuse. Record review

; revealed routine skin assessments had been
- completed on 02/21/14 to 02/27/14, for all

- residents cared for by SRNA#1 on 02/20/14 and |
1 02/21114, with no documented evidence of '
; suspicious bruising or signs of potential physical

" abuse noted, :

"4, The faciiity's re- investigation was reviewed and ;
: reveaied interviews had been conducted with ‘
esident #12 and Resident #15, and other

cogﬂiiive!y intact residents and had revealed no
complaints of verbal abuse by SRNA#1, |n :

{ addition, Resident #1's roommate/sister had bean

_interviewed by the facility and denied any abuse -

' by staff of herself or Resident #1.
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¢ Interviews on 03712114 with Resident #12,
_ Resident #15, Unsampled Resident |, who was
" Resident #1's rcommatefsister, and other

; cognitively intact residents verified they had been |
interviewed by facility staff in regards to any staff

: abuse,

' Interview with the Administrator on 03/12/14 af

£5:27 PM, and the DON on 03/13/14 at 11:30 AM,

revealed they had obtained statements from the
i residents who had been inveived in the

; dllegations; and from other interviewable
residents who had been cared for by SRNA #1.
| The DON and Administrator both stated the

_ Taciiity had not been able to substantiate any of

! the abuse allegations.

" 5. Interview with the 88 Director on 03/12/14 at
i 4:29 PM, with the Administrator on 03/12/14 at ;
. 5127 PM, and with the DON on 03/13/14 at 11:30
' AM revealed aflegations of abuse were 10 be
. reviewsd by the investigation feam and
" investigations wera lo he started immediately
; during normal business hours and the tasks
“would be delegated. The interviews revealed .
{ during off hours staff was to notify the supervisor ‘
. who would contact the Admicdstrator, S8 Director :
for DON; and thay would direct the supervisoron |
: the investigation, and & member of the )
“investigation team would come in, The
| Administrator stated the findings of the faciity's
investigation would be reported to the Nurse ;
i Consultant during the Investigation, and as soon
as the investigation was completed for her
Troview. Further interview with the Administrator
. revealed he, or in his absence the DON, S8
! Director or designee, would do the reporting to
i the required authorities within the required thme

“frames,

i

if continuation sheet Page 29 of 164

FORM OMS-2567{02-88) Previous Versions Obsolete Event {3 PEOZT

Facilily 10 100461



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2014
FORM APPROVED
OMB NG, 0938-0391

(X3} DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

K1) PROVIDERVSUPPLIERICLIA

STATEMENT OF DEFICIENCIES
IDENTIFICATION NUMBER:

AND PLAN OF CORRECTION

185444

{X2) MULTIPLE CONSTRUCTION

A, BUHLDING COMPLETED
c

P WING 03/13/2014

NAME OF PROVIDER OR SUPPLIER

CAMBRIDGE PLACE

STREET ADDRESS, CITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
LEXINGTON, KY 40504

PROVIDER'S PLAN GF CORREGTION X5

i (X5}
U COMPLETION

oo SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FLLL
TAG 7 REGULATORY ORLSC IDENTIFYING INFORMATION)

4] )
i [EACH CORRECTIVE ACTION SHOULED BE e

F 225" Continued From page 29
; Interview with the Nurse Consuitant on 03/12/14
Cat 5:45 PM, revealed the faciiity's investigation
i team would complete the allegation of abuse
“investigations, and the Nurse Consultant would

i be notified of the find; ings. The Nurse Consultant |
. stated he/she would review the facility's ,
Finvestigation fo ensure initial reporting had :
; cocurred and to ensure the investigation had
* been completed within the five (5 (5) day time frame !
i for reporting to the State Agency.

|6, Review of the facility's CQl Indicatar for Abuse

i Reporting and Investigation tooi revealed the !

‘components af the abuse regulations were ;
! included in the tool; and the tool had a threshold
. gaal of 100%. In addttzon the Evaluation of CQI |
: Program fool used to determine if the CQj

< Indicator tool outcome had been successful or if

 corrective actions were needad was also

i rewewed

i Interviews with the Administrator on 03/12/14 at
5:27 PM and the DON on 03/13/14 at 11:30 AM,
[verified the facilit lity would ufitize the CQ# Indicator |
. toal when conducting the abuse investigations at
"a minimum weekly for four (4) weeks, then
month!y for four (4) months and then quarterly
thereafier as per the AOC. The CQI Indicator toot |
i would be utilized for a longer period of time if :
necessary which would be determined by the QA |
| Committee. The interviews with the DON and |
; Administrator revealed the CQI tool would lake
 them through the abuse protacol steps; and at the |
| end of the Investigation it would help them make :
“sure they had taken the appropriate actions. The |
i Administrator stated the CQI team would ;
supervrse the CQI moritor; however he was .
ulimately responsible. The Administrator stated

PREFIX
TAG ’ CROSS-REFERENCED TO THE APPROPRIATE
H DEFICIENCY}
F 225
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F 225 Continued From page 30 C Eos!
: i ;

" during abuse investigations the CQI toof results

i would be presented to the QA team at the daily

. meetlings Monday through Friday; and to the QA ‘
* Committee monthly. He stated if the established
; threshold of 100% was not met, they would .
' determine what had gone wrong and set up a : !
i plan of correction, In addition, the Administrator
_ stated the completed CQI tool would be reviewed ;
! by the Nurse Consuitant monthly to defermine ’
. that allegations were investigated and reported
“appropriately and that thresholds were mot,
; {

.
i

Interview, on 03/13/14 at 1:54 PM, with the QA
f Nurse verified the CQI taol for abuse results

; would be reported to the QA Committee at the

" monthly meetings. In addition, she stated if the
i CQ indicator did not meet the threshold they

. would analyze why it had not met the threshold:
- and put fogether an action plan to resolve the

i area of concern,

7. Review of the 03/06/14 QA Committee Meeting !
Minutes, no time noted, revealed the QA tearn i
Fhad communicated with the Medical Direcior via ;

. phone cail and discussed the two (2) allegations

*of verbal abuse, and one ( 1) allegation of physical |

| abuse which had ocourred on 02/20/14.

Continued review revealed the Medical Director i

t was Informed the allegations were not reported by .
_the SRNA until 02/25/14 bacause the SRNA could | i
fnot find a nurse to report the aliegations to. In ; i
. addition, review of the meeting minutes revealed | ;
 the QA team and Medical Director discussed
; what the facility had done to ensure the safety of :
" all residents, and had started the abuse |
{ investigation process.

Finterviews with the Administrator on 03/12/14 at i ] :
; 5127 PM and with the DON on 03/13/14 at 11:30 ; 5
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F 225 . Continued From page 31  F 228 - J
' AM revealed the Medical Director was contacted | , ’
! on 03/06/14 regarding the abuse allegations, : i
. Interviews, what the facility had put in place and ,’
“ the reporting of the abuse. .
i ; s z
Interview, on 03/08/14 at 1130 AM, with the X ;
! Medical Director revealed he was made aware of : '
; the Immediate Jeopardy (1)) situation at the ( :
fadiiity on 03/06/14. He stated the facility had ) j
i discussed with him what had ocourred; what the | . ?
. facility had done so far; and what they woutd be ?
implementing. ! ! X
i ! ; ;
8. Interview, on'03/12/14 at 5:45 PM, with the i f
! Nurse Consultant verified the Nurse Consultant
i would conduct an evaluation of the faclity's CQi i j
" program on the monthly visits for three (3) f : :
[ months, then annually thereafter, According to ! |
: the Nurse Consultant the results would be | : ;
| reporied to the QA Committes, ; ? | ;‘
F 2261 483.13(c) DEVELOPAMPLMENT S F228] w6 i :
$8=K ' ABUSE/NEGLECT, ETC POLICIES ! P
i j * The facitity must develop and f
. The facility must develop and Implement written : {  Implement written policies and f :
! poticies and procedures that prohibit | . procedures that prohibit i
| mistreatment, neglect, and abuse of residents { ! :Jl;&i'f;;;lén::g,:s;iiec? {J“:(z] 1;2::15?; fof Z !
; and misagpropriation of resident property. i ! resident property, Pprop !
| ‘ [ NT10902 KAR 20:300-53)(a) P
i ! ;  Section 5. Resident Behavior & Fac, |
E ) ' : | Practice i
E This REQUIREMENT is not met as evidenced i . {3 Staff treatmeat of vesidents,
by: i ()The Faeitity shall document affeged
i Based on interview, record review and review of | ;  violations involving mistreatment, {

. the facifity's policy, it was determined the faclity

! falled to have an effective system in place to ;. unknowr source, are reported

i ensure policy and procedures were implementad 5 ¢ Mmmediately to the admiﬂis,fm}m‘ of
'related to abuse for three (3) of twenty-one (21} ! ‘:Z“cg:gi‘;i :’"f;’[ ”I”;’S "g‘f“ﬂ in

[ sampled residents (Residents #1 #12 and #15), : i andere oo chapters 209

{ H
Facility 10 106461 If continuation sheat Page 32 of 154
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F 226 Continued From page 52 - F226) Criteria 1: SRNA #2 mede two
; The facility falled to ensure staff reported ! Allegations of verbal abuse and one
. allegation of physical abuse on 2/25/14

" allegations of abuse, failed to intarview staff in i [
: | at 10:30pm te the Director of Nursing f ;

i

f

i regards to the allegations received and fafled to k ; ‘ '

. ensure other interviewable residents were i (DQN}. The DON immediately began

Hinterviewed timely after the notification of abuse |, ; aninvestigation. SRNA#1 {the -
* employee whom the allegation was

(o ensure to i irali
o e 10 cnsure 2 ihorough investigation, made against} was suspended on
2/26/14 at epproximately 3pm by the

falled to prevent the potential for further abuse,
Nursing Home Administrator. The I

i

{and failad to report aflegations fo the appropriate ;
 State Agencies per the facility's policy and : : investigation concluded on 2/28/14,
' and was unsubstantiated (see bullet

~ procedures,

3 i point below for basis for allegations to

¢ On 02/25/14, at approximately 10:30 PM, State ! | be unsubstantiated). The Lexington | ;

Registered Nursing Assistant (SRNA} #2 reported | i Regionat OIG office was notified of

{ to House Supervisor/Registered Nurse (RN} #1, i theallegations and the facilities
' [Indings on 2/28/14. ;

 she had witnessed possible abusive incidents on |
1 02/20/14, five {5) days earlier, involving SRNA #1 N
i which she had not yet reported. RN #1 informed  * ; ljﬁ;;‘;ﬁgﬁ?}gﬁfm |

SRNA #2 what she had witnessed had been | © - Residents #17 and £15 J i

!abuse and the RN notified Administration of the | | were interviewed again with ;
additional questions by the DON, |

: alleged abuse on 02/26/14, However, RN #1 : :
) failed to ensure Resident #1, who had alfegediy g ! NHA. and/or the SSD on 3/6/14. ;
| been physically abused, was assessad ag per EA § -Residents #172 and #15
_facility policy to ensure there had been no : . wore assessed by the DON and ;
Hinjurles. Even though Administration had been i i SSD on2/27/14. No signs of
i notified on 02/25/14; there was no documented X i emotional or any type of distress
* evidence the facility began an immadiate i : or changes were noted.
{ investigation as per facility policy. The facility did ; . . !
 notinitiate the investigation until 02/27/14, two (2) | e eish ;
! days after receivin the allegati and on! ! | interviowable. Fler roommate is her :
CaYS ¢ g gatons my i : sister and was interviewed on 2/27/14 ;
{ interviewed two (2) of the residents nvolved and ! [ and 3/6/14 by the SSD. -A weekly skin i
l the roommate of Res;dgni #1 on 02/2}7’? 4. There : assessment performed by the unit :
twas no documented evidence ths facility charge marse on 2/22/14 for Resident #1
; interviewed staff and obtained documented ] . revealed no suspicious bruising or marks :
' statements from staff, who worked the evening of | | that would indicate physical abuse, |
i 02/20{14 when the incidents allegedly oceurred; | ~Routine weekly skin P
or oblained a documented statement from the | + asscssmenls performed 221714-2027/14 |
| alleged perpetrator, SRNA 7 as per facility's ’ j by the charge nutses on duty reveal “.01 [
i policy. i i suspicious bruising or signs of potential | ;
-‘ j |
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!

. In addition, as a result of the altegations not being |

"reported immediately as per facility policy, the
: alleged parpetrator, SRNA #1, had not been
removed from resident care as per the faciiity's

provide care of residents the rest of her shiff on
02/20/14, an entire shift on 02/21/14 and

. @pproximately thirfy (30) minutes on 02/26/14.

* Additionally, the facility's policy reveated State
Agencies were fo be notified of the allegations;

tha verbal abuse and were not notified of the
alleged physical abuse untif 03/05/14. (Refer to

F-228, F-490, and F-520).

* Based on the above findings, it was determined
the Taciily's failure to implement its policy and
procedures regarding protecting, reporting and
thoraughly Investigating alleged Incidents of

. verbal and physical abuse; and falling to

! immediately report the alleged incidents to the

policy, SRNA #1 had been allowed to continue to |

however, they were not notified until 02/28/14 of

!

i
i
i

!

£

;

; State Agencies, was Jikely to cause serious injury, i

? harm, Impafrment or death to a resident,

i Immediate Jeopardy (M) and Substandard Quafi’tyf::

' of Care (SQC) was identified o 03/05/14 and
was determined to exist on 02/20414.

The facility provided an acceptabie Credible

the facility alleging removal of the Immediate

was verified to be remaved or 03/07/14 pricr to
i exiting the facility on 03/13/14, with remaining
“non-compliance at CFR 483,13, Resident

Allegation of Compliance (AQC) on 03/12/14 with |

Jeopardy on 03/07/14. The Immediate Jeopardy i

i
5

'
i
1

|

f Behavior and Faclity Practice, 226 Abuse, with |

. a Seope and Severity of an "E*, while the facility
| develops and implements a Plan of Correction,
i and the facility's Qualily Assurance continues to
* monitor to ensure abuse policy and procedures

|

[ F 2265

i

i

'

1

§

physical abuse of the residents who may |
have received care by SRNA #1 on : ;
2/20/14 and/or 2/21/14 (the day the :
alleged abuse ocoured and the only day '
SRNA #2 worked prior to suspensiors),
-During the resident
interviews on 2/27/14 and 3/6/14, the
residents interviswed did not make any
cotzplainis or allegations against SRNA
#1 or any other employes,
-All staff workding on the
same hatl as SRNA #1 when the alieged
verbal abuse oceurred were inferviewed
by the DON, NHA and/or Social
Services Divector (S3D) on 3/6/14; no
complaints or concerns were rajsed,
~SRNA #2 was counseled by the DON
immediately via phone on 2/25/14 and
in writing an 2/28/14, regarding strict
compliance with the facility’s Abuse
policy and the requirement of immediately !
reporting all suspected abuse, i
~The DON received education by :
the Nurse Consultant on 3/5/14 regarding ; |
the reguiatory requirements on |
reporting and /
investigating allegation of abuse.
~The investigation was
concluded on 3/6/14 with the findings
remaining unsubsiantiaied,
-Basis for allegations to
be vnsubstantiated: Interviews with the 2
residents involved with the alieged
verbal abuse (Residents # 12 & £15) and
other cognitively intact residents
revealed no verbal abuse by SENA # 1,
The resident invelved with the alleged
physical abuse (Resident #1) is not
interviewable; her roommate/sister was
interviewed and denied any abuse by
staff'to resident. Routine weekly siin ;

i continuation shaef Page 34 of 154

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

Event ILx PSQZ1T

Faciity ID: 100461

i
i




PRINTED: 05/02/2014
FORM APPROVED
OMB NO. 0938-0351

DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIPICATICN NUMBER: A BULOING COMPLETED
C
185444 B. WiNG 03/13/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MBRIDGE PLACE 2020 CAMBRIDGE DRIVE
cA LEXINGTON, KY 40504
(Xd} D 5 SUMMARY STATEMENT OF DEEIGIENCIES i D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH REFICIENCY MUST BE PRECEDED BY FULL © OPREEY {EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG ! REGULATCRY OR LSG IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE i DATE
. ; } DEFICIENCY} ;
i . i .
: .E( i i;
| F 226]| assessment of Resident #1 on 2/22/14 by I
=‘ 5

F 228 _3 Continued From page 34
! are implemented. ;
{

* The findings include: :
! j
. Review of the facility's policy titied, “Policy on i
' Abuse”, undated, revealed if staff observed :
i possible abuse they were to report the abuse fo j
_thelr supervisor, Social Services {838), Director of
{ Nursing {DON) and Administrator immediately. |
. Review of the policy revealed the Administrator,
' DON and S8 Director were to conduct immediate |
| investigations of abuse or neglect allegations |
“when identified during the shift on which the
Falleged abuse occurred, o include interviews with
. the resident or other resident witnesses which |
"were to have been documented. Review of the
| policy revealed the Facility was fo ensure a

. thorough examination of the resident had been

! performed after an allegation of physical abuse,
i Poiicy review revealed allagations were to be

" reported to the appropriate State Agencies; and,
| the Administrator was responsible for ensuring
the fagility's compliance. According to the policy,
Hwrilten documentation was to be obtairied from al i
. persons with knowledge of the reported Incident, !
" which was to include the staff person implicated, !
i Further review of the policy ravealed if & staff |
" person had been implicated, the employes wa
i be removed from resident care and sent home |
" after completing a written slatement. I

st(}g

E

+
H
i

; Review of the facllity's Investigation, "Combined

- Incident Report/Final Report" which was

i submitted to the State Agencles on 02/28/14, ;
revealed SRNA #2 had been working with SRNA :

H#1, and felt SRNA #1 had been inappropriate in |

i har conversations with Resident #12 and :

' Resident #15. Review of the incident date on the |

i

| Report revealed it was documented as 02/26/14, i

H

. the 88D with no complaints noted.
! Basged on the findings of these

* Criteria 2: Routine weeldy skin assessments

" Criteria 3: The BON, NHA and

the charge nursc showed no suspicious |
brudsing or signs of physical abuse, Skin |
assessments of other residents under the |
care of SRNA revealed no suspicious !
bruising or signs of physical abuse (refer |
to Criteria #2), Staff interviews as listed
and 3/6/14 by the DON, NHA, and/or

interviews, the need for further resident
interviews/assessments was determined
to be unnecessary by the investigation i
team, !

Performed 2/21/14-2/27/14 by the charge nurses
on duty revealed no suspicious bruising or signs
of potential physical abuse of the

residents who may have received care by

SRNA #1 on 2/20/14 andfor 3/21/14 (the duy !

the alleged abuse oceurred and only day SRNA #]

worked prior to suspension). \
-Other tesidents under the care of SRNA #1 K
with a BIMS score of 8 or higher were intsreviewed B
o1 3/1/14 and 3/6/14 by the DON, NHA, and/or the '
SSD with no complaints noted. Based on the findings of \
these inferviews the need for further resident
inferviews/assessments was determined to be

unnecessary,

o o e,

S8D received in-service education hy
the Nurse Consultant on the investigation
and reporting of abuse on 3/6/14, The re-education
included, but was not limited fo; identification i
of events requiring investigation; protecting f
the resident(s), interviewing of residents, staff
and all wimesses; and timely reporting of /
allegations and findings.

~All facility staff (licensed and wal; censed)

e,

T

i received inservice education on abuse and the

Facility il 100461

]
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F 226" Continued From page 35 i 2207 facility abuse policy, including, butnot | )
pag i { .. . . : i
I not 02/20/14 as alleged by SRNA#2. Confinued i limited to: immediately reporting any f
review of the Report revealed the House i j  suspested abuse, neglect, explotation or ;
i Supervisor reported to the Administrator: and, : 1“;Sgljfl’tmp;;g}ine;ﬁ?ﬁ‘;ﬁ’;ﬁ;ﬁgfﬁl ded
SRNA#1 had been immediately suspended to | ' by the DON, NHA, SDC and 8SD on j
} protect the residents. ‘ According to thef Report, . 3/5/14--3/6/14. Any staff on leave, :
the {}ON and l‘he SOCIEﬂ Workef (SW} intefvlﬁwed f i vacaﬁ(}n, or unavailable for the in- { ;
i the two (2) residents involved; and they stated no © : service will not be able to elock in or J f
" staff member had said or done anything to them ; : work until completing the in-service } ;
; they felt had been inappropriate. Par the Report, . education. The facility does not utilize i
* the faciiity's "conclusion” had been to return © agency staffing, f
; SRNA #1 to work on day shift and on the other | -As part of orfentation, all o
i newly hired staff are provided education ] _

i
“unit to monitor her closely; and ffer raining in o
Fol Y, (o offer rairing in ' . by the SDC on abuse and the facility
[ abuse policy, including, but not limited

i proper technigue by the Sta¥f Developrment
Director. Further review of the Report revealed ! ! tor immediately reporting any suspected
| abuse, neglect, exploitation or

i no decumentad evidence of the physical abuse ! ] "
: misappropriation; and protecting the |
]

 allegation invoiving Resident #1; of a written | :

i statement fraom SRNA#2; or of written statements | [ resident. '

from other employess working when the ; ; I
i Criteria 4: All reported alfegations ;

i . will be reviswed by the facility
i Further review of the facility's investigation | investigation team including the NHA,
‘revealed an "Abuse Investigation and Reporting | ; 58D, and DON immediately duzing |
f normal buginess hours to determine ]
i |
|
i '

g aflegations ocourred,

; Checklist” completed by the DON which indicated ' which team members will investigate
 the staff person had not immediately reporied the ; i and report the aliegation to the required

; alleged incident to her immediate suparvisor and authoritics. During o kouss, staff shall |
notify the DON and/or NITA immediately via |

 the Incident allegedly occurred on 02/20/14, ;

. howaver had not been reportad unti 02/25M4 0 ’ phone; the DON and/or NHA shall determine |

i the supervisor. Review of the Checklist revealed f © who shatl investigate and report, i
[ .The facility QA team (DON, NHA, and :

~no documented evidence of when the
!investigation had been initiated, or of dates and
, limes of when It had been initiated to indicate the
Hinvestigation had been initlated immediately as |
~ per faciity policy. Continued review of the
! Checklist revealed the Administrator, DON, and ! " indisators will be reviewed by the contructed
55, Physiclan and State Agencies had been ; | Nurse Consultant with monthly visils, fo

i
- on 03/6/14 to review the circumstances of the
allegation and all inferventions which have
been and will be Enplemented by the facility,

! -The findings of the completed CQI | :

P

|
|
g
S8, with the Medical Divector, convened I ‘
I
|
i

)
: notifled, however, there was no documeanted ] © determine that allegations were investigated ) ;
i

_evidence of the dates and limes of the J
! notifications to indicale whan tha notifications had !

. ooeurred. The checklist ravealed SRNA #1, the i
Fvent 1D PEOZ1 Facliity {D; 100461

! and reported as indicated,

i
i
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F 226 Continued From page 36
: alleged perpetrator, had been suspended for g
; three (3} days on 02/26/14, 02/27114, and
" 02/28/14; however there was no documented
| evidence the SRNA had been removed from :
| resident care and sent horme afier completinga |
twritten statement as per facility policy. Review of
. the facility's investigation revesled only interviews
"with Resident #12, Resident #15, and r
i Unsampled Resident |, roommate of Resident #1,

" had been conducted on 02/27/14. Continued :

i review of the investigation revealed rio
dosumented evidence other residents who might

{ have been witnesses of the alleged abuse had

. been Interviewed untlf 03/03/14, six (8) days after

! the facility had been notified of the allegations.

i Review of the written staterment from SRNA #2, }
 undated, revealed on 02/20/14 SRNA #2 had !
"heard SRNA#1 tell Resident #15 she was not |
| going to keep putting him/her on the bedpan as
- she did not have time to fool with his/her “stinking g
Fass”, Continued review of the written statement,
 revealed SRNA#1 had told Resident #12 0 |
L open” hisier legs so she could clean his/her i
i "coochig”, Further review of the statement from :
' SRNA#2 revealed SRNA #1 had been very rough j
1 with Resident #1 when transferring him/her, :
' practically slammiing the resident In hisfher chalr |
| causing him/her o cry out very foud as if in pain. E‘
_ Additienally, review of the written siatement :
i revealed SRNA#2 had requestad not to work with |

f’ SRNA#T again. A
Interview with SRNA #2 on 03/05/14 at 3:30 PM
and on 03/14/14 at 1:23 PM, revealed she know if |
i she was to withess abuse, she would nead fo
“report it immediately to the Charge Nurse or j
I DON. SRNA#2 stated, however ona day
; sometime after dinner, she had witnessed SRNA

i
i

Altachment A-8. The CQI Tool addresses ;
compliance with the entire regulation, and !
: will be completed weekly X 4 weoks,

! montkly X 6 menths and then quarterly
thereafter under the supervision of the

¢ Administrator, Results of the audits will be

" Heads monthly for six (6) months and

face personnel

Criteria 5:

:
H

reported to the QA Commifice by Department ! ;

quarterly thereafier. Ifan accepted threshold |
;. of compliance, as referenced on the CQr

! Tool, is not achieved, the appropriate
Department Head shall immediately develop
{ and oversee 1 corrective plan. i
j' The details of the corrective plan wili be I
¢ reported to the QA Committee, with updated I
i audit results, at the next monthly meeting. I
apprapriate compliance is not achieved at that
time, the responsible Department Head will

aotion. -Facility statf wiil complete a
Gussticnnaire at the completion of guarterly

i (training on abuse, negleot, exploitation and

i inisappropriation as provided by the SDC.

i Any areas of concern and/or problems will be
{ immediately addressed by the SDC SDC will
{ take resulis of the completed questionnaires

| awditing and any necessary interventions to
the QA committee quarterly.

e

Apsil 9, 2014

.f'

i
i
i
;
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F 226 Continued From page 37 | F 226]
#1 tali Resldent #15, she did not have time to fool | ; )
with him/her, taking his/her "stinking ass” off the | :
becfpan alt the lime. She stated she afso heard |
" SRNA #1 tell Resident #12 "to open” his/her lags, | :
; 80 she could clean histher "coochie” that same
“evening. SRNA #2 indicated she felt like this had
: been inappropriate and abusive. SRNA#2 stated i
aiso, that same evening, SRNA#1 had been j .
[ transferring Resident #1 by herself and had :
: picked the resident up and siammed him/her
[ down. She stated she had been startled when
Resident #1 made a noise after being slammed ;
[ down as if he/she had been uncomfortable orin | '
. pain, SRNA #2 stated she feft SRNA#1 had i :
t been very rough and felt this would have been | - :
- considered abusive. However, SRNA #2 stated
| she had not reported what she had witnessed ;
until 02/25/14, when shereported it fo Registered | ! ,
[ Nurse (RN) #1 sometime in the evening. She | | ;
- stated RN #1 told her this had been abuse which F
I'needed to be reported: RN #1 placed a call to the j i
; DON and had her teil the DON what she had i
- witnessed. However, SRNA#2 stated the DON i
cinformed her she would talk lo her about what .
{ she had witnessed when she {(DON) returned to
s work. She staled the next day RN #1 asked her
| to write a statement as fo what she had i
. witnessed, Continued interview revealed the ; ;
{ Administrator had talked with her and told her he | :
- would be investigating what she had withessed; |
“however, she was unsure what date and fime this
_had occurred. She further stated she had been |
i suspended by the Administrator on 03/03/14. : :

[ nterview with SRNA #1 ori 03/05/14 at 1:50 PM - :
“and 03/14/14 &t 10:34 AM, revealed she had ;
i received fraining on abuse at the facility on hire [

- and knew If someone told a resldent they did not |
! have time to fool with their “stinking ass" or i
Event D PBOZN Facility (D; 100481
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226 ; Continued From page 38
transferred residents roughly it would he
! considered abuse. She stated on 02/26/14, whne
she had heen caring for her residents the ,
| Administrator called her to his office and had sent |
" her home for talking "badi iy to residents. SRNA
| #1 stated there had been no discussion of what
the allegations were or which residents were
| involved and she had been foid the DON would
“investigate and then talk to her. She indicated
| the Administrator had tald her it was confidential. |
 She slaled she called the OON on 02/27/14 to
i ask what she had been accused of and the DON |
told her she was still investigating and would let
i her know later. SRNA #1 stated she did not recall
the DON asking for her side of the story and no :
- one had asked her to write a statement in regards |
“to the allegations. Further interview revealed she
; talked to the DON again, on 03/01/14, and was j
told the investigation had determinad the g
; allegations were not true and she should report ol
Pwork on 03/02/14. Additionally, interview :
revealed SRNA #1 denied the aflegations related i
| to Resident #1, Resident #12 and Resident #15,

i

Interview with SRNA # 5 on 03/05/14 at 3:11 PM; |

' Licensed Practical Nurse (LPN} #4 on 03/05/14 af |

i 6:27 PM; and LPN #5 on 03/05/14 at 2:43 PM, |
‘ revealed they all had worked the evening of

, 02/20/14, and had not been interviewed during

i | the facz!ity&. inittal imvestigation. .

| Interview with BN #1/House Supervisor on
“03/06/14 at 3:50 PM, on 03/08/14 at 3:1 5 PM,
i and on 03/11/14 at 1:48 PM, revealed SRNA #2 :
told her on 02/25/14 she had witnessed SRNA #1 | .
i on 02/20/14 being verbally abusive to three (3)
{ residents, Residents #12 and Resident #15; and
- physically abusive to Resident #1. RN #1 stated ;
* she had called the DON and had SRNA #2 report |

F 226,

i contlnuation sheet Page 39 of 154

FORM CMS-2567(02-39) Previcus Yersions Obsolete Event 1D:PSOZ11

Fagility ID; 10046




PRINTED: 05/02/7014
FORMAPPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
BTATEMENT OF DEFICIENCIES (X7} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUECTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
#
185444 B, WING 03/13/2014
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE
R LEXINGTON, KY 40504
Ko SUMMARY STATEMENT QF DEFICIENCIES : 0 : FROVIDER'S PLAN OF CORRECTION (%8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL : PREFI ! {EACH CORRECTIVE ACTION SHOULD 8 CO!«{P;E)?{}N
TAG REGULATORY OR LSCIBENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENGY)
F 226,

F 228 Continued From page 39
, the allegations to the DON. According to RN #1
- she asked the DON ¥ she needed to complete _
_ anything and the DON had told her no, she would |
{ take of it and report the allegations to the
Adminisfrator. She stated the DON told her
| SRNA#2 should have reported the abuse she
, had wilnessed a week ago when she witnessed it. |
RN #1 stated the DON Informed her she did not
. think she wotld repart this allegation to the
[ "State". RN #1 stated she had not done anything .
. else as it had been time for SRNA #1's shiftto ! :
“end. She stated she had not completed a skin ;
. assessment of Resident #1 after having been | :
> informed of the alleged physica! abuse of the ; : .
, resident, however, she should have per facility | i :
H policy. RN #1 stated on 02/26/14 she had . '
. observed SRNA #1 come in to work and begin =~ | i
! caring for residents. She stated she went :
_immediately to the Administrator, who was on the
f phone, to report this; and indicated it had been
_approximately 4:00 PM when she was able to talk |
| to him. RN #1 reported she had told the
Admmrszrator SRNA #1 needed to ba suspended |
| right away retated to the abuse allegations and he |
“told her he was aware of the allegations. She ‘
; indicated the Administrator had SRNA #1 brought i
" ta his office and he suspended her then. RN #1
: stated SRNA #1 should have been immediately
quspended pending the investigation; and the :
facmty had not followed its policy. i

intemew with RN #2/Unit Manager on 03/05/14 al;
110:20 AM, 6:52 PM and on 03/08/14 at 2:30 PM, |

. revealed RN #1 had been furlous upon arriving to | ;
f work on 02/26/14, and realizing SRNA#1 had il
. been working. She stated RN #1 had asked her i
f why SRNA#1 was there; and went to the j
. Administrator’s office immediately. RN #2 stated '

| she had taken SRNA #1 to the Administrator's : ‘ i
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: office ber his request and indicated SRNA #1 had
! been told allegations of abuse had been made .
; against her and she was to be suspended per £he
facility's policy until completion of the i
s investigation. RN #2 siated she had not bean '
. Informed of what the allegations were and
! therefore had not known SRNA #1 shouid not

; have been caring for residents on 02/26/14,
" According to RN #2, SRNA #4 should net have
! been at work on 02/26/14, after Administration

had been informad of the allegations, She :
{ indicated she felt the facility had not followed th

i

, abuse protocol.

i Review of SRNA#1's time eard revealed she
’ “worked on 02/26/14 from 3:00 PM ta 3:30 PM.

rmerwew with the 55 Director on 03/05/14 at 2: 50
' PM, revealod transferring someone in a rough
i manner: and inappropriate use of terminology for | ;
| | privale parts wouid be examples of abuse and
i should be reported immediately. She stated the :
- DON oversaw abuse investigations; however the |
{ DON, Administrator and she coliaborated as a )
“team for conducting abuse Investigations. The |
| S Director stated the Administrator was fo
. submit an initial investigation to the State
f Agencies in twenty-four (24) hours, The §8 ;
: Direclor stated she had been notified of the :
+ allegations involving SRNA #1 on 02/26/14, while
1 she had been out of the faciiity at a conference |
s with the DON. She stated SRNA #2 should have
| reported the allegations immediately on 02/20/14,
. when they allegedly ocourred; and the faci iys
{investigation should have been initiated on
{ 02/25/14 when SRNA #2 finally reported them. 1
Sh@ stated the alleged perpefrator should have !
| been immediately suspended pending the
mvestsgat on, par facility policy, The 83 Director i

i
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[ indicated the residents fnvolved had not been ;
interviewed untli 2/27/14 when she and the DON |

Freturned to the facility. The 55 Director stated

she interviewed alf interviewable residents

| residing on the hall on which SRNA #1 had

‘worked on 02/20/14, except for Resident #156 who |

{ the DON interviewed. However, sha did not

indicate when the resident interviews had
ioceurrad. She stated she had not been aware
staff interviews had not been completed; and
indicated several stalf working on 02/20/14
“should have been interviewed as per the policy.
; The 58 Director stated she also was unaware

é SRNA#1 had not been interviewed: and stated
: lhe alleged perpetrator should have been

Linterviewed immediately. Continued interview )
i revealed she was also not aware the facility had |

‘ failed to immediately report the allegations lo the
- State Agencles as per the policy. She stated the
facillty's policy should have been followed.

]
|

| who should imymediately notify the Administrator,
She stated the supervisor shouid start the

Interview with the DON on 03/05/14 at 10:30 AM, |
6:30 PM, 03/11/14 at 3:00 PM, 03/13/14 at 1:53 ¢
PM, revealed if siaff witnessed potential abuse
they were o immediately notify their supervisor

| Investigation immediately, and stated the facility

" had twenty-Tour (24) hours to notify the State l
i Agencies. The DON stated after an allegation of
" abuse had been reported, the perpetrator was o

completed. She stated the Administrator was the

he suspended until the investigation was

; "leader” in abuse investigation and she was

! responsible for starting the abuse packet which
. included the “Abuse Investigation and Reporting |
{ Checklist". However she stated she had not i
. received any in-service or guidelines on how to
: complete the checkilst and abuse packetand |
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indicated the dates and times of notifications

{ should have been included on the "Abuse

_Investigation and Reperting Checklist” in her

rinvestigation packet, She stated she had been

. notified on 02/25/14 at 10:30 PM, of the alleged

* verbal abuse when RN #1 and SRNA #2 called

: her. She stated SRNA #2 reported to her SRNA :

“#1 had been verbally abusive last week; and she
informed SRNA #2 she shouid have reported the .
abuse to her suparvisor right away when she
withessed the abuse as per the policy. The DON |
; stated SRNA#2 told her she had not reported the |
“abuse right away because she had been unable |
to find a supervisor te report it to at the time. The
. DON stated she had not documented what she |
! had been told; howaver she told SRNA #7 to nut
- whatt she had witnessed in writing. She stated
“ she lold RN #2 also to have SRNA #2 write a
 statement of her allegations and put it under her
- office door. She stated at that time she had not i
i known the details of what happened and should ;
" have asked more questions. She stated she :
[ called the Administrator on 02/25/14 at
“approximately 10:45 PM, and informed him of
what SRNA#2 had told her she had witnessad
SRNA #1 do which had ocourred the week ;
before. The DON stated when she returned to |
; work on 02727114 at 8:00 AM she read SRNA #2's :
written statement which included two (2) verbal
; abuse and one (1) physical abuse allegation and i
 started the investigation, two (2) days after the
; faciity had been notified of the allegations. She
“stated she had not obtained written statements _
i from RN #1 or SRNA #1; however, she should i
“have, as well as, obtained written statemerts ;
i from other staff who had worked the evening of
. D2/20/14. The DON stated SRNA #1 should not
| have worked after the facilily was notified of the
. allagations pending the investigation resuits, ;

H

i
]

i
P

i

H
1
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. Interview with the Administrator on 03/05/14 at
F7:18 PM, 03/08(14 at 4:30 PM and 03/11/14 at
. 3114 PM, revealed staff was to report any abuse
I o their supervisor immediately, and the
. perpetrator was to be suspended immediately
! pending an investigation. The Administrator
: stated the DON reported to him on 02/25/14,

" SRNA #2 had told her she had been working with :
; SRNA#1 and had felt SRNA #1's language to the !

" residents had been inappropriate. He stated the
i DON felt SRNA #2's allegation had risen to the
“level of abuse and had occurred five (5) days
: before, The Administrator staled SRNA#2 had
‘reported the alf egations initially to the Night

! Supervisor who had identified the allegations as
. abuse which needed to be reported: however, ha
stated the DON had not gone into detall about

. what the allegations were and indicated he had

i not asked. He stated the allegations made by

, BRNA#2 would have been examples of verbal

t and physical ahuse and SRNA #1 should have
. been suspanded immediately as per the facllity

. the DON to go ahead to the conference on
£ 02/26/14, and he would deal with the allegations
. the next marning; however ha did not, as he

! ! thought the DON would initiate the investigation

; had gotten a day behind in initiating the
Linvestigation. The Administrator stated he
i thought initiation of the investigation could wait

i she had not been scheduled o work again until
" the weekend per the DON, He indicated, he
| knew this was not the facility's policy. He stated

! report the allegations to the State Agencies; but

. o 02/26/14 after the conference. He stated, she |
! did not return to the faci ity untit 02/277/14 so they :

!

i
i

;
i

| policy. The Administrator stated he had informed

i

“until 02/27/14, as well as suspending SRNA#1 as ;‘

" he knaw the facifity had twenty-four (24) howrs to

f
H
i
I
i
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. he guessed they had "Blanked out” on nolifying

! the State Agencies as per the policy. The

; Administrator stated on 02/27/14, he and the

" DON had talked with SRNA #2 regarding the

i allegations; however, he had not documented the

Interview. He stated he had asked SRNA#2 why

- she had waited flve (5) days to report the '
allagations; and she told him she had not been
. able to find a nurse to report it fo. He stated as
Fpart of the investigation they should have
interviewed staff who worked the evening of
02/20/14, and obtained their written statements,
tas per policy. He indicated they had not talked to |
. any of those staff members until 03/01/14 and |
L03/02/14; and had not written the interviews
; down. The Administrator stated on 02/26/14, RN :
~#1 came to his office and stated SRNA #1 had i
come to work and shoufd have been suspended.
; He stated after RN #1 telling him SRNA#1 had |
" been working, he had SRNA #1 brought ta his ‘
office, informed her an allagation of ahuse had
been made and suspended SRNA#1. He
reparted, however he had fafled to get a written
. Statement from SRNA #1 at that time; but had not |
Pwanted the SRNA fo know what the situation was ;
. untit he had Investigated further. The :
* Administrator stated he or the DON should have i

called SRNA #1 immediately to inform her she

“had been suspended untif the investigation had |
been completed as per the pelicy. He indicated
the facility's Investigation submitted to the State
f Agency should have had the incident date
; recardad as 02/20/14, not 02/26/14; and should
' have included the aflegation of physical abuse of 5
; Resident #1. He indicated he was unsure why he
“had left that information off the report submitted |
i ta the State Agency on 02/28/14, three (3) days
- after the abuse aflegations had been made. He ,
| indicated he felt the facility's investigation had not

]
i

1
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, been thorough in hindsight. The Administrator |
" stated by not thoroughly investigating and timely
{ reporting the aflegations as per the nolicy, there
_could be the potential for harm for residents,

. The facility provided an acceptable credible

" Allegation of Compliance (ACC), or 03/12/14 ;
: which alleged removat of the Immediate Jeopardy
_on 03/07/14. Review of the AOC revealed the |
+ facility implemented the following:

" 1. The investigation was reopened on 03/05/14. |
| Resldents #12 and #15 were re-interviewed with
, additional questions by the DON, Administrator ;
* andfor Social Services (SS) Director on 03/06/14. 5 i
: Resident #1's roommate, which was the ; ;
resident's sister was interviewed on 03/06/14, by | "
! the DON because Resident #1 was not 5

; Interviewable. During the resident interviews on ‘

1 03/06/14, no complaints or ailegations against . :
| State Registered Nursing Assistant (SRNA) #1 :
“were received. Other residents under the care of i
[ SRNA#1 with a Brief Interview for Mental Status )
. (BIMS} score of eight {8) or above were also ?
interviewed from 03/01/14 to 03/06/14 by the ; :
i DON, Administrator and/or SS Director with no
“complaints noted. All the staff working on the : ;
i same hall as SRNA#1 the evening the alleged :
~abuse occurred were interviewed by the DON, ! : ;
' Administrator or 8S Director on 03/06/14 and no i
; complaints or concerns were verbalized.

t

i 2. SRNA#2 was counseled by the DON .
 immediately via phone on 02/25/14, and in writing |
fon 02/28/14, regarding compliance with the
 Tacility's Abuse Policy; and the requirement of

" immediately reporting all suspected abuse, The ‘
' DON recelved education by the Nurse Consuitant
; on 03/05/14 regarding the regulatory .
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: requirements on reporting and invastigating ,
- abuse. The DON, Administrator and S8 Director
: raceived in-service education by the Nurse ]
" Consuitant on investigation and reporting of
i abuse on 03/06/14. The re-education inchided,
~hut was not limited to: identification of events
requiring Investigation; protecting residents;
interviewing residents, staff and all witnesses:
i and timely reporting of allegations and findings.
_ All facility staff ticensed and unlicensed received |
! in-service education on abuse and on the facifity's
abuse policy, which included: immediateiy :
reporting any suspected abuse, neglect, :
exploltation or misappropriation; and protecting !
residents. The re-education was provided by the i
DON, Administrator and 58 Director on 03/08/14 |
through 03/06/14. Any staff on leave, vacation, or |
: unavailable for the in-service would not be able to !
- clock in or work untll completing the in-service |
education. The facility does not utilize agency

staffing.

'3. Aweekly skin assessment performed by the |
Charge Nurse on 02/22/14, for Resident ##1
revealed no suspicious bruising or marks which

- would indicate physical abuse. Routine skin
‘assessments performed 02/21/14 through }
« 02/27/14, by the Charge Nurses on duty, revealed
' no suspicious bruising or signs of potential :
. physical abuse of the residents who might have
' received care by SRNA#1, 02/20/14 through

- 02/21/14 or any other employee,

. 4. The Investigation was concluded on 03/06/14

t with the findings unsubstantiated based on the ‘
. interviews with Resident #12 and Resident #15 |
: and other cognitively intact residents which :
- revealad no verbal abuse by SRNA #1. Resldent
H#1's roommate/sister had been interviewed and |

¢
5
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- denied any abuse by staff. :

"5, All reported allegations were to be reviewsad by,
i the facliity's investigation team including the ?
" Administrator, 88 Director and DON immediately
+ during riormal business hours to determine which ‘
~team members would investigate, and report the |
* allegation to the required authorities. During off

. hours, staff was to notify the DON and/or

" Administrator immediately via phone: and the

i DON and/or Administrator would determine who
“should investigate and report. The Admintstrator |
i was to report all findings of the facility's :
investigation team to the Nurse Consuitant upon
conclusion of the team review, within five {5} i
; working days of the allegation, to determine that
" all necessary investigation and reporting ?
Linterventions had been inifiated. ;

{6, The Continuous Quality Improvement (CQI) |
indicator for the monitoring for complianea with ;
the components of the abuse regulation, including!
- but net limited to investigating and reporting of :
" abuse, was to be utilized with each atlegation of
abuse weekly for four {4) weeks, then monthly for ;
four (4) months and then quarterly thereafter K
i under the supervision of the Adminisirator.
~Results of each abuse allagation CQ! indicator
: was to be presentad by the DON, Administrator i
~or S8 Director or designee; and reviewed with the :
; QA team as part of the dally meetings Monday |
_through Friday. Fallure to meet the established ‘
| threshold of one hundred percent (100 %) on the |
. CQlindicator tool would result in intervention; and ;
L an immediate internal plan of correction to
; address the ldentified areas of concern. The
*findings of the cumpleted CQI indicators were to
| be reviewed by the contracted Nurse Consultant
“with monthly visits, to determine that allegations
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F 226" Continued From page 48 Fo26:
! were investigaled and reported as indicated. The - !
- effectiveness of the facility’s administration would |

* be monitored through the CQI precess. Results
were {o be reported to the QA Committee by the ;
Administrator, DON, S8 Director or designee. . : :

7. The facllity's QA team with the Medical

| Birector convened on 03/06/14 to review the
"circumstances of the allegations, and alf

| interventions which had heen and were {0 ba

" implemented by the faciiity. ;

8. The Contracted Nursing Consultant and or
Nursing Home Administrator {NHA} consultant wm
. conduct an evaluation of the faciiity's CQI
| program monthly for three (3) months, then
. annually thereafter. Results will be reported to

! the QA committee.

i .
i

The State Survey Agency validated the i _‘
implementation of the facility's AQC as follows: ‘

1. Review of the facility's documaentation revealed |
: the investigation had been re-opened. Review : :
‘revealed Resident #12 and Resident #15 were - :
| re-interviewed on 03/06/14 by the 8S Director | !
with additional specific questions and no i :
concerns identified. Review of the dogumentation '
revealed Resident #1's roommate/sister had heen | 1
| re-interviewed on 03/06/14 by the SS Director | : 1
_ with no conecerns noted. Additionally, review :
| revealed seventeen (17) other residents with a i
BIMS of eight {8) or above had been interviewed ]
i between 03/01/14 and 03/06/14 with no concerns ;
“identified. Further review revealed all staff '
¢ members who had worked the West Wing ‘
" evening shift on 02/20/14, where SRNA#1
| allegedly abused residents, were interviewed and i
- had signed Witness Statements, dated 03/066/14,
Event [ PBOZH

i
.T
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F 226gi Conlinued From page 49

[ 2. Review of the "} Improvement Plan" dated i
, 02726714, revealed SRNA #2 had heen counseled ;

" for not reporting concerns to the supervisor

i immediately in regards io verbal remarks from

" another SRNA; and for not following faciiity po!scy

i refated to abuse. The Plan was marked as "first
. counseling” and signed by the DON en 02/28/14. .
| Gontinued review revealed the DON had

attempted to provide a written counseling with ;

 SRNA #2 on 02/28/14; however the employee

|

refused to sign it.

; fnterwew with the DON on 03/13/14 at 2:20 PM,

“revealed she had talked to SRNA #2 about abuse |
{on G2/28114 and attempted to have her sign a X
" written counseling; however SRNA #2 had ’

i refused to sign it.

| Review of a sign-in sheet dated 03/06/14, |
i revealed the Administrator, DON and $S Director -
" had siterded the Nurse Consultant's inservice on i

: abuse.

i Interview with the DON on 03/13/14 at 11:30 AM
“revealed she had recsived an Inservice from the
; Nurse Consuftant on 03/05/14 and 03/06/14 via |
phone conference cafl. She stated the Nurse ’
| Consultant educated her on abuse, | investigation |
, of abuse, gelling stalements from residents and
i staff related to the incident, and regulatory
- requirements. She slated the Nurse Consultant
' had also tatked about events which would require
mvestfga ion, types of abuse, how to suspect {
"abuse, protecting residents, and reporting abuse }

i to State Agencies.

Interview with the Administrator an 03/12/14 at
. 5:27 PM, and the 58 Director on 03/12/14 at 4:29 i
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! PM, revealed they had a conference with the :
Nurse Consuttant on 03/06/14; and were ;
educated on identifying abuse, the different types !
of abuse, what needed o be investigated, i
, interviewing all the staff working with the ;
‘ residents, interviewing residents, having staff turn |
; In a written statement related to the abuse,
reporting abuse and fime frames for raporting

i abuse, i

interview with the Nurse Consultant on 03/13/14

. at 9:30 AM, revealed she had given training to the |
" Administrator, S8 Director and DON on 03/06/14. [ ;
i She further stated the fraining on abuse had 1
- Included identification, documentation, conducting ]
sinterviews, investigation, and timely reporting :

requirements of abuse,

i

' Review of the facility's inservice education related
o abuse revealed it had included the policies on |
t abuse, reporting and investigating abuse, : ,
. examples of abuse. Review of the facility's | |
documentation revealed staff had taken a post : :
| test after the education and signed an ; ?
. acknowledgement form. Continued review of the i
| documentalion revealed staff attendance
. signatures which indicated they had received the | .
i abuse inservice on 03/05/14 and 03/06/14. : k

~ Further review of the inservice education sign-in
"sheets revealed dietary, housekeeping, nurses, |
; SRNAs, office staff, activities, 88, medical :
“recerds, laundry and therapy staff had received |
i the education. Additionally, review revealed staff ;
“who had not recelved the education on 03/05/14 | ? i
L and 03/06/14 were inserviced prior to returhing to | é '
| waork on 03/07/14 through 03/13/14, . {

i Interview with the Staff Development Nurse on
- 03/18/14 at 2:05 PM, revealed she had a master
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f Iist of staff with signatures of averyone who had {
. basn inserviced; and she had inserviced |
- everyone who had worked so far. The Staff ; j
i Development Nurse stated the facility had some ?
" "PRN" (as nesded) staff who had not worked |
| since 03/05/14; and she would inservice those
. staff before they worked. According to the Staff
' Davelopment Nurse, the staff abuse inservice

covered types of abuse, protecting rasidents, :
immediately reporting dbuse; and to who and ;
: when to report suspected abuse. ‘

Interviews an 03/12/14 with SRNA#8 at 3:20 PM; ! ;
SRNAHE at 5:10 PM, SRNA #10 at 5:15 PM: _
SRNA# @ at 5:56 PM; SRNA #11 at 525 PM; ; .
LPN #5 at 3:44 PM; LPN #12/Unit Coordinator | !
- East Wing at 4:30 PM: LPN #6 at 4:50 PM; LPN #;
i 10 at 4:53 PM; LPN #8 at 4:55 PM; LPN #7 at :
- 5:60 PM; RN #2/Unit Manager West Wing at 5:35 ;
PM; Activity Director at 3:45 PM; Activity Ass!stantf ’
" at 4:05 PM; Housekeeping Supervisor at 4:15 i )
| PM; Laundry Personnel #1 at 4:20 PM; Laundry ;
~Personnel #2 at 8:10 PM; Director of Dietary 4:25 | :
| PM; Dietary Aide #1 at 4:30 PM: PM Cook at 4:32 '
PM; Administrative Assistanl at 5:10 PM; ; :
! Bookkeeper at 5:15 PM: and Maintenance :

Director at 5:40 PM revealed they all had beers | g
in-serviced on types of abuse, suspecting abuse, i ;
; bratecting residents and immediately reporting ¢
" abuse; and to whom to report abuse, i [ i

Interviews on 03/13/14 with SRNA #15 at 9:00 |
 AM; SRNA#12 at 9:20 AM; SRNA#13at 936
"PM; SRNA#1T at 9:48 PM; SRNA #14 at 10:06

| AM; SRNA#1 at 10:34 AM; SRNA #5 at 12:23
"PM; SRNA#16 at 12:35 PM; SRNA#2 at 1:23

i PM: LPN # 11/House Supervnsor at 8:50 AM; LPN | ;
'#mazmsam LPN #12 at 10:26 AM; LPN #4 | _ 5
fat2:24 PM: LPN #14/QuahtyAssurance Nurse af | i
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F 2261 Continued From page 62
| 2:54 PM; RN 4 at 8:43 PM; RN #5 at 9:56 PM; |
. RN #6 at 11:08 PM; Maintenance Assistance at |
1 9:05 AM; Laundry Personnel #3 at 9:15 AM; 3
| Speech Therapist at 10:20 AM; Floor Tech at i
‘E{J 30 AM; Housekeeping Personnel #1 at 10:45
i AM; Business Office Manager at 10:50 AM: and
MDS Coordinator at 12:00 PM revealed they all -
! had been In-serviced on types of abuse, ’
suspectmg abuse, protecting residents and
' immediately reporti rg abuse; and {o whom to

i report abuse.

I 3. Record review revealad a weekly skin
. assessmerd was completed on 02/22/14 for
' Resident #1; which had no documented
; suspicious bru ising or marks that might have
" indicated physical abuse. Record review
i revealed routing skin assessments had been
. completed on 02/21/14 to 02/27/14, for all
[residents cared for by SRNA #1 on 02/20/14 and |
- G2121/14, with no documented evidence of
' suspicious bruising or signs of potential physical |

abu%e noted,

4 The facility's re-investigation was reviewed and | i
! revealed interviews had been conducted with f
i Resident #12 and Resident #15, and other
" cognitively intact residents and had revealed no
I complaints of verbal abuse by SRNA#1. In

addition, Resident #1's roommatefsister had been | ;

{ interviewed by the facility and denied any abuse -

by staff of herseif or Resident #1.

i
H
H

f

i
i

mterwews o 03/12/14 with Resident #12,

* Resident #15, Unsampled Resident |, who was
 Resident #1's roommate/sister, and other :
“cognitively intact residents verified they had been

linterviewed by facility staff in regards to any staff i

. abusge,
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! Interview with the Administrator on 03/12/14 at |
5:27 PM, and the DON on 03/13/14 at 11:30 AM,
! revealed they had obfained statements from the

_ residents who had been inveived in the

! aliegations; and from other interviewable
residents who had been cared for by SRNA #1.
| The DON and Administrator both stated the

. facility had not been able to substantiate any of

! the ahuse allegations.

| 5. Interviow with the SS Director on 03/12/14 at |
. 429 PM, with the Administrator on 03/12/14 at
1 5:27 PM, and with the DON on 03/13/14 at 11:30 |
AM revealed allegations of abuse were to be f
f reviewed by the investigation team and
. investigations were to be starled Immaediately i
[ during normal business hours and the tasks :
would be delegated. The interviews revealed
[ during off hours staff was to notify the supervisor |
. who would contact the Administrator, S8 Director |
[ or DON; and they would direct the supervisar on
the investigation, and a member of the
!investigation team would come in. The
" Adminisirator stated the findings of the facility's
! investigation would be reported fo the Nurse
' Consultant during the investigation, and as soen
; a5 the investigation was completed for her
"review. Further interview with the Administrator
; revealed he, orin his absence the DON, 58
! Birector or designes, would do the reporting to
. the required authorities within the required time

! frames.

i

[ Interview with the Nurse Consultant on 03/12/14 |
. at 5:45 PM, revealed the facility's investigation
' team would complete the allegation of abuse
. Investigations, and the Nurse Consultant would
! be notified of the findings. The Nurse Consultant ,
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F 226 Continued From page 54
stated he/she would review the facility's
investrgaflm to ensure initial reporting had
; voourred and to ensure the investigation had
“ been complated within the five {5) day time frame :
i for reporting to the State Agency,

i 8. Review of the faciiity's CQ indicator for Abuse

. Reporting and Investigation tool revealed the

: components of the abuse reguiations were
included in the tool; and the tool had a threshiold
* goal of 100%. In addition, the Evafuation of CQ

: Program toof used to determine if the CQI

Indicator toof outcome had been successtul or if ;"

| corrective actions were needed was also

" reviewed.

i
i

Interviews with the Admi inistrator on 03/12/14 at
| 5:27 PM and the DON on 03/13/14 at 11:30 AM,
, verified the facility would utifize the CQI Indicator
" tool when conducting the abuse investigations at -
- a minimum weekly for four (4) weeks, then !
| monthly for four {(4) moenths and then quarterly
i thereafter as per the AQC. The CQl indicator tool
"would be utilized for a tanger period of time ¥
i necessary which would be determined by the QA
" Committee. The nterviews with the DON and E
| Administrator revealed the CQI tool would take
them through the abuse protocol steps; and at theK
i end of the investigation it wouid help them make
. sure they had {aken the appropriate actions. The |
| Adminisirator stated the CQI team would g
. supervise the CQI monitar; however he was )
I ultimately responsible. The Administrator stated
, during abuse investigations the CQ too! resuits
Twould be presented fo the QA team at the daily |
: meetings Monday through Friday, and to the QA ]
t Committee monthly. He stated if the established
i threshold of 100% was not met, they would 5
_ determine what had gone wrong and set up a
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2281 Continued From page 55
i plan of correction. In addition, the Administrator
. stated the completed CQI tool would be reviewed |
' by the Nurse Cansultant manthly to determine ;
 that allegations were investigated and reported
" appropriately and that thresholds were met,

_Interview, on 03/13/14 at 1:54 PM, with the QA
' Nurse verified the CQI tool for abuse results _
: would be reported to the QA Committee at the i
“morghly meetings. In additian, she stated if the :
! CQ indicator did not meet the threshold they

. would analyze why it had not met the threshold:
“and put together an action plan to resoive the

area of concern.

[ 7. Review of the 03/08/14 QA Commitise Meeimg i
Minutes, no time noted, revealed tha QA team {
I had communicated with the Medical Director via | :
. phone call and discussed the two (2) aliegations ; i
* of verbal abuse, and one (1) all egation of physical
, @abuse which had oceurrad on 02/20/14. :
' Continued review revealed the Medical Director | l
j was informed the allegations were not reported by .
“the SRNAuntil 02/25/14 because the SRNA could ’
| not find a nurse fo report the allegations to. In
addition, review of the mesting minutes revealad i
| the QA team and Medical Director discussed !
; what the facility had done to ensure the safety of i ;
“alt residents, and had started the abuse :

i investigation process.

F 226

Hinterviews with the Administrator on 03/12/14 at

- 5:27 PM and with the DON on 03/13/14 at 11:30

' AM revealed the Medical Director was contacted

j on 03/06/14 regarding the abuse allegations, ;
_ Interviews, what the facility had put in place and
 the reporting of the abuse. !

fnterview, on 030814 at 11:30 AM, with the
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i Medical Director revealed he was made aware of i
_ the Immediate Jeopardy (1)) situation at the ] ;
I faclity on 03/06/14. He stated the faciity had i
, tiscussed with him what had ocourred; what the i
! facility had done so far; and what they would be | '

; Implementing.

i 8. Interview, on 03/12/14 at 5:45 PM. with the
_Nurse Censultant verified the Nurse Consultant i
{ would conduct an evaluation of the facility's CQI '
. program on the monthly visits for three (3)
" months, then annually thereafter. According ta |
; the Nurse Consultant the results would be :
“reparted fo the QA Commities. ;
F 245 483.15(c)({1) REASONABLE ACCOMMODATION | F 248,
8$=n_ OF NEEDS/PREFERENCES g

b

F246

A resident has the vight to reside and i
! i i receive services in the facility with :
. Aresident has the right to reside and receive ' : reasonable accommodation of
Fservices in the facility with reascnabie i ! individusl needs and preferences,

: : except when the health or safety of the

[
: accomimodations of individual needs and P
M d i j individual or other residents wonld be /

;E preferences, except when the health or safety of | ! endangered:
i the individual or other residents would be E j < 123 302 KA 20:300-6(4)(s) Secetion |
_endangered. j C 6, Quality of Life §
! ! ! {4} Accommuodation of needs, A i
; . ) resident shall have the right to:
! H i (a3Reside and receive services in the i
| This REQUIREMENT is not met as evidenced ; facility with reasonable
i by: ! ! accommodation of ndividual needs ;
i Based on observation, intervisw, record review, i and preferences, except when the P
! ! health or safety of the individaal or {

other residents would be endangered; ;} :

: and review of the facility's policy it was
i determined the facility failed to ensure services
. were provided to reasonably accommodate tha : ; Criteria #1 The water pitcher for

| individual needs and preferences for one (Tyof | ! Resident #8 is filled with fresh jeo water i
QID and prr. The water pitcher is placed | |

. twenty-four (24) sampled residents (Resident #8). E! :

¢ Multiple observations on 03/05/14 revesiad : : fo allow easy access to it by the resident ;

; Resident #8's water pitcher was amply and out of ! ! as determined by SRNA Room Round -
: ; andits. i

| reach of the resident, ; j
R i i i
! 1 i Criterin #2 All residents without !
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i The findings include:

{ Review of the facllily's policy: "Policy for Water

; Pitchers”, undated, revealed each resident was o]

' be provided with a water pitcher for hydration
| purposes, unless contraindicated, and water
" pitchers were refilled each maorping and evening,

i and as needad.

! Review of the medical record reveated the faci hty
admitted Resident #8 on 10/16/13 with diagnoses |
! which included Alzheimer's Disease,
: Nen-Alzhelmer's Dementla, Depression, Moaod
Disorder, Chronic Kidney Disease, Diabeles,
| Peripheral Vascular Diseass (narrewlng of blood
" vassels that restricts blood flow), History of
{ Urinary Tract infection, Hyponatremia (jow levels

of sodium in the blood) and Bilateraf Lower Limb

' « Above the Knee Amputation. Continued review
; revealed the resident was re-admitted on
5 02/26/14, after a hospital stay, with additional
; diagnoses of Pneumonia, Hamaturia, and
" Urinary Retention.  Review of the most regent
| Quarterly Minimum Data Set (MDS), dated

| Mental Status assessment indicated Resident #8 |
was severely cognitively impaired.

i
Dbsewat ion, on 03/05/14 at 9:42 AM, revealad

| Resident #8' water pitcher was empty.

i Subsequent observations, at 10:61 AM and 11:10
AM ravealed the water pitcher was empty and
out of reach of the resident,

i fntarwew with LPN #8, on 03/06/14 at 4:12 PM,
'revealed Resident #8 shotld not have been

: without water avaifable. She acknowledged the
; resident's {he resident's water pitcher was emply |
and out of rezch, LPN #8 stated # was the

i

Gé!23f44 revealed the facility's Brief interview for

{X2) MULTIPLE CONSTRUCTION
A BULDING COMPLETED
C
| BWING 03/13/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
2020 CAMBRIDGE DRIVE
LEXINGTON, KY 40584
) PROVIDER'S PLAN OF CORREGTION (x5
PREFIX [EACH CORRECTIVE ACTION SHOULD BE : COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 245,  fuid restrictions have the potential fo be
H

; ! affected by this alleged deficient
. practice as identified i SRNA walking f
! £ rounds. SRNA walking rounds at shift i
:  change aid staff to jdentify and address i
" resident individual needs and
i preferences to ensure reasonable
accommodations as completed from
3114 - 4/8/14 and ongoing.

o Criferia #3 Facility protoco! for

;. monitoring bedside water pitchers has

' been revised; SRNA’s wil} check water
i pitchers for adequale jce water and

;‘ . resident access when making walkin i

. i rounds af shift change. All SRNA’s

i have received in-service education on
the change in protocol on 3/24/14, 3/25/ 14, | i
; 3/26/14, 3/27/14, 3/28/14, 3/29/14, 3/31/14, X
Y and 4/4/14. as provided by the Staff |
g i Development Coordinator (SDC). The SRNA ;
walking rounds identify areas of individual f
resident needs and prefercaces for staff to
address to ensuare reasonable
accommodalions, P

f

i )
' i

{ Criteria #4
~The CQT Tool is included for review as ;
. Attachment N-26, The CQI Tool addresses
! compliance with the entire regulation, and
E : will be completed monthly X 6 months and
£ i then quarterly thereafter under the
i f supervision of the DON. Resulis of the zudits
i i will be reported fo the QA Committes by i
5 ' Department Heads monthly for six (6) months IF :
|
|

: and quarterfy thereafter, If an accepted i

| © threshold of compliance, as referenced on the

COI Toal, is not achieved, the appropriate (i

Department Head shall immediately develop |

i i and oversee a corrective plan, The details of ! i
., e corrective plan will be reported to the QA |

: Committee, with up(}ated audit rem%ts, at the Il

! .
:

Facflity 1D: 100461

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

Evant Hx P02

i continuation sheet Page 58 of 154



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTELD,; 05/02/2014
FORM APPROVED

GMB NG, 06938-0391
{%2) DATE SURVEY

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERCLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION {DENTIFICATION NUMBER; , - COMPLETED
A BUILDING
C
185444 B WING : 03/13/2014
MNAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODBE 1
2020 CAMBRIDGE DRIVE
CAMBRIDGE PLACE
LEXINGTON, KY 40504
X4 i SUMMARY STATEMENT OF DEFICIENCIES 1D FROVIDER'S PLAN OF CORRECTION {X5)
PREF#X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ; GOMPLETION
"G REGULATORY ORLSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
i DEFICIENGY)
! t
i 7
248 i next monthi ¥ teeting, It appropriate

F 246 Continued From page 58
'resident's right to have water and she thought
i staff passed water & couple of imes each shift,
She further stated residents should have watar

f available in order to prevent dehydration and help ;

makntain skin integrity.

!
. Interview with State Registered Nursing Aide

L (SRNA)#14 on D3/07/14 at 10:08 AM, revealed

. she took care of Resident #8 during the day shiit :

! an 03/05/14. She stated the resident loved
. his/fher water. She further stated it was her
froutine on the day shift to get the residents up
]  first thing and pass water after breakfzst,
Continued interview revealed SRNA #14 tried to
i make sure residents had water but there was no
" sel iime to pass water and sometimes she got

i busy. She stated on 03/05/14 she got a late start

' passing ice because she worked in the dining

i room for breakfast. Further interview revealed

" Resident #8 reguired assistance with meals and
| whoever assisted him/her with breakfast should
" have made stire water was available and the

| overbed fable was within reach.

i interview with LPN #8, on 03/08/14 at 3:50 PM,

" revealed she took care of Resident #8 on

i 03/05/14, but was nat aware the resldent's water
* pitcher was empty and away from the resident.

, The LPN stated when she gave the resident his
s morning medication the water pifcher was near
; the resident and had water, She further staled
avery time staff go Into a room, they were to

i check to see if the resident had water.

§ Interview, on 03/08/14 at 7:56 PM, witl1 the
Drector of Nursing (DON) revealsd it was her

‘ensure residents had water avallable and
i accessible whensver they want in the residents

1
i

i expeclation staff should conslder fiuld needs and |

compliance is not achieved at that time, the
responsible Department Head will face
personne! action.

Y Criteria #5 April 9, 2014
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