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F 000 | INITIAL COMMENTS F 000
A Recertification Survey was Initiated on
0113115 and concluded on 01/15/1 5. The facility
was found not meeling the minimum
requirements for recertificatian with deficiencies
clied at the highest scope and severily of an "E*, Preparation and execution of this plan of correction docs e
F 166 483.10(1)(2) RIGHT TO PROMPT EFFORTS TO F 166 not constitute an admission of or agreement by the -16-15
88=0 | RESOLVE GRIEVANCES provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiency, This Plan of
Correction is prepared and excented solely because
A re.s‘dam ha“: the ﬂght lo prompt efforts by the Federa! and State Law require i Compliance has been;
facility 1o resoive grievances the resident may and will be achieved no later than the Jast comipletion
have, inciuding those with respect to the behavior date identificd in the POC. Compliance will be
of other residenta, mainisined a5 provided in the Plan of Comection,
“ailure to dispute or challenge the alleged deficiencies
below is not an admission that the alleged facts occurred
This REQUIREMENT Is not met as evidenced s presented in the slatements.
by: Residents Affected
Based on Interview and review of the Resident SElecil:irinlly al'l' residents _\;ho preﬁ: aqq nrl;e pll:ylslicnlly
Council Minutes and facllity policy, it was able to have showers, residents wha sit in the hallways
determined the facillly falled 1o have an effective :"ﬂdm”;’fcﬂu;;g;i::: ] f{,‘;,,"‘:;:';‘,,;ﬁg“;j
system in place o ensure grievances voiced by concerns hes & potential to be alfecied,
the Resident Council were followed up an with the I
Council. Mal{lﬂc::rlnn of Other Residents L
Specifically all residents wio prefer and are physically)
nble 1o have showers, residents who sit in the baivays|
The findings include: and residents who eat their meals in the dining room are
affccted; in addilion all residents with grievances or,
Review of the policy, presented by the {acility as concems has a potential to be ffected, -
the current policy on 01/13/15, titled Investigating :;";:‘;:;"H’;}:‘::‘y’:’ t::'m":g'::nﬂ:":}:' ;:;'l‘i‘l”; ‘;‘; d;:;::
Grievances and.Complalnts. dated 04/23/10, monitoring with testing of nir temperaiures daily by the
revealed the resident or person acting in behalf of maintenance director (o ensure air temperalures o
the resident, would be informed of the findings of within acceptable range of 71-81 degrees F.
the investigalion, as well ag any corrective actions Administrator initinted  residen council meetin
o B wai
recommended, within (blank) working days of the held on 2-5:15 by the socinl services director and
filing of the grievance or complaint, aclivitics director 10 cnsure that resolutions and action
+ items were reperted 1o the group and followed-up with
Review of the palicy, presented on 01/14/1 5, titled their concems for the last 3 monthly resident counei
Resident Concern and Grievance Program, dated mectings.
12(04/14, revealed the program acknowledged Systemic Changes
L~ The maintenance director is cheeking nir lemperatures
\BORATORY\DIRECTOR'S O'C'P/ROVIDEHISUFPUEH REPRESENTATIVE'S SIGNATURE TITLE 1X8) DATE
ra——
A&tlmtmh >{'l'/‘ Z I iX l/\,

W deﬂdeémal%znt ending wlth an asterisk (*) denotes a deficiency which the inslitution may be excused from
@ sulficient protaction 1o the patlents. {Ses instiuclions.) Except lor nursing homas, tha findings slated abave are disclosable 90 days

her saleg&

llowing the date of survey whether or nol a plan of correciion is provided. For nursing homes,
Iys following the date these documents are made available lo the facility. Il deficiencies are clled, an approved plan o

ogram participation,

cortecling praviding i Is determined that

the abave findings and plans of correction are disclosablg 14
fracilon is requisile ta conlinued
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F 000 | INITIAL COMMENTS Fooo
A Recertification Survey was initiated on
01/13/15 and concluded on 01/15/15. The facility
was found not meeting the minimum
requirements for recertification with deficiencies
cited at the highest scope and severily of an "E", Preparation and exceutien of (his plan of comection dovs 216
F 166 { 483.10{)(2) RIGHT TO PROMPT EFFORTS TO F 166 not constitwe an odmission of or agreement by the ~16-15
8§5=0; RESQLVE GRIEVANCES provider of the truth of the facts alleged or conclusions
sct forth in the statement of deficicncy. This Plan of
Correction is prepared and executed solcly because
A r?.SIdam has the r}ght o prompt efforts by the Federal and State Law require it Comnplinnce has been
facility to rescive grievances the resident may and will be achieved no later than the last completion
have, including those with respect to the behavior date identificd in the POC. Compliance will be
of other residents, wzintained a5 provided in the Plan of Correction,
Fatlure (o dispute or challenge the alleged deficiencies
! below is not an admission that the alleged focts occurred
This REQUIREMENT is not mat as evidenced 5 prescnued in the statements.
by: Resldents Affected
Based on interview and review of the Resident 05::0:2?“! "Jl' residents _‘;"Dul"'c{:" “,':‘! ":‘Ml’hh)n?li‘“"y
H H H c ave showers, residents who si n wnys
gotuncl! M:;I :_llasf aﬂif’ fafiil; %ﬁmlﬁy' it was ffacti and residents who eat their meals in the dining room are
etermined the facility faile 1o have an effective affected; in addition all residems with grievances or
system in place to ensure grnievances voiced by concerns has a potential 19 be affected,
1 ith
g::ul:;Tidenl Council were followed up on with the Ientification of Orter Residems
* Specifically all residents who prefer and arc physically
. able to have showers, residents who sit in the hallways
The findings inciude: and residents who eat their meals in the dining room are
aflected; in nddition. all residents with gricvances or
Review of the palicy, presented by the facility as cancems has a potential 1o be affected. .
the current policy on 01/13/1 5, titled Investigating g’;:';;ﬂm:;’ ,:‘,:u‘;::oﬂ:a:;,? m?:y ::lr: d;::::
Grievances and Complainls, dated_0412311 0, monitoring with testing of air lemperatures daily by the
revealed the resident or person acting in behaif of mainienance director to ensure nir temperatarcs are
the resident, would be informed of the findings of within acceptable range of 71-81 degyees F. !
the invesligation, as well as any co." gctive aclions Administrator initiated a cesident council meeting was |
recommended, within (bfank) working days of the leld on 2-5-15 by the socinl scrvices director and
filing of the grievance or complaint. ! activities director (o ensure that resolutions and action
i , items were reported fo the group and followed-up with
Review of the policy, presented on 01/14/1 5, titted their cancerns for the last 3 monthly resident council
Resident Concern and Grievance Program, dated meetings.
12/04/14, revealed the program acknawledged Systemic Changes
The maintenance dirccior is checking qir temperatures |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER AEPRESENTATIVE'S SIGNATURE TIMLE (X6} DATE -
23

Any deficiency statement ending with an asterisk ("} denates a deficiency which tha institution may be excused from correcting providing it is datémined that
other sateguarda provide sufficient profection (o the patients, {See instructions.) Except for nursing homas, the lindings statad abova ara disc!
fallowing the date of survey whather of not a plan of correction Is provided. For nursing homes,
days foliowing the dale thesa documents are made available lo the facility. If deficiencies are cited, an appraved plan of carection is requlsite to continued

program participation.

——p——

la 90 days
the ahove findings and plansicf carrecifan ark: c";:s_a_lzlg,} 4
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including bath shower rooms, hallways and the dining
F 166 | Continued From page 1 F 166 | oom  daily lhrm!gt_oul the facility to cnsure air
. A temperaturcs are within normal range,
the right of residents to voice concerns and the The ai temperatures are being logged on o daily sudit
expectation of prompt efforts by the facility to sheet by the Maintenance Director; if the temperatire s
resolve them. The policy furiher stated the found 1o be below 71 degrees, the administrator will be
program was suppo"ad by the Resident Council. natified immediate corrective action will be taken,
Hawever, the policy did not contain information . - L
g P ! The Administrator has defegatcd the responsibility of
d":ec"on' respansible person, or follow up to any canducting o monthly resident council to the Activities
grievance voiced by the Resident Council. It Director with the Socinl Services to be present at the
further did not state how, when, or by who would meeting fo record any gricvancesfconcems. A new
be responsible for that follow up to ensure the resident council minutes form was _implemented on
Resident Council was afforded the the right to a 23015 which includes the following information,
rompt resolution Officers in altendance, residents in altendance, staff
P P " mentbers invited by resident council to attend, minulcs |
) from the previous meeting which includes check boxes
Interview with the Resident Council through tha to ensure the previous minutes arc read amd approved,
Quality of Life Assessment Group Interview, on read ond approved as corected and any council
01/13M15 at 2:00 PM, revealed seven (7 concems from previous meeting were reviewed nind
residents were in attendance including the R‘:m::lnius old business which includes listing follow
President of the Rgsldent Council. DUI_'ing the up items from previous minutes and the identified stalf
interview process five (5) of the council members person responsible for correction, Also includes e
stated that muitiple concerns had been voiced business consisting of listing issues, action token and
regarding the lemparature of the facllity, in person responsible. Form also includes compliments or
paiticuiar, the shower rooms on the A Unit, B Unit noles vg e “"":‘2" “S'l‘!fi';;-" rights were
. reviewed and a tepocting on any policies or procedures
and the dm.ing room. The counFH stated they had devcloped/ revisedfupdaies in the last 30 days, A daic
not Only vaiced th_e concern du"ng the Council and time is set for the next miecting and o signalure is
meetings, but during showers and meals to other niequired from resident sceretary,
staff. The Council further stated they did not By wiilizing this form, alf previous minutes, concerns,
know what was being dane about It and no one gricvances, carcctions and persons  responsible for
 had come back to the Council to follow up with The S oo be S‘f“d out loud to '.‘:l‘"""‘ c°""°l:"
them. In addition, the Council stated the concemn Resident Countil is wony 1o s Ponsible ta ensure the
| cpt informed of progress as
with the temperature was still a valid concern. dc’"j,:w bc#‘_, i lh';‘ fiew i_:,l,p;:m,,!,l?:ed g,imm;
procedures. This new form wil utilized a1 eac
Review of the Resident Council minutes, dated resident council by the Aclivities Director at cach
10/14/14, 11/1214, and 12/10/14, revealed the Ef.i‘ii‘ﬁi:“&f:’:‘:‘:f- W'":ﬁ kil the _ﬁdmu:;sw:lf
. . ; ing, grie will go through
Council had voiced concerns regarding the the grievance procedure described belot
temperature of the shower rooms and dining
room including the haliways in Navember and The facility has implemented a new Grievance/Concern
December 2014. The minutes did not reflect an Program which consist of the following components:
¥ vhi 8 component
rasolution to the Council's cancerns. The The Administrator has delegaied the responsibility of|
minutes simply stated old business reviewed with g:mﬁe;m: :fﬁﬂ':&?ﬁ;&?ﬂﬁﬁm If": sw;'
no menlion of the cold temperature concerns, gricvances or complaints The  sogial m“‘f.m“
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department may obtain assistance from the depantmemt

5 the gri igingted,
F 166 Continued From page 2 F 168 Upeoﬁ"r:cv:i’;:cleo?'rr;‘?e:ancc and/or complaint, the social

setvices depeniment, with any assistance needed [rom

interview with the Activities Director (AD), on the other depurtinents, will investigate the allegations
01/14115 at 8:40 AM, revealed the Council's and submit a writien roport of such findings 1o he
concems were written in the minutes. The next :,\1:";;ﬂ::n“:zra:ﬂ;':'cﬁ;ﬁ:i’n:wm"g L
day the concerns were presented in the marning The Administmtor will review the findings with the '
meeting o the respective depariment head. The (person invesligating the complaint 10 detenmtine what
responsible depariment head was to write a plan | eomrective actions, if any, leed ta be taken,

of correction and return it 1o the Activifles 'T'“ resident, rosident council concems, or person filing
Director. The department heads wrile something il e s and/or complaint on behalf of the residen,

will be informed of (he findings of the investigntion and

in the Social Services log. However, he was not the actions that will be inken o correct any identified
sure what that was. The AD further explained at problems, The Administralor, Social Service Direstor or
the beginning of each meaeting he went over old Auivitics. Director will make such reports omily within
business; however, he would ask the Council if {7} working days of the filing of the grievance or
they had any old business and did not verbalize %%T‘;l?.!?;fiﬁli'éﬁfﬁi'&’w or social scrviced assistant
what those concerns were from the last mesting. will conduct a follow-up with the resident including
He furiher stated he did nat follow up with the fesident council members, concenving the resolution of
Resident Cauncil on resolutions lo cancemns in the gricvance in (7) 10 (10) days afier nction plan was
hetwaen meetings and thought the Director of implerpcnlcd 10 cnsure cerrective action was successful
Nurses or Social Services did that. and grievance is resotved.

Should the resident not be satisfied with the result of the
investigntion or il grievance/concerm/complaint  not

Interview with the Social Services Direclor (SsDy, resolved, o new gricvance will be initiated by the social
on 01/14/15 at 9:05 AM, revealed concemns are services depariment and a new setion plan for resolution
raceived in the moming meetings and each area l\;i"llgfli"l'i‘zzl:)leﬁlcn:::‘;dcnt concems/grievances will be
's Investigated hy the departn?ent_ head discussed in the daily Continuos Quality Improvement
rasponsible, A plan of carrection is developed, (CQI) meetings, (previously referred 10 as daily QA
returned to the Activities Director and then to her. ncetings), .
She reviews to see if it was resolved and il not, The gricvance logs. resident council mimutes and action
then she would address the cancern. She stated  plans will be submitted 10 the mt;nll[;i}' QAA mectings
indivi to oversee that gricvances are resolved.
lfha or:ly followed t;‘p v;rith Ilhe mctljlwdual. Alog was tn-service training on the new Grievance Program was
ept of concerns, the g lracked the concefn, conducted with the Social Services Dircctor. and the
summary of the plan of correction, and the actual Facilities Depatment Manngers on 2.9-15 by the
resolution was kept in the binder as weil, Adminisirator.
Interview with the Interim Director of Nursing, ﬁvﬂffﬂffﬂf wre Tog will be given 1o the
. c uir temperalure 4
(DON), an 01/!4! 15at 8:11 AM, r Ll t.he administrator by the mainicnance director doily to
DON and Administrator speak with the resident ensure air lemperatures are aceeptable.
as an individual, notas a Coun_cil. She slaleq she All progress of completed repairs and necyed repairs
was not involved in follow up with the Council that will be reviewed in the daily Conlinuous Quality
it was discussed as old business in the Resident
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Improvement (CQI) mectin reviously referred 1o as
F 166 | Cantinued From page 3 F 166 dni;l,y QA m(nlgg; The gr;t?lls of Ili’: daily water
Council meetings. Any concerns are addressed ichiperalur monitoring will be reported at the monthly
on an individual basis, She further stated if mora QAA mecting by the administretor.
than one resident had a concern then she would In addition all resident concems/grievances will be
seek to see if other residents had the same discussed in the dnily CQI meetings and the gricvance
concern. She stated the concerns wers laken to "°%’- esident council minutes and action plans will be !
Quality Assurance and fallow up was completed ;‘r’i;"’:: e ':': ;"cg:"‘::’og:d" CELNgS 10 oversee thal
as quickly as possible depending on the action ’
taken; however, it was with the individual and not
the Council as a whole. . . . 2.16-15
F 225 | 483.13(c)(1)(ii)-(i}, (c}2) - (4) F225| Proparation and cxecution of this plan of | 2-16-
$5=D | INVESTIGATE/REPORT correction does not constilutc an admission of
ALLEGATIONS/INDIVIDUALS el OF i ruth of the
ocls alleged or conclusions se [v] n 1
The facility must not employ Individuals who have Giement of - doficiency.  This Plan of
A Correction is prepared and executed solely
been found guilty of abusing, neglecting, or because Federal and State Law require it
mistrealing residents by a court of law; or have Compliance has been and will be achieved ng
had a finding entered into the State nurse aide later than the last completion date identified in
registry concerning abuse, neglect, ml_strealmeni the POC. Compliance will be maintained as
of residents or misappropriation of their property; provided in the Plan of Correction. Failure to
and raport any knowledge it has of actions by a dispute or challenge the alleged deficiencies
court of law against an emplayse, which would below is not an admission that the alleged facts
indicale unfitness for service as a nurse aide or occurred as presented in the siatements.
other facility stalff to the State nurse alde reqis
or licenslngyauthorities. sty Residents Affected
Resident #14 was observed and assessed on l&
The facility must ensure that all alleged violations 14-15, 1-15-15 and 1-16-15 by charge nurse an
involving mistreatment, neglect, or abuse, the "“’i“: a “‘:"’al‘”tsi di"“'l’rl 6‘;’5'“".""“ ma
including injuries of unknown source and %"-"'i‘:lh":“ e c':: on °“fc;nc;m lf;ﬁ:"bu:
misapprapriation of resident property are reported nﬂimfé' e;“ fiew areas o
immediately to the administrator of the facility and . .
to other olficials In accordance with State law The nursc completing the physical assessment
through estalished procedures {including to the on resident #14 afler the abuse allcgation was
St survey and oricaton agoncy) B e o A
The facility must have evidence that all alleged SRS
violations are thoroughiy investigated, and must The abuse investigation was re-opened on 2-4-
prevent further potential abuse while the 15 and was compicted on 2-9-15 o include
investigation is in progress. interviewing of all staff working on that unit the
| night of the complaint; no new findings
FORM CMS-2567(02-59) Pravious Varsions Obsolata Event ID: 08VI11 Faefity 10; 100818 If continuation sheat Page 4 of 58
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The results of all investigations must be reported
ta the administrator or his dasignated
representative and to other officials in accordance
with State law (including 1o the State survey and
certification agency) within 5 warking days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of facilily's abuse investigation tool, it
was determined the facility failed to ensurs the
safety of all residenis after an allegation of abuse
was made. The facility failed 1o promplly remove
the alleged perpetrators from the resident care
area and not altow them to relurn until the
allegation was determine to be substantiated or
not. In addition, a complete nursing assessment
of the potential victim of harm was not
documentad and all potential staff witnesses were
not inlerviewed for one (1) of twenty-one (21)
sampled residents (Resident #14) and ane (1) of
one (1) unsampled residenls (Unsample Resident

The findings include:

Review of facility's policy Abuse Investigation
Toaol, not dated, revealed the individual
conducting the investigation would, at minimum,
| review the resident medical record to determine
evenls leading up to the incident; interview tha
person(s) reporting the incident: interview any
wilnesses to the incidenl; interview the resident;

interview staif members (on all shifts) who hava

{x4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
identified.
F 225 | Continued From page 4 F 225

On 2-9-15 all interviewable residents on that
unit have been questioned by the social services
direetor for any concerns with any siaff
members; no further concerns identified,

Identification of Other Residents

All residents receiving care at our facility are
potentially affected; any alleged abuse which
would include: verbal, physical, mental, sexual,
emotional, involuntary seclusion and neglect are
being thoroughly investigated which consists
of: reviewing the residents medical record 10
detennine events leading up to the incident,
interviewing the person reporting the incident,
interviewing any witnesses to the incident,
interviewing  the resident (as  medically
appropriate), interview attending physician as
needed, interview stalf members (on all shifts)
who have had contact with the resident during
the period of the alleged incident, interview
roommate, f{amily members and  visitors,
intcrview other residents to whom the accused
cmployce provides care or services, review all
events leading up to incident, determent what
residents were affected by the incident, other
circumstances thal may cffected the incident,
oblain witness reports in writing and obtained
before  leaving  the  building,  inform
Ombudsman, ensurc during investigation the
accused indjvidunls NOT employed will be
denied unsupervised access to the residents, the
accused will be suspended from the facility
during the investigation, keep resident and/for
representative informed of progress, complete
the “Resident Abuse Investigation Report
Form™ and report  within the 5 days of
investigation to OIG, local police department
Ombudsman and any required state and local
agency required by law,

The [acilitics abuse policy was updated by the
Adminisirator on 2/13/15 to suspend accused |
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cmployces immediately to cnsure accused
F 225 Continued From page 5 F 225| employeces are removed from any chance of

* to 0114115, revealed nursing did not make any

had contact with the resident during the period of
the alleged incident; interview Ihe resident's
roommale, family members, and visitors:
interview other residants to whom the accusad
employee provided care or services; review all
evenis leading up to the alleged incident;
delermine any patterns with geography; staffing
levels at the time of the incident; determina what
residents were affecled by the incident;
employees during the investigation may be
suspended or reassigned 1o nonresident care
duties; and, each interview would be conducted
separalely and in a private location,

Observalion of Resident #14, on 01/15/15 at
11:45 AM, revaaled the resident was in the dining
room. Resident #14's left eye appearad slightly
puffier than the right eye. The left eye had what
appeared to be a dried red substance in the outer
comer of the eyeiid.

Review of Resident #14's medical record
revealed the facility admitted the resident on
02/28/14 with diagnoses of Organic Brain
Syndrome, Alzheimer's with Psychotic Disorder,
Aphasia and Glaucomna. Review of the Nurse's
Notes for Resident #14, daled between 01/09/15

notes in Resident #14's chart aboul the allegation
of abuse {o Resident #14 or any assassments
completed as a result of the abuse allegation.
Review of the Social Service documentation,
dated 12/27/14, revealed Resident #14 scored a
ninaty-nine (99} an the Quarterty Minimum Dala
Set assessment for cognition, Indicating the
resident was severely cognilively impaired,

Review of the Nurse's Notes for Unsampled

Residenl A, dated between 01/06/15 to 01/14/1 5,

resident care.  The phrase “renssign uaccused
employees to nonresident care dutics™ was
omilted from the facility’s policy. The
administrator in-scrviced the department heads |
of the revision to the abuse policy on 2-13-15.

Systemic Changes

The facilities abuse policy was updated by the
Administrator en 2/13/15 to suspend accused
cmployees immediacly 10 ensure accused
employees are removed from any chance of
resident care.  The phrase “rcassign accused
employees to nonresident carc dutics™ was
omitied from he facility’s policy. The
administrator in-serviced the department heads
: of the revision to the nbuse policy on 2-13-15,

The facilitics abuse investigation protocol was
revised on 1-21-15 1o include a section for
initiation of =& Root-Cause-Analysis
determination. This analysis will be conducted
by the IDT the following business day from the
day the incident is reported and will be
completed within 3 days.

The Regional Director for Clinical Services
conducted an Abuse in-service training on
recognizing, determining root cause analysis
and investigating abuse allegetions for all
management staff on 1/22/15.

An in-service was conducted on 1-22-15 and |
was completed on [-26-15 with all nursing staff
by the Dircctor of Nursing on completing
incident report. and conducting a head-le-toe
physical  assessment  with  completed
documentation on alt alleged abuse allegations
and included the new section of policy.

All investigative documents including the
Long-Term Care  Facility-Sell’  Reporied |
Incident Form, the Abusc Investigation Tool |
form,_and the Resident Abusc Investigation |
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F 225 . Continued From page 6

revealed nursing did not make any notes in
Unsampled Resident A's chart about the resident
raporting abuse.

Review of the Resident Abuse Investigation
Report Form for Resident #14, dated 01/13/1 5,
revealed Unsampled Resident A made an
allegation of abuse against the CNAs who were
providing care to his/her rcommate, Resident
#14. In the section of the Resident Abuse
Investigation Report Form to include relevant
hislory, the Administrator included the diagnosis
of Unsampled Resident A, the reporting resident, |
The Administratar documented that ha comipleted
an interview with Unsampled Resident A. In the
interview, the Administrator asked the resident
how his/her stay was golng and how hissher night
was on 01/13/15. in this interview, the resident
staled that his/her stay was fine and that hefshe
would like to be home with his/her family.

Interview with Unsampled Resident A, on
01/15/15 al 10:50 AM, revealed Unsampled
Resident A made an allegation of abuse on
hisfher roommate's behalf. Unsampled Resident
A slaled that he/she was lying in bed on the
evening of 01/13/15 and heard a male staff come
into Ihe room to assist his/her roommate lo
change his/her clothing. Unsampled Resident A
staled he/she heard what sounded like a loud
slap noise and heard hisfher roommate cry out,
Unsampled Resident A stated he/she stood up,
locked around the privacy curtain, and saw
his/her raemmate sitting in his/her wheslichair and
slumped to one side in the chair. Then the male
CNA pulled the privacy curtain. Unsampled
Resident A stated he/she yelled al the CNA and
he left the room. A staff person who was silting at

the nurses' station came down the hall to find aut

Report Form, all the written stalements from
F 225] accuscd employees before leaving the building.
inlervicws of persons reporting the incident,
inlervicws of any witnesses, interview of stall
members, interviews  with  resident’s
roommates, family members and  visitors,
timeline of event, interviews with other
residents, 72-Hour assessments (ollowing the
incident. notes from root cause analysis and
stalfing levels will be reviewed by the
Administrator to ensure all documentation is
completed and that the facilities investigative
" protocol was followed.

The QAA determined that all aspects of an
abuse investigation will be reviewed by the
facility’s Regional Clinical Quality Assurance
Director ar Regional Director of Operations |
within 24 hours of the alleged abuse and when |
the 5 day investigation is completed for future |
complionce of each investigation, idcntil‘yingl
the rool cause and completion of all
documentation and that a thorough invesligalionl
was completed

Manitoring

The QAA determined that all aspects of an
abuse investigation will be reviewed by the
facility’s Regional Clinical Quality Assurance
Director or Regional Director of Operations
within 24 hours of the alleged abuse and when
the 5 day investigation is completed for future
compliance of each investigation, identifying
the ot cause and completion of all
documentation and that a thorough investigation
was completed

This will validate that: any alleged abuse which
would include: verbal, physical, mental, sexual,
cmotional, involuntary seclusion and neglect are
being thoroughly investigated which consists
of: reviewing the residents medical record to
determine cvenls Icading up 1o the incident,
ifitervicwing the person reporting the incident,
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what had happened. Unsampled Resident A
stated he/she reported the incident to that slaif
person. Unsampled Resident A stated that no
stalf came back to check on his/her roommate
and no staff came to talk to him/her again about
the incident.

Interview with the Unil Manager (UM) on the A
Unit, on 01/15/15 at 3:00 PM, revealed
Unsampled Resident A reported to her around
9:00 PM that he/she witnessed an Alrican
American male treat Resident #14 roughly while
putting the resident to bed. The UM also stated
Resident #14 was non-verbal, made
verbalizations and banged on his/her wheelchair,
but was unable to speak words. She stated
Unsampled Resident A alleged there was only
one (1) staif and he did not use a mechanical lift
to transier the resident. The UM said she startad
her investigation by reviawing Resident #14's
medical record. The UM lurther stated she and
the hall nurse should have documented the
allegation in Resident #14's chart. She stated her
investigation datermined twe Certified Nursing
Assistants (CNA) actually had put Hesident #14
to bed using a lift. She stated she cafled them
both to the nurses' station separately, questioned
them regarding care they had provided, and
requeslad tha they write a statement, She staled
CNA #3, who matched the description, was
scheduled to leave at 10:00 PM that avening and
CNA #7 at 9:00 PM. She stated CNA #7
compieted her statement and then leit for the
evening; however, she did not inform the aide
that she would be re-assigned to non-resident
care activities il she returned to work prior to the
completion of the investigation or thal she was
suspended. The UM staled CNA #3 remained at

tha nurses' station and was not im mediately
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interviewing any witnesses to the incident, |
F 225 Continued From page 7 F 225 interviewing  the resident  (as  medicolly

appropriate), interview atiending physician as
needed, interview staff members (on all shifis)
who have had contact with the resident during
the period of the nlleged incident, interview
roommate, family members and visilors,
interview other residents (o whom the accused
employee provides care or services, review afl
cvents leading up 1o incident, determent what
residents weres affected by the incident, other
circumstances that may cffected the incident,
obtain witness reports in writing and obtained
before  leaving the building, inform
Ombudsman, ensure during investigation the
accused individuals NOT employed will be
denicd unsupervised access to the residents and
suspended, keep resident and/for representative
informed of progress, complete the ~Resident
Abuse Investigntion Repon Form™ and report
within the 5 days of investigation to OIG, local
pelice department  Ombudsman and  any
required state and local agency required by faw,

All abusc allepations and investigations will be
reviewed at the Monthly QAA mectings for
compliance and recomnmendations,
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removed from the resident care area. She siated
CNA #3 left at his scheduled time and she did not
inferm him he was suspended or would be
re-assigned if he retumed to work prior o the
canclusion of the investigation.

Continued interview, on 01/15/15, with the UM
revealed she did not continue her investigation
into the allegation of abuse, made by Unsampled
Resident A, untll she returned to work on
01/14/15, She stated she only interviewed the
staff that was assigned to wark on that hallway to
delermine If they had heard or witnessed
anything. She stated the reason she did not
interview Ihe other staff who had the potential to
wilness or be aware of the incident was because
they were not assigned io praovida care to
Resident #14.

Review of Resident #14's Weekly Nursing
Assessment sheet, dated 01/13/1 4, revealed
nursing was to assess vitals, mental status,
neurological status, respiralory status, breathing
pattem, pain, oral mucous, cardiovascular stalus,
peripheral pulses, edema, abdomen, skin and
risk for pressure ulcer, Review of the document
revealed the nurse documented under the
Comments section, no skin issues noled at this
time. The rest of the form was blank.

Conlinued interview with the Unit Manager, on
01/15/15 at 3:00 PM, revealed residents identified
to be the viclim of an allegation of abuse were to
be assessed and she failed to complete the
assessment documentation because it was so
heclic the night of 01/13/15.

Telephone interview wilh CNA #3, on 01/15/18 at
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3:40 PM, revealed the Unit Manager questioned

him regarding the care he provided Resident #14
and requested he wrile a statement. He staied he
was not suspended or re-assigned to
non-resident care activities and ha left at his
requested time of 10:00 PM,

Interview with CNA #7, on 01/15/45 at 5:30 PM,
revealed the Unit Manager questioned her
regarding the care she provided Resident #14
and requested she write a slatement. She stated
she was not suspended or re-assigned to
non-resident care aclivities and she lelt right after !
completing her statement, sometime after 9;00
PM.

Interview with the Administrator, on 01/15/15 at
2:00 PM, revealed he was informed of the
allegation of abuse against Resident #14 on the
evening of 01/13/14. Ha stated he had no
concems regarding the nursing assessment
documentation; however, he stated a parson
could be injured in anolher place besides the skin
. and that the health assessmant was not

i completed. He staled the allegation was made
clase to the end of shift and since both
employees involved were leaving for the night he
Instructed staff to send them home. The
Administrator stated he did not direct staff to
suspend them or ensurae they would not be called
into work during the night.The Administrator
stated he completad tha interview with
Unsampled Resident A and asked him/her how
histher care was, if he/she had any problems, and
how his/her night was. Administrator stated he
did not ask specific questions about the alleged
abuse lo Resident #14, He stated he made his
determination on 01/14/15 thal the allegation was
unsubstantialed and decided no other employee
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ABUSEMNEGLECT, ETC POLICIES

The tacility must develop and implament writlen
policies and procedures that prohibit
mistreaiment, neglact, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based an observation, interview, recard revisw
and review ot the facifity's investigation tool, it
was determined the facility failed to follow their
policy regarding interviewing and protecting
residents from further potential abuse for one (1)
of twenty-ane (21) sampled residents {Resident
#14) and one (1) of one {1) unsampled residents
(Unsampled Residant A).

The findings include:

Review of the {acility's Abuse Investigation Tool
revealed the individual conducting the
investigation would, at minimum, review the
resident medical record to determine events
leading up 1o the incident; interview the person(s)
reporting the incident; interview any witnesses to
the incident; interview the resident; Interview staff
members (on all shifts) who have had contact
with the resident during the period of the alleged
incident; interview the resident’s roommate,

Correction is prepored ond executed solely because
Federal and State Law require it. Compliance has been
and will be achieved no later than the last completion date
identified in the POC. Compliance will be maintained as
provided in the Plan of Correction. Failure to dispute or
challenge the alleged deficiencics befow is nol an
admission that the alleged facts occurred as presented in
the statements.

Resldents Affected

Resident #14 was chserved and assessed on §-14-15, 1-
15-15 and }-16-15 by the unit mansgers and the social
services director completed a psychosocial evaluation on
1~16-15 since the incident end no new areas of concem
have been identified

The nurse completing the physical assessment on resideay
H14 aler the abuse sllcgalion was given onc on ong
training by the Administralor to cnsure nli documents ore
lly completed on E-16-15,

The abuse investigation was re-opened on 2-4-15 and was
completed gn 2-9-15 to include imerviewing of all staff
warking on that unit the eight of the complaint; ne new
findings identified.

On 2-9-15 oll interviewnble residents on (hat unit have
been questioned by the social services director for any
concems with any stafl members; no funher concerns
identified.

Identification of Other Resldents

All residents receiving care at our fecility are potenially
afTected, any alleged abuse which would include: verbal,
physical, mental, sexual, emotional, involuntary seclusion
and neglect are being thoroughly investipated which
consists o' reviewing the residents medical record 1o
determine events leading up 1o the incident, interviewing
the person reporting the incident, interviewing any
wilnesses 10 the Incident, interviewing the resident (as
metically appropriate), interview attending physician as
needed, interview stafl members {on all shilts) who have
hod contact with the resident during the period of the
alleged incident, mierview roommate, family members
ond visitors, imecrview other residents 10 whom the
accused employee provides care or services, review all
events Icading up 10 incident, determent whal sesidents
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actions were necessary. He slated he believed
the investigation into the allegation of abuse was
investigaled thoroughly, even though, all potential . . . .
stalf that could have witnessed or been aware of pocparion and cxcruion,of his p::",m%dm 2-16-15
1ha incident were not interviewed. provider of the ruth of the facis alleged or conclusions
F 226 ; 483.13(c) DEVELOP/IMPLMENT F 226 sct fonh in the statemem of deficiency. This Plan of
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F 226 | Continued From page 11 F 228 | moy effected the incident, obin witness reports in

family members, and visitors; interview other
residents lo whom the accused employee
pravided care or services; ravisw all evenls
leading up to the allegad Incidant: determine any
palterns with geography; staifing lavels at the
 time of incident; determine what residents were
 alfecled by the incident; employees during the
invesligation may be suspended or reassigned 1o
nonresident care duties; and, each interview
would be conducted separalely and in a private
location.

Interview with Unit Manager (UM) #2, on 04/15/i5
at 3:00 PM, revealed she called both CNA #3 and
CNA #7 to the nurses' station separately,
questioned them regarding the care they had
provided, and requastad they write a statement.
She stated CNA #3, who malched the description,
was scheduled to leave at 10:00 PM that evening
and CNA #7 at 9:00 PM. She stated CNA #7
wrote her statement and then left for the evening;
howaver, she did not inform the aide that she
would be re-assigned to non-resident care
aclivities if she returned to work prior to the
completion of the invastigation or that she was
suspended. The UM stated CNA #3 remained at
the nurses' stalion, while he completed his written
statement, and was not immediately removed
from the resident care area. She stated CNA #3
left at his scheduled time and she did not inform
him he was suspended or would be re-assigned If
he returned 1o work prior to the conclusion of the
investigation.

Continued interview with the UM, on 01/15/5,

| revealed she did not continue her investigation
into the allegation of abuse, made by Unsampied
Resident A, until she returned to wark on

01/14/15, She stated she only intsrviewed the

wriling and obtained before leaving the building, inform
Ombudsman, ensure during investipation the eccused
individuals NOT employed will be denied usupervised
access 0 the residents, keep residem  andfor
represenintive informed of progress, complete the
“Resident Abuse Investigation Report Form” and report
within the 5 days of investigation to OIG, loczl palice
department Ombudsman and any required siate ond local
agency required by lnw.

The facilities obuse policy was updmed by the -
Administmior an 2/13/15 to suspend accused employees
immediately to ensure accused cmployces are removed
lrom ony chance of resident care. The phrase “reassign |
accused employces to nonresident care duties” was|
osmitted from. the facility's policy. The administrter in- |
serviced the depanment heads of the revision to the obuse |
policy on 2-13-15 |

Srstemiie Changes

The facilities abuse policy was updated by the
Adminisirator 2/13/15 to suspend accused employees
imediately 1o ensure accused cmployees arc removed
from any chance of resident care. The phrase “reassign
accused employees to nonresident care * duties™ was
omitted from the facility"s policy.

The facilities abuse investigation peotocol was revised on
[-21-15 10 inclode a section for initiation of a Root-
Cuuse-Analysis determination.  This analysis be
conducted by the IDT the following business day from
the day the incident is reported and will be completed
wilhin 5 days,

The Regional Diteetor for Clinicat Services conducted an
Abuse in-service Imining on recognizing, determining
root cause analysis and investignting abuse allegations for
| all management staf¥ on 1/22/15.

i An inservice was conducted on 1-22-15 and was
completed on 1-26-15 with all nursing staff by the
Director of Nursing on completing incident report, and
conducting o head-lo-loe  plhiysical assessment  with
completed documentation on ali alleged nbuse allegations
and included the new scction of palicy.

All investigative documents including the Long-Term
Care Facility-Sell Reported Incident Form, the Abuse
Investigation Taol form, and the Residemt Abuse
Invesugation Rcpan Form, all the written statements
from accused employces before leaving the building,
interviews of persons reporting the incidem, interviews of
any witnesses, interview of sinff members, interviews
with resident’s roommates, family members and visitors, °
timeline of event, inlervicws with other residents, 12 ¢

FORM CMS-2567(02-95) Previous Versions Chsolate Evant ID: D&V

Facility 19: 100818 Il continuation sheel Page 12 of 58-



PRINTED: 01/30/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185434 8. WiNG 01/15/2015
NAME OF PAOVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIF CODE
1012 RICHWOOD WAY
PROVIDENCE RICHWOOQD LA GHANGE, KY 40031
(x4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORAECTION {xs}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nsseneongsu TO THE APPROPRIATE DATE
FICIENCY}
Hoor assessments following the incident, notes from root
F 226 | Continued From page 12 F 226 cause analysis and staffing levels will be reviewed by the
stalf that was assignad 1o work on that haliway to n‘“n'i"h'.?.',’ﬂ'?2:1'?.53?5535';;‘13‘5‘%3‘23&‘&?&'23‘
determine if they had heard or wilnessed The QAA detcrmined that ofl aspects of an abuse
anything. She stated the reason she did not investigation will be revicwed by the facility's Regional
interview the other staff that had the potential to Clinical Quality Assurance Dircctor or Regional Director
witness or be aware of the incident was because of Operations within 24 hours of the alleged abuse and
) : when the 5 day investigntion is completed for funure
they were not assigned to provide care to compliance of cach Investigation, identifying the root
Resident #14. cause and compketion of all documentation eod that a
thorougls investigation wats completed
Telephone interview with CNA 3 on, 01/15/15 at Monitoring
3:40 PM, revealad the Unit Manager qucf.slioned The QAA detcrmined that all aspects of an abuse
him regarding the care he provided Resident #14 investigation will be reviewed by the facility’s Regional
and requested he write a statement. He stated he Crliglml ?iwlil!v f;:;ur;:cﬁ E'ismmur:fe?dm;lhlﬁr:ez
. [« peralions within 0 [ c 1 o
L I‘IOI[SUSp ended D!' .re assigned ta when the 5 day investigation is completed for fulure
non-resident care activittes and he left at his compliance of cach investigation, identifying the root
requested time of 10:00 PM, cause and completion of all documentation mnd that o
lho_rnugh invgaigation was completed, .
Interview with CNA #7 on, 01/15115 at 6:30 PM, s et o 817} Scpel shuse bt ot
revealed tha Unit Manager questioned her involuniary seclusion and neglect are being thoroughly
regarding the care she provided Resident #14 awestigated which consists of: reviewing the residents |
and requested she write a statement. She stated 'm""?.}“l fecend ';in“';:“:';s‘"m:mﬁ?:s'"ﬁl up ‘:‘;k“":
incident, interviewing on e inciden
she was not suspendeq_or re-assigned lq intervicwing any witnesses Io the incident, interviewing
non-resident care activities and she left right after the resident (as medically appropriate), interview
camplating her stalement, sometime after 9:00 atending physician as needed, interview staff members
PM. (on all shifis) who have had comact with the resident.
dunng the period of the alleged incident, intervicay!
) : roamimate, family members and visitors, iterview other
Interview with the Administratar on, 0171515 at residents to whom the accused employes provides care or
2:00 PM, revealed he was informed of tha services, review all events leading up to incident,
allegation of abuse against Residenl #14 on the ::;:?:f;:;‘”:m'ﬂm'u;f“:gﬁ‘fﬁem ‘I"L 'I'“;';T.:
evening of 01/13/14. HB' stated he had l:lO wilness eeponts in wriling and obtained before !mv:ing the
concemns regarding the investigation or interviews building, inform  Ombudsman, csure  during,
conducted. He stated Ihe allegalion was made investigation the accused individuals NOT emplayed will
close to the end of shift and since both :;p‘:’;':_ Lm'ﬁxuﬁggﬁmﬁﬁgm’
employees involved were leaving for the night he of progress, complete the "Resident Abuse Investigation
did not direct staff to suspend them or ensure Report Form™ and report  within the 5 days of
they would not be calied into work during tha investigation  to OIG, local policc  department
night. He stated he made his determination the 2?;?$ma;nd B
next aftemoon that the a!lega“m was Al abuse allepations and investigations will be reviewed
unsubstantiated and decided no other employse & the Monthly QAA mectings for compliznce and
actlons were necessary. He siated be bellaved secommendations,
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The facility must provide housekeeping and
malntenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT Is not met as evidenced
by.

Based on observation and interview, it was
determined the tacillty failed to ensure resident
sinks wera In good repair to prevent potential
injury from cuts and/or skin tears from rough
edges where the porcelain finish was missing for
three {3) of fourteen (14) sinks. (Room 301, 314,
and 402)

The findings include:

Tha facility did not provide a palicy on the
maintenance and upkeep of rasident equipment.

Observation of fourteen (14) rooms to obtain
water temperatures on 01/13/15 at 10:05 AM,
revealed rooms 301, 314, and 402's sinks on the
inslde of the bowl nearest the resident had the
porcelain missing with rough edges exposed.
There were no residents present at the time of
the observations.

Interview with the Maintenance Director, on
01/14/15 at 9:45 AM, revealed the sinks had been
in place since the building opened. These sinka
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F 228 | Continued From page 13 F 226
the investigation into the allegation of abuse was
invesligated thoroughly, aven though, all potential
staff that could have witnessed or been aware of
the incident were not interviewed.
F 253 | 483.15(h){2) HOUSEKEEPING & F 253 Preparation and exccution of this plan of 2=2H,- i3]
5s=D | MAINTENANCE SERVICES correction does not constitute an

admission of or agreement by the provider
of the truth of the facis alleged or
conclusions set farth in the stalement of
deficiency. This Plan of Comection is
prepared and executed solely because
Federal and State Law require it
Compliance has been and will be
achieved no later than the last completion
date identified in the POC. Compliance |
will be maintained as provided in the Plan
of Cormection. Failure to dispute or
challenge the alleged deficiencies below
is not an admission that the alleged facts
occurred as presented in the statements.

Residents Affected

Resident #301, #314 and #402 sinks were
repaired and open areas were sealed by
the maintenance director on 1-17-15.

Idensificadion of Other Restdents

An audit was conducted 1/21/15 ty the
maintenance director which indicated that
no other sinks were in need of repair.
Systemic Changes

A new system was developed and
implemented to include housckeeping and
maintenance to conduct a weekly room
inspection,

This maintenance/housckeeping directors
will inspect each room once a weck
including the inspection of each sink
basin to ensure no repairs are needed,
Any needed repairs will be submitted
through the facilities work order process.

i’. fff 5=

L~
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253 | Continued From page 14 F253| Monitoring
were slated to be replaced during renovation; The weekly room inspections will be
however, there was no dale certain for this tumed into the administrator for review
remodel to accur. The Maintenance Diraclor and follow-up and the progress of the
stated his only option at this point would be 1o fix repairs and needed repairs will be
any leaks as they occur. He further stated there reported and discussed in the daily
was no plan in place to ensure the residents were Continuous Quality Improvement (CQI)
nat injured until the renovation; however, the gi";:‘ﬂ'i;g;“;‘:‘“:zjmmgem “l‘::ﬂltf_
Lo 3 N Tesults o
Administrator may have knowledge of a plan. the weekly rounds will be e ey
Interview with the Administralor, on 01/14/15 at &Aﬁwmﬂ%b{ the Administrator for
2:25 PM, revealed thers had been no approval by | pliance.
the corporate oifice for the remodel and was not |
aware the porcelain was missing from tha sinks.
He staled thera was no plan and the sinks would
be replaced in the next three (3) weeks. However,
thera was no plan provided for the three (3) week
period to ensure the residents wera not injured.
He turther stated he was not sure if the sinks
could be repaired and they would have to find
. another sink they could use or find another room
tar the resident.
F 257 | 483.15(h)(6) COMFORTABLE & SAFE F 257 Preparation and  cxccution of this plan of 2-16-15
$8=D | TEMPERATURE LEVELS corrcction does not constitule an admission of or
agreement by the provider of the truth of the facts
The facility must provide comforiable and safe alleged or conclusions sct forih in the statement of
temperature levels. Facilities initially certified deficiency. This Plan of Correction is prepared
after October 1, 1990 must maintaln a and sxecuwdcsulcl:]r becauie chbcml undds:mf:“La;:
o require it. Complionce has been and wi
lemperature range of 71 - 81° F nc‘lltievcd no lnlmc‘: than the last completion dale
dentified in (he POC. Compliance will be
. , i maintained as provided in the Plen of Comrection.
This REQUIREMENT is not met as evidenced Failure to dispute or challenge the alleged '
by: deficiencies below is ol on admission that the |
Based on observation, interview, and review of alleged facts occurred as  presented in  the
the Resident Council Minutes, it was determined statements.
the facility failed ta ensure air temperatures were Residents Affected
camfartable for the residents in two (2) of two (2) Specifically oll residents on Unit A and B who
shower rooms (A Unit and B Unit) and one (1) of prefer and are physically able 10 have showers,
ane (1) dining rooms, residents who sit in the hallways ond residents who
eal Lheir meals in the dining room are affected.
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The findings include:

The lacility did not provide a policy regarding the
air temperature in the facility,

Interview with the Residant Council, on 01/13/15
at 2:00 PM, revealed seven (7) residents
attended the Quality of Life Group Interview and
fiva (5) of the seven (7) stated concerns
regarding the temperature of the shower rcoms
and dining room. They further stated they had
voiced this concern at multiple Resident Council
meelings.

Review of the Resident Council minutes, dated
10/14/14, 11/12/14 and 12/10/14 revealed the
council voiced a concern on 11/12/14 that it was
cold in the dining room and hallways. Again, at
the 12/10/14 meeting, the council voiced a
concern that it was way loo celd in the shower
room.

Observation of the B Unit shower room, on
01/13/15 at 3:00 PM, revealed the door was shut
and no residents or staff were present. The
thermometer attached ta the wall of the shower
room Indicated the lemperature was 68 degrees
Farenheit (F). The A Unit shower room was in
use at the time.

Observation of tha A Unit shower room, on
01/14/15 at 7:25 AM, revealed the shower room
had been in use; however, when the staif was

finished the thermometer mounted on the wall i
had a reading of 79 degrees (F). The B Unit !
shower room thermometer mounted on the wall
had a reading of 72 degrees (F) with no indication
the shower room had been used. '

(¢4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION us)
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Identlfication of Other Residents
F 257 | Continued From page 15 F 257! All patients on Unit A and B scheduled to take a

shower an a given day; residents who sit in the
hallways and residents who eat their meais in the
dining room are affected.

The both shower room air temperntures, hallway
temperatures and the dining room temperatures are
currently within acceptable temperature range of
71-81 degrees F,

Ailr temperztures in both shower rooms, dining
room and hallways throughout the facility are
being monitoring daily by the maintenance
director to ensure air lemperatures are within
normal range of 71-81 degrees F.

Administrator initiated a resident council mecling
was held on 2-5-15 by the socinl services direclor
and activities director 10 ensure that resolutions
and aclion items were reported to the group and
followed-up with their concerns for the lnst 3
monthly resident council mectings.

Systemic Changes

The maintcnance dircctor is  checking  air
lemperatures  including both shower rooms,
hallways and the dining room daily throughout the
lacilily to ensure air temperatures ore within
normal range of 71-81 degrees F.

The zir lemperatures arc being logged on a daily
audit sheet by the Maintenance Direclor; if Lhe
temperature is found to be below 71 degrees, the
administrator will be rotified immediate corective
action will be taken,

The facility Thas implemenicd u  new
Grievance/Concemn Program which consist of the
following componemts:

The Administrator has delegaled the responsibility
of gricvance and/or complaint investigation to the
social services department including resident
council conccrns, gricvances or complaints. The
social services departinent miy obtain assistance
lrom the department Lhe gricvance originated.

Upon receipt of a grievance andfor complaint, the
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social services depuriment, with any assistance
F 257 | Continued From page 16 F 257! oceded from  the  other depariments,  will
investignte the allegations and submit a written
Observation of the main dining room, on 01/13/14 report of such findings to the Administrator within |
at 3:00 PM, revealed the wall mounted f::,éf :u‘;::]’:i';f deys of recciving the grievance
thermometer had a reading of 77 degrees (F) and )
further revealed the thermometer was covered to The Administrator will review the findings with
prevent anyone from changing the temperature; the person investigating the complaim (o
however, the cover was hanging down away from determine what corrective actions, if any, need to
tha thermometer lo allow access. The be taken.
temperalure reading, on 01/14/15 at 7:32 AM, . . .
was 77 degrees (F) with the cover remalning The resident, resident council concems, or person
open and allowing access to adjust the filing l_he gricvance andfor complaint on behalf of
temperature. EM rer:ldcl_u, will be informed of the !indmgs ?I‘thct
investigation and the actions that will be taken to
Interview, on 01/14/15 at 10:00 AM, with Resident f{:,’,’,,‘;'imf:.{ soc‘ﬂ?"gf,‘;'c, d';::.[::nt, 5‘,2::
#7, who was not in altendance at the Group service assistant will nake such rcporis orally
mesling, revealed ihe shower room was too cold. within (7) working days of the Ffiling of the
The resident stated it was so cold it hurls and grievancs or complaint with the facility.
he/she shivers uncontrollably afterward. He/she L .
staled the staff only provides a towel to wrap up The.Admin_istmlor.l social service director or'socml
in. The staff are teld he/she wants the fastest ‘“’Y‘;"‘t"”i‘:":ﬁ:‘;i;:" %’:gg:: “::"::;;‘“‘:n':’l‘:‘w
residen
(S;hOM‘I'EI;: Vel‘.|ld:|eicause hte" she dreads shower day coneerning (e resolution of the grievance in {7) to
ue lo the cold lemperature. : (10) days after action plan was implemented to
c ive action uce | and
Interview, on G1/14/15 at 10:50 AM, wilh Resident prievance s resotyed, - Suceesshl an
#1, who was not in altendance at the Group
meetling, revealed the shower room water starls Should the resident not be satisfied with the result
out warm, but ¢ools too quickly. The shower roam of the investigation or if
Is too cold to get a shower. Resident #1 further gricvance/concem/complaint not resolved, a new
slaled he/she thought the staff was awars the grievance will be mmnu:d_by the socigl services
shower room was 100 cold. df.:pnrln!cm and & ncw action plan for resolution
will be implemented,
Interview wilh the Maintenance Director, on In addition all resident concerns/grievances will be
0114115 at 9:45 AM, revealad he had a vendor discussed in thc daily Continuous Quality
working on the HVAC. On 01/09/15, the B Unit did Impravement meeling (CQ1) previously referred to
not have a damper and it was replaced. In as the daily QA meetings.
addition, the heat pump was fixed for the B Unit . o
shower. The Maintenance Diractor staled if the The grievance logs, resident council minutes and
residents complained it was too cold, he would action plans will be submilted to the manthly QAA
| sel the temperature higher, as long as il stayed in Mestings (0 overses that grievances are resolved.
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Mounitoring
F 257 | Continued From page 17 F 257} The air temperature log will be given 10 the
the acceptable range. The staff did not have ey "t“: ‘““‘“':'::“mm:'lzmr daily to
access to the thermometers to change the zf":r:;ﬁ;"f;acﬁz?:;d ::;,i,, and needed
tempe{‘amr@ as the covers were keyed with the repuirs will be reviewed in the daily Continuous |
i same key and only he had the key. He further Quulity Improvement mecting (CQI) previously |
stated the cover on the dining room thermostat referred to as the daily QA mcctings. :
was the older model and needed 1o be changed In addition all resident concerns/gricvances will be |
as he did not have that key. He lurther stated ha discussed in the daily Continuous Quality
had not made the Administrator aware of the key improvement meeting (CQI} previously refemed to
missing and stated he had a caver he could e —
;eptnlace it with; however, had not done it as of this action plans will be submilted o the monthly QAA
ate. i
ings | ce that gricvances have been
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279) maive &
S5=p | COMPREHENSIVE CARE PLANS
N Preparation ond execution of this plan of |9.16-15
A facility must use the resulls of the assessment correction does not constitute an admission of
to develop, review and revise the resident's or agrecment by the provider of the truth of the
comprehensive plan of care. i facts alleged or conclusions sct forth in the
statement of deficicncy. This Plan of
The facility must develop a comprehensive care Correction is prepared and execuied solely
p:)ajn for each c;'austdent that includes measurable | g“““’l‘i‘mi:dlfn’:' i ::: a:"l‘“\iiul';;" T?"": .
objectives and timetables to meet a resident's omp . achieved no
il s, and mertland peychosoo L e T
needs that are identifled in the comprehensive pmvided. in the ';,[,m of Comection. Failure 1o
S5 . g
el | dispute or challenge the allcged deficiencics
. below is not an admission that the alleged facts
The care plan must describe the services that are i £
to be fumished to atlain or maintain the resident's pocucred as presented in the staicments,
highest practicable physical, mental, and Residents Affected
psychosocial well-being as required under Resident # 8 was rcferred 1o Occupational
§483.25; and any services that would otherwise Therapy on 2/3/15 for contracture management
be required under §483.25 but are not provided and a care plan for contracture management was
due to the resident’s exercise of rights under et b L LG S ST L
§483.10, including the right to refuse treatment CHCIe kL
under §483.1 . '
§4 0(b)(4) Identification of Other Residents
Al residents arc  required o have a
i , comprehensive care plan to address current and
! gh"s REQUIREMENT Is not met as evidenced potential problems and interventions, thercfore
)£ ol residents may be potentially affected.
All residents were assessed by the nursing
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Based on cbservation, interview, record review
and review of the facility's policy, it was
determined the facility lailed lo ensure nursing
staif developed a care plan for one (1) of
twenty-ona (21) sampled residents (Residant #8)
{0 address the resident's contractures.

The findings include:

Review of the facilily's policy Assessments and
Cars Plans, not dated, revealed the purpose was
1o identify the residents’ neads and to assist the
resident 1o attain the highest practical lavel of
mental and physical function and well-being.

| Obsarvation of Resident #8, on 01/13/15 at 12:10
PM and 12:30 PM, revealed the resident was up
in a wheeichair with their eyes closed. The
resident had a contracture of the left hand. There
was no contracture prevention appliances in use
for the contracture.

Observation of Resident #8, on 01/13/15 at 1:45
PM, 2:26 PM and 3:08 PM, revealed the resident
had nie conltracture prevenlion appliances in use
for the hand contracture,

Review of the clinical record for Resident #8,
ravealed the facility admitted the resident on
05/22/08 with diagnoses of Psychosis, Senils
Dementia and Hypertension. The facility
completed a quarterly Minimum Data Set (MDS)
assessment on the resident on 12/16/14 which
revealed the resident had a severe cognitive
impairment, nonverbal and required total
assistance of the nursing staff for all care needs.
The resident was incontinent of bowel and
biadder.

problem or a potential problem was referred to
Occupational Therapy or Restorative Nursing
{or conlracture management and a contracture
management plan of carc was developed; this
was completed on 2/9/{5,

In addition, all residenl’s care plans were
reviewed and revised as needed by the
Interdisciplinary tcam {IDT) for approprinic
care plan interventions including contracture
" prevention managemeny; the care plan reviews
and revisions were completed on 2/9/15.

Systemic Changes

On 2/%/15 a new procedure was developed for!
contracture management which includes that
with each resident’s quarterly or OBRA MDS
assessment, the therapy depariment will screen |
the resident for actual or petential need for!
contracture management inlerventions and |
ptan of care will be developed according lo the|
need identified,

The administrator met  with  the therapy
department and the DON 1o in-service the new
procedurc on 2/9/15,

The MDS Coordinators are responsible 10
ensure thal a contracture assessment was
completed by the therapy department with cach
MDS quarterly or OBRA asscssment completed
and thal a contracture prevention or aciual
problem is addressed in the comprehensive care
plan.

Each month 1he MDS Coordinators will give o
list of MDS assessments (o be completed to the
QA Nurse for auditing of therapy screens and
comprehensive care  plans for  contractere
screening and management. The QA Nurse will
submit findings of compliance to the monthly
QAA mectings,

Monitoring
The MDS Coordinators are responsible 1o
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administrotive team for contraciures and any
F 279 | Continued From page 18 F 279{ rusident identified as having & contraciure
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ensure that a contraclure assessmenl was
F 279 | Conlinued From page 19 F 278{ completed by the therapy department with cach
Review of the comprehensive care plan for MDS quarterly or OBRA assessment completed
, Resident #8, revealed the resident had a left and that a contracturc prevention or actual
. hand contracture and a hand splint was ordered g:’::"-"“ is addressed in the comprehensive care
by the physician. When the splint was soiled a . " P
Each month the MDS Coordinators will give a
rolled washcloth or a soft carrot wrap was used. Jist of MDS ments 1o be completed 1o the
Review of the Nurse Aide Care Plan for Resident 3::“ Nr:;:s':,rc “u:ul:ingp‘:;:: m;gf sg;f;::ca,"r':
#8, revealad no Information regarding the scrce]:’ning and management. The QA Nurse will
application of the splint, the washcloth or the submit findings of compliance to the monthly
carrot wrap for the resident's contractured leit QAA mectings.
hand.
interview with Certified Nurse Aide (CNA} #5, on
01/13/15 al 3:09 PM, revealed she provided care
for Resident #8. She stated the resident's splint
was in the laundry and information regarding
using a rolled wash cloth was not on the Nurse
Alde Care Plan. She stated the nurse was
responsible for updating the care plan and the
splint was to pravent the contracture from getting
worse.
Interview with CNA #6, on 01/14/15 a1 2:06 PM,
revealed the CNA followed the Nurse Alde Care
Plan and the nurses updated the plan as needed. !
Interview with Licensed Praclical Nurse (LPN) #3,
on 01/14/14 at 3:10 PM, revealed it was the
responsibility of the nurse to ensure the Nurse
Aide Care Plan was updated and accurate. She
stated she was not sure haw the care plan for
Resident #8's contracture was missed. . . .
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 2gp Preparation and execution of this plan of 2.16-15
$s=0 | PARTICIPATE PLANNING CARE—HEVISE cp correction does not constitute an admission of
or agreement by the provider of the truth of the
The resident has the right, unless adjudged facts alleged or conclusions set forth in the
I'ncompetenl or otherwise found tobe statement of deﬁciency. This Plan of
incapacitated under the laws of the State, to Corvection is prepared and executed solely
because Federal and State Law require it.
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Compliance has been and will be achicved no
F 280 | Continued From page 20 F 280 f1ater than the last completion date identified in
participate in planning care and trealment or the POC. Compliance will be maintained as
changes in care and treatment. provided in the Plan of Correction. Failure to
dispute or challenge the alleged deficiencies
A comprehensive cara plan must be developed below is not an admission that the alleged facts
within 7 days aiter the completion of the occutred as presented in the statements.
comprehensive assessment; prepared by an [
interdisciplinary team, that includes the attending Residents Affected
physician, a regislered nurse with responsibility Resident #15's medical record, fall history and
for the resident, and other appropriate staff in care plan was reviewed on 1-22-15 by the
disclplines as determined by the rasident's needs, Interdisciplinary Team (IDT) and it was
and, 1o the extent practicable, the participation of determined through the root cause analysis
the resident, the resident's family or the resident's . 1-22-15 to place resident #15 on
legal representative; and periodically raviewed PFE :ss: :I" et P ieen 0 ha
and revised by a team of qualifled persons after schedu'ed torleting program (o increase the
each assessment. supervision during the late night and early
morning hours. Also on 1-22-15 Resident #9
care plan was updated to address appropriate
footwear as a fall preventive measure.
This REQUIREMENT is not met as evidenced
by: Idemification of Other Residents
Based on observation, interview, record review, All residents are required to have a
and facility palicy review, it was determined the comprehensive care plan and revision to that
facilily fafled to revise the care plan to meet the care plan according 1o current care needs,
needs of the residents to prevent additional falls therefore all residents may be potemially
for two (2) of twenly-one (21) sampled residents affected.
after rel.-ptz';ner.lR fal:s. The 1Iac:ilim failLed ta re‘t’ifsell the All resident's care plans were reviewed and
care plan for Resident #15 with a history ol falls . S
and the resident sustained three (3) additional | rlel\;nsedfas necded by the ]me"lj'sc'.pltmaw :.ea'"
falls. In addition, the facillty failed to revise i {IDT) for appropriale care plan interventions
Resident #9's care plan to address the need for ! mcludm_g fall preve'.“!o" measures; the care
appropriale footwear lo prevent falls. I;!]?;I; rle;news and revisions were completed on
The findings include: |
Review of the facility’s poliey Fall Management Systemic Changes
Program, not dated, revealed the facility would On 1-22-15 a new procedure was implemented
assess all residenis to establish their risk for falls. to designate the MDS coordinators to update
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rand revise the comprehensive care plans and
F 280 | Continued From page 21 F 280| SRNA care plans to ensure that care plans are
The facility would create a care plan for each updated as each resident’s care needs change.
resident at risk for a fall that would include The care plans are being updated and revised
appropriate interventions to minimize falls and doily with changes from the physicion's
injuries related to falls. The facility would track orders, changes in condition, nutritional at risk
falls to establish patterns, The policy further meetings (NAR), wound meetings, daily CQI
stated when a fall occurred; the tfacility would meetings, (previpusly referred to as QA
:c‘“'!dl"e‘le é‘i“ Incid;enUAcAclsdenl Heei:l‘:"(‘ a"? an meetings) and fall interventions after root
ccident Circumstance Assessment {root cause ; ;
analysis). The Director of Nursing (DON) would cause analysis for the fall has been determined. i
then review the incidant Investigation and incident The administrative nursing team was in-
report {o determine appropriate interventions and . p 1
documentation. The llJ:)ON would submit the e regard;ng the new care plan 'l'.pqm':
findings and recommendations {o the pl:occdure on 1-22-15 by the Regional Clinica
| Interdisciplinary Ptan of Care Team (IDT) for Director.
revision or adoption of new interventions . . .
accarding to the root cause identiflad for the fall, The nursing staff was in-serviced on the new
The IDT would discuss the causalive factors and care plan revision procedure on 1-22-15 by the
would adjust interventions or add interventions lo Director of Nursing.
the care plan. The Policy further stated the DON
or designee would keep an individual fall iracking The Quality Assurance Nurse is auditing 5
system on each resident and monthly tracking resident care plans daily on each unit to ensure
and rending for all residenis. The Quality appropriate updates and revisions were
Assurance Commiltes would review the tracking completed.
and trending of falls monthly and implement
aclions as a resull of the findings. Monitoring
Review of the Incident Condition Protocal, not ::;iti:?; a::l;?e p?::: l::if; n:q :gflr;sapr:?:;.';g
daled, revealed the facility must update the -
resident's care plan after each accident e L IO DL L
P i} The results of the QA audits will be reviewed
Review of the facility's policy Updaling Care in the df"'y cQl meetings (previously referred
Plans, not dated, revealed the Interdisciplinary 0 a3 daily QA meetings).
Team {IDT) members updated Ihe care plans
during meetings when applicable. The policy also
stated the nurses would place a copy of the
physictan orders on the comprehensive care plan
and immediately update the Certified Nursing
Assistant {CNA) care plan if the update applied to
CNA care. The Minimum Data Set (MDS) nurse
FORM CMS-2567(02.99} Pravious Versions Obsolsle Event ID;DEV111 Facility [D: 100818 i continuation shest Pags 22 of 58
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F 280 | Continued From page 22 F 280

would iollow up wilh each physician's orders the
next day and ensure the updates were
appropriata,

1. Review of the clinical record {or Resident #15
ravealed the facility admiited the resident on
08/16/06 with diagnoses of Alzheimer's, Abnormal
Poslura, Muscle Weakness, and Hypertension
and a history of falls, He/she was raceiving !
anti-depressant and anfi-anxiety medications to !
traat symptoms of Depression and Anxiety.

Review of Aesident #15's quarterly Minimum
Data Set (MDS) assessment, completed an
11/28/14, revealed hefshe was ninaty-threa (93)
years old, not steady on his/her feet and needed
extensive assistance from stalf to toilet, walk, and
bathe. A Brief Interview for Mental Status (BIS)
exam was conducted during the assessment and
the resident scored a zero (0) out of fifteen {15)
indicaling savare cognilive impairment,
Additionally, Resident #15 exhibited wandering

: behaviors in the facllity on a daily basis. He/sha

i was not currently participating in a toileting
program.

Observation of Resident #15, on 01/15/15 at
10:40 AM, revealed the resident's bed had a
concave mattress and the bed was in the lowest
pasition. A fall mat was also on tha floor at the
resident's bedsids.

Review of an Accident Clrcumstance Assessment
for Resident #15, dated 10/22/14, revealed
Resident #15 fell an 10/22/14 at 3:.45 AM.
Nursing stalf faund the resident on the fall mat
bestde his/her bed, Staff documented Resident
#15 was atlempting to transfer himselt/herself
unassisted at the time of the fall. The resident
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was Incontinent of urine at the tima of the fall. !
The document stated (he preventalive measure
added lo prevent recurrence was 10 ensure the
room was free of clutter.

Review of the Condition Changs Form attached
to the Nurse's Notes for Resident #15, dated
10/22/14 at 3:45 AM, revealed staff heard the
maltrass alarm sounding, went to lhe resldent's
room, and found the resident lying on the floor
mat next to hls/her bed. Resident #15 obtained
an abrasion lo the right side of his/her haad.

Review of an Accident Circumstance Assessment
for Resident #15, dated 11/07/14, ravealed
Resident #15 fell on 11/07/14 al 4:00 AM. Staf
found the resident half on and half off the bed.

Review of the Nurse's notes for Residant #1 5,
dated 11/07/14 at 4:00 AM, revealed the resident
oblained a red area to his/her lelt ear, shoulder,
and outer par of the knee.

Review of an Accident Circumstance Assessment
{or Resident #15, dated 01/12/15, ravealed the
resident fell an 01/12/15 at 4:20 AM. The nursing
staff found the resident on the floor after the
rasident atlempted to ambulate unassisted to the
door, The resident was incontinent of urine at the
lime of the fall. The facility documentad & referral
to Occupational Therapy and Physical Therapy
for a screening as a preventative measure,

Review of the Nurse's notes for Resident #15,
dated 0112/15 at 4:20 AM, revealed slalf found
the resident on the floor on his/her right side.
Resident #15 told the nurse that he/she was
trying to walk.
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Conlinued From page 24

Review of tha Care Plan for Resident #1 5, dated
05/29/14, revealed the facility identilied the
resident was at risk for falls and staff had put
several interventions in place to reduce the risk of
falls for the resident. The facility added
interventions aiter each of the three ahove falls.
The intervention after the fall an 10/21/14, dated
10/22/14, stated staff would ensure the resident's
room was clutter free. The intervention after the
fall on 11/07/14, dated 11/07/14 stated staff would
complete neurological checks as indicated. The
intervention after the fall on 01/12/1 5, dated
01/12/15, stated staff would refer the resident for
a Physical Therapy {PT) evaluation.

Interview with the Unit Manager (UM) of thea A
Unit, on 01/15/15 a1 5:10 PM, revealed the UM
added the intervention of a Physical Therapy (PT)
evalualion to decraase falls risk for Resident #15
ater the resident fell on 01/12/15. The UM stated
she did not add any other intarventions to
decreasa the risk of falls. The UM stated the
Interdisciplinary Team (IDT) added an
intervention to ensura tha resident's room was
clutter Iree after the resident's fall on 10/2241 4,
The UM stated the IDT added an intervention lo
complele neurological checks as indicated after
the resident's fall on 11/07/1 4,

Interview with the DON, on 01/15/15 al 6:00 PM,
revealed ihe facility added interventions ta
Resident #15's care plan that did not reduce the
risk of falls for Resident #15. The DON stated
the facility used an Interdisciplinary Team (IDT) 1o
identify the root cause of incldents, in¢luding falls.
The IDT included the DON, the Unit Coordinator,
and therapy. The morning afler a resident had a
fall, the IDT would bring that resident's chart and

F 280

care plan lo the IDT meeting. The IDT would
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review the incident, review the physician orders,
and update the care plan. Tha facllity had
idenlified prablems with completing the root
cause analysis. The DON stated completing a
root cause analysis was an important step in

: identifying risks and decreasing incidents, The

i DON stated the Interdisciplinary Team {IDT)
added interventions to Resident #15's care plan
to decrease falls, The ntarvention added after
the fall on 10/22/14 was for stail to ensure the
resident’s room was clulter free. The intervention
added after the fall an 11/07/14 was for nursing to
cempleta neurological checks as indicated. The
intervention aler the fall on 01/15/15 was for lhe
resident lo complete a PT evaluation. The DON
stated implementing those interventions did not i
reduce the risk of the resident falling out of the
bed.

Interview with the Administrator, on 01/15/15 at
2:00 PM, revealed the facility did not reduce the
risk of falls for Resident #15. The Administrator
reviewed each incident report and signed oif on
each one. As part of the morning IDT meeting,
the Adminisirator pulled the charts to raview
nursing nates coincided with each incident report.
The Administrator stated the facility had identified
issues with conducling root cause analysis. The
Administrator lurther stated conducting an
effective root cause analysis would assist the
facility to put effective inlerventions in place o
prevent resident falls. He further stated the
interventions put in place for Resident #15 would
not prevent the resident from continuing 1o fall.

2. Observation of Rasident #9, on 01/13/15 at
11:23 AM, revealed the resident was sitting in
hisier wheelchalr in his/her room wearing
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, conducted during the assessment and the

regular socks and no shoes on his/her feet. The
resident had a clip alarm to hisfher wheelchair.
The resident's bed was in & low posilion with a fall
mat on the floor.

Review of the clinical record ior Resident #9
revealed the facifity admitted the resident on
12/01/03 with diagnoses of Femur Fracture,
Osteoporosis, Chronic Pain, Restless Leg
Syndrome, Macular Degeneration, Osteoarthritls,
and Dementia and a history of falls. The resident
was receiving antl-depressant medications lo
treat symptoms of Depression.

Review of Resident #9's quarterly Minimum Data
Set (MDS) assessment, completed on 12/09/14,
revealed he/she was ninety-three (93) years old,
not steady on his/her feet and needed extensive
assistance from staff to toitet, walk, and bathe. A
Brief Inlerview far Mental Status (BIMS) was

resident scored an aight (8) out of fifteen (15)
indlcating moderate cognitive impairment.

Raview of the care plan for Resident #9, dated
06/13/14, revealed the resident was at risk for
falls and had a histery of falls. Interventions to
reduce the risk of falls included the staff would
ensure the resident was wearing appropriate
footwear when ambulating or mabile in his/her
wheelchair.

Review of the Nurse Aide Care Plan for Resident
#9, dated Dacember 2014, revealad the nursing
staff had not addressed {ootwear on this farm,.

Review of the Incident/Accident Repont for
Resident #9, dated 12/28/14, revealed the

resident fell on 12/28/14 at 11:30 AM. The
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resident was attempling to transfer unassisted
from the wheelchair to the bed in his/her room
when he/she fell. No injuries were noted on the
accident reporl. Staff left the accident
circumstance assessment portion of the repart
blank, which would have indicaled the
tircumslances and preventative measures that
were in place at the time of the fall. The accident
circumstance assessment portion also included
an area to describe preventative measures added
lo prevent racurrence of the fall.

Interview with Certitied Nursing Assistant (CNA)
#8, on 01/14/15 at 2:10 PM, revealed the CNA
was unaware of any foolwear requirements for
Resident #9. The CNA stated the resident usually
wora shoes, but would sometimas refuse to wear
lhem. The CNA further stated when a resident
was supposed to wear something specific for
safety the nurse would have put that informaltion
on the Nurse Aide Cara Plan In the resident's
closet.

Interview with Licensed Practical Nurse {LPN) #8,
on 01/14/15 at 2:15 PM, revealed the nursing
care plan stated the resident would wear
appropriate lootwear when ambulating or
mabilizing in hisher wheelchalr. The LPN
defined appropriate foctwear as shoas. She
slaled ihe nurse who added the intervention ta
the nursing care plan would have been
responsible for also putting tha intervention on
the Nurse Aid Care Plan. The LPN stated
Resident 43 would sometimas refuse to wear
shoes. The LPN further ravealed the process for
making changes to the nursing care plans and
the Nurse Aid Care Plans. LPN #8 stated any
nurse was able lo make changes to the care
plan. She slated that when a nurse added an
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" the arder to Ihe pharmacy for physician approval

Continued From page 28

intervention to the care plan, that nurse would
have written an order. The nurse who wrote the
order would then fax a copy for physician
approval, place a copy In the nurse's notes, and
update the nursing care plan. Then the nurse I
would have updated the Nurse Ald Care Planin |
red ink. The nurses maintained the Nurse Aid
Care Plans, located in each of the residents’
rooms on the inside of the residents’ closet doors,
The nurse alse placed a green paper on the door
of the resident’s closet to inform the CNA's that
they had made changes to the resident's care
plan.

Interviaw with the Unit Manager, on 01/14/15 at
2:35 PM, revealed Resident #9 should have been
wearing non-skid socks, shoes with backs on
them, or slippers wilh a sole per his/her care plan.
The Unit Manager lurther statled appropriate
footwear was important ta ensure safety for the
resident when the resident transferred or
mobilized. The Unit Manager further stated it was
imporiant for the Nurse Aid Care Plan to have the
{ootwear Information on It so the CNA's would
know what was appropriate for the resident when
they provided assistance. if the CNA's did not put
appropriate footwear on Resident #9, the resident
could fall. The Unit Manager stated a breakdown
in the system for updating care plans was
responsible for the Nursing Care Plan not having
addressed appropriate footwear for Resident #9.
The Unit Manager stated the process by which
any nurse would update a Nurse Aid Care Plan
after the nurse idenlified a need for appropriate
footwear through an assessment, the nurse
would then write an order. The nurse would fax

and updale the nursing care plan. The nurse
would immediately update the Nurse Aid Care

F 280
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Plan in the resident's room. The nurse would
send a copy of the order to the MDS nurse, who
would check the care plan and Nurse Aid Care
Plan daily to ensure the nurse had made tha
updates correctly.

Interview with MDS Nurse, on 01/14/15 at 3:45
PM, revealed the MDS nurses checked the
physician orders and updated care plans and i
Nurse Ald Care Plans dafly. The MDS nurses |
updated the original electronic care plan and then
physically checked the nursing care plans lo
ensure the interventions match the aorder. The
MDS nurse alsa physically checked the Nurse Aid
Care Plans to ensure necessary information was
onit. The MDS nurse stated that the Nurse Aid
Care Plans should not have too much information
on il, just what the CNA needed to know to
provitle necessary care. The MDS nurse stated if
a resident's care plan indicaled the resident
should wear non-skid sacks, specifically; the
non-skid socks would have been an the Nurse
Aid Care Plan. However, she would not have
placed the intervention on Resident #9's care
plan to wear appropriate footwear on the Nurse
Aid Care Plan because it was a generic
intervention. All of the residents who were at risk
for falls had this same intervention. The MDS
Nurse lurther stated that all residents shoutd have
shoes in their room and shoes are part of 3
resident's outfit. The MDS nurse stated her
definition of appropriate tootwear was shoes or
non-skid socks. The MDS nurse further stated
that nat all socks are non-skid.

Interview with the DON, on 01/15/15 at 6:00 PM,
revealed nursing shouid include the intervention
of appropriate foolwear when ambulating or
mobilizing in the wheelchair on the Nurse Aid
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Care Plan. The DON staled that Nurses are
responsible for updating the Nurse Aid Care i
Plans. The DON defined appropriate footwear as !
shoes or non-skid socks. )
F 282 | 483.20(k)(3)(il) SERVICES BY QUALIFIED F 282 Preparation and exccution of this plan of | 2.16-15
ss=E | PERSONS/PER CARE PLAN correction does not constitute an admission of
or agreement by the provider of the truth of the
The services provided or arranged by the faciiity facts alleged or conclusions set forth in the
must be provided by qualified persons in sc‘“"""‘,'“ of dcr’“"’:"l" This cg‘““ fr
accordance with each resident’s written plan of arrection is prepared and executed solely
care bccaus_c Federal and Slme' Law require it
: Compliance has been and will be achieved no
lnter than the last completion date identified in
the POC. Compliance will be maintgined as
This REQUIREMENT is not met as evidenced provided in the Plan of Correction. Failure {0
by: b " i d revie dispute or chaltenge the alleged deficicncies
sted ;Dl;lv 0 'st:N? ;:'ill.ylnter .2\:. iﬁ?:; review below is not an admission that the alicged facts
ana review of the fa policies, occurred as presented in the statements.
determined the facility failed to ensure nursing P
slaff followed the care plans for three (3} of
twenty-one {21) sampled residents (Residents #7, Residents Affected
12, and 16). The facility failed to respand to R":"‘““; #7 and Resident #9 carc plans were
Resident #7's call light timely to assist with t'c""""‘D and revised by the Interdisciplinary
toileting as care planned. The facility failed to ;Z";ni'u:z d“i’n‘“l'::'go""p“_’l"”:;" '"‘E;"‘;'I;';’K
provide supervision for Resident #12 when in the care. plan which wemmc’:;p'ielc;":n o
bathroom as care pla‘nned. The facility failed to The comprehensive care plan and the SRNA
ensura Resident #16's alarms were allached and carc plans were compared to the resident and
was nol left unsupervised in the bathroom as care the resident’s reom and wheelchair fo ensure
Planned. that all interventions were in place,
The findings include:
Idemtification of Other Residents
Review of the facility's policy Assessments and All residents have o potential to be aflfected. An
Care Plans, not dated, revealed the purpose was audit of all resident’s care plan interventions
to identify the residents’ needs and to assist the ;‘:&";ﬁ:;i“'::g_ "‘L ‘2:5:;3"3‘"'; ﬁ'd"“‘ $ ’:’l."'t‘;
resident to attain the highest praciical level of : ! . gl the appropria
d ical I N o well-bei interventions were in place by the nursing
mental and physical function and well-being. administrative tcam; this audil was completed
. on 1/23/15.
1. Review of the clinical record lor Resident #7
{ The Nursing stnfT were in-serviced on following
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revealed the facility admitted the resident an
10/1514 wilh diagnoses of Falls, Clostridium
Difficile (infection in the bowel causing infectious
dlarthea), Generalized Muscle Weakness and an
Abnormal Gait,

Review of Resident #7's Nursing Care Plan for
falls, dated 10/29/14, revealed the resident
needed a prompt response to ail requests for
assistance and the resident used an elactronic
bed alarm. The stalt was to ensure the device
was in place as neaded,

Review of Rasident #7's Nurse Aide Care Plan
sheet, containing no reference date, revealed
there was no written direction for nursing

' asslstants to provide a prompt response to all

requests for assistance or {o ensure the resident
used the electronic bed alarm device or that it
was in place and functioning.

Review of the Care Plan Update sheet, dated
12/04/14 and timed at 4:00 PM, revealed the
resident was experiencing loase stool. Nursing
interventions put in placed were 10; place resident
in cantact isolation; collect a stool specimen and
send it o the lab for culture to determina if the
stool was infecled with Clostridium difficile.
Review of a laboratory report, dated 12/04/14 at
5:01 PM and faxed to the facility on 12/04/14 at
5:38 PM, revealed Resident #7 was positive for
Clostridium difficile.

Review of Resident #7's medical record revealed |

nursing documented Resident #7 sustained a fall
on 12/04/14 at 6:30 PM when atlempting to
transier from the bed fo the bedside commade.
Nursing documented the residents call light was
on and a nursing assistant heard the resident

Direcior of Nursing on 1-22-135,

Systemie Changes

The facility conducted an in-service which was
completed on  1-26-15 for the nursing
dcpartment on following care plans including
fall prevention measures by the Dircclor of
Nursing.

A new system was implemented on 1-26-15 1o
have the Unit Coordinators conduct a duily
round on each unit, which will include |
obscrving and recording SRNA  compliance |
with following care plan interventions, Upon
identilying a needed correetion of not following |
a care plan intervention, on immediate one on |
one in-service will be canducted 1o correct any |
problem,

The QA nurse will additionally conduct a daily
sudit consisting of 5 rooms on both units to
ensure care plan interventions are being
implemented  including  fall prevention
measures,

Mouitoring

The unil coordinators and the QA nurse will
submit the daily care plan intervention
compliance rounds to the daily QA meecting for
review, The findings of these rounds will
additionally be submitted 1o the facitity monthly
QA meelings for review and  for
recommendations.
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+ aware of Resident #7's history of frequent
, diarrhea; however, she was never direcled to

Continued From page 32

holler oul, The nursing assistant entered the
raom and found the resident on the ficor. It was
noted in the facility's fall investigation notes that
Resident #7's sensor pad was not alarm ing;
however, there was no explanation or findings
regarding why it was not alarming.

Further review of the nursing documeantation
revealed Resident #7 was lound lying on the floor
wilh a skin tear to the left outer elbow and a
laceration to the left eyetrow, along with bruising
ta the back of the laft hand. The resident
reparted hitting their head during the fall. The
physiclan was called and ordered the resident
transferred to the emergency room for evaluation
and lreatment. The resident ratumned 1o the
facility with a diagnosis of acute cervica! strain
and laceration 1o the eyebrow,

Interview with Resident #7, on 01/14/15 at 1:00
PM, revealed on 12/04/14 the resident fell while
trying to transfer self lo the bedside commade.
Resident #7 was experiencing frequent diarrhea
and had turned Ihe call light on for assistance:
however, Ihe staff did not answer the light timely
so the resident decided to iransfer alone in order
lo not have an accident in the bed.

Interview with CNA # 2, on 01/14/15 at 1:55 PM,
revealed she was not aware of Resident #7's
nursing intervention to provide prompt response
to all requests for assistance. She staled she was

increase her rounds or supervision regarding
Resident #7's talleting needs. She siated the
facility policy was to loilet residents every lwo
hours and upon request. She slated it was hard

to answer all lighls limely when they ware

F2ag2
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assisting residents in other rooms.

Interview with the Director of Nursing, on
011515 at 4:40 PM, revealed the nursing care
plan interventions to be performed by nurse aides
were placed on the Nurse Aide Care Plan sheel
by nursing staff. She stated not all nursing
interventions on the resident's nursing care plan |
would be placed on the nurse aide care plan i
sheet, She stated because nursing aides

received education in schoal regarding the
expectalion 1o answer call lights prompitly ,this
infarmation did not need to be placed on lha
nurse aide care plan sheat, even though Resident
#7 was experiencing frequent diarrhea from an
infection.

2. Review af the clinical record for Resident #12
revealed the facility admitted the resident on
11/01/14 wilh diagnoses of Schizophrenia,
Frequent Falls and a Gait Abnormality, Review of
Resident #12's Nursing Care Plan, dated
11/1214, revealed the resident was at risk for
injury from falls related to being unaware of safety
needs, psychoactive drug use, gaitbalance
prablema and histary of falls. Nursing
interventions put in place was for a safety alarm
1o be placed on the resident's bed and wheelchair
and for the resident not ta be left unattended
while showering or tolleting. Further review of the
Psychialric Physician documentation, dated
12/03/14, revealed the resident was evaluated for
delusional behavior due lo thinking the call light
was conveying informalion to the resident.

Observalian during the initial tour, on 01/13/15 at
9:15 AM, revealed staff was not aware of
Resident #12's location, Further observation
revealed staff found Resldent #12 in the
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i bathroom alone with the wheelchair sitting in the

Continued From page 24

middle of the bedroom with no wheelchair alarm
sounding or In place.

Interview with Resident #12, on 01/14/15 a1 8:25
AM, revealed the resident did not fike to use the
call light or to bother the staff when he/she
needed assistance because the staff was busy.

Interview with CNA #2, on 0114/15 at 1:45 PM,
revealed she was assigned to care for Resident
#12 on 01/13/15 and on that marning she had
gotien the resident dressed and transierred into
the wheelchalr. She staled she did not pay
attention to the fact the wheelchair was not the
resident's wheelchair but the facility's
transportation whealchalr. She also did not
remember to place a wheelchair alarm on the
patient because she was in rush to get the
residents ready for breakfast. She stated the
resident had gone oul of the facility on 01/12/15
for a doctor’s appaintment and they had put
Resident #12 in the facility's whealchalr and left
Resident #12's wheeichair by the back daor, Sha
stated when the resident retumed to the facility
they forgot to put the resident back into the
resident's own whealchair. Sha stated it was nat
until they locked for Resident #12's location did
they identify the resident was not In the correct

I wheelchair and that the wheelchair alarm was not

in place. She stated there was a Nurse Aide Care
Plan sheet on the back of every resident's closat
door and this document directed her in the care
of each resident. She stated she could not recall
what was on Resident #12's shee{ withaut
referencing it and stated she had not referenced
the shest the marning of 01/13/15 prior to
providing care to Resident #12,

F 282
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: 3. Review of the clinica recard for Resident #16

Interview with the Director of Nursing, on
011515 at 4:40PM, revealed she was not aware
Resident #12 was in the bathroom unassisted
and in the facllity's wheelchair without an alarm
on 01/13/14. She staled the Nurse Aide Care
Plan sheet had resident care needs listed and
provided direction 1o the stalf and should be
followed.

revealed the facility admitted the resident on
01/02/15 for strengthening and rehabilitation
therapy alter an exaccerbation of Chronic
Obstructive Pulmonary Disease (COPD).
Additlonal diagnoses included Coronary Artery
Disease, Diabetes, Hyperlipidemia, Hypertension,
Myalgia, Myositis, and a history of Mathacillin
Resistant Staphylococcus (MRSA) infection.

Review of Resident #16's Admission Minimum
Data Set (MDS) Assessment, dated 01/09/15,
revealed Jalls were a triggered care area related
to generalized muscle weakness, difficulty
walking, gail and balance issues, and a personal
history of & fall at home prior {0 admission.

Review of Resident #16's falls care plan, revealed
interventions that inciuded a clip alarm to his/her
wheelchair, a sensor alarm to his/her bed, a
concave mattress with a fall mat at hisher
bedside.

Review of an Incident/Accident Report, dated
01/06/15, revealed on 01/06/15 at 6:00 AM,
Rasident #16 siid olf the side of his/her bed and
was found on the floor by stalf. At that tims, the
salety inlerventions added lo the resident's care
plan included a sensor pad to the bed and tab
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Continued From page 36
alarm to the wheelchair.

Review of an Incident/Accident Report, dated
01/09/15, revesled Residant #16 again slid off
his/her bed on 01/09/15 at 12:30 AM, and was
discovered on the floor next to his/her bed.

Review of the Interdisciplinary Team Review of
the Fall that accurred on 01/09/15, revealed the
interventions added alter the fall on 01/09/15
included piacing a cancave mattress on the
resident's bed, adding a floor mat to the bedside,
and continuing the use of the bad sensor alarm
and clip alarm for seven (7) more days,

Observatlon, on 01/15/15 at 10:35 AM, revealed
Resident #16 was seated in his/her raom in a
wheaelchalr, a tab alarm was affixed to the back of
the wheelchair, but the part of the alarm that was
supposed to be clipped to the resident's clothing
was observed dangling at the side of the
resident's wheelchair.

Qbservation, on 01/15/15 at 1:23 PM, revealed
Resident #16 was seated in a wheelchalr in
his/her room near the overbed table. The lab
alarm was observed at the back of the
wheelchair, but the clip was not attached to the

 resident’s clothing, and was still dangling at the

side of the wheelchair.

Interview, on 01/15/15 al 3:30 PM, with the Unit
Manager (UM) for the B Unit, revealed she
thought the two (2) falls Resident #16 had on
01/06/15 and 01/09/15 were similar in nalure as
both times the resident slid from his/her bed. She
stated sensor and chair alarms were the care
interventions added after the initial fall with a plan
to re-avalute the need for the alarms within three

F 282
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! The facility must ensure that the resident
" environment remains as free of accident hazards
+ 85 is possible; and each resident receives

{3) days, but when Resident #16 had the second
fall on 01/09/15, it was determined the alarms
should remain for another seven (7) days, with
re-evaluation at that time. The UM stated direct
care staff assigned to a hallway should make
reunds at a minimum of every two (2) hours
throughout their shifts, but depending on a
resident’s status/condition, more frequent rounds
might be necessary. Continued interview with the
UM ravealed any direct care staff who assisted
residents with showers, transfers, etc., should
ensure the clip/tab alarms were put back in place
and were funclioning so the stall would be aleried
when a resident needed assistance and to ensure
the resident remained safe.

Interview, on 01/15M5 at 8:00 PM, wilh the DON,
revealed Cerlified Nursing Assistanis (CNAs) and
Licensed Nurses assigned to the facility's units
were responsible lo ensure that tab/sensor
alarms and any safety devices for the prevention
of falls and injury were in place and functioning at
all times. The DON stated she monitored tor care
plan compliance through visual inspection as she
made rounds on all the nursing units. The DON
stated she was not aware of a spacific audit tool
in use at the facility to assess CNAs and Nurses
for compliance with resident care, but resident
care needs were reviewed during weekly
standards of care meetings and via a stop and
watch method tfor obervation of direct care staff
as they provided care 1o the residents.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES
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Preparation and execution of this plan of | V113
correction docs not constitlute an admission of
or agreement by the provider of the truth of the
facts afleged or conclusions set forth in the
statemcnt ol deficiency. This Plan of reaction is
prepared and cxceuled solely becavse Federal
and State Law require it. Compliance has been
and will be achieved no [fater then the last
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! . the Plan of Correction. Failure to dispule or
adequate supervision and assislance devices to ! challenge the alleged deficiencies below is not
prevent accidents. I an admission that 1he alleged ficis occurred as
presented in the statements.
Restdents Affected
This REQUIREMENT is not met as evidenced Resident #7, #9, #15, #16 and # 18 care plans
by: were reviewed by the lmcn:l!sclpl-mary Team
Based on observation, interview, record review (IDT). The revicw included assistive devices,
and review of facility fall program, it was i :{“I‘:’ _r““_ ";""""‘,’“ LT '°I r::iducc
determined the facility failed to investigale falls to | I‘;zg';g:g the reviews were completed on
determine a root cause for three {3) of twenty-ane :
(21) sampled rasidents. (Residents #7, #9, and
Identification of Other Residents
#15{2’. In .add||1tlor:, |h? tacility leled to ensua;e l:lﬂ All the residents have a potential to be affecied.
resident’s wheelchair arm pads were repaired or The Nurse managemenVIDT reviewed and
replaced to prevent potential skin tears for seven audited all the residents care plans for ||
(7) of seventy-eight (78) wheelchalrs in Rooms appropriate problems and interventions which
209, 308, 404, 503, 506, 509, and 606. included assistive devices and fall prevention
. . measures. The audit and care plan reviews was
The findings include: completed on 1-26-15.
Review of the facility’s policy Fall Management Systemic Changes
Program, not dated, revealed residents assessed i The Regional Ciinical Director completed an
to be at risk for falling would have appropriate * administralive/ nursc management stafT training
interventions in place and their individual care on 1-22-15 rcgarding  conducting  fall
plan would have a plan of cara for their risks for investigations and rool cause analysis to ensure
fails. When a falf occurred, immediate action approprialc intcrventions  arc being
would be taken In accordance with the fncident ! implemented. o
Condition Protocal which included completing an ; The facility has implcmented a new incident
Incident/Accident report: an Accident report, 1 new post fal mveslngm:op worl_cshcct
Circumstances Assessment {root cause l‘:'“‘h '“f'“c‘;"s “;‘m‘ ;““5" analysis scction to
analysis); neuro checks if indicated; interventions riﬁl"::";::io“l;m:ﬂm eicrinine an appropiate
to pravent falls; Fails check list; and, notification i -
ta the DON or designee. The Director of Nursing The Ll LT program has been
Id review the incidant i tigati d ih revised o include conducting a post fall
e s e L tga on ;'m e investigation and determining the root cause of
incident report for appropriate interventions and the Fall and implementing the approprinte
daocumentation. The findings and intcrvention afler completion.
recommendations would be submitted to the The DON and nurse management team in-
Interdisciplinary Team (IDT)Plan of Care serviced the nursing stalf regarding root cause
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annlysis, introduction to new incident report and
f 323 ; Continued From page 39 F 323 post I'ull. investigation worksheets, and new falls
meetings for ravision or adoption of interventions risk p‘,;"cy and procedure; date of compiction
according to tha root cause analysls identified for X“s 7 '3.’20.;5 .
the fall. On the first business day following a fall, im"";ﬁ" ’l'."“ ent k’;”"" and with an attached
| the IDT would meet and discuss causative il c'f‘:l;]";'_ o .‘“::j “":sl"“d"""“".“"d to be
| factors, interventions, and other relevant cuuse analysis and aopro o ot
information and raview findings of the incident These mnfplclcd incli):cnr - ’?nsfsf:’ o
| from the DON's investlgation. The care plan worksheets will be submitted ¢ P
. : o the DON daily.
! would be adjusted and additional interventions A new system was implemented on 1-26-15 1o
; made as appropriale for the patient at this time. have the Unit Coordinators conduct a daily
. round on cach unit, which will include
! 1. HAeview of lhe_clln!callrecord for Resident #7 obscrving and recording SRNA complisnce
: tevealed the facility admitted tha resident on with following care plan interventions. Upon
| 10115/14 with diagnoses of Falls, Clostridium identifying a needed correction of not following
| Dilficile (infection in the bowel causing infectious 1 care plan intervention, an immediate one on
| g‘gfmﬂa)-l gegemﬂzed Muscle Weakness and an one in-service will be conducted to corrcct any
normal Gait. blem.
! pro
. Review of Resident #7's Quartery Minimum Data The QA nurse will additionally conduct 2 daily
Set (MDS) assessment, completed on 11/12/14, LI LRI CL ST OGEIOG
| revealed he/she was not steady on his/her feet P'“;' ud.'"“’;‘ﬁ"“""s are being implemented
* and needed extensive assistance from staff to o RGO s
i toilet, transfer and walk. A Brief Interview for Monitoring
. Mental Status (SNS) W?j conducted during the The unil coordinalors and the QA nurse will
assessment and the resident scored an eight (8) submit the daily care plan intervention
out of lifteen (15) indicating cognitively intact, compliance rounds to the daily QA mecting for
review; and the IDT
. Review of Resident #7's Nursing Care Plan for will revicw cach fallfincident repors and ibe root
falis, daled 10/29/14, stated the resident peedsd cause delermination to ensure appropriate
a prompt response to all requests for assistance interventions were implemented and that core
. and the resident used a electronic bed alarm. The plans were updated to reflect root cousc and
| staff were to ensure the device was in place as appropriate interventions implemented.
. heeded.
The findings of these rounds and rool cause
: Review of Resident #7's Nurss Aide Care Plan annlysis: 'for the incidents will Pc submitth o |
sheel, not dated, revealed Resident #7 required the fucility monthiy QA meetings for review
the assistance of ane te ambulale and Iransfer. and for recommendations.
The Nurse Aide Care Plan also indicaled the
resident reguired a sensor pad to the bed 1o alert
staff when rising. The document also revealed a
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hand written notalion which was nol dated, under
Safaty that stated to not leave the resident
unattended while toileting or showering.

Review of Care Plan Update sheet, daled
12/04/14 and timed at 4:00 PM, revealed the
resident was experiencing laose stools. Nursing
interventions put in placed were; place resident in
contact isclalion; collect a stool spacimen; and,
send to the tab for culture to determine if the
resident was Infected with Closiridium difficile.
Review of the laboralory repor, dated 12/04/14 at
5:01 PM and faxed to facility on 12/04/14 at 5:38
PM, revealed Resident #7 was positive for
Clostridium difficile.

Review of Resident #7's clinical record revealed
nursing documented Resident #7 sustained a fall
on 12/04/14 at 6:30 PM attempling to transfer
from ihe bad to the bedside commode. Nursing

' documented the resident's call light was on and
the nursing assistant heard the resident holler
out, entered the room and found the residant on
the floor, It was noted in the facility's fall
investigation notes the resident's sensor pad was
not alaming; however, there was no explanation
or findings regarding the functioning status of the
alarm.

Further review of the nursing notes revealed
Resident #7 was found lying on the floor on their
left side, with a skin tear to the left cuter elbow
and a laceralion ta the left eyebrow, along with
bruising to the back of the left hand. The resident
reporied hitting thelr head during the fall. The
physician was called and ordered the resident to
be transferred to the emergency room for
evaluation and treatment related to the fall and
laceration. Tha resident returned to the facility
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with a diagnosis of Acule Cervical Strain and a
laceration to the eyebraw.

Interview with CNA #2, on 01/14/15 al 1:55 PM,

revealed she was nat aware of Resident #7's

nursing intervention to provide a prompt response

' to all requests for assistance. She stated she was
aware of Residenl #7's histary of frequent
diarrhea; howaver, she was never directed to
increase her rounds or supervision regarding

' Resident #7's loilsting needs.

Interview with the Director of Nursing (DONj}, on
01/14/15 at 4:40 PM, ravealed the nuysing care
plan interventions provided by nurse aides were
placed on the Nurse Aide Care Plan sheet by the
nursing staff. She stated not all nursing
interventions on the resident's nursing care plan
would be placed on the nurse alde care plan
sheet. She stated because nursing aides
received education in school regarding the
expeciatien to answer call lights promptly and
they understood this expectation; information
regarding this did not need to be placed on the
nurse aide care plan sheet even though Resident
#7 was experiencing frequent eplsodes of
diarrhea.

Continued interview with the DON ravealed she
had not received training in root cause analysis;
howevet, no actions had been put In place for her
to receive training as of 01/14/15. She stated due
to Resident #7 not waiting for assistance it was
determined this was the roct cause of the fall.
She stated the interventicn put in place to reduce
the chance of another fall for Resident #7 was to
move the bedside commode away from the
resident's bed when staff was nol in the room.
She stated an investigation to determineg the
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Continued From page 42

reason the sensor pad was not alarming or if
there was an issue with staff not answering call
lights timely was not completed. She stated after
the determinalion was made that the resident's
fall was due to not waiting for staff assistance, no
direction was given to staff to increase
supervision or provide closer maonitoring of
Resident #7, even though, the resident had
frequent toileting needs due to diarrhea.

2. Review of the clinical record for Resident #15
ravealed the facility admitted the resident on
0B/16/06 with diagnoses of Alzheimer's, Abnormal
Posture, Muscle Weakness, and Hypertension
and a history of talls. He/she was receiving
anti-depressant and anti-anxialy medications to
treat symptoms of Depression and Anxietly.

Review of Resident #15's quarterly Minimum
Data Set (MDS) assessmant, completed on
11/28/14, revealed he/she was ninety-three (93)
years old, not steady on his/her feet and needed
extensive assistance from staff o toflel, walk, and
baithe, A Brigf Interview for Mental Status (BIMS)
was conducted during the assessment and the
residenl scored a zero (0) out of fifteen (15)
indicating severe cognitive impalrment.
Additionally, Resident #15 exhibiled wandering
behaviors in the facility on a daily basis. He/she
was nat currently participating In a teileting
program,

Observation of Resident #15, on 01/15/15 at
10:40 AM, revealed the resident's bed had a
concave mallress and the bed was in the lowast
positian. A fall mat was also an the floor at the
resident's bedside.

F 323
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. was incontinent of urine at the time of the fall.

Conlinued From page 43

Revlew of an Accident Circumstance Assessment
for Resident #15, dated 10/22/14, revealed
Resident #15 fell on 10/22/14 at 3:45 AM. The
nursing staif found the resident on the fall mat
beside his/her bed. The stalf documented
Resident #15 was attempting to transfer
unassisted at the time of the fall and the resident

The assessment slated the preventative measure
added o prevent recurrence was to ensure the
room was free of clutter,

Review of the Cendition Change Form attached
to the Nurse's Notes for Resident #15, dated
10/22/14 at 3:45 AM, ravealed the staff heard the
mattress alarm sounding, went to the resident's
room, and found the resident lying on the floor
mat next to his/her bed, Resident #15 obtained
an abrasion to the right side of his/her head.

Review of an Accident Circumstance Assessment
for Resident #15, dated 11/07/14, revealed
Resident #15 fell on 11/07/14 at 4:00 AM. The
stalf lound the resident half on and half off the
bed.

Review of the nurse's notas for Resident #15,
dated 11/07/14 at 4:00 AM, revealed the resident
obtained a red area 1o the left ear, shoulder, and
outer part of knee.

Review of an Accident Circumstance Assessment |
for Resident #15, dated 01/12/15, revealed lhe
residant fell on 01/12/15 at 4:20 AM. The nursing
staff found the resident on the floor after the
resident attempted to ambulate unassisted to the
door. The resident was incontinent of urine at the
time of the fall. The facilily documented a referral

F 323
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to Occupational Therapy and Physical Therapy
for a screening of the resident as a preventative
measure.

Review of the nurse's notes for Resident #15,
dated 01/12/15 at 4:20 AM, revealed the staff

| found the resident on the floor on their right side.
Resident #15 told the nurse that he/she was
trying to walk.

. Review of the Care Plan for Resident #15, dated
: 09/2914, revealed the facility identified the
resident as at risk for falls and interventions of
i satety alarm; staff assistance with wheelchair
| maobility; concave mattress; stalf assistance with
toileting and hygiena; activities to promote
exercises; fall mat on floor; staff assistance with
: transfers; anli roll backs on the wheelchair: staff
assistance wilh ambulation; and, non-skid socls
in place to reduce risk of falls for the resident.
The facility added interventions after each of the
three (3) abova falls. The intervention after the
fall on 10/21/14, dated 10/22/14, stated slaff
would ensure resldent's room was clutter free.
The intervention after the fall an 11/07/14, dated
11/07/14 stated staff would complele neurclogical
checks as indicated. The intervention afler the
iall on 01/12/15, dated 01/12/15, stated staif
would refer resident for a Physical Therapy (PT)
evaluation.

Interview with the Unit Manager of the A Unit, on
01/15/15 al 5:10 PM, revealed tha Unit Manager
added the intervention of a Physical Therapy (PT)
evaluation to decrease fall risk for Resident #15
after the resident fell on 01/12/15. The Unit
Manager slaled she did not add any other
interventions to decrease risk of falls. The Unit

| Manager stated the Interdisciplinary Team (IDT}

F 323
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added an intervention lo ensure the resident's
room was clulter free after the resident's fall on
10/22114. The Unit Manager stated the 10T
added an intervention to complete neurological
checks as indicated after the resident's fall on
11/07H4.

Interview with the DON, on 01/15/15 at 6:00 PM,
revealed the facility added Interventions to
Resident #15's care pian that did not reduce the
risk of falls for the resident. The inlervention
added after the fall on 10/22/14 was for staff to
ensure the resident's room was clutter free. The
intervention addad after the fall on 11/07/14 was
for nursing to complete neurological checks as
indicated. The intervention after the fall on
01/1515 was for tha resident to complete a PT
evaluation. The DON revealed implementing
these interventions did not reduce the risk of the
resident falling out of the bed.

3. Observation of Resident #9, on 01/13/15 at
11:23 AM, revealed the resident was silting in
hisfher wheel chalr in his/her room wearing
regular socks and no shoes on hisfher feet. The
resident had a clip alarm to his/her wheelchair.
The resident's bed was in a low position with a fall
mat at the bedside.

Review of the clinical record for Resident #9
revealed the facility admitted the resident on
12/01/03 with dlaghoses of Femur Fraclure,
Osteoporosis, Chronic Pain, Restless Leg
Syndrome, Macular Degeneration, Osteoarthritis,
and Dementia and a history of falls. He/she was
recelving anti-deprassant madications lo treat
symptoms of Depression.

. Raview of Resident #9's quarterly Minimum Data

F 323
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Set (MDS) assessment, compleled on 12/09/14,
revealed he/she was ninely-three (93) years old,
not steady on his/her feet and needed extensive
assistance from stalf to toilet, walk, and bathe., A
Brief Interview for Mental Status (BIMS) was
conducted during the assessment and the
resident scored an elght (8) out of fifteen (15)
indicaling maderate cognitive impairment,

Review of the care plan for Resident #9, dated
08/13/14, revealed the resident was at risk for
falls with a history of falls. Interventions to reduce
the risk of falls included the stafi ensuring the
resident was wearing appropriale footwear when
ambulating or mobilizing in the wheelchair. Other
interventions included the resident would have a
tab alarm to the wheelchair and staff would not
leave the resident unsupervised on the toilet or
when showering.

Review of the Nurse Aide Care Plan for Resident
#9, dated December 2014, revealed the nursing
staff had nat addressed footwear on this form.

Review of the Incident/Accldent Report for
Resident {9, dated 12/28/14, revealed tha
residenl fell on 12/28/14 at 11:30 AM. The
resident was attempting to transler from the
wheelchair to the bed when the fall occurred.
Staff left the accident circumslance assessment
portion of the report blank. The accident
circumstance assassmeant portion of the report
was the area for staff to report the circumstances

' and preventative measures that were in place at

the time of the fall. The accident circumstance
assessment portion also included an area to
describe preventative measures added to prevent
tecurrence of the fall,

F 323

FORM CMS-2567(02-99) Previous Varsiona Obsolete Event ID:DBVI11

Facdlity I0; 100818 If continuation sheet Page 47 of 59




PRINTED: 01/30/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPAOVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
1856438 B. WING 01/15/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZiP CODE
1012 RICHWQOD WAY

inlervieaw with CNA #8, on 01/14/15 at 2:10 PM,
revealed normally the resideni wore socks, but
refused sometimes. The CNA stated she did not
know if the resident wora non-skid socks.

Interview with the DON, on 01/15/15 at 6:00 PM,
revealed the the {acility used an interdisciplinary
Team (IDT) to identify the root cause of incidents,
including falls. The IDT included the DON, the
Unit Coordinator, and therapy. The day after a
resident falls, the IDT would bring that resident's
chart and care plan 1o the IDT meeling. The 10T
would review the incident, the physician arders,
and update the care plan. The facifity had
identified problems with completing root cause
analysis. The DON slated completing a root
cause analysis was an important step in
identifying risks and decreasing incidents.

Interview with the Administratar, on 01/15/15 at
2:00 PM, revealed the Administrator reviewed
each incldent reporl and signed off on each one.
As parl of the moming IDT meeting, the
Administrator pulled the charis to raview nursing
notes coinciding with each incident report.

4. Review of the lacility's Maintenance Service
policy, not dated, ravealed Maintenance service
would be provided to all areas of the building,
grounds and equipment. Continued review of the
Folicy Inlerpretation and Implementation revealed
resident equipment such as wheelchairs were not
listed as a function by Maintenance. However, the
last item listed stated athers that may become
necessary or appropriate,

Raview of the facility’s procedure, not identified
wilh a lille and not dated, revealed any wheelchair

{ needing a repalr would be identified and a work
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order for maintenance would be compleled.
Random audits would ba completed by
Maintenance each month for equipment repairs
which included wheelchairs. Additionally, during
daily rounds, the Administrative staff would also
identity any equipment which included wheelchair
repalrs and would complete a work order for
maintenance andfor wauld submit work orders
during the morning QA meetings.

Feview of tha list of residents with wheelchairs,
provided by the facility on 01/14/15, revealsd
there ware seventy-eight (78) residents
designated by a check mark as using a
wheelchair.

Observation of these wheelchairs, on 01/14A15 at
11:30 AM, revealed anm pads were cracked, and
peeling away exposing the lining to wheelchairs In
rooms 209, 308, 404, 503, 506 and 509, The
wheelchair in room 606 had a missing arm pad
on the left side of the chair.

Review of tickets (work orders), dated
12/15/14,12117/14, 01/02/15, 01/05/15, 01/06/15,
01/0715 %3, 01/08/15, 01/09415, 01/10/15, and
01112115 x2, ravealed these work orders had
repair requests; however, none identified the
wheelchairs as listed above, as requiring arm
pads that needed to be replaced. Review of a

" ticket, dated 12/30/15, revealed the wheelchair in
506-2 needed lo be lowered; however, it did not
mentlon the wheelchair that had the missing arm
pad and required a replacement.

Review of the facility's Plan of Action, dated
11/06/14, revealed the Maintenance Department
was aware of needed wheelchair arm repairs.
Follow up, dated 11/13/14, revealed the arm rest
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wera being ordered and repaired as they are
available. Follow up, dated 12/10/14, revealed
there had been some wheelchair arm rest
delivered lo the facility and repairs had baen
made to some of the wheelchairs, and
Maintenance would conlinue to order armrests
and make repairs when they arrived at the facility.
However, the plan of action did not identity,
specily or give direction, for a preventive measure !
to be put in place to protect the resident's skin |
whila the ordering of arm pads was taking placa.

Interview wilh the Maintenance Directar, on
01/14/15 at 9:45 AM, revealed he went through
Ihe rooms and checked the wheelchairs to
idantify any needed repairs, if the wheelchair was
in the room. If the wheelchair was not in the room
during this check, it did not get chacked and he
would try to do a spot check for those. Il the
resident brought repairs to his attention, he would
{ix them, In addition, there were work orders that
could ba completed by staff in paper form or they
could send a text message ta his phone. if it was
in paper form ha would write a note on it when
completed and save the ticket. If it was a
message he would send a message to that
person's phone when the work was completed.
The Maintenance Director stated he had not
received any wark orders in paper form or by
phone message in a whila.

Interview with the Administrator, on 01/14/15 at
2:25 PM, revealed resident equipment was
audited by a supply manager and discussed in
the 9:00 AM meeting. They also discussed wilh
therapy if any recommendations were
forthcoming, such as, a different wheelchair was
needed, The Adminisirator stated Mainlenance

ansured wheelchair arm pads were in good

F 323
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repair. He furlher stated he made rounds to
check on resident equipment every day to find
needed repairs. He stated he last trained the staf!
on work orders eight (8) weeks ago; howaver,
there had been no wark orders since, to identify
any needed repairs.
F 356 ;ﬁggg(&i?%SJED NURSE STAFFING F358| preparation and execution of this plan of 216-15
S5 correction does nol constitute an admission
; of or agreement by the provider of the truth
:Zealilsct;"a‘gi? S G OO C TR, of the facts alleged or conclusions set forth
o Facility na::ne. in the statement of deficiency. This Plan
o The current date. of Correction i3 prepared and executed
0 The fotal number and the actual hours worked solely because Federal and State Law}
by the following categories of licensed and require it. Campliance has been and will be
unlicensed nursing staff directly responsible for achieved no later than the last completion |
resident cara per shift: date identified in the POC, Compliance :
- Registered nurses, will be maintained as provided in the Plan |
- Licensed practical nurses or licensed of Comection. Failure to dispute or'
vacational nurses (as defined under Slate law). challenge the alleged deficiencies below is
- Cartified nurse aides. not an admission that the alleged facts.
9 Resident census. occurred as presented in the statements,
The facility must post the nurse stafiing data
specified above on a daily basis at the beginning Residents Affecied
of each shilt. Data must be posied as follows: Potentially all residents who reside here at
o Clear and readable lormat. Providence Richwood
o In a prominent place readily accessible to
residents and visitors,
Iidentification of Other Residents
The facility must, upon oral or written request, Potentially all residents who reside here at
make nurse staffing data available to the public Providence Richwood
for review at a cost not lo exceed the community
S Systemic Changes
: On 1-21-15 the staffing nurse was in-
The facility must maintain the posted daily nurse . i :
stalfing data for a minimum of 18 months, or as serviced on ‘h'ff v e?“’mm.ems Iﬁ"': pos:fng
required by State law, whichever is greater. the nursing staff information. _Information
is being posted inciuding the facility name, :
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I

This REQUIREMENT Is not met as evidenced
by:

Based on observation and interview, it was
determined the facility failed to ensure the stalfing
level posted for the facility included the total
number of hours for each nursing and
non-nursing position, including the current census
for the day for two (2} of two (2) units, A Unit and
B Unit on 01/13/15 and 01/14/15.

The findings include:

| The facility did not provide a policy regarding the
' posting of the staffing levels.

Observation, on 01/13/15 at 12:12 PM and 1:13
PM, of the posted staifing levels on the A Unit and
B Unit, revealed the posting did not specify the
current census for the day nor did it indicate the

| total number of hours for each level of slaff,
Registered Nurse {RiN), Licensed Practical Nurse
(LPN) or the Certified Nursing Assistants (CNA).

Observation, on 01/14/15 at 7:35 AM and 7:38
AM, on the A Unit and B Unit, revealed the posted
staffing level did not specify the current census
for the day nor the total number of hours for each
RN, LPN or CNA for the day.

Interview with the Staffing/Reslorative LPN, on
01/14/15 at 10:20 AM, revealed staifing levels .
were posted each day at each nurses station and |
. one copy was kept in her office. The copy in her }
l’ office was changed through oul the day to reflect

. any changes in the census and stalfing and then

i maintained in her office. The copy posted at the

©04) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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the current date, the total number and the |
F 356 i

actual hours worked by the following
categories of licensed and unlicensed
nursing  staff  directly responsible for
resident care per shift including Registered
nurses and licensed practical nurses or
licensed vocational nurse (as defined vnder
State law), certified aids and the resident
census. The posted nursing staff
information will be posted for each unit
and as a whole building.

Mounltoring

The staffing nurse will submit the daily
posted information in the daily QA
meeting for review. The findings of these
forms will additionally be subimitted 1o the
facility monthly QA meetings for review
and for recommendations.
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nursing stations were never jotaled or changed.
The LPN further stated she posted the staffing |
levei for the next day before she lefi for the day. |
So the night shilt posting would actually reflact |
the next day. Additionally, the LPN stated she had
not been trained in that facet of her job duties;
however, that was the way it was done prior lo
her taking over.
Interview with the interim Direclor of Nurses
(DONY), on 01/14/15 at 1:35 PM, revealed she
was not certain if tha Stalfing/Restorative LPN
had been trained In that job duty and the LPN
was the only staff person responsible for that
task.
F 450 483.75 EFFECTIVE ey :,orcr::cr;::ndozzdnofx:::;llti’ttt::n t:;smigsl?:n :l"- 21603
S8=D | ADMINISTRATION/RESIDENT WELL-BEING or agreement by the provider of the truth of the
Alaciliiy_must be.admlnistered ina manner that ;ﬁ:mﬂfgcgt.o:':g;i:':;?u s%thi?":l;: ":;'.
enal?les it to use ils resources effectively and Correction is prepared and executed solely
efficiently to altain or maintain the highest because Federnl and State Law require it.
practicable physical, mental, and psychosocial Compliance has been and will be achieved no
well-being of each resident. later than the last completion date identified in
the POC. Compliance will be maintained as
provided in the Plan of Correction. Failure 10
dispute or challenge the alleged deficiencies
This REQUIREMENT s not met as evidenced below is not an admission Lhat the alleged facts
by accurred as presented in the stalements.
Based on interview and review of the facility's Residents Affected
policy, it was determined the Administrator failed Resident #i4 was observed and assessed on 1-
to administer the facility in a manner that ensured 14-15, 1-15-15 and 1-16-15 by charge nurse and
the safaty of all residents alter an allegation of the social services director completed a
abuse was received for one (1) of twenty-one (21) psychosocial evaluation on 1-16-15 since the
sampled rasidents. (Resident #14) Reler to F225 incident and no new areas of concem have been
and F226. This is a repeat deficiency from the identified.
Immediate Jeapardy survey on 10/30/14, The nurse completing the physical assessment
on resident #14 after the abusc allegation was
The findings include:; given one on one training by the Administrator ;
1o ensure all documents are fully completed on
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Review of the facility's Abuse Investigation Tool,
not dated, revealed the individual conducting the
investigation would, at a minimum, review the
resident medical racord 10 determine events
leading up lo the incident; interview the parsan(s)
reporting the Incident; interview any witnesses ta
the Incident; interview the resident; interview stalf
members (on all shifis) who have had contact 1
wilh the resident during the period of the alleged
incident; interview the resident's rcommate,
family members, and visitors, inlerview other
residents to whom the accused employee
provided care or services; review all events
leading up to the alleged incident; determine any
patterns with geography; staffing levels at the
time of incident; determine what residents were
affected by the Incident; employees during the
investigation may be suspended or reassigned to
nonresident care duties; and, each interview
would be conducted separately and in & private
location,

Interview with Unit Manager (UM) #2, on 01/15/15
at 3:00 PM, revealed she called both CNA #3 and
CNA #7 1o lhe nurses' slation separately,
questioned them ragarding the care lhey had
provided, and requested they write a statement.
She stated CNA #3, who matched tha description,
was scheduled lo leave at 10:00 PM that avening
and CNA #7 at 9:00 PM. She stated CNA #7
wrole her statement and then lelt for the evening;
however, she did not inform the aide that she
would be re-assigned lo non-resident care
activities if she returned to work prior to the
completion of the investigation or that she was
suspended. The UM stated CNA #3 remained at
the nurses’ station, while he campleted his written

statement, and was not immediately removed

VIDENCE RICHWOOD
PRO LA GRANGE, KY 40031
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1-16-15,
F 490} Continued From page 53 F 490 The abuse investigalion was re-opened on 2-4-

15 and was completed on 2-9-15 10 include
interviewing of all staff working on that unit the
night of the complaint; no new findings
identificd.

On 2-9-15 all interviewable residents on that
unit have been questioned by the social services
dircctor for any concerns with any staff
members; no further concerns identified,

Identification of Other Resldents

All residents recciving care at our facility are
potentinlly affected; ony alleged abuse which
would include: verbal, physical, mental, sexual,
cmotional, involuntary seclusion and neglect
are being thoroughly investigated which
consists of: rcviewing the residents medical
record to determine events leading up to the
incident, interviewing the person reporting the
incident, interviewing any witnesses o the
incident. interviewing the resident (as medically
appropriate), intervicw attending physician as
needed, intervicw stafl imembers {on all shifts)
who have had contact with the resident during
the period of the nlleged incident, interview
roominate, family members and  visilors,
interview other residents to whom the accused
employee provides care or services, review all
events leading up to incident, determent what
residents were afTected by the incident, other
circumslances that may effecied the incident,
obtain witness reports in writing and obtained
before  leaving  the  building,  inform
Ombudsman, cnsure during investigation the
accused individuals NOT employed will be
denied unsupervised access (o the residents,
keep cesident and//or representative informed of
progress, complete the “Resident Abuse
Investigation Report Form™ and report  within
the 5 days of investigation o OIG, local police
department Ombudsman and any required stale
and local agency required by law.
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The facilities obuse policy was updated by the
& 490 | Continued From page 54 F 480 | Administrator on 2/13/15 to suspend nccused

from the resident care area. She stated CNA #3
left at his scheduled time and she did nol inform
him he was suspended or would be re-assigned if
he returned 1o work prior to the conclusion of the
investigation.

Interview with tha UM, on 01/15/15, revealed she
did not continue her invesligation into the
allegation of abuse until she returned 1o work on
01/14/15. She stated she only inlerviewed the
stalf that was assigned to work on that hallway to
determine if they had heard or witnassed
anything. She staled the reason she did not
interview the other staff that had the potential 1o
witness or be aware of the incident was because
they were nol assigned to provide care to
Aesident #14.

Interview with the Direclor of Nursing, on
01/15/15 at 1:57 PM, revealed she believed the
abuse Investigation for Resident #14 was
thorough and complete; however, the nurse
should have documeled a head te toe nursing
assessement instead of just a skin assessment.

Interview with the Administrator, on 01/15/15 at
2.00 PM, ravealed he was informed of the
allegation of abuse against Resident #14 on the
avening of 01/13/14. Ha stated he had no
concems regarding the investigation or inferviews
conducted. He staled the allegation was made
close lo the end of the shilt and since bath

- employees invoived were leaving for the night he
1 did not direct staff lo suspend them or ensure
they would not be called into work during the

night. He stated he made his determination the
next afternoon that the allegation was
unsubstantiated and decided no other empioyee

cmployces immediately to ensure accused
cmployees are removed from any chance of
resident care. The phrase “reassign accused
employccs to nonresident care duties™ was
omiticd from the facility's policy. The
administrator in-serviced the department heads
of the revision to the abuse policy on 2-13-15.
An in-service on abuse prevention, screening,
wraining and investigating was conducted for all
staff on 1222/15 by the Administmator and
Director of Nursing.

A Quality Assurance and Assessment (QAA)
Commillee meeting was held 2/5/15 with the
interim  Director of Nursing, the Medical
Director, QA Nurse, Dietary Manager, Infection |
Control Nurse and Social Services Director all
of which werc present to discuss the outcome of
the survey and cited deficiencies and
recommendations for plans of correction were
initiated,

Systemic Changes

On 1-21-15 the QAA Commiitiee reviewed Ihe
priot POC of 10-30-14 and determined that the
facilities abuse investipation protocol necded to
be revised 16 include a section for initiation of a
Root-Cause-Anzlysis determination.

The QAA in addition determined that all
nursing management end other department
heads necded additional training and education
on conducting a thorough abuse investigations;
and ascertain that oil documentation is accurate
!and complete.

{The QAA in addition determined that all
aspects of an abusc investigation will be
reviewed by the fncility's Regional Clinical
Quality Assurance Director or Regional
Director of Operations within 24 hours of the
alleged abuse and when the 5 day investigation
is completed for future compliance of each

| actions were necessary. He stated be believed

Iinthigalion. idenifying the root cause and
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completion of all documentation and that a
thorough investigation was completed.

The facilitics abuse policy was updated by the
Administrator on 2/13/15 10 suspend accused
employces immediately to ensure eccused
cmiployees are removed from any chence of
resident care.  The phrasc “reassign accused
cmployces to nonresident care duties™ was
omitied from the facility’s policy. The
administrator in-serviced the department heads
of the revision to the abuse policy.

The Facilities in-servicing education included
the following:

The Regional Director for Clinical Services
conducted an Abuse in-service training with the
Administrator and the Nursing Administrative
team which included: DON, ADON, QA Nurse,
IC Nurse and Unit Managers on recognizing,
determining  root  couse  analysis  and
investigaling  abuse allegations for all
management staff on 1/22/135.

The in-service also included: The primary
purposes of the Qualily Assessment and
Assurance Plan which is to provide a meuns to
identify and resolve present and potential
negative oulcomes refated to resident care and
safety; to reinforce and build upon cffective
systems of services and positive care measures;
to provide a structure and process to correct
identifed quality deficiencies; to establish and
implement plans to correct deficiencies, and to
monitor the cffeets of these action plans on
resident  outcome; to  help  depertments,
consuliants, and ancillery services that provide
direct or indirect care o residents to
communicate effectively, and to delineate lines
of authorily, responsibility, and accountability;
to provide a neans to centralize and coardinate
comprehensive  Quality  Assessment  and
Assurance activities in order 1o meet the necds
of the vesidents and the facility; and 1o establish
4 sysiem and process (o maintain
documenlation rclative 1o the  Quality
Assessment and Assurance Program, as o basis
for demonsirating that there is an cflective
ongeing program.

The DON and the Administrator conducted an
in-service on 1-22-15 through 1-26-15 with aff
nursing siaff’ by the Dircetor of Nursing on
completing incident report, and conducting a
licad-to-loe physical assessment with completed
documentation on all alleged abuse allegations.
An in-service on abuse prevention, screening,
training and investigating was conducted for aif
staff on 1722115 by the Administrator and
Director of Nursing.

The Administrater conducted an in-scrvice
training with the Social Service Director on
conducting investigations for abuse and
gricvances on 1-22-15.

In addition, the facility has implemented a new
Gricvance/Concem Program which consist of
the following components:

The  Administrator  has  delegated.  the
responsibility of grievance | and/or ¢omplaint
investigation to the social services department



including resident council concerns, grievances
or complaints. The social services department
may oblain assistance from the department the
grievance originated.

Upon recelpt of a gricvance andfor complaint,
the social services department, with any
assistance needed from the other departments.
will investigate the allegations and submit a
writlen  report of such findings to the
Adminisirator within five (35) working days ol
receiving the grievance and/or complaint.

The Administrator will review the findings with
the person investipnting the complaint 10
determine what corrective actions, if any, need
to be taken,

The resident, resident council concems, or
person filing the gricvance and/or complaint on
behall of the resident, will be informed of the
findings of the investigation and the uctions that
will be taken ta correct any identified problems.
The Administrator, or his or her designee, will
make such reports orally within (7) working
days of the filing of the grievance or complaint
with the facility,

The social services director or designee will
conduct a follow-up with the resident including -
resident  council members, concemning  the
resolution of the grievance in (7) to (10) days |
after action plan was implemented io ensure
corrective action was successful and gricvance
is resolved,

Should the resident not be satislicd wilh the
result  of the investigation or  if
grievance/concern/complaint  not resolved, a
new gricvance will be initiated by the social
services departinent and a new action plan for
resalution will be implemented.,

In addition all resident concerns/gricvances will
be discussed in the daily Conlinuous Quality
Improvement  (CQI) meetings  previously
referred to as QA mectings and the grievance
logs, resident council minutes and action plans
will be submitied to the monthly Quality
Assuranee and Assessment (QAA) meetings to
oversee that gricvances are resolved.

in-scrvice training on the new Gricvance
Program was conducted with the Administrator,
Social Services Dircctor and the Facilities
Depariment  Managers on 2-9-15 by the
Regional Director of Clinical Services.

Monitoring

Al investigative documents including  the
Long-Term  Care  Facility-Self Reported
tncident Form, the Abuse Investigation Teol
form, and the Resident Abuse Investigation
Report Form, all the written statements from
accused employees before Icaving the building,
interviews of persons reporting the incident,
interviews of any witnesses, interview of staff
members,  intervicws  with  resident’s
roommales, family members’ and  visitors,
timeline of event, interviews with other
residents, 72-Hour assessments following the



incident, notes from root cause analysis and
stffing levels will be reviewed by  (he
Administrator 10 cnsure af) documentation iy
completed and that the facilities investigative
protocol was followed.

The QAA in addition determined that g
aspects of an sbuse investigation il be
reviewed by the facility’s Regional Clinical
Quality Assurance Director  or Regionai
Director of Operations within 24 hours of the
alleged abuse and when the day investigation
is completed for future compliance of each
investigation, identifying the root cause and
completion of all documentation and that a
thorough investigation was completed,

This will validate that: any alleged abuse whicly
would include: verbal, physical, mental, sexual,
emotional, involumary seclusion and neglect are
being thoraughiy investigated which consists
of. reviewing the residents medijcal record to
delermine events leading up to the incideat,
intervicwing the person reporting the incident,
interviewing any witnesses to the incident,
interviewing the  resident (as  medically
appropriate), interview altending physician as
needed, interview stalT members (on all shifts)
who have had contact with the resident during
the peried of the alleged incidem, Interview
roemmale, family members and visilors,
interview other residents 1o whom the accused
employee provides care or services, review all
events leading up to incident, determent swhat
residents were affected by the incident, other
circumstances that may cffected the incident,
obtain witness reports in writing and obtnined
before  leaving  the building,  inform
Ombudsman, ensure during investigation the
accused individuals NOT cmployed will be
denied unsupervised access 10 the residents and
suspended, keep resident and/for representative
informed of progress, complete the “Resideny
Abuse Investigation Report Form™ and report
within the 5 days of investigation to QIG, local
police  department  Ombudsman and any
required state and local agency required by law,
Furthermore, all abuse investigations and
gricvances/concemns are being submiited 1o the
monthly QAA meetings  for review and
recommendations.
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F 490 | Continued Fram page 55 F 490
the investigation into the allegation of abuse was
investigated thoroughly, even though, all potential
staff that could have wilnessed or been awara of
the Incident were not interviewed. ore | S —
paratica and ¢xeculion of this plan of comection
F 520 483.75(0)(1) QAA F 520 does not constituie an odmission of or agreement by | - 16-13
$8=0 | COMMITTEE-MEMBERS/MEET the provider of the wuth of the facts sleged or
QUARTERLY/PLANS conclusions st forth in the sintement of deficiency.
‘This Plan of Correction is preparcd and excculed
solely because Federal and Sinte Law require it
A facility must maintain & quality assessment and Comgliance has been and will be achieved no ler
i ; than the fast completion date identified in the POC.
assurance cornn:uttee con_slstmg of the director of Complinnce will be (wanisined ot provided in the
nurs.i"g services; a physician designated by the Plan of Correction. Failure to dispute or chaltenge the
facility, and at least 3 olher members of the allcged deficiencies below is not an ademission tiat the
facility's staff, alfeged facts occurred as presented in the statements,
The quality assassment and assurance Residents Affected
commitlee meets at least quarterly to identify Resident 14 was obscrved and asscssed on 1-14-15,
issues with respact to which quality assessment 1-15-15 and 1-16-15 by charge nurse and (e social
and assurance aclivities are necessary, and srmctz c:lrcc;w w;ﬂp[ﬂtfl m: psy':;osocml mlunllor;
develops and implements appropriate plans of :g":c:n s nsv iy :&';"::E‘d nl aid o e areas o
actlon to correct Identified quality deficiencies. The nursc compicting the physical sssessment on
. resident #14 afier the nbuse ollegntion was given one
| A Slate or the Secretary may not require on one laining by the Administrator to cnsure all
disclosure of the records of such committee documents are fully completed on 1-16-15.
exceptinsofar as such disclosure is related ta the I": ':‘(’):‘“’;l::d“gﬁgl‘;“;"ﬂ";:f:::‘:ﬂ‘::j;:&‘ii:;‘}
compliance of such committee with the all stfl working on that wnit the night of the
requirements of this section. complaint; no new findings identificd.
On 2-9-15 all intervicwnble residents on tha} unit
Geod faith attempts by the commiliee io identify have been questioned by the social services dircctor
and correct quality deficiencies will not be used as for any cancems with any stall members; no further
a basis for sanctions. ko it
Idlentification of Other Residents
Al residents are  potentinlly offected by this
deficiency.
This REQUIREMENT is not met as evidenced A Quality Assurance and Assessment (QAA)
by Commitice meeting was held 2/5/15 with the interim
i Directot of Nursing, the Medical Dircctor, QA Nurse,
Based on obsen.fa_tlon, Interview, rg_cord review, Dictary Manager, infection Control Nurse and Social
and review of {acility policy and facility plan of Services Director to discuss the outcome of the survey
and cited deficiencies and recommendations for plans
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| of correction were initiated.
F 520 | Continued From page 56 F 520! All wesidents receiving care at our facility nre

| correction, it was determined the facility's Quality

Assurance (QA} Committee failed to develop and
implement appropriate plans of action to ensure
identified quality deficlencies during an
abbrevlated survey completed on 10/30/14
remained corrected.

The facility fafled to promptly remove the alleged
perpetrators from the resident care area and not
allow them to return until the allegation was
dalermine (o be substantiated or not, failed to
complete nursing assessment of the potential
victim lor harm and no documention, all potential
staff witnesses were nol intarviewed, falled 1o
follow their palicy regarding interviewing and
prolecting residents from further polential abuse
for one (1) of twenty-one (21) sampled residents

(Resident #14) and one (1) of one (1) unsampled |

residenls (Unsamplse Resident A).

Refer to F225 and F226. This is a repeat
deflciency from the Immediate Jeapardy survey
on 10/30/14.

The findings include:

Review of facility's pollcy Abuse Investigation
Tool, not dated, revealed employees during the
investigation may be suspended or reassigned to
nonresident care duties.

Facility plan of corraction revealed the facility
administrator will be ultimately responsible for
compliance with stated plans. The facility will
ensure protection of residents during abuse
investigations,

Record review of the Resident Abuse

| An in-service on abuse prevention, screening, Irgining
. and investigating was conducted Tor all staff on

FORM CM$-2567{02-89) Previous Versions Obsolate

Evert ID: DV

Faciity 1D: 100818

potentially afTected; any alleged ubuse which would
include: verbal, physical, mental, scxual, emotional,
involuntary seclusion and neglect  are  being
thocoughly investigated which consists of: reviewing
the residents medical record to determine evenls
leading up to the incident, interviewing the person
reporting the incident, interviewing any witnesses 10
the incident, interviewing the resident (as medically
appropriate), inierview attending physician as needed,
imerview stall members (on all shifts} whao have had
conlact with the resident during the period of the
alleged  incident, inlerview roommate, fomily
members and visitors, intervicw other residents to
whom the accused cmployee provides care or
services, review all evenls leading up 1o incident,
determent  what residents were affected by the
incident, ather circumstances that may cffceted the
incident, obiain witness reports in writing and
ublained before leaving the building. inform
Ombudsman, ensure during investigotion the accused
individuals NOT cmploycd will be denied
unsupervised nccess to the residents, accoser will be
suspended, keep resident andfor representative
informed of progress, complete the “Resident Abuse
Tavestigation Report Form™ and report within the 5
days of investigntion 1o O1G, local palice depaniment
Ombudsman and any required state and local agency
required by law,

1/22/15 by 1he Adminisieator and Dircctor of Nursing.
The [ocilities abuse policy was updoted by the
Admintstralor on  2/13/15 1o suspend accused
employees immediately 1o ensure accused employecs
are emoved from any chance of resident care. The
phrase “reassign accused employces (o nonresident
care dutics™ was omitted from the facility’s policy.
The administrotor in-serviced the depaniment heads of
the revision 1o the abuse policy on 2-13-15,

Systemic Changes

On 1-21-15 the QAA Comimtittce revicwed the prior
POC of 10-30-14 and determined that the facilitics
ohuse investigation protocol necded lo be revised to
include a section for initiation of a Root-Cause-
Analysis detcrmination.

The QAA in addition determined that alf nursing

I continuation sheat Page 57 of 58
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management and other department heads necded
F 520/ Continued From page 67 F 520 {Lcrough abuse hyemigarons: mad cacutan ol
Investigalion Report Farm for Resident #14, documentation is accurate and complete,
daled 01/13/15, revealed there was no completed The QAA in nddilion detenmined that all aspects of an
physical assessment for possible injury. abu§e inmll_gn'lion wilt bc revicwed by lhg facility's
Regional Clinical Quaolity Assurance Dircctor or
. jonal Di i ithi h f
Review of the Nursing Assessment form for hallged ooyt ond pen the  doy imvasigon
Resident #14, dated 01/13/15, revealed the nurse compicted  for futere compliance of coch
look no vital signs, did not assess the resident for investigation, identifying the root couse and
pain, and only campleted the skin assessment completion of all "““'lnm;ﬂi“" and that o thorough
investigation was completed.
portion of the assessment. The facilities buse policy was wpdawed by the
. . . Administruto 20315 w d  accused
Interview with the Administrator, on 01/15/15 al cm:::,ym irll;m:dninleiy to ensure ,:,::.'_::; cmplo,t:s
2:00 PM, revealed he was informed of the are removed from any chence of resident care. The
allegation of abuse against Fesident #14 on the phrese “reassign nccused employees (0 nonresident |
i care dulies” was omilted from the facility’s policy.
evening of 01/13/14 and had no concerns s : "
regarding the nursing assessment m‘t:ﬂ:“sl:‘;‘m‘:: ::m’:c"' "'fld the department hicads of
documentation; aithough it was not compiete. He ; S
slaled the allegation was made close tothe end The [acilitics in-servicing cducation included the |
of shift and since both employees involved were I following:
leaving for the night he instructed staif 1o send The Regional Director for Clinicnl  Services
them home. The Administrator stated he did not | :‘\":‘",“.‘“’ on ":““ i Wilh the
direct staff to suspend them or ensure they would reiridplitabesl a i
not be called into work during the night. The and Unit Mansgers on recognizing, detcrmining root
Adminisirator stated he completed the interview cause analysis and invesligating nbuse allcgations for
with Unsampled Resident A and asked him/her ull manageaient staffon 1722115,
p
how his/her care was, If he/she had any I The in-scrvice also included: The primary purposes aof
problems, and how his/her night was. | :'“’ Q“‘.‘::“’ A”“’”“?ﬁ;’:‘.’rA”‘c'l“'“"'i Plan “’"ifh ';
Administrator staled he did not ask specific p‘:":fl’i';l Emive et O i e
questions about the alleged abuse to Resident and safety, 0 reinforce and build upon cffective
#14. He stated he made his datermination on sysiems of scrvices ond positive care measures: lo
01/14/15 that the allegation was unsubstantiated | provide & structure and process to correct identified
and decided no other em ployea actions were quality deficlcnfics:‘ to establish mq Impllcmml plans
necessary. He stated he believed the lo cunucl_dcliucnucs. md lo nwmlm: 1 |c-cl'l'ccls ol
. . these action plans on residest outcome; 1o help
!nvestfgation into the allegation of abuse was departments, consultants, and aneillary scrvices that
investigated thoroughly, even though, all polential provide dircct or indircet care to residents to
staif that could have witnessed or been awatre of cominunicite effectively, and 1o delincate lines of
the incident were not interviewed. ; outhority, responsibility, and  accoumability: 1o
: provide o means to coentralize and coordinate
. . i comprchensive Quality Assessment ond Assurance
| Further lmew.[ew with the Admmis"aw_':' on . activitics in order Lo mect the needs of the residents
! D1/15/15 at 2:00 PM, revealed the facility lollowed | and the facility: and lo establish a system and process
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Conlinued From page 58

' the Plan of Correction from the Abbreviated

Survey, conducted 10/30/14. The Administrator
: confirmed the facility discussed the Allegation of
| Compliance and Plan of Correction in the
commitlee mestings.

F 520

FORM CMS-2567(02-99) Previous Versions Obsolsle Event 1D: D6V

Facility I0: 100818

10 maintzin docomentation relative 1w the Quality
Assessinent and Assurance Program, 18 a basis for
demonstrating that there is an cffective ongoing
program.

The DON and the Administrator conducted an in-
service on 1-22-15 through 1-26-15 with alf nnrsing
staff’ by the Director of Nursing on compleling
incident report, and conducting 1 head-1o-toe physical
assessment with completed documentation on all
alleged abuse allegations.

An in-service on abuse prevention, screening, (mining
and imvestigoting wns conducted for all staff on
172215 by the Administrator and Director of Nursing.
The Administralor conducted an in-service training
with the Social Service Dircctor on conducting
investigations for nbuse and grievances on 1-22-15.

In addition, the facility has implemented a new
Grievince/Concern  Program which consist of the
following componcnts:

The Administrator has delegated the responsibility of
grievance and/er complaint investigation to the social
services department  including  resident  council
concems, grievances or complamts. The social

services depariment miny obtain assistance {rom Lhe -

depantment the grievance originated.

Upon receipt of a grievance and/or complaint, the
social scrvices depariment, wilh ony ussislance
needed from the other depaniments, will investigate
the allegations and submit a wrillen repont of such
findings 1o the Administrator within five {5) working
days of reeeiving the grievance and/or complaint.

The Administrator will review the findings with the
person investigating the complaint to determine what
correclive actions, if any, nced to be taken,

The resident, resident council concemns, or person
filing the grievance andfor complainl on behall of the
residenl, will be informed of the findings of the
investigation and the actions that will be taken to
correct any identified problems. The Administrolor, or
his or her designee, will make such reports orally
within {7) working days of the filing of the gricvance
or complaint with the (acility

The social scrvices director or designee will conduct a
folfow-up with the residenl including resident council
members, concerning the resolwtion of the gricvance
in (7) 1o (10) days after action plan was implemented
to ensure comeclive action was sucecssiul and
grievance is resolved.

Should the resident not be satisfied with the result of

if continuations sheet Page 59 of 59



the investigation or il gricvance/concemcomplaint
not resolved, o new grievance will be initiated by the
social services department and o new action plan for
resalution will be implemented,

In addition all resident concems/gricvances will be
discussed  in  the  daily Continueus  Quality
Improvement (CQI) meetings previously refercd 1o
as QA mectings and (he grievance logs, resident
council minules and action plans will be submitted to
the momthly Quality Assurance snd  Asscssinent
(QAA) mceetings 1o oversee thal grievances are
resolved.

In-service training on the ncw Gricvance Program
was conducted with the Administrator, Social
Services Director and the Facilities Depantment
Managers on 2-9-15 by the Regional Director of
Clinical Services.

Monitoring

All investigative documents including the Long-Term
Care Facility-Self Reported Incident For, the Abuse
Investigntion Tool form, and the Resident Abusc
Investigation Report Form, afl the writlen statements
from accused employces before leaving the building,
interviews of persons reporting the  incident,
interviews of ony wilnesses, interview of sinfT
members, interviews  with resident’s roommates,
family members and  visiters, timeline of evem,
intervicws with other residents, 72-Hour nssessments
following the incident, notes from rool causc analysis
and stalfing levels will be reviewed by the
Adminisirator 10 ensure all documentation is
completed and that e facilities investigative protocol
was followed,

The QAA in addition determined that all aspects of an
abuse investigation will be reviewed by the facility's
Regional Clinical Quality Assurance Dircclor or
Regiona]l Dircctor of Operations within 24 hours of
the alleged abuse and when the § day investigation is
completed  for  future  compliannee  of  ecach
investigntion, identifying the root couse and
compiction of all documentation and that a therough
investigation was compleied.

This will validate that: any alleged abuse which
would include: verbal, physical, meatal, sexunl,
emolional, involunlary seclusion ond neglect are
being thoroughly investigated which consisis of:
reviewing the residents medical record to determine
events fending up 1o the incident, intervicwing the
person  reporting  the incident, interviewing any
witnesses to the incident, interviewing the resident (as
medically appropriate), intervicw atiending physician
13 needed, interview staff members {on all shifis) who
have had contact with the resident during the period
of the atleged incident, inlerview roommate, [amily
members and visitors, interview other residents to
whom the accused cployee provides care or
services, review alt cvents leading up to incident,
determent  what residents were offected by the
incident, other circumstances that may cflecied the
incident, ohtain witness reponts in writing and
obtoined before  leaving the building, inform
Ombudsman, ensure duting investigation the accused
individuals NOT employed will be denied
wnsupervised access (o the residents and suspended,
keep mesident and/for representative informed of
progress, complete the “Resident Abuse vestigation
Report Form™ and report  within the 5 days of
investigation to OIG, local police deparment
Ombudsman and any required state and local agency
required by faw.

Furthermore,  all a;;sc ;,..,lnveslfgat[ons and
grievances/concerns  are being' sibmiticd 10 the
monthly QAA mc:}ings for mvi:iv and
recommeniations,
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| CFR: 42 CFR 483.70(a)
| BUILDING: 01

| PLAN APPROVAL: 1997, 2000 ;
:l SURVEY UNDER: 2000 Existing
| FACILITY TYPE: SNF/NF

' |
: TYPE OF STRUCTURE: One (1) story, Type V [
5(111) | |

SMOKE COMPARTMENTS: Five (5) smoke
' compartments, I

| FIRE ALARM: Complete fire alarm system with | ?
] smoke detectors.

i éPRINKLER SYSTEM: Complete automatic dry
{ sprinkler system.

. GENERATOR: Type H, 90 KW generator. Fuel
. source is Natural Gas,

1
1
i
i
I
i
)
H

A Recerfification Life Safety Code Surveywas !

conducted on 01/13/15, The facility was found not |

in compliance with the Requirements for }

Participation in Medicara and Medicaid. The

facility has one-hundred and twenty (120) certified :
| beds and the census was one-hundred and ane

i (107) on the day of the survey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal |
' Reguiations, 483.70(a) et seq. (Life Safety from
Fire)
e PAVA

LABORATORY DIRECDHS OFf PROVIBERIEUPPLIER REPRESENTATIVE'S SIGNATURE THLE e} DATE
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Any deficiancy fjateme ng WitK an asterisk (") denotes a deficlency which the institution may be excused from carracting pm@jnnﬂ.h,deﬁéd4W' 1
other safeguards ide nt protection to the patients. (See instructions.) Excepl for nursing homes, the findings Sfated above-are disclasabie 30 days |
foliowing the date of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plan: of cormaction ard disclosable’ 14

days following the data these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of corfaclion Is requisite to continued
program participation. | ren E ™
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! Deficiencies were cited with the highest :
deficiency identified at F level. N

K 029 ] NFPA 101 LIFE SAFETY CODE STANDARD
SS=E!
One hour fire rated construction (with % hour
l fire-rated daors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5 4 protects hazardous areas. When |
: the approved automalic fire extinguishing system
‘ option s used, the areas are separated from
' other spaces by smoke resisting partitions and
i doors. Doors are self-closing and non-rated aor
! field-applied protective plates that do not exceed |
' 48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD s not met as evidenced by:
Based on observation and interview, it was

determined the facility failed lo meet the

| requirements for Protection of Hazards, in
accordance with National Fire Protection

| Association (NFPA) standards. The deficiency
had the potential to affect four (4) of five {5) |

! smoke compartments, residants, staff and i

' visitors. The facility has ane-hundred and twenty
(120) certified beds and the census was '
one-hundred and one (101) on the day of the

. survey. !

I The findings include;
i 1. Observalion, on 01/13/15 at 9:07 AM, with the
i

K 029/ Prepuration and exccution of this plan of
correction docs not constitute an admission of
or agreement by the provider of the truth of the
facts alleped or conclusions set forth in the
statement  of deficiency.  This Plan of |
Correction is prepared and executed solely |
because Federal and State Law require it
Compliance has been and will be achieved no
later than the last complelion date identified in
the POC. Cempliance will be maintained as
provided in the Plan of Correction. Failure to
disputc or challenge the alleged deficiencics
below is not an admission that the alleged facts
occurred as presented in the statements.

Residents Affected

No specific residents were identified as being
affected by the lack of door closures on
hazardous malerial storage rooms.  Spring-
loaded hinges were immediately ordered and
installed on unit A Janitor closel, hall 400
Jjanitor closet, unit A clean utility closet, unit B
utility closet and unit B janitor closet on 1-27-
15 by ihe maintenance director. All
combustibles were removed from the non- |
smoke tight room where the wallis did not reach |
the ceiling 1-14-15. :

. Identification of Other Residents i
All residents have the potentinl to be affected |
by this alleged deficient practice.

Al the doors in the building have been checked
for the need for spring loaded hinges.
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: Director of Maintenance and the facility's Dietician | | lo::l od ;';:;::";: a“'r?‘:g:s 'l'::gi:": lzpﬁgﬁ: :
! E)evleaIEd = StnragtlaaRloom located within the | compliant storage arcas on unit A Janitor closet, |
c;':ﬂl%:%?;“bz::s :or:ngtal:rf:nd tf?::lgotle'he T | hall 400 janitor closet, unit A clean wtility |
= I e ng ke g ! | closct, unit B uiility closet and unit B janitor
apace, The room did not have ful height walls, R
| was not smoke tight, and the door was nol ! " All combustibles were removed from the non-
equipped with a self-closing device. . smoke tight room where the walls did not reach
I the ceiting [-14-15.
interview, on 01/13/15 at 9:09 AM, with the i ! This area of concern has been added (o the
' Director of Maintenance and the facility's Dietician % ' monthly mainienance rounding form to monitor
" revealed they were not aware the room did not | @il doors for need of spring londed hinges and to
meet the requirements for storage of combustible | ensure rio combustibles are added 1o the non-
material as required by code. smoke tight room where the walls don’t reach
i | the ceiling,
: 2. Observation, on 01/13/15 at 10:47 AM, with the i i
Director of Maintenance revealed the door to the %‘:’"‘&"f": Director will cond
Janitor's Closet, located within the Unit A Nurses mommy‘“:uf;}‘t‘"z’:‘ i “;Lmu“g"l:‘o;" .
Sta‘l'::" was not equipped with a seif-closing i facility for the need of spring loaded hinges,
ev ! Will also add (o the monthly audit a check to
make sure no combustibles are added to the
Interview, on 01/13/15 at 10:49 AM, with the I non-smoke tight here th lls den’t |
i Director of Maintenance revealed he was not ; ! reach the :ciliﬁg, room whwte fhe walls dont |
aware the door to the Janitor's Closet, storing The findings will be reviewed during the |
{ ha?-_arggzs (':t't?amn?fsclnm‘im% Wlas required ta ba ! monthly QAA meeting (o cnsurc compliance.
enuipped with a self-closing device. !
|
+ 3. Observation, on 01/13/15 at 10:55 AM, with the | ?
Director of Maintenanca revealed the door to a i
. Storage Room located in the 300 Hall, was not .
| equipped with a self-closing device. The room ! i
| was previously used as an office and had recenlly | !
| been converted to a Storage Room containing
| combustible malerials. |
| Interview, on 01/13/15 at 10:57 AM, with the !
- Director of Maintenance revealed he was not
- aware if the room was used as storage it must be i
equipped wilh a self-closing devica. i
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|
4. Observation, on 01/13/15 at 11:11 AM, with the |
Director of Malintenance revealed the door to the i
Janiter's Closet, located within the 400 Hall, was J
not equipped with a self-closing device

Interview, on 01/13/15 at 11:13 AM, with the
Director of Maintenance revealed he was not
aware of the requirement the door io the Janitor's
Closel, sloring hazardous cleaning solutions, was :
required to be equipped with a self-closing -
device.

5. Observation, on 01/13/15 at 11:28 AM, with the
Director of Maintenance revealed the door to the
; Clean Utility Room, localed within the Unit B
Nurses Station, was not equipped with a
| self-clesing device

Interview, an 01/13/15 at 11:30 AM, with the
Director of Mainlenance revealed he was not
aware the door to the Clean Utility Room, was
required to be equipped with a self-closing
device,

6. Observation, on 01/13/15 at 11:34 AM, with the |
Director of Maintenance revealed the door to the
Janitor's Closet, located within the Unit B Nurses
Station, was not equipped with a self-closing
device

| Interview, on 01/13/15 at 11:36 AM, with the ;
Birector of Maintenance revealed he was not
aware the door {o the Janitor's Closet, storing
hazardous cleaning solutions, was required to be
equipped with a self-closing device.

1 |

FORM CMS-25687(02-99) Pravious Vemions Obsolete Event I0: D6VI21 Facility IDr: 100818 If continuation sheet Page 4 of 15




PRINTED: 01/22/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT. OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - BUILDING COMPLETED
185438 8. WiNG 01M3/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE

1012 RICHWQOOD WAY

PROVIDENCE RICHWOOD LA GRANGE, KY 40031

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Oate
i DEFICIENCY)
K029 Continued From page 4 | K 029

| The census of ane-hundred and one (101) was

“ verified by the Administrator, on 10/13/15. The |
findings were acknowledged by the Administrator
and verified by the Director of Maintenance at the
exit interview on 01/13/15,

Reference: NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards.

19.3.2.1 Hazardous Areas. Any hazardous areas

shall be safeguarded by a fire barrier having a
. 1-hour fire resistance rating or shall be provided

with an automatic extinguishing system in l
accordance with 8.4.1, The automaltic i
| extinguishing shall be permitted to be in y
- accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitons ! :
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted to, the
following:
(1} Boiler and fuel-fired heater rooms
{2} Central/bulk laundries larger than 100 {2 !
(9.3 m2) |
(3) Paint shops
(4) Repair shops
{5) Soiled linen rooms ! I
(6) Trash collection rooms ‘ :
“{7) Rooms or spaces larger than 50 fi2 (4.6 m2),

including repair shops, used for storage of

combustible supplies

and equipment in quantities deemed hazardous

by the authority having jurisdiction

(8) Laboratories emplaying flammable or

combustible materials in quantities less than |

those that would be considered a severe hazard. '
. Exception: Doors in rated enclosures shait be

permitted to have nonrated, factory or
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K 038 NFPA 101 LIFE SAFETY CODE STANDARD ]

5s8=D' |
, Exit access is arranged so that exits are readily

, accessible at all limes in accardance with section

7.1 19.29 ]

This STANDARD s not met as evidenced by:
Based on observation and interview, it was l
determined the facility failed to ensure fifteen (15) .
' second delayed egress signage was maintained |
in accordance with National Fire Protection ;
| Association (NFPA) standards. The deficiency
" had the potential to affect two (2} of five (5) ;
smoke compartmenis, approximately sixty (60) |
residents, staff and visiters. The facility has
one-hundred and twenty {120} certified beds and I
the census was one-hundred and one {101) on
the day of the survey. i

The findings include:
! ]
1. Observation, on 01/13/15 at 10:31 AM, with the |
Director of Maintenance revealed the fiftaen (15)
second delayed egress signage displayed on the
exit door from the 200 Hall had been faded and

, was not readily identifiable,
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K 028 Continued From page § K029
 field-applied | i
protective plates extending not more than . |
48 in. (122 cm) above the battorn of the door, 1114415

K038, Preparation and execution of this plan of
correction does not constitute an admission
of or agreement by the provider of the truth
of the facts alleged or conclusions set forth |
in the statement of deficiency. This Plan |
of Correction is prepared and executed |

| solely because Federal and State Law
require it. Compliance has been and will be
achieved no later than the last completion
date identified in the POC. Compliance
will be maintained as provided in the Plan
of Corection. Failure to dispute or
challenge the alleged deficiencies below is
not an admission that the alleged facts
occurred as presented in the statements,

Residents Affected

No specific residents were identified as
being affected by the delayed egress door
signs. New signs were ordered and placed
on the doors immediately on 1-13-15 by
the maintenance director.

Identification of Other Residents
All residents have the potentinl 1o be
affected. ;
New door signs were ordered and placed

| on the doors immediately on 1-13-15 by
the maintenance director.
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K 038  Conlinued From page 6

Interview, on 01/13/15 at 10:33 AM, with the
Director of Maintenance revealed he was not

" aware the fifteen (15) second delayed egress
signage was not readily identifiable as required by
coda.

. 2. Observation, on 01/13/15 at 11:04 AM, with
the Director of Maintenance ravealed the fifteen

| {15) second delayed egress signage displayed on

! the exit doors from the 300 Hall had been faded
and was not readily identifiable.

¢ Interview, on 01/13/15 at 11:08 AM, with the

| Directar of Maintenance revealed he was not

. aware the fifteen (15) second delayed egress
signage was not readily identiflable as required by
code.

The census of one-hundred and ane (101) was
verified by the Administrator on 01/13/15. The
findings were acknowledged by the Administrator
and verified by the Director of Maintenance at the
exit interview on 01/13/15,

Reference: NFPA 101 (2000 edition)

7.2,1.6.1 Delayed-Egress Locks. Approved,
listed, delayed egress

locks shall be permitted to be installed on doors
sarving

low and ordinary hazard contents in buildings
protecled

throughout by an approved, supervised auvtomatic
fire detection

system in accordance with Section 9.6, or an
approved,

supervised automatic sprinkler system in
accordance with Section '
9.7, and where permitted in Chapters 12 through

K038 Systemic Changes

' The Maintenance Director retnoved the old

signs and replaced with new signs that
have a contrasting background,
The Maintenance Director will conduct a
monthly audit on all exits and delayed
egress signs and report findings to the
Administrator.

Monitoring

The Maintenance Director will conduct a
monthly audit on all exits and delayed
egress signs and will submit findings to the
administrator.

The findings will be reviewed during the
monthly QAA meeting 1o cnsure
compliance.
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42, provided
that the following criteria are met.

. {8) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system

" in accordance

: with Section 9.7 or upon the actuation of any heat |

, detector or activation of not more than two smoke

; detectors

of an approved, supervised automatic fire

deatection system in

| accordance with Section 9.6.

{

(b) The doors shall uniack upon loss of power

controling

the lock or locking mechanism.

{c} An irraversible pracess shall release the lock
within 15
: seconds upon application of a force to the release
| device
| required in 7.2.1.5.4 that shall not be required to
exceed 15 Ibf ;
{67 N) nor be required to be continuously applied
for more
than 3 seconds. The initiation of the release
process shall activate
an audible signal in the vicinity of the door. Once
the
door lock has been released by the application of
force to the
refeasing device, relocking shall be by manual
' means oniy.
Exception: Where approved by the authority
having jurisdiction, a delay
l- not excaeding 30 seconds shall be permitted.

| {d) *On the door adjacent to the release device,
there

K 038
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shall be a readily visible, durable sign in letters |
'not less than 1 in. (2.5 cm) high and not less than I
1/8 in. (0.3 cm} in stroke width on a contrasting
background that reads as follows:
PUSH UNTIL ALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10.8.1* No Exit. Any door, passage, or stairway

| that is neither an exit nor a way of exit access

1 and that is located or arranged so that it is likely
to be mistaken for an exit shall be identified by a

. sign that reads as follows:

' NO |
EXIT |
Such sign shall have the word NO in letters 2 in. i

' (5 cm) high with a stroke width of 3/8 in. (1 cm) i
and the word EXIT in letters 1 In. (2.5 cm) high, ¢

: with the word EXIT balow the ward NO,

- 7.5.2.2* Exit access and exit doors shall be
designed and !
arranged to be clearly recognizable. Hangings or '
draperies
shall not be placed over exit doors or located to . !
| conceal or ! i
obscure any exit. Mirrors shall not be placed on i
- exit doors. ! |
. Miirrors shall not be placed in or adjacent to any
exit in such a
manner as to confuse the diraction of exit.
| Exception: Curtains shall be permitted across
means of egress openings
in tent walls if the following criteria are met;
{a) They are distinctly marked in contrast to the
tentwallsoasto
. be recognizable as means of egress.
{b) They are installed across an opening that is at
least6 it (1.8 m)
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in width.
(c) They are hung from slide rings or equivalent
hardware so as to
be readily moved to the side to create an
unobstructed opening in the
tent wall of the minimum width required for door
openings.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD
SS=F'
' Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and Is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
' qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

' This STANDARD is not met as evidenced by:
Based on interview and review of the facility's fire

| drilis, it was determined the facility failed to
ensure fire drills were conducted quarerly on
each shift at random times, in accordance with
National Fire Protection Association (NFPA)

- standards. The deficiency had the potential to ;

, affect each of the five {5) smoke compartments,
residents, staff, and visitors, The facility has H
one-hundred and twenty (120) cerlified beds and
the census was one-hundred and one (101) on
the day of the survey.

The findings include:

K 038 i
|
|

K 050 Preparation and exccution of this plan of 1130115

{ comcction does not constitule an admission of
| or agreement by the pravider of the truth of the
facts alleged or conclusions set forth in the
statement  of deficiency. This Plan of
Correction is prepared and exccuted solely
because Federnl and Stale Law require it,
Compliance has been and will be achieved no
later than the last completion date identified in
the POC. Complisnce will be maintained as
provided in the Plan of Correction. Failure to
dispute ar challenge the allcged deficiencics
below is not an admission that the alleged facts
occurred as presented in the statements,

Residents Affected

No specific residents were identified os being
affected by the deficiency in quarterty fire
drills.

Identification of Other Residents

* All residents have the polential to be affected. A
fire drill was conducted on 1-29-15 by the
maintenance dircctor with no issues identified. .

i Spstemic Changes

| The Maintenance Dircclor created a calendar
for the coming year. All drills have been :
scheduled to mect the requirements of the Life
Safety Code.
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! Review of the facility's fire drills, on 01/13/15 at
3:03 PM, with the Director of Maintenance
revealed the facility had no evidence of fire drills
being conducted during the first, second and third |

' shifts in the second quarter of 2014, Fire drills are
reqquired to be conducted, at a minimum of one

£ (1) per shift, per quarter of each year.

Interview, on 01/13/15 at 3:05 PM, with the
i Director of Maintenance revealed the facility did
| not have a full ime Maintenance Director during
that time period.

The census of ane-hundred and one (101) was
verified by the Administrator on 01/13/15. The
: findings were acknowledged by the Administrator
and verified by the Director of Maintenance at the
i exit interview on 01/13/15. !

Reference: NFPA 101 Life Safety Code (2000
Edition}

19.7.1.2.
Fire drills shall be conducted at least quarterly on
each shift and at unexpected times under varied
| conditions on all shifts.
K 062 ' NFPA 101 LIFE SAFETY CODE STANDARD

SS=F |

Required automatic sprinkler systems are

| continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
8.7.5

This STANDARD is not met as avidenced by:
, Based on interview and review of the facility's

]
K 050 ] Monitoring

KOB2'  preparation and execution of this plan of 1/28115

| All drills will be documented and stored in

i “Fire Drill Logs™ binder located in Maintenance |
! Office. The fire drill log will be reviewed |
" during the monthly GAA meeting to ensure
! compliance.
i

[

correction does not  comslitute  an
admission of or agreement by the provider
of the truth of the facts alleged or
conciusions set forth in the statement of
deficiency. This Plan of Correction is
prepared and cxecuted solely because
Federal and  State Law  require it
Compliance has been and will be i
achiceved no Jater than the last completion
date identified in the POC. Compliance
will be mainteined as provided in the Plan
of Correction.  Failure to dispute or
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! automatic sprinkler system, it was determined the

' facility failed to maintain the sprinkler systemin !
: accordance with the National Fire Protection

' Association (NFPA) Standards. The deficiency |
had the potential to affect each of the five (5) I
smoke compartments, residents, staff and
visitors. The facility has one-hundred and twenty

| (120} certified beds and the census was |

' one-hundred and one (101) on the day of the i
survey. !

The findings include:

Revigw of the autormatic sprinkler system, an :
01/13/15 at 2:43 PM, with the Director of

; Maintenance revealed the facility failed lo provide

evidence that a quarterly inspection had bean
conducled during the fourth quarter of 2014, ]

lntemew on 01/13M15 at 2:45 PM, with the
Dlrector of Maintenance revealed he was not

| aware the quarterly inspection of the automalic
spnnkler systern had not been conducted during i
the fourth quarter of 2014. The third quarterly

! inspection of 2014 was conducted on 07/07/14
and the first quarterly inspection of 2015 was
conducted on 01/06/15.

| The census of one-hundred and one (101) was
' verified by the Administrator on 01/13/15. The
- findings were acknowledged by the Administrator

and verified by the Director of Maintenance at the

. exit interview on 01/13/15.

Reference: NFPA 25 (1998 Edition).

2-1 General. This chapler provides the minimum

' requirements

for the routine inspection, testing, and

K062,

occurred as presented in the siatements.

Residents Affected !
No specific residents were idemtificd ns |
being affected by the deficiency in !
quarterly inspections on the fire sprinkler
system.

ldentification of Other Residents

Al residents have the potential o be
affected.

The sprinkler system was checked an
1/6/15 by Midwest Sprinkler Corporation,

Systemic Changes

All Inspections for the year have been
scheduled  with  Midwest  Sprinkler
Corporation in advanced.

Menitoring

The inspections will be noted on o
calendar  in the “Fire  Sprinkler
tnspections™ binder  located  in  the
Maintenance Oflice. The Maintenance
Director will confirm the inspections
during the monthly QAA mceting as they
occur.
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maintenance of

' sprinkler systems. Table 2-1 shall be used to
determine the
minimum required frequencies for inspection, |
testing, and |
maintenance. [

' Exception: Valves and fire department
connections shall be inspected,

. lesled, and maintained in accordance with

; Chapter 9.

' . Table 2-1 Summary of Sprinkier System !

I Inspection, Testing, and Maintenance i
: ltem Activity Frequency Reference

i Gauges {dry, preaction deluge systems) ’

| inspection Weekly/monthly 2-2.4.2 i

i Control vaives Inspection Weekly/monthly Table
9-1 i
: Alarm devices lnspeclmn Quarterly 2-2.6 !

I Gauges {wet pipe systems) Inspeclion Monthly E

| 2_

| Hydraullc nameplate Inspection Quarterly 2-2.7 !

Buildings Inspection Annually (prior to freezing |

weathear)

2-25

i Hanger/seismic bracing lnspection Annually 2-2.3

Pipe and fittings Inspaction Annually 2-2.2 :

z Sprinklers Inspection Annually 2-2.1.1

; Spare sprinklers Inspection Annually 2-2.1.3

Fire department connections Inspection Table 8-1

Valves (all types) inspection Table 9-1 i

Alarm devices Test Quarterly 2-3.3 '|

Main drain Test Annually Table 9-1

Antifreeze solution Test Annually 2-3.4 :

Gauges Test 5 years 2-3.2 |

Sprinklers - extra-high temp. Test § years 2-3.1.1

Exception No. 3 |

Sprinklers - fast response TestAt 20 years and  :

every 10 years i

KOBZ'

|

i
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thereafter
2-3.1.1 Exception No. 2
Sprinklers Test At 50 years and every 10 years
thereafter
2-311
Vaives (all types) Malntenance Annually or as
needed Table 9-1
- Obstruction investigation Maintenance 5 years or
I as needed Chapter 10

‘ Table 9-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Maintenance

: Component Activity Frequency Reference

; Control Valves
Sealed Inspection Weekly 9-3.3.1
Locked Inspection Manthly 9-3.3.1 Exception No.

o
Tarnper swilches Inspection Monthly 9-3.3.1
Exception No. 1
Alarm Valves

" Exterior Inspection Monihly 9-4.1.1

| Interlor Inspection 5 years 8-4.1.2

| Strainers, filters, orifices Inspection 5 years

18-4.1.2

i Check Valves
Interior Inspection 5 years 8-4.2.1
Preaction/Deluge Valves

' Enclosure (during cold weather) Inspection

. Dailyhweekly 9-4.3.1

- Exterior Inspection Monthly 9-4.3.1.2
Interior Inspection Annually/5 years §-4.3.1.3
Strainers, filters, orifices Inspection 5 years
94314
Dry Pipe Valves/Quick-Opening
Devices

, Enclosure (during cold weather) Inspection

: Dailylweekly 9-4.4.1.1

. Exterior Inspection Monthly 9-4.4.1.3

K 062
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Interior Inspection Anaually 9-4.4.1.4
Strainers, filters, orifices Inspection 5 years
94415
. Pressure Reducing and Relief Valves {
Sprinkler systems Inspection Quarterly 9-61.1 ¢
Hose connections Inspection Quarterly 8-52.1 |
i
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i

Hose racks Inspection Quarterly 9-5.3.1
i Fire pumps
Casing relief valves Inspection Weekly 9-5.5.1,
9-55.1.1 .
. Pressute relief valves Inspection Weekly 9-5.5.2, :
'9-552.1 '
' Backflow Prevention Assemblies
' Reduced pressure Inspection Weekly/monthly
| 9-6.1
Reduced pressure detectors Inspection
Weekly/monthly 9-6.1
Fire Department Connections Inspection
Quarterly 9-7.1
Main Drains Test Annually 9-2.8, 9-3.4.2
Waterflow Alarms Test Quarterly 9-2.7
Conirol Valves
Position Test Annually 9-3.4.1
Operation Test Annually 9-3.4.1
! Supervisory Test Semiannually 8-3.4.3
| Preaction/Deluge Valves
i Priming water Test Quarterly 9-4.3.2.1 :
" Low air pressure alarms Test Quarterly 9-4.3.2.10
_Full flow Test Annually 9-4.3.2.2
| Dry Pipe Valves/Quick-Opening
Devices
' Priming water Test Quarterly 9-4.4.2.1
Low air pressure alarm Test Quarterly 9-4.4.2.6
Quick-opening devices Tesi Quarterly 9-4.4.2.4
| Trip test Test Annually 9-4.4.2.2
Full flow trip test Test 3 years 9-4.4.2.2.1 j

t
i
3
I
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