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F 000 INITIAL COMMENTS E Fooo’
| An Abbreviated/Partial Extended Survey % This Plan of Carrestion is
Investigating K'Y00021488 and KY00021486 was | E prepared and submitied as
linitlated on 03/31/14 and concluded an 04/10/14. : required by law. By
KY00021488 and KYDO021486 wera submitting this ]E’l -
. . . SO e : g thus Plan of
| substantiated with deficiencies identified, 3 ; Correction, Bridee Paint
“ Immediate Jeopardy was identified on 040314 Centor doss not o St that
~and was determined to exist on 03/02/14 with | ; defiotonan ot A that the
' deficiencies cited at 42 CFR 483.13 Resident ‘ ehiciency listed on this form
Behavior and Facility Practice, F-223, F-225 and - , exist, nor does the Center
| F-226; and 42 CFR 483.75 Administration, F-490 | admit to any siatements,
- &l at a Scope and Severity (S/5) of a ", findings, facts, or conclusions
. Substandard Quality of Care (SQC) was identified | that form the basis for the S
- at 42 CFR 483.13 Rasident Behavior and Facility alleged deficiency. The 5
Practice, F-223, F-225 and F-226, The facility : i Center reserves the right to
t was notified of the Immediate Jeopardy on i challenge in legal and/or
' (403714, ] regulatory or administrative
; ! roceedings the deficiancy, :
i Based on the findings of the Abbreviated Survey, : ftatemenfﬁ facts, and :
Ttwas determined the facllity had an ineffective : 3 conclusions that form the
| gésé%n; :to pmt‘ect residents from abuse. On basis for the deficiency.
/ . @ grievance report was completed by
Licensed Practical Nurse (LPN) #4 which i : A
| docurnented a statement by Resident #2 ‘ : g
‘ revealing hefshe had tried to use the phone and ey :
- LPN #1 "snatched” the phone away, hung it up '
{ and fold the resident he/she was not allowed to
‘use if, Resident #2 reported LPN #1 said i i
: he/she continued o curse at her ghe would not
{ give Resident #2 hisfhar pain medication. : :
Interview and record review revealed the Director | i :
 of Nursing and the Administrator facility falled to g
| identify the incident as potentlal abuse and ;
_therefore failed fo initiate an abuse investigation
| and report the incident to the appropriate State
! Agencies. : :
| On 03/07/14 at approximately 4:00 AM to 5:00
(%8) GATE

LABWRV{DI ECTOR'S OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

A Inferim_Administratoy 5lufi4

Ay d %ﬂciemcy statement ending wilh an asterisk (") denotes a deflclency which tha Institution may be excusad from corragting providing it is determined that
viher safaguards provide sufficient protection to the palfents. (Ses msiructions.} Except for nursing homes, the findings stafed sbove are disciosable 90 days
follewing the date of survey whether or not a plan of carrection Is provided. For nlrging homes, the above findings and plans of correction are disclosaile 14
days Rollawing e date these documenis are made availabie {0 the facility.  deficiencies are clted, an approved plan of corection is requisite 1 continued

prograim participation.
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' AM, LPN #6 went into Resident #1's room and
| was overheard, by facility staff, yelling at the
“resident related to histher multiple use of the cait

light to request pain medication, Interview and

record review revealed Certified Nursing

; Assistant ( CNA) # 3 and CNA #7 overheard the

LPN and felt it was abuse: however, the CNAS

i failed to report the abuse incident immediate! ly, a5 '
“per the facility's abuse policy. Tre abuse episade i

: was not reported untl 03/09/14 allowing LPN £8
to work another entire shift on 03/08/14, bafore
: being suspended by the facility.

! The facllity provided an acceptable credible
" Allegation of Compliance (AOC) an 04/08/14, with |
i the facliity alleging removal of the Immediate
Jeopardy on 040714, The State Agency
- validaied the Immediate Jeopardy was removed
on 04/07/14 as alisged with remaining
E Enon-compliance at 42 CFR 483.13 Resident

“Behavior and Facility Practice, F-223, F-225 and !

- F-226; and 42 CFR 483.75 Administration, F-490 |
_at & Scope and Severity (5/5) of a “D* while the

! faciiity develops and implements the Plan of
Correction (POC) and the facility's Quality

Assuranee monitors to ensure residents are free i

from abuse.

F 2231 483.13(b), 483.13(c)(1)(1} FREE FROM

SS:J CABUSBE/INVOLUNTARY SECLUSION
' The resident has the right to be frea from verbal,
: sexual, physical, and mental abuse, corporal
pu nishimant, and involuntary seclusion,

Tﬂe faciity must not use verbal, mental, sexual,
. or physical abuse, corperal punishrment, or
| involuntary seclusion.

!

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. £838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA (427 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANC PLAN QF CORRECTION ICENTIFICATICN NUMBER; A BURLDING COMPLETED
C
185090 B WG 04/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
_ 7300 WOODSFOINT DRIVE
E POINT CENTER
BRIDG CENTE FLORENCE, KY 41042
oD | SUMMARY STATEMENT OF DEFICENGIES o PROVIDER'S FLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST 3E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD AR i COMBLETION
TAG :  REGULATORY ORLSC IDENTIFYING INFORMATION) . TAG  :  CROSS-REFERENCED TO THE APPROFRIATE | DATE
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F OOG Cartmued From page 1 1 F o0 1. The allegation of abuse

regarding Resident #2 was

| reported to the appropriate
state agencies LPN #1 was
suspended on 4-3-14 by the
Administrator and Director of
Nursing. The investigation
was completed and the final
report was submitted to the
appropriate state agencies on
4/8/14 by the Administrator.
LPN#1 was terminated on
4/14/14 by the Director of
Nursing.

The allegation of abuse
regarding Resident #1 was
| reported to the appropriate
state agencies and the LPN
#6 was snspended on 3-9-14,
i The investigation was
: completed and the final
F 223 report was submitted to the i
: appropriate state agencies on c’*l !
3/14/14 by the Administrator.
LPN #6 was terminated on
3/17/14 by the Director of
Nursing.

Residents” #1 and # 2 have
had no additional allegations
of abuse,
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! i This REQUIREMENT s not mef as evidenced
; by:

the facility's policy and grievance forms, it was
deter-nﬂed the facility faited to have an effective
| system to ensure each resident remained free !
from abuse for two (2} of seven (7) sampled _
 residents (Residents #1 and #2). !

fOn 03/02/14, a Grievance/Concern Report was
completed by Licensed Practical Nurse (LPN) #4
which reveaied Resident #2 had stated ha/she
med to use the phone and LPN #1 "snatched® the |
' phone away, hung It up, and told the resident
| hefshe was not allowed to use It. Continued
review of the Griavance/Concern Report revealed . i
! Resident #2 reported to LIPN #4, he/she had been |
told by LPN #1 i he/she continued o curse at her | i
i the LPN would not give Resident #2 histher pain
medication, Interview and record review raveated | .
[ the facility failed to invest wate the Incident as
abusa, therefore failed to follow the abuse policy
J procedures to interview other residents about :
abuse and/or staff who had potentially withessed
the verbal abuse and, failed ta report the abuse to |
 State Agencies. As & result of the facility's failure
o investigate the incident as abuse, LPN #1 was
- only suspended one (1) day, 03/03/14, and
' allowed to continue working caring for residents
 placing the rasidents at risk for potential further
abuse by LPN #1.

i

Or 03707114 zarly in the moming, staff Wf*n%secf
i LPN #8 being verbally abusive to Resident #
_reom and yelled at the resident due to his/her
t multiple use of the call light to request pain
; medication. LPN #8 was overheard telling the
' resident he/she would not get his/her pain

" Based on interview, record review and review of |

A SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN CF GORRECTION (x5}
PREFIX (EACH DEFICIENCY MUST SE PRECEDED RY FLILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE I COMPLETICN
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CRUSS-REFERENCED TO THE APPROPRIATE Dare
) ! ‘ DEFICIENGY)
‘ E .
F 223 | Continued From page 2 . F2z3
' ' I 2. Lirecior ot Nurses, !

| Administrator, and Nurse
 Supervisors have interviewed
f ~ alert and oriented residents
' L from 3/13/14 to 4/4/14 to
' determine if the resident has
experienced or witnessed any
abuse in the center or any
issues with receiving PRN
medications timely with
corrective action if indicted
upon discovery.

Allegations of abuse were

; reported to the appropriate

i state agencies within 24
hours of being reported to the
interim administrator,

Director of Nurses and Unit

Managers completed an

assessment of norn-

interviewable residents from

312114 to 41414 to

: determine any injury

g associated with possible
abuse with no corrective
action required.
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3
i

F 223i Condinved From page 3

“ medication any quicker by banging the call light,
i and also told Resident #1 he/she was acting fike |
2 child. Interview with Certified Nursing Assistant |
i (CNA) #3 and CNA KT revealed they thought what |
“they had witnessed LPN #6 do was abuse put ;
; failed to report the abuse incident immediately, as :
" per the facility's abuse policy. The incident was

- not reperied to the faciity until evening shift on

- 03/09/14, and LPN #6 had warked an entite shift ;
jon 03/08/14 prior to being suspended by the :
facility. The faciity indicated LPN #6 would be
| terminated from emplovment at the facifity after
~ the initiation of the Abbreviated Survey.

" The facifity's failure to have an effective system
| was in place 1 ensure each resident remained
free from abuse, was fikely to cause risk for !
| sarious injury, harm, impaitment or death, .
" Immediats Jeopardy (14} and Substandard Quality |
i of Care (SQC) was identified on 0403714 and
“was determined to exist an 63/02/14.

* The faclilty provided an acceptable credible
, Allegation of Compliance (AOC) on 04/08/44 with
it the fasility alleging removal of the Immediate !
. Jeopardy on 04/07/14. The Immediate Jeopardy
: was verified to ba removed on 04/07/14 as

. alieged with remaining non-compliance al a

| Scape and Severity of "D", while the facility
“develops and implemsnts a Plan of Correction,
| and the facility's Quality Assurance continues to
, moniftor fo ensure residents are free from abuse. :

i :
* The findings include: ;

' Review of the faciliy's policy fitied, "OPS310 KY
i Abuse Prohibition”, dated 07/01/13, revealed
t verbal abuse was any use of oral, wriiten, or

| Foos

3. Director of Nurses,
Administrator, Nurge
Management, and Human {
Resources will have provided |
reeducation by 4/30/14 with f
the adminisn"ative, nuising, f
therapy, dietary, -
hot?sekeeping, laundry, and !
maintenance staff regarding ’

——an effective system that

R N I

| enbur\‘{s each resident remanng
free of abuse: }

o ]
P |
|

H

. geslured language that willfully included
Bvent ID: VEDRY1
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; ;
223! iy 4 ' ; .
Continved From paga F 223; »  Center Abuse policy,
; disparaging and derogatory terms to residents _ R . .
“and mental abuse which included threats of s eporting requirements
i punishment or deprivation. The policy revesled *  Promise of confidentiality
staff who witriessed ari incident of suspected and no fear of refribution.
r abuse was to tall the sbusar o stop immediataly Including stress
"and report the incident to his/her supervisor g stress ]
s immediately who was to report the suspected [ management strategies
| abuse to the Administras orfd»ﬁmgnee immediately, ! 3 for staff,
i Continued review of the paiicy revealed the : , e 0 B
“amployee alleged (o have committed the abuse f : Lm'ployee cgmp ctency
| was 1o be "immediately removed from duty”. | ; Vahdatﬁ_d using the Abuse
- Further policy review revealed a written report . § Prevention post-test,
[ was to be provided "immediately” lo the State i ¢ Licensed nurses were
Agency, not o exceed twenty-four (24) hours. In : ided reeducati
t addition, the policy stated the facility protecied E provided reeducation
. residents from further harm during an f 3/14/14 by Director of
%ﬁv%ﬁgatlﬂﬂ ; Nursing regarding the
: need for li e
: 1 Review of the faclily's grievanca form titled, ; ) © h'c.fensed_ Burses
. "Grievance/Concern Report’, undated, revealed : to qgu.atpff controlled
o 03/02/14 Resident #2 reported to LPN #4 medications and
E relinquish med cart kevs
i

| "snatched” away the phone, hurg ¥ up, and tald

- Raesident #2 hefshe was not allowed io use i,

| Review revealed LPN #1 told Resident #2 she
would not give him/her psin medication if he/she

. revealed no documented evidence the facility
| investigated the incident as potential abuse o

hazﬁ witnessed the incideri. Further review
. revealed no documented evidence the faci fity
| reperted the incident to State Agencies as per
facility policy. LPN #1 was only susperided for
i one {1} day, 03/03/14, by the Director of Nursing
_ Services (DNS) whe documented the grievance
| as resolved on 03/04/14 and allowed LPN #1 fo
‘ continue working with rasidanis.

i continued to curse at the LPN. Continued review

_ Inelude interviewing other residents and staff who

with another nurse if
leaving the center for
lunch or other periods of
time to ensure that
medications are
accessible to residents as
needed.
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' * The Director of Nurses

F 2231 Continued From page &
i Review of LPN #1's "Timecard"” punches revealed :
sha worked the dayshift, 7.00 AM to 300 FM on:
{ 03/04/14 through 03/06/14; 03/10/14 through
0313/14; 03/15/14 ’Ehmugh 03/17114; 03/24/14
i through 03/27/14; 03/28/14 through 053/39/14; and!
on 04/02/14, a tolal of eighteen (18) days, bafore
; being suspended on 04/03/14. ;

i Review of Resident #2's medical record raveaied |
' the facility admitted the resident on QB21113, wrih
i diagnoses which included Paranoid ;

' “Schizophrenia {a chronic mental if finess)

I Hypertension, Lung Cancer, Other Chronic Pain,
Rheumatoid Arthritis, and Pain in Joird, site

| unspecified. Review of the Quarterly Minimum
Data Set (MDS) Assessment, dated 02006414,

| revealed the faciity assessed Resident #2 to
have a Brief Interview for Mental Status (BiM3)
| soore of nine (8), which indicated the resident
was moderately cognitively i impaired.

|

' Continued review of the medical chart revealed
i the March 2014 monthly Physician Orders pain
medicat on orders which included Gabapentin
: 200 milligrams (MG) capsule by mouth every '
“twelve (12) hours for pain in lower feq joint and
, Hydrocodone/Acetaminophen 10-325 MG by
Fmouth one tablet every foor (4} hours as needed
. for moderate pain. Review of the Madication

| Adminisiration Record (MARY) for the date of
03/02/14 revealed Resident #2 received
| Hydracodonel/Acetaminophen 10-3265 MG at 100
AM, 7:00 AM, 4:30 PM, and at 8:30 PM. Review .
; of the slaffing schedule revealed LEN #1 worked |
the 7:00 AM to 300 PM shift on 03/0214, )

é Interview, on 04/03/14 at 2:30 PM, with Resident
#Z revealed LPN #1 grabbed the ;Jhore from :
Fhisfher ear and "slammed” it down on the receiver

and Administrator were-
reeducated 3/12/14,
4/4/14 and 4/30/14 by the
Manager of Clinical
Operations regarding
Abuse Pohcy and

- reporting requirements,

Employees upon hire
and/or not working
during this timeframe will |
have education/
reeducation by
administrative
management to the
center’s abuse policy,
reporting requirements,
promise of confidentiality
and no fear of refribution
and will be repeated
anmually with all staff.

Facility does not use
agency staff.
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i . i
F 2237 Continued Frem page 6 F223:

. and tola the resident he/she had already made
Ttwo {2) calls, Resident #2 stated hefshe had not
. made wo {2) calls and needad to call his/her

fnephew. Agcording to Resident #2, LPN #1 then |

said "wait until you want another pairs pili",

| Resident #2 stated he had a lot of pain problems |

and get pain medication about every four (4)
Phours. Resident #2 revealed # hurt his/her

featings "real bad” when LPN #1 had done that
; and after the Incident the nurse never talked 1o
" him/her again. The resident stated hefshe wen:

i and fold LPN #4 what had happened and LPN #4

said it was a grievance.

f nterview, on 04/02/14 at 2:39 PM, with Certified
Nursmg Assistant (CNA) #10 revealad she
l'workad on 03/02/14, and heard Resident #2

. being loud, CNA#10 sisted she heard LPN #1

§ {ell Resident #2 he/she would not get histher
_ medicine on time becauss the resident was not

| doing what hefshe was supposed to do. The
- CNA stated LPN #1 sounded "aggravated” and

i "short” when she talked fo the resident. CNA R0

staied she had talked to LPN #4 about the

. incident and the nurse was going to call the DNS,

nterview, on 04/00/44 at 3.05 PM, with CNA #11

- revealed she worked dayshift on 03/02/14, and
thought around 12:00 PM, she witnessed

i Resident #2 trying to use the phone at the Unit

' 200 rurse's sialion. She stated Resident #2 had

. the phone up by hisfher ear and LPN #1, who

| was at the desk, told Resident #2 hefshe was rot |

_allowed to use the phone. CNA#11 sizted the
i nurse grabbeé" the phone out of the resident's
“hand and "stammed” it down on the receiver

: which starlled the CNA. The CNA stated LPN #1

* told Resident #2 if he/she tried to use the phone
- again she was not going to give his/her pain

4. Administrator and Director of ;
Nurse have agsigned
supervisors across the 3 shifts
daily (includes Saturday and
Sunday) to observe
staff/resident interaction, and
to determine that any

allegations are reported
immediately to the
Administrator as of 4/4/14.
Any concerns with staff

. interaction or allegations

i identified will be called to the
Administrator/DNS by the
Shift Supervisor for review to
determine any action to be
taken including reporting to
the state agency if indicated.

Administrator, Director of
Nursing, and Nurse
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_medication. CNA #11 revealed she considered
Ithe incident verbal or mental abuse and possibly
phys;cal abuse because the nurse "jerked” the

| #4 waa also at the nurse's station ,and indicated
she was going to take care of the :ncadent

! Inter\new on 04/01/94 at 3:.52 PM, with LPN #1
‘revesled at one point in fime Resident #2 was
 limiled fo lwo (2} phone calls a day by hisfher
' sister, who was Guardian a! the time, because
i hefshe would call her too much. The LPN stated
one (1) tme she asked him/her to use the phone |

i tafer because he/she had been on the phone "a

. LPN #1 stated Resident #2 got upset and
sa id same curse woras then welked away. The

i LPN further stated "there was nothing sald about
* pain medication”. LPN #1 indicated she was not |

. awara of any allogation related to pain '

" madicafion.

i M

Interview, on 04/02/14 at 19:36 AM, with LEN #4 |

revealed on 03/02/14, around shiff change, ]
. Resident #2 came dowri to the 100 Unit nurse’s
! station fo use the phone. She stated Regident #2 !

also reported LPN #1 "snatched” the phorie out of

U tisther hand and tofd the resident he/she could
; hotuse it anymore, LN #4 stated Resident £2
rnpcrted he/she was upset aboui phone incident
» and "cussed” at the nurse, who then told the
‘resident she would not give him/her his/her pain
. medication if he/she kept talking to her fike that.
'LPN #4 rovealad she then went and spoks o |
i LPN #1 about what Resident #2 reported and told !
"LPN #1 services could not be withheld because :

; of the way a resident spoke (o them. She stated |

CLPN#1 then got upset and wert out o the :

I nurse's station and said out foud, no one was _

_going to falk to her lika that and if they {residents) |

' phone out of the resident's hand. She stated LPN |

:

i
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SUpervisors will uierview o
employees from all
departments weekly x4
weeks and then monthly x3
months then as determined
by the monthly Quality
Asgurance /Performance
Improvement Committec to
determine staff understanding
of the abuse policy, reporting
allegations to the

5 Administrator immediately,
and that allegations or
statements are kept
confidential with no fear of

, retribution for reporting,
Concerns identified will be

: addressed upon discovery,

i Administrator, Director of
Nurses and Nurse
Supervisors will inferview 5
residents weekly x4 weeks
and monthly x3 months fo
determine any issues with

: staff treatment or abuse and
i any issues with withholding
of medication. Concerns
identified will be addressed
upon discovery.
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F 223 Continued From page 8
did she was not going fo give them their pain : f
| medication. Continued interview with LPN #4 ‘
_revealed she had called the DNS about the
i Inciderit and was told the DNS would fake care of :

Services, or Shift Supervisors

will review grievances,

’ co'mplaints and allegationg
daily (includes Saturday and

Sunday) times 4 weeks then

as determined by the monthly

] Quality Assurance

i /Performance Improvement

" Interview with Social Worker (SW) #1 on o
| 04/03414 at 1:57 PM ard 2:53 PM, revealed the : !
" Ombudsman had reportet! to her there had been
. @ phone issue concerning Resident #2 and said

! something about pain medication. She statod i
; around 03/03/014 or 03/04/14 after the ‘
' Ombudsmans report, she tatked to the resident

. about phone usage and the DNS talked to
+him/her about pain medication. The SW stated |
- on 04/03/14 she again inferviowed Raesident #2,
I about the incident on 03/0214. The SW stated

. Resident #2 informed her the nurse told him/her
I she was not going to give his/her pain medication |
If hefshe used the phone again. She stated f
| based on her Interview with Resident #2 on :
T 04/03/14, | sounded like it was an sbuse ’
; aftegatlon. in an additional inferview with SW #1
“on 04/08/14 at 6:02 PM, she stated she had first

; read the grievance sometime betwsan the week

1 of D3/03/14 through 03/08/14, and was concarmed |
. because the content stated the nurse had '
i "snatched” the phone away from Resident #2
“and, the nurse told the resident if he/she

{ contlnued fo curse at her she wouid not give
"his/her pain medication. The SW revealed she
- talked to the Administrator and the DNS, who are |
' in charge of abuse investigations, about the ‘
. grievance, her soncern and what to do next. She
| stated she could not remember what all was '
 discussed or if she identified the grievance as an |
i allegation of abuse or oniy a concern. ’

! Interview, on 04/02/14 at 12:30 PM and on

Committee to determine that
Abuse allegations are
reported timely, resident js
protected from further
potential abuse as per the
Abuse Policy and that
investigations are thoroughly
completed. Concerns
identified will be addressed
upon discovery.

11
t
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" 04/03/14 at 5:34 PM, with the DNS revealed the
. Grievance/Cancern Report form was In her

' mailbox on 03/03/14, and she as indicated by

. LPN #4 was not called by shone, Tha DNS

stated she thought 1 was an abusa incident when

i she read the statement. However, on 03/03/14

- she talked to Resident #2, who was alerf and

- orientad, about the incident and the resident
deried the nurse had threatened not to give

| him/her the pain medication. The DNS stated

“she went by what the resident said, and did not

| think it was abuse after all. She called LPN #1

i

and told her she had to take courses on custamerf

| service, resident rights, and the facility's abuse
~ policy before returning to work,

Interview, on 04/02/14 at 1:53 PM and on

1 04/08/14 at 6:48 PM, with the Admiristrator
‘revaaled she had not seen the grievance until

i "about” 03/06/14 when she got it out of her

- maibox, but should have been made aware

s immediately. The Administrator stated she had
" previously discussed the incident with the DNS
v and talked about a nurse and Resident #2's

“ phone usage, however, she did not believe they
; talked about the medication allegation. The

" Adminisirator stated once she saw the

i Grievance/Concern Report form content she

" shoutd have recognized the threat to withhold

]

; pain medication as mental abuse or even neglect,

“removed the alleged perpetrator from resident
care and conducted a thoraugh investigation of

the allegation. The Administrator indicated there j

; was a concern for potential further abuse of
residents when an employee who aliegedty

. comrmitted abuse was allowad to continue
Pworking. She stated as the Administrator she

. was ultimately responsible for the protection of
: the residents.

5. The Administrator will bring
trends identified from the
daily review of allegations,
complaints and grievances,
and employee and resident
interviews to the monthly
Quality Assurance
{Performance Improvement

‘ Committee x4 months for

further review and

recommendations,

Completion date 5/1/14,

i
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. Interview, on 04/09/14 af 4:13 PM, with the '
! Medical Direciar revealed the facility reported the .
“lncident involving Resident #2 to him: however,
| did not indicate when he was notified. He stated
" it was wrong for the nurse to threaten not ‘o give
_the pain medication to Resident #2. The Medical
| Director further stated there was ro excuse for
the nurse to have done that. He indlcated the .
i facility should have investigated the allegation. |

i

i 2. Review of the faciiity's final report to the State
‘ Ageﬂcy daled 03/14/14, revealed i noted a
| grievance form was turned into the facility by i
Resident #1's family member on 03/09/14, stating
. anurse (LPN #8) had spoken o the resident
= unprofessionally. Review of the final report
revaaled Resident #1 reporied on night shift
i during the early morning hours of 03/07/14, the |
resident had used her call fight muitiple times and
i banged it on the table tv get staffs altention for |
" hisfher medication and was told the nurse was on
. break. The final report indicated Resident #1 was
: interviewed and told staff she had began "
requesting the medication at 2:48 AM, and
| received i at approximalely 4:00 AM. The final
- report noted when the nurse enferad the
_resident’s room she told the resident heyshe was |
! going 1o listen to what she said and proceeded to
tell the resident he/she was bothering other ;
¢ regidents by making 0 much noise. Review of :
- the final report revealed in Interview Resident #1
. stated the nurse told him/her ihis behavior would
“hat help the resident get pain medication any
quicker. Additicnaily, the report noted interviews
| with staff revealed the nurse was "velling” at
' Resident #t and, ceuid be heard at the rurse's
| station saying to the resident that hitting the
bedsnda tabie would not get histher assistance

F 223
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,any faster. Further review of the final report
Lrevealsd another employee stated LPN #6 came |
i back from the resldent's room and told other ‘
“employees she had instructed the resident o Stop
i ringing hisfher cail light every few minutes ard
then proceeded to call the resident a "child” to the
“employees present. In addition, review of the
final report revealed the facility substantizted :
Fabuse on the part of LPN #6 and she was fo be ;
terminated from employment st the faciity. ‘

i Review of LPN #6's "Timecard" punches revesled !
- she worked on G3/07/14 until 7:34 AM and also |
' worked on 03/08/14 frem 11:00 PM until 818 AM
. on 03709714, !

- Raview of Resident #1's medical record revealed

' the facility admitted the resident on 01/24/14, with ;

{ diagnoses which included Chroric Alrway .

* Obstruction, Chronic Pain, End Stage Renal i

: Diseaze, and Tracheostomy. Review of the '

" Quarterly MDS Assesement datec 03/31/14,

i revesled the facility assessed the resident io be
cognitively intact. Confinued review of the MDS

' revealed the resident was assessad by the facility .
to have almast constant pain which afectad the )

resident's sieep. Continued review of the medical

- record revealed the March 2014 monthiy

- Physician Orders, included Percocet 6-325 MG

. PRN 1-2 tablets every six (6) hours for pain which |

[ started on 02/04/14. Review of Resident #1's

, March 2014 MAR revealec the resident receivaed

the PRN Percocat on 03/07/14 at 4:00 AM and

i again at 6:30 PM, ;

| Inferview, on 04/01/14 at 2:16 PM and on i

04/02/14 at 4:15 PM and 5:14 PM, with Resident ;
| #1 revealed the residert did not spesk, byt 5
_mouthed worcs or shook his/her head, as hefshe

F 223
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F 223 Continved From page 12
“had a tracheostomy (trach). Resident #1 stated

“nerse on right shift had yelled at him/her and it

i toek three (3) hours o get pain medication after

" she roquested the medication. Resident ¥1

| indicated the nurse was upsst wilh her/him
banging the catt light and the nurse sald hefshe
| was acting like a kid. The resident mouthed it felt
iike she was a child when the nurse yelied ard

; was scared,

U interview, on 04/02/14 at 3:55 AM, with ONA #7
revealed she cared for Resident #1 and reported
{ on night shift of 03/06/14 the resident wented
. pain medication and rang his/her call tight
i muttiple times, thinks ahout tan (10) times). CNA
, #7 stated Resldent #1 banged the light on the
| {able, and described the resident as appearing
. Aaggravated while the nurse was out on lurch
! break for over an hour, The CNA stated she was
; At the nurse's station, multiple rooms away fram
! Resident #1's room, when the nurse came back
- answered the call lsght and was very loud. CNA
{HT reported she heard the nurse "banging on the
. fable” and informing the resident hefshe wauld

e table. Accwding to CNA#7, she went into
Resident #1's room after the nurse had left and
- apologized o the resident for the way the nurse
‘ had acted and she stated the resident was upsat.
. The CNA revealed she should have reporied the
incident immediately, but did not because she

_wag scared if it got back to the nurse.

£

interview, on 04/02/14 at 8:55 AM and 04/09/14

I at 6:58 PM, with CNA #3, who worked night shift
. on 03/06/14, revealed Resident #1 had used the
t call light approximately six {6) times while the
. nurse was on iunch break for about an hour and

i staff was ali nice but one (1) nurse and reported a |

|

i

' nat get the medication any quicker by banging on |

F 2231
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| when the nurse returned she tokd har the resident :
“needed pain medication. The CNA stated when
i she came back from break she heard LPN #8 at | .
“the nurse's station stating she had told Resident f E
; #1 he/she acted like a child by banging the call | ‘ :
light. CNA #3 stated she estimated the incident
; ocourred around 4:00 AM and the resident
- ssemad upset whan the CNA went into the room
; after the incident. The CNA revealed the nurse :
" should rot have callad the resident a chitd and f
{ thoughl it was mentai/verbal abuse, Indicating

she would be upset if someone said thal io her
| mother,

Interview, on 04/10/14 at 3:54 PM, with RN !

#4/Weekend Supervisor revealed on second shift

1 on 0308714 at about 8:00 PM, one (1) of the : i

“nurses talked to her about the incigent involving _

| Resident #1 and she went and taiked to the 5 i

“resident, RN #4/Waekend Supervisor stated : '

i Resident #1 had a trach and using the calf light

" anhd banging the call fight was his/her voice, She |

j stated Resident #1 reported he/she was banging ! A

" the cail light on the table to get aftention because | !

i hedsha wanted 2 pain ol and LPN #6 sereamed |

at him/her and told the resident he/she annoyed |

i other residents by making the nolse. She stated i = .

she also tatked 1o CNA#7 who reported LPN #6 | ;

- had yelled so loud she could hear the rurse at the | g ‘

- nurse's station, RN #4/Weekend Supervisor ! 5

; stated CNA#T told her she was afraid the nurse . f :

* wauld be mad at her if she raported the incident.

" Interview, on 04/04/14 at 5:54 PM, with SW #1

: revealed when she initially followed up with ;
‘Resident #1 on 03113/14, regarding the grisvance |
« the resident reported a nurse had raised her ;
“volce, was "curt” and "being nasty” (o him/her. : i
| The SW stated the resident started crying and ‘
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“she was unable to understand Resident #1. She
; stated on 03/17/14, she spoke to Residant #1
again regarding the grievance and the way the
: resident described the incident she would
" consider it abuse.

i
" Interview with the NS on 04/02/14 at 12:30 M

1 of 0307114, The DNS stated she was not made
- aware of the incidert uniil 03/09/14, when
i Resident #1 and his/her family had spoken to
“evening shift staff about it and they called her,
. She stated LPN #6 was suspended and did not
fwaork the night of 03/09/14, but had worked

| on 03/09/14. The DNS stated from the facility's
| s investigation they had determinad staff were
: awara on 03/07/14, but did not report the abuse.

’ i when it occurred the nurse would have been
. suspended immediaiely. However, she stated

an epportunily for more abuse o that resident
- and other rasidents.

i interview, on 04/08/14 at 8:46 PM, with the
" Administrator revealed the employse allegad o
; have committed the abuse, fowards Resident #1,
- worked another shift before Administration
. became aware of the ailegation. She siated,

| howaver some staff had been aware of the
incldent when if happenad and should have
rep{}rted the allegation immediately. She
indicated the nurse worked another shift and

| there was potential for another abuse incident

" befora the nurse was susperdad. The

" of the incident she would have come in

She indicated if she had known about the incident |

i | the nurse had worked on 03/08/14, and there was |

; and on 04/04/14 at 5:00 BM, revealed the mcsdeuf
“occurred on nighishift of 03/06/14 to the morming |

f

nightshift o (3/8/14, frem 1100 PM to 7:00 AM | :

| Administrator siated ff she had been mads aware
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. immediately, started the investigation, and '
I suspended the nurse immediately. ; |

NAME OF PROVIDER OR SUPPLIER

[ On 04/02/14 at 10:30 AM an attempt was made ! ;
- to contact LPN #6 by phone; however, the ; |
: attempt was unsuccessful and there was no way
; fo leave a massage. ;

. Ths facility provided an acceptable Credible ;
Allegation of Compliance (AQC) on 04/08/14 é '
wh:c.h alleged removal of the Immediate Jeopardy | | : j
H{J) effective 04/07/14. Review of the AOC :
revaaled the facility had implemented the *

| following: ) | _
: i

| 1. The faclity's DNS, Administator and Nurse | |
. Supervisors interviewed all interviewable |
| residents to determine if they had experiencead or | | :
. witnessed any abuse It the facliity or any issues |
{ with receiving PRN medicatians timely or : i ;
. threatening to have thelr medication withhetd.
| The facility completed the interviews 03/14/14 | f
. and on 04/04/14. i
| : |
- 2. The facility's DNS and Nurse Supervisors f ? i
| completed assessments of all nor-interviewable
residents to determine any injury associated with | i
| Pessible abuse. The facility completed the i
- assessmants on 0314474 and on 04/04/14,
| 3, The DNS and Administrator were re-educatod | ;
fo the Abuse Policy, the timely reporting
" requirements and completion of a tharough :
, Investigaton by the MCOC on 03/12/14 and on §
; mﬁfozmaz ,i

i 4 The facility's DNS, Administrator and Nurse | :
. Supervisers aducated administrative, therapy, i
- dietary, housekeeping, laundry, and maintenatice . :
Event IDiY6DR1 Facility i: 160022 If continuation sheet Page 18 of 108
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F 223 Continued From page 16 :

- staff on the facility's abuse policy, reporting

| requirements, promise of confidentiality, and no
 fear of retribution. Staff was also inserviced on
' stress management. Employees complated the
. Abuse Prevention post-test. The faciity

| completed the inservices on 03/14/14 and again

j. on 04/04/14,

_ 5. The facility's DNS and Murse Supervisors

| educated ficensed nurses to count off controllad
. medications and relinguish med cart keys with

| another nurse if leaving the facllity for iunch
_breaks or other periods of time to ensure

| madications were accessible to administer to
residents as needed. The facility compieted the
| inservices on 03/14/14,

i 8. The facility’s DNS and Administrator were

‘ responsible for tarminating the nurse involved in
; the allegation of abuse for Resident #1 and

I reporting the nurss fo the Kentucky Board of

. Nursing. The facility completed the action on

[ 03/14/14.

| 7. The two (2} staff members who heard the

. Incident involving Resident #1, but did not report
| the allegation received disciplinary action by the
~DNS and Administrator. The facility completad

| the action on 03/14/14,

g 8. A Performance Intprovement {P1) Mesting, to
{include the Administrator, DNS and Medicsl
- Director was held to discuss the late reporting of

' the allegation of abuss related to Resident # and

, the plan to correct this. The facility completed
{ this ection on 03/14/14.

Additionally, & Performance improvement
; Meeting, to include the Administrator, DNS and

i

H

I
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| Medical Director, was held to discuss the late , ,
repart ng of the aliegation of abuse refatad to ! ' i
| Resldent #2, the Immediate Jeopardy citations, f
root cause and plan of correction. The facility
completerﬁ this on 04/04/14. !

i 8. The nurse identifled In the allegation of abuse

for Resident #2 was suspanded on 04/03/14.

: The facility identified the DNS and Administrator
b ag being responsible for the agtion. The facility
‘ compieted the action on 04/03414.

i

i 10. The Initial report of the allegation involving i
Res:dané #2 was submitted to the State Agencles i
! : an 04/03/14, the persens assigned responsibility
were the DNS and Adminisirator. The facility
i completed the action on 04/03/14. , | .
! ! f j
;T4 The faciliy's DNS and Administrator was :
[ respensible for Interviewing Resident #2 | i
, Tegarding the sifegation of abuse reported on
E 03/02/14. The facility completed the action on
04/04{“!4 , ;

‘ 12, The facilily's BNS, Administrator and Nursing

i Bupervisors were responsible for Interviewing the |
" sister of Resident #2 regarding the aliegation of
. abuse reported on 0302/14. The facility

; comgla%ed the action on 04/04/14.

i

| 13. The facility's DNS, Administrator and Nurse
Supervisors were responsible for interviewing
| employees who workad 7:00 AM to 3:00 #M on
(}3!(}2/14 regarding the silagation of abuse ratated ,
i {o Resident #2.  The facility complsted the ‘
interviews on 04/05/14.

i

14 The facllity's DNS and Nurse Supervisors ;

; were responsible to enter the aflegation of abuse | .
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Faz23 ‘ Continued From page 18
 for Resldent #2 into the Risk Manzgement

on 04/04/14.
|

15, The facility's DNS, Nurse Supervisars and
| Administrator were responsible ‘o provide

" education to new hires on the facility's abuse

| policy, reporting requirerents, promise of
“confidentizlity, and no fear of retribution during
Lorientation, This was an ongeing action. The
facility did not use agency staff,

! o defermine any allegations of abuse were

| on 04/04/14,
| 17. The facility was to implement monitoring

waekly for four {4} weeks and then monthly for

£

the facility's abuse policy: understood reporting

!for repoiting.  Any concems were to be
. addressed at the time of interview. The facility
i identifled the DN&, Nurse Supervisors and

i which ware ongoing.
18. The facility was to implement monitering
- weakly for four (4) weeks and then monthly for

i three (3) months to determine any Issues with
staff freatment or abuse and any issues with

| System (RMS). The facility completed the action |
|

E 16. The facility was to assign supendsors on eagh ‘
, shift to monitor staff and resident interactions and
; reported immedialely to the Adminisirator, The

? facility's Administrator and DNS were responsible - ,
. fo implement the action and the facility completed 5

[ three (3) months to delermine: staff understood

" Adminisirator as being responsible for the audis

 actions to include interview of five {5) residents

!
F 223

£

|
" acions to nclude intarview of five (5] employess

 allegations to the Administrator irmmediately; and
- understood affegations or statements were kept
. confidential ard there was ro fear of refribution
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F 223 | Continued From page 19 '\ Fao3
i withholding of medication. Any concerrs
dentified were to be addressed at that time. The ]
| faciity identifled the Administrator as being <
‘ responsible for he audits and they were ongoing, E i

18, The facility was to implement monitaring

| actions to inciude an audit of all abuse ,

_ investigations to determine that abuse allegaticns ;

i were reportad timely as per the abuse policy and £ )
the investigations were thoroughly completed. ! ; i

| Any concerns identified during the audit were to f §

, be addressed at that time. The facility identified | !

lthe Administrator as being responsible for the % =

j audits and they were to be ongoing. :

i 20. The findings of the monitoring identified |
»above were o be reportad o the Performance s ‘

i improvernent Committea monthly for four (4)
manths for further review and recommendation.

' The Administrator and DNS were responsible and ! :
' his was fo be ongoing. s :

' 21. The faclity was to perform an audit on abuse | ,
- ailegations identifled for the prior thirty (30) days, |
| 03/06/14 through 04/06/14, to assure & thorough | )
. investigation was completed and any abuse was
| reported timely as per the facility policy. The

_ person responsible was the MCO and the facility
| was to complete this on 04/07/14,

. The State Survey Agency validated the ;
" implementation of the facility's AOC as follows:

| 1. Interview and review of the facility's AOC ;

s implementation documentation for Resident #1 : ,
t and Resident #2, with the DNS on 04/10/14 at : i
; 10:37 AM, 12013 PM and at 116 PM, revealed ;
! the facility used a Resident Census Report to i ‘
; identify ail interviewable resicents. The resident A
Evant D VEDRM Faciity D: 00022 i continuation sheet Page 20 of 108
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* interviews were parformed by the DNS and '

i Nursing Supervisors which included Unit | :

| Managers. Reviewed the dosurnented resident ! ;

, irterviews alt completed by 03114114 and i : :
| 04/04/14, :

NAME OF PROVIDER OR SUPPLIER

! Interview with the Assistant Director of Nursing

(ADON) on 04/10/14 at 4:27 PM, and RN #5/100 |
i Unit Marager on 04/10/14 at 4:48 PM revesled
‘resident interviews were performed as per the ;

| ADC. ;

| Imterview on 04/10/14, with Resident #1 at 12:58
FPM; Resident #2 at 16:19 AM; Unsamplad :
; Resident A at 5:05 PM; Unsampled Resident B af |
[ 4:49 PM; and Unsampied Resident C at 510 PM
. reveaied they were all interviewad by facility staff 5
| two (2) different times recently about abuse and | ’
_ medications. f

Hnterview with the Administrator on 04/10/14 at |
| 5129 PM, revealed she was in charge of tha AOC | :
| plan to make sure everything was completed as E

indicated and vetlfied all the resident interviews ’ )
[were completed by the 03/114/14 and 04/04/14 as & j :
neted on the AOC, g :

L2, Interview and review of the facility's AOC

. implementation documentation with the DNSon

[ 04710714 at 10:37 AM, 12:13 PM and al 1:16 PM, | :

“revealed the facillly used a Resident Census i ;

; Report to ientify aff non-interviewable residents. :

{ The DNG stated they had two (2) staff present for | ’

; skin assessments and no prablems wera i i

| identified indicating abuse, such as, bruises, i E
seratches, any type of redness or any signs they

{ were not gelting care. Review and interview with .

' the DNS revealed the skin assessments were E ;

i parformed by the DNS and Nursing Supervisors ‘ ' :

Bvent 10: VBDR1T Facllity ID: 100072 i continuation sheet Page 21 of 108
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F 223 | ContinLed From page 21 Fa223
. on 03/13/14, 03/14/14 and again on 04/04/14 with ! ;
| no issues identified. : ?

i

| Interview with the ADON cn 04/10/14 at 4:27 PM ;
. and RN #5/100 Unit Manager af 4:48 PM,
'revealed skin assessments were performed on
| norHinterviewable rasidents,

, Interview with the Adminisirator on C4/10/14 2t ,
| 5:20 PM, revealed she had verified all skin : f
. assessments of non-interviswable residents were !

| completed by 03/14/14 and 04/05/14 as noted on

i the ADC with no issues identified. : ; :

: 3. Review of & documented inservice on 03712714 | :
I and 04/03/14 reveaied the DNS and Administrator | !
| were re-educated on the facility's abuse policy
tand reporting requirements by the MCO.

| interview with the DNS on 04/10/14 at 12:13 PM, ; .
. and the Administrator on 04/10/14 at 5:26 PM. | ;
| revesled both had recelved an Inservice on the 1 :
_sbuse policy and reporting requiremants on _
| 03/12/14 ard 04/03114 by the MCO. . E i

i 4. Interview and review of the facility's AOC

" implementation documentation for Resident #1
i and Resident #2, with the DNS on 04/10/14 at ;
F10:37 AM, at 12713 PM and at 1:16 PM, revealed

| the Tacllity used a master list of employees to ,

' inservice all staff on 03/10/14 thry 03/14/14 and | :
; On 04/03/14 thru 04/04/14. The DNS stated siaff : ; '
inservices included review of the abuse policy

which included examples of abuse and reparting, :

- investigations and reporting were confidential, ! :

, Stress management, and abuse post-test. She

i further stated inservices were performed by the

. Administrative team which included herseif. the

! Administrator and Nursing Supervisors. The ‘

Bvent 1 VEDOR1Y Faciiy ID: 1020022 i continuatlon sheet Page 22 0108
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F 223 Continued From page 22
| DNS stated staff who wera not present were [
, contacted by phone and given the inservice on
{ the abuge pofley and streas management. She
Irdicaled staff who the facility was unable to .
| contact by phone were sent the inservice :
ecucation by certified mail. The list of siaff who
| were sent the inservice education by certified mail i
*and the certified mail receipts were reviewed. :
 Interview with the DNS revealed when the staff
" who were not present at the inservice came in to
- work they went over the post test and signed
inservice sheets prior to beginning work, She
 stated the inservices were perfermed by the ;
- Administrative team which included herself, the
: Administrator and Nursing Supervisors.
1

: Review of the AQC impfementation

! documentation revesled a master list of

. employeas which showed staff were inserviced
§ from 03/10714 through 03/14/14 and on 04/03/14 ;
. and 04/04/14, on the abuse poficy, reporiing
| requirements, promise of confidentiality, no fear
of retribution and siress management, The

| inservice material and post-tests compieted by |
- employees after the inservicing were reviswed.

Interview on 04/16/14 with the ADON at 4:27 PM;
. RN#d/Weekend Supervisor at 4:08 PM; Activities
| Director at 2:44 PM; the Employee Benefits and j
. Payroli Coordinator at 3:13 PM; the Maintenance
- Director at 3:39 PM; and RN #8/100 Unit ;
Manager af 4:48 PM reveaiad thay had nserviced :
| staff on the faciity's abuse policy and stress ;
- management in March and April. !

- Staff interviews on 04/09/14 with LPN 10 at 522 |
- PM; CNA #18 at 5:30 PM; LPN #11 at 5:41 PA: ‘

CNA#14 at £:51 PM; CNA#3 at 6:55 PM: and, on |
| 04710114 with LPN#12 al 7:30 AM; LPN# 13 at |

i
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F7:50 AM; LPN # 14 at 7:55 AM; Dietary Aide #1 at - .
i 2:08 PM; Housekeeping #1 at 2:18 PM; Digtary |

P Alde #2 at 2:27 PM; Housekeeping £2 at 2:32

. PM; Activities Director at 2:44 PM: Maintenance i

P#1 at 2:55 PM; Laundry #1 2t 3:04 PM: Employee

, Payroll and Benefits Coordinator at 3:13 PM: .
+ Occupation Therapist (OT) #1 at 3:21 PM; _ : :
. Physical Therapy Assistant [PTA) #1 at 3:26 PM; |
| CNA#16 at 3:33 PM; Maintenance #2 at 3:39 ; ,
; PM; CNAT7 at 3:47 PM; RN #4Meekend f : ?
| Supervisor at 4:08 PM; and LPN #15 at 4:17 PM E ; ;
 revealed all indicated they had received f : !
 inservices on abuse In March and April which -

. Included the types of abusa, how and when to '

| report abuse, confidentiality/retribution, and

. stress management.

. 5. Interview and review of the facility's AOC
limplementalion documentation for Resident #4, ; ;
. with the DNS o 04/10/74 &t 1213 PM and at : :
| 1:16 PM, revealed the facility used a master list of ; i
" nurses identified as recalving inservice education !
| o1 03/13/14 and 03/14/14 on counting controlied | ;
" medications in the medication carts and giving 5
i the medication cart keys to another nurse bafore ;
Hleaving the facility for lunch breaks. She steted ‘ :
the inservices were performed by herseif and the i :
- Nursing Supervisors, ? ] ’

| Interview on 04/10/14 with DNS and ADON st _: ! .
427 PM, RN #4/Weekend Supervisor at 4:08 i f f
I PM, Activities Diractor at 2:44 PM, and RN '
#5/Unit Manager 100 at 4:48 PM revealed they . ;
| Inserviced staff on abuse in March and when : ?
: applicable nursing staff on med cart. E
| Staff interviews on 04/08/14 with LPN #10 a1 5:22 ; )

FPM; LPN #11 at 5:41 PM; and on 04710714 with - i

- LPN#12 at 7:30 AM; LPN #13 at 7:50 AM: LPN : ;
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F 223 Continued From page 24
Yta a7, 55 AWM, RN #4/Weeakend Supervisor at
; 4:08 PM; and LPN #15 at 4,17 PM revealed ail
mdrcateci they had received ingervices on

. courding controlled medleations In the medication | :

| carts and on grvmg the medicalion cart keys to

i .
i f

another nurse prior to lsaving the facility for | mch

braaks it Marcn.

. Interview with the Administrator, on 04/10/14 at
[ 5:20 PM, revealed nurses were inserviced staff

. as indicated on the AQC in March.

' 8. Review of the facllity's report of LEN #8 o KBN
; revealed the nurse was reported on 03/21414.

+ Parsonnel record review revealed LPN #8 was
: terminated from employment.
i

" Interview with the DNS on 04/10/14 at 1:16 B

| and the Adminisirator at 5:20 PM, revealed LPN
' #6 was terminated on 03/17/14 per the AOC and
: reported to KBN by the DNS.

i
f ;

7. Interview with the DNS on 04/10/14 at 1:16 Pi |

i and the Administrator at 5:29 PM, revealed the
| two (2) staff who did not report the abuse of
R@sfdent #1 received final written warnings by the .
{ DNS for not reporting timely. The final written

intamaw with CNA#7 on 04/02/14 at 8:55 AM
: - and CNA#3 on 04/09/14 at 5:58 PM, revealed
| they were counseled by the facllity about
: reporting abuse sooner,

| 8. Review of the P mesfing sign in sheats dated

| | 03/14/14 and 04/04/14, revealed it was signed by |

« Administrator, DNS and Medical Diracior.

inierv:ew with the Medical Girector on 04/09/14 at

!
warnmgs for CNA#3 and CNA #7 were reviewed,

l
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. 413 PM, revealed he attended the Pl meeting in
; March about the allegation of abuse invoiving
" Resident #1 and g nurse. He staled they
szCUSSEﬁ what happened and an action plan on |
Uhow to pravent it from happening again, ?
. Additicnatly, the Medical Director stated he
| attended the Pl mesting in Aprit regarding the
“allegation of abuse invoiving Resident #2 and in
i the meeting they had discussed the Immediate | ;
i Jeopardy related to the ebuse incident and the : .
_action pien to prevent reoccurrence. | ; 5
Interview with the DNS on 04/10/14 at 12:13 PM : ;
j and the Administrator at 5:29 PM, revealed they | i ;
" adtended the March and April P) mesting with the :
. Medical Director and discussed the ailegation of
Labuse and action plan related to Resident #1 and |
_Resident £2 and afse discussed the Immediate | ; ;
| Jeopardy and aclion plan in April. f’

9. Review of LPN #1's "Timecard” punches )
| revealed the nurse clockad out on 04/03/14 at ; :

_2:04 PM, 4 : ;

I

L interview with the DNS on 04/10/14 at 10:37 AM '
, 8nd Administrator st 6:28 PM revealed LPN #1 | | |
! ; was suspended on C4/03/14, ’ !

. ?0 Review of the nitial faxed report sent to the |
| State Survey Agency regarding the 03/02/14 ' :
. abuse allegation involving Resident #2 and LPN i : :
! | #1 was sent on 04/03/14 by the Administrator, | i !

: . Interview with the Administrator on 04/10/14 at g
| 5:29 PM conflrmed she sent the faxed report on

| 04/03/14, | ﬁ g

| 11. Review of an inferview with Resident #2 was |
completed on 04/04/14 as Indisated on the AQC :
Zvent X VBDRH Facllity {D: 100622 If continuation shest Page 2?3 of 108
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; pian l

intemew with the DING on 04/10/14 at 10:37 AM |
and the Administrator ai 5:29 PM revealed they ,
i inferviewed Resident #2 on 04/04/14, and hefshe |
Fconfirmad tha nurse threatened not to give the
resndem nain medication.

!

imerwaw with Resident #2 on 04/10/14 at 10:19 !
' AM, revealed the NS and Administrator talked to

E him/her about the phone incident and paln i
medication.

‘ 12. Review of the facility's documented interview ;
; with Resident #2's sister revealed it was ‘:
i performed on G4/04/14 as indicated on the AQC.

| Interview with the Administrator on 04/10/14 af E
529 PM, revesled she interviewed Resident #2's |
sister on 04/C4/14, and she asked about the i
_incident, The Administrator stated the sister :
| alreacy knew about the allegation, but thougnt the |
| hurse was trylng to imi the resident's phone calis
| to her as requested. Interview with DNS on :
04/10/14 at 12:13 PM revegled the Administrator
. interviewed the resident's sister.

i 13. Review of witness statements of employees i
" who worked from 7:00 AM to 3:00 PM an
i 03/02/14 were reviewed by comparison with the |
03,«*{}2/1 4 dayshift schedule, i

lntefview with the DNS on 04410414 &t 10:37 AM
-and 12:13 PM and the Administrator af 5:26 PM,
| revealed all staff who worked dayshift on
. 03/02M4 were interviewed mostly by the DNS and |
i ware asked did you hear a nurse yell or scream {
' at a resident and dfé yo.u hear a nurse threaten fo |
: withhold medicatia i

F 223!
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J

2 worked on 03/02/14 about the allegation.

Hfacilily about the event on 04/04/14,

: Managerment System on 04/04/14,

 the facility had new emplovees who were
Uinserviced on 04/07/14 on the abuse policy,

i and no fear of retribution,

inservice,
i

| PM, revealad the facility does not use agency
" staff.

i

g, Review of the facility's work schedule

" had supervisors on each shift.

; and the Adminisirator at 5:20 PM, revealed
| supervisors were assigned to each shift to

Interview with the ADON on 04/10/14 at 427 P,
'revealed she Interviewed some of the staff who

 Interview with CNA#11 oy 04/09/14 at 3:05 PM
- and with LPN #4 at 3116 PM, revealed they had
; worked on 03/02/14 and were inferviewed by the

14, Interview with the DNS on 04/10/14 at 10:37
: AM and review of the facility's A0C implemeanted
! for Resident #2 revealed the facility enterad the
; allegation of abuse for Resident #2 into the Risk

! 13. Review of the AQC documentation revealad

i
Interview with the Administrator 04/09/14 gt 128

i 04/04/14 through 04/08/14 revealed the facllity

| Interview with the DNS on C4/10/14 at 10:37 AM

i

: reporting requirements, promise of corfidentiality

| Interview with the DNS on 04/10/14 at 10:37 AM,
. revealed the facility had several newly hired staff |
| who were interviewed on 04/07/14 regarding their :

i

. monltor for abuse and were supposed to monitor

F 223!
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¥ 2233 Continued From page 28
interactions between residents and smployees lo :
| ensurg they were appropriate. They indicated ¥ |
there was an aflegation reported to the supemsor
; it was to be reported immediately io the
" Administrator,

Interviews on 04/10/14 with the Maintenance j
i Director &t 3:39 PM; the ADON at 4:27 PM, RN
#4100 Unit Manager at 4:48 PM; Emp.oyee
i Baneiits znd Payroli Coordinatar at 313 PM: and
Activities Director at 2:44 PM reveaied they al i
i ' had a st of shifts and they picked up differert
- shifts to obhserve and supervise interactions of
; empfoyees and residents and i 2 suspected
allagafion of abuse was identified they were to i
i call the DNS and Administrator immediataly. The
- staff indicated no abuse allegations had been
{ identfied.
|

17, Reviewed the audit tool which was to be
| utilized for employes abuse inferviews. ;

| Interview with the DNS on 04/10/14 &t 10:37 AM |
" and the Administrator at 5:29 PM, revealed the
j facility had implemented audits to interview five |
(5} employees weekly for four {4} weeks and then |
i rronthly for three (3) months to determirie # staff [
" understoad the abuse poficy and reporting of ail
; allegations of abuse, Continued interview i
| reveated audits had been inftiated and would be
, done by Administrator, DNS or Nursing :
| ! Supervisers Monday through Friday, and siaff :
“would be re-educated if concerns were identified. i
|
CInterview, on 04710014 at 4:27 PM, with the ADON |
j revealed she had interviewed some employees |
“for the abuse audits and they were supposed 1o l
j do five (&) employees each week. The ADCN
indicated if she identified a problem during the |
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F 223 j Continued From page 29 J

! avdit she was lo address it at that time; howsver
; hag not ideniified a problem in her abuse audits,

1 18, Reviewed the audit tpo! which was to be i
' utitized for resident Interviews.

" Interview with the DNS on 04/10/14 at 10:37 AM
and the Administrator at 5:29 PM, revealed the |
facs lity had implemented the audils i interview |

five {5) residents weekly for four {4) weeks and E
then monthiy for three {3) months o determine
_ any issues with staff treatmert and any
P withholding of medication. Continced interview g

. with the DNG and Administrator revealed audits

i had been initlated and residents were to be
interviewed by the Administrator, GNS and

| Nursing Supervisors Monday through Friday, |

 Interview on 04/101/4 at 4:27 PM, with the ADON |

 revealad she had performed resident interviews f
. for the audits and they were supposed to do five i
{"‘} pat week. She indicated F a concern was ‘
identified it was {0 be addressed at the time of

| interview; however, had rot identified any
concemns in her resident inferview audits.

- 18, Interview with the DNS on 04/10/14 at 10:37 |
i AM and the Admiristrator at 5:26 PM, revealad |
! the faciiity did not hava a specific form for
aad fting the abuse investigation but the
* Administrator wouid be performing audiis on alf
. abuse Investigations to determins if the
| allegations were reported timely, investigations
- were thoroughly completed and the initial repart
| was sent to the State Survey Agency in
~twenty-four {24) hours and the five (5) day follow
| Up was sent in Umely. Gontinued Inferview with |
the DNS and Admirisirator revaaled any 5
! concerns would be addressed at that time.

F 223]

FORM CMS- 2587(02-@) Previous Versions Obsolste Event D VEDR 11

Faciity I0: 133022 if continuation sheet Page 30 of 108




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

FRINTED: 04/24/2014
FORM APPROVED
CMB NQ. 5938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA

135090

{X3) ATE SURVEY
COMPLETED

C
0471072014

(X2} MULTIPLE COMSTRUGCTION
AL BULDING

B, WING
STREET ADDRESS, CITY, STATE, ZIP CODE

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
HANME OF PROVIDER OR ${PFLIER

BRIDGE POINT CENTER

’ 7300 WOODSPOINT DRIVE
i FLORENCE, KY 41042

SUMMARY STATEMENT OF DEFICIENGIES
(EAGH DEFICIENCY MUST BE PRECEDED BY BULL
REGULATORY OR LG IDENTIFYING INFORMATION)

(XD
PREFIX |
TAG

FROVIDER'S PLAN OF CORRECTION
(FAGH CORRECTIVE ACTION $HOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

i
PREFIX
TAG

(X3}
COAPLETION
DATE

| .
‘ |

i

F 223 j- Continued From page 30

¢ 20, Interview with the DNS on 041 0/14 at 10:37
* AM and the Adminisirator at 5:29 B, revaaled

- Pl Committee meetings by the Administrator or :
ONS Jor four {4} months as indicated in the AOC,

I Continued interview with the DNS and

" Administrator revealed they have not yat had the

i monthly P Committee mesting.

21, Interview, on 04/10/14 at 1:40 PM, with the
' MCO revealed her role was 1o review prior abuse
. Investigations from 03/06/14 to 04/06/14, to
| ensure the investigations were done, were
thorough and incidents were reported in a timely
| manner per the facllity's abuse poficy. Continued
interview with the MCO revealed she had audited
i five (8) incidents, inciuding those involving
| Resident #1 and #2, and reported those were the '
oriy probiematic events,
F 225 483.18(c)(1Wi)-(i), (©)2) - (4)
88=J  INVESTIGATE/RERORT
i ALLEGATIONS/INDIVIDUALS

. The facility must not employ individuals who have :
- been found guitty of abusing, neglecting, or ‘
" mistreating residents by a court of law; or have
 had a finding entered into the State nurse aide
i registry concerning abuse, neglect, mistreatment '
_ of residents or misappropriation of their property;
| and report any knowladge it has of actions bya
court of law against an emplayes, which would

 indicate unfitness for service as a nurse aide or :
| other facillty staff to the State nurse aide registry |
. or ficensing authorities., ;
E i
" The facility must ensure that all alieged violations |
| involving mistreatment, neglect, or abusa, :

i

. the audit data would be presented to the monthly |

F 2231

i
i

The allegation of abuse
regarding Resident #2 was
reported to the appropriate
state agencies LPN#l was = l 14
suspended on 4-3-14 by the
Administrator and Director
of Nursing, The
investigation was completed
and the final report was
submitted to the appropriate
state agencies on 4/8/14 by
the Administrator. LPN#1
was terminated on 4/14/14
by the Director of Nursing.

i i
] I
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F 225! Continued From page 31 ; |

- inchuding injuries of unknown source and

' to other officials in accordance with Siate law

* Btate survey and certification agercy).

! prevent further potential abuse whils the
. investigation Is in progress.

!

%0 the adminisirator or his dasignated

| Incident, and i the alleged viokstion is verified
© appropriate corrective aotion must be taken.
i

by

sysiem to ensure allegad incidents were
immediately reported to Administration,

' thoroughly investigated and reported to Stats
Agenc;es and failed to protect residents from

| o F-223)

- Grievanca/Concern Report on 03/02/14, after
| Resident #2 reportad to her LPN #1 had

: through established procedures (including to the

[ The facility must have evidsnce that all alleged
vinletions are thoroughiy investigated, and must

represeniatwa and to other officials in accardaﬁce
| with State law (including 1o the State survey and i
" cartification agency) within 5 working days of the

| This REQUIREMENT is not met as evidenced

HMurther potential abuse for two (2) of seven (7)
sampled residents (Residents #1 and #2). {Refer

i ' Licensed Practical Nurse (LPN) #4 completed a

i

' misapprapriation of resident property are reporied |
i immediately to the administrator of the facility and

i

The resulls of all investigations must be reported :

i Based oninferview, record review and review of '
. the facitity's policy and grievance forms, it was

i determined the facility failed ta have an effective 3

"snatched” the phone away from himiher, hung # |

i
F225i

. The allegation of abuse

i regarding Resident #1 was
reported to the appropriate
state agencies and the LPN
#6 was suspended on 3-9-
14, The investigation was
completed and the final
report was submitted to the

= appropriate state agencies on
i 3/14/14 by the

' Administrator. LPN #6 was
terminated on 3/17/14 by the
| Director of Nursing,

| Residents” #1 and # 2 have
had no additional allegations
of gbuse.

2. Director of Nurses,
Administrator, and Nurse
Supervisors have
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. up, and informed the residen he/she was not I
bermitled to use . Resident #2 indicated to LPN
 #4, LPN #1 had threatened not to give hisfher ‘
: pain medication if heishe continued to curse at -
_her. The facility considered this incldent 5

! grievanice, and therefors it was not thoroughly
Investigated to include interviews with other
fresidents or staff and was net reported

. immediately to the Administrator and State

| Agencies. The the grievance investigation

. conduciad an G3/03/14 by the Director of Narsing
: Services {DNS) only includsd interviews with

. Resident#2 and LPN #1, who was suspended

1 03/03/14. The DNS resolved the grievance on .
03/04/14 and allowed LPN #1 to return to work, |
| Therefore, the facility failed {o protect residents
from further potentiat abuse by LPN #1.

i H
 Additionally, staff witvessed an incident of verbai |
; abuse by LPN #6 who velled at Resident #1 in the
“edrly morning of 03/07/14, due to histher using |
, the cal light multiple times to request pain
| medication. Staff heard LPN # 6 tell Resident #1 |
_ hefshe was acting fike & child and would not get
i tis/her pain medication any quicker by banging

the call light. Certifled Nursing Assistant {CNA)
| #3 and CNA #7 were witnesses to the incident:
however, failed fo immediately report the incident, ;
; The facility's Administration was not notified until
“the evening shift on 03/00/14, therefore an E
 investigation was not condusted immediately after :
» the incident, residenis were not protecied from
. further potertial sbuse, and the incident was not
{ reported to State Agencies until 03/10/14.

i

!
{ Based on the above findings, it was determined ‘
. the Tacility's failure to thoroughly investigate
i alleged incldents of abuse to pravent further

. botential abuse, and failure to ensure alleged

mlerviewed alert and
i oriented residents from
3/13/14 to 4/4/14 to
determine if the resident has
experienced or witnessed
any abuse in the center or
any issues with receiving
PRN medications timely
with corrective action if
“’ indicted upon discovery.

: Allegations of abuse were
? reported to the appropriate
state agencies within 24
hours of being reported to
5 the interim administrator.

Director of Nurses and Unit
Managers completed an
assessment of non-

! | interviewable residents from
| 3/12/14 to 4/14/14 to
determine any injury
associated with possible
abuse with no corrective
action required.

i
i
P

g
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. incidents of abuse were immedately reported to
i the Administrator and anpropriate State Agencies
. was likely to cause serious injury, harm, ;
*impalrment or death to a resident. Inmediate

- Jeopardy (IJ) and Substandard Quaiity of Care
'(SQC) wag identified on 04/03/14 and was

; determined fo exist on 03/02/14,

. The faciilty provided an acceptable credible ‘

* Allegatior of Compliance (AOC) on (14/08/14 with ]

i the facillly alfeging removal of the Immediate ‘

“Jeopardy on 04/07/14. The Immediate Jeopardy

| was verified to be removed on D4/07/14 as

- alleged with remaining non-compliance at a

| Scope and Severlty of D", while the facility

develops and implements the Plan of Correction, |

pand the facility's Quality Assurance continues fo
moniter {0 ensure residents are free from abuse. i

i :
" The findings include: !
|

“Review of the facility's polficy: "OPS310 KY Abuse |
{ Prohibition”, effective date 07/01/13, revealed

' anyone who withessed an incident of ahuse was
o fell the abuser to stop immediately and report
“the abuse 10 the supervisor mmediatsly. Policy

i review revealed the supervisor would then
“immediately report the alleged abuse to the

i Administrator and a written report was 10 be sent
to the State Agency immediately, not to exceed

| twenty-four (24) hours. Further review of the ‘
" poticy revealed an investigation was o be inittated |
i within twenty-four (24) hours of an allegation of _
" abusa, Additionally, the policy revesled the
: facility was to protect residents from further :
" "harm” during an investigation.

1, Review of the "Grievance/Concern Renort* :
 form revealed LPN #4 had completed & on

3. Director of Nurses,
Administrator, Nurse

, Management, and Human

Resources will have

provided reeducation by
4/30/14 with the

‘ administrative, nursing,

! therapy, dietary,
housckeeping, laundry, and
maintenance staff regarding

an effective system that

ensures each resident

remains ree of abuse:
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F 225 Continued From page 34 . F225,
. 03/02/14, Review of the form revealed Rasidant |
' #2 had reported to LPN #4 he/she fried fo use the | i
phone and LPN #1 "snalched" the phore away,
i hunig it up, and toid the resident he/she was not : .
aliowed to use . Conilnued review of the form ;
I revealed Resident #2 also reporied to LPN #4, , » Center Abuse policy
LPN #1 told the resident if he/she continued to . including need to protect
i curse &t har she would net give his/her pain ’ the resident i
' medication, Furiher review revealed no ‘ 1 " eg foul i
- documented evidence the incident was ' potential rigk at the time
lnvestigated zs abuse or reported fo Stats ; | and during the
i Agencies within twenty-four (24) hours after the | investigation,
' alleged abuse. ‘ | . .
‘ e ¢ Reporting requirements
| Review of LPN #1's personnel file revealed the = including immediate
_ empioyee was initially hired 12/11/12 and signed | : reporting to the
i and dated she had received fraining on the ) e
' faciity's abuse poficy on 12711712, . Admlmz.,tmtor and
; appropriate state
Uinterview, on 04/03/14 al 2:30 PM, with Reskient | : agencies;
B2 revealedf_PN #1 gr!ai}bed the phone from 5- g e Promise of
5 hisfher ear, "slammed” it down on the reces»er ; ' fidentiality and e
and said he/she had already mads two (2) calls, : contticentality and no
| Resident #2 revealed the LPN then said “wait | Tear of retribution.
unfr vou want ancther pain plll® and incicated 7 Including stress
. helshe had a ot of pain problems. Resident #2 | : - e f e f
| reported going to LPN #4 and telling her what | : méilag.@nent strategies
LPN #1 had done. The resident stated LPN #4 ; for staff.
! : fold him/her this was a grievance. Accordingto !
! Resident #2, the Director of Nursing Services ;
. (DNS} had talked fo him/her the next day about | i ;
the pain medication incident. _ :
| Intarview, on G4/02/14 at 2:30 PM, with Certified
- Nursing Assistant (CNA) #10 revealed when she |
s worked on 03/02/14, she overhoard LPN #1 tell
' Resident #2 he/she wolldn't get histher madicine
i on time because the resident wasn't doing what '
: ho/she was supposed fo do. Tha CNA indinated | i
Evand (Do VBDR TS Faeility £ 100022 if continugtlon sheat Page 35 of 108
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| she told LPN #4 about what she had heard LEN

 #1 lell Resident #2 and LPN #4 said she wouid

i cail the DNS. The CNA reveaied she thought the
. incident was abuse; howaver, no one interviewed

 incident was not properly investigated.
Interview, on 04/09/14 at 3:08 PM, with CNA #11

. Resident #2 trying {o use the phone at the Unit
| 200 nurse's station and LPN #1 "grabbed" the

| down on the recalver. She sfated LPN &1 toid the
: resident hefshe was not allowed to use the
‘phone, According to CNA #11, LEN #1 told

" again she would not given the resident pain

" actions as verbal or mental abuse and possibie

| physical abuse because the nurse had “jerked"

: the phone from the resident’s hand. CNA#11

E | incicated LPN #4, who was there, was going to
take care of reporting the incident. Conlinued

" contact her about the incident untif last Friday,

i 04/04/14, and this was not the normal process
“when an allegation of abuse occured. She
i indicated the facllity's process was fan empioyee
“was nvaolved they were suspended and the facs[ny

i did an Invesligation af the time,

- Interview with LPN #4 on 04/02/14 at 11:36 AM,
revealed somatime around shift change on
1 03/02/14, Resident #2 resorted to her LPN #1
“had "snafched” the phore from him/her and oid
i the resident he/she could net use it anvmore.
According to LPN #4, Resident #2 told her
| he/she was upset when LPN #1 did that and
"hefshe had cursed the nurse. LPN #1 then

: phone from the resident’s hand and “slammed” § |
i Resident #2 if he/she attempted {0 use the phone |

i medication, She stated she considerad LPN #1's |

i interview with the CNA revealed the facility did not |

4
i

! her about the incident. She indicated she felt the 7

i revealed she worked on 03/02/14 and witnessed

'
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F 225! Continued From page 33 F 226 ¢ Bmployee competency |

assured using the Abuse
Prevention post-test.

¢ Iicensed nurses
provided reeducat

101

3/14/14 by Director of

Nurses regarding

the

need for licensed nurses
to count off controlled

medications and

relinquish med cart keys
with another nurse if

leaving the center

for

lunch or other periods of |

time to ensure liat

medications are

accessible to residents as

needed.

¢ The Director of Nurses
and Administrator were-
14,
4/4/14, and 4/30/14 by
irical

reeducated 3/12/

the Manager of Chi

Operations regarding

Abuse Policy and
reporting requirem

ents.
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informed the residert if he/she kept talking to her |
{ like that she would not give his/her pain ;
“medication. LPN #4 siated she felt Resident #2's
| report of how LPN #1 had treated him/her was an
“allegation of abuse and called the DNS who told |
; her she would take care of it and did not tell her
to send LPN #1 home. LPN #4 indicated she
( also documenied the incident on a grievance
form, attached a statement and gave one (1) to
| the Adrminisirator, DNS and Social Services (SS). :

[ nterview, on 04/01/14 at 3:52 PM, with LEN #1
,Tevealed she asked Resident #2 once to use the

i phore at a later time because he/she had been

, on the pnone "a lot” and the resident got upset,
foursed, and walked away. LPN #1 stated there
. had been nothing said abour pain medication and
| she unaware of any allegations related to pain |
. medication. e
! i
. Interview with Social Worker (SW) 1 on
F04/03/14 at 1:57 PM and 2:53 PM and on
040814 &t 5:02 PM, revealed she had read the

| grievance form around the first week of March

. and wag concerned because the content ;
| indicated the nurse had snatched the phone from |
_Resident #2. SW #1 stated the grisvance form .
! had also stated the nurse had lold Resident #2 i !
“he/she kept cursing at her she would not give z
I his/her paln medication. According fo SW #1 she |
“had discussed the grievance with the i
¢ Administrator and DNS and what should be dong
next. However, she stated she could nol recall
; what all was discussed or wihsther she had
'regarded the incident as abuse or only as a .
; concern, SW #1 stated she Interviewed Resident -
- #2 on 04/03/14 regarding the alleged incident on |
; 03/02/14 and after her interview with Resident #2, -
' the Incident scunded like abuse and the facility |

H
f

and/or not working

_ during this timeframe

5 will have education/

; reeducation by
administrative
management to the
center’s abuse policy,
reporting reg uirements,
promise of
confidentiality and no
fear of retribution and
will be repeated anmally
with all staff,

* Facility does not use
; agency stalf,

4. Administrator and Director
‘ of Nurse have assigned

? supervisors across the 3
shifts daily (includes

, Saturday and Sunday) to
observe stafffresident
interaction, and to determine
that any allegations are
reported immediately to the
Administrator as of 4/4/14,
Any concerns with staff
interaction or allegations
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F 225 Continued From page 37
' should have performed a more thorough
l investigation when the incident first oocurred as ,
‘per the abuse palicy. SW #1 stated the nurse |
i was allowed {o continue working after the incldent :
“and this was a concern regarding resident safety,
i She indicated the faciiity should have made surs .
residents were protecied. i
i
interview with the DNS on 04/02/14 at 12:30 PM
Land on 04/03/14 at 5:34 PM, revested she had
. not been contacted by phone regarding the
E incident, but had the grievance form in her :
. maiibox oi 03/03/14. According to the DNS, f
initially she thought the Incident was abusa and ,
| suspended the nurse after reading the slateament,
- However, after interviewing Resident #2 twice, i
! who denied the nurse had aggressively removed
the phone from his/her hand and denied the 1
| nurse threateriad himfher with not giving his/her
. pain madication, she did not think it was abuse
| after all. She revesled from the first day there
. was a breakdown In the facility's process, as
i other staff got the grievance and no one foiiowed :
_up fo see # it was investigated. The DNS :
! indicated she and the Administrator were
. responsible for taking the lead in investigations
" and she had suspended the nurse on 030314
. untif she figured it out. She indicated she did not
"alk fo the person who turmed in the grievance :
; form. She stated thera had been a breakdown in
' her pracess for notifying tha Administrator of the
i grievance. The DNS stated the facility did not
! follow the abuse investigation process and
¢ Interview staff or rasidents. According o the
{ DNS, if the facility did rot fuily investigaio an |
; dllegalion of abuse and the alleged perpetrator
" eontinued 1 work thers was the potential for
s other abuse to have occurred. She further

| revealed it was Imporfant to ensure residenis

i

Fazs;

1dentitied will be calied to

! the Administrator/DNS by
the Shift Supervisor for I
: review to determine any
action to be taken including

reporting to the siate agency
if indicated. |

Administrator, Director of
Nursing, and Nurse

|
|
Supervisors will interview 5 |

employees from al]

departments week] v x4
weeks and then monthly x3
7 months then as determined
by the monifily Quality
f Assurance /Performance
Improvement Committee to
determine staff
understanding of the abuse
policy, reporting allegations
| to the Administrator
immediately, and that

? allegations or statements are
kept confidential with no
fear of refribution for
reporting. Concerns
identified will be addressed
upon discovery.

|
;
|
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' were safe and protected against abuse,

' Interview with the Administrator on 04/03/14 at
i 6:23 PM and on 04/08/14 at 8:46 PM, revealad
“she should have been notified of the incident i
{immediately. She stated she had rot seen the
~grievance form untlt "around™ 03/06/14 and after

i reading i she should have receghlized the threat
o withhold pain medication as an allegation of i
{ abuse. According to the Administrator, she X
. should have removed the alleged perpetrator

| fram resident care, reported fo the State
Agencies and done a thorough investication of

{ the allegation.  The Administrator stated thers

. was a breakdown in the recognition of the abuse
| allegation by the facility which led to the lack of anj
“investigation and the failure to repott, ‘

2. Review of the facility's, "Self-Reported Incident
| Form”, dated 03/14/14 revealed Resident #1's |
" family had fled a grisvance an 03/089/14, slating &
| nurse had spoken fo the resident !
F“unprofessionally”. The Form stated Resident #1 L
i requested his/her madication on night shift on the i
" morning of 03/07/14 by using the calt light

- multiple mes and banging the cafl light on the
table, LPN #6 went into the resident's room and
 told Resident #1 he/she was going to listen to
{what LPN #6 said and also toid the resident
_hefshe was bothering other residenis by making |
- so much noise. The nurse informed Resident #1 .
his/ner behavior would not help get hisfher pain

I medication any quicker. According to the Form,
“interviews with staff revealed they had overtieard
- the nurse yeliing at the resident and felling
“him/her that hitting the bedside table would not
j get assistance any faster. LPN #6 alse cailed the ;
“resident a "chid" to the staff.

£

i
i
H
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F 225 . Continued From page 38 Administrator, Director of

F 225

Nurses and Nurse
Supervisors will interview 5
residents weekly x4 weeks
and monthly x3 months to
determine any issues with

| staff treatment or abuse and
any issucs with withholding
of medication. Concerns

wienhiied will be addressed
upon discovery.

Administrator and/or Social
Services, or Shift

i Supervisors will review
grievances, complaints and

: allegations daily (includes
Saturday and Sunday) times
4 weeks then as determined
by the monthly Quality
Assurance /Performance
Improvement Committee to
determine that Abuse
allegations are reported
timely, resident is protected
from further potential abuse
as per the Abuse Policy and
that investigations are
thoroughly completed.
Concerns identified will be
addressed upon discovery.

]
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F 225 Conlinued From page 39
"Review of LPN #6's parsonnal file ravealed the
j employee was initially hired 04/20/10 and had
“signed and dated she had received training on
| the facility's abuse policy on 1214412,

i Interview, ot G4/01/14 at 2:18 PM and on

TD4/02114 2t 4015 PM and 5:14 PM with Resident

. #1, revealed a nurse on night shift had yelled at

" him/her and | took thrze (3) hours to get pain

- medication.

| upset because the resident was banging the cell
_light andd the nurse said he/she was acting like a

| kid. The resident further revaaled when the nurse
yellad it made him/her feel Hke a child and

| scared.

i Interview, on 04/02/14 at §:55 AM, with: CNA#7
"revealed on the night of 03/06/14, Resident #1
: requested pain medication, rang hisfher cail light
| muitiple times, and banged the call light on the
. bedside table while the nurse was gone on break !
| for over an hour, CNA #7 stated the nurse
“answered the resident's call tight, was very loud
i and she could hear banging on the table and the
" nurse toid Resident #1 he/she would not get the
« medication any quicker by banging on the table.
“Aceording to CNA#7, she sheuld have reported

1 was scared it would get back fo fhe nurse she
had reported . CNA#7 further revealed when
' she came back on Surday, 03/09/14, two {2)
“days after the incident cccurred, she talked to a

¢ Inferview with CNA#3 on 04/02/14 at 8:55 AM
Cand 04/00/14 at 6:58 PM, who also worked
nightshift on 03/06/14 with CNA#Y, revesled

, Six (8] times for approximately an hour while the

]

Resident #1 indicated the nurse was

i
i

- the incident immediately, but did not because she |
j nurse and weekend supervisor about the incident. !

!R’-"Sldeﬂt #1 had used the call ight approximately

F 225’ i

The Human Resources
personnel screen potential
applicants for hire to
determine if they have been
found guilty of abusing,
neglecting or mistreating
residents. If found guilty, the
i applicant will not be eligible
for hire.

i New hires will be trained on
the abuse policy and
procedures in orientation
and then at feast annually.
Any employee who is
alleged to abuse, neglect or
mistreat residents will be
reported by the
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