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|
J An Attbreviated/Partial Extended Survey,
l Hinvestigating KY00022557, was intizted on
12116714 and conciuded on 12/209/14.
] KYO0022857 was substantiated with deficiencies
scited. Immediate Jeopardy (14} was identified on
1218114, and was datermined to exist on ’ ! L e
V1728114 &t 42 CFR 48313 Resident Rights, Lk TR . ;
| F-223, F-228 and F-226, 42 CFR 483.20, '
| ‘Resident Assessment, F-282 at o Scope and
| - Severity of a "' Substandard Quality of Care
{SQC} was identified at 42 CFR 483 13 Resident
Behavicr and Facility Practice. The facifty was
: notiied of the Immediate Jeopardy o 12/18/14.

AMENDED ; i
;]
|

|

I
|
|

L On 11125114, at approximately 3:30 PM 1o 400 |

. PN, Certified Nursing Assistant (GNA} #1 was

- observed by two (2) othar staff, CNA 82 and

- Nurse Alde in Training (NATY#1, to imtentionally

. 8pray Resident #1 in the faca with hot and cold !
water dwring his/her shower, NAT #1 heard

] - Resident #1 yell "stop, you're burning me". NAT

! #1 stated CNA#1 told Resident #1 f he/she _

s would listen to her, she (GCNA #1) "wouldn't have | : I

| o
]
!
|

|
o do this”. CNA#2 stated she heard Residart #1
Ctell CNA#T (o stop bacause hefshe "didn't ke
cthat' and told CNA#1 the water was cold. Fven

! though CNA#2 and NAT #1 observed CNA#!

| < intentionally spraying Resident #1 in the face with

| hot and cold water, naither staff member renorted |

f Hthis to their immediate supervisor, as per the

; , facility's policy, Interview and record review

f “revealed CNA #1 continued ta provide care for

i regidents on the unit until 7:05 PM on 1142614,

InprYicw-wiih other facility staff revealed CNA #1

Zistornof Meing “stern’ with rasidents,
'gxas;m'ris

LABGRATORY IR G@R‘S OR Wstnﬂﬁﬂew ‘PRESENTQE\/E‘S IGNATHURE } TITLE
U AT, 1 awcjia X M:n-f%)(mw[vr 2[4(\<'

Any :'jeféciency'statemem ending with an astarisk 3 denctes g deficiency which the Instiution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection o the patients, (Ses instructions.] Excapt for nursing homes, the findinge stated above ars disclosable 90 days
fellowing the date of survey whether or not a plan of correction is provided, For faursiag homes, the shove findings and plans of correction are disclosable 14
days following the date these decurments are maze available {0 the facility. If deficiencies are cited, an appraved pian of cortection Is requlsiie to continued

program participation.
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F225 Continued From page 63 ; F 225
‘FR28, F226 and E282. Continuad review 5
| revealted they discussed QA audits ' be
- Implemented, which included personne! fies,
review of facility investigations in the last thirty
i {(30) days, skin assessments of rasidents,

. Psychosocial assessments of residents, siaff
: intem’ews!asse&smems, staff raining, and staff
[ implementation of residents’ Comprehensive
Care Plan and Kardex. The facility's abuse policy 4
Cand procedure was also reviewed, and the
L reporting system reviewed.

|
|
|
|
|
|
|
|
[

|
|
|
|

Interview with the Adminstrator on 12/23/14 a1
L approximately 2:40 PM, revealed the QA

- Committes met to discuss the deficiencies on |

12/19/14 and 12/22/44. He reported they : i =

| discussed the resulls of the survey and : : ;
. compliance through the audits o be :
implemented, such gs n-sarvicing staff, raviswing |
fpersonnel files, review of facilily investigations in
the last thirty (30) days, skin assessments of

" residents, psychosocial assessments of

| residents, staff interviews/assessments, staff
fraining, and staff implementation of residenis'

" Comprehensive Care Plan and Kardex. The

¢ Adminfstrator indicated the facility's abuse policy

. and procedure was also reviewed.

e ey o

[ 12, Revlew of the inservice education from
12719114 through 12/22/14, reveslad nursing staff |

“and the (DT was provided education regarding f ' ]

; residents’ Comprehensive Care Plans and : . : |

Kardex to ensure they were updated as

{ necessary and staff implementad the rosidents’

interventions. Continued review revealad the

education was provided by the BON, ADON,

+ Corporate RN, RN Managers and/or Team Lead

; Nurses.

! :
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Cnterview, on 12/23/44 at 5:33 PM with RN #3, g
J - tnit Manager, revealed she was part of the

‘ Nu rsing Leadership Tear, and had assisted with

f - providing the education fo nursi ing staff and the
! EDT from 12/19/14 through 12/22714.

pinterviaw on 12/2314 with: OT #4 at 438 ISR
LPN#8 at 7:33 PM; RN #5 st 748 P and, on
12024714 with RN #4 at 825 AM revealed they alf
1 had received the educstion provided frem
T2/19714 through 12/22/14. Per interviews, the
education included information regarding
residents’ Camprehensive Care Plans, tha
Kardex and ersuring these were updated and
s ensuring staff implementad the interventions.

Interview with the Advinistrator and DON on
P 12/2404 at 10:23 AM, revealad the educetion
had been provided as per the AGC,

e oo,

. 13. Raview of the audits of rasidents’ care plans

“for behavior from 12749414 through 12/22/14

i reveaied they were performad by the
RN/MDS/RA! Coordinator, MDS Licensed

- Nurses, the Corporate RN and/or Social Services ;

Director. Review revealed the care plans were
I updatad as necessary,

Review of the Inservice Atendanca Sheet, dated

F12/19/14 and ongoing, revealed staff signatures
. indicating they had received tha Care Planning

“education.

| Kardex, revealed staff wers being observad and
Cinterviewed regarding the following: CNAs had

; knew how to use the Kardex.

Review of the facility's P! Worksheet audit for the f

 thelr residents’ Kardex on their person; and CNAS
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F 225 Continued From page 65 . F225 J
| interview on 12/23114 with: CNA #2 at 922 AM; f {
| CONA#IA on 12/23/14 at 3:51 PM; CNA #4 a1 8:59 |
] PM; CNA#15 at 712 PM; CNA #13 ai 724 P, |
! “and on 12/24/14 with: CNA #8 at 8:58 AM; CNA |
2 2t 6:08 AM; CNA#1T at 927 AM; CNA #15 at,
408 PM revealed they all were racantly
Hinserviced on care plans relaied (o the "Kardex",
Per interview, they were familiar with the ravision ]
|

i
{ Hlo their "Kardex" in which residant's
: behaviorimood was added. Continued interview
revealed they continued fo be questicned by
Pmanagement regarding whether ihey had thair
 residents' Kardex on their person or not,

s Interview with the RN/MDS/RAI Coordinator on
12724714 at 9:31 AM, revealed she had trained
fstaff on how to track and manitor resigent's
behavior and informed them of the additional
- behavior plan added to the Kardex. She revealsd :
. CNAs were informad 1o advisa nursing staff if :
there were any changes in the resident's behavior :
J rand how to document the behaviot in the facility's
i computarized charting system. Per interview, sha
+ looked through residents’ care plans the first tims, .
. then the DON and Unit Maragers checked the
“rasident's care plans and Social Services lacked
; through them as wall 1o ensure appropriate :
interventions were in place. ' ,

j Interview with the Administrator and DON, on

! $12/24/14 at 10:23 AM, revealed the CNAS'
Kardex was being reviewed daily and updated as .
needed. They further revealed that ChAs were
- providing input other staff might not be aware of
regarding a resident's behavior, Per interview,
[ reunds were being performed by them, the Linit

i Department Heads to inferview and observe
. CNAs to ensura they had thelr residents' Kardex

e e et s

) Managers, Team Lead Nurses and/or Clinical
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F 225, Continued From page BB
. on thelr person and were knowledgeable of the
Kardex and the resident’s interventions,
- Acoording o the DON, the results of the
i obsarvations and interviews wers o be reported
toher. The DON revealed staff was insarviced
" an residents' care plans and Kardex's ang were
s Informed the care plan directed each resident's
- plan of care. She stated CNAs were educatad on |

rasidents' Behavior/Mood being added fo the

- Kardex and the interventions on how fo deal with
: the resident's behaviors. She revealed the
. Kardex's were to be reviewed and revised 83
‘necessary, and printed out for the CNAs.

[ 226 483.13(c) DEVELOPAMPLMENT

S8, ABUSENEGLECT, ETC POLICIES

I The facifity must develop and implement written
i palisies and procedures thar prohibit
mistreatment, neglect, and ahuse of residents
“and misappropriation of residfent proparty,

« This REQGUIREMENT is not mef as avidenced

. by:

* Based on interview, record review and review of
Hthe facillty's policy, it was determined the faciity
tailed to have an effective system in place o

' ensure facifity staff implemented the facility's

i abuse policy and procedutes for one (1} of five

. {8} sampled residents (Resident #1}. In addition,
" the facliity failed to devedop a policy congistent

: with Federal and State Guidelines ragarding

. immediate notification of the Administrator.

!

i Resident #1, on 11/25/14, was escorted io the
. shower room for his/her shower somewhere
" between 3:30 PM and 4:00 PM. Three {3} staff

Foes

L. Resident #1 was assessed by the

Diivector of Nursing on 11/26/14

abeut ocomrence in shower. RN

performed full skin assessment on |

11/26/14 with no findings related to ; |

the ocourrence of 11/25/14. !

Licensed Social Worker on f

11/26/14 and 12/18/14 assesced and j
]

|

!

|

i

F225 poog }
?

has provided support to resident

who has voiced no concerns with .

the stafffshower meident that 5

oceurred and has had no concerns

of any other staff mermber abuse,

MDS nurse completed i
comprebensive assessment of

resident on 12/19/14 and noted 5o : !
concems, aor any difficulties with

late effects of occutrence of '

11725/14. Comprehensive Care

Plans and Kardex (CNA Care Plan);

verified on 12/20/14 by PON, :

reflect individualized approaches 1o,

manage behaviors.

Resident resides at facility, visited -

often by wife, assessed by Hoensed ;

nursing staffl and social worker ta 1 |
be safb and secure.

Alleged Team Member was
terminated ot 11/28/14 afler % i
investigation,

2. On 12/19/14, each cognitively .
intact resident with a BIMS /= g8
wis interviewed by the Social f
Worker, Registered Dietician, i
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|
|
|
’ F 226 Continued From page 87
} | Was present in the shower room with Residant
J  #1, who included Certified Nursing Assistant
! (CNA] #1, Nurse Aide in Training {NAT) #1 and
P CNAR2 CNA#2 and NAT #1 witnessad CNA #4
intentionally spray Resident #1 In the face with
“hot and cold watsr. Howaver, CNA#2 and NAT
] i #1 did not report the alleged abuse untl
j approximately 6:00 PM which allowed ONA #1 to
L continue fo provide care for Resident #4 and
i otner residents an the unit. At approximalely 6:00:
. PN, NAT #1 informed CNA#4 of the alleged
" abuse he had witnessad involving Residant #1 in
: the shower room. CNA#4 reporied the alleged
- ébuse to Licensed Practical Nurse (LPN) #1, who |
raported the incidentalieged abuse o tha
+ Director of Nursing (DON). The DON Initiated an
Investigation and removed CNA #1 from rasident
care afer she became aware of the alleged
abuse. CNA#1 clocked out from work at 705
 PM. (Refer to F223 and F225)

¢ The faciiity's failure to ensure an effsctive system
Wwas in place 0 ensure Facility staff implementad

" the facifity's abuse policy and procedures and to

( develop a policy consistent with Federal and

State Guidelines regarding immediate notification

L of the Administrator was likely to cause risk for

. Befious injury, harm, impairment or desth,

“immadiate Jeopardy was identified on 12118414,

- and delermined to exist on 11/25/14, The facifity
was notified of the Immediate Jeopardy on

C12/18014,

 The facility provided an acceptabls Credible .
{ Altegation of Compliance (AQC) on 12/23/14, with |
_the facility alleging removal of the Immediate :
“Jeopardy on 12/23/14. The Immadiate Jeopardy
| was verified to be removed on 12/23/14, as :

’ C
1A s
NG | izlasizota |
STREET ADDRESS, CITY, STATE, AP 0005 :
i
f 830 VIOX DRIVE |
| ERLANGER, KY 41018 g
1% PROVIDER'S PLAN OF CORREGTION
PREFD (EACH CORRECTVE ASTION 8HOLLD BE
TAG UROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
{
{
Fazs Activity Direcior and/or Diregtor of
Rehebilitation to observation and
interview for resident concerns of
any poterttial abvise, neglect or
misappropriation, Any

allegation/coneern was immediately ;
followed up with by the
Administrator; investigations
cowpleted as well as notifications,

if indicated, were made by the
Administrator,

staff conducted head to e
assessmenls of each cognitively
fapaired resident (BIMS < § or
non-interviewable) for any
new/unusual bruises, skin tears eto,’
or other signs of potential abuse.
Thers were no findings that would :
trigger an allegation of ghuse.
Results were reviewed by the
Director of Nuwsing and
Administrator,

|

On 12/18-19/14, Licensed nursing }
‘ i

i

Findings were reviewed with
Administrator on 12/19/14 and witli
be reported to the 12/22/14 QA
meeting by the Business Office
Coordinater,

e oo

On 12/19/14, the Facility
Administrator, Corporate
Compliance Officer and Risk
Manager reviewed each file of
resident allegation of abuse/selfs
report of potential abuse in the past
30 days to assure completeness and

!
[ alleged, with remaining non-compliance in the :
F Event 13 28M7 13

ORM CME.2587(02-98) Previous Versions Ohsolata

Facity dr 100025 H continiation sheet Page 68 of 128




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

PRINTED: 04/15/201%
FORM APPROVED

OME NOQ. 0835-0391

| STATEMENT OF DEFICIENCIES K1) FROVIDERASUPPLIERICLIA
{AND PLAN OF CORRECTION DENTIFICATION NUMBER:

[ C 185447

(X2 MULTIPLE CONSTRUCTION
A BULDING

8.V st s e — ;
i i

1000) DATE SURVEY

COMPLETED
C

1272802014

NARE OF PROVIDER O SUPPLIER

VILLASPRING OF ERLANGER

STREETADDRESS, CITY, STATE, 2P CoDE
B30 VIOX DRIVE

I
5
{ ERLANGER, KY 41013
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, F 2281 Confinued From page £8

i s area of 42 CFR 483,13, Resident Bahavior and

i Facility Practice, F-226 at 5 Scope and Severity
ofa "D white the facility devalops and

i . Implements a Plan of Correction {POCY and the

f faciity's Quality Assurance monitors the
s effecliveness of the Abuse Policies for

| _implementation to ensure residents ware free
Hfrom abuse,

*The findings include:

Review of the facility's nolicy titled,

+ "Abuse/NeglectMisappropriation of Propery”,
revised Qotober 2074, revealed “abuse” was
defined o inciude the wiliul infiction of injury,

s unreascnable confinement, intimidation, or

“corporal punishment with resulting physical harm, |

: pain, or mental apguish. Continued review of the
faciiity's policy revealed whan an incident ar
Locourrence was idantifiad as abwse, negloct or
- misappropriation an investigation wouid
i Cimmediately follow. Review of the Poficy, undar
the "identification” section for "Staff Reporting
Reguirerents®, revealed when staff suspected
fabuse had ocourred against a resident of the
facility, they must report the incident to their
) Limmediate supervisor and, an investigation would |
l immediately be initlated. However, Policy review
{ revealed no documented evidence of the
’ Jfimeaframe in which staff was to report suspected
, "abuse incidents to thair immediate suparvisor.
i : Addifionally, the "Staff Reporling Requirements
f of the Policy's “ldentification section revealed
i noftification of the DON (Director of
. NursingyAdministrator would "occur ASAP (&g
800N as possible) but no later than two {(2) hours
ff & serious Injury” was suspected. Howaver, the
' "Reporting/Response” ssction of the Policy
| revesled "alleged vinlations were fo be reported

S

oo PROVIDER'S PLAN GF CORREG TION
PREFIK (EACH ¢ :
TAG CROSS-REF
FICENCY)
F 226, thotoughness of investigation. QO

12/20/14 any concerns/gaps
identified were followed up
accordingly by the Administrator,
On 12/21/14, the Facility
Administrator, Corporate
Complance Officer and Risk
Manager reviewed additional
investigation files generated by
whole house ohservation and
interviews completed 12/19-20/ 14,
This inchuded, but wag not limited
to, immediate ramoval of any
alleged or perpetrating stafl from
Ay care area, immediate reporting :
to adrministrator, interview of
resident and staff, assessment of
alleged victim, review of ;
mvestigation action meeting policy
and federal requirements, '

On 12/19/14 Administz‘aterﬁCOO, ]
DON, Risk Manager and Corporate
Compliance Officer reviewod
Abuse/neglect/misappropriation of
property polivy in place at time of
the survey, addressing congerns
identified by surveyors, comparing
federal regulations and interpretive’
guidelines to the contents of the
facility policy. Findings addressed,
in revision of policy on 12/19/14.

On 12/19/14 all personnel files
were audited by the Business
Oificer Coordinator and Medical
Records Dircctor for completion of
pre-hire components used by the

f
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F 228 : Cc:ntmged From page 69 , k226 facility as part of screening and
immediately to the Administrator. : : prevention of abuse. Files were
H IATALVE ;
Review of the facility's Sei--Resortad initial £00% compliant
i | Report Incident form, dated 11/25/14, revealed & . o
Staff member reported CNA 1 sprayed Resident ? 3 i%(‘ﬂ‘“ﬁg‘gl A fation of
‘ LT in the face with water while giving himmers ; P seeglects lsaprfoprlamon o
. shower, - i‘({)pf‘{fy policy was revzged on
. . 12/158/14 by COO, VP Risk
I : Review of the feciiity's, "8 Day Follow-up/Final . Management, and Corporate _
ﬁ Report' form dated 11/28/14 and Investigation Compliance Officer. (See Attached |
documentation, reveslad two (2} staff witnessed . . as Exhibit A)
 the aileged abuse of Resident #1, and "had the
“eame ganeral slatement” that GNA #1 Alleged Team Member was
,1 intentionally spraved water in the resident's terminated on 11/28/14
! face". Review of the facility's investigation of the
Incident revealed Resident #1 reported a female On 12/19/14 the Corporate
| ajde too}( the: shawer head and spraye;{ Fmihar Compliance Officer in-servicad the.
i “directly in the face with water, The resident : Administrator, DON, ADON, Unit
| : asked the femate aide to stop buit the aide ; : Managers and each Departmont
!i laughed at the resicent fnd‘ sontinued to spray head on the results of the survey,
| chimdher, Review of Niﬁxi #1's written siatemeﬂt ‘ : our root-cause analysis of the
} dated 11/25/14 at 7115 PM, revealed on 11/25/14 deficiencies, the newly revised
rat 4:00 PM, Resident #1 was being given a : ) C . N
- e . abuse policy and procedure,
| ~shower and was sprayed in d*ge,f face with hot : : Additionally, on 12/19/14 {he
! Fwater by CNA#T, and the resident screamad o Corm liance Officer in.
| . "stop spraying my face, you are buming me'. : ; -orporate Compliance Officer in-
! " Review of ONA #2's written staterment dated ‘ serviced each I?"’pm'm‘?m Head, in’
| H1/25/14 2t 815 PM, revealed ONA #1 | | a Train the Trainer fashion, on the -
i Hintentionally' sprayed Resident #1 in the fave Team Member Ed“w‘i‘?n which :
] - with water at approximately 4:30 PM. However, : covered Abuse Prevention, Abuse °
f further review of the "5 Day Follow-up/Finaj Reporting, Investigations, :
] : Report” form and investigation documeantation Comprehensive Care Plans, Kardex
i revealed no documentad evidenca the (MNurse Aide Care Plans) 1o ensure |
! - Administrator was immediately nofified of the each staff member is in-serviced by
. alleged abuse, per the facility's policy. 12/22/14, This updated policy was
! . : reviewed and referred to in the all |
Interview, on 12/17/14 at 1.08 PM, with NAT #1 ! : staff Team Member Fducation jn-
- revealed he did not tell anyone what he had sorvice, delivered from 12/19-
- witnessed In the shower room until around 5:3¢ : 22/14. On 12/19/14, the nolicy.
Event 1 25m7 14 Faciity I 100428 it continuatinn sheet Page Thaf 128
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ML Even though the facility's policy stated when
staif suspectad abuse had oceurred against a

: resident of the facility, they must report the
Cincident to their immediaie supenrdisor, Further
interview revealed he observed CNA#1 bafore

being a "bif aggressive” with residents and @ jittle

Frough” and he had heard her vall at residents,

However, even though he thought these

¢ behaviors could be abusive ha had never

Feported this information to his immediate

C supsrviser, as per facility poiicy.

In regards to the incident on 11/25/14, NAT #1
freveafed he had not been aware of the Policy

requirements regarding renoring to his

immadiate supervisor, the DON ar Adminisirator,

as the facility had not provided adequate fraining
on the Policy. He was an side In tradting and did
not know if what he had observad was abuse or

‘ot He completsd orlentation via the computer
- and document review revealed he acknowledgad
he had reviewed he abuse poticy and was

. responsiie for its content on

V4, Per

Cinterview, NAT #1 stated he now was aware ha
. should have reporied the alleged abuse o his
“supenvisor immediately so the DON and

i Administrator could have bean notified and

thereby, ensured Rasident #4 and other resicents |

i were safe,

| Interview, on 12/15/14 at 5:258 PM and on

12117114 at approximately 3:30 PM, with CNA #2

 reveaied she was aware of the facifity's abuse

policy.  She stated if she withessed abuse she

“would report it to her "supervisor or someona in
“charge”. However, she indicated she was

¢ "non-confrontational”, and even though she
“thought the incident was abusive she had not

i reponted it to RN #1, her immediate supsrvisor,

staff, was placed in cach area that

¥ (EACH DEFICIENCY MUST SE PRECEDED BY FULL PRERIX
TAG REGULATORY OR LEC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED 10 THE ARPROPRIATE
DEFICIENCY)
| , . ;
= e A 2 f sy .\ o .
f F 226 Continued From page 70 F 226 besides being directly taught 1o the
;
i

cam members typicaily congregate, :

take breaks and eat Junch breaks,
Evidence of learning measured via
writlen post-test; 100% aceuracy
required

On 12/159/2014-12/22/14 all staff
(Licensed nurses, certified nurse

aides, licensed therapy staff, social -

service, activity, dietary,
Emusei{eeping, business office and
mainienance) was provided in-
service education by the Caorporate

Compliance Officer, Adudnisirator,”

DON or Trained Trainer
Depariment Head which coverad
Abuse Prevention, Abuse
Reporting, Investigations,

Comprehensive Care Plans, Kardex

(Nurse Aide Care Plans) and
reporiing concerns immediately.
Evidence of learning measured via
written post-test: 100% accuracy
required,

On 12/21/14 the Corporate Risk
Manager and Corporate

Compliance Cfficer each provided

additional education t the
Administrator, Director of Nursin g
and Nursing Leadership Team on
(D) review of federal regulations
and interpretive guidelines of F223;
F225, F226; {2Y additional review
of revision of Facility Policy on
Abuse/‘Neglectfi\fiiqsanpriation of
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- as perthe facility's poficy. Continued interview
raveated she realized lzter on she shouid have

' reported the incident as possible abuse, but she

. did not see a need o report it at the time as NAT

 #1 had already reportad it

nterview, on 12/17/14 af 235 PM with CNA #1

revealed she was not aware of a concern with her
care of Resident #1 untl the DON approachad

“her later an after dinner. CNA#1 stated the DON :

s asked her to write a statement concemning the '

“alleged abuse of Resident #1, ard then toid har

i she was suspended, CNA #1 raborted she was

_informed by the Administrator she was

Herminated, on 11/28/14, due 1o statemeants

. provided to them from NAT #1,

cinterview, on 12/16/14 at 543 PM with LPN 3
revaaled on 11/26/14, CNA #4 raporied what NAT

+#1 had toid her regarding the shower room
incident involving Resideni #1. LEN #1 stated

shie imimadiately reporied the incident to the

: DON, and the DON asked her if CNA #4 was _
removed from resident care. She stated she told

i the DON this had nof oocurrad. :

L interview with Registerad Nursa (RMY#1, on

218114 at 427 PM, revealed she was the nursa

s supervising the CNAs on Resident #1's hail which
inciuded CNA#1 and CNA #2 on 11425114, !

- However, she stated neither CNA #2 nor NAT #1

reported the incldent/alleged abuse to her on

- 11725/14, after it oocurred. Continued nterview

 revealed she was not made aware of the alleged

“abuss of Resident #1 by CNA #1, until the next

s day, 11/26/14. According to RN #1, her

- expectation wouid have besn for CNA #2, who

L was under her supanvision, o have reported the

“abuse to her immediately, RN 1 indicated NAT

Faz -, Property; (30 root cause analysis of
survey findings related to
Systematic response to allegations.
Evidence of learning measured via 7
meaningfiul Q&A and discussion of
case examples and a repeat
verbalization of understanding of
definitions and the facility system.

No agency use at the facility.

Any staff member who has not beeri

at work or on leave or on vacation :
will complete all education and
teaining prior o working their shift:
No staff member will work without.
first being in-serviced, All newly
hired staff members will be
provided in-service education an
abuse prevention, identification and
reporting during their orientation
prior to working in the facility
through the interactive computer
program with posi-test and review _
of Abuge policy with signed
verification. The Business Office
Coardinator will track completion,

The Business Office Coordinator
and Administrator will review each
new hire persommel file to assure
verifications and background
checks are conypleted prior to
beginning worl,

Annval mandatory in-servige of ;
Abuse, including bt not Hmited o
prevention, will cantinie o he

[0} PROVIDER/SUEPLIERICLA { (X2 RULTIPLE CONSTRUCTION f X3 DATE SURvEY
A BUILDING __ [ COMPLETED
C |
PBOMING | izzoizgia |
STREETADDRESS, CITY, STATE, ZIF 0608 |
820 VIOX DRIVE |
i ERLANGER, KY 41018 |
in ; PROVIDER'S PLAN OF CORRECTION
PREEN (EACH CORRECTIVE AGTION SHOLLD &
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1 should have reported the alleged abuse to her
. or nis direct supervigar mmediately. :

*Interview with the DON an 12/18/14 at 100 PM,
frevealed LPN #71 told her NAT #1 infarmed CNA

. #4what he had witnessad in the shower room
Involving Residant #1 and CNA #1 She revezled

s she removed CNA#T from resicent cars, ‘

questioned her regarding the shower incident,

had her write 2 statement and then informed CNA _'

#1 to leave the faciiity. Per interview, after

Censuring CNA #1 had left, she tatked to NAT #1

“and CNA#2 and asked them fo provide thelr
Pwritten statements regarding the alleged ahuse.

She stated her expectation was for staf to report

' incidents/alleged atuse within *a couple of hours”
Hifharm had occurred (o a residant, However, the

: DON then stated the facility's policy was for staf

to repart any incidents of alteged abuse
Himmediately, and thie was het expectation of

; staff

However, review of the ctirrant facility

. bolicy revealed notification would "occur ASAP

(as s0on as possible) but no fater than te (2)

: hours if a serfous injury” was suspectad.
According to the DON, CNA #2 stayed with

‘Resident #1 to ensure his/her safety after the

- showsr room incident, However, the DON

indicated she did not have an answer as to how
the facility had ensured other residents werg

- protected ¥ staff hadn't reported the afleged
abuse when i ccourred.

| intervisw with the Administrator, on 12/18/14 &

2:08 P, revealed he was notified by the DON on |

- 1725/14 "batween 6:00 PM and 7:00 PM" of the
 ailegad abuse of Resident #1 by CNA #1. He
stated he followed-up with NAT %1 and ONA B2
Lang they both feit CNA #1 intentionally spraved

: Resident#1 In the face with water. He revealed

Coordinator; additionally as
indicated by concerns or
observations, imprompiu in-

services for staff will be held as :
decided by the Administrator, DON .
and/or Ombudsman, '

A Quality Assurance meeting was
held on 12/19/14 with the Medial
Director, Director of Nursing,
Administrator and other members
of the Quality Assirance
Conmnittee. The fndings of the
state survey as well as deficiencies,
including scope and severily, were
discussed. Action plens to addrosy
cach deficiency as well as fhe
overall system weze developed and :
approved by the QA Conumittes.
On12/22/14 a second full Quality
Assurance mesting was held to
review the action plens to remove _
immediate jeopardy. Findings of
alt ebservations and interviews,
compliance with in-servicing and
results of monioring were analyzed
and discussed. Findings will be
reported by the 2ON,
Administrator or Social Services
Director and followed by each with
Committes recommendations. QA
Committee recommends Allegation
of Compliance - removal of
iramediate jeopardy date by
12/23714.

The OA feam consists of the

._m_."_wﬁmmm_..._;w‘u%«.;.u_w._M_.Hh__‘mam.....wm_uﬂ._....,.-—n.__%ﬁ_
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) NAT #7's waiting to report the afleged abuse was

| -acceptable, because given the “context of the

! - situation” the NAT was rot sure whether CNA #1 ;

1 nad ntentionally sprayed Rasident #1 in the face,
| The Administrator stated once NAT #1 thaught
the incident was abuse, e reportad # 1o

J - someone. He siated however, the facility’s

j expectation was if an incident was viewed by staff |
' 88 abuse, it should be reported as soen as

[ i possibie. Continued intarview revealed if NAT #4
“&nd ONA #2 thought the Incident was alteged

f fabuse at the time It accurred, they should have

reported 1, as per faclity policy. He stated once

( CNAT #1 and CNA #2 felt the incident was

i . potentialy abuse they had reported it Acoording

[ fo the Administrator, the facility poficy's intent was |

E for staff to report possible abuse immediately. He
stated staff should "report as socon as reasonably |
Ppossible”. Further interview with the
Administrator revesled spraying a resident

~mtentionally in the face with water could hea

L abuse, "if that's what's narceived” by the

individuz! observing il Per the Administrator, his

| slaff was educated on abuse. knew “right from

wrang”, and he feit his staff had fotlowsd the

 facility's polioy.

!

i

|

i

J

|

i

| ,

i - Additional review of the facility's abuse policy at
j the time of inferview with the Administrator,

! revealad when staff suspected abuse of a

] resident had ocourred they must report the

| “incident to their immediate suparviscr, howaver,
| I the Failcy did not indicate the tmeframe in which
! _staff should report to iheir immeadiate SUpervisor,
{ j

|

|

- Continued interview with the Administrafor on
D12M8/14 at 2:08 PM, and review of the facility's
abuse policy with im at that tims, revesied
aileged abuse aillegations "should get to the DON

Medical Director, DON,
Administrator and Departments
Heads, which meets weekly, All
menitoring/zuditing of verifying
fimely reporting of
allegation/grievance/report results
are reviewed by the QA Team with
appropriate follow-up recuired as |
needed. QA meetings were held o _
the following dates: 12/1 9714, 5
12/22/14, 12/23/14, 12/29/14,
1/5/15, 1/12/15, and 1/19/15. QA
Committee meetings will continue
weekly for 8 weeks and then the
Fraquency will be determined by

QA Committee with a minimum of
quarterly, =

Audiis began on 12/20/14 with
observation and fnterview of staff
members, while staff ars
performing their respective dircet
care job duties/responsibilities, by -
Administrator, DON, RN Nurse
Managers, and other Department
Heads to ensure deficient practice
does not oceur, Observation and
interview designed to detect if staff
members are knowledgeahle about
prevention, reporting, investigation
of abuse and know how fo Jocate
and review the revised abuse
policy. Facility will perform
nterviews of at least 20 staff
members weekly, across different
shifts and on weekends, un! ;
substantial Compliznce is obtained,
After Substantial Complianca i |

i
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- as soon as possible®, However, the Administrator
- also indicated it was the intent of the facifity's
“abuse policy for staff to report immediately, and
ot wait two (2) hours 7 a serious fnjury had

ccourred. He stated the two (2) hour timeframe

L was meant for management siaff to follow when
; renorting to the State Survey Agency. Per
“Interview, the Administrator revesled he

- understood how the Poliey could have been
_misintarpreted,

. Tha facility provided an acoaptable Credibie
" Alfegation of Compiiance {(ACC) on 12/23/14

s which afleged removal of the 1J e¥ective

1272304, Review of the AOC revealad the facifity

Cimplemented the folfowing:

1. Resident #1 was assessed by the DON on
2814, regarding the cccurrence in the shower

AN RN performed a fuil skin assessment of

- Rasident #1 on 11/26/14 with no findings related
o the oceurrence of 11/28/14. A Social Worker

(SW) assessad Rasident #1 on 11/28/14 snd an

12718014 and provided suppor to the resident
“who voiced no concerns with the stafishower
fincident ard had no concerns of any other staff

mamber abusa. AMDS Nurse completed a

s comprehensive agsessiment of Resident #1 on
. 12118144 and noted ro CONCEMS, not any
“ditficultles with faie affects of the accuirance of

TH25/14, Resident#1's Comprehensive Care

Plans and Kardex (CNA Care Plan), wers verfied
; On 12720114 by the DON to raflect individusized
approaches to manage histher behaviors,

2. On 12/19/14, each cognitively intact resident
- with a Brief interview of Mental Status {BIMS)

- greater than or equal to eight (8) was observed
and interviewad by the SW, Registerad Diatician

Fa2e,

obtained, the QA team will ‘
determine the frequency of the siaff
Interviews. (See Attachad as

Exhibit B) Findings of sach
observation and interview

developed for this POC are

evidence of the eperationalization
of the facility’s policy on
abuse/neglect/misappropriation of
property, All findings of
observations and interviews will be ¢
reviewed by the QA Commitice to
ensute team members of the facility
understand, implement and 5
operationalize the policy.

Each aliegation of abuse will be
reported immeodiately by the staff iof
the Director of Nursing or the
Administraior. If the DON or
administrator is not in the & cility,
they will contact the DON or
Administzator via phone, which
these munbers are posted in
multiple different locations (the
time clocks and nursing stations)
for thoroughftimely investigation
and reporiing. The Administraior i8
notified immediately of each '
allegation, acrosy all shifts and
weekends,

Corporate Compliance Officer
and/or Risk Manager will perform g
weekly observation and review of
all facility investigations, This
includes, but is not Hmited to,
Immediate removal of anv alleped

|
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I Fos ~Continued From page 75 o 226 or perpetrating staff from the J

i {(RD), Activity Director and/or Diractor of ’ ' facility, Immediate reporting to

] - Rehabilitation for resident corcarns of any : admindstrator, interview of resident | |

! potentiai abuse, neglect or misappropriation. The ) and staff, assessment of all eged §

Hindings of t?;e intervisws and abigrviﬁfns Xzere vietim, root cause analysis, !

the Administrator on 12/19/14. An . . :

? ;‘zigzt?gn%onié{i \;Zsi‘:meéﬁgtai;faﬁovved uyp ‘ POFCE%SH?}{ alflil.ﬁevmw\f.f o nolicy 1 {

- on by the Administrator, with investigations : m‘ﬂefnga ,K'H i .h:m m““ﬁmjp N f“} : {

completed, and notifications made, if indicated, ; g i:edcrfg foquIzements, results |

by the Administrater. The findings were to be | provided to QA Committee f
reported at the 12/22/14 Quality Assurance (AL : o o .

- Commitiee meeting by the Business Oice ’ _ the Interdiseiplinary Team consists ;
Coordinator.  The SW was o continus 1o 5 of Administrator, DON, Social |
perform interviewable resident abuse Warker, Licensed Dietician, Chef, |

] - observations and interviews weekly and report Mainienance Director, Activities f
i the findirngs to the QA team. Direotor, Medical Records Director, i
! : . : Business Office Cocrdinator, : iJ
;’ ;3. On 12118714 through 12/19M14 licensad : ) Housekeeping Supervisor, RN Unit i
| “nursing staff conducted head 1o ioe assesaments . : Managers, and other Department

] » of sach cognitively Impairad resident who had a : Heads. The Interdisciplinary Team |
; BIMS less than elght (8) or was ' has daily “Stand Up” meetings on i
g F non-interviewable, for any new or unusual _ ‘ Monday — Friday lead by the : |
|  bruises, skin tears ete., or other signs of potantial Administrator aéci DON. These will ]
f ‘abuse, There were no findings that would trigger _ be on-going. Any = g
; , an allzgation of abuse. The results of the head o incident/grievances/requests. eto !
i foe assessments were reviewsd by the DON and | : add i~ das eded and !
| P Administrator, end the findings reported at the : ate adaressed as neefd d%d . ]!
| 12/22/14 QA mesting by the DON. The Nursing : teported fo the IDY the following g
| - Managernent Team which included the DON, : , meeling day. [fany ‘ {
| ,ADON, Unit Managers and Team Leads would mmdeﬁt{g?eviﬂfe occurs on the {
f ‘perform head 1o toe assessments of each . weekend, it will be discussed in the E
; . cognitively impaired residant waekly for any Monday morning meeting. Again,’ i
; “new/unusual bruises, skin tears et or ofher the Administrator is notified 5
J : signs of potential abuse, with no findings that immediately of each allegation, )
| required action at the fime. across all shifis and including

! | > : weckends, The corporate |
| A On 1271814 the Tacility's electronic charting : compliance officer or the chief | ’
! system was modified by the Comporate Nurse to : operating officer is notified by the i
; . listishow interventions for residents’ behaviors on E adtministrator of any allegations, , ;
; the Kardex {nurse aside care plan). Each _ ' The CCO or the COO will monitor |
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. residents’ Kardax was updated automatically. By
12018714 the Registersd Nursa
HENYMDS/Resident Assessment Inslrument
(RAI} Coordinator reviewed all residents care
' plans to ensure Behavior Comprehensive Care

- Plans were in place for each resident assessed to,

reduire one,

5. On 12/19/14, the Administratoer, Corporate
J - Compliance Officer (CCO) and Corporate Risk
i Manager {CRM] reviswerd sach file of residant
f - allegations of abuse or facility saif reports of
- potential abuse in the past thirty (30) days o
J assure completeness and thoroughness of the
! investigation. If thers were any concesns/gaps
| dentified, they were followed up accordingly by
| the Administrator. On 12/21714. the
f  Adrministrator, CCC and CRM reviewad additional
; “nvestlgation files which were generated by the
! : faciiity's observations and interviews complated

on 12119714 thiough 12/20/14, Thiz inchuded, but ;

1 twas not imited to! immediate removal of any
j alleged or perpetrating staff from any care area;
;’ Cimmediate reporting to the Adtinistrator:
] interview of resident and staff assessment of ¢
Falleged vietim, and review of the Investigation
- action ensuring it met the policy and federa|
requirerments. The Administrater tock actlon, if
Cany required. The alleged perpetrator, CNA #1
f was terminsted on 11/28/14 after the completion
f of the facility's investigation,
|
{
|
|
|

1B O 12718714 all perscnnel fles were sudited
by the Business Officer Ceordinator and Mecical
* Records Director for completion of pre-hire

. components used by the facility as part of

' soreaning and prevention of abuse, The flas

. were found o be one hundred percant (100%)

* compliant, with evidence of: current Licanse

he

i

|

the process of the fvests gation i
daily until the investigation ig 1 ;
finalized. The CCO or the COO |
will ensure audit the investigation :
and allegations fo ensure substanzial ff
compliance. ;
j

|

The QA team consists of the
Medical Direcior, DON,
Administeator and Departmenis |
Heads, which meefs weekly, All f
monitoring/auditing of veritving ;
timely reporting of : !
aEiegatiora/grievancef’report results g{
arg reviewed by the QA Tean with i
appropriate follow-up required as :
needed, QA meetings wore hold on ?
the following dates: 12/19/14,
12722714, 12723/14, 12/29/14,
115115, 1112715, and 1/19/15. QA
Committee meetings will continge
weekly for 8 weeks and then the
frequency will be determined by
QA Committee with a minimum of
quarterly, ' !
i
i

All monitoring findings will be :
reviswed at Quality Assurance
Meetings that will take place : f
weelkly, until facility is in : i
Substantial Compliance, when that !
accurs, the QA Committee will f
decide on frequency of meetings ]
with a minimum of Quarterly, in )
order {o keep facility in Substantial
Compliance, QA team consists of ; {
Medical Director, DON, 3 ‘J
Administrator and Departments |
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Fverification; Abuse Registry Check Registration; :
- Criminal Background Check; and Kenty icky _ ;
. L.ae dis i1 . 5 N 3
| Caregiver Misconduct Registry check. The ‘ has continued to executs all audiss,
]  findings of the audit were reported fo the ; : sreventaive measur Hov
! Administrator on 12/19/14 and were to be preven neasures, policy
freported fo the QA Committee on 12/22/14, by ’ revisions and monitoring of
 the Business Office Coordinator, The Business _ performance developed via the
- Office Coordinator and Administrator would : _ AOC and POC process. Analysis
review each new hire personnei fle i assurs : of the whole, via QA Ineetings,
verifications and background checks were indicates our system is working and.
' completed prior o beginning work. substantfal compliance aHrﬁed ,
_ : 1/12/15, 1712115

L

|
|
I
i
|
i

!

|

5

- |

Bate of Compliance: The facility JI
i

]

i

!
} 7. The facility's AbuseiNeglactMisappropriation .
i - of Froperty Policy was reviswed on 12/19/14, : |
I which was In place af the time of the sy ey, g |
§ “addressing concerns identified by surve yors, by {
| | comparing it to federal regulations and |
‘ inferpretive guidelines and the contents of the i
| faciity's policy. The faciiity's |
4 , Abusa/NeglectMisaporopriation of Froperty
! Folicy was revised on 12/19/1¢ by the Chief
é Operating Officer (CO0), Vice President VY of
[ Risk Managameni, and CCOD.
I 8 On 12/16/14 the CCO insaiviced the
| " Administrator, DON, ADON, Unit Managers and
i - each Department Head on the resitis of the
“survey, the facility's roct-cause analysis of the
tdeficiencies and the newly revised abuse poticy
i cand procedure. Additionally, on 12/19/14 the |
i F S0 inserviced sach f“cpa"“ﬂmt Head, in g g
i . "Train the Trainer” fastion. on the “Team i
I ' Mermber" education which covered Abuse i
| | Prevention, Abuse Reporting, Investigations, i !
[ Comprehensive Care Plans, Kc:de’X (Nurse A ide ; {
J  Care Plans) and the revised poiicy. [
| i
| |

n 12/21/14 the CRM and CCQ each provided
d ditional ecucation to the Administrator, DON, ;
Event {D: 25M7 14 Faciiy £ 100924 i continuation sheet Page 78 of 128

FORM O 8-256#02»65) Previous Versions Ohsolete



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

PRINTED: 91/15/2015
FORM APPROVED
OMEB NO. 08380391

!

[y aTE suRvEY

; STATEMENT OF DEFICIENCIES J(XE} PROVIDER/SUPPLUER/CLIA I (P MULTIPLE CONSTRUCTION oF 2
! AN PLAN OF CORBELTION | IBENTIFICATION MNUMBER: i A, BUILGING COMPLETED i
§ ” i

188447 | B pic L 1zgizoda

f STREET ADDRESS CiTY, SYATE, 2§ oo E

NAME OF PROVIDER OR SUPRLIER

VILLASPRING OF ERLANGER

B30 VIOX DRIVE
ERLANGER, KY 41018

SUMMARY STATEMENT OF DEFICIENGIES

A D
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LEC IDENTIFVING INFORMATION

Is} PROVIDER'S PLAN OF CORFECTION
FREFIX [EACH CORRECTIVE ACTION SHOULD 2E Gl
: DATE

0 TO THE APRROPRIATE
CEEICENTY)

|
|
|

|

F 228 Continued From page 78
Yand Nursing Leadership Team on: review of

PF223, F225, F226; additional review of the

. revision of the facility's policy on

1 AbuseNeglectMisappropriation of Froperty; and

oot cause analysis of the survey findings related

' to systematic response to aliegations. Evidence

of the leaming was measured via meaningful

Question and Answer (Q & A) and discussion of

: cause examples and a repeat verbalization of
undarstanding of definitions and the faclity's

. system,

(90 On 12019114 through 12/22/14 all staff
neluding licensed Nurses, GNAs, licensad
i Therapists, Social Services, Activity, Dietary,

Heusekeeping, Business Office and Malntanancs |

cwas provided Inservics education, “Team
Member” Education, by the CCO, Administrator,

 DON of Trained Department Head which coverad
Alrize Pravention, Abuse Reporting,

Hnvestisations, Comprabensive Care Plans,
Kardex (Nurse Aide Care Flans) and reporting

concerns immediately. The updated sbuse policy

was reviewed and referred 1o in all staff “Tearm
i Member” education in-services, performed from

12/19/14 through 12/22/14. Evidence of the stafs

- member's learning was measured via a written
- pest-test, with a 100% acouracy required, Any
s staff member who had rot been at work, or was

“on feave or vacation wouid complete alf education.,

. and training prior to working their next shift. No
stalf member would work without first being
 inserviced. Al newly hired staff members would
" be provided inservice education on abuse
prevention, identification and reporting during
their orientation prior to working in the facility

through the interactive Computer Program with a 7'

| post-test and review of the ahuse policy signad

federai regulations and Interprative guidslines for
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for verification. The Business Offica Coordineior
P wolld track completion.

s Annual mandatory inservics of abuse, Including

but not limited fo prevention, would continus to he i

L manitorad by the Business Office Coordinator;

. additicnally, as indicated by concerns or
‘observations, impramptu inservices for staf

!C.‘F

, Would be held as decided by the Administrator,
"DON, and/er Ombudsman,

Aise, besides being directly tatght 1o stal

taif, the

i revised policy was placed in arsas stafiieam

memoers typically congregats, taks breaks and

ceat lunch,

10, Beginning on 12/20/14, a random
_observation and interview of sta¥ members was
s bagun by the Adminisirator, Cerporate support

. slaft

ffand Department Meads. The observations

“and interviews were designed to datect if staff
 members wares knowlsdgeable abott prevention,
reparling, nvestigation of abuse and how to

| locate and review the revised sbuse policy. The
facility was to parform Interviews of at least

W AR

 twenty (20) staff members wesekly untit substantial

sompliance was obtained to ansure sach

¢ allegation of abuse would be reportad
faleg

immaediately by the staff io the DON or

s Administrator, If the DON or Administrator was
notin the faciity, staff would contact the DON or
- Adminisirator via phone for thoroughtimely

ihvestigation and reporting. The Administrator

- would be notified immediately of any allegations.

Ater substantial compliance was obtained the

. QA team would determine the fragusncy of the
" staff interviews.

' The findings of each chservation and interview

FORM CMS-2587(02-9%) Previcus Varsions Obscleta

Event B 288711

Facilty 13 100925

if continuation shee

tPage 80 of 128



PRINTED: 01415672015

{ {ADC) were evidence of the operaiionalization of
the facility's policy on

i abusemeglectmisappropriation of property. Al

findings of observations ard interviews would be

reviewed by the QA Committee to ensure team

members understood, Implemented and

| operationalized the policy.
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l F 226 Continued From page 80 . P08 |
! developed for this Allegation of Coempliance ! ;
:

; 11, The QA team consists of the Medical
Director, DON, Administrator and Department
j (Heads. AQA maeting was held on 12/19/14 with
“the Madical Director, DON, Adminisirator and
i other membsrs of the QA Commitiee. The
findings of the State Survey Agency's findings, as 5
well as, deficiencies, inciuding the Scope and
Severity, wara discussed in the meeting. Action
( plans 1o address each deficiency, as wall as, the
“overall systen were developed and approved by
: the QA Committes. On 12422114, a second full
QA Committes meeting was neld to raview the
L action plans to remove the Immediate Jeopardy,
Findings of ail observations and intervigws,
- compliance with inservicing and resuits of
“menitoring were analvzed and Ciscussed, The
; findings would be reporied by the DON,
- Administrator or Social Service Director and
followead by each with Commities
“recommendations. QA meetings would take
place weekly, until the facility was in substantial
compliance, and when that ocourred the DA
Committee would decids on the frequency of
miesings with & minimum of quarierly, in order to
keep the facility in substantiaj comphianca.

12, From 12/19/14 through 12/22/14, the DON,
{ ADON, Corporate RN, RN Managers and/or
“Team Lead Nurses provided additional
| inservice/sducation to the Nursing sta# and

b o

_uﬁm_uu.ﬁ._.mm_‘_w_,m..%_.wﬁnw...

|
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f = 226. Coniinuad From page 81

{ Irfercﬂsup inary Team {107} on the
: Comprehensive Care Plan and communication Qf

{ Interventions to the Kardex/Nurse Aide Care Plan
Hor implementation, included in this fraining was

! the importance of accessing the Kardex
 communicating changes needed to mam{ain &n

acourate and updated Plan of Care, including the

Kardex, for each of the facility's residants.

!

13, 0n 12119714 through 12/22/414. the
RNMDE/RA Coordinator, MDS Licensed
“Nurses, the Corporate RN, and/or Soci al Service
. Director reviewed each residents' cars plan for
Behavior to assure infervantions were appropriate
-and flowed automaticaily to the Kardex (nurse
aide care pian) basaed on feadhask and
i assassment by the direct care staff which
Cincluded the CNAs, licensed Nurses, Unit
i Managers and Social Service Direcior. The care
prans were updatsd as indlcated, The fndino s
were reviewed with the DON and Admimsiraior on,
12122014 and would be raporied fo the QA
Committes an 12/22/14 by the DON,

i
!
|
|
! Mhe Kardex's were o be reviewsd and updated
; daily by the Charge Nurses, Unit Tv?ar‘aﬁesﬂ MBS
j  Nursas, Team Lead Nurses and/or Ther apxsts fo
assure they were currsnt and provided
l | appropriate inferventions for each resident. The
{ Kardex was 1o be printed off each day by the
: Charge Nurse and a copy of the Kardex givern to
f the CNAs. The Kardex copy and verbal repor
g | from the nurse was given to each CNA IS ensure
! the direct care stail was awars of the
l s Interventions in place for each of the facll Hity's
| resicents. If the Kardex was not current, licensed |
l - staff would update it and assurs the CNA had the
| updated copy. CNAs were made aware they

|
!
£
|
|
f
|
!
|
|
!

L ;were o communicate verbally or via the Kardex
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F 226 Continued From page 82
fo the nurses any concams or need for furthar
assessment or update of the resident's cars

plan/Kardex. Resident #1's Kardex was reviewad _

by the Charge Nurse for changes of the Flan of
Care for the resident.

. Observation and interview rounds will be
‘completed by the Administrator, DON, Unit

- Managar, Team Lead Nurses and/or ficensed

' Clinical Department Meads o ensure each direct
care staff person had the Kardex copy on their
person and was able to use . Resuits of the

: observations and interviews would he reporiad fo
“the DON. The DON would report the findings at
 tha 12/22/14 QA meeting.

- The Btate Survey Agency validaled the
implementaticn of the facility's ACC as fallows:

1. Review o* Rosident #71°s skin assessmant,
 dated 11/26/14, revealed no open areas or
“bruising not“d‘ Review of the Soclal Services
- Note, dated 12/19/14 revealed a late eniry from
“the SOCEd ‘r"\.forker to address her intarview with
 the resident on 11/268/14 to discuss the
' s*crdent!aleged abuse on 11/25/14. Continued

review of the Social Service Notes, dated
L 12118/14 and 1211914, revesled the Social
~Bervice Director followed up with the resident lo
- assess Resident #1's paychosocial wal-being.

Review of Resident #1's vompmhensm

Assessmeant, dated 12/19/14, revealed the

resident was assessed by Licensed Practica!

; Nurse (LPN) #7/MDS Nurse with no concerns
identified. Review of Resident #1's Kardax
revealed & BehaviorMood care plen was added
to the Kardex. Review of Resident #1's

- Comprehensive Care Plan ravealed the resident's |

- care plan was revised on 12/19/14 for staf to
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F 228 Continued From page 83 Fz2g
. analyze key times, places, circumsiances, f :
| triggers, and what de-escalated his/her behavior

and dacumeni the information, as the resident
twas noted to have increased anxdety with

showers and when his/her speuse had left for the
:day,

: interview with the DON, on 12/24/14 at 1023 Al
revealed Resident #1 was assessed “that night” | :
i (1/25/14) and Social Services continyed o follow i

I up with the resident. She stated Resident #1 . ‘ J
|  resident was assessed again on 12/18/14 and

I “hisiher care plan was updated/revisad. She

f reportad she reviewed the resident's

{ updated/raviged care plan and verifiad it was

| complete regarding the changes that needad fo
[ be reflectad on histher care plan. She furthar

’ staied the CNAs' Kardex had been updated with
|

|

;the changes. Continued interview with the DON

revealed the 55D also assessed the resident on

12718714 and had been following up with the
resident by reviewing his/her care plan.

Linterview with the 8D, an 12/24/14 at 10:05 AM.
| revealed she falked to Resident 1 on 12/18/14,
! : and had followed up with him/her since. ; :
Continuad interview revealed Resident #1's care
: plan was updated related to his/her behavior and !
- bathing. “
|

12, Review of the facility's Resident Rights/Abusa
Hravantion/Comprehensive Care Plans Audit

| Woerksheats, dated 12/18/14 and 12/19/14,

revealed residents with a BIMS score of aight (8)

~or higher were interviewed by the Director of

, . Bocial Service, RD, Activity Director andior

i Director of Rehabilitation. Two (2) residents, :

} ; Unsampled Resident A and Unsampled Resident

i B, who also resided on Resident #1's unit ’

Event 103 2807 11 Facility 1D 4
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s axpressed concems an 12/21/14, regarding staff,
these concerns wers not abuse related, The
s residents’ concerna were ralated ‘6 siaff not being
~able to work together to provide care, and staff
, not taking the time o alk to them. Continued
raview of the audit revealed the Administrator
; followad up with the two (2] rewidants an
L A2/22/14,

Hnterview on 12/24/14, with Unsampled Resident
s At 9:30 AM and Unsampled Resident B at &40
CAM, revealed they were questionad by staff
regarding any concerms they had of abusa by
staff, however, neither resident axpressad
 CONCEems regarding abuse.

|
|
|
}
g s interview with the Social Servicas Director, on
[ 12124/ 4 at 10:06 AM, revealed she interviewed
4 - all of the inferviewable residents with z BIMS
I “soore of eight (8) or higher on alf the facility's
; - units. She reported thers were no concems of ;
i “abuse given. The Scclal Services Diractar stated
| - the Administrator followed R on some rasidenis’
! concerns which wers not related to zbuze, Per
{ Cinterview, the interviswabia residents wald
| " continue fo be interviewed regarding any ahuse
concerns, and observations performed at the time:.
] “of interview 0 ensure the residents had no signs
’ . orsymptoms of abusa,
Interview, on 12/23/14 at 3119 PM, with the
| Business Office Coerdinator revesied the findings -
of the audits were reported to the QA Commites
fon 12722014,

dnterview, on 12/24/44 &t 10:23 AM. with the
Administrator revealed the findings of the ‘
Cinterviews and observations were reported to him |
~on 12/18/14, and continued to be reported, _
Event D 28M711

FORM CMS-2887(02-29) Previcus Varsions Ohsoiste Faciiiy 1D 100925 ¥ continuation shest Page 86 of 128



DEF
CEN

PARTMENT OF HEALTH AND HUMAN SERVICES
NTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 011152015
FORM APPROVED
OMB NO. 09380397

STAT Enﬁi\il OF DERCIENCIES

_J X1} PROVIDER/ABUPPLIERICELIA

(X2 MULTIPLE CONSTRUCTION

fn X3y DATE SUR

AND PLAN OF CORRESTION f IDENTIFICATION NUNMBER: A BUILDING
! LG
’ 185447 [ B WING L 1212805014
STRRE" CITY. 8YATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

VILLASPRING OF ERLANGER

[ 536 VIOX DRIVE
f ERLANGER, KY 41018

SUMMARY STATEMENT 0F DEFICIENCIES
SCH DEFICIENCY MUST BE PRECEDED BY FULL i
ULATORY O LSC IDENTIFYING INFORMAT] NG ) TAG

PROVIBER'S PLAN OF CORRECTION

EACTICN SHOULD B2

BU-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

{EALH CORRECTH

Continued From page 85 Fa2s

3. Review of the skin agsessy menis, dated

S12/19114, of residents identified as having a BIMS

_nursing staff who included RN #4, LPN #8 the

of saven (7) or less and nonYinterviewahla
residents revealed they wers assessed by

PADON and LPN #7. Raview of ﬁ"e skin

. S8sassments revealed no nNew or unusu!

+

LrUisiNG, No concems wers noted.

Interview with LPN #8, on 12/23/14 at 7:33 PR,

reveaied she did skin assessments for ﬂsidents

“who had a BIMS of seven (7} or iess, or who
 wers non-interviewable. She stated she
assessed the residents on 12/19/74, and no
. concerns were observed or notad,

Interview with the DON on 12/24/14 2t 10:23 AM

revealed waekly skin assessmanis were

completed by Unit Managers, Nursing Team
Leaders and Nursing ‘v1anaaernem Par
interview, each had a group of residents i they

‘ assessed and any inuries of unknown source

were to be looked | ’“*o She reported however,

i there were no injuries of unknown source
abseived during the skin assessment audits The:

: DON indicatad she and the Administrator

reviewed the skin assassment aud dits, and the

- audits were taken by her fo the QA meeting on
12/22/14. Sha revealed the skin assessmant
audits would continue weskiy.

Review of the QA Meeting sign-in sheet revealsd
i there was a mesting datad 12/22/14 with all
Department Heads presant.

4. Review of the statemant, signed by the
- Corporate Nurse, dated 12/22/14, revesled on

: 12118/14 she activated a Routine Bahavior
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Manitor for Point of Cars, the facility's slectronic i
- charling system, and an as nesded option for J
every rasident at the facility. Review of Resident j
[ #71's Kardex/Nurse Alde Care Plan revealad if was | if
revised to reflect the resldent’s behavior/mood !
s and inciuded revisad interventions for CNAs o
assist with resident's care regarding behaviors,
Review of the Performance Improvement (-

" behaviors were assassead for the Kardex being

_currenl with appropriate interventions for

residents, and if the answer was no. the Kardex
was updated.

! . Worksheet audit, revealad all residents' with
I
! Review of the audit of residents with assessed
! ¢ behaviors, dated 12/158/14, revesled all their care
! plans were reviewed {o enaure Behavior
|  Comprehensive Care Plans wers in place.
- Interview with the RNAMDS/RAI Coordinator, on
) 12/24/14 at 331 AM, revealss she had warked
. with the Corporste Nurse to ensure residents’
} “behavior care plans would fiow to the CNAg'
| Kartex on the facility's elactionic charting system. :
i * She stated she reviewed all the rasidents’ care
j plans and updated as needad,
|

5. Review of the faciiity's Pl Worksheats
crevealed on 12M18/74 and 12/20/14, Slos
pariaining to abuse and seif-reports were
- reviewed for the past thirty (30) days by the
Acministrator or Corporate staff Resident #1's
- and Unsampled Resident C's investigations wera
reviewad with the following aress addressed;
avidence of allegation; safe/secure
| resident-immadiate report to DON/Administrator:
“alleged permetrator removal; required initial
i notifications within tme frame; staff was
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interviewed, Rosidents were interviswed: Soclal

i Service Assessments were complsted; and

education performed, On 12/21/14, any

i additional files which were generated from the

auditing process were raviewed for the same

Cinformation,

" Review of CNA¥T's personne! file revealed ¢he

was tarminated on 11/2814.

Interview with the CCO, on 12/24/14 at 11:14 A,

i revealed when lcoking at the investigation ralated
to the afleged abuse of Residart #1, he knew #

fwas not good when CNA #1 completed her shift

caring for residents, after the alleged abuse. He
revealed staff should have reported the incident
immedistely, The CCO stated managament

reviewed Resident #1's investigation and agread

with the findings ONA #2 should have reported

 the witnessed incident of alieged abuse on
11/25/14 immediately after it ocourred. Continued
iinterview revealed they Turther looked over the

8. Review of the

investigation o see whare the facifity failed.

facllity's Pl Worksheet, dated

Beiie

12719714 from 12:00 PM o 5:00 PM, revezled the ‘
" Medical Records Director and the Business :

Office Coordinator audifed 100% of the facility

staff's parsennal files. Continued review revesled
. the personnel files were chackad for current
“license verification, Abuse Registry Check

Registration, Criminat Background Check, and

“Kentucky Caregiver Misconduct Registry check.
 All personnel files were found to be 100%
compliant,

Review of three (3) personnel fiies for smployees,

CNAEN, LPN #9, and the Social Workar
raveaied the files contained the zudited

!
|
|
|
|
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F 228 Continued From page 88
documentation indicating compliance.

I

H

4

; , Interdew wilh the Business Office Coardinator,
i Lon 12/23/14 at 3119 PM. revealed she audited

; current facility siaffs' personrel fies 1o make sure

they had the necessary documentation for
- compliance. She stated her findings ware

reported to the Administrator on 12119714, and tp

the QA Commites on 12/22/114. Continusd
Interview revealed for new hires the background
- chacks wers done prior o the SMPICYEE coming
_ inta the building,

 Interview with the Administrator, on 12/24/14 at
10:23 AM, revaaled for preventing abusa the

| process began with pre-employment scregning.
He reportad staffs’ personnei files had o be

100% compliant in the aress of Abuse Crmira!
Background Checks, and with the Kentucky

- Caregiver Miscenduct Registry, The

s would continue fo review newly hired siaffs’ files
to enstire they were compliant with the requirad
s documentation.

7. Review of the facility's
Abuse/NeglectMisappropriation of Property

- policy revealed the policy was revised December
2074, for incidents involving residents, to indicate

s stafl must immadiately report the incident *o a
superviser an duty®,

interview with the Administrator and DON, on

CCO met with the Administratar, DON, Madical

! and the faciiity's abuse policy, to address the

C1ER24714 3810023 AM, revesied on 12/18/14, the

. Administrator reported he reviswed the resuits of
e audits completed by the Business Office, and _

' Director, the Nursing Leadarship Team, and other
- Carporate Staff to discuss the identified concerns |

[

|
|
!
|
|
|

|
;I
i
|
!
]
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| Tconcermns ideniffied. Per intarview, thay came u
[ with & plan to educate the staff. and alse

discussed pravention and how the facllity got to
"this" point,

8. Review of the in-Services, dated 12/19/14 and .

p

P TR121114, revealed the CCO and CRM educated

the Administrator, DON, ADON, Unif Managers
{ and Department Heads ragarding the resuits of
_survey, the federal reguistions and interpretive
“guidelines for tags, F223, F225. and F226, the
s facility's root cause analysis of the deficien

practice and the newly revised abuse policy.
t Review revesled Department Heads were

inserviced in a "Train the Traine™ manner
“regarding "Team Member" education covering

i abuse pravention, abuse reporfing, Investigations,

Comprenensiva Care Plans, the Kardex and the

- newly revised abuse polloy.

i
i
|
|
|
|
|
J
! Cinterview on 12/23/14 with: the Business Office
i . Coordinator at 3:18 PM: Social Service
| " Assistant/Activity Director #1 at 5:20 PM- and i
i : RD at 8:08 PM; and on 12/24/14 with the Secial
Services Director at 10:05 AM revealed they
twers all Inserviced on 12/18/14 and 12/22/14 in
 the "Train the Trainer” fashion as per the ACC.
‘ They all stated they were then able fo inservice
] ; other staif. Per interview, they had to recelve a
“score of 100% to pass the post-test,
Interview with the Administrator and DON en
1272414 gt 10:23 AM, revealed the CCO and
CRM had trained them and all the Department
| Heads on 12/19/14 and 12121714, on abuse
prevention, abuse reporting, investigations,

Trainer” fashion, on 12/16/14. Per intarview, all

e e s o

&

- Comprehensive Cars Plans. the Kardex and the
 newly revised abuse poficy Abuse in 2 "Train the
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F 2267 Continued From page G0
Pwhe wers educated were fequired to achieve 3
1 100% passing score on the post-test and had
s done so. Continued inferview revealed the main
. changes to the abuse policy was to provide ihe
term Yimmediately”, which staff was educated on !
' not to assume someone slse reported the alleged
abuse. They stated a Guestion and answer
, Session was performed after the education on
12121714, to determine the education wWas
" affective,

; Interview with the CCO, an 12/24/14 at 1414 AN,
j revealed he had looked at what the facility "failed”
I’ 1o do or where the fecility had failed" and )
s addressed that through educating the Department’

Heads in & "Train the Trainer" fashion.

9. Review of tha Inservice sign-in sheets dated

1211814 through 12/22/14, reveaiad siaff WaES
edlicated on abuse prevantion, abuse faporting,

. investigations, Comprahensive Care Plans, the
Kardex, the newly revised abuse policy and

" ensuring concerns wers “immediately” reportad.

: Review of the post-fests revealed staff achieved

. 100%.

|

|

I

|

|

|

!

H

! _ .

| CInterview on 12/23/14 with; ONA#D at 9.2 AM;

| P ONAE14 on 12/23/14 at 3:51 FEM: Occupational

} Therapist (OT)#1 at 4:38 PN, Dietary Aide #1 at

| 454 PM, Laundry Assistant #1 at 5,05 b,

j Activity and Social Services Assistant #1 at 5:20

i PR RN #3 at 5:38 PM CNA #4 at 8:59 PM: CNA

; 1B at 712 PM; CNA #13 2t 704 P LPN #8 at

j 733 PM; RNAS 2t 7:48 PM: and on 12/24i14

| “with: RN #4 2t 8:25 AM: CNA#8 at &:83 AM; ONA -

i #1221 9:05 AM: CNA#17 at 927 Al and, CNA
#15 at 4:05 PM revealed they all wers recently

% _insarviced by a Depariment Head or Supervisar,

i ' They all reported the inservice was regarding the
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f revisad abuse policy, abuse pravention,
J Investigations, and care plans refated to the
Kardex'. Perinterview, the policy was
i - accessible and could be found behind the nurse's
,5 . station and I the braak room. Staff stated the
- revised abuse policy stated to immediataly report
; CONCEMS [0 & supervisor as soon as the allegad
- abuse was observed. Continued interview with
1 CNAs revealad they wers familiar with the
- revision o thelr "Kardex” in which resident's
'behaviorimood was added. Dietary Aide #1 and
: Laundry Assistant #1 revealad they were not
’ insarviced on the care plans/Kardex bacause
| Fthey do not work directly with residents. Al staff
_revealed they wers given a postiast and had fo
"have @ passing score of 100%.  Continued
[ s Interview with staff revealed they continued to be
i questionad by management regarding the abuse
J - peficy, and CNAs stated they were being
questioned regarding whether they had their
residents' Kardex on theyr person or not

jg Cinterview with the Administrator and DON on

i 1272404 2t 10:23 AM, revesied no staff was

g “allowed to work untif they had received the

! ; requirsd education. Per interview, elf newly hired

| staff would recaive the education prior to WOrking

J {in the facility throvgh the interactive computer

% _program which the Business Cffice Coordinator

! - would track for completion. They stated the

; Business Office Coordinator would alse moniior i

i - the annual mandatory abuse Inservice sducation

]% . Continuad interview revealed staff would receivg
Fthe “impromptu” educaticn as necessary.

110, Revisw of the "Team Member Abuse Poticy
: AU forms revealed staff were randomly baing
“selected fo answer questions related o abuse,

T
By
)
(93]

]
!
i
£
|
i
DEFCIENCYS : !
!
!
i
|
|
|
|
5
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Interview with the Administrator and DON an
12724714 at 10:23 AM. revealed twenty (20) staff
| was being interviewed and cheerved daily 1
' determine thair knowiedge of the revised shuse
- policy and ensure they were knowledgeable of

s abuse prevention, reporting, investigation, how to

locate the poficy and knew to repoit immediately
o one (1) of them in person or sar the phone.
! ' They reported the revise
* placed in break rooms and nurse's stations for
staff's aceessibily.

“revealed he along with upper management

Ceducated staff, up to twenty (20} a day and

Cquestionad them re arding the abuse policy.

t Continued inferview with the 00 revealad an
audit too] was being used, and an "Employes

. Rostar" was chacked with siaif who wera
inserviced to ensure all staf was edycated,

1L Review of the QA Committes sigr-in sheet,
dated 12/19/14 and 12/22/14 revealed the
. Medical Dirsctor, DON, Administrator, and other

agenda revesied they were scheduled o meet
: weelkly for the next eight (8) weeks. Review
. revealed they discussed the survey results and
“the four (4} Immediate Jeopardy (1J) tags, F223,
225 F226 and F282. Continued raview

2buge policy had bean

| .
i .
f  Interview with the CCO, on 12/24744 at 1114 AN,

i
I

i

!

.f

| Deparlment Heads signed the Sign-in Sheet. The
!

i

H

i

|

i revealed they discussed QA4 audits io be
] Implemented, which included parsonnet files,
I raview of facility investigations in the last thirty
{ H{30) days, skin assessments of residents,
i peychosocial assessments of residents, sta¥
; | interviews/assessments, staff tralning, and staff
_ implementation of resldents’ Comprehensive
; Care Plan and Kardex. The facililv's abuse
} i and procedurs was also réviewed, and the

policy |

i
]
[
(s3]
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!} F 228 Continued From page 03
j {reporting system reviewsd,

“Interview with the Administrator on 12/22/14 at
_approximately 2:40 PM, revealed the DA
- Committes met to discuss the deficiencies on

{ 121914 and 12/22/14. He reported they

] discussed the rasulls of the survaey and

| ccompliance through the audits to be
“implemented, such as In-servicing staff, reviewing
 personnel files, review of facility investigations in

i the fast thirty (30) days, skin assessments of

f  residents, psychosocial assessments of

i residents, staff interviews/assessments, staff

J i training, and staff implementation of residents'

% Comprehensive Care Plan and Kardex, The
“Administrator indicated the facility's abuse policy

and pracedure was also reviewed,

|

i

| ;

i 12, Review of the inservice education from

] 12719714 through 12/22/14, revealsd nursing staff
§ and the IDT was provided education regarding
| srasidents’ Comprehensive Care Plans and

[ , Rardex fo ensure they were updated as

i

|

|

| necessary end staff implementad the residents’
interventions. Confinued review ravealed the
Feducation was provided by the DON, ADON.
Corporate RN, RN Maragers andior Team Lead
 Nursas,

Hnderview, on 12/23/14 &t 5:38 PM with RN #3 5
Unit Manager, revealed she was part of tha
Nursing Leadership Team, and had assisted with
providing the education to nursing staff and the
LIDT from 12/19/14 through 12/22/14.

|
|
i

LPN #8 al 7:33 PM; RN #5 at 7:48 PM: and, on
1224014 with RN #4 at 8:25 AM revealed they all

had received the sducation provided from : : .
Hvent 10 28M711 Faciflty i 120928 If continuation shest Faga 94 of 128

i

|

| .

| Interview on 12/23/14 with OT #1 at 4:38 P17, | }
| i .

! | |
| !
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i 12f§9!f4fhrﬂugh 12722714, Per inferviews, the
{ “education Included information regarding
| | residents’' Comprehensive Cars Plansg, the
Kardex and ensuring thess were dpdated and
Lensuring staff implementad the interventions,

5 Interview with the Administrator and DON on
1224114 at 10:23 AM, revesied the sducation
- had baen provided as per the ADC,

13, Review of the audits of residents’ care plans
for behavior from 12/19/14 through 12/22/14
revealed they were performed by the
| RNIMDS/RA] Coordinator. MDS Licensed
: Nar&&a the Corporate RN and/for Social Sarvices :
Director. Raview revealed the care plans were

: bpdetad as necassary,

i
|

|

|

!

]

; ; Review of the Inservice Atfendance Sheei dated
! 12/19/14 and ongoing, revealed siaff signatures
| Lindicating they had received the Care P lanning
! education,

i :

|

|

5

!

]

i

H

i

|

}

Reaview of the fac'i“{y & Pl Worksheet audit for the
| Kardex, ravealed staff wers being observad and
nterviewed regarding the fo! !owsnn CNAs had
L their residents’ Kardex on their person; and CNA<
_Rnew how o use the Kardex. ,

Interview on 12/23/14 with: CNA#Z &t 922 AM
FPONAETL o 12023714 st 351 PM; CNA#4 gt 8: "9
PM: CNA#16 at 7:12 PM; GNA#13 at 7:24 P
rand on 12/24/14 with: ONA #8 at 8:53 ARg CNA
2 at 05 AM: CNA#17 5t & 27 ANE CNA#15 ut
: 4.08 PM revealed they alf were rzcantly

et ..

inserviced on cars plans related to the "Kardex", 4 !
| Per interview, they were familiar with the revision | s ]

to their "Kardex” in which resident's |
i behavior/mood was added. Centinued interview : [
Event 12 28M7 14
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revealed they continued to be questionsd by

| management regarding whether they had their
residents’ Kardex on their person or not

f
f (%43 40
|
|
|

Interview with the RN/MMDS/RA! Coordinator on
12/24/14 at 9:31 AM, revealed she had trained
staff on how to track and monitor resident's
: " behavior and informed them of the additional :
} - behavior plan added to the Kerdex. She revealed
| FCNAs were informed to advise nursing staff i#
there were any changas in the resident's behavior
i “and how to document the behavior in the faciiity's -
ccomputerized charting system, Par interview, she
looked through residents’ care plans the first time,
“then the DON and Unit Managers checked the
resident's care plans and Social Services lookad
‘through them as well to ensure approprigte
, Interventions were in place.

ﬁ
|
:
: -Interview with the Administrator and DON, on
J 12724714 8t 10:23 AM, revesled the CNAS'
[ . Kardex was being reviewed dally and ubdatad as
! needed. They further revealsd that ONAS were
| - providing input other staff mignt not be aware of
! redarding a resident's behavior. Per interview,
; - rounds wers belng performed by them, the Unit
i Managers, Team Lead Nurses and/or Clinical
’ - Department Heads fo interview and observe

- CNAs to ensure they had their residents’ Kardex
j ; on their person and were knowledgeebla of the
i " Kardex and the resident's inferventions.
| According to the DON, the resuifs of the
‘observations and interviews warea o be raported
~to her. The DON revealed staff was Inserviced
on residents’ care plans and Kardex's and were
informed the care plan directed each resident's ;
 plan of cara. She stated CNAs were educated on |
residents’ BehaviorMood being added 1o the
{ Kardex and the interventions on how to deal with

Pt S

228
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F 2281 Continued From page 6
i the resident's behaviors. She revealad the
Kardex's were 10 be reviewsd and ravised as
- necessary, and printed out for the CNAS,
483, 20(K)(3)(1} SERVICES BY QUALIEIED
PERSONS/PER CARE PLAN

k282

&5=4'

" The services provided or arranged by the facility
! , must be provided by qualified persons in
! - eccordance with each resident's writtan plan of
| care,

This REQUIREMENT is not met as evidenced
f by
Based on intarview, record raview and review of
"the facility's policies, it was determined the facility
fafied o have an effective system in place to
Fensure residents' Comprahensive Care Plan
 Interventions were implemented fo ensyrs the
resident's safety from abuse for one (1) of five
{(B)sampled residents {Residant #1 ).

The faciity assessed Resident #1 to he
- petentially verbally aggressive with staff for which
, the resident was care planned and interventions :
swerein nlace. The care plan interventions sialed |
i hefshe becama agitated, staff was to guide the
rasident away from the source of distress and If
- he/ghe became aggrassive to walk calmiy away
“and approach the resident at a later time. On
‘ 12814, inferviews with Ceriffied Nursing
g + Asgistant (CNAY #1 and CNA #2 revealad the
resident was "agitated" bafore and durl g hisfher
f I shower; however, they were not famifiar with
Resident #1's cars plan interventions and :
; - proceeded with the shower anyway. CNA#2 and :
Nurse Aide in Training (NAT) #1, who were in the
f | ShOWer room with CNA#1, winessed CNA 1
i

F 226 1282 |

1. Resident #1 was assessed by the |
Director of Nursing on 11/26/14 g
ahout ccourrence in shower, RN
performed full skin 2ssessment on ;
11/26/14 with ne findings related to
the occurrence of 11/25/14. :
Licensed Social Worker on :
11726/14 and 12/18/14 assessed and
fas provided support to resident
who has voleed no concerns with
the staffishower incident that
occurzed and has had no concerns
of any other staff member abuse,
MDS nurse completed
comprehensive assessment of )
resident on 12/19/14 and noted no
concesns, nor any difficulties with |
inte effecis of ocourrence of
11/25/14. Comprehensive care
plans and Kardex (UNA Care Plan),
verified on 12/20/14 by DON,
reflect individualized approackes to
manage behaviors,

~rq
o
B 2

Resident resides at facility, visited :
often by wife, assessed by Heensed
nursing staff and social worker to |
be safe and secure.

On'12/18/14 the facility’s electronic
charting system was modified by
the Corporate Nurse to list/show
interventions for residents’ ;
behaviors on the Kardex (CNA care
plan), Each, resident Kardex was |
updated automatically.

fa)

S
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F 282 Continued From nage 97
Hintentionally spray Resident #1 in the face with

' The facifity's failure to have an effective system in
: Place to ensure the Comprehensive Care Plan
“was implemented to ensure residents’ safety from
; abuse was fikely to cause serious injury, harm, |
impanment, or death. Immediate Jeopardy was

: Review of the RAI User Manual Version 3.0,
dated May 2013, revealed the Comprehensive

hot and cold watar after the rasident called her g

‘nama. CNA#2 and NAT #1 also heard the

resident velling for CNA#1 o "stop” she was

hurning” himvher. (Refer to F223)

ideniified on 12/18/14, and determinad to exist on |
PI25014. The faclity was notified of the ;

i lmmediate Jeopardy on 12/18/14.

i The facility provided an acceptable Cradible

Aliegation of Compllance (AOC) on 12/23/14, with :

! the facifity allaging removal of the Immadiats

Jeopardy on 12/23/14. The Immediate Jeopardy

Cwas verified to be removed on 12/23/14. as

aileged, with remaining non-compliance in the

“area of 42 CFR 483.20, Resident Assessment,

F-282 Qualified Professionals, with a Scope and

- Severity of a "D while the faciiity deveiops and

implements a Plan of Correstion (PCC), and the

 facility's Quality Assurance monitors the
_effectiveness of the systemic changes.

The findings Include:

interview, on 12/18/14 af 2:08 PM, with the
- Administrator revealed the facility had no policy

ragarding residents’ cara plans: however, the

Hacility used the Resident Assessment Instrument :

{RAI} User Manual Version 3.0 as a quidaline for

i Comprehensive Care plans.

By 12/19/14 the RN MDS RAT
Coordinator reviewed all residents
to ensure Behavior Comprehensive |
Care Plans are in place for each
resident.

On 12/19-22/14 each resident
Kardex (CNA Carc Plan) was :
printed and reviewed by the Direct
Care Staff (Licensed rurses, :
CNA’g, Unit Managers and/or .
Social Services Director) to identify
residents with behaviors/needs for |
care planning,

On 12/19-22/14 the RN RAI
Coordinator, MDS ficensed rurses, -
Corporate RN, and/or Social
Service Director reviewed each
resident care plan for Rehavior to
assure inferventions were
appropriate and flows automatically
10 the Nurse Aide Care Plan
(Kardex) based on feedback and
assessment by the Directed Care
Staff (Licensed Nusses, CNA’s,
Unit Managers and Social Service
Director); they were updated as
indicated.

Findings were reviewed with DON
and Administrator on 12/22/14 and
will be reporied to the QA
comunitiee on 12/22/14 by the
DON,

Nurse aide Kardex’s are printed off
each day by the Charge Nurse and |
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tool which must inciude measurable objectives

highest practicable, physical, mental, and
- peyshosocial well-being. Additionally, per the

care.

the facility admitted himiher on 01/21/13, with

: dlagnoses which included Daprassive Disorder

_and Insomnia. Review of the residents Annual
FMinimum Data Set (MDXS) Assessment, dated
10721114, revealed the faciiity assessed the
resldent to be moderately cognitively impaired,
i and was not assessaed fo have behaviors,

However review of Resident #1s Comprahansive

. which stated he/she had the potential to be

“verbally agoressive with steff and hisihaer spouss

i

? t Care Plan revealsd a care plan for the resident
£

]

!

i

. which was initiated on 08/01/44 and revised an
082814, Review of the behavior care plan
{reveaied the interventions included CNAs ware

respensible’ when the resident became agitated

they should intervene befare the agitation
- escalated; guide the resident away frorm the

« conversation; i the residenf's response was
“aggressive, staff should walk calmily away and

approach later; give the resident as many choices :

as possible about care and activities; and,
s menitor his/her behaviors ag needed.

i
!
{ source of distress; engage the resident caimily in
!
|
i

“However, review of Resident #1's Kardex (the
CNA cars plan}, undated, revealed no

- documented evidence Resident #1's

. behavior/mood interventions weare addad to the

| Care Plan was an interdiscipiinary communication -

and time frames, and must describe the services
to be furnished to altain or maintain a resident's

Manual, the services provided or arrangsd mos
 be consistent with 2ach resident’s written plan of

. Raview of Residant #1's medica! record revesled

Fzez reviewed for acouracy and need to
‘ update. Verbal report and Kardex

for reference is given to each CNA
to ensure flie direct care staff is
aware of the interventions in place
for the residents, Nurse aides ars
aware {0 communicate to verbally
or via the Kardex to the nurses any
concerns or need for further ‘
assessment/update of the
resident/eare plan/Kardex. These
Kardex’s are reviewed by the
Charge Nurse for change of the
Plan of Care for the Resident,

300 On 12/19/14-12/22/2014 the
Director of Nursing, Assistant )
Direcior of Nursing, Corporaie RN,
RN Managers or Tearm Lead Nurseg
provided additional in-
service/education to the Nursing
stafl and IDT on the
Comprehensive Care Plan and _
conumunication of interventions to
the Nurse Aide Care Plan for
implementation. Included in this
training was the importance of ;
accessing the Kardex, |
communicating changes needed to |
maintain an aceurate and updated |
Plan of Care (including Kardex) for |
the residents, : !

.
|

(ficensed nurses, certified nurse
aldes, lcensed therapy staff, social
service, activity, dietary,
housekeoping, business office and

On 12/19/14-12/22/14 ail staff ;

?
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F 282" Continued From page 92 . P2z maitienance) was provided in-

service education by the Corporate
Compliance Officer, Adminisirator,
DON or Trained Trainer

P ONAs' KardexiCare Plan to ensure they were
s aware of the Inferventions.

I
f
5
;
|
|
%
o |
I
|
|
j
|
I
|

Finterview with )Re‘sz’d@nt #1, on 1201 ?{14 gt 4:58 : . Department Head which coverad i
: PR, reveaﬁec} !’%E‘M’isﬁe beheveqf s{aff.aed notknow - : Abuse Prevention, Abuse i
. how ta care for him/her. Resident #1 stated , Reporting, Tnvestigations, | ’
" hefshe received showars wice g wiek, but Jid . Conr 1'61‘23133%\!6 Care Plans, Kardex !
i not enjoy showers, Per interview, his/her : : N f Adde Care Plans ,d A ;

- showers were a "joke", and he/she had ; 3 \vurse Ade Care Plans) an ;
“experiencad "batter showers in Korea”, reporling cencerns immediately. |
E : : Evidence of learning measured via i
| nterview with CNA#T, on 12/17/14 at 2:35 PM, - : wiiten post-test; 100% accaracy |
i revealed the resident was alwavs combative ‘ required. |
| ‘when she gave hirvher a shower, Per interview, j
. o 1128/14 when she was escorting Resident #1 4. A Qualily Assurance meeting was j
fo the shower, the resident was grabbing at har . heid on 12/19/14 with the Medial j
Director, Director of Nursing, !

clothes, and indicated he/she was agifated. CHNA
Administrator and other members

I
j  #1 stated she asked NAT #1 to assist her with .
! , getling Rasident #1 in the shower chair, She of the Quality Assurance !
} stataed onee R@s;d}em #1 was in the shc-we‘r she Committee. The findings of the j
i » could not de-escalate the resident's behaviors. o state survey as well as deficiencies, |
| : Con’z{m{ed interview revealed she did not know for ' inctuding scope and severity, were {
§ - Gertain if Resident #1 was care plannad for ' discussed. Action plans to address i
f ; t?ehfzujs}rp Er sﬂﬂ at uztervemioﬂns were in pi.:;ce. fai - E each deficiency as weil as the . ;
| J tq_e residant, uN{a #1 respcretwd Resident ;fﬁ'.__wom . overall system were developed and - |
! *often have behaviors and she would reportitto i . . . I
- A approved by the QA Conmitiee, |
{ [ the nurses. She stated, however, she believed _ On 12/22/14 1 seoond & 1l Cuality i
the nurses would "shrug of” Resident #1's ‘ ' 1 1efeiia asecond full Quality
f 'behaviors and would tell her the behavior was | ; Assurance teeting was held o
; -normal and o just "do her job". According fo : ‘ review the action plans to remove
j CNA#, residents’ Kardex/CNA Care Plan only ‘ immediate jeopardy. Pmdxvugs; of . |
| Cinfarmed CNAs how fo assist residents with their : alt observations and interviews, i
I ; Activities of Daily Living (ADU's), but did not : compliance with in-servicing and |
! “address residents’' behaviors, Further interview , resulis of monitoring were analyzed |
J i revealed she was not awars there was a concem and discussed. Findings will be ,
. regarding the care she provided Resident # on reported by the DON, 5
FH28/14, unt the Director of Nursing {DON) Administrator or Social Services _ g
i approached her and asked her o write a Director and followed by sach with
Cormittee recommendations, QA {

5 . staternent concerning the shower reom

[
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. allegations. CNA#1 reported she did not retura
“to work with caring for residents and was
terminated on 11/28/14,

Interview with CNAHZ, on 12/17/14 at 5:30 PM.

revasled she was unawars Resident #1 was care .

plannad for behaviors, and she thought only a

resident's family or the nurses had access to

. residents’ care plans. Per irzts:rv;ew, she stated

' she had observed CNA#1 being "stern” with

: residents before. if a resident rmﬂ,qed a shower,
CNA#1 would say, “you know yau really should
take a shower", Accord ing to ENA #2, this was

. what happened on 11/25/14, and Nhaz gsoaigted
the situation for Resident #1 fhat vay, as the

Cresident told CNA#1 he/she did not want to take
a shower, CNA#2 stated Resident #1 then

‘became “agitated” and remained that way during

; hisfher shower. Continuad Interview revealed

' dmng the shower Resident #1 called CNA#1 a

C'nasty” name and CNA #M "squirted” the resident

I the face with watsr, She stated Resident #1

" did net become vickent until that b appened. Per

. CNAEZ, she and CNA#1 should have stopped

‘Resident #1's shower, taken the loss of aiviria

: himfher a showsr that day or tried approaching
the resident to take it later on that day.

Interview with NAT #1, an 12/17/44 at 1:09 54,
'revealad Resident #1 rad bebaviors at times ;
-which included loud screams, calling staff names,
“and hefshe would “fight" a bit when staff were :
s fransferring himfer. NAT #1 siated sta could ,
de-escalate Resident #1's behaviors i*owever by
talking calmly fo the resident, and his/her j

behaviors could be pravented in this way hefors

'behaviors started. Per NAT #1, he was provided

. very litthe fraining from the facility, and did not

" know what the Kardex/CNA Cars P Plan was, and

F 232 Cemmitiee recommends Allegation
; of CompHance - removal of ‘
immediate jeopardy date hy
12/23/14,

i

|

|

H

!

|

]

|

Resident’s Kardex are printed daily ‘ |

by the nurse. Resident Kardex's f

will be reviewed/updated daily by !

rarses, Unit Managers, MDS |

niyses, Feam Lead nurses and/or J
T hm aplsi to assure they are current

and provide appropriate i

interventions for the residens, If

Kardex not current, licensed staff i

witl update and ensure the STNA gf

has an updated copy. Results of the i

observations and interviews will be g

reporied the DON. (See Attached ag !

Eixhibit 17) , }

!

!

i

|

|

|

s‘

f

!

i

Observation and Inferview audit

will be performed by the

Administrator, DON, RN Unit

Manager, Team Lead Nursing Staff}

and/or licensed clinical Department.

Heads daily. Administrator, DON,

RN Unit Manager, Team };ead ‘

Nursing Staff, and/or licensed

clinical Department Heads wil]

ensure Direc! Care Staff have the

printed Kardex on their perscn and - (
able to use #f. They will also }
reinforce and ensure All Staff are

aware of the

Abuse/Neglect/ Mfsappl opriation of

Property policy revisions, lajow

what and how to report, and have

access (o the Administrator/DON | |
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had "never used ¥ before, NAT #1 revesled an
V1125014 arcund 3:00 PM, he had assisted CNA
- #1 per her raquest fo get Resident #1 info the

_shower. He stated he, ONA #1 and CNA £2 were |

- present when GNA #1 began Resident #4's

s shower. NAT #1 stated he heard Resident #7 yel|

“over and over again during the shower, “stop
fyou're burning me®, and saw CMNA #1 spray the

, resident n the face with water. According to NAT

1, CNAFT told Resident #1 F helshe would

i listen to her, she "wouldn't have to do this* NAT

- #1 revealed he fold CNA#T to stop, and she told

him fo take over which he did, He stated he

L adjusted the water temperature and gave the
shower hose {0 Resident #1, and CNA #1 tan
told him to "get the fuck out of here”. NAT %1

treportad ha {old CNA#T to "be good 0" Resident ;

#1, and he then left the shower room 1o return to
work on his hall. Further interview revealed NAT

# 1 indicated that if CNA #1 had spoken calmly to

- Rasident #1 prior to and during the shower it

might have preventad the incident. NAT #1

- stated he did not tefl anyone what he had

, withessed in the shower room until around 5:30

CPM.

Intarview with CNA #4, on 12/17/14 at 11:20 AN,
‘revealed she had cared for Resident #1 befora,

. @nd hedshe had behaviors which includaed cursing

“atstall She stated Resident #1 had not bsan

- combative with her recently, but had bean in the
 past. CNA# revealed she leamed how o
de-escalate Resident #1 by talking calmly with

i him/her which wouid cadm the rasident,

~Continued interview revealad she was not certain

L if Resident #1 was care planned for hehaviors,
; but knew the resident's behaviors were not on
“his/her KardexiCNA Care Plan. She stated the
i Kardex only contained information on how o

Fzs2 _' contact information as well as the

et

|

!

ERLANGER, KY 41018 f
i

f

i

1

policy itself Findings will be ;
reported to the DON and : |
Administrator. Findings will be i
reported to the QA committee on !
12/22/14 by the Admindstrator, (See:
Attached as Bxhibit B). '

The Interdisciplinary Team consists |
of Adminigtrater, DON, Social '
Worker, Licensed Dietician, Chef,
Maintenance Director, Activities
Director, Medical Records Director,,
Business Office Coordinator, ‘ ]
Housekeeping Supervisor, RN Unit’ f‘
|

Managers, and other Department
Heads. The Interdisciplinary Team
has daily “Stand Up” meetings on
Monday — Friday lead by the :
Admainistrator and DON. These will
be on-golng. Any concerns,
changes, eto. are addressed as
needed and reporied fo the TDT the
following meeting day.

‘The (A team consists of the
Medical Director, DON,
Administrator and Departments _
Heads. All moniloring/audit results
ere reviewed by the QA Team with
appropriate follow-up required as
needed. QA meetings were held on
the following dates: 12/19/14,

12722714, 12/23/14, 12728714, i

1/5/15, 1/12/13, and 1/19/15, QA

Committee meetings will continue

weekly for 8 weeks and then the |
frequency will be determined by | f

!
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g F 282 Continued From page 102 . Fas2 QA Committee with a minimum of j
] - assist residents with their daily cars. quarterly, ' }
{ CInterview, on 12/17/14 at 4:34 BM, with CNA #7 ; All mordtoring findings will be E
I ravealad she had cared for Resident #1 befors, i reviswed at Quality Assurance ;
{ . and was aware he/she had behaviers of 5 : Meetings that will take place i
| - screaming and hollering ! times, Per interview, : : weeldly, until facility is in : |
; the Kardex gave the CNAs some information, but Substajr:tia}, Compliance, when that f
| ilwas only related to residents' ADLs. She stated ; i acenrs, the Q A Commities will [
F the Kardex did not contain Information regarding ; : decide e o ¢ . ;
“residents’ behaviors or what fo do about : ’ cude Vil trequency of meetings !
! ; behavicrs. Further interview revealed she was with 4 BT .O;f Q.E‘lai'tm'ly’ mn ‘ |
| “not for sure” if CNAs had access to residents’ . ; order to keep facility in Substantial !
t F care plans, ! ‘ Comphagce( QA team consists of - ;
i ; é Medical Director, DON, |
| Interview, on 12/17/14 at 5:26 PM, with CNA#E Administrator and Departments |
| revealed CNA#1 never really ever gave residents ) Heads. Facility will perform audits |
;' Han option when it came to their care, and CNA #1 | on Kardex after substantial ]
| ; was "kind of rough with” residents. Per interview, compliance at least weekly x 4 i
| CNAs could use the Kardex, but she was "not _ weeks and monthly until results can i
| “swra” if it isted behavioral interventions on it. She i be reported af quarterly QA :
f : stated the nurses were supposed {o make coples | : mecting, ;l
| of the Kardex for CNAs to carry with them; ; !
% ‘ ho\;vevein this was not dorz‘e. CNA#E stated the ‘ 5. Date of Compliance: The facility g?
| - nurses had never really talked to the CNAs ahout ' has continued to execuie all qudits. i
| Resident #1's behaviors or whatto do If hefghe : preventative measures, policy |
f k ?cm?ets?gg{tfggr:ti::ﬁsa NAs did not have accass : revisions and monitoring 'of
fl ‘ " ) ; performance developed via the
| interview, on 12/17/14 8t 5:30 PM, with CNA #6 ‘ AOC and POC process. Analysis ;
f revealed she had cared for Resident #1 before, ?ft.be whole, via Q‘A".lnemﬁgs’ |
i . and was aware he/she had behaviors of 5 ndicates our systein. is working !
| ' screaming out when he/she was changed: ; end substantial compliance alleged o nzf
J i however, she sfated Resident #4 was “in pain a : 1/12/15. ‘ 1f12j13§
| ot She stated she did not know what : : T f
i interventions CNAs were supposed to use with '
[ ' Resident #1 when this occurred, she just tried o , !
; talic calmly to himiher, CNA#6 ravealed she had | X " !
| _observed CNA#1 "yell" at residents befors, } ' !
L Lincluding Resident #1, which she reported to the ; [
Event iD:28M7 11 Faclity 1 100625 If continuation sheet Fage 102 of 128
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. purses who reported i o the DON, CNA#E

* stated ncthing was done though; however, if the

- DON had dene something the 11/25/14 shower

" room incident might not have oceurrad. She
stated CNAs used fo have sheets which noted

' rasidents’ care neads; however, CNAg hadn't had
these sheets “for about two (2) monihs now”.

: According to CNA#S, the computerized system
gave ONAs information on the residents’

¢ "physical care needs”, such a5 how o transfer,
whether they were continent or ncontinent or

| dletary stetus. CNARS stated it was hard o know

“what kind of care residents needed as nurses

s "naver" gave CNAg report. She ravesled tha

nurses "should do that though so CNAS would

: know what the residents neaded. Further

“interview revealed CNAS did not have access o
rasidents’ care plans; and, therefore, did not
know what interventions were in place,

intarvisw, on 12717714 at 5:41 P and 28 525 PM
with Licensed Practical Nurse (LPN) #4 revealed
P ONAs had a Kardex 1o use for residents’ care
| which they were supposed 10 "carry” with them at
i all fimes. She stated residents’ Kardex's were
“printed out each night by the night shift nurses,
; and caples were stored In & drawer at the nurse's |
: “station, The LPN stated the CNAs got a copy of
‘ . the Kardex at the beginning of their shift, LPN#4
*stated however, the Kardex did not have ‘
Interventons on them for the CNAS 16 know what
cto do for residents. *

cAnterview, on 12/17/14 at :25 PM with Registerad

f Nurse (RN) #2 revealed CNAs had an "onling"

_care plan to use for residents' care which the

| CMAg were supposad to "check” each day after
they recelved their resident assignment.

; According to RN #2, she had cared for Resident

i 185447 | B wine
f NAME OF PROVIDER OR SUPPLIER J STREET ADDRESS, SITY, STATE, ZIF OGO
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|
i
!
{
i
|
|
% #1 and hefshe had behaviors of caliing CNAs i
: “foul” names attimes. Per interview, CNAs did
i not "normalty” get report from tha nurses, hut she
did by to give thern report if a resident was more
- confused than normat or if 3 urine or stool
| - spscimen needed o be obtained. Shs stated she
’ - didnt think tha "enling” care plan addressed
residents’ behaviors "specifically” and didn't know
if the CNAs had access to interventions for
rasidents with behaviors. Howsver, she stated
- CNAs were trained on behaviors in their nurse
aide training program, so they should know how
o deal with residents' haehaviers.

Intervigw with the Minimum Data Set MDS)
‘Coordinator, on 12/18/14 at 11:44 AM, revealed

s upon admission nursing staff assessad residents

“and & basic care plan was developed after the ' |

rassessment. The MDS Coordinator stated afier i ]
Ctwenty-one (271) days, the residents had 3
- Comprshensive Care Plan developed with

s irtervantions (o be implemented. Per interview, :

GNAs should follow their Kardex, which was their | f

i care plan for residents’ care needs. She stated f

Resident #1 did not trigger for behaviors on the i

| MDS Assessment; howsver, he/she was care |

_ planned for behaviors due to a past history of f

“verbal behaviors. According to the MDS !

Coordinator, If a resident triggerad for behaviors ai i %

f

|

|

1

|

|

|

|

f

et et e

sare plan would be "active” for the behaviors and
swould be on the CNAs Kardex, However, as :
Resideni #1 did not trigger for behaviors and
i hig/her care plan was based on a history of
behaviors, the nurses should have cpened a Ussar
' Defined Assessment (UDA) in the facility's
; computerized charting systerm which was “kind
~of' a short term care plan. She stated it was
dimportant for staff to know residenis’ cars plan
“and follow the interventions, and CNAs shouid
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foliow the Kardex for their residents. Furthor

intarview revealed Resident #1's behavior care

plan interventions should have heen on the
Kardex because if he/she was “agitated” it was

Cimportant staff know what fo do.

Interview with the Director of Nursing (DON), on
12/18/14 at 1:00 PM, revesied fems friggered on
- the Comprehensive Care Plan might not ahways

be on the CNAg Kardex, such as

behavior/mood”. Continued Interview revesled

she reported she went over residents’ cara plans
and interventions with nurses; howevar, sha did

| not go over care plans and interventions with

, CNAs. Tha DON stzted nurses reviewsd
“residents’ care plans with CNAs: however, this

L WaS rot done every day. Shie revealed the CNAs ;

could pull up residents' care pians through the

faciity's computerized charting system, Point

i Click Care (PCC). Perinterview, sie would

, expect CNAs would carry out interventions as

: they pertained to their residents’ behaviors, as

this was "common sense”, and CNASs received

"ralning on how to deal with residents with ‘

s behaviors. The DON stated residents’ care plans
were accessible to anyone as all they had o do

- was geton PCC to puil it Up. She stated she did

; not befieve CNA#T folowed Resident #1's care

“plan, but she should have done this,

. The facifity provided an acceptable Cradible

- Allegation of Compliance (AOC) o 12/23/14

- which alleged removal of the IJ effective &
1223714, Review of the AOC revested the facility |
| implemented the following:

- 1. Resident #1 was assessed by the DON on
, 1128114, regarding the ocourrance in the showear.
An BN performed a full skin assessment of ‘

F a2,

FORM CME-28€7(02-89) Previcus Versions Obsolate

Event ID; 2807 11

Facifity i 100828

I continuiation sheet Page 106 of 129



PRINTED: 0171872015
FORM APPROVED

DEPARTMENT OF HEALTHAND HUMAN SERVIOES
OMB NO 0938-0081

CENTERS FOR MEDICARE & MEDICAID SERVICES

; STATEMENT OF DEFICIENCIES (K1 PROVDERABUPPLIERICLIA } X2y MULTIPLE CONSTRUCTION ;(,Ké} DATE SURVEY g

FAND PLAN OF CORRECTION i BENTIFICATION NUMBER, | a4y | COMPLETED

| ! b A BunDmNG | f
; i
| | | | c |
| 185447 | BWING | - | 1202812014 |

STREET ADDRESS, CITY, STATE, ZIP LODE

830 VIOX LIRIVE
ERLANGER, KY 41518

XAy SUMMARY STATEMENT OF DEFICIENCIER : i ; PROVIDER'S PLAN OF CORRECTION
TREFIX (EACH DEFICIENCY MUST BE PRECEDED RBY Futy PREFIX {EAT REECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEGC DENTIFYING INFORMATION : ERENCEL TO THE APPROPRIATE
DEFCIENCY)

NAME OF PROVIDER OR SUPPLIER f
YVILLABPRING OF ERLANGER EI

F 2821 Contintisd From ngge 108 ‘ F 282
Resident #1 on 11/26/14 with no findings refated
to the occurrence of 11/25/14. A Social Worker

{(SW) assessed Resident #71 on 41/26/14 s on

1218414 and provided support o the resident

" who veiced no concerns with the staff/showear

{incident and had no concems of any other staff
member abuse. AMDS Nurse completed a

J ' comprehensive assessment of Resldent #1 on

i : 12719714 and noted no concerns, nor any

| difficulties with iate affects of the occurrence of

J P 1725114, Resident #1's Comprerensive Care

. Plans and Kardex (CNA Care Plan), wers verified

j Lon 12/20/14 by the DON to reflsct individualized

|

|

|
|
I
i
]
\‘
{
|
!

i gpproachss o manage histher behaviors,

P2 On 12118114, each cognitively intact rasident
- with a Brief Intarview of Mental Status {BIMS)
Cgreater than or aqual to eight (8) was observed
P and interviewed by the SW, Registerad Dietician
(R, Activity Director and/or Director of
" Rehabilitation for resident concerns of a0y ;
/ | patential abuse, neglect or misappropriation. The
! findings of the interviews and observations wers
] i reportad to the Administrator on 12/18/14. Any
j allegation/concem was immediatsly followed up
f - on by the Administrator, with investigations
completed, and notifications made, If indicated,
{ 5 by the Administrator, The findings wers to be
i reported at the 12/22/14 Quality Assurance (QA)
J Commitiea meeting by the Business Office
! i Coordinator.  The 8W was o continue fo
{ _perform interviewable resident shuse
! fobservations and interviews weekly and report
Ii the findings to the QA team.
|
|
|
|
|

3. On 12/18/14 through 12/19/14, licensed
nursing staff conducted head to tos gssessments |
i of each cognitively impaired resident, who had a

BIMS less than eight (8) or was
FORM ChS-2567(02.95) Previous Verslons Obsolete
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5 nan-interviewable, for any new or unususl ;
i brufses, skin tears efo. or other signs of potential |
cabuse. There wera no findings that would trigger |
“an allegation of abuse. The resuits of the head o
loe assessments were reviewed by the DON and
- Administrator, and the findings reporied at the
12722714 QA meeting by the DON. The Nursing
Management Team which included the DON.

- ALION, Unit Managers and Team Leads would
perform head to toe assessments of each

- cognitively impaired resident weekly for any

, newfunusual bruises, skin tears eto., or other
signs of potentizi abuse, with no findings that

| required action at the tme.

§

;

!

. |
FZSE% : f{
]

f

!

tsystem was modifisd by the Corporate Nurse o :
; ist/show Interventions for residents’ behaviors on )
the Kardex (nurse aside care plan). Sach ‘
‘residents' Kardex was updated automaticaily. By |
12/18/14 the Registerad Nurze ‘
(RNYMDS/Resident Assessment nstrament
(RAI) Cocrdinator reviewed all residents cara
- plans to ensure Behavior Comprehensive Gare
" Plans were in place for each resident assessed to !
L require one,

|
i
I
f 4 On 12718114 the facliity's slecironic charting
H
i
} i
| |
|
5 |
i
i
| |
| | }
fj 5. On 12/18/14, the Administrater. Corporate ]
| - Compliance Officer (CCO) and Corporate Risk : |
H ; - i
|
;
|
i
|
!
I
|

Marager (CRM) reviewed 2ach file of reaident
s allegations of abuse or facility seff reports of

s potential sbuse in the past ity {30) days io

- assure compieteness and thoroughness of the

tinvesligation. If there were any CONCEms/gaps

identified, they were followad up accordingly by

“the Administrator. On 12/21714, tha

| Administrator, CCO and CRM reviewed additional ,

§ investigation files which wers generatad bythe |

| : faciiity's observations and interviews complatad
Evart £ 280711 Faclity 10y 100975
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F 2827 Contirved From page 108 ;
tan 12/15/14 through 12/20/14, This Included, but
cwas not limited to) immediate remaoval of any
. allaged or perpelrating staff from any care arsa;
Cimmediate reparting 1o the Administrator,
Hinterview of resident and staff, assessment of the
- alleged victim; and review of the investigation
. action ensuring Jt met the pelicy and faderal
requirements, The Administrator ook action, if
Yany recuired. The alleged perpairator, CNA #1
(was terminated on 11/28/14 after the completion
 of the facility's investigation,

W

} 6 On 12119/14 all personnel files were audited
i by the Business Officsr Coordinator and Meadicsl

! : Records Director for completion of pra-hire

i “components used by the facility as part of

i Fs¢reening and prevention of abuse. The files

i swars found o be one Rundred percant (100%:;

| . compliant, with evidence of current Licerse

| verification; Abuse Registry Check Registration;

[ t Criminal Background Check: and Kenfucky

: Caragiver Misconduct Registry check. Tha

findings of the audit wers reporied o the

* Administrator on 12/1914 and were o be

reporiad to the QA Committes on 12022714, by

. the Business Office Coordinator. The Business

“Office Coordinator and Administrator would

‘review sach new hira personnel file to assyre

s verifications and background checks were

completed prior to beginning work,

7. The facility's AbusefNeglect/Misappropriation

~of Property Poiicy was raviewed on 1271 8714,

“which was in place at the time of the sUrvey,

: &ddressing concemns identified by surveyors, by
cormparing it to federal regulations and

; interpretive guidsiines and the contenis of the

| faciity's policy. The facility's

! . Abuse/Neglect/Misappropriation of Property

I
FORM CMS-2587102-99) Previous Viersions Cbsslets Evant i 280711
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, Policy was revised ar 12/19/14 by the Chief
- Operating Gfficer (COQY, Vice President (VE} of
" Rigk Management, and 00O,

8. On12/19/14 the CCO inserviced the
- Administrater, DON, ADON, Unit Managars and
i each Department Head on the resuits of the
. survey, the facility's root-cause analysis of the
" deficiencies and the Newly revised akuse poficy
cand procedure. Additiorally, on 12/19/14 the
. COO inserviced sach Depariment Head, in a
"Train the Trainer fashion, on the "Team
¢ Membaer” education which coverad Abuse
, Prevention, Abuse Reporting, Investigations,

Comprehensive Care Plans, Kardex (Nurse Aide

FCare Plans) and the revised palicy.

0N 12/21/14 the CAM and CCO each provided
- acditional education to the Administrator, DON,

ant Nursing Leadership Team o review of
federal regulations and interpretive guidelines for

FR223 F225. F226; edditional review of the

revision of the facility's policy on

" Abuse/NeglechMisaporopriation of Froperty; and
s root cause anafysis of the survey findings related
fo systematic responss to allegations. Evidence
“of the learning was measured via meaningfu

- Question and Answer (Q & A} and discu
' cause axamples and a repeat verbalization of
Funderstanding of definitons and the
sysiem,

ssion of

£

faciliiv's

9. On 12/19/14 through 12/28/14 & staff
“including ilcensed Nurses, CNAs, loensed

¢ Therapists, Social Servives, Activity, Dietary, _
Housekeeping, Business Office and Maintenancs |

was provided inservice education, "Team

| Mermber" Education, by the CCO, Administrator, :
DON or Trained Cepartment Head which covared |

ORM CMB-2887(02-08) Previous Varsions Obsolete

Event ID:28M7 14
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 Abuse Prevention, Abuse Reporting,
investigations, Comprahensive Cars Plans,
ardex (Nurse Aide Care Plans) and reporting ;
s concerns immediately. The updated abuse policy |
| was reviewed and referred 0 in alf staff "Team
Mamber" educalion in-services, performed from
12119114 through 12/22/14. Evidence of the staff
! g : o
: member's learning was measured via a written
| posttest, with & 100% accuracy required, Any
- staff member whe had not been at work, or was
‘on leava or vacation wouid compiete all education
| tand training prior to working thel next shift, No
j staff member would work without first being
f Inserviced. All newly hired sta¥ members would
"be provided inservice education on abuse
f Fbrevention, identiiication and reporting during
f  their crientation prior to working in the Taciity
1
|
!
i
{
i
i
|
F

through the Interactive Computer Frogram with a
post-test and review of the abuse policy signed

for verification. The Business Offce Coordinator
s would track complation.

Annual mandatory inservice of abuse, including

F but net imited ta pravention, would continue o he

. monitored by the Business Office Coordinator;
additionally, as indicated by concarmns or

- observations, imprompiu inservices for staf

[ weuld be held as desided by the Administrator,

. DON, andior Ombudsman,

ataf

' Also, besides being directly taught 1o staff, the
. revised policy was placad in areas staffieam
members typically congregate, take breaks and

|

|

|

;

i Ceat lunch,
|

|

10, Beginning on 12/20/14, a rendom
- abservation and inferview of staff members was
| begun by the Administrater, Corporate suppart
_staff and Department Heads. The ohservations

|
f
|
;
|
|
f
§
|
|
|
|
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|

I fand interviews were designed to detect if staif

{ tmembers were knowledgeabie aboyt prevention,
: reporting, investigation of abuse and how to

; locate and review the revised abuse peilcy. The
facility was to petform interviews of st least

twenty (20) staff members weekly unti substantial’

- compliance was obtained fo snsure each
t allegation of abtise wouid be reported
immediately by the staff to the DON or
Admidnistrator. [ the DON ar Administrator was
netin the facility, staff would contact the DON or
l " Administrator via ohong for thorough/timely
| “investigation and reporting. The Administrator
! t would be notifiad immediately of any allegations.
l . Alter substantial compliance was obtained, the
; QA tsam would defermine e frequency of the
staff irterviews,

; : The findings of each observation and intervigw
! developed for this Allsgation of Compliance
j (AOC) were evidence of the operationalization of
| the Taciity's poficy an

r - abuse/neglectmisappropriation of propaty, Ajf
| findings of observations and interviews would be
i reviewed by the QA Commitiee (o ensure team
i ~members Understood, implemented and
I - operationalized the policy.

|

!

J

§

]

i

11 The QA team consists of the Madica!
“Director, DON, Administrator and Cepartraent
P Heads. A QA meeting was held on 12719114 with
i the Medical Dirastor, DON, Administrator and :
other members of the QA Committes. The :
Ffindings of the State Survey Agenoy's findings, ag
5 - welf as, deficiencies, including the Scope and :
? | Severity, were discussed in the maeting. Action
f: pians to address sach deficigncy, as well as, the

i the QA Committee. On 1202/ 14, & second full

! overall system were deveioped and approvad hy
FORM CMEB-2867(02-99) Previcus Varsions Ohsrista Evert I0: 28M719¢
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|

H
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L]

F 282, Continuad From page 112 ) F
; QA Committee meeting was held to review the
. &ction plans to remove the immediate Jeopardy.
' Findings of all chservations and irtarviews,
compliance with inservicing and resulte of
- monftoring were analyzed and discussed. The
findings would be reported by the DON,
- Administrator or Social Service Director and
{ tfollowed by each with Committes
; recommendations. QA meetings would {aks
| _ piace weekly, unil the facility was in substantial
i “compliance, and when that occurred the QA
J
i

|
;2
:
i
g
|
|
;
-
i
{

i
|
¢ Committee would decide on the frequency of [
c maatings with a minimum of quarterly, in order to ;
keep the faclity In substartial compliance, 1 E : i
!
§
i
|
!
|

g £142 From 12/18/14 through 12/22/14, the DON,

1{ : ADON, Corporate RN, RN Managers andior

| _Team Lead Nursas provided addifions!

E “inserviceledysation to the Nursing staif and

4 “nterdisciplinary Team (107) on the

I  Comprehensive Care Pian and communleation of

| interventions to the KardexwNurse Aide Care Plan |

! forimplamentation. Includad in this training was
the importance of accessing the Kardex,

ﬁ . communicating changes needed o maintain an
accdrate and updated Plan of Cars, including the

f H Kardex, for each of the facility's residents. ;

H

]

|

:

|

i

l

i

; |
13, On 12/19/14 through 12/22/14, th I
RNMMDS/RAL Coordinator, MDS Licensed |
s Nurses, the Corporate RN, and/or Social Service I
irector reviewed sach residents’ cars plan for ?
Behavior to assure inferventions were appropriate | : : [
rand flowed automaticaily to the Kardex {nurse ‘ ; |
, aide care plan) based on feedback and !
- assessment by the direct care staff which i
|included the CNAs, iicensed Nurses, Unit |
- Managers and Social Service Director. The care i
. blans were updated as indicated. The findings |
Everd 1D: 2887+
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[B.C N6
PREFIX |
TAG

[

Continued From page 113 | !
were reviswed with the DON and Adminisirator on .
F1222714 and would be raported o the QA ; :
_ Comimlttes on 12/22/14 by the DON. _ : ‘ |

1
[
Lo
|2

|
1 The Kardex's were to be reviewed and updated |
_daily by the Charge Nurses, Unit Managers, MDS |
“Nurses, Team Lead Nurses and/or Therapists to | ) , f
s assure thay ware current and provided : 1 i
" appropriate interventions for each resident. The I
| Kardex was {6 be printed off each day by the
. Charge Nurse and a copy of the Kardex giver to J
the ONAs. The Kardex copy and verbal repart ;
i | frem the nurse was given to each CNA to ensure
] , the direct care staff was awarg of the
| Interventions in piace for each of the facility's
residents. if the Kardex was nof current, licensed |
staff would update it and assure the CNA had the
updated copy. CNAS wers made aware they
, were to communicate verbally or via the Kardex
o the nurses any concams or need for further
Passessment or update of the resident’s care
plan/Kardex. Resident #{'s Kardex was reviewad |
by the Charge Nurse for changes of the Plan of
; Care for the residant.

|

|
! |
i ;
i |

F
| |
‘ |
| |
E i
1 [ Observation and interview rounds will be j
| . completed by the Admiristrator, DON, Unit ;
! ' Manager, Team Lead Nurses and/or licensed ; I
| i Clinical Depariment Heads to ensure each direct : : ' i
| care staff parson had the Kardex copy on their :
i ‘person and was able to use . Results of the |
i . ohservalions and interviews would be repotied o . i
f the DON. The DON would report the findings at f
‘ the 12/22/14 QA meeting. E
| The State Survey Agency validated the |
implementation of the facility's AOC as follows: i

1. Review of Resident #1's skin assessment, _
Bvant 100 28M7 11 Facility ID: 100828
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dated 11/26/14, revealed no open areas or

 bruising noted. Review of the Social Services
" Note, dated 12/119/14 revealad a late antry from

the Soctal Worker to address her interview with
the resident on 11/28/14 to discuss the

Hincident/at feged abuse on 11/25/14. Continued
i review of the Social Service Notes, ddted

12778714 and 12/15/14, revealsd the Sock

* Service Diroctor fo! Eowed up with the T\.bedbﬂf to
i assess Resident #1's paychosocial wail- -being

. Review of Resident #1's Comprehensive

" Assessment, dated 12/19/14, revealsd the
sresident was assessed by Licensed Practical
Nurse (L’“’N‘ #IMDS Nurse with no concerms
identified. Review of Resident #1's Kardex

revealed & Behavior/Mood care plan was added
to the Kardex. Review of Resident #1's

Comprehensive Care Plan revealed the resident's
jcare plan was revised on 12/19/14 for siaff o

ansalyze key times, places, cireumstancos,

“triggers, and what de-escalated his/her behavior

i and documant the information, as the residen
_was neted (o have increased arudety with
‘showers and when hisfher spouse had left for the

: day,

nterview with the DON, on 12/24/14 af 10:23 AM,

; mvealed Resident #1 was assessed "that night' -
(11/25/14) and Social Services continued to follow
"up with the resident. She stated Resident #1 ‘
, resident was assessed again on 12/78/14 apd
“hisfher care plan was undated/revised, She

| reporied she reviswed the resident's

. updatedirevised cara plan and veriflad It was
“complete regarding the changes that needed to

* be reflected on his/her care plan. She further

; stated the CNAg' Kardex had been updated with
‘the changes. Continued intsrview with the DON

i revealed the SSD also assessad the resident on

]

]
|
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F 282, Continued From page 115
 12/18/14 and had been following up with the
resicent by reviswing his/her care ofan.

s inferview with the SSD, on 12/24/14 at 10:05 AM, :

_revealed she talked to Resident #1 on 12/18/1 ,

tand had followed up with him/her since.

+ Continued interview revesled Resident #1's care
. plan was updated refated to Ms/her behavier and
F bathing,

2. Review of the faciiity's Resident Rights/Ahuse

Prevention/Comprehensive Care Plans Audit

 Worksheets, daled 12/18/14 and 12119/14,

. ravealed residents with a BIMS score of alght (8)

“or higher were interviewad by the Director of

i Secial Service, RD, Activity Direcior andior
Director of Rehabllitation, Two {2} residents,

5 Unsampled Resident A and Unsampled Resident :

8, who also resided on Resldent #1's unit

;

, Bxprassed concerns on 12/21/14, regarding staff,

‘these concerns were not abuse retated. The

(residents’ concerns were related fo staff not being

able to work together to grovids care, and staff
- ot taking the time to talk fo them. Continued
i review of the audit revealad the Administrater
followad up with the two (2} residents on

12022114,

Interview on 12/24/14, with Unsamplad Resident

A at §:30 AM and Unsampled Resident B af §40

AM, reveaied they were questioned by staff

Fregarding any concarms they had of abusa by

» staff; however, neithar resident exprassed
concerms regarding abuse.

Irterview with the Social Services Director, on
12124714 at 10:08 AM, revealed she interviewead
| alf of the Interviewsbie residents with 2 BIMS
. score of elght (8) or higher on all the facility's

CENTERS FOR MEDICARE & MEDICAID SERVICES
; 1
iI STATEMENT OF DEFICIENDIES !{X!j PROVIDER/SUPPLIERIGLIA (A2} MULTIPLE CONSTRUCTION E{XS} DATE BURVEY
AND PLAN OF CORRESTION IGENTIFICATION NUMBER! AL BURLDING COMPLETE !
| | f'
4 el Ry o i
| i 185447 | & wine | Avi2sizota |
NARME OF PROVIDER OR SURPPLIER { STREET ADDRESS, QITY. STATE, TP CODE E
830 VIOX DRIVE |

VILLASPRING OF ERLANGER .

’ ERLANGER, KY 41018 ;l
(%4310 SUMMARY STATEMENT OF DEFICIENCIER PROVIDER'S PLAN UF CORRECTION ; iXE;
PRy {EACH DEFICIENGY MU EDBY FLL (EACH CORRECTIVE ACTION SHOULD BE CanPLETION

TAG REGULATORY OR LEC IDENTIFYING mNFORMATION CROGSE-REFERENCED T THE APPROFIATE Larg
DEFICIENGY) !
| _—-_j[

FORM CMS-2887(02-565) Pravious Versions Chaclete

Everd 1D 280714

Facility D 100808

if continuiation sheet Page 118 of 128



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

FRINTED: 01/18/2015
FORM APPROVED
OMB NO, 0938-0261

; STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPSLER/CLUA i
| AND PLAN OF CORRESTICN IDENTIFICATION NUMBER: §
|

i

|
g{ 185447

(X2} MULTIPLE CONSTRUCTION

A, BUILEING

B WING

! (K3 DATE SURVEY
COMPLETED

c

1212972014

i
!
:

]

|

i .

F NAME OF PROVIDER OR SUBPPLIER

VILLABPRING OF ERLANGER

STREET ADDRESS, oITY, STATE, 2P CODE

I
! B30 VIOX DRIVE
} ERLANGER, KY 44048

A SUMMARY STATEMENT OF DEFICIENCIES
: (EACH DEFIGIENCY MUST BE PRECEDED BY FLLL

PREFX
TAG REGULATORY DR LEC IDENTIFYING INFORMATION

1D
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOUAD a5
CROSS-REFERENCED TO THE APPROPIIATE
BEFMICIENCGYY

{XE}

COMPLETION

DATE

i

;f F 282 Centinued From page 116

E units. She reported there were no concerns of ;

! - abuse given. The Sosial Services Director stated

f Cthe Administrator foilowed up on some residents’ ¢

- concerns which were not related to abuse. Per

f sinterview, the interviewable residents would

. continue to be intarviewed regarding any abuse &

‘concams, and observations perfarmed at the fime |

- of Interview to ensure the residents had no signs
or symptoms of abuse.

rterview, on 12/23/94 at 219 PR, with the

. Business Gffice Coordinator ravealed the firdings .
; " of the audits were reported to the QA Committes

Fon 1272214,

Cinterview, on 12/24/14 at 10:23 AM, with the

| Administrator revealed the findings of the

. Inferviews and obsarvations ware reportad to him
Lon 12/19/14, and continuad (o be reported.

!
\
|
f
;‘F . 3. Raview of the skin assessments, dated
I 12/19/14, of residents identified as having a BiMS :
f L of saven (7) or less and non-interviewable
i Tesidents revealad thay were assessar by
| | nursing staff who included RN #4, LPN #8, the
j t ADON and LPN #7. Review of the skin
. Assessments revealad no new or unusual
f Fbruising, no concems were noted.
i
f
!
|
i
|
|
|

Interview with LPN #8, on 12/23/14 at 723 P,
revealed she did skin assassments for residents
- who had a BIMS of seven (7) or less, or who
_were non-interviswable. She stated she

i assessed tha residents on 12/19/14, and no

| concerns wera absarved or noted,

Hnterview with the DON on 12/24/14 at 10:93 AM,
. revealed weekly skin assessments wers
“completed by Unit Managers, Nursing Team

F 282,

s
e
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" Leaders and Nursing Management. Per
interview, each had a group of residents thay
assessed and any injurles of unknown source
were to be icoked into. She reported howaver,
there were no injurles of urknown source

' observed during the skin assessmen? audits. Tha

i DON indicated she and the Administrator
_reviewed the skin assessment audits, and the
"audits were taken by her to the QA meeating on
i 12/22/14. She revealed the skin assessment
- audits would continue weekly,

Review of the QA Meeting sign-in sheat revealad
{ there was a maeting dated 12/22/14 with ail
- Department Heads prasent.

4, Review of the statement, signed by the

: Corporate Nurse, dated 12/22/14, revesied on
12718114 she activated a Routine Behavior

“Moritor for Point of Care, the facility's elactranic

tcharting system, and an as needed aption for
every resident at the facility. Review of Residant
#1's Kardex/Nurse Aide Care Plan revealad it was

‘revised fo reflect the resident's behaviormood

s and inciuded revised inferventions for CNAs to

_assist with resident's care regarding behaviors.

: Review of the Performance Improvement {Ply
Worksheet audit, revealed alf residents’ with

- behaviors were assessed for the Kardex bBeing

s current with appropriate interventions for

residents, and i the answer was no, the Kardax

fwas updated.

‘Review of the audit of residents with assossad

} (XA) D SUMMARY STATEMENT OF DEFICIENCIES I : (X5} i

I opResy {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | COMPLETION j

J TAG REGULATORY SR LEC IDENTIFYING INF CRMATION) TAG ! : DATE ]

H DEFICENCY? E
L

i e f

F 1.825 !

“behaviors, dated 12/19/14, revealed a!l their care

: plans were reviewed to ensurs Behavior
. Comprehensive Care Plans were in placs.
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HInterview with the RN/MDS/RA] Ceordinator, on
1224114 at 6:.37 AM, reveaied she had worked
“with the Corperate Nurse to ensurs residenis’
1 behavior care plans would fiow to the CNAg' ;
. Kardex on the facility's electronic charting sysiem.
' She stated she reviewed 2l the residents’ care
¢ plans and updated as needed.

' 5. Review of the faciiity's Pl Worksheets

i revealed on 12/19/14 and 12/20/14, files

- pertaining to gbuse and self-renorts were

' reviewed for the past thirty (30} days by the

L Administrator or Corporate staff, Resident #1'
and Unsampled Resident C's invesfigations were
reviewed with the following areas addreszed: f

evidence of ailegation; safelseours

 resident-immadiate report to DON/Administrator:

alleged perpatrator removal requirad initial

¢ notifications within tme frame: sisf was
intarviewed, Residents were interviewed, Spoial

" Barvice Assassments were completed; and

- education performed. On 12/21/14, any

~addiional fies which wers generated from the

Fauditing process wera reviewsd for the same

. information.

Review of CNA #71's personnsl file revealsd she
Cwas lerminated on 11428714,

e

,Interview with the CCQ, on 12/24/14 af 11:74 Al
revealed when looking at the investigation related |
s to ihe alleged abuse of Resident #1 he knew #
was not good when CNA#1 completed her shift

| caring for residents, after the alleged abusa. Hs
revealed staff should have reported the incident

! “immediately. The CCO stated management

| i reviewed Resident #1's investigation and agreed

| with the findings CNA #2 should have reported

j

{

| the witnessed incident of alleged abuse on
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112514 immediatsly after if occurred, Cortinued,
interview raveaisd ey further laoked over the
investigation to see whare the faniity falled.

$ 6. Review of the facility's Pl Worksheet, dated ‘

12018114 from 12:00 PM to 5:00 PM, revealed the

“Medical Records Director and the Business

i Office Coordinator audited 100% of the facility

 staif's personnel files. Continued review revealed

the personnel files were checked for current

license verification, Abuse Registry Check

s Ragistration, Criminal Background Check, and
Kentucky Caregiver Misconduct Reagisiry check.

f Al personnel files wers found to be 100%

s eormpliant,

S S —

Review of three (3) personnal files for employees, |
FONAFTL LEN #8, and the Social Workar

revegled the files contained the audiied
“decumentation indicating compliance.

i

1

|

|

!

| _

' interview with the Business Office Coordinator,

f on 1223114 2t 3119 PM, revealed she sudiied
- current facility staffs' personnel fles to make sure :

( , they had the necessary documentation for '
compliance. She stated her findings were

{  Teparted 1o the Administrator on 12/18/14. and fo

i _the QA Committes on 12/22/14. Continuad

" interview revezled for new hires the background

! : checks were done prios to the amployae coming

into the building.

|
|
i Interview with the Administrator, on 12/24/14 a1
I 10:23 AM, reveated for preventing abuse the
- process began with pre-employmant screening.
- He reported staffs’ personnel files had to be
] - 100% compliant in the areas of Abuse, Criminal
f  Background Checks, and with the Kentucky
. Caragiver Misconduct Registry. The
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f Administrator reported he reviewed the resuits of '
| the audits compieted by the Business Office, ang

Fwould continue fo review newly hired staffs' fiies
| fo ensure they were compliant with the required
documentation.

+ 7. Review of the facility's
Abuse!Negi@cb’Mfgappro{;riation of Property

policy revealed the policy was revised Decernber
F2014, for incidents Ivolving residents, to indicats |

| s staff most "immediataly report the incident o a
! : SUpEVIsor on duty”,
i

nterview with the Administraior and DON, an

1272414 at 1003 AM, revealed on 121914 tha

: CCO met with tha Administrator, DON, Medical

Director, the Nursing Leadership Team, and other :
- Carporate Staff o discuss the identified concerns

tand the facility's abuse policy, to address the

~with a plan to educate the staff, and also
 discussed prevention and how the faciity got to
i "this” point,

|

I

i

H

!

{ concerns identified. Per interview, they came up

..W.

BT

|

f 1221714, revealed the CCO and CRM equcated

;  the Administrator, DON, ADON, Unit Managers

; _and Depariment Haads regarding the results of

i “slirvey, the federa! regulations and interpretive

| - guidelines for tags, F223, F225, and F226, the

| faciility's root cause analysis of the deficient

| practice and the newly revised abuse poficy.

| ' Review revealed Department Heads wera

{ s inservived in & "Train the Trainer” manner
regarding "Team Membsr® education covering

f abuse prevention, abuse raporting, investigations,

: Comprehansive Care Plans, the Kardex and the
, Newly revised abuse poficy.

8. Raview of the in-Services, dated 12/16/14 apd |

F o8z,

i
i

FORM CMS-2867(02-85) Pravious Versicas Obsolete

Evant 1D 28714

Facliity iD: 100928 i confinuation sheat Page 1270t 128




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: g1/48/2015
FORM AFPROVED

OME NGO 0838-03491

CENTERS FOR MEDICARE & MEDICAID SERVICES

| STATENENT OF DEFICIENGIES [£X1) PROVIDER/SUFELER /LA | (X2 MULTILE CONETRUG oM {043 DATE suRvEY |
[AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P oo B e I complsten !
{ | A BUILCANG i j

! | !
; i 185447 | 5 wines E «-C :
z : i S po T e | _dzasinete
[ MAME OF PROVIDER OR SUFPLIFR j STREET ACDRESS, CITY, STATE. P CODE
] [ B30 VIOX DRIVE
[ VILLASPRING OF ERLANGER | -
: lf ERLANGER, KY 41018

CORRECTION

SUMMARY STATEMENT OF !

PROVIDER'S PLAM OF

D TO THE APPROPRIATE
BEFICIENCY)

ON SHOULD &

j
|
|
|
I
|

|

T

newly revised abuse policy Abuse n & "Train the
s Tralner” fashion, on 12/19/14. Per interview, all
who were educated were required to achisve a

(EAC FULL FREETX
REGULATORY QR LEC IDENTIFYING INFORMATION; CTAG
282 Continusd From page 121 Faas

- Interview on 12/23/14 with: the Business Office

Coordinalor at 2:19 PM: Social Service

P Assistant/Activity Direclor #1 at 520 PM: and the

(RO &t 8I06 PM; and on 12/24/14 with the Social
Services Director at 10:05 AM revealed they

“were all inserviced on 12/16/44 and 12/22/14 in

¢ the "Train the Trainer” fashion as per the AQC.

They all stated they were then able to inservice

other siaff. Per interview, they had fo receive a
i 8cora of 100% to pass the post-iest,

Interview with the Administrator and DON on
1272414 at 10:23 AM, revealed the CCO and

CRM had frained them and all the Department

Heads on 12/19/14 and 12/21/14. on abuse
s prevention, abuse reporting, investigations,

Comprehensive Care Plans, the Kardax and the

00% passing score on the post-tesi and had

done so. Continued interview revealed the main

changes o the abuse policy was to provide the

Cterm “immediately”, which staff was educated on 4
fnot to assume someone glse reported the aileged
abuse. They stated a question and answer

session was performed after the education on

F12721/14, o determine the edieation was
. effective,

“nterview with the CCO, an 12/24/14 af 1114 AM,

revealed he had looked at what the facility "falied”

t0 do or where the facility had "faited” and

W L

taddressed that through educating the Department .
. Heads in g “Traln the Trainer” fashion. _

: 9. Review of the Inservice sign-in sheets dated
- 12/18/14 through 12/22/14, revealed staff was
educatad on abuse prevention, abuse reporting,

i
H
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Cinvestigations, Comprahensive Care Plang, the

. Kardex, the newly revised abuse policy and

- ensuring concerns were “immediately’ reperted,

- Review of the post-tests revealed staff achisvad
100%.

Interview on 12/23/14 with; ONA#2 a1 922 Al
CCNA#14 on 12/23/14 at 351 PM: Oceupational
Therapist (OT) #1 at 4:38 PM; Dietary Aide #1 at
454 PM; Laundry Assistant #1 at 5.05 PM:
t Activity and Soctal Services Assistant #1 at 5:20 :
PM; RN #3 at 5:38 PM; CNA#A at 656 PM: CNA
CHIB at 7:12 PM; CNA#13 at 7:24 PM: LPN #8 at |
733 PN, RN#S at 7248 PM: and on 12/24/14 :
“with: RN #4 at 8:25 AM; CNA#S at 8:58 AM: ONA
(12 at 9:05 AM; CNA ST &t 927 AM: and, CNA i
#15 at 4:06 PM revealed they all ware recently
inserviced by & Department Head or Supervisor
, Thay all reported the inssrvice was regarding the
i “revisad abuse policy, abuse prevention,
c investigations, and care plans related to the
J 'Kardex" Per interview, the policy was
|
i
|

U

s,

“accessibie and could be found behind the nurse's
station and in the break room, Staff stated the

“revised abuse policy stated to immediately report

, cencerns to @ suparvisor as soon as the alleged

‘abuse was observed. Contnued inferview with

[ CNAs revealed they wers familiar with the

,revision to thelr "Kardex” in which resident's

‘behaviorimood was added, Dietary Aide #1 and

. Laundry Assistant #1 revealed tey wers not

“inserviced on the cars plans/Kardex because

5  they do not work directly with residents. Al staff

f revealed they wers given a post-test and had to

g i have a passing score of 100%, Contiryed

i _iInterview with staff revealed they confinued to be

J “questioned by management regarding the abuse

;

l

: policy, and CNAs stated they were being
‘questioned regarding whethar they had their
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residents’ Kardex on thelr parsan or not,

s Interview with the Administrator and DON on
12724114 af 10:23 AM, revealed no staff was
Haflowed to work until they had received the :
| required education. Per interview, all nawly hirad
staff would recelve the education prior to working
in the facility through the interactive computer :
. program which the Business Office Coordinater
~wolld frack for completion. They stated the

' Business Office Coerdinator would also monitor

i the annual mandatory abuse inservice education.
Continued interview reveaied sta#f would receive
the "Impromptu” education as necessary.

10, Review of the "Team Member Abuse Poficy
- Audit” farms revealed staff were randomly being
s saiected to snswer questions relafed to abuse.

Hinterview with the Administrator and DON on

12724714 at 10:23 AM, revealed twenty (20} staff
was being inlerviewed and cbserved dally o
determine their knowledge of the revised abuse

. policy and ensure they were Knowledgeable of
abuse prevention, reporting, investigation, how fo

Hlocate the policy and knew to report imumediatsly
to one (1) of them in perscn or per the phone.
They reported the revised abuse policy had been

Fplaced I break reoms and nurse's stations for

. staff's acoessibility,

Hnterview with the CCO, on 12/24/14 at 1914 AM, |

; revealed he along with upper management

“educated staff, up fo twenty (20) a day and
questiored them regarding the abuse policy.

. Continued interview with the CCO revealed an

audit tocl was being used, and an "Employee

! Roster” was checked with staif who were

- Inserviced o ensure all staff was sducated.
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11, Review of the QA Commitiee slgn-in sheet,
dated 12/19/14 and 12/22/14 revealed the
_Medical Diractor, DON, Administrator, and ather
Department Heads signed the Slgn-in Shesl The |
Fagenda revealed they were scheduled 1o meat
. weekly for the next eight (8) weeks, Review
I revealed they discussed the survey results and
" the four (4) Immediata Jeopardy (1) tags, F223,
FF228, F226 and F282. Continued review
: revealed they discussed QA audifs o ba
| implemented, which included personne files,
| review of facility investigations in the Jast thirty
i {30) days, skin assessmenis of residents,
} . peychosocial assessments of residents, siaff
!
!
i
i
]
|

' Nierviews/assassments, staff fraining, and stafr

Himplementation of residentst Comprenensive

i Care Plan and Kardex, The faciity's abuse policy
and procedure was also reviewsd, and the

reporting system reviewsd.

interview with the Administrator on 12/27714 at

. approximataly 2.40 PM, ravealed the QA

" Committee met to discuss the deficlenciss an

1211914 and 12/22/14. He reportad they

s discussed the results of the survey ang

. compliance through the audits fo he _
i Limplemenied, such as in-seérvicing staff, reviewing
f ‘ parsonnal files, review of facility investigations in |
i : the last thirty (30) days, skin assessments of
i residents, psychosocial assessments of
J lesidents, staff interviews/assessments, staff
J lraining, and staff implementation of residents’
i - Comprehensive Care Plan and Kardex. The
f Administrator indicated the facility's abuse nolicy

and procediurs was also reviewed,

12. Review of the inservice education from :
12118114 through 12/22/14, reveslad nursing staff

Event 1D 28M7 {1
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cand the (DT was provided education regarding
| residents’ Comprehensive Care Plans and

Kardex to ensure they wers updated as

'necessary and staff Implemeantad the rasidents’
interventions. Continued review revealed the
- education was provided by the DON, ADON,
. Corporate RN, RN Managers andior Team Lead
‘ Nurses,

 Interview, on 12/23/14 at 5:38 PM with RN #3, @
“Unit Manager, reveaied she was part of the

" Nursing Leadership Team, and had assisted with
i providing the education o nursing staff and the
DT fromi 12119114 through 12/22714.

Hnterview on 12/23/14 with: OT #1 at 4:38 Ph:
(LPN #8621 7:33 PM: RN £5 at 748 P and, on

12024/14 with RN #4 8t 8:25 AM ravesied they ali

" had received the education provided from
12701804 through 12722014, Par interviews, the
i education included information ragarding
residents' Comprehensive Cara Plans, the

" Kardex and ensuring these were updated and

s ensuring staff implemented the interventions.

“ Interview with the Administrator and HON on
1272414 a1 10:23 AM, revealed the education
- had been provided as per the AOC,

13 Review of the audits of residente’ care nlans
for behavier from 12/16/14 through 12/22/14
‘revealed they were performed by the
 RNIMDS/RAT Coordinator, MDS Licensed

Nurses, the Corporate RN andfor Saclal Services ;

' Director, Review ravealsd the care plans wore
- updated as necessary.

- Review of the Inservice Attendance Shest, dated
12118114 and ongolng, revealed staff sighaturas

E 2327:
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tindicating they had received the Care Flanning

education.

- Review of the facility's Pl Workshest audit for the
"Kardex, revealed staff were heing chserved and
tinterviewed regarding the following: CNAs had

: their residents’ Kardex on their persen; and CNAs ¢
- knew how to use the Kardex, ;

Interview on 12/23/14 with, CNA 42 at §:22 A :
(CONA#14 00 12/23/14 at 351 PM: ONA #4 at .59
| PM; CNA#16 at 7:12 PM; CNA#13 at 7.04 PM:

and on 12/24/14 with: CNA#S gt 858 AM: TNA

12 2t 9:05 AM; ONA#17 2t 9:27 AMi: CNA#15 ot
405 PM revealed they all were recently ‘

inseiviced on care plans relafed 1o the "Kardex”,

¢ Perinterview, they wers familiar with the revision
 to their "Kardex” in which rasident's
behavior/mood was added, Continued interview
revesled they confinued o be questioned by

P management regarding whether they nad their

s residents' Kardex on their person of not.

inferview with the RNIMDS/RA] Coordlinator on
CU2/24114 at 331 AM, revealed she hed frained
Lslafl on how (o track and manfter resident’s

behavior and informed them of the addifionat

- behavior plan added to the Kardex. She revesiad :
CNAs were informed o advise nursing staff i j
there were any changes In the resident's bahavior :
fand how to document the behavier in the faciifty's
i computerized charling svstem, Per interview, she

iwoked through residents' care plans the first time,

“then the DON and Unit Maragers checked the
resident's care plans and Soclal Services looked
through them as well to ensure appropriate
interventions were in piace,

intarview with the Administrator and DON, on

PREF [EACH CORRECTIVE ACTION SHOULD BE " oo 7
TAL CROSE-REFERENGED TO THE APPROPRIATE baTE
| DEFICIENGY)
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I F282° Continued Eram page 127 ,
} $12/24/14 at 10:23 AM, revealed the CNAS'
| Cardex was being reviewed dally and updated as |
i , needed. They further revealad that CNAs were
! . providing input other staff might not be aware of
I ' regarding @ resident's behavior., Dar interview,
| s rounds were being performed by them, the Unit
i Managers, Team Lead Nurses and/or Clinieal
Depariment Heads to inferview and observe
CNAS to ensure they had their residents’ Kardax
f P an thelr person and were knowledgeabls of the
- Kardex and tha rasident's interventions.
 According to the DON, the resufis of the
“obsarvations and interviews werg to be reported
'to her. The DON revaaled staff was inserviced

i

f . on residents’ care plans and Kardex's and were

| informed the care pian dirscted each resident's

| ‘plan of care. She stated CNAs were sducated on .
j residents’ Behavior/Mood being added to te

j | Kardex and the Interventions on how to deal with

[ the resident's benaviors., She revealed the

; ' Kardex's were 1o be reviewsd and revised a8
Lnecessary, and printad cut for the ONAs,
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! REGULATORY OR LSO HIEM TV ING INFORMATION) : TAG CROSS-REFERENCED TO THE APRROPRIATE
f DEFICIENGY)
I H
[l ; = oy 1 i
{ F 000 Continued From age 1 FOooo o Without admitting or denying the validity or existence
- yelling at them ang being "rough with them. af the alleged deficiencies, including but not limited io
l However, staff had nct reported the putential any af?ff‘!jﬂ‘ﬂgf;fﬂs‘Ofsc]npe or severity, %;’_;‘afpr;wg .
i f o the facility' liev and b was, provides fhe following plan of correction, fiés plan o
| . abuse per the famm’/ § paiiey and procedures . correction is submitted as required by the state and i
! . ) ) o © Jederal guideiines and is not an admission or ;
‘ . The fai;ii!t}" provided an accepiable Credibie ] agreement with any of the cited information. This plan ]
1 “Altlegation of Compliance {ADCY on 12/23/14 with af carrection is not meant o estabilh any stardord of | f
“the facility afieging removal of the Immediate ; care, contract, obligasion or posilion and Villaspring
! ; Jeopardy on 12/23/14. The 'mmediate Jeopardy reserves all vight 1 raise all g ossible contention and
i n8es in any civil or criminal ciaim action or

was verified to be removed on 12/22/94 as
Palleged with remaining non-compliance n the
- Areas of 42 CFR 483,13 Residert Behavior and
 Facility Practice, F-223, F-225 and £-226 and 42
TCFR 48320 Resident Assessmant, F-282 at g
1 Scope and Severity of & "I while the facility
; davelops and implements a Plan of Correction
PO and the Tacility's Quality Assurance
Emonitars the effectiveness of the systemic
. charges, :
483.13(by), 483.13(c)(1)() FREE FROM : F 223
P ABUSEANVOLUNTARY SECLUSION ' :

s,

S
Ly

@
& e

ioBag

o

The resident has the right fo be free from verbal,
“sexual, physical, and mentaf abuse, corporal
¢ gunishment, and involuntary seclusion,

| ' The facilify must not use verbal, mental, sexual,
| . or physical abuse, corporal pursishment, or
, involuntary seclusion.

- This REQUIREMENT is not mef as avidencad
Chy:
! ; Based on interview, record review and raview of H
f . the facility's Incident Reportsiinvestigation ! ;
j ' docurnents, Resident Rights document and '
!  facility pelicy and procedures, it was determined
f the facility falled {0 have ar effective syslem to
f ensure each resident remainad free from abuse

proceeding. THIS PLAN OF CORRECTION Si VES
AS Villaspring of Evlanger CREDIREE ALLEGATION
O SUBSTANTIAL COMPLIANCE AS OF 172/15,

1. Resident #1 was asscssed by the
Director of Nursing (DON) on
11/26/14 about vceurrence in
shower. Registered Nurse (RN
performed Tl skin assessment on :
11/26/14 with no findings related to
the ocourrence of 11/25/14, :
Licensed Social Worker on :
11726714 and 12/18/14 assessed and
has provided support o resident
who has veiced no concerns with
the staif/shower incident that
ocetrred and has had no concerns
of any other staff member abuse,
Minimum Data Set {MDS) nurse
completed comprehensive
assessment of resident on 12/19/14
and noted no concerns, nor any

difficulties with late effects of
cccwrence of 11/25/14,
Comprehensive Care Plans and
Kardex (Nurse Aide Care Plan),
verified on 12/20/14 by DON,
reflect individualized approaches to
manage behaviors, ‘

e v e

i
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} DEFICIENCY) !
j |
' F 223 |
| forane (1) of thvee (3) sampled residants ‘ Resident resides at facility, visited {
f (Resident #1). : often by wife, assessed by licensed |
| On 11/25/14 between 3:30 PV an 4:00 PM, ' g:‘:;if;’ﬁi;ﬁf“&l vorker to [
i Cerfified Nursing Assistant {CNA) #1 was - ' i
i - assisting Resident #1 with histhar shower, and ‘ . |
. was observed by CNA#2 and Nurse Aide in : Alleged Team Member was ' i
‘ Training (NAT #1 to infenticnally spray the : '?ei‘lrrlgssted on 11/28/14 afier [
resident in the face with hot and cold water. vestigation. '
- Although, both staff observed the alleged abuse, i
 neither staff reported it immediately. Therefors, 2. On12/19/14, each cognitively !
CCNA#T continued working caring for Resident #1 Intact resident with a Brief :
. and other rasidents on the unit. At approximataly Interview of Mental Status {(BIMS) IE
. 6:00 PM, NAT #1 told CNA #4 about the alleged : >f= 8§ was interviewed by the Social.
abuse of Rasident #1 it the shizwer, and CNA#4 , Worker, Regisierad Dietician,
reported the incident to Licensed Practical Nurse _ _ Activity Director and/or Director of
HLPN)#1. LPN #1 informed the Director of 5 Rehabilitation to observation and ,
- Nursing (DON) and CNA#1 was removed from - interview for resident congerns of |
_resident care, ;mefgéiswed and escorted to cioc:kﬁ : : any potential abuse, neglect or
out from work at I?:u;s Pf\gi‘ appr.ommaiei‘y thr@e{o)j , misappropriation. Any _
1o thres and a haif (3.5) hours after the incident : ‘ allegation/concern was immediately
oecurred. ' followed up with by the
- The faciiity's fallure 1o ensure an effective system Admmmfmm’ mves‘ﬁggf:lonsﬁ
. in place fo ensure each resident remained frae ‘ vo mpleted as well as notifications,
from abuse, was likaly to cause risk for serious ; i ndicated, were made by the
/ vinjury, hamm, impairment or death. Immediate ‘ Administrator.
Jeopardy was identified on 12/1 814, and ‘ _ o
determined fo exist on 11/25/14, The facility was : On 12/18-19/14, Licensed nursing
! nolified of the Immediate Jeopardy on 12/18/14. - stafl conducted head (o toe |
‘ ‘ assessments of each cognitively !
The facility provided an acceptable credible impaired resident (BIMS < 8 ar i
- Altegation of Compliance (AOG) on 1228014, with - : non-interviewable) for any , |
the facility afleging removal of the Immediate E . aew/unusual bruises, skin tears etc., |
Jeopardy on 12/23/14. The Immediate Jeopardy or other signs of poteniial abuse, i
“was verified to be remaved on 12/23/1 4, 85 : : "There were no findings that would :
 slleged, with remaining nen-compliancs in the ' : trigger an allegation of abuse,
 area of 42 CFR 483.13 Resident Behavior and , Results wete reviewed by the ‘
_Facily Practice, F 223 af a Scope and Severity of = Director of Nursing and |
FORM OM3-266702-99) Pravious Versions Osofate Event (D: 280711 Faciiy 1D 100825 If continuation sheat Fage 3of 128
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R 222 Continued From page 3

-8 "D" while the facility develops and implements 2 |

Plan of Cerrectlon (POC), and the taciity's
- Quality Assurance monitors the effectivenass of
‘the systemic changes.

- The findings include:

' Review of the facility's policy tifled.

g "Abusg/NegéchMisapprepriati'en of Propearty”,

: revised Ootober 2014, revealad the definition of
. "abuse” was the williu] infliction af injury,

irtimidation, or punishment with rasulling physical |

“harm, pain, o mental anguish. "Physical ahuse”
fwas defined o include contraiting hehavior
- through corparal punishment,

 Review of the faciity's "Nursing Home Residents
" Bifl of Rights and Responsibilities” undated,
Frevesied ail residents would be frea from mental
fand physical abuss.

~Review of the facility's "Seli-Reported Incident

*Form, Initial Report” dated 1125114, completed

P oy the DON, revealed a staff member reported

: CNA# sprayed Resident #1 "in the face with ;
water' whils giving the resident shower. Perthe

Initial Report, Resident #1 was alert and orientad

L with occaslonal forgetfulness/confusion, and the

 resident was assessed with no signs or

- symptems of injury noted. Further review of tha
initiat Report raveated CNA #1 was "sent home

“and removed from the schedule rending

s Investigation®,

. Review of the facility's “Selt-Reportad incident

| Form, 5 Day FoliowupFinal Report' dosument,

i dated 11/28/14, revealed CNA #1 was “clocked

- out” after two (2] other staff members reported
the issue”. Per the 5 Day Follow-ur/Final Report |

F 203,

Administrator,

1
!

On 12/19/14 all personnel files |

were audited by the Business '

Officer Coordinator and Medical /

Records Director for completion of .

pre-hire componenis used by the |

facility as part of screening and f

prevention of abuse., Files were

100% compliant,

3. Pacility ; /
Abuse/NeglectMisappropriation of: /
Property polioy was revised on )
12/19/14 by Chief Operating
Officer (COO), Corporate Risk : f

Management {CRM), and

Corporate Compliance Officer

(CCOY. (See Altached as Exhibit A} }

O 12/19/2614-12/22/14 ol staft
{licensed nurses, certified nurse
aides, lcensed therapy staff, social.
service, activity, dietary, .
housekeeping, business office and Q
maintenance) was provided in-
gervice education by the Corporate j
Compliance Officer, Administratod, ;
DON or Trained Trainer ‘ ;
Department Head which covered !
Abuse Prevention, Abuse !
Reporting, Ihvestigations, : ;
Comprehensive Care Plans, Kardex
{Nurse Aide Care Plans) and f
reporting concerns immadiately, :
Evidence of learning measured vig
- written post-test; 100% accuracy | !
i reguired, f !
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S 223 Coptinved Fram page 4 ;
-document, CNA#1 and two (2) other "withesses”

sutmitted statements regarding the incident. The!

L two (2) "withesses" had the "same generai
i statemant” that CNA #1 Mintentionally” sprayed

water in Resident #1's face. Furthar review

“revealed nursing performed a skin assessment of
i Resident #1 with "no il effacis from the water

being sprayed” in his/her face. Per the repor, the |

" Administrator and DON met with the two {2}
s wilnesses (NAT #1 and CNA #2) again and both

el CNA#1 tintentionaliy sprayed" Resident #1

“in the face. CNA#1 was terminated “upon final
; investigation on $1/28/14"

Record review revealed the facility admitted

Rasident #1 on 01/21/13, with diagnoses which
includad Depressive Disorder, Insomnia, and

' Oslecarthrosis. Review of Resident #1's Anpyal
 Mirimum Data Set (MDB) Assessment, dated

1072114, ravealsd the facility zssessed the

resident to have a Brief Interview for Mentai
, Status (BIMS) score of eleven {11} which

indicated moderate cognitive impairmant,

. Review of Resident #1's statement, documented

" by the Social Worker (SW), dated 11/26/14,

i revealed the resident reported o the SW that twer
{2} aides, one (1) male and one {1 femals took
*himther to the shower room for histhar schaduled
i shower, Per the staterment, Resident #1 renored |
_ the aide took the shower head and sprayed '
"himiher "directy” in the face. Review revealed
whent Resident #1 asked her {the aide) to stop,
the resident reported the fermale aide laughed af

“himiher and continuad to spray himiher. Further
:review revested once "she stopped", the side

proceeded with the shower and then returned

i Resident #1 to his/har room.

On 12/19-22/14 ail staff (Heensed
terses, certified nurse aides,
licensed therapy staff, sogial
service, activity, dietary,
housekecping, business office and
mainterance} was provided in-
service education, the Team
Member Eduoation, by the
Corporate Compliance Officer,
Adminisirator, DON or Trainsd
Trainer Department Head which
covered Abuse Preventicn, Abuse
Reporting, Investigations,

Comprehensive Cere Plans, Kardex :

(Nurse Alde Care Plans) and
reporting concerns immediately.

Evidence of learning measured via |

written post-test; 100% accuracy
required,

On 12/21/14 the Corporate Risk
Manager and Corporate i
Compliance Officer each provided
additional education to the
Administrator, Director of Nursing,)
and Nursing Leadership Team on
(1) review of federal regulations
and interpretive guidelines of F223 s
F225, F226; (2) additional review
of revision of Facility Policy on
Abuse/Ns glect/Misappropriation of
Property; (3} root cause analysis of,
survey findings relaied o '
systematic response 1o allegations, |
Evidence of learning measured via ;
meaningfis] Question and Answor) ,
Q&A and discussion of case ’

-
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F 223+ Continuad From page 5

- Intarview with Resident #1 on 12717114 at 4.58 ‘

- PM, revealed he/she recalled the shower incident
on 112514, Resident #1 stalad ONA #1 was
spraying him/ber i the face with “ice coid” water

- with a shower hose. Par interview, CNA #1 said
something "not nice" to him/her during the shower

which made himsher "eal bad”, however, he/she |

“could not recall what was said. Hesident #1

- stated hefshe told CNA#1 he/she would not ptit

. Up with that "shit", and he/she fought back,

" According to Resident #1, the shower incidert

“madas him fes! “terrible”, and he/she believed

i he/she told the "head nurse” about the incident,

; butwas not certain of the nurse's name.

" Review of CNA #2's written statement dated

CTVZEN4 at 815 PM, revealsd CNA#1

intentionally” sprayed Resident #1 n the face
with water from the shower hose. Continued

review of the statement revealed the

{incldent/allagad abuse occurred on 11725014 at

A30ish” PM. CNA #2 revealad CNA 21 was
giving Resident #1 a shower and she was

L assisting s the resident sometimes had

i behaviors. CNA#2 reported CNA #1 was not
paying attention andg accidantally sprayed

'Resident #1 in the face again, The resident then

i started to call her names and swung hisg/her fist at.
her so she sprayed hinvher in the face agam,

FCNA#Z reported ONA #1 did this unti the showar |

i was finished. ;

interview with CNA#2 on 12/16/14 5t 5:25 Py

fand on 12717714 at approximately 3:30 P,

; revealed she worked the 3:00 PM to 41 00 PM
shift, and had warked on 11/25/14. She stated o

- 11/26/14, she wag assisting CNA #1 in giving ’

: Resident #1 hisiher shower, and the resident was

agitated prior to the shower. Per interview,

examples and a repeat verbalization
of inderstanding of definitions and _
the facility system,

Any staff member who has not heen:
at work ar on leave or ca vacation
will complete all education and _
training prior io working their shifi,
No staff member will work without -
first being in-serviced. All newly
lired staff members will he
provided in-sezvice education on ‘
abuse prevention, identification and
reporting during their orientation
prior to working in the Tacility
through the interactive computer
program with post-iest and review
of Abuse policy with signed
verification. The Business Office _
Coordinator will track completion,

No agency use at the facility,

1he Business Office Coordinator _
and Administrator will review each
now hire persennel file to assure
verifications and background
checks are completed prior to
beginning work,

Annual mandatory fn-service of
Abuse, including but not Emited to°
prevention, will continue to be
monitored by the Business Office |
Coordinator; additionalty as
indicated by conceomns or
observations, impromptu in-
services for staff will be held as

NS N

R

1
;f
|
!

e
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F 223" Continued From page 6
| Resident #1 called CNA #1 @ "nasty name”, and
. ONA#T then tumed the shower water on cold,
CNA#2 stotad Residen: #1 yelled, “stop, | don't
liker that_it's coid"”, According to CNAEZ . NAT
#1 told CNA#1 "that was not okay", and then left
the shower rcom. CNA#2 revealed Registerad
- Nurse (RN) #1, who was her immediate
‘ suparvisor, completed a skin assaessment on
' Resident #1 after the shower was complated,
i . sometime batween 3:30 PM to 4:30 PM She
evaaled even though she thought the incident
was abusive she did not report it to her
Fsupervisor, RN #1, because she was
- non-confrontational”. She stated she later
reatized she should have reported F CNA #2
reported Resident #1 was taken back o hig/h

er
t CNA#T continued 1o amswer call fights on the
Lt

Review of CNA #1's written statement datad
(125014 at 359 PM, revealed the aliegad abuse
| occurred on 1125714 8t 4.00 PM. Per CNA #1'g
written staterment Resident #1 was velling and
hitting her and grabbed at the shower head
. continually causing i fo fall and get everything

wat Centinyed raview of the stalement revesled |

UNA#T and CNA #2 washed Resident #1, rinsed
s himher and the “skin nurea” (RN #1) performed a
; foutine skin assessment. Continued review of !
‘the statement revealed that once the resident
fwas washed and rinsed off me, GNA #2, and tha
. 8Kin nurse (RN #1) dried him/her off, put on
histher clothes and assisted himdher back fo
“higther wheslchalr  Afier that, ha/she was
i pushed 1o in the hatiway by CNA 2.

bttt

inferview with CNA#1, on 12/17/14 at 238 PM
' revealed on 11/25/14 she had given Reasident #1

Sroom where she remained with the resident while

s
e
[\
£a3

decided by the Administrator, DON
and/or Ombudsman.

was held on 12/19/14 with the
Medial Director, Director of
Nursing, Administrator and other
members of the Quality Assurance
Committee, who are the Resident
Assessment Instrument {RAD |
Coordinator and Department Heads , !
{Social Services, Licensed
THetician, Chef, Maintenange
Director, Activitics Director,
Medical Records IHrector, Business.
Office Coordinator, Housekeeping
Supervisor, RN Unit Mana gers),
The findings of the state SUrvey as
well as deficiencies, includin g
scope and severity, wers discussed. .
Acticn plans o address each
deficiency as well as the overail
system were developed and
approved by the QA Committee, !
On 12/22/14 2 second full Quality l
Assurance meeting was held to
review the sction plans to remove !
immediate jeopardy. Findings of f
all observations and interviews, i
compliance with i n-servicing and J
resulis of monitoring wers analyzed J
f
f
I

A Qualily Assurance (QA) meeting ;
|
]

s

and discussed, Findings will be
reperted by the DON,
Administzator or Social Services
Director and followed by each with
Commitice recommendations, QA
Conunittes recommends Allegation
of Compliance (AQC) - removal of
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F 223 Continued From page 7
¢ & shower: however, was not certain of the tims,
Sha revealed Resident #7 hecomes combative
when being given a shower, and was combative
Fthat day when staff put him/har into the
wheelchair to take hinvher o the shower room,

CNA# revesied she asked NAT #1 1o assist har ;
“with putting Resident #1 in the shower chair. She E

! stated tha waler in the shower room was always

. too hot or teo cold. Per interview, as she was

~giving Resident #1 his/iher shower water got alf
over her and NAT #1 thought it was funny. She

 stated NAT #1 then gave Resident #1 the shower

head and the resident starfed spraying her
Continued interview revealed she tafd NAT #1 to

- helpful. CNA#1 revealed after Resident #1's
_shower, RN #1 assessed his/her ki, and then
“she and CNA #2 assistad the resident in geting
i dressed and pushed hMm/Mher to the dining area

fordinner. CNA#1 reporled she was assigned o :

“wark with CNA #2 on the same hall that day.

 CNA# revealed she worked from 11-00 AM fo

- 700 PM on 11/25/14, and was not awarg there
Wwas a concem regarding her care of Resident #1

" until the DON approached her when she was

! getting ready fo isave for the day. She stated she

thought it was "aimost 7:00 PM" when this

happened, and the DON told her a repart had

' been made against her, According to CNA#1,

- the DON had her write a statement concerning
the allagations, and she did not retum to work as

- she was terminated on 11/28/14.. ‘

I

‘ Review of CNA #1s timecard revealed on
C11/2514: she clocked In to work at 10:56 AM;
clocked out at 3:17 PM; clocked back in at 347

| PM; clocked out from work at 7:05 PV

!

1

! Revisw of Ragistered Nurse {RNY #1's writtan

“feave the shower room because he was ot being

F 223,

inunediate jeopardy date by
12723714,

Audits began on 12/20/14 wiik
observation and interview of staff
members, while staff are
perfornging their respoctive direct
care fob duties/responsibilities, by
Administrator, DON, RN Nurse
Managers, and other Department
Heads to ensure deficient practice
does not occur, Observation and
interview designed to detect if staff’
members are knowledgeable aboyt
prevention, reporting, investigation
of abuse and know how o Jocate
and review the revised abuse
policy. Facility will perform
interviews of at least 20 siaff
meinbery weekly, across different
shifts and on weekends, unti} ;
Substantial Compliance is obtained,
Alter Substantial Compliancejs
obtained, the QA team will
determine the frequency of the staff
interviews. (Ses Attached ag
Exhibit BY

Licensed nursing staff will continus
to conduct weekly head to foe
assessments of each cogaitively
impaired resident (BIMS < 8 or
non-inferviewable) for any 7
new/unusual bruises, skin tears etc!,
or other signs of potential abusge,

Social services departiment will
interview residents with BIMS

|
|
|
|
|
i
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{ F223 Continued From page 8 F223. greater than o equal to § for abuse, }
j ' statement datad 11/26/14 at 1:00 PM. revealed | performing a minimum of 10 i
i  the alieged abuse occurred on 11/25/14 at regidents weekly and will report 5
| “approximately 4:30 PM. Review reveaied RN #4 ‘ findings to QA team until !

i spoke with Resident #1 regarding the shower ‘ Substantial Compliance is obtained. |

, hefshe racsived an /28014, and the resident ‘ All negative statements will he |

reported it was "terrible”, Continued review " reported 1o the Administrator and ;
| ; rgva?afeci Resident #1 0ld RN #1 the _ascig giving DON immediately. Afier ;
| i oo ater oce, o omier ot face Substastial Commpliance is obtained, |
! Per RN #1's written statement, Resident 21 ' ??‘“’ RA ““’dﬂf‘. _‘gfif‘}‘ﬁn’fiﬂe.ﬂw 5
i - stated there were thrse (3) aides assisting ; roquency ofthe staif interviews,

him/her with the shower, but did not know their (See Attached as Exhibit C)

; NAMmES. f ‘ Each allegation of abuse will he .

Interview with RN #1, on 12/18/14 at 427 P reported immediately by the statf to |
| revealed she worked VU284 until about 5:30 o the Director of Nursing or the {
f GO0 PM. RN #1 stated she conduated s routing Administrator, If the DON or
] skin assessment of Resident #1 after histher admindstrator is not in the facility,

- shower that day. Per interview, CNA #1 and CNA hey will contact the DON or
}  #2were in the shower room with Resident #4 Administrator via phone, which i

“when sha entered o perform the routina skin : : these numbers are posted in ;
! . assessment. RN #1 stated CNA #2 did not repori ' " multiple different locations (the

the alieged abusive incident to her that day, and time elocks and nursing stations)for

: Neither did NAT #1, She stated she was not : : thorough/timely investigation and

aware of the shower incident until the next day, ; reporting, ‘The Administratoris

CTIA6H A, when It was reguested ;he comnduct : . notified immediately of each !

_ another skin assessment on Resmen‘t #1to - allegation, across all shifts and

ensure he/she was free from any bruising. __ weekends ;
; - Continued interview with RN #1 revealed she f '

“wolld have expected CNA #2 and NAT #1 o ‘ : The Tnterdiscinl; T " I
|  have reported the alleged abuse when they : e opinary Leam consists -’
| witnessed it of Acinum.sbratox, LON, .S(}Cl'di
! j : Worker, Licensed Dietician, Chaf,,
Review of NAT #1's wrilten statement dated Maintenance Director, Activities |
| 11/25/14 at 7:15 PM, revealed the Director, Medical Records Director, |
/ incident/aileged abuse ccourred on 11/25/4 at Business Office Coordinator, ;
L4:00 PM. Review revealed he felt Resident #1 Housekeeping Supervisor, RN Unit
j was sprayed in the face with hot water by CNA #1 Managers, and other Deparfment
L " because hefshe would not comply with her. Per : Heads. The Interdisciplinary Team ;

FORM CMS-2537(02-98) Pravious Yersions Obsolata Everd i 284711 Faviity 1 100825 if continuation shest Fage 2of 123
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F223

Continuad From page 9

- NAT #1's written statement, he heard Residert #1

fsream, "stop spraying my face, you are burning

i me®, and when he tumed around CNA #1 was
spraying the resident with hot water in the face.

FMAT #1's written statemant revealed he heard

t CNA#T tail Restdent #1 to "stop fighting me and

. s wolldn't happen”, and than GNA #4 tirned

*the water in the shower o warm. Continued

i review reveaied he told CNA#1 o nat do that and

1o "be good” to Resident #1, and he gave the
“resident control of the showar, Par NAT #1's

;written statement, CNA 2T told him 1o "
 fuck out of here”, and hie loft the shower room.

interview, cn 12M7/14 at 109 P, with NAT #1
 revealed he worked on 11/28/14. and was
Fassigned on the rehabilitation {rehab) hail of the
funit. Me stated CNA#1 came and asked him to
. assist with getting Resident #1 into the shower,
ot oo long after he clocked in around 200 P,
NAT #1 revealed he assisted with getlting
Rasident #1 into the shower and stayed in the

" shower room fo assist with transferring the

i resident back into lhe wheslehair aftar ta

get the

“showar. Per interview, CNA #1, ONAES and
FRirnself wers in the room during the resident's
. shower, and he saw CNA #1 spray!

P

ng water into
‘Resident #1's face. NAT #1 reportad he beard
! Resident #1 yell over and over again, "sto
. burning me™. According to NAT #1, CNA #1
“stated to Resident #1 if he/she "would Just listen
f 10" her, she "wouldn't have to do this.” NAT #4
revealed he told CNA#1 to “stap” spraying
Resident#1 in the face with the water. and UNA

: #1 stopped and told him to come and "do it*

{shower the resident). The NAT stated he turned

- the water (0 a comfortable tamperature which

- was not "so” hot, and handed the shower heas o
the resident to use. He stated CNA #1 then told

you'Te |

Faz

[#53

has daily “Stand Up” mestitigs on
Monday - Friday lead by the

Adminisizator and DON. These will

be on-going. Any

incidem/grievancesfr&quests, ale.

are addressed as needed and

reported to the IDT the following

meeting day. If any

incident/grisvance ocowrs on the
weckend, it will be discussed in the .
Monday morning meeting. Again,

the Administrator is notified

immediately of each allegation,
across all shifts and including

weekends, The corporate

compliance officer or the chief
operating officer is notified by the
administrator of any allegations.
The CCO or the COO will monitor .
the process of the investigation
daily until the investigation is
finalized. The CCO or the COO
will ensure audit the investigation.
and allegations to ensure substantial

compliance,

Cosporate Complisnce Oficer :
and/or Corporate Risk Manager will
perform a weekly observation and
review of all facility investigations.
T inchudes, but is not bmited 1o,
immediate removal of any alle ged
or perpetrating staff from the
facility, immediate reporting to
adminisirator, interview of resident
and staff, ascessment of alleged

j victim, root cause analysis,

conclusion, and review of

f
;
|
|
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[ F223 Contfinue nage 10 - : . . |
; " 243; Confintied Fror page 10 Faz3 nvestigation action meeting policy [
fobes i HE, " 3 : + .
| i to get the "fuck” out of the shawer room. and federal requirements, results
; - Lontinusd interview ravesled ne told CNA#1 to provided to QA Commitiee. I
fj “be good ta Residant #17 and laff fhe showet
roon to r@tur"jz; fo wcr%: on ahefehab hall. Pe{ The QA team consists of fhe !
/ sinterview, at "around 5:30 PM” he told CNA #4 Medical Director, DON |
- 1L 3 da i
] . what had eccurred in the shower foom, and she Administrator and Do al-t e |
E! toid him the incident was ‘unacceptable” and ;rwd‘.hfi‘ : ; ‘“p 1111 Ail |
i ' shoufd be reported. He stated he went fo lunch ot S which meets weekly, f
} - and when he returned fo the unit CNA #4 hag momioning/avditing of verifying j
 already reported the incident ta the DON. NAT w1 timely }'epf’ﬂ_mg of ) !
- slated he felt the shower room incident involvin : allegation/grievance/report results |
d . ) .
j : Resident #1 was abuse now; however, the facility are reviewed by the QA T, sam with
_had not given him much training on abuse prici to appropriate follow-up required ag
i the ingident, ; needed. QA meetings were held on, |
the following dates: 12/19/14, |
. Raview of ONA #4's written statement dateg 12722714, 1272314, 12 29/14, r
1725014 at 6:59 PM, revealed the _ | 1/5/15, 1/12/15, and 1/19/15. QA ;i
Jma’denf!afiega;f ablise occeurred earlier that day at Commiltee meetings will continue -
Ao {DI\/{‘1 Review a'evegffea NA[‘ #1 told her) ‘ weekly for 8 weeks and then the
“another team men“;i?er‘ {CNA -#.1} sprayed hot frequency will be determined by |
- water in Resident #1's face. Continued review QA Committec with a minimum of i
_ravealad NAT #1 told her CNA #1 was giving quarterly : i
* Resident #1 a shower ang sprayed water in the 7
 fesident’s face. All monitoring findings will be
Interview with CNA#4, an 12/17/14 at 1120 AM, Meped Qualty smeancs
 revaaled NAT #1 came o her after she clocked i ; ' ‘iifgs i fj‘f’ " a{.EfP ace
forwork at about 5.30 PM to 5:45 PM. Pear ' eekly, until facility is in _ ;
sinterview, NAT #1 told her what had occurrad in Substantial Compliance, when that '
- the shower during Resident #1's shower, She ocenss, the QA Commitiee will
decide on frequency of mestings

| hot water in Resident #1's face, CNA#4 she tid

- NAT #1 “that was called abuse”. and he nesded
“to tell the nurse, LPN #1. Continved inferview
revealad NAT #1 told her he would tel] the
~Administrator and leff to go on his lunch break.
" She revealed she reported the incident to LPN #1 ‘
hersalf becauss she didn't want it on her
“consclence”, Additional inferview with CNA #4

|
I stated NAT #1 told her CNA #1 squirted cold and
§
!
|

with & minjmum of Quarterly, in
order to keep facility in Substantial
Compliance. QA team consists of
Medical Director, DON,
Adminisirator and Departments
Heads,

3. Date of Compliance: 'The facility

i
H
I
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F 223 Continued From page 14
: revealed she had absarvad CNA #1 yellat g
resident before which she thought was abusive,
s however, she did not report it, but should have.

Cinterview with LPN #1. on 1 2016/14 at 5,43 By,
revealed she worked on 11725114, and thought

 CNA#4 reported the alleged abuse io her ;

“somewhere between 630 PM and 500 PM, when

- she was administering avening medications.

. Continued interview revealsd CNA #4 told her

NAT#1 was upset aver ohserving ONA #1

i spraying Resident #1 In the face with water fram

. Ihe shower hose. LPN #1 stated she went

imimediately and reported the incider to the

t DON. Per intenview, the DON askad her if she

, had removed CNA #1 from resident care and she

told the DON she had not, LEN #1 stated the

F DON pulled CNA#1 from resident care fo discugs

, Ihe allegations with her. ;

s Interview with the DON on 12/18/14 at 1:.00 PM,
reveaied on 11/25/14, LPN #1 came fo her offica
around Bish”, and reported NAT #1 toid CNA 4
i about an allzged abuse inveiving Resident #1 ang
CNA#4 had informed her, Der interview, LPN #1 :
stated CNA#4 told her she told NAT #1 he ‘
: nasded to report the aleged abuse incident io the |
CDON. Continued interview revealed the DON )
Premaved CNA#Y from resident cars, and asked
, her if she had given Resident #1 a shower sariier
“that day and f s, had anything unusual had
happened. She stated CNA#1 denied
 Intentionally spraying Resident #1 in te face with
" water during the shower, Per interview, sha
i spoke to Resident #1 Jater on that day to ensura
hefshe was okay. According o the DON, in this
“case, CNA K2 stayed with Resident #1 to ensure
- his/her safety. She revealed howeaver, she did
“hot have an answer regarding how ail other

has continued to execute ali audits,

proventative measures, policy
revisions and moniforing of
performance developed via the

AOC and POC process, Analysis

of the whole, via QA meetings,
indicates our system is working and
substantial compliance alleged

1712/15.

/12715
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- Continued From page 12 Foes

- residents, recsiving care from CNA#1, were :

A e e

e

; protected from abuse.

i Intsrview with the Administrator, an 12/18/14 at

. approximately 2:08 BM, reveaiad the DON cajled

*him somewhere between 8:00 PM and 700 Pht,

s after he had left the faciiity, and informed him of
the zileged abuse. Me stated on 11726114, ha had

FONAT come to his office to verify her staternent _

- and told her she was suspendad pending the

investigation results. Continued erview

fravealed he then followed up with NAT #1 and

CNAHZ who both belleved CNA#71a actions

“were intentional when she sprayed water in

i Resident #1's face, Par interview, CNA#T was

 lerminated on 11/28114,

: The facility provided an acveptable Crecinle
Allegation of Compilance (AQC) on 12/23/14
fwhich alleged removal of the | effective .
12123114, Review of the AOC revealed the facility
implemented the follewing: :

1 Resident #1 was assessed by the DON on
*11/26/14, regarding the oocurrence in the shower,
An RN performed a fuli skin assessment of
Resident #1 on 11/26/14 with no findings related

1o the ceourrence of 112514, A Social Worker
(SW) assessed Resident #1 on 11/26/14 and on
C12/18/14 and provided support fo the resident

who voiced no concerns with the staffishower
incident and had ro concerns of any other sta#f

- member abuse. AMDS Nurse completed a

. comprehensive assessment of Resident #1 an

- 12/19/14 and noted no concerns, ror any

- difficulties with late sffects of the ocourrence of
11/25114. Resident #1's Comprehensive Care j
[ Plans and Kardex (CNA Cara Plan), were verified :
_on 12/20/14 by the DON to reflect individualized |

e |

e —

———— e
r—————
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