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A Recertiflcation Survey was Inldated on 11/12/15
arnd concludad on 11/13/15 with deficiencles citad
at the highest scope and severity of an *F*

F 225 483.13()()(I-(I), (c)(2) - (4) F 205|225 12124115

On Monday marning, 11/8/15, at the end of her
88=0 ﬁgﬁ%&%ﬁgﬁgg ALS shift, RN #1 reported to the Unit Manager about

the previous evening with Resident #2, including
her safely concsms, the subsagquent room
changs, and the response of Resident #2,
Because of this raport, on 11/8/15, the Unit

The facility must not employ Individuals who have
baen found gulllty of abusing, neglecting, or

mistreating residents by a court of Jaw; or have - ) f

ha§ 8 finding entered inlo the State nurse alde 22;:3: ;f;ﬁ;i?g::t cfzhi :;gﬁ?;sjgé

registry ccncemir_eg ablss, nggiect, misireatment previous evening. The Unit Manager reports

of resldents or misappropriation of ths{r proparty, she discussed the nurse's safety concems and

and report any knowledge it has of actions by a provided emotional support to the resident, On

court of law against an employes, which would 11/8/15, the Unit Manager also visited the

indicate unfiiness for service &s a nurse aide or roommate of Resident #2 in the original room

other facliity staff to the Stale nurse alde Y@gis‘fﬁy to hear hiafher faslings and perceptions of the

or ficensing authorities. activities the previous evening. The Unit
Manager, as raporiad fo the surveyor on

Tha facility must ensure that all alleged viclations 11412715, had not realized this could have been

invoiving mistreatment, neglect, or abuse, an allegation of abuse, nor had she documented

including Injuries of unknown source and any information gathered from her discussions

misappropriation of resldent property are reporied with RN #1, Resident #2, or the roommate of

immediately to the administrator of the facllity and Resident #2. On 11/12/18, the Unit Manager

to other officlals In accordance with Stals law recorded the incident on Form M2087,

through established procedures (including 10 the “Suspacled Abuse/Meglect, Dependency, or

State survey and centification agencyl. Exploitation Reporting Form®. On 11/12/15, the
report on Form M2087 was faved to the

The facility must have evidence that ail alleged Dapartment of Profection and Permanency

violations are thoroughly investigated, and must {DPF), Adult Protective Services. On 1111215,

prevent further potential abuse while the the Linit Manager reported the complaint of

investigation Is in progress. Resident #2 to the HMH Patient Advocats. On
11113118, the Patient Advocate visited Resident

The results of all Investigations must be reported #2 and a visiting family member of Rasident #2,

to the administrator or his designated to sﬁar_ an apparmnit_y fo discuss @eimgs about

representative and to other officials in accordance the incidant. The residant and family member

with State law (including to the State survey and ?&“;gg{g;y concems at that time. The Patient

B DIRECTOR'S OH PROVIDER/SUPPLIER REPRESENTATIVES BIGNATURE THE (X&) DATE
o Stephen Toadvine ¢ HMH NF Administrator 4121818

¥ statement snding with an astarisk {%) denvtes a deficlency which the nstitution may bs excused from comrecting providing it s determined that
Sl Eataguards provide sufficlant protection 1o the patlents. {See Instructions.} Except for nursing homes, the findings stated above are disdosabla 80 days
follwing ihe date of survey whethsr of not & plan of comaction Is provided. For nursing homes, the above findings and plans of corraction are disclosabla 14
days following the date these documents are made available 10 the faclily. if deficlencies are cited, an approved plan of corraction s requisits o continuad
program participation,
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cartification agency) within § working days of the
incident, and if the alleged violation s verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and review
of tha facility's policy, it was determined the
facility failed to investigate and report an
allegation of abuse and failed to protect one {1} of
five {5} sampled residents, (Resident #2). The
Unit Manager received an allegation of abuse on
11/08/15 from Resident #2 that Ragistered Nurse
{FIN} #1 had grabbed his/her shoulder and
"man-handied” the rasident. However, there was
no investigation and BN #1 did not report the
allagation 1o the State Agencies. In addition, RN
#1 was aflowed to work and continued 1o care for
other residents,

The findings include:

Review of the facility's Abuse Policy regarding
Reporting Suspected Abuse/Neglect, reviewed
#arch 2014, revealed the stalf was o report
suspeciad abuse or neglect to the
Administrator/designes immediately. The
Administrator/designee was lo report the
suspecied abuse immediately to the Stale
Agencies, Ombudsman Office, Facility Madical
Director, the resident's physician, and Law
Enforcement Officials. However, closer review of
the Abuse Policy revealed the identification and |
raporting of suspectad abuse refered to cutside |
persons {(child abuse and spousal abuse) and did |

(X410 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORBECTION (x5
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F225 {continued)
F 225 | Continued From page 1 i pog | Advocate sent a written response to Resident

#2Z on 1213118 addressing the original complaint.
On 11713715, the Unit Manager received a
response from the DPP Adult Protective
Services stating there would not be any further
investigation or actions resulting from the report.
Based on this repor, the Unit Manager and
Director made the dscision thal no suspension
of RN #1 would be required. No reports of
ristreatment were received from the other
residents, Nursing Facility Policy NFS050-0023
“ldentification and Reporting of Suspected
Abuse/Neglect & Explottalion Situations” was
reviewad and revised by the Director of the
Nursing Facilily on 11/30/15. The policy
revisions include the addition of: procedurss for
screening employees prior to employment and
on an ongoing basis; requirements for training
specifically for Nursing Facility siaff, prevention
strategies; processes for identification of abuse,
neglect, or misappropriation of property; specific
steps o take to investigale any allegations or
suspecied abuse, neglect or misappropriation
of property sustained both prior o arrival or
during residence in the Nursing Facilily; process
to remove the resident from potential harm, up
o suspension of the employee during any
investigation of alleged mislreatment or abuse;
and procadures for reporting all alleged or
suspected abuse, neglect or misappropriation
of rasident property, including those ocourring
before andfor during residence on the Nursing
Facility. The policy was reviewed and approved
by the Unit Manager on 12/1/15, the Director on
1271415, the Vice President/Chief Nursing
Officer on 1271715, and the Vice President/Chief
Madical Officer on 12/2/15. The policy was
uploaded o the slaclronic policy manual on
12/2/15. All Nursing Facility staff is required to
read the new policy and sign the rosler attesting
to understanding of the policy by 12/23/15. All
{continue)
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not include staff 1o resident abuse. The policy did
not include protection of the resident during the
investigation. Refer to F226.

interview with Resident #2 during the initial tour,
on 1112415 al 815 AM, revealed the resident
voiced a concern regarding & room change.
Howsver, as the resident detailed the story,
he/she stated a nurse grabbed him/her by the
shoulder and movead the resident to another
room. The resident voiced thay were upset. The
resident told the surveyor he/she had informed
the Unit Manager of the incident. The resident
remained upset regarding what had happened to
him/her.

Heview of Resident #2's clinical record revealed
the facility admifted the resident to the Skilled
Nursing Facility (SNF) on 10/31/15 with
diagnoses of Myocardial Infarction, Degenerated
Joint Disease, Osteocarthritis, and History of
Cerebrovascular Accident {atroke). The facilily
performed a Brief Interview for Mental Slatus
where the resident scored a thirteen (13) out of
possible fifteen (15}, which meant the resident's
cognition was intact and could be interviewed.

Interview with the Unit Manager revealed the
Charge Nurse (RN#1) reportad to her that on
Sunday (11/08/15) Resident #2 had asked o go
1o the bathroom. AN #1 was administering
madications to the roommate and told the
resident if he/she could wall, she would assist.
RN#1 told the UM the resident became
angry-cursing and yeliing. She spoke with the
resident on Monday and the resident told her
when he/she came out of the bathroom, the RN

 grabbed his/her shouider and walked him/her to

meeting before 12/23/15 to receive verbal
sducation frorm the Unit Manager about
reporting all allegations of miskreatment, abuss,
neglact, and/or misappropriation of property
according fo the revised Nursing Facliity Policy
NFB050-0023. The Director of the Nursing
Facility contacted the Lincoln Trail Area District
Ornbudsman on 11/13/15. Mandatory training
for all staff of the Nursing Facility with the
ombudsman is scheduled for the sarliest
avallable date of 1/13/18 and 1/14/16. All naw
residents are assessed for indications of abuse,
neglect, or exploitation upon admission io the
facility. The Unit Manager rounds on all new
residents at least once after admission, or more
oftan depending on length of stay, providing
residents opportunities to voice concerns and
ask questions. She writes her name and contact
number on the white board for sach resident o
he able to contact her for any concerns that
arise, Each rgsident also receives an Information
Guide from nursing staff upon admission, which
includes information on how fo report an incident
without fear of reprisal,

F225 ADDENDUM (12/15/15)

The follow up report on the allegation of abuse
for rasident #2 was completed on 11/12/15. The
report was faxed to the Cabinet for Health and
Farmily Services Office of Inspactor General by
the Unit Manager on 12/11/15,

The Unit Manager has comgleted purposeful
rounding on all residents, asking sach about the
care thay are receiving and i they have any
concems. No concerns or aliegations of
mistreatment or abuse were reporied; therefore
no other residents were affected,

The Unit Manager will raport all reportable
evants io the Nursing Facility Quality Commiltee
(continue)
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F225 {continued)
F 225 | Continued From page 2 & 225 staff is also required to altend a mandatory staff
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another room. She stated the resident had been
moved 1o another room that day and was
urthappy about the move. She then stated the
resident had told her the nurse had man-handled
him/her. The Unit Manager stated she had not
asked the resident what he/she meant by those
staternents and did not investigate further to
determine if it was an allegation of abuse. She
stated she had not reported bacause she had not
realized it could have baen an allegation of
abuse. The Unit Manager could not provide any
written documentation that she investigated the
incident,

A telephone interview with BN #1, on 11/12/185 at
11:41 AM, revealed there was an incident on 1
Sunday (11/08/15) where Resident #2 was upset |
about being moved 1o ancther room. She stated
she was worried about the resident falling so she
asked the resident to go to another room {Room
302) to be closer to the bathroom, The resident
hacame very angry and called the nurse a "bilch”.
When the nurse attempted to pul a gall belt
around the resident's waist, he/she demanded
the balt be remove. She told me to call the "law”.
She stated she walked the resident to Hoom 302
and tried to hold the resident's hand but he/she
refused. The nurse stated the only time she
touchad the resident was when she applied the
gait belt. She denled touching the resident's
shoulder. The resident told the nurse she was
going to go to prison for what she did.

interview with AN #2, on 11/12/15 at 3:85 PM,
revealed she had worked the following Monday
atter the incident. She siated RN #1 requaested to
change tearns so Resident #2 would not be

assigned to her. AN #1 informed her of the

(%4310 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x5
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F225 (ADDENDUM Continued)
F 225 | Continued From page 3 & 2051 quarterly to monitor and identify any frend

for mistreatment, abuse, neglect, or
misappropriation of property. The Quality
Commitiee will monitor that these evenis are
raported to the all required entitles within the
required time frames. All Nursing Facility
policies will be reviewed by the Quality
Commities gvery two vears or more often when
indicated by process changes or regulatory
statutes.
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F228
38=0

- for the resident. During the morming medication

been mistrealed,

irformation in the facility's Abuse Policy regarding

Continued From page 4
incident and she siated thal was out of character

pass, Residerd #2 told RN #2 she didn't like being
moved and should not have been treated like
that. The resident explained the story as the
resident had to go to the bathroom very quickly,
When she left the bathroom, the nurse (RN #1)
had whisked the resident off to another room
because he/she got up without asking for
assistance. The rasident felt he/she was being
punished. The resident told the nurse he/she had

Interview with the Director of Medical inpatient
Services (Director of Nursing for the SNF), on
11713115 at 11:30 AM, revealed she was unaware
of the incident. Bhe stated the Unit Manager had
not investigated the Incident as an allegation of
abuse. There were no documentation of the
incident except what was documented in the
clinical record. She stated she now realized the
tacility's Abuse Policy was the same used for the
acute hospital and did not have the components
required in Long Term Care setting. She stated
the incident was not investigated nor reported.
She validated RN #1 was allowed to work after
the resident allegation,

In addition, review of the abuse fraining provided
to the facility's staff revealed the staff were
educated with other hospital staff using the same
online modules. The training included the

outsice sources of abuse and not staff to resident
abuse.

483.13(¢c) DEVELOP/MPLMENT
ABUSEMNEGLECT, ETC POLICIES

F 225

Fazs
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The facility must develop and implement writlen
nalicies and procedures that prohibit
mistreatmeant, neglect, and abuse of residents

and misappropriation of resident property.

This REQUIREMENT is not met as avidenced
by

Based on inferviews and review of the facility's
policy, it was determined the facliity falled to
develop and implement procedures to prevent
abuse/neglect of residents. The facility's Abuse
Policy was integrated with the acute hospital's
policies and did not include procedures on how o
investigate an allegation of abuss, and the
protection of the resident. In addition, the facility
failed to develop policy and procedures for
identification of abuse thal involved staff to
resident. Tha facliity's Abuse Policy anly
addressed oulside sources of abuse such as

- Child and Spouse Abuse.

The facility received an allsgation of abuse on
11/08/15; however, falled to investigate or report
to the State Agencies. In addition, the facliity
faited to protect the resident and allowed th
nurse to continueg o work with other residents
after the allegation. Refer to F225

The findings include:

Feview of the lacility's Abuse Palicy regarding
Reporting Suspecied Abuse/Neglect, reviewed
March 2014, revealed the siaff was to report
suspected abuse or neglect (o the
Administrator/designes immediately. The
Administrator/designee reported the suspecisd
abuse iImmediately to the State Agencies,
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F 226 | Continued From page 5 F 226, F226 12524115

On Monday morning, 11/9/15, al the end of her
shifl, RN #1 reported to the Unit Manager
about the pravious evening with Resident #2,
including her safety concerns, the subsaguent
raom change, and the response of Resident #2.
Because of this report, on 118/15, the Unit
Manager visited Resident #2 (o hear histher
feelings and perceptions of the activities the
previous svening. The Unit Manager reports
she discussed the nurse’s safely concarns and
provided emolional support o the resident. On
11/8/15, the Unit Manager also visited the
roommate of Resident #2 in the original room o
haar hisfher feelings and perceptions of the
activities the previous evening. The Unit
Manager, as reported o the surveyor on
11/12/15, had not realized this could have been
an allegation of abuss, nor had she
documented any information gathered from her
discussions with RN #1, Resident #2, or the

Manager recorded the incident on Form M2087,
“Suspectad Abuse/Neglect, Dependency, or
Exploitation Reporting Form”. On 11712015, the
raport on Form MZ087 was faxed o the
Dapariment of Protection and Permanency
(DPP), Adult Protective Services. On 11/12/15,
tha Unit Manager reported the complaint of
Resident #2 to the HMH Patient Advocate. On
11713115, the Patient Advocate visited Resident
#2 and a visiting family member of Resident #2,
to offer an opportunity lo discuss feelings about
the incident. The resident and family member
denied any concems at that ime. The Pallent
Advocate sent a written response to Resident

n 11/13/15, the Unit Manager received a
asponsa from the DPP Adult Protective
Services slating there would not be any further
{continue}

roommate of Resident #2. On 11112715, the Unit

#2 on 12/3/15 addressing the original complaint.
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F 226 | Continued From page 6

 resident's physician, and Law Enforcement

Ombudsman Office, Facility Medical Director, the

Oifficials, However, closer review of the Abuse
Policy revealed the identification and reporting of
suspected abuse referred 10 oulside persons
{child abuse and spousal abuse) and did not
include staff to resident abuse. The policy did not
include protection of the resident during the
investigation,

interview with Resident #2 during the initial touwr,
an 1112/15 at 8:15 AM, ravealed the resident
volced a concern regarding a room change.

Howaever, as the resident delailed the story,
he/she stated a nurse grabbed him/her by the
shoulder and moved the resident to another
room. The resident voiced they were upset. The
resident told the surveyor he/she had informed
the Unit Manager of the incident. The resident
remained upset regarding what had happened to
him/her.

Review of Resident #2's clinical record revealed
the facility admitted the resident to the Skilled
Nursing Facility {SNF) on 10/31/15 with
diagnosss of Myocardial Infarction, Degenerated
Joirt Diseass, Usteoarthritis, and History of
Cerebrovascular Accident (stroke). The facility
performed a Brief Interview for Mental Status
where the resident scored a thirtsen {(13) out of
pussible fifteen {158}, which meant the resident's
cognition was intact and could be interviewed.

interview with the Unit Manager revealed the
Charge Nurse (AN#1) reported to her that on
Sunday {11/08/15) Resident #2 had asked 10 go
to the bathroom. The nwrse was administering
medications to the reommate and told the

resident if ha/she could wait, she would assist.

F226 {continuad}

F 226 investigation or actions resulting from the report.
‘Based on this report, the Unit Manager and
Director made the dscision that no suspension
of RN #1 would be required. No reports of
mistreatment were received from the other
residents. Nursing Facility Policy NFB080-0023
“identification and Reporting of Suspected
Abuse/Neglect & Exploitation Situations” was
reviewed and revised by the Direclor of the
Mursing Facility on 11/30/15. The policy
revisions include the addition of: procadures for
screening employees prior o employmaent and
on an ongoing basis; requirements for training
specifically for Nursing Facility stalf, prevention
strategies; processes for identification of abuse,
neglect, or misappropriation of property; specific
steps o take to investigale any allegations or
suspected abuse, neglect or misappropriation of
properly sustained both prior to arrival or during
rasidence in the Nursing Facility; process (o
ramove the resident from polential harm, up lo
suspension of the employee during any
investigation of alieged mistreatment or abuse;
and proceduras for reporting all alleged or
sugpected abuse, neglect or misappropriation of
resident proparty, including those ocourring
hefore and/or during residence on the Nursing
Facility. The policy was reviewed and approved
by the Unit Manager on 12/1/18, the Director on

‘i 211115, the Vice President/Chief Nursing Officer
o 121118, and the Vice President/Chiel Medical

Oifficer an 12/2/15. The policy was uploaded io
he slectronic policy manual on 12/2/18. All
MNursing Facliity staff Is required 1o read the new
policy and sign the rosler attesting to under-
standing of the policy by 12/23/15. Alistaff is
also reguired to attend a mandatory staff

neating before 12/23/15 lo recsive verbal
sducation from the Unit Manager about reporting
il sliegations of mistreatment, abuse, neglect,
continua)
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- When the nurse altempted to put a gait belt

Interview with RN #2, on 11/12/15 at 3:55 PM,
| revealed she had worked the following Monday

The nurse told her the resident becams
angry-cursing and yelling. She spoke with the
resident on Monday (11/09/18) and the resident
told her when hefshe came out of the bathroom,
the nurse grabbed his/her shoulder and walked
him/her to another room. She then stated the
residant had told her the nurse had man-handled
him/her, The Unit Manager stated she had not
asked the resident what he/she meant by those
statements and did not investigate further to
determine if it was an allegation of abuse. She
stated she had not reported because she had not
realized it could have peen an allegation of
abuse.

Atelephone inferview with BN #1, on 11/12/15 at
11:41 AM, revealed there was an incident on
Sunday (11/08/15) whera Fesident #2 was upset
about being moved (o another room. She stated
she was worried about the resident falling so she
askad the resident to go to another room {Room
302) to be closer to the bathroom. The rasident
hecame very angry and called the nurse a "biteh”,

around the rasident's waist, he/she demanded
the halt be removed. The resident told RN #1 o
call the "law”. The BN siated she walked the
resident to Room 302 and tried to hold the
resident's hand, bul he/she refused. The nurse
stated the only time she touched the resident was
when she applied the gait belt, She denied
touching the resident's shoulder, The resident
toid the nurse she was going to go lo prison for
what she did. She stated the Unit Manager had
told her the resident alleged she had touched
his/her shoulder.

- {o the revised Nursing Facility Policy
NFBOS0-0023. All new residents ars assessad
for indications of abuse, neglect, or exploitation
upon admission (o the fadility. The Unit Manages

rounidds on all new residents al least once after
admission, or more often depending on length

¢ of stay, providing residents opportunities o
voice concerns and ask guestions. She writes
her name and contact number on the white
board for each resident to be able {o contact her
for any concerns that arise. Each resident also
receives an Information Guide from nursing staf
upon admission, which includes information on
how to report an incident without fear of reprisal.

F226 ADDENDUM (12/18/15)

The Unit Manager will report all reportable
averds to the Nursing Facility Quality Commiltee
quarterty to monitor and identify any trend
for mistreatment, abuse, neglect, or
misappropriation of property. The Quality
 Commitiee will monitor that these svents are
reporied o the all required entities within the
required tme frames. Al Mursing Facility
policies will be reviewed by the Qualily
Commiftes svery two years or more often
when indicated by process changes or
regulalory statules.
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after the incident. During the morning medication
pass, Resident #2 told this nurse she didn't like
heing moved and should not have been treated
like thal. The resident stated he/she hadto go to
tha bathroom in a hurry, when she left the
bathroom, the nurse whisked him/her off to
another room because the resident had gotien up
without assistance. The resident stated hefsha
felt they were being punished. The resident (old
the nurse hefshe had heen mistreated,

Interview with the Director of Medical Inpatient
Services {Director of Nursing for the SNF), on
11713/15 at 11:30 AM, revealed she was unaware
of the incident. She stated the Unit Manager had
not investigated the incident as an allegation of
abuse. There was no documentation of the
incident except what was documented in the
clinical record. She stated she now realized the
facility's Abuse Policy was the same used for the
acule hospital and did not have the components
required in Long Term Care setting. She stated
the incident was not investigated nor reported.
She validated RN #1 was allowed to work after
the resident’s allegation. She stated she was new
in this position and did not realize the BNF
needsd a different Abuse Policy from the hospital,
483,15(e)(2) RIGHT TO NOTICE BEFCRE
ROOM/ROOMMATE CHANGE

A rasident has the right 1o recelve notice before
the rasident's room or roommate in the facility is
changed.

This REQUIREMENT is not met as evidenced
by
Basad on inlerviews, record review, and review

i

228

F 247

shift, RN #1 reported to the Unit Manager about
¢ the previous evening with Resident #2,

F247
Gn Monday morning, 11/8/15, at the end of har

including her safely conzcems, the subsaquant
room change, and the response of Resident #2,
Because of this report, on 119/15, the Unit
Manager visiled Resident #2 {0 hear hisfher
feelings and perceplions of the activities the
previous evening. The Unit Manager reports
she discussed the nurse’s safety concarns and
{continue)

12124115
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of the facility's policy, it was determined the
facility falled to provide notice before a room
change for two (2} of five (5) sampled residents.
Hasidenis #2 and 4. Registered Nurse (RN) #1
moved Resident #2 against the resident's will and
without notice to the resident or responsible party.
The facility also moved Resident #4 without
notice for isolation purposes.

The findings include:

Review of the facility's policy regarding
Motification of Changas, reviewed June 2013,
revealed the facility would notify the resident,
family and/or legal representalive when there was
aroom change.

1. During the initial tour of the facility, on 11/12/15
at 815 AM, Fesident 82 stated he/she had
racently been moved to the present room without
notice and the resident was upsst about the
move. The resident stated a nurse was giving
medication 1o the resident's roommate when
Hesident #2 had reguested assistance o the
bathroom. The resident stated the nurse assisted
the resident 1o the bathroom and when they came
aut of the bathroom, the nurse put her hands on
the resident's shoulders and told the resident
he/she was being moved to ancther room.
Resident #2 stated he/she was very upse! and
started fussing with the nurse. The resident told
the nurse hefshe did not want 1o move. Howsver,
the resident stated the nurse did not listen 1o
him/mer and moved the resident anyway. The
rosident staled he/she had informed the Urit

Manager on Manday, 11/10/15, of the incident

resident. On 11/24/15, a new policy was drafted

11712118, the Unit Manager reporied the
vomplaint of Resident #2 to the HMH Patient
Advocate. On 11/13/15, the Pallent Advocats
visitad Resident #2 and a visiting family membe
of Restdent #2, o offer an opportunily to discuss
feelings about the incident. The resident and
family member deniad any concems at that
time. The Patlent Advocate sent a written
rasponse to Resident #2 on 12/3/15 addressing
tha original complaint. On 11/13/15, the Unit
Manager visited Resident #4 to discuss his/her
feelings and percaptions of the room change
that previously accurred. The Unit Manager
raporls she discussed the purposes of isolation
for his/her safety and the safety of other
residents, and provided emoctional support to the

by the Diractor of the Nursing Facility, to provide
more spacific guidance to Nursing Facility staff
for notifying residents andfor resident’s family of
room or roommate changes. The policy oullines
reguirements for the notification, including the
communication of change, reasons for change,
documeniation of notification, and the resident's
right to refuse changs. The policy was reviewed
and approved by the Unit Manager on 11/30/15,
the Director on 12/1/15, the Vice Prasident/Chief
Mursing Officer on 11/30/185, and the Vice
President/Chiefl Medica!l Officer on 11/30/15.
The policy was uploaded {o the electronic policy
manual on 11/30/18. On 12/4/15, the IT Clinical
informatics Manager built a documentation
screen info Meditech, added to the Nursing
Facllily Standard of Care {S0C), which provides
a consistent location for staff to document all
communication with residents about room and
roummate changes. The screen raguires
oeumentation of the type of changs, the reason
for change, who was nofified, and the response

§c&3ntinue}
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1old anything about the Unif Manager's findings

wished without a babysitter.

Continued review of the clinical record revealad

and was told the Unit Manager would get back
with him/her. However, the resident had not been

and the resident still wanted to move back o the
former room.

Revisw of the electronic clinical recard for
Resident #2 revealed an Activity of Daily Living
(ADL) assessmaent note for 11/08/15 that stated
fhe resident had been moved to Room 302 so the
rasident could be closer to the bathroom. The
writer documented the resident was angry and
would rather have the police called to give
him/her a ride home. Ancther note (no date or
time) revealsd the House Supervisor was notified
of tha rasident's unhappiness with being moved
for safety and the resident told the writer ha/she
should be able to go wheraver and whenever they

the facility admiited the resident to the Skilled
Nursing Facility (8NF) on 10/31/15 to Room 305
The resident was receiving rehabilitation {rehab)
services 1o improve mobility. The facility
performed a Brief Interview for Menial Status
where ihe resident scored a thirtesn (13) out of
possible filteen (15}, which meant the resident’s
cognition was intact and could be interviewed,

Intervisw with the Unit Manager, on 11/12/15 al
11:28 AM, revealsd the Charge Nurse
{Registered Nurse #1) reported to her that on
Sunday (11/08/15) Fesident #2 had asked o go
to the bathroom. The nurse was administering
meadications to the resident's roommate and she
told the resident if he/she wailed she would
assist. The nurse told the Unit Manager Resident
#2 became angry-cursing and yelling. She spoke

screen includes fields o document a room or
roommate change reguested by the resident as
wall, All Nursing Facility staff is required o read
the new policy and sign the roster attesting fo
undersianding of the policy by 12/23/15. All staff
is also required (o aftend a mandatory staff
meating befors 12/23/15 to recsive verbal
education from the Unit Manager. Education will
include providing advanced notification to the
resident prior to all room andfor roommate
changes, with reasons, and documenting in the
medical record, in addition o the resident’s right
ta refuse room changes. Before 12/11/15, the
Unit Manager will add the review of Nursing
Facliity Palicy NFB050-0041 "Resident
Netification of Room or Roommate Change on
the Nursing Facility” to the Job-specific
Crientation Checidist for all new hires on the
Nursing Facility, Yo ensure residents are
notified of room changes on an ongoing basis,
the [T Clinical Informatics Manager is bullding

a raport in Meditech that will list all room to
room transfers. Anocther report will list all
documertation on the "Room/Roommale
Change Notification” screen. The Unit Manager
will pull both reports at least quarterly to
determing a compliance rate of documenting
notification of room changes. The data will be
reporied to the Nursing Facility Quality
Committse quarterly o monitor, snalyze, and
develop corective action when indicated for
sustained compliance.
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with the resident on Monday and the resident was
- still upset. The resident told her when the resident
came out the bathroom, the nurse grabbed
hisfher shoulder and walked him/her to another
room. She stated the resident had moved before
because of a rcommate problam, The Unit
Manager had not asked the nurse if she had
given notice to the resident before the move. She
validated the resident was moved that day and
the resident was unhappy about the move. The
Unit Manager stated the resident did not wani to
move; however, the nurse had moved the
rasident because of safely reasons.

A telephone interview with Registered Nurse (FN
#1), on 11112715 at 11:41 AM, revealed she was
the Charge Nurse for the unit on Sunday
{11/08/15) and was Resident #2's nurse for that
day. She stated normally the resident's

- roommate would put on the cali light whenever

- Resident #2 was attempling lo get up without

. assistance. Whaen she went into Room 308 that
day, Resident #2 was observed walking half-way
across the room, going 1o the bathroom,
unassisted. The safety alarm had not activatad
because the resident had removed the box and
placed it in the top drawer of the night stand. This
was around 10-10:30 AM. The nurse stated she
was worried about the resident so | asked him/her
10 go to Boom 302 with me, so he/she would be
closer to the bathroom. She stated the resident
became very angry and called the nurse a stupid
“hitch”, When she attempted o put a gait belt
around the resident's waist, the resident
demanded the device be removed and it was.
The resident told the nurse to call the “law”. BN
#1 stated she walked the resident to Foom 302,
She stated the resident's daughter was out of
town and she attemptled to call the contact
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person. She stated the resident was very upset
about the move and had becames upset as soon
as she talked to the residant about the room
changs.

She stated the resident had gone 1o the bathroom
two times that morning and the resident's
roommate voiced frustration. The nurse stated
she had asked the roommate if he/she wanted to
move and the roommate told her he/he should
nof have o move, the roommate preferred to
have Hesident #2 moved and that was what the
nurse did. RN #1 stated she called the Unit
Manager and reportad the incident. She had not
asked Hasident 42 if hefshe wantad fo move 1o
ancther room, she just thought it would be safer
for the residant.

interview with BN #2, on 11/12/18 at 3:55 PM,
ravealed when she relurnad to work on Monday,

11/08/15, she received report from BN #1 and

was informed about the resident being upsel. She |

stated AN #1 had requested a change of teams
so she would not have 1o take care of Hesident
#2. During the medicalion pass that morning, the
resident told this nurse hefshe had been moved
o another room and didn't like it. The rasident
fold the nurse he/she should not have been
freated like that, The resident told RN #2 hefshe
had to go to the bathroom very quickly. When the
rasident laft the bathroom, BN #1 whisked the
resident to another room because the resident
had gotten up without asking for assistance. The
resident told RN 42, he/she felt like they were
being punished. Tha resident told the nurse
hefshe had been mistreated, and that was the
resident's perception.

2. Interview with Fesident #4, on 11/13/15 at

F 247
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11:45 AM, revealed hefshe had been moved o
another room in the middle of the night without
notice. The resident stated it was because of
his/her cancer. The rasident stated nobody had
asked him/her if they wanled o move.

Record review revealed the facility admitted the
resident on 11/05/15 with diagnosis of Lung
Cangcer.

interview with the RN #3, on 11/13/15 at 10:40
AM, revealed the resident was moved because
they nesded to place the resident in isolation.

intarview with the Infection Praventionist, on
11713/15 at 10:48 AM. revealed infection control
practices arg hospital wide including the SNF.
She stated it was the hospital's policy to look
back up to a year for any patient thathad a
history of infectious disease and isolate them.
This included the SNF,

483.35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1} Procura food from sources approved or

considered satisfactory by Federal, State or local

authorities; and

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

This REQUIREMENT is not met as evidenced

v 247

F a7

Fa71

On 1112715, gl food items that wers stored
opened, with no date labsl, were discarded, On
12/1/15, the Clinical Nulrition Manager creatad
an HMH FANS Handbook for ail Food and
Mutrition Services (FANS) staff. The Handbook
describes the requiremsnt and process for
labeling all opened and stored foods in any
{reezer, rafrigeralor, bin, or storage area. For
consistericy, labeling procedures are now
standardizad to uss only the date dots stickers,
or ziplock bags with dates written on the bag.
Date labels will contain open and/or sxpiration
date, depending on recommended storage
fimes from USDA guidslines. The FANS
{continue)

12/24118
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Hased on observation, interview and policy
review, it was determined the facility failed to
store food in a sanitary manner with opened food
itams not dated in the freezer (four {4) bags), raw
meat opened and not labeled, dessert trays in the
refrigerator with no date, sugar and flour
bing-tops dirty and not dated when food product
was placed in the bins.

The findings include:

Review of the Infection Control Policy {(as it
related to the dating system of food items),
ravised February 2012, revealed left overs would
be disposed of within seven (7} days. The staff
may write date prepared on aluminum {oil or use
special stickers that say "Made Tues, Use by

- Mon" {date of use 1o be wrilten in).

1. Observation of the Early Cook Freezer door,
an 11/12/15 at 8:30 AM, revealed there was a
sign on the outside of the door that asked are all
opaned foods covered and dated?

Observations made during the Kitchen Tour, on
1112715 at 8:30 AM, revealed the Early Cook
Freazer had two {2) bags of corn opeaned, not
dated, one (1) bag of paas open and not dated,

one (1) bag of mixed vegetables opened and not

dated.

2. Chservation of tha self rising Hour bin, sugar
pin and plain flour bin, on 1112415 at 8:32 AM,
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- F371 (continued) ,
F 371 Continusd From page 14 £ 371 Supervisor placed a USDA Guideline Booklet in

the FANS Departmenton 12/1/15 in three
convenient areas for staff reference. The HMH |
FANS Handbook also describes a new process |
for accountability of proper food storage.
Specific stalf is responsible for proper storage
iy thelr own areas, and for dally monitoring of a
different area. For example, the stafl member
assigned (o salads is responsible for properly
storing and labeling all foods in the salad food
area, and for checking the dessert siaff arcas
gach day for properly stored and labelad food
iterns. Daily monitoring completion is
documentad on a dally checklist with staff
initials, The dally checklist also includses
cleaning of tha lid, rim, and oulside surface of
all dry storage bins daily. Dry food bins are fully
sanitized sach Yme it is emptisd of food product
On 12/1/18, the Clinical Nulrition Manager
raviewed the FANS Policy 8060-0004 "Leflover
Foods®, and FANS Policy 8030-0046 "Infection
Control”, 10 be updated with the labeling of
stored foods using only date dot stickers or
ziplock bags. The HMH FANS Handbook was
distributed 1o sach FANS staff by the Clinical
Nutrition Manager beginning on 12/2/15,
Additionally, all FANS stalf is required fo attend
a mandatory staff meeting with the Clinical
Nutrition Manager and FANS Supervsor for
re-aducation before 12/23/15. Education will
enforce the contents of the HMH FANS
Handbook and dally checklists, By 12/11/15, the
Clinical Nulrdtion Manager and FANS Supervisor
will add the review of the HMH FANS Handbook
to sach FANS Job-spacific Orlentation checklist
for gl new hires. On 11/23/15, the Assistant
Yice President of Operations, made the decision
ta require all Cools and Food Specialists o
abtain Person in Charge (PIC) training and
certification rather than only seledt individuals.
{continue)
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revealed all three (3) bins had a yellow and white
fitm on the lid and rim of the bin. There was no
date or label for how long the product had been in
the bin.

3. Cbservation of the dessert and salad
refrigerator, on 11/12/15 at 8:35 AM, revealed a
large cart, ten {10} shelves long, with different
desserts and salads coverad with no label or
date.

4, Observation of the walk in refrigerator, on
11/12/15 at 8:40 AM, revealed raw (bloody) pork
tendericin openad with no label or date. No food
was under the meat.

5. Observation of the Dry Slorage Area, on
11/12/15 at 8:44 AM, revealed six (8) bins holding
itermns such as northern beans, ninto beans,
macaroni noodles, and other typss of noodles,
rice and brown rice, not labeled or dated to show
how long the product had been In the bins.

Interview with the Food Specialist, on 1113415 at

12:41 PM, revealed food was 1o be dated when
opened. She stated the food tams needed to be
labeled so that the staff would know when 10 use
the food and not cause any food bourns fliness.

interview with the Cook, on 11/13/15 at 12:35 PM,

revealed when food was opened it needed 1o be
labeled and dated. The Cook stated the food
neaded (o be labeled and dated to ensure the
tood was being usad by the right time frame. The

This fraining, conducted locally by the Lincoin
Trail District Health Department, thoroughly
prapares food service workers for proper
sanitation and safe food handling. Current slaff
will ba scheduled in phases to atlend training
sessions, which are avaitable monthly beginning
in January. All new Cook and Food Speciaist
hires will be required o obtain the PIC training
within 80 days of hire. To monitor ongoing safe
food storage compliance, the Clinical Nulrition
Manager and FANS Supervisor will monitor
storage areas for proper labsling, as well as
daily checklist complation, twice weekly and
foltow up with individuals as indicated for
accourdability. The Clinical Nulrition Manager
and FANS Superdsor will provide education, or
bring In an outside vendor or entity to provide
aducation, to all FANS staff at least annually.

Fa71 ADDENDUM (12115115

The Clinical Nutrition Manager and FANS
Supervisor will report resulis of food storage
monitoring o the Nursing Faciilly Quality
Committee for six months for further
recommendations and follow up.
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Cook stated the meat should have been placed in
a separate pan, labeled and dated. The opened
meat could contaminale other food if placed
under the mesat.

irterview with the Supply Tech, on 11/13/15 at
12:50 PM, revealed he stored the beans, pinto
beans, noodles et and no one had informed him
0 label and date the bins. He stated the supply of
beans and noodles would be consumed between
a month and six {8) months. The Supply Tech
stated he had not recelved any training on
storage and labeling since he had been working
at the facility.

interview with the Supervisor of Food and
Nutrition, on 11/13/158 at 12:30 PM, revealed the
facility had seven days to utilize a food product
when it was opened. The Supervisor of Food and
Mutrition stated he could not guarantee the food if
riot dated because he would not know how long it
had been opened. The Supervisor of Food and
Nutrition stated meat should not be stored
opened. The meat should have been taken oul,
washed, placed into a pan, wrapped and dated.
He stated he was trying o prevent any food
nourne lliness. He stated the residents are
compromised and do not want them to become
sick. The Supervisor of Food and Nulrition stated
the staff had not been educated within the last
year on safe food storage and labsling. The
Supervisor of Food and Nulrition stated that the
bins of food were cleaned weskly and could have
been cleaned betier,

F 520 483.75{(0){1} QGAA F&20
88=P | COMMITTEE-MEMBERS/MEET
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by

! determined the faciiity falled to have the

CQUARTERLY/PLANS

A facility must maintain a guality assessment and
assurance committea consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
committee meels at least quarterly o identify
insues with respect to which quality assessmant
and assurance activities are necessary, and
develops and implemenrds appropriate plans of
action to corredt idsniified quality deficiencies.

A State or the Secretary may nol require
disclosure of the records of such commitiee ‘
except insofar as such disclosure is related to the |
compliance of such committes with the
requirements of this section.

Good faith atternpls by the commities to identify
and correct qualily deficiencies will not be used as
a basis for sanctions.

This REGUIREMENT is not met as evidenced

Based on interview and review of the Quality
Assurance {QA] meeting signature sheels, it was

designated members in attendance and failed to
canduct the QA meeltings at least quarterly to
identify quality deficiencies and implemeant
appropriate plans of action,

The findings include:
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On 11/20115, the Director of the Nursing Facility,
the Unit Manager, and the Vice Praesident/Chief
Medical Officer met to develop a plan to
restructure and actualize a purpossful Nursing
Facility Quality Commitlee, They thoroughly
revigwed Nursing Facility Policy 8050-NF38
“Quality Assessment and Assurance Plan -
Nursing Facility”, a policy which was not
presented to the surveyor at the time of the
intarview with the surveyor on 11/13/15. The
policy, approved on 03/14, includes the required
composition, dulies, and responsibilities of the
Nursing Facility Guality Commities. On
1111315, the Director of the Nursing Facility
sent a standing meeting requeast through
Microsoft Outlock to all team members for the
second Friday of svery 3rd month beginning in
January, 2018. A meeting reminder will also ba
emailed to all participants by a Quality
Management Secretary the week prior to each
scheduled meeting. Medical Staff participants
will receive a phone call reminder during the
week prior to sach schaeduled meeting. An
additional meeting is also scheduled for 12/4/15
for the team o identify priorities for ongoing
quality assessment and activities, and to
develop a plan for measurement and reporting
of data. The team composition includes the
Diractor of the Nursing Facility, the Medical
Director, the Facilily Administrator, the Unit
Manager, the Manager of Clinical Quicomes,
the Infection Preventionist, and designated
Nursing Facility staff members. Additional
membars, including Medical Staff, may be adds
as needs or activities evolve. Specific standing
agenda items will be includad in each meeting,
including resident feadback and staff feedback,
and will also be used to guide the direction of
improvement activiies. The Unit Manager, who
{continue)
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STATEMENT OF DEFIGIERGIES
AND PLAN OF CORRBECTION

(1) PROVIDEFVSUPPLIER/CLIA
ISENTIFICATION NUMBER:

185427

1%2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
A, SULDING COMPLETED
B WING 11/13/2018

- NAME OF PROVIDER OR SUPPLIER

NURSING FACILITY OF HARDIN MEMORIAL HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CODE
913 M. DIXIE AVE,
ELIZABETHTOWN, KY 42701

The tacility did not provide a policy for the Guality
Assurance Committee. Interview with the Vice
President/Chief Medical Officer, on 11/13/15 at
10:16 AM, revealed the Nursing Faciiity's QA was
incorporated into the hospital's QA and had no
specific policy for the Skilled Nursing Facility
{SNF}.

Review of the QA signature sheets revealed the
Skilled Nursing Facility held a QA meeling on
12/29/14, August 2015, and 11/10/15. However,
the 11/10/15 QA meeting only consisted of two (2)
members and no physician representative.

Interview with the Vice PresidentChief Medical
Officer and Director of Medical Inpatient Services
{new Director of Nursing over the Skilied Nursing
Facillity), on 11/13/15 at 10116 AM, revealed there
had been no (A mestings from December 2014
1o August 2015 because they were new in their
positions and were unaware of the requirements.
The Vice President stated it was his responsibility
to conduct the QA mestings because he was
responsible for the oversight of the SNF. He
stated there had been many leadership changss
and it had fallin through the cracks. He stated he
recently had a discussion regarding the QA
process with the Diractor of Nursing and the Unit
Manager. The Director of Nursing stated she had
iust recently becams aware the QA commiliee
had to be separate from the hospital's QA and
must meet at least quarterly. She stated she then
set up a schedule 1o ensurs the QA meetings
were being held, but failed to identify certain
members had 10 be present. She siated the Unit
Manager and herself were the only QA members
present at the 11/10/15 QA mesting. The Vice
Prasident stated the SNF had a Medical Director

rasidents and staff to discuss staff concems,
ideas for improvement, and overall feedback
ragarding quality of care on the unit, will report
this feedback to the committes. The Unit
Manager, with support from the Quality
Management Sscretary, will be responsible for
ongoing maintenance of the mesting calendar,
maeting altendance, and recording of the
maeting minules.

F520 ADDENDUM (12/15/18)

No residents were identifiad by the deficient
practice. The Nursing Facllity Policy 8050-NF38
"Quality Assessment and Assurance Plan -
Nursing Facility” was on the electronic policy
manual for the Nursing Facility. The effective
date was 1/2010 and mast recent revision date
3/2014. The Vice President/Chief Medical
Officer interviewed had not been informed about
the Nursing Fagility policy for quality assess-
meant and assurance al the thme of the survey.
During the Nursing Facility Quality Commitise
meeting on 12/4/15, the policy was reviewed
and discussed by all the members. The policy
includes the required membership, and roles,
duties, and responsibiliies of the commities
members,

All Nursing Facllity Quality Committes meelings
will include an attendance roster for each
member o sign. The commitiee chalr will review
atiendance at the beginning of each meeting to
ansure the presence of the Director of nursing
services, a physidan, and a minimum of three
stafl from the nursing facility, as defined per
poticy. Signature sheels will be filed with mestin
minutes for reference. All Nursing Facility
poticles will be reviewed by the Quality

Committee svery two years or more often when

indicated by process changes or regulatory

statutes.
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but had not been asked fo altend the QA
meetings.
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{F 000} INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in

compliance, 12/24/15 as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT

(TO BE USED WITH CMS-2786 FORMS)

PROVIDER NUMBER

K1 185427

FACILITY NAME

NURSING FACILITY OF HARDIN MEMORIAL HOSPITAL

SURVEY DATE

*K4 11/13/2015

K6 DATE OF PLAN
APPROVAL

01/01/1954

K3 : MULTIPLE CONSTRUCTION

TOTAL NUMBER OF BUILDINGS

NUMBER OF THIS BUILDING

0l

A BUILDING
B B WING
C FLOOR
D APARTMENT UNIT

LSC FORM INDICATOR

Health Care Form
12 | 2786 R 2000 EXISTING
13 1278 R 2000 NEW
ASC Form
14 12786 U 2000 EXISTING
15 | 2786 U 2000 NEW

ICF/MR Form

16 12786V, W, X

2000 EXISTING

17 12786V, W, X

2000 NEW

*K7 SELECT NUMBER OF FORM USED FROM ABOVE

COMPLETE IF ICF/MR IS SURVEYED UNDER CHAPTER 21

(Check if K29 or K356 are marked as not applicable in the
2786 MR T. U V, W, X, Yand Z)

SMALL (16 BEDS OR LESS)
| PROMPT
K8: 2 SLOW
3 IMPRACTICAL
LARGE
4 PROMPT
‘ 5 SLOW
K8: 6 IMPRACTICAL
APARTMENT HOUSE
7 PROMPT
KS8: 8§ SLOW

9 IMPRACTICAL

ENTER E-SCORE HERE

K29: 3 K36: 3 K5: eg2.5
*K9 : FACILITY MEETS LSC BASED ON: (Check all that apply)
All X A2 A3 Ad AS
(COMP. WITH (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
ALL PROVISIONS) BASED DESIGN)
FACIL 2 TMEET LSC: K180:
FACILITY DOES NOT MEET LSC Al X B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are sprinklered)  (Not all required areas are sprinklered) (No sprinkler system)
*MANDATORY

Form CMS-2786a
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CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1954, 1967, 1979, 1983,
1989, 1993, 2005

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF
TYPE OF STRUCTURE: Six stories, Type | (332)

SMOKE COMPARTMENTS: Two (2) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete, automatic,
wet sprinkler system.

GENERATOR: Type |, 510KW generator installed
- in 2005. Fuel source is diesel.

A Recertification Life Safety Code Survey was
conducted on 11/13/15. The facility was found to
be in compliance with the Requirements for
Participation in Medicare in accordance with Title
42, Code of Federal Regulations, 483.70(a) et
seq. {Life Safety from Fire).

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

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrection is requisite to continued
program participation.
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