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F 222 Continued From page 13
" approaches to manage histher behaviors.
2. On12119/14, each cognitively intact resident
fwith a Brief Interview of Mental Status {BIMS)
. greater than or equal o sight (8) was observad
“and inferviewed by the SW, Registerad Dietician
{RDY, Activity Director andior Director of
Rehabilitation for resident concemns of any
- potential abuse, neglact or misappropriation. Tha .
findings of the interviews and obsarvations were |
! s reported to the Administrator on 12/19/14 Any
! allegation/concermn was immediately followsd up
i on by the Administrator, with investigations
completed, and natifications mada, I indicated,
by the Administrator. The findings were to be
reported at the 12/22/14 Quality Assurance {QA)
i Committee meeting by the Business Office
Coordinator.  The SW was to confinus to
i perform interviewable resident abuse
observations and Interviews waekiy and report
“the findings (o the QA team.

P30 On 12814 thraugh 12/19/44, licensed J
. nursing staff conducted head to toe assessments
"of each cognitively impaired resident, who had a

. BIMS less than sight (8) or was

' non-irterviewable, for any new or unusual
, bruises, skin taars etc., or other signs of potential
‘abuse. There were no findings that would trigger |
- an aflegation of abusse. The results of the head to :
- loe assessments were reviewed by the DON and |
 Administrator, and the findings reported af the

| 12/22/14 QA maeting by the DON. The Nursing
Management Team which included the DON,
 ADON, Unit Managers and Team Leads would

. perform nead to foe assesaments of each

' cognitively impaired resident waekiy for any

- new/unusual bruises, skin tears efc., or other
| signs of potential abuse, with no findings that

|
o .
!I :

|
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|
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: required action af the time. |

o4 On 12/18/14 the faclity's electronic charting
systern was modified by the Corporate Nurse fo

 Hist/show intervertions for residents’ hehaviors on

the Kardex (nurse aide care plan). Fach

residents' Kardex was updatsd automatically. By

12/19/14 the Regisiored Nursa
, (RNYMOS/Resident Assessment [nstrument
| (RAf) Coordinator reviewed all resigents care
: blans fo ensure Behavior Comprahansive Oara

- Plans were in place for each resident assassad fo

. require one,

5. On 12119414, the Administrator, Corporate

" Compliance Officer (CCO) and Corporate Risk
Manager (CRM) reviewed each file of rasident

- allegations of abuse or facility seif reports of
potential abuse in the past thirty (30) days to

cassure completensss and thoroughness of the
investigation. If thera were any concerns/gaps
identified, they were followed up accordingly by
the Administrator. On 12/21/14, the

S—

; Agministrator, CCO and CRM reviewed additional

“investigation files which wers generated by the
facility's observations and intarviews completad

was hot limited to! immediate removal of any
ralleged or perpetrating staff fram any care area;
immediate reporting to the Administrator:

" alleged victim; and review of the investigation
action ensuring it met the policy and fadera!

-requirements. The Administrator took action, i
any required. The aileged perpetrator, GNA #1

e —

; was terminated on 11/28/14 after the completion

of the facility's investigation.

j 8. On 12/19/14 all personnel fles were audited

“on 12/19/14 through 12/20/14, This included, hut

_Interview of resident and staff, assassment of the

s S

L
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- screening and prevention of abusa. The files
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by the Business Officer Coordinator and Medicai

: Records Director for completion of pre-hire

components used Ly the facility as part of

were found to be one hundred percent {100%)

L compliant, with svidence of current Licenss

verification, Abuse Registry Check Reagistrafion;
Crimiral Background Check: znd Kentucky

- Carsgiver Misconduct Registry check. Tha
findings of the audit were reported to the
P Administrator on 12/19/14 and were to be

raported to the QA Comimittee an 12022114, by

'he Business Office Coordinator. Tha Business

Office Coordinator and Administrator would

‘review each new hive personnel file to assure
. verffications and background checks were
“cornpleted prior to beginaing work,

7 The facility's Abuse/NeglectMisappropriation
i of Property Policy was reviewsd on 12/1 G4,

which was In place at the time of tha BUrvey,

Faddressing concerns identified by survayors, by

comparing it to federal regulations and

Unterpretive guidelines and tha contents of the
fecility's poficy. The facility's

“ Abuse/Neglect/Misappropriation of Froperty

- Palficy was revised on 12/19/14 by the Chiaf
Operating Officer (COQ), Vice President P of
- Risk Management, and CCO.

P80 On 1211814 the CCO nsarviced the
- Administrator, DON, ADON, Unit Managers and

; each Department Head on tha resuits of the
“survey, the facility's roct-cause analysis of the
 deficiencies and the newly revised abuse policy
“and procedure. Additionally, on 12/19/14 the

| GCO Inserviced each Department Head, in 2
“Traint the Trainer” fashion. on the "Team

- Member" education which covered Abuse

ettt e,

|
|
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F 2231 Continued From page 18
: Pravention, Abusa Regorting, Investigations,
Comprehensive Care Plans, Kardex {Nurse Aide
t Care Plans) and the revised poiicy.

CON 12/21714 the CRM and CCO aach provided

+ additional education to the Administrator, DON,
and Nursing Leadsrship Team on: review of _

federal regulations and interpretive guidalines for

223, F225, F226; additional review of the

revision of the facility's policy on
Abuse/NeglectMisapproptiation of Property; and

 Toot cavse analysis of the survey findings reiated

“ 1o systematic respense to allegations. Evidence

- of e leaming was measured via meaningful
Question and Answer (Q & A) and discussion of

| cause exampies and a repeat verbalization of

, understanding of definitions and the facility's

" system.

8. On12/19/14 through 12/22/14 afl staff
i including licensad Nurses, CNAs, licensed
Therapists, Social Services, Activity, Distary,
< Housekeeping, Busingss Office and Maintenanos
, was provided inservice sducation, "Team
“Member" Education, by the CCO, Administrator,
i . BON or Trained Departmeant Head which coversd |
" Abuse Preventlon, Abuse Reporting,
i Investigations, Comprehensive Care Ptans,
Kardex (Nurse Aide Care Plans) and reporting
L concems immediately. The updated abuse policy
. was reviewed and referred o in sl stalf "Team
- Mamber” education in-services, performed from ,
12M8M4 through 12/22/44. Evidancs of the staff
" member's fearning was meastired via a writien
- post-test, with & 100% accuracy required. Any
staff member who had not been atwork, or wag |
- on leave or vacation would complate all education 5
and iraining prior to working their next shift. No
| staff member would work without first baing

e

iE {54312 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S FLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLHL PREFIX (EACH CORREGTIVE ACTION SHOLLD BE
TAG REGULATORY OR LSC IDENTIRYING INFORMATION} TAG CROSS-REFERENCED TO THE APPRUPRIATE
DEFICIENCY)
|
; F 223

!

FORM CMB-2867(02-09) Previous Varsions Obsolete Event I 280474+

Facility il 160925 if centnuation sheat Page 17 of 128



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01715820145
FORM APPROVED
Gil\ﬂB NGO, 0538-0351

CENTERS FOR MEDICARE & MEDICAID SERVICES

i
02 MULTIPLE CONSTRUCTION Fx:a; DATE SURVEY

i
| STATEMENT OF DEFICENGIES {(X1) PROVIDER/ASUPPLIER/CLIA i
If»wr; PLAN OF CORREC IGENTIFICATION NUMBES, | A BUILDING | COMPLETED !
!
i v
| 185447 [ BOWING — — 1202912004 |
NAME OF PROVIDER OR SUPPLIER ] STREET ADDRESS, CITY, §TATE, 2IF CONE |
830 VIOX DRIVE |
VILLASPRING OF ERLANGER ! /
s ' | ERLANGER, KY 41018 ]
"’ SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRESTION !
| 4 {EACH DEFICIENCY MUST 51 PRECEDED BY FULL {EA0H CORREGTIVE ACTION SHOULD AE |
[ g REGUIATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED T0 THE APPROPRIATE |
£ DEFICIERG ) i
!
F 223 Continued From page 17 F 223 j
Inserviced, All nawly hired staff membars wauld !
b provided inservice education on ahuse |
f ¢ prevention, entification and reporting during !
i thair orientation prior to working in tha facility . }
i - through the Interactive Computer Program with a !
| - post-test and review of the abuse policy signeg |
' for verfication. The Business Office Coordinator
] - would frack completion,

f S Annual mandatory inservice of abuse, including
. but not timited to prevention. wold continue fo be
monitored by the Business Office Coordinator:
- additionally, as indicated by concerns or
sbsetvations, impromptu inservices for staff
“would be held as decided oy the Administrator,
, DON, andior Ombudsman.

“Also, besides being directly taught to staff the
 Tevised policy was placed in areas staffteam

members typically congregate, take breaks and
. &at lunch.

=19, Begipning on 12/20014, a random

observation and interview of stalf members was

" begun by the Administrater, Corporate support
staff and Department Heads, The cbservations

“and interviews were designed o detect if siaff

: members were knewledgeabls about prevention,

reporting, investigation of abuse and how to

- Iocate and review the ravised abuse palicy. The
“acility was to perform intarviews of at jagst

s twenty (20 staff mambers weekly until substantial

. complience was obtained to ensure each

“allegation of abuse wauid he rapcrisd

immediately by the staff to the DON or

Adrinistrator. 1f the DON or Administrator WS

; netin the faciity, staff would contact the DON or

" Adminfstrator via phone for theroughviimely

- Investigation and reporting. The Administrator
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! fwould be notified immediately of any aflegations.
Alter substantial compliance was obtained, the
OA team would determine the frequency of the
; staff inferviews.

: The findings of each observation and interview
deveioped for this Allegation of Complianes

HADGC) were svidence of the operationalization of

the facility's policy an

- abuse/negiectmisappropriation of property. Al

findings of ebservations and interviews would be
reviewed by the QA Commiliea to ensurs eam

s rnembers understood, implemented and
operationalizad the policy,

f 11 The QA team consiats of the Madical
' Director, DON, Administrator and Department
Heads. A QA meeting was held on 1211%/14 with
the Medical Director, DON, Administrator and
other members of the QA Committes. The
findings of the State Survey Agency's findings, as .
i well as, deficiencies, including the Scops and
Severily, were distussad in the mesting. Action
fplans fo address each deficiency, as well as, the
overall system were developed and approved by
“the QA Committee, On 12/22/14, a second full
. QA Committee meating was held to review ihe
" getion plans to remova the Immediate Jecpardy.
; ; Findings of ail observations end interviews,
- compliance with inservicing and results of
) : monitering were analyzed and discussed. The
i findings would be reported by the DON,
; - Administrator or Social Service Ditector and
! followed by each with Cammittee
j fecommendations. QA mestings would take
place weekly, until the facility was in substantial
i . compiianca, and when that ocourred the Q4

|
|
i
;

“Committee would decide on the fraquency of ;

i meatings with @ minimum of quarterly, in orderto ' :

H : !
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=223 Continved From page 19 . Foza’
keep the facility in substantial compliance. ‘:

] :

r’ 12, From 12/19/14 through 12/22/14, the DON,
i { ADON, Corporate RN, RN Managers and/ior

) " Team Lead Nurses provided additionai

! Finservice/education to the Nursing staff and

I Interdisciplinary Team (07) on the
! - LComprehensive Care Plan and communication of
J’ infervantions to the Kardew/Nuree Aids Care Plan
Cfor implarmentation. Included in this raining was
the imporance of accessing the Kardex,
“communicating ehanges needed to maintain an
accurale and updated Plan of Care, including the

Kardex, for each of the facility's residents,

13, On 12018714 through 12/22/14, the
: RN/MDS/RA! Coordinator, MDS Licensed
“Nurses, the Corporate RN, andfor Social Sarvice
, Director reviewed each residents' care plan for
“Behavior to assuwre interveniions were appropHaia
s and flowed auvtomatically to the Kardex (nurse
aide care plan) based on feedback and
i assessment by the diract care staff which
Inciuded the CNAs, ficensed Nurses, Unit
: Managers and Social Service Director. The care
| plens were updated as indicated. The findings
were reviewed with the DON and Administrator on -
12/22/14 and wouid be reported to the QA ]
 Commiitee on 12/22/14 by the DON.

: The Kardex's wers to be reviewed and Updatad !
qally by the Charge Nurses, Unit Managsrs, MDS | _ ’
| : Nurses, Team Lead Nurses andfor Therapists to : : j
i " assure they ware current and provided : . . : i
; @poropriate inferventions for each resident. The
Kardex was to be printed off each day by the
 Charge Nurse and a copy of the Kardex given o ]
“the CNAs. The Kardex copy and verbal report i
 from the nurse was given to each CNA to ensurs _ f
Eventi0: 28M7 11 Facifity 0 160925 ¥ continuation sheet Page 20 of 128
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’ F 223 Continued From page 20
J the direct care staff was aware of the
; interventions ir place for 2ach of the facility's

residents. If the Kardex was rot current, licensed
! staff would update it and assure the ONA had the |

. updated copy. CNAs were made aware they

" weare to communicate verbaily or via the Kardex
to the nurses any concems or need for further

assessment or update of the resident's care

f - plan/Kardex. Resident #1's Kardex wag reviewed
Py the Charge Nurse for changes of the Plan of

- Care for the rasident,

* Observation and intarview rounds will be
: completed by the Administrator, DON, Unit
Manager, Team Lead Nurses and/or licansed

» Clinical Department Heads to ensurs aach direct
. care staff parson had the Kardex Copy on their

Lperson and was gble to use it. Results of the

, Observations and interviews would be reperted to
the DON. The DON would regort the findings at

the 1272214 QA meeting.

' The State Survay Agency vatidated the

_implementation of the facility's AOC as follows:

o1 Review of Resident #1's skin agsessment,
“dated 11/26/14, reveaied no open areas or
' bruising noted. Review of the Social Services

Note, dated 12/19/14 revealed 2 late antry from
| the Social Worker fo address her interview with

Incident/alleged abuse on 11/25M14. Continued

. review of the Social Service Notes, dated
D 12118014 and 12/19/14, revaaied the Social

Service Director followed up with the resident to
assess Resident #1's psychosocial wail-being.

: Raview of Resident #1's Comprehensive
‘Assessment, dated 12/19/14, revealed the

} the resident on 11/26/14 to discuss the
j | resident was assessed by Licensed Practical

o003

et e .

P — s
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Nurse (LPN) #7/MDS Nurse with na CONCEINS
fidentified. Raview of Resident #1's Kardex
 reveaiad a Behavior/Mood care plan was added
o the Kardex, Review of Residant 21'g :
- Comprehansive Care Plan reveslad the resident's’
i care plan was revised on 12/19/14 for staif to
} [ analyze key times, pigces, circumstances,
triggers, and what de-escalated his/her behavior
- and document the information. as the resident
: was noted fo have increased anxiaty with :
“showers and when his/her spouse had left for the

: day.

| Cinterview with the DON, on 1224714 at 10:23 AM,
! reveaied Resident #1 was assessed “that night” ;
{11/25/14) and Social Services continuad fo follow
| up with the resident. She stated Residant #1
resident was assessed again on 12/18/14 and
Hhisfher care plan was undated/revised, She
 reported she reviewed the resident's
Updatedirgvised care plan and verified it was
: complete regarding the changes that needed fo
be reftected on histher care plan. She further
i stated the CNAS' Kardex had been tupdated with
the changes. Continued inferview wilh the DON
‘revealed the $8D also agsessed the resident on
' 12/18(14 and had been following up with the
 resident by reviewing his/her care pian.

'Interview with the S50, on 12/24/14 at 1008 Al

; revesied she talkad fo Resident #1 an 12/18/14,

“and had followed up with him/her singe.

: Continued interview revealed Resident #1's care
plan was Updaled refated to hisiher behaviar and

 batbing.

e e

{2, Review of the facility's Resident Rights/Abuse
~PreventionfComprehensive Care Plans Audit
| Worksheets, dated 12/18/14 and 12/19/14,

|
]
|
|
f
ﬁ

|
|
ff
|
|
|
|
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F 223 Continued From page 22 ‘ F223
. fevealed residents with a BIMS score of eight (8) .
g O higher were interviewsd by the Director of '
i i Social Service, RO, Activity Director and/or
Director of Rehabiitation. Two {2} residents,
“Unsampled Resident A and Unsampiad Rasident
- B, who also resided on Resident #71's unit
expressed concerns on 1221014, regarding sfaff,
] ‘thesa concerns were not sbuse related, The
] residents’ concemns were related to staff not being ;
“able to work fogether to provide care, and staf
y ot taking the time to talk 1o them. Continued
review of the audit revealed the Administrator :
foliswed up with the two (2) residents on .
122204, ‘ : i

Cnterview on 12/24/14 with Unsamplad Resident
A at 8:30 AM and Unsampled Residant B at G40

PAM, revealsd they were questionad by staif

s regarding any concerns they had of abuse by
“staff, howaver, neither resident expressed

fooncems regarding abuse.

1202414 2t 10:08 AM, reveaiad she intarviewsd

“all of the interviewabie residents with a Birs

tscore of eight (8) or higher on all the facility's

 units. She reported there were no soncerns of

- sbuse given. The Social Services Director statad |

: the Administrator followed up on some residents’

concerns which were not related to abuse. Per

Hinterview, the interviewable residents wouid !

_confinue to be interviewad reqarding any abuse !f

‘coneerns, and observations performed at the time ‘ : |
!

: Interview with the Soclal Sarvices Director, on : - f
|
H

, of interview to ensure the residents had no signs
"or symptoms of abuse,

e e o

’ Interview, on 12/23/14 at 3:19 P, with the :
“Business Office Coordinator revealed the findings
f _of the audits were reportad 1o the QA Committes | : i
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on 12/22/14,

nterview, on 12/24/14 at 10:23 AM. with e

s Administrator revealad the findings of the .
interviaws and observations weare raported to him -
on 12/18/14, and continued to be reported,

+ 3. Review of the skin assessments, dated _
12/19/14, of residenis identified as having a BIMS

Lof seven (7) of less and non-ntetviewable

. residents revealad they wers assessed by

foursing staff who inclided RN #4, LPEN #8, the

 ABDON and LPN #7. Raview of the skin

" assessments revealed no new or unusual

; bruising, no concerns were noted.

o Interview with LPN #8, on 12/23/14 at 733 BM,
“ravealed she did slin assessments for residents

s who nad a BIM3 of seven (7} or less, ar who

ware non-interviewable. Sha stated she 5 : :

; assessed the residents on 12/19/14, and no :

| concerns were observed or neted, /

Interview with the DON on 12/24/%4 at 1023 AM,
| revealed weekly skin assessments wera :
“completed by Unit Managers, Nursing Team
- Leaders and Nursing Management. Per
interview, each had a group of residents thay i
c assessed and any injuries of unknown source |
were to be looked into. She reported however, |
there were no injuries of unknown source |
- observad during the skin assessment audits. The _ i
| PON indicated she and the Administrator : ' ‘ j
‘raviewed he skin assessment sudits, and the : | f
_audits were taken by her to the QA meeting on |
$12/22/14. She revealed the skin assessment J
. audits would continue weekly. |
: i
l
i

. Review of the QA Meeting sign-in shee? ravealed
Event 2 2880711 Faeiity (D 100925 if continuation sheet Page 24 of 125
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223 : Continued From page 24
thers was a meeting dated 12/22/14 with ail
' Department Meads present

4. Review of the statement, signed by the
: Corperate Nurse, dated 12/22/14, revealed on
j 12/18/14 she activated a Routine Bahavior
[ : Monitor for Point of Care, the facility's electronic
charting system, and an as needed option for
| - avery resident at the facility. Review of Resident
! ,#1's Kardex/Nurse Aide Care Plan revealad it was |
' ‘ revised to reflect the resident's behavior/mood
- and included revised interventions for CNAs to
“assist with resident's care ragarding behaviors.

Review of the Performance Improvement (Pl
FWorksheet audit, reveaiad all residents' with

behaviors were assessed for the Kardex being
feurrent with appropriate infervaentions for

residants, and f the answer was no, the Kardax
Pwas updated.

'Review of the audit of residents with asgessed
 behaviors, dated 12/19/14, revealed all their care :
plans were reviewed o ensure Behavior :
, Comprehensive Care Plans were in placs.

s Interview with the RN/MDS/RAI Coordinator, on
C12/24114 at .31 AM, revealed she had workad

; with the Corporate Nurse to ensure residents’

" behavior cars plans would fow o tha CNAS'

: Kardex on the facility's electronic charting system. |
' She stated she reviewad all the residents’ care

: plans and updated as neaded,

: 5. Review of the facility's Pl Worksheats
“revealed on 12/19/14 and 12/20/14, files

. pertaining to abuse and self-repors were
‘reviewed for the past thirty (30) days by the
Administrator or Corporate staff. Resident #1%

|
|
|
|
|

|
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F 223, Continued From page 25 : 223
- and Unsampled Resident C's investigations wers
s reviewed with the following areas addressed:
evidence of allegation; safe/sacure
resident-immediate report to DON/Administrator;
, alleged perpetrator remaval: requirsd inifis
notifications within time frame: staff was
| intarviewed; Residents wearg intarviewad; Social
Bervice Assessmenis were completed; and
- education performed, On 12/21/74, any
additional files which were generated from the
s information,

: Review of CNA#1's personnel fie revealed. she
was terminated on 11/28/14.

Interview with the CCO, on 12/24/14 at 11:14 AM, |
fravealed when ipoking at the investigation related ;
o the alleged abuse of Resident #1, he knew it
“was not good whan CNA 1 completad her shift
- caring for residents, after the alleged abuse, He
revealed staff should have reported the incident
Cimmediataly. The CCO stated management
reviewed Resident #1's Invastigation and agreed
- with the findings CNA#2 should have raportad

fhe withessed incident of alleged abuse on ;
12514 immediately after 1t occurred. Continued |
nterview revealed they further locked over the
 investigation o see whers the facitity failed.

!

4

[ 5 audiing process were raviewad for the same
|

;
|

| 6. Review of the facility's P! Workshest, dated :
12/18/14 from 12:00 PM to 5:00 PM. revaaled the

| Medical Records Director and the Business

Office Coordinator audited 100% of the facility ‘

staff's personnel files. Continued review reveatad

 the personnel files were checked for current

license verification. Abuse Registry Check

. Registration, Criminat Background Check, and _

 Kentucky Caregiver Misconduct Registry check. : f |
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P

j
!
! : Al personnet files were found o be 100%
g ~compliant.

. Review of three (3) personnal filss for emalcyees, |
CONASET, LPN #8, and the Social Worker : ’
frevealed the files containad the auditad |
{ cocumentation indicating compliance. f
. Intarview with the Business Office Coordinator,
“on 12/23/14 at 319 PM, revealed she audited : ‘
P ourrent facility staffs' personnel files to make sure : '
they had the necessary documentation for : : I
fcompliance. She stated her findings were
. reperted to the Administrator on 12/18/14, and to
the QA Committee en 12/22/14. Continued
Interview revealad for new hires the backgrournd (
“checks were done prior to the emplayee coming
- into the building, |
f
|

“ntarview with the Administrator, on 12/24/14 at

10:23 AM, revealed for praventing abuse the

process began with pre-employment scresning.

. He raported staffs' personnel fles had to be

- 100% compliant in the areas of Abuse, Criminal

i Background Checks, and wilh the Kentueky

Caregiver Misconduct Registry. The

f Administrator reported he reviewed the resuits of
the audits completed by the Business Office, and

" would continue to seview newly hired staffs' files |
fo ensure they were compliant with the required

P documentation,

7. Reviaw of the facility's

- Abuse/NeglectMisappropriation of Property i
' policy revealed the policy was ravised December
2014, for incidents invaiving residents, to indicate } 1 |
- staff must “immediately report the incident to a : ; %E
- supervisor on duty”. 1
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F 223" Centinuad From page 27

s Intarview with the Adminisirator and DON. on
T2/24/14 at 10:23 AM, revealed an 12119/14, the
CCO met with the Administrator, DON, Medical
Diractor, the Nursing Leadership Team, and other
Corporate Siaff to discuss the identified concerns

" and the facility's ahuse policy, to address tha

. concermns identified. Per interview, they came up

with a plan 1o educate the staff. and also
discussed prevention and how the facility get to
"this" podnt,

. 8. Review of the In-Cervices, dated 12/19/14 and
1221114, revealed the CCO and CRM educated
- the Administrator, DON, ADON, Unit Managers
and Department Heads regarding the results of
stirvey, the federal regulations and interpretive
_guidelines for tags, F223, F225, and F225 the
Facifity's root cause analysis of the deficiant
s practics and the newly revised abuse policy.
Review revealaed Department Heads were
Cinserviced in a "Train the Trainer manner
regarding "Team Member" education covering
ahuse prevention, abuse reporting, investigations,
Comprehensive Care Plans, the Kardex and the
“newly revised abuse policy.

Intarview o 12/23/14 with, the Business Office

: Coordinater at 3:18 PM; Social Service
Agsistant/Activity Director #1 at 520 PM; and the

RD at 8:06 PM; and on 12/24/14 with the Social
Services Director at 10:05 AM revealed they
were all insenviced on 12/19/14 and 12/23/44 In

, fhe "Train the Trainer” fashion as per the AQC,

They all stated thay were then able to inservics

- other staff. Per interview, they had to receive a
score of 100% to pass the post-test,

interview with the Administrator and DON on

12124114 at 10:23 AM, revealed the CCO and
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¢ CRM had trained them and ail the Department
Heads on 12/18/14 and 12/21/14, on abuse
“prevention, abuse reporting, invastigations,
. Comprehensive Cars Plans, the Kardex and the
“newly revised abuse policy Abuse in a "Train the
Trainer” fashion, on 12/18/14. Per interview, ail
who were educated were required o achiave a
100% passing score on the post-tast and had
“done so. Continved interview revealed the main
i : changes to the abuse policy was to provide the
i term "immediately, which staff was educated on
: ot to assume someone else reported the alleged
“abusa. They stated a question and answer
: session was performed after the aducation on
122114, to determine the education was
: affective.

| to do or where the facility had "failed” and
Heads in & “Train the Trainer" fashicn.

8. Review of the Inservice sign-in sheets dated
1219714 through 1222114, revealed staff was

! educatad on abuse prevention, abuse reporting,
Investigations, Comprehensive Care Plans, the

| Kardex, the newly revised abuse noficy and
ensuring concerns were "immediately” reported.

: Raview of the nost-tests revealed staff achisved

100%.

Intarview on 12/23/14 withy CNA #2 at 922 AR
 CNARTE on 12/23/14 21 351 PM: Occupational
" Therapist (OT) #1 at 4:38 PM: Diatary Aide #1 at
484 PM; Laundry Assistent #1 at 5:05 P,

" Activity and Sociat Services Assistant #1 at 520

: PN RN #3 2t 5:38 PM; CNA#4 at .59 PM; ONA

#16 al 712 PM: CNA#13 at 7:24 PM; 1PN #8 at

Fntarview with the CCO, on 12/24/14 at 1114 AM. 5
revealed he had looked at what the facility "failed”

addressed that through educating the Department’

|
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F 223 Continued From page 29

733 PM; RN #5 at 7:48 PM: and on 12/24/14
with: RN #4 at 8:25 AM: ONARS at 858 Al CNA,
#12 &t 0:06 AM; CNA#17 at 927 AM: and, GNA
#15 at 405 PM revealed they ail were recently

~Insarviced by a Department Head or Supervisor.

 They all reported the insarvice was regarding the -

- revised abuse poficy, abuse prevention,
investigations, and care plans related to tha

FKardex". Per interview, the policy was
accessible and could be found behind the nurse's

- station and in the break room. Stadf staled the

_revised abuse policy stated to Immediately report

fooncerns o a supervisor as soon as the alleged
abuse was observed. Continued interview with

- CNAs revealed they were familiar with the

_revision fo thefr "Kardex" in which resident's

behaviarimood was added. Dietary Aide #1 and
Laundry Assistant #1 revealed they wera not

Vinserviced on the care plans/Kardax because

. they do not work directly with residents. Al siaff

revealed they were given a post-fest and had to

_have a passing score of 100%.  Continued

Hintarview with staff revealed they continued to be
quastioned by management regarding the sbuse

- policy, and CNAS stated they were being
questioned regarding whether they had their

- residents’ Kardex on thair person or not.

: Intarview with the Administrator and DON on
12724714 at 10:23 AM, revealad no staif was

: ailowad to work until they had receivad the

required education. Per interview, all newly hired

 staff would receive the education prior to working |

in the faciiity througn the inferaciive computer

| programm which the Business Office Coordinater

- wouid track for completion, They stated the

i Business Office Coordinator would aiso monitor

*the annual mandatory abuse inservice sducation,

- Continved intarview revealed staff would recaive -

F 223
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~the "impromphe” education as necessary.

10, Review of the "Team Member Abuse Palicy
FAUGI forms ravealsd staff were randomly baing
 selected to answer quastions reiated to abuse,

- Interview with the Administrator and DON on
12124114 at 10:23 AM, revealed twventy (20) staff
was being interviewed and ohsarved daily o

. daterming their knowledge of the revised ablise

tpolicy and ensure they were knowledgeabls of

i , dbuse prevention, reporting, investigation, how to
locate the pelicy and knew to report immediately

1o one (1} of them in person or per the phone.

They reported the revised abuse policy had been

| placed in break rooms and nurse's sialions for

 slail's accessibility,

Interview with the CCO, on 12/24/14 at 11:14 AM,
‘revealad he along with upper managemeni
s educated staff, up to twenty {20} & day and
“questionsd them regarding the abuse policy.
- Continued interview with the CGO revealed an
. 2udit tool was peing used, and an "Employes

| " Rostar" was checked with staff wha Were

i inserviced to ensure all staff was educated.

: 11, Review of the QA Committee sign-in sheat
dated 12/19/14 and 12/22/14 reveaiad the
Medieal Diractor, DON, Adminisirator, and other
Department Hoads sigred the Sign-in Sheet, Tha .
‘agenda revealad they were scheduled o meat
. weekly for the naxt eight (8) weeks, Review
'revealed they discussad the survey rasufts and
the four (4) Immediate Jeopardy (10} tags, 5223,
FA25, F226 and ¥282. Cordinuad ravigw
i revealed they discussed QA audits 1o ba
Cimplemented, which inciuded personnei files,
| review of facifity investigations I the last thirty

|
|
|
;f
|
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{30) days, skin assassments of rasidents,
- peychosociat assessments of residents, staff

Infervisws/assassments, staff fraining, and sigff

Cimplemaentation of residenis’ Comprehansiva

. Care Plan and Kardex. The facility's abuse policy
- and procedure was aiso reviewed, and the

i reporting system reviewed.

“Interview with the Administrator on 12/23/14 at
; approximalely 2:40 PM, revealed the QA

" Committee met to discuss the deficiancies on
P 12719714 and 12/22/14. He reported they

discussed the results of the survey and

Leompiiance through the audits to be
Cimplemented, such as in-servicing staff, reviewing
‘personnel files, review of facility investigations in

; the last thirty (30) days, skin assessments of
residents, psychosocial assessments of

i residents, staff interviews!assassments! staiff
fraining, and staff implementation of rasidents’
‘Comprehensive Care Plan and Kardex. The

: Administrator indicated the facility's abuse policy

and procedure was also reviewed.

12, Review of the inservice sducation from
121904 through 12/22/14, revealed nursing staff |
-and tne IDT was provided education regarding
residents’ Comprehensive Care Plans and

; Kardex to ensute they were ubdated as

necessary and staff implemented the residents’
interventions. Continued review revealed the
education was provided by the DON, ADON,

t Corporate RN, RN Maragers andior Team Lead
. Nurses,

- Interview, on 12/23/14 5t 5:38 PM with RN #3 a
' Unit Manager, revealed she was part of the

. Nursing Leadership Team, and had assisted with
' providing the education to nursing staff and the
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=223 Continued From page 32 F223.

DT from 12/19/14 through 12/29/44.

; Interview on 12/23/14 with: QT #1 at 4:38 FPia;
CLPN #8 &t 7:33 PM RN #5 at 7:.48 PM and, on i
2124014 with RN #4 at 8.25 AM revealed they afl
, had received the education provided from :
121814 through 12/22/14. Par infarviews, the
: education included information regarding
residents’ Comprehensive Care Plans, the
Kardex and ensuring these were updated and
» ensuring staff implemented the interventions,

!L,
|
|
|

“Interview with the Administrator and DON on
(1224714 at 10:23 AM, revealed the edycation
“had been providad as per the AOC.

i3, Review of the audits of residents’ care plans
tfor behavior from 12719714 through 12/22/14
 revealed they wera performed by the
RNMDS/RAI Coordinator, MDS Licensed
| Nurses, the Corporate BN and/or Sociz] Services |
Diretlor. Review ravealed the care plans werg
updated as necessary.

' Review of the Inservice Attendance Shest, dated
: 12/18/14 and ongoing, revealed staff signatures
indicating they had recelved the Care Planning

f education.

Review of the faciity's P| Worksheet audit for the .
i Kardex, revesled staff were heing observed and
I interviewad regarding the following: CNAs had
{ their residents’ Kardex on thelr person; and CNAs
( . krew how to use the Kardex, i

s Interview on 12/23/14 with: CNA#2 at 9:22 AM:
CNA#14 on 12/23/14 at 3:51 PM: ONA #4 at 6.50 ‘
PPN ONARIE at 7:12 PM; ONA #13 at 7:24 FM;
_and on 12/24/14 with: CNA #8 at 3:58 AM: ONA

|

-

B
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SUMMARY STATEMENT OF DEFICIENCIES

(X 50
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PROVIDER'S PLAN OF CORRECTION

H
{EACH CORRECTIVE ACTION SHOULD &&

F 223 Continued From page 33 :

CE1Z at G065 AM; CNAHTT at 9:27 AM: CNA#15 at.

- 4:08 PM revealsd they all were recently

. Inserviced on care ptans related to the "Kardex".

- Perinterview, they were famiitar with the revision

o their "Kardex" in which resident's

" behavior/mood was added. Continued intarview
revealed they continued to be questioned by
management regarding whether they had their

. residents’ Kardex on their person or not,

. Interview with the RN/MDSIRA! Coordipater on

12/24/14 at 9:31 AM, revealed she had trained

. staff an how to track and monitor resident's

* behavior and informed them of the additional _

. behavior plan added © the Kardex. She revealed

| CNAs were informed fo advise nursing staff if ‘

; there wera any changes in the resident's bahavior

hand how to document the behavior in the faciiity's :

; computerized charling system. Per infervisw, she

Hlocked through residents' care plans the first time, |

; then the DON and Unit Managers checked the

“resident's care plans and Social Services loakad

- through them as weil to ensure appropriate
interventions were in place.

“Interview with the Administrater and DON. on
12024114 at 10:23 AM, reveaied tha CNAS' ;
! Kardex was being reviewed daily and updated as -
, needed. They further revealed that CNAs ware
tproviding input other staff might not be aware of
_regarding a resident's behavior. Per intarview,

| rounds were being performed by tham, tha Unit
~Managers, Team Lead Nurses and/or Clinical

| Department Heads to interview and observe

CNAs 1o ensure they had their residents’ Kardex
o0 their parson and were knowledgeabla of the
Kardex and the resident's interventions.

I According to the DON, the results of the
“observations and inferviews were o be raported

PREFIK
TAG CROSS-REFERENCED TO THE APPROPRIATE
CEFICIENCY)
F223
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E 155447

{63 DATE SURVEY

MAME OF PROVIDER OR SUPPLUER

SUMMARY STATEMENT OF ')T“T"ICJE:’\!CH-&:
gi’“‘lv”"N(,Y MUST BE P ® j

|&'»‘"\Q“

E
I
|
! VILLASPRING OF ERLANGER
!
I
|

F ?2o . Continued From page 34
wher. The DON reveated staff was inserviced
conresidents’ care plans and Kardex's and wera
informed the care plan directed sach resident's

fplan of care. She stated CNAS wers edumi&a an

Eassd@n*s BehaviorMood being added to the
{ Kardex and the interventions on how o deal with
the rasident's behaviors. 8he revealed the
| Kardex's were to he reviewed and revised as
_necassary, and printed out for the CNAs,
> 483 13(cH ) (I-(i), (c)(2) - (4)
! INVESTIGATEREPORT
f ALLEGATIONS/INDIVIDUALS

j The facility must not employ individuals who have

: been found gulity of abusing, neg fecting, or

mistraating residents by a court of faw; or have
i had a finding enterad into the State nursa aide

registry concerni ing abuse
fof residants or mis appmpnatzon af thair property;

and report any knowiadge Jt has of actions by a

Foourt of law against an employae, which would
_Indicate unfitness for service as a nurse aide or
“other facility staff io the State nurse aide registry
. or licensing authorities.

. Tha facility must ensure that a
‘ mvoivmg mistreatment, negfer“t or abuse,
inciuding injurigs of unknown source and

*to ather officials in accordance with State law
_through established procedures (including to th
| Stats survey and certification agency),

: The facility must have avidence that all alleged

vickations are thoroughly investigated, and must

- pravent further potantisf abuse while the
irvestigation is in progress,

negiact, mistreatment

i alleged vinlations -

" misappropriation of resident property are reported :
immediately to the administrator of the facility and

(X2} MULTIPLE CONSTRULTION ]
A, BUILOING WORPLETED !
c |
B. WWING | 1280014 J[
STREET ADDRESS, CITY, STATE, ZIF COOE !
830 VIO¥ DRIVE
| ERLANGER, KY 41018
i PROVIDER'S PLAN OF :Jmtm.ow ] ;
PREFIK (EACH CORREGTIVE ,
TAG CROSS-REFERENCED TO THE AR mppmr )
DEFICIENSY) E
i
F 223 F225 ;
t.  Resident #1 was assessed by the !
Director of Nursing on 11/26/14 E
about oceutrence in shower. RN i
performed full skin assessment on . |
13/26/14 with no findings related to I
the oceurrence of 11/25/14.
Licensed Social Worker on
11/26/14 and 12/18/14 assessed and
Fooss has provided support to resident
{

who has voiced no concers wirh
the staff/shower incident that
oceourred and has had no concerns
of any other staff member abuse,
MDS nurse completed
comprehonsive assessment of
resident on 12/19/14 and noted no
concerns, nor any diffiealties with .
late effects of cocurrence of
11/25/14. Comprehensive Care
Plans and Kardex (CNA Care Plan),
verified on 12/20/14 by DON,
reflect individualized approaches to
manage behaviors,

Resident resides at facility, visited |
oftert by wife, assessed by licensed
nursing staff and social worker to
be safs and secure,

Alleged Team Member was
terminated on 11/28/14 after
investigation,

2. On12/19/14, the Facility
Administrator, Corporate
Comptliance Gfficer and Risk
Manager reviewsd each fle of

|
|
|
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TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENCYS
i
Fead resident alisgation of ebuse/self
g

[ 225" Continued From page 35

|

ettt

The results of all investigations must he reportad
:to the administrator or his designated
representative and to other officials in zccordance .
twith State faw (including to the State survey and
certification agancy: within 5 Working days of the
yincidert, and i the alleged violation is verifiad
appropriate corrective action must be taken,

This REQUIREMENT s not met as evidenred
i by
Based on inferview, record review and review of
i the facility’s policy, it was detarmined the facility
falied to have an effective systern in place to
fensure after an alfegation of abuse was
immediately reported and a thorough
P Investigation was conductad to include
Interviewing all interviewsabie residents on the
Lunit, interviewing all staff working on the unit at
the time of the allegation and ensuring
: assassmeant of all non-nterviewable residents on
the unit for one (1) of four (4) sampled resicdents
i (Resident #1).

(On 11725714, Resident #1 was taken to the
shower somewhere between 3:30 PM and 4:00

i PM. Threa (3) staff were prasent in the shower

“room with Resident #1, who included Certified

i Nursing Assistant {CNA) #1, Nurse Aids in

“Training (NAT) #1 and CNA#2. CNA #2 and NAT |

 #1 witnessed CNA#1 intenticnally spray Resident
#1 in the face with hot and cold water. Howaver,
ONA#2 and NAT #1 did not report the alleged

Fabuse until approximately 6:00 PM which gllowed |
CNA#1 i continue caring for Resident #1 and

| other residents on the unit. NAT #1 informed
CNA#4 of what he had witnessad and CNA #4

report of potential abuse in the past .
30 days to assure compleieness and
thorouglness of investigation. On
12/20/14 any action required was
taken by Administiator, On
12/21/14, the Facility
Administrator, Corporate
Compliance Officer and Risk
Manager reviewed additional
investigation files generated by
whole house observations and
interviews completed 12/19-20/14.
Administrator took action, if any, as
required, ‘

On 12/19/14, each cognitively
intact resident with a BIMS »/= §
was interviewed by the Social
Worlker, Registered Dietician,
Activity Director and/or Director of
Rehabilitation to observation and
interview for vesident concerns of
any potential abuse, neglect or
misappropriation, Any :
allegation/concern was immediately
followed up with by the
Administrator; investigations
completed as well as notifications,
if indieated, were made by the
Adminisirator.

On 12/18-19/14, Licensed nursing
staff conducted head to toe ’
assessiments of each cognitively
frmpaired resident (BIMS < 8 or
non-interviewable) for any
new/unusual bruises, skin tears ete.,
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| 185447 [BANG o 12/29/2014 {
HAME OF PROVIDER OR SUPPLER | STREETADDRESS. CITY, STATE, 2P COPE !
t [ 130 VIOX DRIVE -;
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|y SUMMARY STATEMENT OF DERICIENCIES D FROVIDER'S PLAN OF CORRECTION om
PREFIN | [EAGH BEFICIENGY MUST BE PRECEDED 9v RUILL PREFX {(EACH CORRECTIVE ACTION SHOULD 88 Tion
ThG REGULATORY OR LS IDENTIFYING INFORMATION) THRG CROGS-REFERENCED TO THE APPRGFRIATE
{ : 1 DEFICIENCY) ,
| i
j F 226 Centinued From page 36 _ ' F 225 or other signs of petential abuse,
i i reported the ailleged _sebefse to L_fcez}sed Practicat There were no findings tat would
hurse (LPN} 1, who then reportad it 0 the trigger an allegation of abuge.
H Director of Nursing (DON). The DON initiated an ‘ Resulls were reviewed by (he
_Investigation which included assessment of Difector of Nursing and f
- Resident #1 and interviews with the rasident, NAT . Administrator 1‘11 d e orted to the
#1, CNA#2 and CNA#1. However, the frcifity's ACImInisiraior ]“l; 4 ~ |
| investigation did not include; assessment of a1 QA commitice on 12/23/14. ’
5 - non-interviewable residents for potential harm or - " r
injuries of unknown origin; interviews with ali 3. Facility o o : ;
terviewabls residents; and interviews with alf Abuse/Negleal/ Misappropriation of |
statf working on the unit at the time of the aileged Property palicy was revised on : i
s abuse. CNA 1 was removed from resident care 12/19/14 by COO, Corporate Risk f
after the DON became aware of tha alleged Management, and Corporate f
Fabuse. CNA#1 clocked out of work from the Compliance Officer, (See Attached
] facility &t 7:058 PM. (Refer to F223 and F228) as Exhibit A) 1
i The facility's fallure to ensure an effectiva gystem Alleged Tearm member was
“was In place to ensure a thorough investigation terminated on 11/28/14 afier the
Fwas conducted o include interviewing all investigation.
interviewadle residents on the unit, interviewing
- all staff working on the unit at the time of the On 12/19/14 the Corparate :
ailag'atfon ’and ensuring assessment of al . Compliance Cfficer inserviced the
i ¢ hon-interviewable residents on the uni was likesly Admisistrator, DON, ADON. Unit
. t0 cause risk for serious injury, harm, impalrment i/mna‘ ors an d,éach 5;mﬁmn’m‘
fordeath. Immediate Jeopardy was identified on M parmer
 12/18/14, and determined to exist on 11/25/14, sead on the results of the survey,
The facility was notifed of the immediate ; aur 10of-cause analysis of the
Jeopardy on 12/18/14. ' éeﬁmenctjes:, the nowly revised
: abuse policy and procedure.
‘ - The facility provided an acceplabie credible Additionally, on 12/19/14 the
f  Allegation of Compiiance {(ACC)on 12/23/14, with | Corporate Compliance Officer in-
|  the facility alleging removal of the Immediate , serviced each Department Head, in; |
Jeopardy on 12/23/14. The immediate Jeopardy a Train the Trainer fashion, on the . i
; was verifiad 10 be removed on 12/23/14, as Team Member Education which
" alleged, with remaining non-compllance in the covered Abuse Prevention, Abuse |
j @rea of 42 CFR 48313 Resident Behavior and Reporting, Investigations, .
*Facillty Practics ata Seope and Severity of a "D Comprehensive Care Plans, Kardex
i whie the facility develops and implements a Plan | (Nurse Aide Care Plane) to ensure
_of Correction (POC), and the facifity's Quatity cach staff member is in-serviced by
= Faciity i 100625 f continuation sheel Page 37 of 128
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; revised October 2014, revealed when an ingident

“oroceurrence had been identified as abuse,

, neglect or misappropriation and investigation

woulkd immediately folfow, Review of the

| "ldentification” saction of the Polfoy revesled

“when a stafl member suspectad abuse hagd
occwrred against a resident they must report the
incident to their immediate supervisor an

; Investigation would be immediately intiated. The

Policy revealed the investigation was to inciude

; interviews with all appropriate staff, residants,
Hfamily or visitors who might have information

; concerning the incident, However, further review
of the Policy revaaled it did not address specific

. measures o ensure a thorough investigation was

‘conducted, e.g. conducting physical assessmants |

_of ail vulnerable non-interviewable residents.

Review of the facility's Self-Reported Initial
- Report Incident form dated 11/25/14, revealed a
staff mamber reported CNA#1 spraved Residant
| #1 In the face with water while giving himfhera
shower.

Review of the facility's "5 Day Follow-up/Final
. Report” form dated 11/28/14, revealed two {2)
' staff withessed the zlleged sbuse of Resident #1,
_and "had tha same general statemant” that CNA |
[ #1 "intentionally sprayed water in the resident's
face". Review of the facility's investigation of the
s incident, attached to the "5 Day Foliow-up/Final
' Report” form, revealed Resident #1's statament

b

CENTERS FOR MEDICARE & MEDICAID SERVICES

‘ STATEMENT OF DEFICIENCIES X1y PROVICERSUPPLIBR/CLIA (2} MULTIPLE CONSTRUCTION (X3 DATE SURVEY i
j ANEY PLAN OF CORRECTION IBENTIFICATION NUMBER; & BUILDING COMPLETED !
I c |
i 155447 | 12902044 ,
! NAME GF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, Zip COLE é
i VILLASPRING OF ERLANGER 299 VIOX DRIVE :
joo ERLANGER, KY 41018 f
f py o ! SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORREGTION Cowm
OBREFIY (EACH (TEFICIENCY MUST BE PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOULD 88 Cf}MPt;A\ on |
TAG REQULATORY OR LG IDENTIEYING INFORMATION) CROSS-REFERENCED TO THE AFPROPRIATE T
DEFICHENG Y} E
225 Conti F L: 7 5 Py . . i
F 225 Continued From page 37 F 228 12/22/14. Bvidence of learning !

PA s b £ b ! : I
Abs;_sraﬁce moniters the effectivenass of the measured via written post-test; !
. systemic changes. 100% acenracy required. j
; The findings include: On 12/19-22/14 a1l staff (licensed ,
: - N nurses, certified nurse aides [
. Review of the facility's policy titled, Iicens{; 4 t&t‘f fd ?ta;f d@?si f

"Abuse/NeglectMisappropriation of Property”, e lnerapy stalf, socia

service, activity, dietary, [

housekeeping, business office and
meintenance)} was provided in-
service education, the Team
Member Education, by the
Corporate Compliance Officer,
Administrator, DON or Trained
Trainer Department Head which
covered Abuse Prevention, Abuse
Reporting, levestigations,
Comprehensive Care Plans, Kardex !
{Nuzse Aide Care Plans) and :
reporting concerns immediately, .
Evidence of lcarning measured via
written posi-test: 100% accuracy
required.

On 12/21/14 the Corporate Risk
Manager and Corporaie :
Compliance Officer each provided |
additional education o the :
Administrator, Director of Nursing,
and Nursing Leadership Team on
(1) review of federal regrlations
and interpretive guidelines of F223,
F225, F2245; (2) additional review
of revision of Faciljty Policyon |
Abuse/Negleot/Misappropriation of
Property; (3) root cause analysis of;
survey findings related to :
systematic response to allegations,

FORM CMS.2587(02.98) Previous Verslons Obsolele

Event i 28071

Faciity i 100825

If continuation sheet Page 38sf 128



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

PRINTED: 01/116/2015
FORM APPROVED
O{\.:’?B NO. 0938-0331

STATEMENT OF DEFICIENCIES (K1) PROVIDERISUSPUER/GLIA
IBENTIFICATION NUBMBER:

(A2} MULTIPLE CONSTRUCTION

143 DATE SURVEY
COMPLETED

¥
AN PLAN OF CORRECTION A BUILDING
C
{ 185447 B WING f 1212902014 .
NAME OF PROVIDER OR SURPLIER ' ! STREETADRRESS, oy, STATE, ZIP COpE ; :
VILLASPRING OF ERLANGER 830 VioX DRIVE |
: ERLANGER, KY 41018 I
' X4y 1D SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION xs)
FRERR {EACH DEFICIENCY MUST BE FEECEDED RY FULL PREFX (EAGH CORRECTIVE ACTION SHOULD BE POCOMPLETION
| Tag REGULATORY OR LEC IDENTIFYING NFORMATION TAG CROSS-REFERENCED TO THE APPROPIIATE DATE
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F 2251 Continued From page 38 F2zs

dated 11/26/14 at 10:03 AM, which noted the
resident reported a female aide took the shower
: head and spraved Mimher directly in the fage with ;
“water. Per Rasident #1'g statement, when he/she
| asked the female aide to stop, she laughed at
himvher and centinued to spray hirvher Review
1 of NAT #1's writtan statemant dated 11/25/14 at
 TITa PM, revealed on 1125714 at 4:00 PM,
| Resldent #1 was being given a showar and was
sprayed in the face with hot water by ONA #1, ard;
 the resident sereamead "stop spraying my facs,
: you are burning me", Review of CNA #2's written |
‘statement dated 11/25/14 at 6:15 PM, revealed .
 CNA#T "Intentionally” spraved Resident #1 in the |
face with water at approxirnately 4:30 PM. In
s addition, the 5 Day Follow-up/Final Report form
revealed the Administrator and DION met with the
i lwe (2) withesses (NAT #1 and CNA #2) again

and both "felt” CNA#1 "intentionally sprayed”
i Resident #1 In the face. Par the 5 Day Follow
upiFinal Report CNA #1 was terminated "pon
final Irvestigation on 11/28/14",

e et

| However, further review of the facility's 7
investigation of the incident on 11/25/14, involving |
| Resident #1, revesled no documented evidence:
all interviewable residents residing on the same
- unit on which Resident #7 resided were
interviewad regarding CNA #1's care or possible
“knowledge of the alleged abuse: all staff working
_on the unit af the time of the alleged abuse were
intervizwed: and ali non-interviewable residents
were physically assessed for signs of possible
“abuse by the alleged petpetrator, CNA #1.

[ntarview, on 12/17/14 at :58 PM, with Resident
_#1 revealed on 11/25/14, the residant recalled

+ CNA#1 spraying him/her in the face with "ice
_told" water and he/she fought back, Resident #1 ;

Evidence of learning measured via
meaningfil Q& A and discussion of
case examples and a repeat ‘
verbalization of understanding of :
definitions and the facility system.

No ageney use at the facility.

Any statl member who has not been

at work or oni leave or on vacation | :
wili complete all education and :

tratning prior to working their shift,

No staff member will work without!

first being in-serviced. Al newly

bired staff members will be

provided in-service education on

abuse prevention, identification and

reporting during their orlentation i
prior to working in the facility : ]
through the inferactive computer |
program with post-test and review -

of Abuse policy with signed ;

verification. The Business Office
Coordinator will track completion, |

The Business Gffice Coordinator
and Administrator will review cach
new hire persornel file to assure
verifications and background
checks are completed prior to
beginning work,

Anmual mandatory in-service of .
Abuse, including but not limited o
prevention, will continue to be
menitored by the Business Office
Coordinator; additionally as :
indicated by concerns or
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E 22 b C
cbservattons, inprompie in-

F 225, Continued From page 3%
revealed the incident made him/her fas "terribie”, i
“and the residant thought ha/she reported the ‘
Incident to the head nurse; however, could not
recall her name,

[nterview, o 12/16/14 at 825 PM and on
1271714 at approximately 3:30 PM, with CNA #2
 revealed on 11/25/14 arcund 3:00 PM fo 3:30 P,
' she was assisting CNA #1 with giving Resident #1 '
; @ shower. She staied Resident #1 was agiated
~hefore the showsr and during the shower the
(resident cafled CNA#1 a "nasty” name. GNA #2
revealad CNA#T turned the water on coid, ‘
i sprayed Resident #1 in the face and the resident
_yeiled, “stop, T don't ke that.__it's cold” Per
Hinterview, CNA #2 revealed even though sha
; thought the incident was abusive, she did not
‘report the Incident as she was
s "non-confrantational’. Continued inferview
reveaied she reallzed fater she should have
s reporled the incident as possibls abuse.

Hinterview, on 12/17/14 at 1:09 PM, with NAT 4
revealed around 3:00 PM on 11125114, during the .
i shower he haard Resident #1 yell over and qver
again, "stop you're buming me”, and reported ha
: saw CNA#T spraying water into the resident's
face. NAT #1 revealad CNA #1 told Resident 21
I yvou would Just listen to me, | wouldn't have to
. do this.” According to NAT #1, he want back to
fwork on his hall and did not tell anyone wiat he ,
. had withessed untit around 5:30 P, when he told
CNA#4. NAT #1 statad CNA#4 told him the
. incident involving Resident #1 was
"unacseptable” and shouid have been reported:
- howsver he stated he clocked out ard went to
lunch. The NAT reported he had previously
: observed CNA #1 being a liitle "rough” with
resldents, befng a “bit aggressive” with getting

services for staff wiil be held as . ;
decided by the Administrator, DON i
and/or Ombudsman, : }

A Quality Assurance meeting was i
beld on 12/19/14 with the Medial
Director, Director of Nursing, {
Administrator and other members ,f
of the Quality Asserance ‘
Committee. The findings of the I
state survey as well as deficiencies,
includiing scope and severity, were {
discussed. Action plans to zddress . !
each deficiency ag welf as the
overall system were developed and
approved by the QA Committes,
On 12/22/14 a second full Quality
Assurance meeting was held to
review the action plans to remove
immediate jeopardy. Findings of
all observations and interviews,
compliance with in-servicing and .
resulls of monitoring were analvzed
and discussed. Findings will be
reported by the DON,
Administrator or Social Services
Director and followed by each with:
Commitiee recommendations. QA
Comrmitiee recommends Allegation
of Compliance - removal of
immediate jeopardy date by
12/23/14.

S )

reported immediately by the seaff 1o
the Director of Nursing or the

Each allegation of abuse will be j
!
Administrator, ¥ ihe DON or {
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F 225 ~Continved From page 40 F 225 administrator is not in the facility,

‘residents to 1ol over and had heard CNA 21 vell
- atresidents. He stated he thought these

- behaviors could be abusive and stated he would
; Naver have talkkad to a resident the way CNA #1
did. Howsver, NAT #1 indicated he had never

i reported CNA#T behaviors to bis supervisor,

1 s nterview with CNA 4, an 12/17/14 2 11:20 AM,

revaaled NAT #1 told her CNA #1 sauiried coid

s and hot water in Resident #1's face. CNA #4 she

fold NAT 71 “that was called abuse”, and he '

i needed 10 tell the nurse, LEN #1. She revealad
she reported the incident to LPN #1 heresff

! because she didn't want & on her “conscience”.

 Additional inferview with CNA #4 revealed she

[ had observed CNART vell at a residant hofore
which she thought was abusive; however, she did

 notreport i, but shouid have. 5

HInterview with LPN #1, on 12716414 at 5:43 Pia,
revealed on 11/25/14, CNA#4 told her NAT #1
fwas upset over observing CNA #1 spraying
Rasident #1 in the face with water from the
‘shower hose. LPN #1 stated she went
immediately and raported the incident to tha
DON, but did not remove CNA #1 from resident
i care per the facility's policy and procedure. LEN
1 ; #1 stated the DON pulled CNA #1 from resident
i _care to discuss the allegations with her. Eurther
{intarview with LPN #1 reveasisd NAT #1 was
quastioned regarding the ailegations when he
raturned from his bresk, However, review of the
facility's & Day Foliow-up/Final Report and
 Investigation documsntation revealed no
“documented evidence LPN #1 was interviewed or
i gave a written statement regarding the alleged
F ' abuse.

Vinterview with Reglstered Nurse (RN} #1, on

they will contact the DON or
Adminisirator vig phone, which
these numbers are posted in at least
3 different locations (the time
clocks and nursing stations) for
thorough/timely investigation and
reporting. The Administrator is
notified immediately of each
allegation, across all shifis and
weelends,

Comorate Compliance Officer _
and/or Risk Manager will perform a
weekly abservation and review of :
all facility investigations. Thig
inclodes, but is not limited fo,
immediate reinoval of any alleged
o perpetrating staff from the '
facility, immediate reporting to
administrator, interview of regident
and staff, assessment of alleged -
vietim, root cause analysis,
conclusion, and review of
investigation action meeting policy
and federal requirements, results
provided to QA Commitsee,

Audits began on 12/20/14 with
observation and interview of staff .
members, while statf are
performing their respective direct
care job duties/responsibilities, by,
Administrator, DON, RN Nusse
Managers, and other Department
Heads to ensure deficient practice
does not ocour. Observation and |
interview designed to detect if staff

e

|
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F 225" Continued From page 41 F225 members are knowledgeable about : E
P12/16/14 at 4:27 PM, revealed revealed neither . ATEVERbOn. TAROTHR e reet ma e i
NAT #1 ar CNA#2 reponted the incident/alieged S}ﬁﬁ?ﬁ’ &}gféﬁ%i?; i}f;im i
“abuse to her on 11/25/14 after the incident : and review the revised abuse
rocauried. RN #1 reported she was not made oticy. Pacifity will perform |
 aware of the alleged abuse of Resident #1 by ; im“‘fﬁ‘e‘ s 0fal lmifgz) <taff !
CCNA#T, untif the next day. Further interview with : s v . a i . k
i RN #1 revealed she would have expectad CNA mclfn Er‘z weesly, 3’““?;55 Latrent i

#2 and/or NAT #1 10 have reported the abuse i ; Stills and on weelends, until o {
Ftheir supervisor after witnessing it. Substantial Compliance is obtained.:
) After Substantial Compliance is I
Interview, on 12/17/14 al 2:35 PM, with CNA#1 . obtained, the QA team will ]
s revealed she was not awars of a concern with her _ determine the frequency of the staff ;'
_care of Resident #1 untif the DON approached interviews. (Sce Attached as
her later on after dinner. CNA #1 stated the DON : ; Exlibit B) }
; asked her to write a statement concerning the
~alieged abuss of Residant #1, and reporied she ; The Interdisciplinary Team consisis
P was suspended. Perinterview, she was _ : of Administrator, DON, Social ‘
terminated on 14728114, : ’ Worker, Licensed Dietician, Chef, '
’ 5 ‘ Maintenance Director, Activities
nterview, on 12/17/14 at 828 PM. with CNA #8 : Director, Medical Records Director
revealed she asked to work on a different natl of : BlisinéSS, Office Coordinator :
: #1 was working hecs : : e T T
 the unitwhen CNA#1 Was WOl King hecause she Housekeeping Supervisor, RN Uni
didn't like the way CNA#T "alked fo the _ Managers, and other Depattmont
residents”. Per interview, CNA #1 was very : : o és“” T:E;e Tnte 'c;isci ﬁ T
stern” with residents, never “really ever gave the . : b g ity “Stand Do pomesry oatn
residents an option” and was “kind of rough with é as catly otand Up” meetings on ¢ :
; . Monday ~ Friday lead by the : i
; f

them™. She stated she had never withessed
physical abuse by CNA#1, but had heard of
verbal abuse by CNA#1 from other CNAg who
,Inciuded CNA#2 and CNA #5.

Administrator and DON, These will
be on-going. Any 5
incident/grievances/requests, etc,
are addressed as needed and

{ Interview, on 12/17/14 2t £:30 PM, with CNA #8 | : reported to the IDT the following °
' revealed she had worked on 41 125114, however, . meeting day, any :
; had not been questionad by the DON about CNA ‘ Incident/grievance cecurs on the . |
#1's care of residents, Per interview, she had 2 weekend, it will be discussed in the '
f . witnessed CNA #H being varbally abusive “a ‘ Monday morning meeting. Again,; j
_couple of imes" hefore that day, She stated CNA the Administrator is nofified
| #1 would "yall* at Residert #1 and other ‘ immediately of each allegation, ]
, residents, and she had reported this 1o the across all shifts and including |
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F 226 Continued From page 42 Faz2s weekends. The corporate

_nurses. CNA G stated the nurses she reported
*her allegations to included RN £2 and LPN 72

Par interview, the nurses reported her allegations

tof verbal abuse by ONA #1 towards residents to
. the DON: however, the DON didn't do anything
“about B, According to CNA #G, if the DON had

; done something shout the afisged verbal abuse,

the shower incident involving Rasident #1 might
i not have occurred.

Hinterview, on 12/47/14 at 8:04 PM, with RN #2

revealed CNA#1 had a “bit of attitude”. was
"mouthy” and "confrontational” with the niurses.
- However, she stated she had never had any

allegations of verbal or physical abuse by CNAGT

i lowards residents reparted to her,

nterviaw, on 12717714 81 695 PM, with LEN #72

revealad nothing had been reported to her ahout

P CNA#1's behavior towards residents.

nterview with the DON on 12/18/14 at 1.00 PN, |

. revealed no ona had ever reporied anything

‘regarding al'egations of verbal abuse or any other
form of abuse of residents by CNA#1 1o her until |

T25/14. Per interview, LPN #1 came o her
. office and reported NAT #1 had told CNA #4
' about the shower incident involving Resident #1

and CNA#1. She reparted she removed CNA #1

s from resident care and questionad her about the
, shower incident, and had the CNA write a
' statement and had the CNA leave the facility.

TCNA#2 later and asked them fo provide written
- statements regarding the alleged abuse. She

' stated Resident #1 was assessed by RN #1

- during the facliity's "skin rounds” which oceurred
tweekly. However, per infarview ail other

. non-interviewable residents’ were not physically

. According to the DON, she talied to NAT #1 and

]

;

|

compliance officer or the chiaf )

operating officer is notified by the f
administrator of any allegations.

The CCO or the COO will monitor I

the process of the nvesti pation |

daily uniil the investigation is !
finalized. The CCO or the COO

will ensure audit the investigation , i

and alfegations to ensure subsiantial

compliance. ‘ {

f

|

£

i

The QA team consists of the
Medical Dirsctor, DON,
Administrator and Departments . !
Heads, which meets weekly, All
monitaring/zuditing of verifying
timely reporting of ,
allegation/grievance/report resulty }
are reviewed by the QA Teary with
appropriate follow-up required as )
needed. QA meetings were held on’
: the following dates: 12/19/14,
f 12/22/14, 12/23/14, 12/29/14,
US/15, 1112/15, and 1/19/15. QA
Committee meetings will contime :
weekly for 8 weeks and then the {
frequency will be determined by
QA Committes with a méinimum of {
quartetly. ‘ !

All menitoring findings will be
reviewed at Quality Assurance ; :
Meetings that will fake place ;
weekly, uniil facility is in

Substantial Compliance, whes that'

oceurs, the QA Comumittes will [

decide on frequency of meetings
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F 225! Continued From page 43
. assessed after she was informed of the alleged
‘abuse or 11/25/14. The CON stated she
: hefieved all non-interviewable residents’ shouid
} " have been physically assessed affer the incident
i thorough,  She stated she interviewed some of
the alert and oriented residents on the unit on
(1128114, after the incident was reportad to her,
However, all interviawable residents were not
sinterviewad until 11/26/14, when she asked the
Social Worker (SW) to interview all alert and
- oriented residents which the SW determined as
_rasidents with a Brief Interview for Manta! Slatus
- {BiME) score of gight (8) or sbove. The DON
stated she had “informally” interviewed other staff
working that night; however, she had not
, documented these interdiews. The facility's
“investigation included no docurnented avidence

_of these Interviews.

, interview, on 12718114 at 2:08 PM, with the

* Adrministrator reveaied the DON nofified Rim of

the incident involving Resident #1 and CNA#1 on
11/26/14 "betwean 6:00 PM and 7:00 Pas”,

. Continued intsrview with the Administraicr

'revealed he verified CNA #1's written statement
with hat on 11/28/44 when he had her come 1o

. was repoited. He stated he followad up with NAT
#1 and CNA#2 regarding the incidert and they

in the face with water. According to the
Adrainistrator, he supported what NAT #1 had

was abuse, he reported it He stated “initlally”
| NAT #1 did not think the shower incident was
“intentional on the part of CNA #1, but after he
| thought about it he reperted it. However, per
“interview, the facility's expectation was if staff
[ : viewed an ingident as abuse, then they should

the facility, and she fold him she hadn't done what
feit CNA#1 had intentionally sprayed Resident #1

- done, because once the NAT thought the incident :

228

with a minimum of Quarterly, in
order fo keep facility in Substantiat
Complisnce. QA team consists of
Medical Direstor, DON,
Administrator and Depariments
Heads,

Date of Compliance: The Tacility
has continued (o exectte ail audits,
preventative measures, policy
revisions and monitoring of
performance developed via fhe
AQC and POC progess, Analysis
ofthe whole, via QA meetings,

n

indicates our system is working and

substantial compliance alleged
1/12/15.

124

f
5!

-

U

i
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F 225 Centinued From page 44 C Fons J

Sreport it as soon as possible. The Administrator

revealed if NAT #1 and CNA #2 thought the

Hincident was alleged apyse whan i happened,

. they should have reported the incident, and cnee

“they falt the incident was potentially abuse they

- had reported it According ta the Administraior,

" staff should "report as soon as reascnably

] ¢ possible”; howaver, tha faciiity's poiicy intent was
for staff to report incldents involving possibie

f fabuse immediately, He siated aff

nen-interviewabls residents were physicaily
fassessed as it was "around the time of cur skin
rounds”, but stated "not that night necessarily”.
- However, no documented evidence was provided
, o ensure the skin assessments wers parformed
on 11/25/14 after the alleged insident, Further
| Imterview reveaied the SW interviewed alf
intarviewable residents on 11/26/14. The
; Administrator stated the facility did what thay
ware supposed to do related 10 this ncidant,

The facility provided an acceptable Credible _
- Allegation of Compliznce (AQC) on 12/23/14 _ {
which afleged removal of the 1J effective : ; !
122314, Review of the AQC revealed the faciity ; ' !
i implemented the following: : '

1. Residert #1 was assassad oy the DON an
| 11/26/14, regarding the ccourrence in the shower, |
An RN gerformed a full skin assessment of ' J
Resident #1 on 11/28/14 with no findings related |
| o the occurrence of 11/25M4. A Sosial Worker
[ | (3W) assessed Resident #1 on 11/26/14 and on j
12718114 and provided support to the resident ‘ ; ;
| who voiced no concerns with the staffshower 1 - [
. Incident and had no concerns of any other staff ’
i member abuse. A MDS Nurse compieted a l
_ comprehensive assessment of Resident #1 on f
| 12/19/14 and noted no concerns, nor any . }
Svent 1D 2507 11 Factity I 100833 If contintistion sheet Page 45 of 125
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F o5 Continued From page 45 ‘ F !

‘ difficuities with late effects of the cccurrences of i ‘
1/25/14. Resident #1's Comprehiensive Care . _
| Plans and Kardex (CNA Care Plan), were verified '

on 12/20/14 by the DON to reflect individualizad
. approaches to manage histhar behaviors, |
i'

2. 0n12/19/14, sach cognitively intact resident
“wilh a Brief interview of Mental Status (BIMS)
- greater than or equal to eight (8} was observed

and interviewed by the SW, Raglstered Dietician _
 {(RD), Activity Director and/or Diractor of :

Rehabilitation for residant concerns of any ; : f
- potential abuse, neglect or misappropriation. The :
“findings of the interviews and observations were ; ;
; reported to the Administrator an 12/19/14. Any |
 allegation/concesn was immediately foliowad up
. on by the Administrator, with investigations
completed, and notifications made, if indicated,

by the Administrator. The findings wera to be
reported at the 12/22/14 Quality Assurance {QA)

Committee meeting by the Busineas Office :
I Coordinator,  The SW was to continue to : ; k f

_perform interviewable rasident abuze
fobservations and interviews weekiy and repart
the findings o the QA team,

3. On 12/18/14 through 12/19/14 licensed .
c nursing staff conducted head 1o 106 assessments |
“of each cognitively impaired resident, who had a f
. BIMS {ess than eight (8) or was
non-interviewable, for any new or unusal
. bruises, skin tears efc., or othar signs of potential | : ‘ ;

I
]
|
|

“abuse. There were no findings that would trigger
. an allegation of abuse. The results of the head o |
| {oe assessments wers reviewed by the DON and
Administrator, and the findings reported atthe |
(12222114 QA meeting by the DON. The Nursing
" Management Team which included the DON,
. ADON, Unit Managers and Team Leads would
Event 1D 280711 Facilty i, 0cues f continuation sheet Page 48 of 122
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perfonm head to toe assessments of each

| cognitively impaired resident weakly for any
new/unusual bruises, skin fears 210, oF other

! signs of potential abuse, with no findings that

/ required action at the time,

I

|

4. On 12018/14 the faciiy's electronic charting
system was modified by the Corporate Nurse 1o
list/show interventions for residents’ behaviors on

the Kardex (nurse aide care plan). Each

j residents’ Kardex was updated automatically, By

: 12719114 the Registered Nurse

! (RNY/MDS/Resident Assesement Insirument
{RAl) Coordinator reviewed all residents cara
plans to ensure Behavior Comprehensive Care
Plans were in place for each resident assessed o

, require one,

{

|

50 On 12719714, the Administrator, Corporate
Compliance Officar (CCQ) and Corporate Risk
Manager (CRM) reviewed each file of resident
allegations of abuse or facility self reports of
potential abuse in the past thirty (30) days io

; assiure completeness and thoroughness of the

! investigation. f thare were any concarnsigaps

| identified, they wers followad up accordingly by

f ther Administrator, On 12/21/14, the

! Administrater, CCO and CRM reviewad additiona
invastigation files which were generated by the
facility's observations and infarviews comnpisted

! on 12/16/14 through 12/20/14. This included, but

| was not fimited to! immadiate removal of any
alleged or perpetrating staff from any care area;
immediate reporting to the Administrator:

| interview of resident and staff: assessment of the

| allegad victim; and review of the investigation

I “action ensuring it met the policy and federal
requirements. The Administrator took action, i

1 sany required. The alleged perpetrator, CNA #1

s FROVIDER'S PLAN OF SORRECTION
PHEFIX (EACH CORREGTIVE ACTION BHOULD BE
TAG CROSG-REFERENCED TO THE APPROPRIATE
DEFICIENGY)
F 225 {
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. was terminated on 11/28/14 after the completion
Fof the facility's investigation,

8. On 12/19/14 all personnel files were audited

- by the Business Officer Coordinator and Medical
“Records Director for campletion of pre-hir

; compenents wsed by the facility as part of

- screening and prevention of abuse, The fifes

were found to be cne hundred percent {100%)
compliant, with evidence of current Licensa

[ varification; Abuse Registry Chack Registration;

Ciiminal Background Check: and Kentucky

: Caregiver Misconduct Registry check. Tha

findings of the audit were reportad to the

* Administrator on 12/19/14 and were to be

. reported to the QA Committes on 12722114, by
the Business Office Coordinator. The Business
- Office Coordinator and Administrator would
review each new hire personnel file to assure

s verffications and backyground shecks wera

completed prior to beginning work,

7. The facility's AbuseiNeglectMisapnropriation
; of Property Policy was reviewed on 12/19/14,
which was in place at the fime of the SUrvey,

i addressing concems identified by surveyors, by
“tomparing it to federal requiations and

; Interpretive guidelines and the contents of tha
faciity’s pelicy. The facifity's

: Abuse/NeglectMisapprosriation of Property

- Policy was revised on 12/19/14 by the Chief

- Operating Officer (COO0Y, Vice Prasidant VPY of
' Risk Management, and CCO,

18, On 12/19/14 the CCO Inserviced the

- Administrator, DON, ADON, Unit Managers and
" each Department Head on the resulls of the

; survey, the facility's root-cause analysis of the

deficlencies and the newly revised abuss palicy

f
. [
F 225 f

i

.
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Member” education which covered Abuse

! Prevention, Abuse Reporting, Investigations,
~Comprehensive Cara Plans, Kardex (Nurse Aide
- Care Plans) and the revised policy.

FOn 12/21/14 the CRM and CCO each provided

. additional education to the Administratar, DON,

Fand Nursing Leadership Team on: review of

federal regulations and interpretive guidelines for

FF223, F225, £226; additional review of the :

: revision of the facility's policy on

: Abuse/NeglectMisappropriation of Froperty; and

 root cause analysis of the survey findings redated
io systematic response to allegations. Evidenee

L of the learning was measured via meaningful

“Guestion and Answer (Q & A and discussion of

: cause examples and @ repeat verbalization of
understanding of definitions and the facility's

i system.

19 On 12/19/14 through 12/22/14 ail staff
including licensed Nurses, CNAs, licensed
; Therapists, Social Services, Activity, Distary,
 Housekeeping, Business Office and Mairdenance
| was provided inservice aducsation, "Team '
" Member® Education, by the CCO, Administrator, ;
DON ar Trained Department Mead which coverad
i Abuse Pravention, Abuse Reporting, :
. Investigations, Comprehensive Care Pians,
!  Kardex (Nurse Aide Care Plans) and reporiing
f coneerns immediately. The updated abuse policy
"was reviewed and referred fo in all staif “Team !
Member" education In-servicas, performed from ;
12119714 through 12/22/14. Evidence of the staif |
- member's leaming was measurad vig a written
i post-test, with & 100% aceuracy requirad. Ay

|
j!
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staff mersber who had not been at WOrk, or was

Fon leave or vacation would complete all education :

. and training prior to working their next shift. No
' staff mamber would work without first being

 Inserviced. All newly hired staf members would

J “be provided inservice sducation on abuse
- brevention, Jdentification and reporting during
" thair orientation pricr to warking in the facifity

 through the Interactive Computer Program witha

postlest and review of the abuse palicy signed

i s for verification. The Business Ofics Coordinaior

f wolHd track compietion.

i Annuzl mandatory inservice of abuse, including

bt not fimitad to prevention, would continue fo be

_monitared by the Business Qffice Coordinator,;
Fadditionally, as indicated by concarns or

. Obsatvations, imprompiy inservices for siaff
“would be held as decided by tha Administrator,
 DON, and/or Ombudsman,

. Also, besides being directly taught to siaff, the
revised policy was placed in areas stafffieam

| members typically congregate, take brezks and
“eat lunch.

10 Beginning on 12/20414, 5 random
- observation and Interview of staff membars was
begun by the Administrator, Corporate support
i staff and Department Heads, The observations
~and interviews were designed to detect if staff

 members ware knowledgeabie about prevention,

raporting, investigation of abuse and haw fo

[ i locate and review the revisad abuse policy., The

facility was to parform interviews of at least

‘compilance was obtzined to ensure gach
. allegation of abuse would be reported
Cimmediately by the siaff to tha DON or

- bwenty (20) staff members weekly until substantial

|
i
|
5
f
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' Administrator. 1 the DON or Administrator was

ot In the facliity, staff would contast the DON or

*Administrator via phone for theroughitimely

s investigation and reporting. The Administrator

. would be notified immediately of any allegations,

P After substantial compliance was abtainad, the

QA fgam would defermine the frequency of the
' staff interviews.

~ The findings of each observation and interview
developed for this Allegation of Compllance
{ADC) were avidence of the operationalization of
*the facility's nolicy on

- abuse/neglect/misappropriation of property. Al
findings of chservations and interviews would he
s reviewed by the DA Committee fo ensure team

- members understoed, implemented and

i operalionalized the policy.

11 The OA team consists of the Madical

- Directar, DON, Administrator and Department
Heads. A QA meeting was held on 12118/14 with
the Medical Director, DON, Administrator and
“other members of the QA Committee, The

| findings of the State Survey Agancy's findings, as
“well as, deficiencies, including the Scope and
Severlly, wers discussed in the meeting. Action
plans o address each deficlency, as well as, the
foverall system were developed and approved by
the GA Committee. On 122271 4, a secong full
QA Commitiee meeting was held fo review the

, action plans to remaove the Immediate Jeopardy,
- Fingings of alt observations and interviews,

- compliance with inservicing and resuits of

- monitoring were analyzed and discussad. The
findings would be reported by the DON,

- Administrator or Social Service Director and
 followed by each with Committes

' recommendations. QA mestings would take

£

Iy .
PREFIX {EACH CORRECTIVE ACTION SHOL PLE
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGYY
Fa2zs

|
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" place weekly, until the facllity was in substantial
cornpliance, and when that acolrred tha GA

" Committes would decide on the fraquency of

meetings wilh & minimum of quarterly, in order ‘o

- keep the facility in substantal compliance. ’

P12, From 12/19/14 through 12/22/14, the NDON,
 ADON, Corporate RN, RN Managers andror

¢ Team Lead Nurses provided additicnal
inservice/education to the Nursing staff ancd

Interdisciplinary Tearm (IDT) on the
Comprehensive Care Plan and communication of _
mterventions to the Kardex/Nurse Aide Care Gian |
for implementation. Inciuded in this trajning was

fthe Importance of accessing the Kardex,
communicating changss needad 1o maintain an _

faccurate and updated Plan of Care, inciuding the
Kardex, for sach of the facilify's residents,

13, On12/19/14 wough 12/22/14, the
P RNIMDSRA Coordinator, MDS Licensed
Nurses, the Corporate RN, andior Secial Servics
i Director reviewed gach residents’ care pian for
Behaviar to assure itterventions were appropriate |
fand flowed avtomatically to the Kardex (nurse ‘
aida care plan) based or feedback and
i assessmant by the direct care staff which
included the CNAs, ficensed Nurses, Unit
' Managers and Social Service Directar. The care
plans were ypdated as indicated. The findings
were reviewed with the DON and Administrator on
12722114 and would be reporiad o the QA
¢ Comimittes on 12/22/14 by the DON,

- The Kardex's were to be reviewed and updated
daily by the Charge Nurses, Unit Managars, MDS
Nurses, Team Lead Nurses and/or Therapists to
assure they were cument and provided
appropriate interventions for each resident, The

|
!
|
;
|

et e

|

i
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| Kardex was o be printed off sach day by the
Chaige Nurse and & copy of the Kardex given fo
the CNAs, The Kardex copy and verbal repoit
,from the nurse was given 1o each CNA to ensure
the direct care staff was aware of the
interventions in place for each of the facility's
residents. if the Kardex was not current, licensed :
» slaff would update it and assure the CNA had the
“updated copy. CNAs were made aware they
: were to communicate verbally or via the Kargex
"to the rurses any concemns or need for further
; assesament or update of the resident's care
plan/Kardex. Resident #1's Kardex was reviewed :
: by the Charge Nurse for changes of the Plan of
Care for the resident,

( F 225 Continued From page 52

Qbservation and intervisw rounds will be
fcompletad by the Administrator, DON, Unit
. Manager, Team Lead Nursss and/or license
' Clinical Departmant Heads lo ensure each direct
cara staff person had the Kardex copy on thair
parson and was able to use if. Resylls of the ‘
_observations and interviews would be reported to
“the DON. The DON would repart the findings at
the 12/22/14 QA meeting,

The State Survey Agency validated the
implementation of the faciity's AOC as folows:

{1, Raview of Resident #1's skin assessment,
dated 11/26/14, revesled no open areas or

- bruising noted. Review of the Social Services
Note, dated 12/19/14 revealed a late entry from

: the Social Worker to address her interview with
the rasident on 11/26/14 1o discuss the

(incidentialleged abuse on 11/25/14. Confinuag
review of the Social Service Notas, dated

i 12118114 and 12/18/14, revealed the Social

" Service Direciar followed up with the resident io
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assess Resident #1's psychosocial weil-being.

' Review of Resident #1's Comprehensive
Assassment, dated 12/19/14, revealed the

‘resident was assessed by Licensed Practical
Nirse (LPN} #7/MDS Nurse with no concerna

i identified. Review of Resident #1's Kardex
revealed a Behavior/Mood cars plan was added

1o the Kardex. Review of Resident #1's

. Comprehansive Care Plan revealed the resident's

[ care plan was revised on 12/19/14 for stafif io

analyze key times, places, cireumstancas,

L iriggers, and what de-escalatad hisher behavior

and :!ocw nent the information, as the resident

was noted to have increased anxiety with

showers and when his/her spouse had left for the

day.

- Interview with the DON, on 12/24/14 at 10:23 AM,
‘revealed Resident #1 was assessed "that nic ght" ¢
F (11/25/14} and Social Services continued to {oilc,w
" Up with the ragident. She stated Residant #1 '
 resldent was assessed again on 12/18/14 and

- tisther care plan was Undatedirevised. She
,reported she reviewed the resident's
updated/revised cara plan and verified it was
compiet@ regarding the changes that needad to

be reflected on his/her care plan. She further
stated the CNAS' Kardex had been updaied with

i the changes. Continuad interview with the DON
revealad the $8D also assessed the resident on
,12/18/14 and had been following up with the

! rasident by reviewing his/er care plan.

 Interview with the 85D, on 12/24/14 at 10:05 AM,

“revealed she talked o Resident #1 on 17/ 1814,

. and had followed up with him/her since,

! Continued interview revealed Resident #1's care |
pian was updated related to hisfher behavior and f

bathing.

F 225

|
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* Pravention/Comprehensive Cars Plaps Audit
. Worksheets, dated 12/18/14 and 12119014,
" revealed residents with & BIMS score of eight (8)
or higher were intenviewed by the Director of
| Social Service, RD, Activity Directar and/or
- Director of Rehabilifation. Two (2) residents,

. Unsampled Resident A and Unsampled Resident :

"B who also resided on Resident #1's unit
i fhese concerns wera not abuse related. The

| able 1o work together to provide care, and sfaff

"ot taking the fime 1o taik to them. Continued

. review of the audit ravealed the Administrator

Hollowed up with the two (2) residents on
12/22/14,

Interview on 12/24/14, with Unsampled Resident
(Aat9:30 AM and Unsampled Resident B at 9:40
P AM, revealed thay wera questioned by staff
regarding any concerns they had of abuse by
staff, however, naither resident expressed
concars regarding ahuse,

Interview with the Social Services Direcior, on
12724414 at 10:05 AM, revealed she nterviewad
; &l of the inferviewable residents with 3 BINS

i score of eight (8) or higher on ail the facility's
units, She reported there wera no conesrns of

“ the Administrator followed up on some residents’
_coneerns which were not refated to abuse, Per

| interview, the interviewable rasidents would

" continue 0 be interviewed regarding any abuse

 of interview to ensure the residents had no signs
or symptoms of abuse,

; abuse given. The Soclal Services Director stated

_expressed concerns on 12/21/14, regarding siaff,

residents’ concerms were related 1o staff not Reing

concerns, and chsarvations performead at the time,

7
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A

CInterview, on 12/23/14 at 319 PM. with the |
. Business Office Coordinator revaaled the findings
L of the audits were reportad 1o the QA Commitiee
oon TRI22014,

Interview, on 12/24/14 at 10:23 AM. with the
| Administrator revealed the findings of the
interviews and ohservations were reparted to him ;
Fon 12/19/14, and contnued to be reported. : : i
‘ |

3. Review of the skin assessmeants, dated
1211814, of residents identified as having a BIMS |

of seven (7) or less and non-interviewahle '

residents revealed hey were assessed by

i nursing staff who included RN #4 LN #8, the

CADION and LPN #7. Review of the skin ! _
| assessments revealed no new or unusual ' 3
"brudsing, no concerns wera noted.

|
|
Interview with LN #8, on 12/23/14 a1 7.33 P,

; revealed she did skin assessments for residenis

“who had @ BIMS of seven (7) or less, or who

. wera non-inferviewable, She sfated she : i
- assessed the residents on 12/19/14, and ne : : }
cencerns ware observed or noted. ;

Intarview with the DON on 12/24/14 at 10:23 AM
| revealed weeldy skin assessments were
“complated by Unit Managers, Nursing Team
| Leaders and Nursing Management, Per
interview, each had a group of residents they
- assessed and any injuries of unknown source )
were fo be looked info. She reported however, | |
there wera no injurias of unknown source f . ‘ i

observed during the skin assessment audits. The.
DO indicatad she and the Adminisirator ’
| reviewed the skin assessment audits, and the
" audits were taken by har to the QA meeting on
F Event il 280711 Facilily D 100928 i continuation sheet Page 458 of 128
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F 225 Continued From nage 56
12122114, She revealed the skin assessment
- audits would continug weekly.

' Review of the QA Meeting sign-in sheet reveaied
there was a meeting dated 12/22/14 with ali
¢ Depariment Heads present.

4. Review of the statement, signed by tha
Corporate Nurse, dated 12/22/14, reveziad on

- 12/18/14 she activated @ Routine Behavior

Manitor for Point of Care, the facHity's efacironic

i charting system, and an as needed aption for
every resident af the faciity. Review of Resldent

H#1's Kardex/Nurse Aide Care Plan revealed it WaS
revised to reflact the resident's behavior/mood

" and includad revisad interventions for CNAs o

_assist with resident's care regarding behaviors.

Review of the Performance Improvement {B1)
. Workshest audit, revesled 2l residents’ with
behaviors wera assessed for the Kardex being
current with appropriate interventions for
residents, and if the answer was no, the Kardeyx
was updated.

- Review of the audit of residents with assessed
“behaviors, daled 12/19/14, revealed all thelr care 5
piane were reviewed te ensure Behavior
Comprehensive Care Plans were in placa.

Interview with the RN/MDS/RAI Coordinator. on

127124714 at 9:31 AM, reveated she had workad

;with the Corparate Nurse fo ensura residents’
behavier care plans would flow o the CNAS'

| Kardax on the facility's efactronic charting system,

' She stated she reviewsd all the residenis' care

: plans and updsted as nesded,

. 8. Review of the faciity's Pl Workshestis

e e

|
|
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F 2287 Continued From page 57

i revealad on 12/19/14 and 1212014, fleg
pertaining to abuse and self-reporis were

s reviewed for the past thirty (20) days by tha
Administrator or Corporate staff. Resident #4's _

- and Unsampled Resident C'g investigations wers -

_reviewed with the following areas addressed:

evidence of allegation; safefsecure

_resident-immediate report to DONAdministrator;

“alleged perpetrator removal- required iniial

notifications within time frame; staff was

interviewed; Residents were interviewed; Social
Service Assessments were completed; and
aducation performed. On 12121714, any

. additional fifes which were generated from the

" auditing process were reviewed for the sams

_information.

; Review of GNA#1's personnel file revealad she
was ierminated on 11/28/14.

Interview with the CCO, on 12/24/14 at 11:14 AM. .
reveaied when looking at the investigation related
o the alleged abuse of Resident #1, he knew it
. was not good when CNA #1 comnplated her shift

caring for residents, afer the alleged abuse, He
 revealed staff should have reported the incident
Himmadiately. The GCO stated managamant
 reviewed Resident #1's investigation and agread
“with the findings CNA #2 should have reparted
. the witnessed incident of afleged abuse on ‘
/26014 immediately after it occurred. Cortinued
Interview revealed they further looked over the
- investigation o see where the faciity faflad.

- 6. Review of the facility's P} Workshest dated
12719714 from 12:00 PM to 5:00 PM, revealed the
' Medical Recards Direcior and the Business

_ Office Coordinator audited 100% of the faciity
staff's personnet fles. Continved review revealad :

|
|
|

|
f
|
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F 225 Continued From page 58
, the personnel files were checked for current
license verification, Abuse Registry Chack
. Registration, Criminal Background Check, and
“Kentucky Caregiver Misconduct Registry check.
Al personne! files were found fo be 100%
compliant,

FONA#I, LPN #9, and the Social Worker
. revealsd fhe files contained the audited
* documentation indicating compliance.

"nterview with the Business Office Coordinator,
;o 1272304 a3t 3:19 PM, revealad she audited
current faciily staffs’ personnel files to make sure
i they had the necessary documentation for
compliance. She stated her findings were
freported to the Administrator on 12/18/14. and fo
the QA Committee on 12/22/14. Continued
Linterview revealed for new hirss the background
. checks were done prior to the empioysa caming
“Into the building.

“Inlerview with the Administrater, on 12/24/14 at
 HE23 AM, revesied for preveriting abuse the
' process began with pre-employment screening.
i He reported staffs' parsonnel files had to be
100% compiiant in the areas of Abuse, Criminal
i Background Checks, and with the Kentucky
‘Caregiver Misconduct Registry. Tha :
: Administrator reported he reviewed the resylts of
the auadits completed by the Businass Office, and
P would continue to review newly hired siaffs’ files
to ensure they were compliant with the required
i documentatior:.

L7, Review of the facility's
Abuse/Neglect/Misappropriation of Property ‘
- policy revealed the policy was revised Decambar |

Review of three (3) personnel files for employees, ;

|
|
|
|
|
|
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F225

2014, for incidents involving residents, to indicate :
s staff must "immediately report the incident to 3
_ supervisor on duty”.

nterview with the Admiristrator and DON, on

FT2I24/14 at 10:23 AM, revealad on 12118714, the

: CCO met with the Administrator, DON, Medical ;

' Director, the Mursing Leadership Team, and other

: Gorporate Staff to discuss the identified coneams |

“and the facility's abuse policy, to address the ‘
concems identified. Per inferview, they came U
with & plan to educate the staff, and aiso

- discussed prevention and how the facility got o
"this” paint,

|
J F 225, Continued From page 59

8. Review of the In-Sarvices, dated 12/16/14 and ‘

¢ 1272114, revealed the CCO and CRM educated
the Administrator, DON, ADON, Unit Managers

- and Department Heads regarding the resuits of

, survey, the federal regulations and interpretive

‘ guidelings for tags, F223, F225, and 7226, the

. facilily's root calise analysis of the daficient

'practice and the newly revised abuse poficy,

- Review revealed Depariment Heads were

“inserviced in @ "Train the Trainer manner

; regarding "Team Member” education covering

. Comprehensive Care Plans, the Kardex and the
- newly revised abuse poficy.

interview on 12/23/14 with: the Business Office
Coordinator at 3:19 PM: Social Service 1
Assistant/Activity Dirsctor #1 at 5:20 PM: and tha
R0 at 8:06 PM; and on 12/24/114 with the Social i
Services Diractor 2t 10:05 AM revealed thay
,ware all inserviced on 12/19/14 and 12/22014 in
 the "Train the Trainer" fashion as per the AGC,
They all stated they were then abla to inservice
other staff. Per interview, they had to receive a

" abuge prevention, abyse raporting, investications, E

!
|
|
|
!
|
|
|
|
f

£

|
|

e,

|
%
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i F 225 Continued From page 60
: score of 100% to pass the postiast,

finterview with the Administrator and DON on

12724014 gt 10:23 AM, revealed the COO and

F CRM had trained them and all the Departmant

 Heads on 12119014 and 12/24/14, on abuse

: prevention, abuse reporting, investigations,

; Gomprehensive Care Plans, the Kardex and the

*newly revised abuse policy Abuse it a "Train the

: Tralner fashion, on 12/18/14. Per intarview, alf

_who wers educated were required to achieve a

- 100% passing scare on the post-test and had

| done g0, Continted intervisw revealed the main

" chenges fo the abuse policy was to provide the

s lerm Mimimadiately”, which staff was educated on

ot to assume somsone else reporled the alleged

i abuse. They stated & quastion and answer
session was performed aftar Hhe educafion on

F12/21714, to determine the eduscation was

. effective,

-Interview with the CCO, on 12/24/14 at 11,14 AM,
~revealed he had looked at what the facility “failed” _
i 10 do or whers the facility had "failed” and :
addressed that Hrough educating the Departmen
| Heads in & "Train the Trainer” fashion.

+
by

8. Revisw of the Inservice sign-in sheets dafed
12419414 through 12/22/14, reveaied staff was
“educated on abuse prevention, abuse reparting,
investigations, Comprehensive Care Plans, the

| Kardex, the newly revised abuse ooficy and
ansuring concerns were “immediately” reported.
Review of the post-tests revealad staff achieved

- 100%.

Interview on 12/23/14 with: CNA#2 at 9:22 AM:
CNA#14 on 12/23/14 at 351 PM: Occupatienal
| Therapist (OT) #1 at 4,38 PM; Dietary Aide #1 at

|
;
|
|
{
i
l
|

|
|

L
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4:54 PM; Laundry Assistant #1 gt 5:05 Pid;
FActivity and Social Services Assistant #1 at 5:20
EPM RN #3 at 5:38 PM: ONA #4 at 5:50 PM: CNA

P10 at 712 PM; ONA#13 at 7:24 PM: LEN #8 gt
T33P RN #S at 748 PM: and on 12/24/14
with, RIN #4 af 8:25 AM; CNA#8 at 5:58 Al CONA
CE12 at .05 AM; CNA#17 at 627 AM; and, CNA
#15 at 4:05 PM revesied they all were recantly
i inserviced by a Departmant Head or Supervisor.
. They all reported the inservice was regarding the !
revisad abuse policy, abuse prevention, :
investigations, and care pians related to the
"Kardex", Per interview, the policy was ‘
s accessibie and could be found behing the nurse's
- station and In the break room. Staff siated the
‘revised abyse policy stated to immediately report
fooncerns 1o a Supervisor as soon as the alleged
tabuse was obsarved. Continuad interview with
. CNAs revealed they wers familiar with the
revision {o their "Karde” in which residant's
“bahavier/mood was added, Dletary Aide #1 and
*Laundry Assistant #1 revaaied they were not
s Inservicad on the care plans/Kardex beeayuse
. they do not work directly with residents, Al staff
" revealed they were given a posttest and had fo
: have a passing score of 100%. Continued
 interview with staff revealed they contirued to be
questioned by management regarding the abuse
policy, and CNAs stated they were beirg
[ questioned regarding whethar they had their
 residents’ Kardex on their person or not,

J interview with the Administrator and DON an
1202414 at 1023 AM, revealed no staff was

 allowed to work until they had recelved the _

required education. Per interview., all nawly hired

- staff would recelve the education prior ta working

“in the facility through the interactive computer

| program which the Business Office Coordinator

e,

T

e d
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F 11‘5 Continued From page 62
_would track for compietion. They stated the
- Business Office Coordinator would aleo moniter

- Continued interview revesied staff would receive
“the “impromptu” sducation as necassary.

. 10. Review of the "Team Member Abuse Palicy
CAudit” forms revealed staff were randomly baing
P selected to answer questions related abuse.

Interview with the Administrator ang DON on
T12/24114 at 10:23 AM, revealed twenty (20 staff
| s was being interviewed and observed daiy to
f ; dstermine their knowledge of the revised abuse
policy and ensure they were knowiledgeabie of

| the annual mandatory abuse inservice aducation. |

' abuse pravention, reporting, investigation, how fo

| lvcate the policy and knew to repoert immediately
toone (13 of them in parson of per the phone,

“ They reportad the revised abusa policy had been

s placad in break rooms and nurse's stations for
stafl's accessibility,

|
; - Interview with the CCO, on 12/24/14 at 1114 AM
f . revealed he along with upper management
“educated staff, up to twenty (20) a day and
" guestionad them regarding the abuse poiicy.
: Continued interview with the GCO revealsd an
~audit 1oof was being used, and an “Emploves
- Roster” was checked with staff who wera
¢ Inserviced to ensura all staff was educated,
T4 Review of tha QA Cor inittes sign-in sheat,
L dated 12/19/14 and 12/22014 ravealed tha
. Medical Director, DON, Administrator, and other

‘Department Heads signed the Sign-in Sheet, The

- agends revealed they were scheduled to meat
; weekly for the next sight (8} weeks. Review
revealed they discussed the survey resulls and

! fthe four (4) Immediate Jeopardy (1} tags, F223,

i
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