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F 000 ' INITIAL COMMENTS F 000 Preparation, submission sad
implementation o1 this Plan of
An Abbreviated SUIvey was initiated on 02/28/15 Lorrection does not con titute an
and concluded on 03/03/15 to investigate KY admission of or agreement with the
22883 and KY 22884. The Division of Health facts and conclusions set forth on the
Care substantiated the allegations with refated suyvey report. Our Plan g
deficiencies cited. Correction is prepared and executed
157 483.10(b)(11) NOTIFY OF CHANGES F157)  asa means to continuously improve

88=£ | (INJURY/ DECUNE/ROQM* ETC) ihe quslity of care and 1o comply
with all spplicable state and Jedernl

A facility must immediately inform the resident; reguintory requirements.
consult with the resident's physician; and i
known, nolify the resident's legal representative

or an interested family member when thers is an F 1587
accident involving the resident which results in 3/ 34 };3
injury and has the potential for requiring physician What corvective action(s) will be
intervention; a significant change in the regident's sccomplished for those residents
physical, mental, or psychosocial siatus {ie., a Tound to have been affected by the
detericration in health, mental, or psychoesocial deficient practice?
siatus in either life threatening conditions or Resident #1 was transferred to Baptist
clinical complications); a need to alter freatment Hospital East on 02/03/2015.

significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of having the potential to be affected by
treatment); or a decision to transfer or discharge

the same deficient practice and what
the resident from the facility as specified in corrective action will be taken?
§483.12(a).

How will you identify other residents

All residents have the potential to be
affected by the alleged deficient
practice. Current vital signs for afl
residents will be reviewed 03/30/1015
by the Unit Managers and/or Charge
nurse for abnormal values. 1 the
Physician and/or Nurse Practitioner are
unaware of the abnormal values, they
will be notified by the unit manager

The facility must alsa promptly notify the resident
and, if known, the resident's legal representative
 or interested family member when there isa

- change in room or roommate assignment as
specified in §483.1 Se}2), ora change in
resident rights under Federai or State law or
reguiations as specified in paragraph (b)(1) of
this section,

. The facility must record and periodically update
the address and phone number of the resident's

ﬁB?TGFE?&?ECTQR’S(i@jD&WSUF‘?HEQ REPRESENTATIVE'S SIGNATURE K TITLE ‘5\ (%6) DATE
- MH X3/

fowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and
1ys following the dale these documenis are made available io the facility. f deficlancies are cited, an approved plan
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after a change in condition such as a fever or side
effects from medication administration for one {1

 dated November 201 4, revealed a guideline

. made when a resident had g change in heaith
status. The center would consulf the residant's

| when there was: acute liness or a significant

- Psychasocial health; or, a need 1o alter trealment

tegal representative of Interested family member,

This REQUIREMENT is not met as evidenced
by
Based on interview, record review and review of
the facility's policy, it was determined the facility
faltled 1o ensure residents physicians were notified

of six (6) sampled residents {Rasident #1). The
facility administered an as neaded antianxiety
without documentation of side effects, when
Resident #1 sustained a decline in condition,
requiring the transter io a hospital for trealment,
The facility failed to notify the physician  untit the
need for hospitalization.

The findings include:

Review of the facility's pulicy regarding
Notification of Change in Resident Heaith Status,

statement lo ensure proper notifications wera

Physician, Nurse Practitioner or Physician
Assistant, and if known, notify the resident's legal
representative or an interested fam ity member

change in the resident's physical, mental or

significantly i.e. a need 1o discontinue an existing

o, o commence a new form of lreatment; or, a

| decision lo transfer or discharge the resident from
. the center. Appropriate notification time was

| immediate,

form of treatment due to adverse consequences,
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F 157! andror charge nurse. Al residents
receiving anti-anxiety as needed will
be reviewed for possible side effects by
the Director of Nursing (DNS) and/or
Assistant Director of Nursing {ADNS).
The Physician and/or Nurse
Practitioner will be notified of
residents experiencing side effects
from as needed anti-anxiety
medications,

What measures will be put into place
or what systemic changes you will
make to ensure that the deficlent
practice does not recur?

The Director of Clinical Education
(DCE) will educate all licensed nursing
staff and certified nursing assistants on
change of condition and using Step and
Watch tools to communicate change of
condition 03/30/2015. The Stop and
Waich tool is located at each nurses
station for changes noted that are not
life threatening. The DCE will audit
five licensed nursing staff and/or
certified nursing assistants per week
for their knowledge and understanding
of the change in resident condition for
four weeks. The audits will be turned
into the DNS and/or ADNS,

The DNS/DCE will educate Eicans&td
nursing staff on Physician notification
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The resident was at the fac

Review of Resident #1s. 5

Interview for Mental Status

assislance with eating, and

transfer,

admitted to the facility from

for prescribing the 0.5 mg ¢

Review of Resident #1's clinical record revealed
the facifity admitted the resident on 01/23/15 with
diagnoses of Alzhelmer's, Anxiety, Malnutrition,
Dysphagia, Hypertension and Encephalopathy.

ility for eleven (1 1)

days before developing a change in condition that
required a transfer to the hospital on 02/03/15.

~day Scheduled

Minimum Data Set {(MDS) assessment,
completed on 01/30/15, revealed the facility was
unabie to assess the resident using a Brief

(BIMS) exam due to

the resident was rarely/never understood,
Continued review of the MDS revealed the facility
assessed the resident as needing limited

did not indicate signs

or symptoms of g swallowing disorder. The MDS
indicated on the 5-day assessment that the
resident had only walked once or twice since
admission and needed the assistance of two to

Interview with Resident #1 's Psychiatrist, on
03/02/15 at 2:45 pMm, revealed Resident #1 was

an acute care hospital

gero-pysch unit. Me stated the regident was
significantly cognitively impaired and was
experiencing relocation shoek with bahaviors,
The Psychiatrist stated the staff reported the
resident was exhibiting behaviors of getting up
out of the bed and chair. He stated the risk
verses benefit of falling or nat was his rationale

f Ativan for the

resident's restless behavior. The Psychialrist

03/04/2015, The unit manager and/or
charge nurse will review vital signs
daily for four weeks to ensure any
abnormal values have been reported to
the Physician and/or Nurse
Practitioner,

The DCE will educate licensed nursing
staff on the use of as needed
medications and side effects of anti-
anxiety medications. The DNS, ADNS
and/or Weekend Supervisor will
monitor the use of as needed anti-
anxiety medication and possible side
effects daily for four weeks, Regular
use of as needed medications and/or
side effects will be referred to the
Physician and/or Nurse Practitioner.

The DNS and/or ADNS will review
charting on all resident's receiving an
anti-anxiety as needed, two times a
week to ensure documentation of side
effects are included beginning
03/04/2015. Reviews will be
conducted two times a week for four
weeks, then monthly for four months.
Any issues with lack of compliance
will be addressed by employee re-
education and/or discipline or revision
of this plan to reach compliance

stated he assessed the resident and spoke with
the resident's spouse on 01/30/15, He stated at
that time the resident was awake and alert. He

| stated on admission the resident was taking
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Haldol, Aricept, Namenda and Remeron. He How will the corrective action(s) be
stated he discontinued the resident's Haldol monitored 10 ensure the deficient
medication because the resident was drodling practice will not recur, i.e., what
and leaning forward in the wheal chalr when he quality assurance program will be
assessed the resident on 01/27/15. He stated put into place?
nursing had not notified him of this behavior prior
lo his assessment. He stated at that time he The DNS and/or ADNS will bring the
prascribed Depakote 125 mg by mouth three results of the audits to the QAPI
times a day and 250 mg by mouth at bedtima for committee for three monthly meetings.
behaviors, He siated he ordered 0.5 mg of Ativan The QAPI committee will determine if
to be given as needed for agitation every six further action needs to be taken and
hours and the Ativan was for nursing to determine the continued time schedule
administer when the resident experienced break for further audits, Each resident
through behaviors. He stated medications : actively receiving an as needed anti-
ordered as needed were to be usad fewandfar |. anxiety medication will be monitored
between. He stated his goal was to discontinue every 90 days as part of the Gradual
the as needed Ativan prescription onca the Dose Reduction (GDR) meeting,
Depakote gfas at a therapautic level and the Medication use will be monitored with
resident's behaviors ware batter controlled, He :
stated he was in the facility on 02/03/15 the day gﬁa{iiréy rev ‘gwggszzgzz";f y DNS,
the resident was transferred to the hospital, He wgi WEW;;%’ :’; ¢ for appropriate
stated the resident was lethargic and had consu é*i;g armacist for approp
experienced a decline with a possible diagnosis 3¢ and cosage.
of Aspiration Pneumonia, He stated he did not
know the resident was receiving the 0.5 mg

Ativan without documented signs and symptoms
of break through behaviors of agitation. He stated
since he was not there it was up 1o nursing
judgment on when or whether to give the 0.5 mg
of Ativan. He stated nursing did not discuss the
resident behaviors or request him to change the
as neaded Ativan order with him prior to or on
02/03/15. The Psychiatrist stated whan he
discussed the resident's condition with the
spouse the spouse informed him they were not
happy with the nursing care Resident #1 was
receiving at the facility.
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Review of the nursing notes, dated 01/24/15 at

4:35 PM, revealed nursing documented Residen

#1 was administered Haidol 0.5 mg by mouth with
no documented signs and symptoms of behaviors
indicating agitation,

Review of the Nursing documeantation of
administering a second dose of Haldol 0.5 mg, on
01/24/15 at 8:37 PM, with no documented signs
or symptoms of behaviors indicating the rasident
was experiencing agitation,

Conlinued review of the Nursing documentation
of administering Haldol 0.5 my by mouth, on
01/25/15 at 6:50 PM, with 10 documented sign or
symptoms of behaviors indicating agitation, A
general nots mads by Nursing, on G1/25/18 at
11:50 PM, five hours after giving a dose of Haldol,
stated that at 7:00 PM Haido was given for
restless/anxious behavior with na other
symploms documented,

Nursing documented, on 01/26/15 at 3:26 PMm,
the administration of Haldol 0.5 mg by mouth o
Resident #1 with no description of vehaviors
indicating agitation or anxiety. Again on 01/26/15
at 8:55 PM nursing administered 0.5 Mg Haldeo!
intramuscular with no documented signs or
symptoms of behaviors indicating agitation or
anxiety. Nursing documented a general note one
four and thirty five minutes after Ativan
administration, on 01/26/15 at 8:30 PM, which
stated the resident had required one-on-one
attention from staff this shift, attempting to
transfer seif unsafely from wheelchair, safety
alarm sounding. The resident's balance was very
unsieady when ambulating with staff assist, The
resident bacama slightly agitated with redirection
from staff to sit back in wheelchair after several of
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leaning lorward.

Review of the nursing documentation made prior
to 01/27/15 revealed no documented evidence
nursing assessed the resident for signs and
symptoms of Haldol side effects after each time
the medication was administered or that the
physician was notified of signs or symptoms of
Haldol side effacts

Review of the Nursing note, on 012715 at 1:23
PM, revealed the resident was leaning forward
and drooling more today than yesterday. The
Psychiatrist was in to see the resident and
thought the same, that the leaning and drooling
was a side effect of the Haldol, New orders
received to discontinue the Haldol and begin
Depakote and as needed Alivan, '

 Continued review of the nursing notes revealed

| Hesident #1 received the first 2 doses of Ativan
0.5 mg on 01/28/15 at 8:38 AM and 8:15 PM and
2 doses of Ativan 0.5 mg., on O1/29/15 at 3:37 AM
. and 8:18 PM with no documented signs or

. symptoms of behaviors indicating agitation or if
 the resident exhibited side effects.

: Review of the Nursing documentation of the

‘ administration of 3 doses of Ativan 0.5 mgon
01/30/15 at 8:34 AM, 1:55 PM, and 8:20 PM.
Nursing documented the administration of 2

- doses of Ativan 0.5 mg on 01/31/15 at 8:29 AM
- and 3:49 PM, Nursing documented the

- administration of 3 doses of Ativan 0.5 mg on

- 02/01/15, and 1 dose of Ativan 0.5 mg on

- 02/02/15 at 8:05 AM. Review of nursing
~documentation for each Ativan administration
_revealed nursing did not document resident signs
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o symptoms of agitation or if the resident was
exhibiting side effects.

: stated she had downgraded
_from mechanical soft texiure 1o puree after

Review of the Physician orders,
revealed the resident was ordered a regular
- mechanical soft textured diet and on 02/02/15 it

o swallow or cough with enough

_is below 90 % it was considerad low resufting in

Interview with Speech Therapist, on Q3/0215 at

1:25 PM, revealed she was consulled 1o assess
Resident #1's swallowing ability on 01/26/15, She
Resident #1's diet

assessing the resident during the breakfast meal
on 02/02/15. She stated on 02/02/15 she
attempled to feed Resident #1 lunch; however,

' the resident was very lethargic and after putting a
- 3poon full of pureed food into the resident's
- mouth the resident clamped hismer jaw shut and

just held the liquid in their maouth. She stated she
hadto use a tongue depressor to opern tha

. resident's mouth and SC00p out the liguid o

- ensure the resident did not aspirate the liquid into
hisfher lungs. She stated she was worried about

| the resident's inability to clear the throat so she

' did not continue.

dated 01/23/15,

was changed to a regular pureed textured diet
with thickened liquid honey consistency,

- Continued review of the Nursing notes, on

02/02/15 at 12:41 PM, revealed Resident #1
presented with lethargy and inability to clear
his/her throat, and lung sounds were present with
rhonchi {course rattie}. The resident was unable
force to clear
the throat. Blood Pressure 122/64, Heart Rate 87,
Oxygen Saturation 88% {(normal 95-160% if level
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time. Unit Manager #1 stated the facility used a
| communication book to document resident

Continued From page 7

not enough oxygen in the blood) suctioning was
performed and oxygen saturation increased to
92%.

Interview with Regislered Nurse (AN} #5, on
02/27/15 a1 11:18 AM, revealed she administered

0.5 mg Ativan to the resident the morning of
02/02/15 at 8:05 AM, and normally after each
administration of Ativan 0.5 mg the resident would
sleep for 4 to 6 hours. She stated Resident #1
was frequently restless and would constantly try

to climb out of the bed and get out of the
wheelchair, AN #5 stated nursing was routinaly
administering the Ativan to try and calm the
resident and prevent him/her from trying to get up
or walk unassisted by staff.

Continued interview with BN #5, revealed she
assessed Resident #1 and identified his/her
change in condition around noon on 02/02/15,
She stated she thought the resident was coming

down with something because he/she was not
responding normally. She stated she informed
Nurse Manager #2 of Resident #1's change in
condition and left a note for the physiclan in the
facility communication book. She stated that was
the facility's process and the nurse manager was
responsible for making the dacision 1o call the
physician or wait for the nurse practitioner o
come in and assess the resident.

Interview with Unit Manager #1, on 02/27/15 at
11:50 AM, revealed AN #8 informed her of
Resident #1's change in condition. She stated
she knew the nurse practitionsr would be in later
s0 she decided to not call the physician at that

F 1587
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information they wanted to shars with the
physician or nurse practitioner, She stated AN #8
had put a copy of the nursing note she made in
the book but it was remaoved after the nurse
practitioner had seen the resident. Review of the
communication book on, 02/27/15 with the Unit
Manager, revealed no information was in the
book regarding Resident #1's change in condition
on 02/02/15 or 02/03/15. She stated after looking
back and according to their policy she should
have called the physician after RN #6 told her
about the resident's change in condition. She also
stated the night shift staff shouid have contacted
the physician when ihe resident was not
improving. She stated the nurse practitioner
came in sometime after 4:00 PM on 02102018,
and she informed him of the resident's change in
condition. She stated tha nurse praciitioner
diagnosed the resident with a possible case of
Aspiration Pneumaonia and ordered the resident to
raceive antibiotics and breathing treatments,

Review of the Nurse Practitioner Progress Notes,
dated 02/02/15, revealed the resident was seen
for lethargy and a diagnosis of possible Aspiration
Prneumonia. The plan written was for the resident
lo receive antibiotics and breathing treatments.
The Nurse Practitioner also documented may
need to back off of Depakote and Ativan related
to Lethargy.

Review of the Nursing documentation on,

02/02/15 at 11:21 PM, revealad Resident 41
remained lethargic respanding only to
tactile/painful stimulus, diminished breath sounds
with occasional scattered rhonchi. On 02/03/15 at
12:45 AM, nursing documeniad Resident #1 was
difficult to arouse with no verbal responsa.
Nursing noted Resident #1 had an axiliary
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tfemperature of 101.2; diminished breathe sounds
o bilateral lower lobes with expiratory crackles,

and the resident's nail
sluggish capillary refil,

beds were pale

Resident #1 experienced

had seen the resident

the temperature of 101.2 or change in

stimulus was the same to her.

Physician, on 03/02/15 at
would have wanted to be notified at 11
when nursing
temperature of 101.2.

no documsanted evidence THIrsing

02/03/15 that Resident

with

Interview with Hegistered Nurse {AN} #1 on,
02/27/15 at 2:30 PM, revealed she did not think
a change in condition
on the night of 02/03/15 when she took care of
him/er. She stated since the nurse practitioner
earlier in the day she did
not see the need to contact the physician about

the naif

beds or the change in response to stimulus 1o
only painful. She stated lethargy and difficulty to
arouse, in addition to, not responding to painful

Interview with Resident #1's Primary Care
1:05 PM, revealed he

21 PM

identified the resident had a

Continued review of the nursing documentation
on, 02/03/15 at 3:20 PM, revealed Rasident #1
was not verbally responsive and was racaiving
oxygen at 4 liters per nasal cannula. Continued
review of the medical recerd revealed there was
obtained a
physician crder for the oxygen therapy,

Interview with RN #2 on 03/02/15 al 12:35 P,

revealed she was told in feport on the morning of
#1 did not do well
the night shift. She stated Resident #1 received
oxygen when she assumed care of the resident
that morming and did not realize an order

during

was not

obtained for the administration of the oxygen
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Continued From page 10

therapy. She stated she was concermned about the
resident experiencing dehydration because
he/she was not taking in enough fluids. She
slated at the end of her shift she obtained another
set of vitals and the resident's blood pressure had
dropped. She stated she notified the Unit
Manager of the resident's change in condition and
then left for the day. She stated the Unit Manager
took care of notifying the physician of a change in
condition,

Heview of the Nursing documentation on,
02/03/15 at 3:20 PM, revealed Resident #1 was
noted to have ash colored nail beds with shuggish
capillary refill. Rasident #1's blood prassure was
86/50, heart rate 88; oxygen saturation on 4 lters
of oxygen was 90%. The resident's lungs were
congested bilaterally with productive cough noted.
The Nurse Practitioner was notified of the
resident's condition and ordered the resident to
be sentto the amergency room for evaluation.

Interview with the Assistant Director of Nursing
(ADONY}, on 02/27/15 at 1:20 PM, revealed uniess
it was an emergency, nursing would not contact
the physician during the middle of the night. She
stated that was the reason for the comm unication
book. She stated nursing would put
non-emergent resident information in the book for
the physician or nurse praciftionar to read when
they came into the facility. She stated nursing did
not audit medication administration records o
determine if, as needed medicatlion, was
administered according to the physician orders or
if nursing documented signs and symploms for
the medications use. She stated lzadership met
every day to discuss residents with behaviors or

changes in condition that oceurred the day

F 57
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before. However, she did not remember
discussing Resident #1's change in condition that
accurred on 02/02/15 on the muorning of 02/03/15
of prior o the resident being transferred fo the
hospital,

Interview with the Director of Nursing (DON}, on
03/02/15 at 2:45 PM, revealed staff should have
contacted the physician timely after the resident
experienced a change in condition and shouid
have obtained an order for the administration of
the oxygen therapy. She stated facility leaders
met daily to discuss resident's that had a change
In condition or behaviors the prior day; however,
they have no evidence they met to discuss
Hesident #1's behaviors or change in condition,
She stated she had no recollection of providing
direction to staif regarding Resident #1's care.,
The DON stated recently several residents and
employees contracted a stomach virus and
maybe they were distracted with dealing with
those situations that Resident #1 just wag
missed,

Interview with the Administrator {ADM), on
03/02/15 at 2:00 PM, revesaled he believed
leadership discussed Resident #1's behaviors in
morning meetings, but had no documentation of
those discussions or interventions put in place
after those meatings. The ADM stated he was not
aware there was a dalay in physician notification
of Resident #1's change in condition and that the
physician would have wanted to be contacted
once Resident #1 had a temperature of 101.2. He
stated he balieved the facility just was unable to
get lo know the resident wall anough fo
implement the necassary interventions to meet
the behavior or activity needs prior to the resident
being sent to the emargency room, Me siated he

F 157
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F 157 Continued From page 12 F157|  F 225 Investigate/Report 3faifis
had not provided direction to fursing or other staff allegations/Individuals
in regards to additional interventions that could .
have addressed the resident's activity or behavior What corrective action(s) will be
needs, accomplished for those residents
F 225 483.13(c)(1)(i)-(i), {c){2) - (4) F 225 found to have been nffected by the
58=D  INVESTIGATE/REPORT deficient practice?
ALLEGAT!QNS}!NDWIGUALS

or licensing authorities,

involving mistreatment, neglect, or abuse,
including injuries of unknown source and

State survey and certification agency).

prevent further potential abuse while the
investigation is in progress,

to the administrator or his designated

The facility must not employ individuals who have
bean found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding enterad into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions bya
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facifity staff to the State nurse aide registry

The facility must ensure that all alleged violations

misappropriation of resident propenty are reporied
immediately to the administrator of the faci
{o other officials in accordance with State law

through established procedures (including to the

ity and

The faciiity must have evidence that all alleged
violations are thoroughly investigated, and must

The resulls of all investigations must be reporied

representative and to other officials in accordance
wilh Slate law {including to the State survey and

H

Meeting held with family member on
03/11/2015 to ensure that he
understands the facilities visiting
policy and what the perception is from
the events that occurred between he
and his mother. Training has occurred
with staff on 03/17/2015, including the
Nursing Home Administrator {MNHA)
on 03/16/2015, to ensure that all
incidents are investigated per facility
policy,

How will you identify other residenty
having the potential to be affected by
the same deficient practice and what
corrvective action will be taken?

All residents have the potential to be
affected. In the event of an employee,
resident, friend, visitor or family
member who reports an alleged
violation regarding potential abuse,
neglect, injuries of unknown source,
and/or misappropriations of resident
property, the NHA, per the abuse
policy (revision date 2014), will place
the suspected perpetrator on immediate
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F 225 | Continued From page 13 F225) investigatory suspension while the
certification agency) within 5 working days of the NHA completes the investigation of
incident, and if the alleged violation is verified the alleged abuse or neglect. The NHA
appropriate corrective action must he taken, will have the suspected pempetrator,

including family members, leave the
property immedistely for the protection
of the resident.

This REGUIREMENT is not met as evidenced

by

Based on interview, racord review, and review of What measures will be put into place
the facility's policy, it was determined the facility or what systemic changes you will
failed to conduct a thorough investigation into two make to ensure that the deficient
(2) separate allegations of potential abuse. The practice does not recur?
facility failed to conduet interviews of potential
witnesses or document the findings and any On 3/16A 3, the NHA and DNS were
actions taken after each allegation was made. In re-educated on the Abuse Policy
addition, the facifity failed to notity alt appropriate {revision date 2014) regarding resident
regulatory agencies of the two suspected protection by the Field Service Clinical
allegations of abuse for one (1) of six (6) sampled Director (FSCD) when an alleged
residents (Resident #2). violation has been reported and the

direct responsibilities of the NHA to
remove the suspected perpetrator from
the property immediately, Employee’s
are to be placed on immediate
investigatory suspension while
completing the investigation. Family
miembers and/or visitors would be
restricted from visitation during this
investigation,

The findings include:

Review of the tacility's Reporting and
Investigation of Alieged Violations of Federal and
State Laws Involving Mistreatment, Neglect,
Abuse, Injuries of Unknown Source and
Misappropriation of Resident's Property policy,
dated December 2014, revealed the company
would take the following steps to prevent, detect
and report abuse, neglect, injuries of unknown
origin and the misappropriation of rasident
property (alleged violations). if the suspected ractice will not recur, i.e., what
perpetrator was a vender, visitor, or volunteer the p lity assurance g}mg’ram will be
Executive Director would take all appropriate %f " f tace?

measures immediately to securs the safety and put into place

wellbeing of the resident. Measures may include
disallowing contact betwsen the resident and
alleged perpetrator while an investigation was
conducted, Any employee who suspected an

OFM CMS-2567(02-99) Pravious Varsions Obsolsts Event 1D:82x411 Facility it 100192 It continuation sheet Page 14 of 48
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F 225 Continued From page 14 F2zs] FSCD will audit incidents and the
alleged violation would immediately notify the grievance log for any potentially
Executive Director. The Executive Director would reportable incidents. Audits will be
also notify the appropriate state agency, in completed weekly for four weeks, then
accordance with state law, as well as notify monthly for four months. The audits
immediate management. The results of the will be provided to the NHA, who will
investigations must be reported by the Executive bring the audit results to two quarterly
Director to the appropriate state agency, as QAPI commitee meetings. Any issue
required by state law, within five (5) working days with lack of compliance will be
of the alleged violation, The investigation would addressed through revision of this plan
include interviews of employees, visitors, to reach compliance. The QAPI
residents, volunteers and vendors who may have committee will determine if further
knowledge of the alleged incident. Factual action needs to be taken and determine
information only would be documentad, not the continued time schedule of
assumptions, speculations, or conclusions, additional audits if needed.

Written statements from involved parties would '
not be requested as all information would be
documented on the Verification of Investigation
form. The documentation of the investigation
would be kept in the Executive Directors office in
& secure administrative file. The medical record
would be reviewed to determine the resident’s
past history and condition and ite ralevance o the
afleged violation. The center would make
reasonable efforts to determine the cause of the
alleged violation and take corrective action
consistent with the investigative findings and to
eliminate any ongoing dangers to the resident.
The Director of Nursing in conjunction with other
clinicians would initiate or revise a care planio
reflect the resident's condition and measures o
be taken 1o prevent recurrence, where
appropriate,
Review of the facility's Adult Protective Services
Notification documentation, dated 02/10/1 5,
revealed the report stated, the concern was
related to the way the son treals/speaks to the
nurses and Raesident #2. According to the nurse,
FORM CrIS-2567(02-89) Provious Varsions Dbsolala Event 103 82¢411 Facilty 1 100592 if continuation shest Page 15 of 48
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F 225 Continued From page 15 Fa25
she heard the resident's son yelling at the
 resident and the nurse heard the resident say
he/she must have done somathing bad,

Interview with Social Services, on 02/27/15 at
9:35 AM, revealed nursing notified her regarding
a report made by Hesident #2'g neighbor that
they heard yelling coming from Resident #2's
room and something hitting the wall. The Social
Service worker stated she spoke with Resident
#2 about the incident and the resident stated the
30N was siressed, but that averything was 0.K,
Social Services stated she only spoke with the
nurse caring for Resident #2 at the time of the
incident and did not interview other residents or
staff to determine if they heard or witnessed
anything. She stated she had hearg about
another incident in which Registered Nurse
Manager #2 had reported to Resident #2's

| Psychiatrist that she had overheard Resident #2's
son yelling at the resident. She stated the
Psychiatrist wanted the incident reported 1o Adult
Protective Services. She stated the Psychiatrist
said the son needed to know the appropriate
behavior when interacting with Resident #2. The
Psychiatrist said the behavior was considered
verbal abuse and needed to be reported, She
 stated the facility scheduled a mesating with the
50n to discuss the situation and behavior;
however, it was canceled and rescheduled. Social!
Services stated she did not compleie a
Varification of investigation form as required by
the facility policy.

Interview with Registered Nurse Manager (AN}
#2, 0n 02/27/15 at 9:00 AM, revealed she over
heard Resident #2's son yelling at Resident 82 a
_Gouple of weeks ago. She stated semetime after |
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Continued From page 18

the incident, Resident #2's Psychiatrist was in the
facility to see the resident and it was at that time
sha spoke with the Psychiatrist about the son's
behavior. She stated she considered the incident
ta be verbal abuse, but did not report it at the time
because she believad this was normal behavior
for Resident #2 and the son. However, afier
speaking with the Psychiatrist he ordered the
facility to report the incident to Adult Protective
Services because he believed it was a reportable

Review of Resident #2'g clinical record revealed
the facility admitted the resident on 07114714 with
diagnoses of Dementia, Anxisty, Chronic Pain,
Congestive Heart Failure, Chronic Obstructive
Pulmonary Disease and Colostomy.

Review of Resident # 2's Quarterly Minimum Data
Set (MDS) assessment, completed on 01/19/15,
revealed the facility assessed the resident using a
Brief Interview for Mental Status {BIMS) exam
and the facility assessed the rasident with a score
of fourteen (14) out of fifteen (15) indicating
cognitively intact,

Review of the Physician Prograss Notes, dated
02/10/15, revealed the Psychiatrist wrote contact
Adult Prolective Services on behavior raported by
nursing, on behavior son directed toward resident
and nurse.

Review of the nursing notes, dated 02H11/15 at
11:08 AM, revealed the Executive Director made
a general note stating in follow up {o Physician's
order, Adult Protective Services had been notified
conceming son's reported behavior,

Interview with Resident #2's Psychiatrist, on

Fazs
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03/02/15 at 2:45 PM, revealed the nurse manager
reported o him that she overheard Resident #2's
son yelling at Resident #2 and then hitting the
wall with his fist. The Psychiatrist stated the
incident was potential verbal abuse and neaded
to be reported to the authorities. The Psychiatrist
stated he wrote an order for the facility to report
the incident to Adult Protective Services because
he belisved the incident was not being taken
seriously. The Psychiatrist stated he called Adult
Protective Services and reported the incident
also,

interview with the Assistant Director of Nursing
(ADON}, on 02/27/15 at 10:15 AM, revaaled she
was aware of two separate concerns regarding
Resident #2's son's behavior, The ADON stated
the facility did not document actions taken or
information obtained regarding the incidents that
oceurred. The ADON stated another resident
reported to nursing they heard someane veliing in
Resident #2's room and then heard something hit
the wall around 1:00 AM a few weeks ago. She
stated the night nurse was interviewed and
reported she did not hear any yelling coming from
Resident #2's room. The ADON stated the nurze
reported to them she went into Resident #2's
room around 1:00 AM and found the son was stil
there and the resident had just been in the
bathroom. She stated the nurse asked the son to
leave because it was so late and believed the
neoise came from the resident hitting the wall with
the walker. The ADON stated with that
information it was determined no abuse had
occurred. However, the ADON siated no other
residents or staft were interviewed to determine if
they had heard yelling or something hitling the
wail in Resident #2's room. She stated the
second incident was regarding a nurse
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overhearing Resident #2's son not speaking to
the resident in a nice tone. She stated a nurse
spoke o Resident #2's Psychiatrist about the
behavior and the Psychiatrist ardered Adult
Protective Services contacted. The ADON also
stated she could not provide evidence the facifity
investigated the incidents because they had not
followsd their policy and documented their
findings or investigation actions on their
Verification of Investigation form.

Interview with the Director of Nursing (DONJ, on
02727115 at 10:15 AM, revealed the facility
dropped the bail regarding the two incidenis
invalving Resident #2 and the son, She stated
each situation should have been investigated by
interviewing all potential witnesses and staff and
the information gathered should have been
documented on the Verification of Investigation
form. The DON stated she did not believe abuse
occurred because the behavior between the son
and Resident #2 was their normal behavior and
Resident #2 reported no harm and evarything
was okay,

Interview with the Administrator {ADM), on
03/02/15 at 2:00 PM, revealed Resident #2's son
had some disagreements with his staff and
thought that behavior was not reportable, He
stated it was not until Resident #2's Psychiatrist
wrote the order to contact Adult Protective
Services did he report the incident where the son
had yelled at Resident #2. He stated this was
normal behavior between the son and the
resident. He stated the resident said he/she was
O.K. and that was an indication to him, that no
abuse occurred. He stated he reported the
incident because he would get in trouble for not

following a doctors order. The ADM stated the
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F 225 Continued From page 19 F225] F226 Develop/lmplment 3 / g / /s
facility did not follow their policy in regards to Abuse/Neglect, ETC Policies
completing the Verification of Investigation form . . .
when an allegation of abuse was made, What corrective action(s) will be
F 226 483.13(c) DEVELOP/IMPLMENT F226) accomplished for these residents
§8=0 ABUSE/NEGLECT, ETC POLICIES found to have been affected by the

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglact, and abuse of residents

- Abuse, Injuries of
Misappropriation of Resident's Property poficy,

- property (alleged violations). if the suspected

and misappropriation of resident mroperty,

This REQUIREMENT is not met as evidenced
by

Based on interview, record review, and review of
the facility's poficy, it was determined the facility
failed to operationalize their policy and procedure
after two (2) separate allegations of potential
abuse were made. The facility failed to conduct
interviews of potential wilnesses, report
allegations timely to all required state agencies,
and document their findings and actions taken
after each allegation was made for one (1) of six
{6) sampled residents. {Resident #2)

The findings include:

Review of the facility's Reporting and
Investigation of Alleged Violations of Federal and
State Laws Involving Mistreatment, Neglect,
Unknown Source and

dated December 2014, revealed the company
would take the following steps to prevent, detect
and report abuse, neglect, injuries of unknown
origin and the misappropriation of resident

deficient practice?

Meeting held with family member on
03/11/2015 to ensure that he
understands the facilities visiting
policy and what the perception is from
the events that oceurred between he
and his mother. Training has occurred
with staff, including the NHA, 10
ensure that all incidents are
investigated per facility policy.

How will you identify other residents
having the potentiaf to be affected by
the same deficient practice and what
corrective action will be taken?

All residents have the potential to be
affected, In the event ofan smployee,
resident, friend, visitor or family
member who reports an alleged
violation regarding potential abuse,
neglect, injuries of unknown source,
and/or misappropriations of resident
property, the NHA, per the abuse
policy (revision date 2014), will place
the suspected perpetrator on immediate
investigatory suspension while the
NHA completes the investigation of
the alleged abuse or neglect. The NHA
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perpetrator was a vendor, visitor, or volunteer the |

Executive Director would take all appropriate
measures immediately to secyre the salety and
welibeing of the resident. Measures may include
disallowing contact between the resident and
alleged perpetrator while an investigation was
conducted. Any employee who suspected an
alleged violation would immediately nolify the
Executive Director, The Executive Direcior wouid
also notify the appropriate state ageney, in
accordance with state law, as well ag notify
immediate management. The results of the
investigations must be reported by the Executive
Director to the appropriate state agency, as
required by state faw, within five {5) working days
of alleged violation. The investigation would
include interviews of employees, visitors,

residents, volunieers and vendors who may have

knowledge of the allaged incident. Factual
information only would be documented, not

assumptions, speculations, or conclusions,
Written statements from involved parties would
not be requested as all information would be
documented on the Verification of investigation
form. The documentation of the investigation
would be kept in the Executive Directors office in
a secure administrative file. The medical record
would be reviewed to dstermine the resident's
past history and condition and its relevance to the
alieged violation. The center would make
reasonable efforts to determine the cause of the
alleged violation and take corrective action
consistent with the investigative findings and to
eliminate any ongoing dangers to the resident.
The Direclor of Nursing in conjunction with other
clinicians would initiate or revise a care planto
reflect the resident's condition and measures fo
be taken to prevent recurrence, where
appropriate,
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F 228 Continued From page 20 F 2268,  will have the suspected perpetrator,

including family members, leave the
property immediately for the protection
of the resident,

What measures will be put into place
or what systemic changes you will
make to ensure that the deficient
practice does not recur?

On 3/17/135 all staff received general
training on Abuse reporting. On
3/16/15, the NHA and DNS were re-
educated on the Abuse Policy (revision
date 2014) regarding resident
protection by the FSCD when an
alleged violation has been reported and
the direct responsibilities of the NHA
to remove the suspected perpetrator
from the property immediately.
Employee’s are to be placed on
immediate investigatory suspension
while completing the investigation.
Family members and/or visitors would
be restricted from visitation during this
investigation.

How will the corrective action(s) be
monitored to ensure the deficient
practice will not recur, Le., what
quality assurance program will be
put into place?

FSCD will audit incidents and the
grievance log for any potentially
reportable incidents. Audits will be
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:

Review of Resident #2's clinical record revealed
the facility admitted the resident on 07714414 with
diagnoses of Dementia, Anxiety, Chronic Pain,
Congestive Heart Failure, Chronic Obstructive
Pulmonary Disease and Colostomy.

Review of Resident ¢ 2's Guarterly Minimum Data
Set (MDS) assessment, compieted on 01119415,
revealed the facility assessed the resident using a
Brief interview for Mental Status (BIMS) exam
and determined the resident scored a fourteen
{(14) out of fifteen (15) indicating cognitively intact.

Review of facility's Adult Protective Sarvices
Notification documentation, dated 02/10/15,
revealed the report stated, the concermn was
related to the way the son treats/spoke o the
nurses and Resident 82, According to the nurse,
she heard the resident's son yelling at the
resident and the nurse heard the resident say
he/she must have done something bad.

Interview with Social Services, on Q2727145 at
9:35 AM, revealed nursing notified her regarding
a report made by Resident #2's nefghbor that
they heard yelling coming from Resident #2's
room and something hitting the wall. The Social
Service worker stated she spoke with Resident
#2 about the incident and the resident gialed the
50n was sitressed, but that avervihing was OK.
Social Services stated sha only spoke with the
nurse caring for Resident #2 at the time of the
incident and did not interview other residents or
staff to determine if they heard or wilnessed

anything. She stated she had heard about

with lack of compliance will be
addressed through revision of this pl
to reach compliance. The QAP!
committee will determine if further
action needs to be taken and determi
the continued time schedule of
additional audits if needed.

monthly for four months. The audits

will be provided to the NHA, who will
bring the audit results to two quarterly
QAPI committee meetings. Any issue
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another incident in which Registered Murse
Manager #2 had reported to Resident #2's
Psychiatrist that she had overheard Resident #2's
s0n yelling at the resident. She stated the
Psyehiatrist wanted the incident reported to Adult
Prolective Services. She stated the Psyehiatrist
said the son needed to know the appropriate
behavior when interacting with Resident #2. The
Psychiatrist said the behavior was considered
verbal abuse and needed to be reported, She
stated the facility scheduled a meeting with the
son to discuss the situation and behavior,

however, it was canceled and rescheduled. Social

Services stated she did not complele a
Verification of Investigation form as required by
the facility policy.

Interview with Registered Nurse Manager (RN)
#2, 0on 02/27/15 at 8:00 AM, revealed she gver
heard Resident #2's son yelling at Resident 42 a
couple of weeks ago. She stated sometime after
the incident, Resident #2's Psychiatrist was in the
facility to see the resident and it was at that time
she spoke with the Psychiatrist about the son's
behaviar. She stated she considered the incident
1o be verbal abuse but did not report it at the ime
because she believed this was normal behavior
for Resident #2 and the son. However, after
speaking with the Psychiatrist he ordered the
facility to report the incident to Adult Protective
Services because he belisved it was a reporiable
avent,

Review of the Physician Progress Notes, dated
02/10/15, revealed the Psychiatrist wrote contact
Aduit Protective Services on behavior reporied by
nursing, on behavior son directed toward resident
and nurse,
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Review of the nursing notes, dated 02/11/15 at
11:08 AM, revealed the Executive Director made
a general note staling in follow up to Physician's
order, Adult Protective Services had been notified
concerning the son's reported behavior,

Interview with Resident #2's Psychiatrist, on
03/02/15 at 2:45 PM, revealed the Nursa
Manager reported to him that she overheard
Resident #2's son yelling at Resident #2 and then
hitting the wall with his fist. The Psychiatrist
stated the incident was polential varbal abuse
and needed to be reported to the authorities. The
Psychiatrist stated he wrote an order for the
facility to report the incident to Adult Protective
Services because he believed the incident was
not being taken seriously. The Psychiatrist stated
he called Adult Protective Services and reportad
the Incident also,

Interview with the Assistant Director of Nursing
(ADON), on 02/27/15 at 10:15 AM, ravealed she
was aware of two separate concerns regarding
Resident #2's son's behavior, The ADOHN stated
the facility did not document actions taken or
information obtainad regarding the incidents that
occurred. The ADON stated another resident
reported to nursing that they heard someone
velling in Resident #2's room and then heard
something hit the wall around 1:00 AM a few
weeks ago. She stated the night nurse was
interviewed and stated she did not hear any
yelling coming from Resident #2's room. The
ADON stated the nurse reported to them she
went into Resident #2's room around 1:00 AM
and found the son was still there and the resident
had just been in the bathroom. She stated the
nurse asked the son to leave because it was so
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Continued From page 24

late and believed the noise came from the
resident hitting the wall with the walker, The
ADON stated with that information it was
determined no abuse had occurred, Howsver, the
ADON stated no other residents or staff werg
interviewed to see i they had heard yelling or
something hitting the wall in Resident #2's foom,
She stated the second incident was regarding a
nurse overhearing Resident #2's son not
speaking to the resident in a nice tone., She
stated a nurse spoke to Resident #2's
Psychiatrist about the behavior and ihe
Psychiatrist ordered Adult Protective Services
contacted. The ADON also stated she could not
pravide evidence the facility investigated the
incidents because they had not followed their
policy and documented their findings or
investigation actions on their Verification of
Invastigation form,

Interview with the Director of Nursing (DON), on
02/27/15 at 10:15 AM, revealed the facility
dropped the ball regarding the two incidents
invalving Resident #2's and the son. She stated
the stalf had not followed the policy and did not
compiele the Verification of Investigation form. In
addition, the DON stated she believed no abuse
occurred because the behavior between the 500
and Resident #2 was their normal behavior and
Resident #2 reporied averything was okay.

Interview with the Administrator {ADM), on
03/02/15 at 2:00 PM, revealed Resident #2's son
had some disagreements with his siaff and
thought the behavior was not reportable. He
stated it was not until Resident #2's Paychiatrist
wrote the order to contact Adult Protective
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