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i abuse ard action plan related to Resident #1 and | I
Resident #2 and also discussed the Immediate

; Jeopardy and action plan in April.

: 8. Review of LPN #1's "Timecard” punches
‘revealed the nurse clocked out on 04/03/14 at -

. 2:04 PM,

, Interview with the DNS on 04/10/14 at 10:37 AM i
Pand Administrator at 529 PM revealed LEN#1 ‘
.‘ was suspended on 04/03/14. i |

10. Review of the inifial faxed report sentto the | i
Etate Survey Agency regarding the 03/02/14 1 :
abuse allegation invelving Resldent 2 and LPN | i
#1 was sent on 04/03/14 by the Administrator. ‘

inferview with the Administrator on 04/507 4 &t -
§:29 PM corfirmed she sent the faxed report on ; ;
1 04703114, = |

; 11. Review of an interview with Resident #2 was :
" camplated on 04/04/14 as indicated on the AOC ;

pfan.

inferview with the DNS on 04/10/14 af 10:27 AM
and the Administrator at 5:28 PM revealed they
interviewed Residen! #2 on 04/04/14, and he/she | i
; confirmed the nurse threatened notto give the :
resident pain medieation, i j

Interview with Resident #2 on 04/10/14 at 10:19 |
. AM, revealed the DNS and Administrator tatked to -

¢ him/her about the phone incident and pain
_ medication. : :
12, Review of the facility's documented interview
: with Resident #2's sister revealed it was

_performed on 04/04/14 as indicated on the ACC, : :
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i Interview with the Adminigtrator on 04/10/14 at

5:20 PM, revealad she interviewed Rasident #2's

: sister on 04/04/14, and she asked zbout the
Uincident. The Administrator stated the sister ,
- already knew about the allegation, but thought the |
‘nurse was trying to fimit the resident's phone cails
o ber as requesied. Interview with DNS on !
04410714 at 12:13 PM reveaied the Adminisiralor
interviewed the resident's sister.

13. Review of witness statements of employees
who worked from 7:00 AM to 3:00 PM on

, 03/02/14 were reviewed by comparison with the
: 03/02/14 dayshift schadule. ’

! nterview with the NS on 04/10/14 at 10:37 AM
and 12:13 PM and the Administrator at 8228 PM, |
revealed aff siaff who workad dayshift on
(3702014 were irderviewed moshy by the DNS and
; were asked did you hear a nurse vell or scream
L&t a resident and did you hear a nurse threaten io |

withheld medicatior.

i

i
i
i

Interview with the ADON on 04/10/14 at 4:27 PM,
;; revealed she interviewed somea of the staff who :
“worked on 03/02/14 about the allegation. i

inferview with CNA #11 on 04/09/14 at 3:05 PN |
and with LPN #4 at 3:15 PM, revealed they had
workead on 02/02/14 and were interviewad hy the
facility about the event on 04/04/14.

14 Interview with the NS on 04/10/14 at 1(:37

for Resident #2 revealed the facility entered the
allegation of abuse for Resident #2 into the Risk

: Management System an 04/04/14.

H

AM and review of the facility's AQC implemented .
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15, Review of the ADC documentation revealed
, the facility had new employess wha were
tinservicad on 04/07/14 on the abuse policy,
reporting requiremnents, promise of confidentiality |
and no fear of retribution, :

- nterview with the DNS on 04/10/14 at 10:37 AM,
| ravealed the facility had several newly hired staff
who were interviewed on 04/07/14 regarding their ;

inservice.

. Interview with the Administrator 04/09/14 at 1:28 |
{ PM, revealed the facility does not use agency )
siaf.

18, Review of the faclily's work schadule
04/04/14 through 04/06/14 revealad the facility
had supervisors on each shift,

interview with the DNS on 04/10/14 at 10:37 AM
“and the Administrator at 5:28 PM, ravealed
supervisors were assigned to each shifl 1o

I monitar for abuse and were supposed to monitor
“interactions between residents and employees to
; afsure they were appropriate, They indicaled if
- there was an allegation reported to the superv%sar
it was to be reported inmmediately o the .
Administrator. ;

Interviews on Q4/10/14 with the Maintenance :
| Director at 3:39 PM; the ADON at 427 PM; RN ¢
" #4/100 Unit Manager at 448 PM; Empioyes f

Benefits and Fayroll Coordinator at 3113 PM: and
L Activities Director at 2:44 PM revealed thevali |

had & st of shifts and they picked up diferent
: shifts to observe and supervise interactions of
employees and residents and if & suspected
, dllegation of abuse was identified they were to i
 calf the DNS and Administrator immedistely. The |

1
H
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 staff indicated no abuse aflegations had heen
" identified.

717. Reviewed the audit tool which was fo be
. utilized for employee abuse interviews,

i

* allegations of ahuse. Continued interview

* dane by Administrator, DNS or Nursing
i Supervisors Monday fhmugh Friday, and stafl

do five (5} employees esch weak. The ADON

. 18, Raviewed the audit tool which was to be
: Utilized for resident interviews,

 any issues with staff reatment and any

' hiad been initiated and rasidents wers to be
| Interviewed by the Administrator, NS and

_Interview with the DNS on 04/10/14 at 10:37 AM

L and the Administrator at 5:28 PM, revesaled the
facility had implemented audits to interview five

| (8) employees weekly for four (4) weeks and then |

“monihly for three (3) months o determine ¥ sta¥f |
i understood the abuse policy and reporiing of ail

i revealed audils had been initiated and would be

wc:uld be re-educaied If concarns were identifiad,

irierv‘ew on 0410414 at 4:27 PM, with the ADON 5
. revesled she haa Interviewed some employees
i for the abuse audits and they were supposed ic

i Indicated if she identifled a problem during the
" audi she was to address it at that time. however
¢ had pot identified a problem in her abuse audits.

i Interview with the DNS on 04/10/14 at 10:37 AM
"and the Administrator at 5:20 PM, revealad tha
. facifity had mplemented the audifs o inderview
' five (5) residenrts weelkly for four (4) weeks and
. then monthly for three (3} months to determine

wrtﬁhofdmg of medication. Continuad inferview
| with the DNS and Administrator revealed audits

Foze

FORM OMS-2567(02-6%) Previous Yarsions Obsofete

Event ID:VBDRY

Facility ID: 100022

i conlinuaiion sheet Page 84 of 108




_ PRINTED: 04/24/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APHHVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICENCIES {X1) PROVIDER/SUPRLIER/CLIA (X2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LA BUILDING

{3} DATE SURVEY
COMPLETER
C
185080 B. WING 04/10/2014
' STREET ADDRESS, QITY, STATE, ZIF CODE
7308 WOODSPOINT BRIVE
BRIDGE POINT CENTER FLORENCE, KY 41042

X4 1T SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ©
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAG i REGULATORY DR L5C IUENTIFYING INFORMATION) Y CROBS-REFERENCED TO THE APPROPRIATE ~ DATS
i DEFICENGY} |

IAME OF PROVIDER OR SUPFLIER

F 226; Continued From page 84 _: F 228
- Nursing Supervisors Monday through Friday.

Intsrview on 04/101/4 at 427 PM, with the ADON |
- revealed she had performed resident interviews :
F for the audits and they wers supposad to do five :
. (5} per week. She indicated if a concern was _ g
{identified it was to be addressed at the time of | ’
_Interview; however, had not identified any
: concarns in her resident interview audits,

19, Interview with the DNS on 04/10/14 at 10:37

AM and the Administrator at 5:20 PM, revealed - |

the facility did not have a specific form for | '

auditing the abuse investigation but the

: Administrator would be performing audits on all

* abuse investigations 1o determine if tha ‘ ;

. allegalions were reperted tmely, investigations ?

{ were theroughly completed and the initlal report | ; ;
was sent io the Stale Survey Agency in . :

twenty-four {24) hours and the five {8) day follow

up was sent in timely. Continued interview with

! the DNS and Adminisirator revealed any

" concerns would be addressed &t that time.

20. Interview with the DNS on 04/10/14 at 10:37

AM and the Administrator at 520 PM, revealed | )
i the audit data would be presented to the monthly i
P Committee meetings by the Administrator or | '
DNG for four (4) maonths as indicated in the AQC,

: Continued inferview with the DNS and

. Administrator revealed they have not yet had the | |
tmonthiy Pl Commitiee mesting. ?

21, Interview, on 04/10/14 at 1:40 PM, with the i :
MG reveaied her role was to review prior abuse | i

| investigations from 03/06/14 to 04406714, o _

*ansure the nvastigstions were done, were ‘ )

 thorough and incidents ware reported in a timely §

- manner per the facility's abuse policy. Continued | ;
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F 226 Continued From page 85
five (5} incidents, inc luding these involving

" anly problematic avents.

F 490 483.75 EFFECTIVE
S8=; ADMINISTRATION/RESIDENT WELL-BEING

i

" Afacility must be administered in @ manner that
- enables it to use its resources effectively and
+efficiently to attain or maintain the highest

_ practicable physical, mertal, and psychosacial
fwell-heing of each residant,

i
i

[ This REQUIREMENT is not met as evidenced
by

ihe faclity's policy, grievances forms, and final
| invesligative reports it was determined the

. system to ehsure policy and procedures were

- to Iimmedialely report an allegation of abuse,;
L investigate allegations of abuse; prevent the

pahcy and procedures. This faliure affected two

“and #2).

'Lcensed Practical Nurse {LPN) #4 complated a
- Grievance/Concern Report on 03/02/14, after
! being informed by Resident #2 that LPN #1 had
. "snatched” the phone from himher and iold the
i resident he/she was not allowed (o uae the

" phone. Resident #2 alse reported LPN #1 fold

[ him/ter if hefshe confinued fo curse at her, the

| interview with the MCO revealed she had auditad

i Resident #1 and #2, and reported those were he -

i Based on Interview, record review, and review of |

facility's Administration falled to have an effective
‘implemented related (o abuse, The facility failed

. potential for further abuse; and raport allogations
i to appropriate State Agencles as per the facil ffity's

. (2) of seven (7} sampled residents (Residents #1 |

F 2261

F 400,

;

The interim administrator at
the time of the occurrence
has been emploved since
2724714, As the interim
administrator this person is
aware of the uitimate
responsibility for the
operation of the facility and
understands that the
administrator possess the
authority to manage the
facility and make needed
changes to facility systems
related to policies and
procedures implementation
of abuse.

e/ i

The Regional Vice President
of Operations reviewed the
Administrator job
description with the interim
administrator 4/29/14 to
verify understanding of
respongsibility,
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' Continued From page 86 F 499; 3. The interim Administrator

i LIPN would not give the resident hisfher pain

medication. LPN #4 gave copies of the

| Grievance/Concarn Report to the Administrator,

~ Director of Nursing Services (DNS) and Social

| Services (88]. Although the facliity's

- Administration was aware of the grisvance they

i failed to view the incident as potential abuse,
Therefora, the facility's Administration failed to

: perform a thorough investigation to include staff

“and other resident Interviews, faled to suspend

| the allaged perpatrator which could have resulfed

“in potential further abuse and falled to report the
alieged abuse to the State Agencies.

i Additionally, staff witnessad an incldent of verbal

abuse by Licensed Practical Nurss (LPN) #8 on
: {)3;‘9?‘1’14 garly in the morning. Staff heard LPN
' #86 velling at Resident #1 for using the call light
i multipte tmes to request pain medication. Staff
" heard LPN #6 inform Resident #1 he/she would
E not get pain medication any guicker by banging
* histher call light. LPN #6 was heard tefling
- Regident #1 hefshe was acting fike a child.
*Interviews with Certified Nursing Assistanis

. (CNA) #3 and CNA H7 revealed they were aware

i of the incident; however, had not reported it
immediataly a5 per the abuse policy. As a resuit

| of the staf not reporting the afleged abuse
immediately, LPN #6 worked ansther sntiva shiff

i the night of 03/08/14. The facility's Administration

sniy became aware of the incident after Resident

: #1's family filed a grievance, {Refer to F-223,
| F-225 and F-226)

| The facifity's Administration's failure 1o have an

. effactive systam in place o ensura the facllty's

| ;aoiie’es were implemented was iikely to cause
serlous injury, harm, Impairment or death,

i

_ has and will continue to

5 ensure the facility is
administered in a manner
that enables it to use ifs
resources effectively and
efficiently to attain or
maintain the highest
practical physical, mental,
and psychosocial well-being
of eacl resident.

1. The allegation of abuse
regarding Resident #2
was reported fo the
appropriate state
agencies LEN #1 was |
suspended on 4-3-14 by
the Administrator and
Director of Nursing,

The investigation was
completed and the final

5 report was submitted to

; the appropriate state

agencies on 4/8/14 by
the Administrator.
LPN#1 was terminated
on 4/14/14 by the
Director of Nursing.

| Immediate Jeopardy {11} and Substandard Quality
Cvard B3 VBDRY
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i of Care (SQC) was identified on 84/03/14 and
. weg determined to exist on 03/02/14.

; The facility provided an acceptable credible

| Allagation of Compliance {AQC) on 04/08/14 with |

the facilty alleging removal of the Immediate

i Jeopardy on 04/07/14. The tmmediate Jeopardy
was verified to be removed on 04/07/14 as

i alleged, prior to exit from the facllity on 04/10/14,

“with remaining non-compliance at & Scope and

i Severity of "D, while the facifity develops and

"implements the Plan of Correction, and the

i facility's Quality Assurance continues to monitor

“to ensure residents are free from abuse.

The findings include:

' Review of the faciiity's policy titled, "OPS310 Ky
. Abuse Prohibition", effective 07/01/13, revealed
* the facility prohibited abuse through: identifying

. and investigating possibie incidents or

t allagations; protecting residents during
_investigations; and reporting the

| incidents/allegations and results of the
investigations to State Agencies. Review

: revealed staff witnessing suspected shuse were
"o report the incident immediately to the

. supervisor, who would report the allegations
fimmediately to the Administrator or designee,

. Policy review revealed the Administrator was fo
Ffax a report to the State Agencies of the alleged
abuse. Review of the policy revealad amplovess
i alleged to have commitied abuse would be
immediately removed from duty perding

i invastigation. Furthet policy review revesled an

§

" Investigation was to be Initiated within twenty-four
£ {24} hours of aflegations of abuse to determine if

' the abuse ocourrad and fo what extent,

+

¥

F 490!

The allegation of sbuse
regarding Resident #1

was repotted to the

appropriate state

agencies and the LPN #6
was suspended on 3-9-
14. The investigation
was completed and the
final report was
submitted to the
appropriafe state
agencies on 3/14/14 by

the Admunstrator. LEN
#6 was terminated on
3/17/14 by the Director

of Nursing.

Residents” #1 and # 2
fiave had no additional

allegations of abuse.

i
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1. Review of the facility's grievancs form :
j compieted by LPN #4 on 03/02/14 revealad
“Resident #2 told her LPN #1 had "snatched® the
| phone from him/her and told the resident he/she

was not allowed to use it anymore. Continued
i review of the form revealed Resident #2 also iold
 LPN #4 that LPN #1 told himfher if hefshe )
" continued to curse her she would not ghve his/her |
, pain medication, Furiher review revealed no :
‘ documented evidence the facillty's Adminisiration -
» had performed an abuse investigation or reporied |
" the incident within twenty-four (24) hours to State
 Agencles as per the policy. :

[ interview, on 04/02/14 at 11:38 AM, with LPN #4 |
revealed on 03/02/14 Resident #2 reported LPN
'#1 had "snatchad” the phone from bgmher and
, told the resident he/she could not use the phone |
fanymore. LPN #4 indicated Resident 82 old her
. heishe was upset when LPN #1 did that and had |
“eursed her. LPN #4 stated she felt this was ,

j abuse and called the DNS who told her she would |

“take care of . However, LPN #4 filed the
s incident as a grievance and gave copies of the
“grievance form to the Administrator, the DNS and ;

: 38,

Finterview, on 04/02/14 at 12:30 PM and on
04/03/14 at 5:34 PM, with the DNS revealsd the
 facility's abuse investgation process had not i
“been followed and the Acministrator had rot been |

' nolified immediately, The DNS reported if the ;
facility did not ful fly investigate abuse allegations |

| and the alleged perpetrator remained wor ing
_there was the potential for additionat abuse to :
{ oceur. The DNS siated the facility had re-opened
, the Incicent, an investigation was baing
performed and the nurse had haen suspanded,

i

Director of Nurses,
Adrainistrator, and
Nurse Supervisors have
interviewed alert and
oriented residents from
3/13/14 o 4/4/14 to
determine if the resident
has experienced or
witnessed any abuse in
the center or any issues

. with receiving PRN

; medications timely with
corrective action if
indicted upon discovery.

F 490! 2,

Allegations of abuse
were reported to the
appropriate state
agencies within 24 hours
of being reported to the

i interim administrator,

Director of Nurses and
Unit Managers
completed an assessment
! of non-interviewable
residents 3/12/14 and
4/14/14 to determine any
injury associated with
possible abuse with no
corrective action
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' Administrator revealed she had seen the
. Grievance form regarding the incident involving
- Resldent #2 sometime araund §3/06/14.
Aceording to the Administrator, she had heard
| about the Incident prior te reading the grievance,
but thought it had bean minimized when told o

“should have recognize it as an allegation of
. abuse or even neglect because there was a
threat to withhold pain medication, The
. Administrator stated she should have had the
" afleged perpelratar removed from resident care,
i Feportad the incident to the State Agencies and

; abuse. She indicated a breakdown had cocurred -

2. Raview of the facliity's final report sent (o the

i State Agency, dated 03/14/14 revesled Resident
C#l's family completed a grisvance related to LPN

. #6 talking to the resident “unprofessionally” the |
' early morning of 03/07/14. Further review
revealed an investigation was initiated,

Interview with Resident #1 on 04/01/14 at 2:16
i FM and on 04/02/14 at 4:15 PM and 8:14 PM /
‘revealed a night shift nurse nad yelled at kim/her
. and became upset with the rasident because |
! hefshe had been banging the call light. Resident -
#2 indicated the nurse had told him/her hefshe |
{ was acting like a kid. Resident #2 revealed when -
"the nurse yelled it had scared him/her andkad |
; made himdher feei ke & child.

! Interview with CNA#T on 04/02/14 at 8:55 AM

| her. 8Bhe stated after she read the grievance she |

* performed a thorough Investigation of the alleged |

' because of the lack of recognition of abusa which i
 lead to the absence of Investigation and failure to
r raport the alleged ahuse. She stated she had not
followad the abuse policy, ;

3, Director of Nurses,
: Administrator, Nurse
i Management, and
Human Resources will
have provided
reeducation by 4/30/14
with the administrative,
nursing, therapy, dietary,
housekeeping, laundry,
and maintenance staff
regarding an effective
system that ensurcs each
restdent remains free of
abuse:
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i and CNA#3 on 04/02/14 at 8:55 AM and
- 04/09/14 at 6:58 PM ravealed both heard the
| nurse yelling &t Resident #1. However, naither
CNA reported the incident immediately per thé
; facilty's policy.  CNA#Y reported the ingident ‘o
'the nurse and waekand supervisor on 03/00/14,

fand on 0404414 st 5:00 PM, r&vealed the facility's
expectalion was for steff 1o report any abuse :
i allegation immediately to their supervisor. She
stated when she became aware of the incident on
i the evening of 03/09/14 she had iniliated an
“investigation. She indicated the investigation had |
| revealed stafl was aware of the incident;
howsver, had not reported it immediately as per
i the policy. The NS indicated as & result of the
slaff's failure to report LPN #5 worked the next
s night after the incident. $he stated the
{investigation revealed staff had not followed the
. taclity's abuse poiicy as they were aware of the
talleged abuse and did not report it Immed iately.

| Irterview, on 04/03/44 at 6:23 PM, with the
Administrafor revealed staff was aware of the

i incident invalving Resident #1 and should have
“reported it immediately. She stated staff had

- failed to report it immediataly, allowed the rurse
finvolved to work another shift bafore being '
. suspended, which could have ied to the potential |
¢ for additional abuse of residents, The :
- Administrator reported if staff had reperied the

i incident immediately and she had bean notified

" she would have immediately suspended the

; nursa and skarted the investigation.

' . Further interview with the Administrator, on
1 04/08/14 2t 6:46 PM, reveaied she axpected her

. two {2} days after she had withessed the Incident. |

Interview with the DNS on 04/02/44 & 12:30 PM

parn
SREFiX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE  © COMPLETON
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Center Abuse policy;
Reporting requirements;

e Promise of
confidentiality and no
fear of retribution.
Including stress
management strategies
for staff,

* FBmployee competency
validated using the
Abuse Prevention post-
test.

¢ Licensed nurses were

E provided reeducation

_ 3/14/14 by Director of

5 Nurses regarding the

need for licensed nurses

to count off controlled
medications and
relinquish med cart keys
with acother nurse if
leaving the center for

lunch or other perods ot [
time to ensure that
medications are
accessible to residents as
needed,
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F z&g{}é Continued From page 61
" staff to report any suspected abuse immediately
 to their supervisor and the supervisor to cafl :
Administration. She slated the process was then |
 to report the alleged abuse o the State Agencies,
“perform an investigation, and report the resulfs of |
! the investigation to the State Survey Agency.
_According to the Administrator, the Investigation
{ process included interviewing the parson
_reporiing the abuse and the residents invoived,
“and collscting witness statements from staff and ,
- other residents. She stated the investigation was )
- important for ensuring allegations regarding staff
; teok the persen out of the equation. Further
Cinterview revealed as the Administrator she was
i ultimately responsibie for the protaction of
“residents,

Interview, on 04/10/14 at 1:40 PM, with the
i Manager of Clinical Operations (MCQ) revealed
she felt there was a breakdown at the
i Administrative fevel for the incident involving
Resident #2. She stated she falt the breakdown
I was dus to staff not understarding the abuse
policy, In regards to what constituted abuse and i
i the process for reporting alleged abuse. She '
. stated she alsa thought there was a breakdown at
: the Administrative level because they had not
. interpreted the incident as abuse, but as a
| grievance. The MCO indicated the alfegations
_invelving Resident #2 and Residsnt #1 had not
 been reported as they should have been per the

. policy.

_The facility provided an acceptable Cradibie

| Allegation of Compliance (ATC) on 04/08/4 4 ;
_which slieged removal of the Immedizte Jeopardy |
L (1) effective 04/07/14. Review of the ADC i
, revesied the facility had implemented the

FHoflowing:

*  The Director of Nurses
and Administrator were-
reeducated 3/12/14,
4/4/14, and 4/30/14 by
the Manager of Clinical
Operations regarding
Abuse Policy and
reporiing requirements.

e Hmployees upon hire
and/or not working
during this timeframe
will have education/
reeducation by
administrative
management to the
center’s abuse policy,
reporting requirements,
promiise of
confidentiality aand no
fear of retribution and

: will be repeated annually

E with all staff,

Facility does not use
agency staff.
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1. The faclity's DNS, Administrator and Nurse
| Supervisors interviewed all interviewable
_residents to datermine if they had experienced or
| witnessed any abuse it the facilify or any issues
" with recelving PRN medications timaly or ]
| threatening to have thefr medication withheld,
' The facility completed the interviews 03/14/14
i and on 04/04/14.

. 2. The facliity's DNS and Nurse Supervisors

- completed assessments of all non-nterviewable

 Tesidents to determine any infury associated with |

| possible abuse. The facility completed the
assessments on 03/14/14 and on 04/04/1 4,

3. The DNS and Adminisfrator wers re-educated
! o the Abuse Policy, the timely reporting
requirements and completion of a thorough
 Investigation by the MCO on 03/12/14 and on
DO40314,

4. The facility's DNS, Administrator and Nurse
Supervisors educated administrative, therapy,

i distary, housekeeping, laundry, and maintenance

staff on the fzcility's abuse poticy, reporting '

| requirements, promise of sonfidentiality, and no

Hfear of retribution. Staff was also inserviced on

, Stresa management. Employess completed the

| Abuse Praveniion post-test. The facliity

. completed the inservices on 03/14/14 and again ;

Lon 04/04i14. '

: 8. The facility's DNS and Nurse Supervisors

" aducated ficensed nurses to count off conirolled

' medications and relinquist med cart keys with
“another nurse if leaving the facilty for funch

: breaks or other perfods of time o snsure ‘
' medications were accessible to administer to
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: Administrator and Director
of Nurse have assigned
supervisors across the 3
shifts daily (includes
Saturday and Sunday) to .
observe staff/resident |

. mnteraciion, and (o determine

that any allegations are

' reported immediately to the
Administrator as of 4/4/14,
Any concerns with staff
interaction or allegations
identified will be called to
the Administrator/DNS by
the Shift Supervisor for
review to determine any
action to be taken including I
reporting to the state agency © |
if indicated.
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i residents as neaded. The faciiity completed the
inservices on 03714414,

- 8. The facility's DNS and Adminisirator were
responsible for terminating the nurse inveived in

| the allegation of abuse for Resident #1 and
raporting the nurse fo the Kentucky Board of
Nurssng The facility completad the action on
031414,

{ 7. The two (2) staff members who heard the
incident involving Resident #1, but did not report
i the allegalion received disciplinary action by the
' DNS and Administrator. The facility complated
the action on 03714714,
8 APerformance Improvement (P1} Mesting, to |
' include the Administrator, DNS and Medical
Director was held to discuss the late reparting of
: the allegation of abuse related to Resident #1 and °
‘ : the plan to correct this. The faciiity completed i
this action on 03/14/14., '

i
1

" Additionally, a Performance Improverment
Meeting, to include the Adminisirator, DNS and

: Medical Direcior, was held to discuss the lale

“reporiing of the allegation of abuse related to

y Resident #2, the Immediate Jaopardy citations,

' root cause and plan of correction, The facility

. completed this on 04/04/14,

8. The nurse identified in the allegation of abuse ;
; for Resident #2 was suspended on 04/03/14. ‘
| The facifity identified the DNS and Administrator

. as being responsibile for the action. The facility

{ completed the action on 04/03/14.

i

; 10, The initial report of the allegation involving

| Resident #2 was subritted to the State Agencies |

7300 WOODSPOINT DRIVE
BRIDGE POINT CENTER
E FLORENCE, KY 41042
xXam SUMMARY STATEMENT OF DEFICIENCIES 0 5 PROVIDER'S PLAN OF CORRECTION {8)
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F 400

Administrator, Director of
Nursing, and Nurse
Supervisors will interview 5
emplovees from all
departments weekly x4
weeks and then monthly x3
months then as determined
by the monthly Quality
Assorance /Performance
Improvement Committee to
determine staff
understanding of the abuse
policy, reporting allegations
to the Administrator
immaediately, and that
allegations or statements are
kept confidential with no
fear of retribution for
reporting. Concerns
identified will be addressed
upon discovery.

Administraior, Director of
Nurses and Nurse
Supervisors will inferview 5

i
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F 490 Continued From page 94
fon 04/03/14, the persons assigned respensibility
_were the DNS and Administrator. The faciity
- completed the action on 04/03/14.

| 11. The facility's DNS and Administrator was

_responsible for interviewing Resident #2

i regarding the allegation of abuse reported on
03/02/14, The facillty completed the astion on

0404014,

[ 12. The facitity's DNS, Administrator and Norsing
_Supervisors were respongible for interviewlng the
sister of Resident #2 regarding the allegation of |
abuse reported on 03/02/14. The “acility )
! completed the action on 04/04/14.

i 13. The facility's DNS, Administrator and Nurse
Supervisors ware responsible for interviewing :

s employees who worked 7:00 AM to 3:00 PM o |

03102114 regarding the allegation of abuse re afed i

‘o Resident #2.  The facility completed the
intarviews on 04/05/14. i

i

14, The faciiity's DNS and Nurse Supervisors :
: ware responsible to enter the allegation of abusa
for Resident #2 Into the Risk Managemenrt

; System (RMS}. The facility completed the action _

Con 04/04/14

115, The facility's DNS, Nurse Supervisars and
. Administrator wera responsible ko provide
" education o new hires on the faci lity's abuse
_ poiicy, reporting requirements, promiss of
: confidentiality, and no fear of retribution during
origntation. This was an ongoing action. The
: Tacility did not use agency staff,

]

| 18. The facllity was to assign supervisors on each |
. shift to monitor staff and resident inderactions and

i resigents weekly x4 weeks
and monthly x3 months to
determine any issues with
staff treatment or abuse and
any issues with withholding
of medication. Concerns
identified will be addressed
upon discovery.

Administrator and/or Social
Services, or Shift
Supervisors will review
grievances, complaints and
allegations daily (includes

' Saturday and Sunday) times

4 weeks then as determined ;
by the monthly Quality
Assurance /Performance
[mprovement Committee to
defermine that Abuse
allegations are reported
timely, resident is protected
from further potential abuse

as per the Abuse Policy and
that investigations are
thoroughly completed,
Concerns identified will be
addressed upon discovery.

i
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F 490 Conlinued From page 95 F 490, The Human Resources
to determine any allegations of abuse wate E personnel sereen potential
! reported immediately to the Administrator. The : i applicants for hire to
facility's Administrator and DNS were responsible | : determine if they |
. g N A ey h
{ 1@ implement the action and the facility compisted ; found suili f,} !cl"sxe been
“on 04/04/14, : 1d guilty of abusing,
- : neglecting or misireating
17, The facility was to implement monitoring ' residents. I found guilty, the
f actions to include interview of five (5) empioyees ; annlicant wi it
: . X : Hicant h]e
weekly for four (4) weeks and then monthiy far ;l %I' . will not be eligible
i three (3} months to determine: staff understood Ot mq i
the facillty's abuse policy: understood reporiing ' New hires will be trained oy
! alfegations to the Administrator immediately, and | | __ the abuse policy and

understood allegations or statements wara kept
F confidential and there was no fear of retribution
forreporting.  Any concerns were fo be
! addressed ai the time of inferview. The facility
identified the DNS, Nurse Supervisors and . .
[ Adminisirator as being responsible for the audits f;ny eglployee who is {
which were ongoing, | o alleged to abuse, neglect or
i % * imistreat residents will be
: ?8;' T?ﬁe{facilft'y ;vaig o imps’erf;e;}f n}g?iterirég t ; ! reported by the
- actions o include interview of flve (5) residents ¢ : N ‘
weekly for four {4) weeks and then monthly for Administ a;m 1o the State
i thres (3) months to determine any issues with Abuse Registry or State
slaff reatment or sbuse and any fssues with ; ; Agency as per the
¢ withholding of medication. Any concerns J regulation,
Identified were to be addressed at that time. The b
. facility idenified the Administrator as being “ |
' responsible for he audits and they were ongoing. | ‘

procequres 1 ory entaiton
and thea at least anny ally,

£
'
H

119, The facility was to implement monitoring

. actions to include an audii of all abuse

" investigations to determine that abuse allegations
. were reported tmely as per the abuse poficy and
* the investigations were thoroughly completed,

. Any concems identified during the audit were to

* be addressad at that time, The facility ideniffied

- the Administrator as being responsible for the : : j
- audits and they were o be ongoing. : ; ‘ !
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' 20. The findings of the monitoring Identified
above ware fo be reported to the Performance
i Improvement Committee monthiy for four {4)
rmoriths for further review and racommendation,
| The Administrator end DNS were responsible and |
' this was 1o be ongoing. :

| Q3706/14 through 04/06/14, to assure a thorough
investigation was comp}eteé and any abuse was
; reported Umely as per the facility poficy. The
" person responsible was the MCO and the faciiity
- was to complele this on 04/07/14,
The State Survey Agenoy validaled the %
Himplermentation of the facllity's AOG as follows:

: 1. Inferview and review of the facility's AQC

! implementation documentation for Resident #1
and Resident $2, with the DNS on 04/10/14 at
10:37 AM, 12:13 PM and at 1:16 PM, revealed
" the faciiity used a Resadem Census f%aport to
dentify all interviewnbie residents. The rezicent

Hinterviews were performead by the DNS and
Nursing Supervisors which included Unit

i Managers, Reviewad the documented resicent

“interviews alt completed by 03/14/14 and
04 4014,

Fn’fewx@w with tha Assistant Director of Nursing
{(ADON) on 04/10/14 st £:27 PI, and RN #5/100 |
" Unit Manager on 04/10/14 &t 448 PM revesied
: resident interviews were performed as per the

L ACC.

[ Interview on 04/10/14, with Resident #1 at 12:58
. PM; Resident #2 at 10:19 AM; Unsampled

! 21. The facility was to perform an audit on abuse
 allegations identified for the prior thirty (30) days, |

(X4y 1 ; SUMMARY STATEMENT OF DEFICIENGCIES in PROVIDERS P AN GF CORRECTION ; 55
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The Administrator will bring’
trends identified from the
daily review of allegations,
complaints and grievances,
and employee and resident
interviews to the monthly
Quality Assurance 5
/Performance Improvement
Conmmittee x4 months for |
further review and
recommendations.

6. Completion date 5/1/14. :
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' Resident A at £:08 PM; Unsampled Resident B at | ‘
4:49 PM; and Unsamped Rasident C af 5:10 PM
s reveaied they wers all interviewed by facility steff |
two (2] different imes recenily about abuse and

medications,

{ Inferview with the Administrator on 04/10/114 a8
- 5:29 PM, revealed she was in charge of the AOC
| plan fo make sure everything was completad as
"indicated and verified all the resident Interviews
twers completed by the 03414/14 and 04/04/14 as

“roted on the ADC.

" 2. Interview and review of the facility's AOC
implementation documentation with the DNS on
G4/10M14 &t 10:37 AM, 12:13 PM and at 1118 PM,
i revealed the facllity used a Resident Census

" Repert to identify all non-interviewable residents. _
The DNS stated they had two (2) staff present for | )

skin assessments and no problems were :

identified indicating abuse, such as, bruises,

scratches, any type of redness or any signs they ]
were rol geiting cars. Review and inferview with | :
| the DNS revealed the skin assessments were . ;
' performed by the DNS and Nursing Supervisers | ?
; on 03/13/14, 03/14/14 and again on 04/04/14 with . ‘

T o issues identified.

 nterview with the ADON on 04/1014 af 4:27 PM |
and RN #8/100 Unit Manager at 4:48 PM,
revealed skin assessments were performed on |
nof-interviewsable residents, '

Interview with the Administrator on 04/10/14 at _
| 5:29 PM, revealed she had verified all skin ]
" assessments of non-interviewabis residents were : j :
: completed by 03/14/14 and 04/05/14 as noted on |
' the AQC with no issues identified. ;

i
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. 3. Raview of a documented Ingervice on 03/12/14 |
tand 04/03/14 revealed the DNS and Admémsiratoré
~were re-aducated on the faciity's sbuse policy
i and reporting requirements by the MCO.

! Intarview with the DNS on 04/10/14 at 12:13 PM,
“and the Administrator on 04/10/14 at 5:20 PM,

i revealed both bad received an inservice on the
“abuse policy and reporting requiremeanis on
03112114 and 04/03714 by the MCO.

4. Interview and review of the facility's AQC
implementation documentation for Resident #1
~and Resident #2, with the DNS on 04/10/14 at
P10:37 AM, at 12:13 PM and at 1.16 PM, revealed
 the facility used a master list of employees to i
Linservics all staff on 03/10/14 thru 0314114 and
o 04/03714 thru 04/04/14. The DNS stated staff |
inservices inciuded review of the abuse policy
which included examples of abuse and reporting,
investigations and reporting were confidentisl, .
sfress management, and abuse post-test. She
 further stated inservices were performed by the
- Administrative team which included herssif, the
Administrator and Nursing Supervisers. The
- DNS staled staff who wers not present were
corfacted by phone and given the insarvics on
: the abuse policy and siress management. She
“incicated staff who the facility was unable o
contact by phone wers sent the inservice !
education by certified mail. The list of siaff who i
wera sent the inservice education by certified mai
- and the certified mall receipts were reviewed.
Interview with the DNS revealed when the staff |
i who wers not present at the inservice came into
“work they went over the post test and signed
; inservice sheels prior to beginning work, She
- stated the inservices were parformed by the
; Administrative team which included herself, the
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| Administrator and Nursing Supervisors.

I Review of the AQC implemenrtation

_documentation revealed a master list of

| employees which showed staff ware inserviced

“from 03/10/14 through 03/14/14 and on 04/03/14 .
. and 04/04/14, on the abuse policy, reporiing ;
mqu:remems promise of confidentiality, no fear
of retribution and stress management. The E

linservice material and post-tosts compieted by

_empiovees after the insarvicing were reviewed,

Interview on 04/ 0714 with the ADON at 4:27 PM;
¢ RN #4/\Weekend Supervisor at 4:08 PM; Actmﬂeq
Director at 2:44 PM; the Employee Benefits and |
; Payroll Coordlnator at 3:13 PM; the Maintenance
t Director at 3:39 PM; and RN #5/100 Unit ;
. Manager at 4148 PM revealed they had inserviced -
| staff on tha :ac;ézéys abuse polcy and stress
managamaernt in March and April,

' Staff intarviews on 04/09/14 with LPN #10 at 5:92

 PM CNA#1S at 5:30 PM, LPN #11 at 541 PM; |

[ CNA#14 at 5:51 PM, CNA #3 at 6:55 PM: and, on |
04/10/14 with LPN #12 at 7:30 AM; LPN# 13 at ;

- 7150 AM; LPN # 14 at 7:55 AM: Dietary Aids #1 at |

- 2:08 PM: Housekeaping #1 at 2.18 PM; Dietary

: Aide #2 at 2:27 PM; Housakeeping #2 at 2:32

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

| #1 at 2:55 PM; Laundry #1 at 3:.04 PM: Employee |

i Payroll and Benefits Coordinator at 3:13 PM; .

“Occupation Therapist (OT) #1 at 3:21 PM;

. Physical Therapy Assistant {(PTAY #1 at 3:28 PM;
CNA #16 at 3:33 PM; Maintenance #2 at 3:30

: PM; CNA#17 at 3:47 PM; RN #4/AWeskend

" Supervisor at 4:08 PM; and LPN #15 at 4:17 BM
- revaaled all indicated they had received

i inservices on abuse in March and April which

- included the types of abuse, how and when to

i
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t report sbuse, confidentiality/retribution, and
. stress management,

i 5. Interview and review of the facllity's AQC

" implementation documentation for Resident #1,

, with the DNS on 04/10/14 at 12:13 PM and at

116 PM, revealed the facllity used a master fist of

i rurses identifled as receiving inservice education
L on 03/13/14 and 03/14/14 on counting controlled |
{ medications in the medication carts and giving

; the medication cart keys fo another nurse before |

’feavin{,} the facility for lunch breaks. She stated

i the inservices were performed by herseif and the

; Nursing Supervisors, :

Interview an 04/10/14 with DNS and ADDON at ‘

- 4:27 PM, RN #4/Weekend Supervisor at 4,08 ,
(PM, Activities Director at 2:44 PM, and RN %
L5 Unit Manager 100 at 4:48 PM ravealed they

s inserviced staff on abuse in March and when

3 apﬁlicable nursing staff on med cart,

Staff interviews on 04/09/14 with LPN #10 & 5:22 |
I PM: LPN #11 at 5:41 PM: and on 04/10/14 with
) LPN #12 at 7230 AM; LPN #1323 at 7250 AM; LPN
{14 at 7:85 AM: RN #4/Weekend Supsrvisor at
. 4:08 PM; and LPN #15 at 4:17 PM revealed alf
findicated they had recelved inservices on ;
. counting controfled medications in the medication
“carts and on giving the medication cart keys to
. another nurse prior to leaving the facility for [unch
*breaks in March, j

i Interview with the Adminisiralor, on 04/90/14 at
i 5:26 PM, revealed nurses wore inserviced sfaff
- as indicated on the ACGC in March,

6. Review of the faciity's report of LPN 46 to KBN
i revealed the nurss was reported on 0%/21/14. :
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- Personnel record review revested LPN #8 was
terminated from employment,

D intarview with the DNS on G4/10/14 gt 1,16 PM
and the Administrator at 5:28 PM, revesled LPN
| #8 was terminated on 03/17/14 per the ACC and
"reportad 1o KBN by the DNS.

i
!

: 7. Interview with the DNS on 04410014 at 1:16 PM
" and the Administrator at 5:28 PM, revesled the
two (2) staff who did not report the abuse of
' Resident #1 received final written warnings by the |
" NS for not raporting timealy, The final written
wamnngs for CNA #3 and CNA#7 were reviewed,

E{ztemew with CNA#7 on 04/02/14 at 8:55 AM
- and CNA#3 on 0409714 at 6:68 PM, revealed
I tney were counseled by the facllity about
reporting abuse soonar.
| 8. Review of the Pt meeting sgn in sheets dated |
03/14/14 and 04/04/14, revealed it was signed by
i Administrator, ONS and Medical Director. :

intarview with the Medical Director on 04/09/14 at :
413 PM, ravealed he attendad the Pl meeting in
Mara:'ﬁ about the allegation of abuse involving ;
Resident #1 and & nurse. Ha siated they :
. discussed what happened and an action pian on
* how to prevent it from happening again.
Additionally, the Medical Director stated he
. aitended the Pl meeting in Aprll regarding the
 allegation of abuse invalving Resident #2 and in
the meeting they had discussed the Immediate
. Jeopardy related to the abuse Incident and the
{ actlon plan to prevent reocoutrance.

: Interview with the DNS on 04/10/14 at 12:13 PM
“and the Administrator at 5:26 PM, revesiad they

Event [ VEDRT

Fagliity 1 100022 i continuiion sheet Page 102 of 108

T TR s il e



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/24/2014
FORM APFROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES (x1) PROVIDERISUPPLIERICLIA 2} MULTHILE CONSTRUCTION (%31 DATE SURVEY
AND PLAN OF COERECTION INENTIFICATION NUMBER: R COMPLETED
A BUILDING
I
L
i - ;
_ 135050 | B WING 04/10/2014
NAKME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P CODE
7300 WOORSPOINT DRIVE
BRIDGE POINT GENTER
FLORENCE, KY 41842
A SUMMARY STATEMENT OF DEFCIENCIES 19 i PROVIDER'S PLAN OF CORRECTION %3
PREFEC {EAGH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX [PACH CORRECTIVE ACTION SHOULD BE COMPLETINN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPPROPRIATE bATE
DEFICIENGY)
R 450

F 480 Continued From page 102
" attended the March ard April Pl meeting with the |
i Medicat Director and discussed the allegation of |
abuse and action plan related to Resident #1 and |
I Resident #2 and also discussed the Immediale
. Jeopardy and action plan in April,

8. Review of LPN #1's "Timecard” punches
“revealed the nurse clocked out on 0403114 at

| 204 P ;

[ Interview with the DNS on 04/10/14 at 10:37 AM
_and Administrator at 5:29 PM revealed LPN #1
{was suspended on 04/03/14.

' 10. Review of the initial faxed repart sent to the
. State Survey Agency regarding the 03/02/14

" abuse ailegation Invalving Resident #2 and LPN
| #1 was sent on 04/03/14 by the Administrator. i

| Interview with the Administratar on 04710714 at
" B:29 PM confirmed she sent the faxed report on
| 04/03/14, f

11, Review of an interview with Resident #2 was
~compieted on 04/04/14 as indicated on the AQC
Fplan.

! Interview with the DNS on D4/10/14 at 10:37 AM ;
_and the Administrator af 5:20 PM revealad they |
linterviewed Residert #2 on 04/04/14, and hefshe
. confirmed the nurse threatened not te give the
'resident pain medication.

Hntarview with Resident #2 on 04/10/14 at 10:18
. AM, revealed the DNS and Administrator tafked fo |
! him/her about the phone incident and pain

; medication.

| 12. Review of the facillty's documented interview
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_with Resident #2's sister revealed it was
performed on 04/04/14 as indicated on the ACC.

"nterview with the Administrator on 84/40/14 at

| 5729 PM, revealad she interviewsd Rasident #2's
slster on 04/04/14, and she asked abaut the
tincident. The Administrator stated the sister

already knew about the allegaiion, but thought the |

nurse was trying to fimit the resident's phone calls |
| 10 her as requested. Interview with DNS on
Otii‘% 0/14 3t 12:13 PM revesied the Administrator

P interviewed the resident's sistfer.

! 13. Review of witness statements of ermplovees
; who worked from 7:00 AM to 300 PM on
T3 4 wera reviewead by comparison with the

03/02/14 dayshift schadule,

 Interview with the DNS on 04/10/14 at 10:37 AM
cand 12:13 PM and the Administrator at 5:29 PM,
i revealed all staff who worked dayshift on

" were asked did you hear a nurse yell or scream
' wi:hhgld medication,

Interview with the ADON on 04710114 at 4:27 BM,
| revealed she inferviewed some of the staff whe
. worked on 03/02/14 aboeut the sllsgation.

. Interview with CNA #11 on 04/09/14 at 3:05 PM

" and with LPN #4 at 3:15 PM, revealed they had
. worked on 03/02/14 and were interviewed by the
facility about the event on D4/04/14.

14, Interview with the DNS on 04/10/14 at 10:37

_for Regident #2 revealed the faciity entered the
¢ allagation of abuse for Resident #2 into the Risk

i AM and review of the faciiity's AOC implemented

; U3A02/14 were Interviewed mostly by the DNS and ; :

: at a resident and did you hear a nurse tiveatar to |

i
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~Management Systam on 04104/14.

- 15. Review of the AOC documentation revealed |
! the facility had new employess who were
. irserviced on 04/07/14 on the abuse policy,
freporting requirements, promise of confidentiafity
. and no fear of retribution. f

. Interview with the DNS on 04/10/14 af 10:37 AV,
‘revealed the facility had several newly hived staff ;
i who were interviewed on 04/07/14 regarding ihe;r

Ensewicﬂ

lnterview with the Administrator 04/006/14 at 1:28
i PM, revealed the facllity does not use agenoy
T stafi.
j
15, Review of the faciiily's work schedule
- 0404714 through 04/06/14 ravealad the faciiity
had supervisors on each shift.

Interview with the DNS on 0410/14 at 10:37 AM |
{ and the Admiinistrator at 5:29 PM, reveaied
supervisers were assigned o each shift fo
i moniior for abuse and were supposed to monitor 1
interactions between residents and emplovess fo
| ensure they were appropriate. They Indicated if
there was an alfegation reperied to the supervisor :
i it was to be reporfed iImmediately io the i
" Administrator. ?

" Interviews on 04/10/14 with the Maintenance
: Director at 3:38 PM; the ADCN at 4:27 PM: RN
* #4100 Unit Manager at 4:48 PM; Employes
; Berefits and Payroff Coordinater at 3:13 PM; and |
f'?act Ivities Direclor at 2:44 PM revealed they all |
: had a fist of shifts and they picked up different
' shifts to ohserva and smperwse interactions of

1 employees and residents and if & suspected i

F 490

FORM CMS-2667(02-88) Pravious Varsions Obsciate Evant D veDRY

Faciity 10 100022 if continuation sheet Page 105 of 108




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/24/2014
FORM APPROVED

OMB NG, 0938-03g1 _

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DERICIENCIES X1} PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRLUGTION (33 DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING COMPLETED
c
18509¢ 8. WiING : L o014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, 71F CODE
7300 WOODSPOINT DRIVE
BRIDGE POINT CENTER
R FLORENCE, KY 41042
(x4 SUMMARY STATEMENT GF DEFIGIENGIES G PROVIDER'S PLAN OF CORREGTION T e
PREFX (EACH CEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ALTION SHOULD BE . COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) 'OTAG ' CROSS-REFERENCED TO THE APPROPRIATE | batm
’ g DEFICIENGY)
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; allegation of abuse was identlfisd they were to i
“call the DNS and Administrator immediately, The .
¢ staff indicated no abuse allegations had bean
_identified.

17. Reviewad the audit tool which was to be i
" utitized for employee abuse interviews, ‘

_ Interview with the DNS on 04/10/14 at 10:37 AM
» and the Administralor at 5:29 PM, revesled the
, facility had implemented audits to interview five i
| {5) employees weekly for four (4) weeks and then ;
. monthly for three {3) months to determine # staff
" understeod the abuse policy and raporting of all

i gllegations of abuse, Continued interview
revealed audits had been initiated and would be

{ done by Admyinistrator, DNS or Nursing

. Supervisors Monday through Friday, and staff
fwould be re-educated ¥ concems were identified.

Unterview, on 04/10/14 at 4:27 PM, with the ADON
: revealed she had interviewed some empioyees

' for the abuse gudits ang they were supposed [o

: do five {8} employees aach wask. The ADON
indicated if she identified 5 problem during the

; audit she was to address it at that time; however
“had net identified a probiem in her abuse audits.

18, Reviewed the aucit toel which was to be
utilized for resident interviews,

Interview with the DNS. on 04/10/14 at 10:37 AM
and the Administrator at 5:28 PM, revesled the
faciity had implemenied the audits o inferview ;
five (5) residents weekly for four (4) weeks and
ther monthly for thrae (3) months to determine

i any issues with staff treatment and any

. withholding of medication. Continued Inferview
twith the ONS and Administrator revealed audits

F 490,

i
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, had been initiated and residents wers (o be
Yinterviewed by the Adminisirator, DNS and
. Nursing Supervisors Monday through Friday.

{interview on 04/107/4 at 4:27 PM, with the ADON |

‘ravealed shae had performed resident inferviews

: for the audits and they were supposed o do five
{5) per week. She indicated if a concern was

! identified it was to be addressed at the time of

interviaw; howaver, had nol ideniified any _

concerns it her resident interview audits, ;

19, Interview with the DINS on 04/10/14 at 1057

AM and the Administrator at 5:28 PM, revesled

the facility did not have 2 specific form for

. auditing the abuse investigation but the '

t Administrator would be performing audits on alf |

abuse investigations to determing if the )

aliegations wers reported timely, investigations |

were thoroughly complated and the inflial report ;

was sent lothe Stale Survey Agency in :

. wenty-four (24) hours and the five (5) day follow
up was sent in imely, Continued interview with

. the DNS and Administrator revealed any

! concerns would be addressed at that time.

| 20. Interview with the DNS on 04/10/14 at 10:37

. AM and the Administrater at 5:28 PM, revesied

* the audit data would be presentad to the monthly |
Pl Committee meetings by the Admiristrator or
DNS for four {4) months as irdicated i the ADC,

_ Continued interview with the DNS and ,
- Administrator revealed they have not vet had the |
, monihly Pl Commitiee mesting.

0 21, Interview, on 04/10/14 at 1:40 PM, with the

" MCO revealed har role was to review prior abuse |
i investigations from 03/06/14 fo 04/06/14, to
“ensure the investigations wers done, were

:
i
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F 490 ; Continued From page 107
thoraugh and incidents were reported In a timely

- manner per the facility's abuse policy. Continued ;
- irterview with the MCQ revaaled she had audited

five {8) incidents, inciuding those invalving

{ Resident #1 and #2, and reportad those were the ;

_ only problematic svents.

F 400
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