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! PROVIDER'S PLAN OF CORRECTION

. policies and procedures that prehibit

misireatment, neglact, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

| Based on interview, record review, review of the

facility's investigation, and review of the facility
“Resident Abuse, Neglect and Expioitation”, policy
and procedure, it was determined the facility
falled to have an effective system to ensure the
facility's written policy and procedure was

followed related to a resident to resident
altercation invelving two (2} of three (3} sampled
residents (Resident#1 and Resident #2},

On 06/04/15 at 12:45 AM, Resident #1 was found
standing outside Resident #2's room yelling and
cursing, accusing Resident #2 of stealing a photo
identification {[D) card. There was no
documented avidence an examination of
Resident #1 or #2 was conducted to identify if

| there was any symptoms of physical abuse for
! either resident per the facility policy.

The findings Include:

Plan of Correction is prepared
and executed solely because
federal and State Law require
it. Compliance has been and
{ will be achieved no later than
ithe last completion date
identified in the POC,
Compliance will be maintained
as provided in the Plan of
Correction. Failure to dispute
or challenge the alleged
deficlencies below Is not an
admission that the alleged facts
.occurred as presented in the
statements.
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F 000 | INITIAL COMMENTS F 000 .
Preparation and execution of
An Abbrevlatad Survey investigating Complaint this plan of correction does not
#KY23340 was conducted 06/08/15 through constitute an admission of or
06/10/15. #KY23340 was substantiated with
deficiencies cited at the highest S/S of a "D" agreement by the provider of
F 226 | 483.13(c) DEVELOP/IMPLMENT r 226| the truth of the facts alleged or
§8=D | ABUSE/NEGLECT, ETC POLICIES conclusions set forth in the
The facility must develop and implement written statement of dEﬂc'enw' This

othimrsafsy nlo
following the data

days following theldat
pragram padicipaion.
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Review of the facility policy and procedure titled
“"Resident Abuss, Neglect and Exploitation”, last
revised 03/12/13, revealad it was the gozl of the
facility to have a process in place to protect the
health and welfara of each resident; to assure
that each resident is fres from verbal, sexual,
physical and menial abuse; corporal punishment,
neglect, involuntary secluston, exploitetion and
injuries of unknawn origin. If an incident Involves
allaged abuse by ancther resident, the following
steps will be taken: If a resident to resident
altercatlon occurs, the resident's safety and
protection should ba assured. An Investigation
should be performed to determine If abuse has
occurred and an evaluation of the abusing
resident should be complated to determine if
ihere was a problem that would raguire medical
intervention. A tharough examination of the
resident should be conducted for any marks,
bruises or injury. Injury documentation will be
completed by the Charge Nurse.

Record review revealed the facility admitted
Resident #1 on 04/09/14 with diagnoses which
included Dementia with Behavioral Disturbance,
Glaucema, Difficully in Walking, Edema, Diabetes
Type Il, Paychosis, History of Methamphetamine
uze, Hyperiension, and Schizophrenia. Review of
the quarterly Minimum Data Set (MDS)
assessment, dated 05/04/15, revealed the facility
assessed Resident #1's cognition as moderataly
impaired with a Brief Intarview of Mental Status
(BIMS) score of 09", which indlcated the resident
was interviewable,

Recard review revealed the facility admitted
Resident #2 on 01/12/10 with diagnoses to
include, Unspecified Psychosis, Diabelas
Metlitus, Schizophrenia, Carcinoma In situ of
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. BUSE/NEGLECT, ETC POLICIES
Ior.rer:tfw.' Action for Residents
‘ound to Have Been Affected

n 6-4-2015, Resident #1 and
esident #2 immediately received
ssessment for injuries by licensed
ursing staff upon identification of
njuries by Resident #2. On 6-4-
015, Resident #2 was sent to the
ospital for further examination.
esident #1 and Resident #2
eceived care and treatment
ccordingly,

dentification of Other Residents
aving the Potential to be
\ffected

icensed  staff began  full
ssessments on all residents
eginning on 6-4-2015 In the
mmediate area of the altercation
nd completion of these
ssassments occurred on 6-10-
015. No signs of injury were
dentified on any of the other
esidents, Routine care on and
fter 6-4-2015 did not reflect any
igns of injury to any other
esident.
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Bladder, Hypertenston, Hemiplagia, and Above
Knee Amputation, Review of the quarterty MDS
assessmant, dated 05/07/15, revealed tha facilily
assessed Resident #2's cognition as severely
impaired with a BIMS score of "04", indicating the
resident was not interviewable.

Review of Investigation Report, dated 08/04/15 at
B:00 AM, revealed on 08/04/15 at 12:45 AM,
Rasident #1 was found standing in front of
Resident #2'a doorway yelling and cursing; and
attempting to enter Resident #2° room. Resident
#1 was yelling out Resldent #2's name. Resident
#1 became combative wilh staff, yelling, kicking
and attempting to bile staff and had to be
restrainad at that time. Residant #1 waa placed
on one 1o one observation at the fime of the
incident and taken back to his/her room at around
1:30 AM. Further review ravealed there was no
evidence an examination of Residant #1 and/or
Resident #2 waa conducted at the time of the
incident to Identify if there were any marks,
bruises or injury per the facility's policy until atter
completing the moming rounds at 5:30 AM on
06/04/15. Resident #2 was found to have
suslained faclal injuries to the left side of histher
face, forehead and aye and review of a skin
assessment of Resident #1, conducted at 6:00
AM on 06/04/15 after the infuries were noted to
Resident #2's face, revesled Resident #1's right
hand was injurad.

Reviaw of Resident #2's Emergency Room
Discharge Note, dated 06/04/17 and an
admission lime of 7:46 AM, revealed the
admitting diagnosis was physical assaull. Further
review of the Discharge Note revealed the
resident received a blow to the head. The
physical exam revealed multiple small abrasions

ade to Avold Reoccurrence

he Abuse Prohibition policies of
he facility were reviewed on 6-29-
2015 by the Administrator, The
dministrator educated the
irector of Nursing an how to
xamine for allegations of abuse,
hat residents to include in those
xaminations and the timeliness of
hose examinations. On 6-29-2015
hrough 7-10-2015, all staff were
nserviced by the Director of
Nursing on the Abuse Prohibition
policies with an emphasis on
dentification,  response  and
reporting of abuse. On 6-29-2015
hrough 7-10-2015, all licensed
urses were educated by the
Director of Nursing on the Abuse
Prohibition  policies with an
mphasis on identification,
eporting and response to any
llegation of abuse.

n 6-29-2015 through 7-10-2015
icensed nurses were Instructed by
he Director of Nursing on how to
xamine for allegations of abuse,
hat residents to include in those
xaminations and the timeliness of
hose examinations.
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of the central right and left side of the forehead,
lsft pariorbilal area with moderate tenderness and
swelling, a large abrasion and medium sized
ecchymoals of the supraorbital and infraorbital
area of the periorbilal area (superficial lacsration Plans to Monitor Performance for
closad right upper eye lid). Resident#2 was ustalned Solutions
I‘"*f’?’gc;d o ey W‘:" ‘:;ag""?s B Il allegations of abuse will be
h:flll:ip; Agf:shnﬂo J"f: ga';" Sl eported to the Quality Assessment
ommittee (members consisting of
Interview with Certified Nurse Aide (CNA) #1, an he Administrator, the Director of
0B/08/15 a1 6:00 AM, revealed while making Nursing, the Quality Assurance
maorming rounds at approximately 5:30 AM on
06/04115, she found Resident #2 to hava bruising ilurse, the MDS Coordinator and
and bleeding from the left eye and scratches on he Social Services Director), that
higiher forehead. She statsd she reported the meets monthly for verification of
injuries to LPN #2 immediately. zonformance to Abuse Prohibition
Inferview with Licensad Practical Nurse (LPN) #2, olicfes. The Quality Assessment
on 06/08/15 at 9:00 AM, revealed Resident #1 ommittee will make
was found in the hallway yelling and screaming at ecommendations and follow up on
12:45 AM on 08/04/15. LPN #2 stated the these allegations of abuse.
resident was combative with staff and slapped
CNA #2. LPN #1 reveaied they were unable o
get the resident to calm down until approximalety
1:30 AM afier the reaident was given an injection
of Ativan (anxiety medication). LPN #2 stated the
other CNA, on the floor made hourly rounds but
Rasident #2 was [aying on hisfher left side with
the shest cavering the side of his/her face and
they did not notice the eye injury until the morning
round at 5:30 AM. LPN #2 revealed al that time
Resident #1 was assessed and was found to
have injuries to histher right hand. LPN #2 stated 7-11-15
it was posslble Resident #1 hit Residant #2
before the staff got to him/her in the hallway. The
LPN stated they did not think Resident #1 had
entared Resident #2's room S0 no assessments
were completed on either resident.
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Interview with Certified Nurse Aide (CNA) #2, on F 280 {D) 483.20(D)(3)
06/09/15 at 6:20 AM, ravealed she was in the
televislon {TV) room trying to help calm Resident 483.10(K)(2) RIGHT TO
#1 down after he/she was found yelling in the PARTICIPATE PLANNING CARE-
hallway. CNA #2 stated Resident #1 was agitated, REVISE CP
siapped her in the face, and was kicking and
trying o bite. CNA #2 revealed the resident was Corrective Action for Residents
yelling and we could not get the resident to calm Found to H
down and as scon as we found the resident in the oun to Have Been Affected
haliway, he/she was monitored. Resident #1 was discharged from
the facility on 6-4-2015.
Interview with Registared Nurse (RN) #1 on
06/09/15 at B:05 AM, revealad the night shift
nurse was responsible for campleting the Identification of Other Residents
assessments and completing the Incident Having the Potentlal to be
investigation reports. Affected
The Comprehensive Care Plan
Inferview with Director of Nursing (DON), on has b : | d f i
06/08/15 at 1:00 PM, revealed during the €en reviewed Tor a
investigative procass we interview residents In the residents who have identified
immediale area of the altercation and Resident behaviors utilizing the Behavior
#1 admitled io hitting Resident #2 so we did not Observation  Program (BOP).
feel the need {o complete skin assessments due
fo that fact. The DON stated the staff did not These residents were reviewed
assess lha residant because they did not thing by the Quality Assurance Nurse
Resdlent #1 had entared Resident #2's room. and members of the Quality
F 280 | 483,20(d)(3), 483.10(k)(2) RIGHT TO F280| Assurance and Performance
§S=D | PARTICIPATE PLANNING CARE-REVISE CP Improvement (QAPI) Team on 7-
The resident has the right, unless adjudged 12015 to determine that
Incompetant or otherwise found to ba | residents  with  documented
Incapacitated under the laws of the State, to behaviors had been care planned
participate in planning care and treatment or with appropriate interventions.
changes in care and treatment, The QAPI Team members
A comprehensive care plan must be developed include: Administrator, Director
within 7 days after the completion of the
FORM CM3-2567{02-88) Previous Versions Obsolste Evant [D:B4IE1Y Facilily ID; 100188 If continuation sheat Page & of 16
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comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a reglstered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, lo the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT s not met as evidenced
by:

Based on Interview, record raview, review of
behavicral hospital discharge summary and
review of the facllity's policy and procedure, it was
determined the facllity failed to revise the plan of
care of one (1) of three (3) aampled residents
{Resident #1). Resident#1 had behaviors of
being resistive and combative toward staff during
care but the facility failed to revise the care plan
to Include intarventions to try dacrease the risk for
abuse due to these behavlors.

Resident #1 was admitted on 04/09/15 and
assessed and identified to have behaviors of
resisting cara and being combative with staff
during care. Resident #1 was care planned on
04/13/15 to allow time to calm when resists care.
Resldent #1 was transferred to Behavioral Health
Center on 05/08/15 after an episode of
aggressive behavior direclad toward the staff
requirad the police to be called. The resident
retumed to the facliity on 05/25/15; however, the
facility falled to revise the care plan with

of Nursing, Quality Assurance
Nurse, Sacial Service Director and
the MDS Coordinator.

Measures or Systemic Changes
Maode to Avoid Reoccurrence

The Comprehensive Care Plan
Policy was reviewed and
approved for use on 6-24-2015
by the Corporate Policy
Committee Members consisting
of the Administrators of the
Concord Health Systems’
facilities, their Directors of
Nursing and the corporate
Admisslons Coordinator and/or
corporate representative,
Licensed staff and Quality
Assurance/Performance
Improvement  {QAPI) Team
Members were inserviced by the
corporate trainer on ?7-1-2015
regarding the care planning of
behaviors and the updated policy
on Comprehensive Care Plans.
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interventions to address the rasident's outbursts
of aggressive behaviors. On 068/04/15 at B:O? The QAPI Team members
AM, Resident #1 had an altercation with Resident .
#2 and caused facial injuries to the left side include: Administrator, Director
Resident #2's face, forehead and eye and of Nursing, Quality Assurance
Resident #1's right hand was injured. Nurse, Social Service Director and
the MDS Coordinator. The
The findinga includa; corporate trainer incfuded how
Interview with the Director of Nursing (DON), on to document changes in
08/12/15 at 2:30 PM, revealed the faclity does behaviors and  appropriate
not have a specific care plan policy. The DON interventions.
stated the care plan process Is incorporated into
every facility policy as it's part of the [nitial
assessment process and continued on with each
aspect of care. The DON revealed the care plan Plans to Monitor Performance
should be updaled with any changes in bahavior Jfor Sustained Solutions
or if a new behavior was picked up the care plan The Interdisciplinary Team (same
¥::rl“d. be revised by the Interdisciplinary Care members . the Qua!lty
Assurance/Performance
Review of the facility policy and procedure titled Improvement team--;
"Resident Abuse, Neglect and Exploitation”, last Administrator, Director of
ravised 03/12/13, revealed it was the goal of the Nursin Quali A
facllily fo have a process In place to protect the & ty ssurance
health and welfare of each resident; to assure Nurse, Social Service Director and
that each resident is free fram verbal, sexual, the MDS Coordinator)  will
phyls;cal lz~1ndlmsmteu abusse; colporlal punishment, monitor Comprehensive Care
neglect, involuntary seclusion, expleitation and .
injuries of unknown origin. If an Incident involves Plans at their daily meetings to
alleged abuse by another resident, the following assure  that solutions are
steps will be taken: If a resident to resident sustained regarding the care
alterca:fon accurs, the resident's safety and planning of behaviors and 7.11-15
protection should be assured. Residents with Tt
needs and behaviors which might !ead o conflict appropriate interventions,
or neglect are identified, assessed and have
care plan developed through the RAIl process.
Record review revealed the facility admitted
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Resident #1 on 04/09/14 with diagnoses which
included Dementia with Behavioral Disturbance,
Glaucoma, Difficulty in Walking, Edema, Diabstes
Type ll, Psychosis, History of Methamphetamine
use, Hyperiension, and Schizophrenia.

Review of the quarterly Minimum Data Set (MDS)
assessment, dated 05/04/15, revealad the facility
assessed Resident #1's cognition as moderately
impaired with a Brief Interview of Mental Status
(BIMS) score of "09", which indicated the resident
was intarviewable.

Review of Resident #1' Comprahensive Care
Plan for "Potential for Disturbances of Thinking,
Mood, or Behavior. Altered Concept of Reallty,
Defusions, and Hallucinations related to
Diegnosis of Dementla with Bahaviors, Resist
Activity Dally Living (ADL)", dated 04/22114
revealed an intervention to allow time to calm
when reaists ADL care.

Review of Discharge Summary, dated 05/25/15,
revealed Resident #1 was admitled to a
Behavloral Hospital on 05/09/15 for having
flare-ups of temper, which accaslonally would
progress {o aggression. The resident would fly
into rages when the staff offered lo assistance
with the resident's incontinent care. Resident #1
had a temper outburst, became aggressive with
staff and the police had to be called. At that point
it was fell the resident needed inpatient
stablllzation refated io hig/her tamper and
behavior. The resident relumed to the facility on
05126/185.

Further review of the Comprehensive Care Plan
revealed there was no documented evidence the
facility revised the cara plan with interventions to

F 280
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address the resident's outbursts of aggressive
behaviors that mquired hospitalization to ensure
other residents and staff were safe,

Review of Investigation Report, dated 06/04/15 at
6:00 AM, revealed on 06/04/15 at 12:45 AM,
Resident #1 was found standing in front of
Resident #2's doorway yelling and cursing; and
attampting to enter Resident #2' room. Resident
#1 became combativa with staff, yelling, kicking
and attempting to bite staff and had to be
restrained at that ime. Resident #1 was placed
on one ta cna cbsarvation at the time of the
incident and taken back to his/har room at around
4:30 AM, Resident #2 was found to have
sustained faclal injuries to the left side of his/her
face and eview of a skin assessment of Resident
#1, conducted at 6:00 AM on 06/04/15 after the
injuries were noted to Resident #2's face,
revealed Resident #1's right hand was injured.

Review of Resident #2's Emergency Room
Discharge Note, dated 06/04/17 and an
admission time of 7:46 AM, revealed Resident #2
had multiple small abrasions of the central right
and left side of tha forehead, left periorbital area
with moderate tenderness and swelling, a large
abrasion and medium sized ecchymosis of tha
supraorbital and infraorbital area of the periorbital
area (superficial laceration closed right upper eya
lid), Resident #2 was discharged back to the
facility with diagnoses to include Closed Head
Injury, Contusion, and Multiple Abrasiens fo the
Face.

Interview with CMA #1 on 06/08/15 at 1:00 PM
and CNA #1 on 08/09/15 at 6:30 AM, revezled
Resident #1 would resist care and have explosive
combative behavior directed toward the staff. i
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Intesview with the DON, on 06/08/15 at 11:50 AM
, ravealed Resident #1 had been living in the
facllity for about a year with no episodes of F 309 483.25 PROVIDE
behavior directed to other resldants; however CARE/SERVICES FOR HIGHEST
would be combative when the aids wera providing WELL BEING
incaontinent care. Further interview with the DON,
on 06/12/15 at 10:00 AM, revealed Resident #1 Corrective Actlon for Residents
would usually calm down after he/she refused a Found
shower and the facility was not used to calling ound to Have Been Affected
hisfhar behavior aggrassiva as they just On 6-4-2015, Resident #1 and
considered it as resisting care. The DON stated Resident #2 Immediately
the process for updating care plans consisted of rec d
updating with any change in bshavior. The DON b eI:ve a:sessm:ent for injuries
ravealad care plan updates were part of the y licensed nursing staff upon
Interdisciplinary Care Team Meatings and were identification of injuries recelved
done at that time. by Resident #2. On 6-4-2015,
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| Resident #2 was sent to the
8=0 | HIGHEST WELL BEING hospital for further examination,

Each resident must receive and the facility must
pravide the necessary care and services to attain
or maintain the highest practicahle physical,
mental, and psychosocial well-baing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, racord review
and raview of the facility's policy and procedure it
was determined the facility failed to provide
necessary care and servicas to maintain the
highest practicable, physical, menlal and
psychosocial well-being of two (2) of threa (3)

;
|
|
i

Resident #1 and Resident #2
received care and treatment
accordingly. Resident #1 was
discharged from the facllity on 6-
4-2015. Resident #3 was assessed
on 6-5-2015 with no identifled
injurles.

Identification of Other Residents
Having the Potential to be

Affected
Licensed staff began full
assessments on all residents

beginning on 6-4-2015 in the
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sampled resldents (Resident #2 and #3) relaled
to Resident #1's behaviars of aggression.
Residant #1 was admitted on 04/09/15 and Immediate area of the altercation
assessed and identified to have behaviors of and completion of these
resisting care and being combativa with staff assessments occurred on 6-10-
during care. Resident #1 was care planned on 2015. No signs of Injury were
04/13/15 1o allow time to calm when resists care. " :
Resident #1 was transferred to Behavioral Health identified on any of the other
Center on (15/09/15 afier an episode of | residents. Routine care on and
aggressive behavior directed toward the staff | after 6-4-2015 did not reflect any
required the palice to be called. The resident signs of injury to any other
retumed to the facility on 06/25/15; however, tha
facility failed fo revise the care plan with ::es‘de‘:t' The  Comprehensive
Interventions to address the rasident's outbursts are Plan has been reviewed for
of aggressive behaviors. On D6/04/15 at 12:45 all residents who have Identified
AM, Resident #1 was found standing in front of behaviors utilizing the Behavior
Resident #2's doorway yelling Resident #2's Observ
name and cursing. When staff attempted to Th N atic:: Program  {BOP).
radirect Resident #1, the resident bacame ese residents were reviewed
combative with staff, yelling, kicking and by the Quality Assurance Nurse
attempting to bite staff and had to ba resirained and members of the Quality
and placed on ane to one abservation. However, Assurance and  Performance
the facility failed lo assass Resident #1 and Improvement Pl
Resident #2 to ensure there were no signs of a provement (QAPI) Team on 7-
physical allercation. At spproximately 5:30 AM, 1-2015 to determine that
Certifisd Nursa Aide (CNA) #1 was making residents with documented
rounds end found Resident #2 had facial injuries i behaviars had been car
lo the left side of histher face, forehead and eye with appropriate | € plar.med
and a skin assessment of Resident #1 ravealed pprapriate interventions.
the resident's right hand was injured. Refer to The QAPI Team members
F226 and F280 include: Administrator, Director
of Nursing, Quality Assurance
The findings include: Nurse, Social Service Director and
Review of the facility policy and procadura titled the MDS Coordinator.
"Resident Abuse, Neglect and Expioitation”, last
revised 03/12/13, revealed it was the goal of the
facility to have a process in place 1o protect the
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health and walfare of each resident; to assure
that each resident Is free from varbat, sexual,
physical and mental abuse; corporal punishment,
neglect, involuntary seclusion, exploitation and
injuries of unknown origin. If an incident invalves
alleged abuse by another residant, the following
steps will be taken: If a resident to resident
altercation accurs, the residant's safety and
protection should be assured. An investigation
should be performed to determine f abuse has
occurred and an evaluation of the abusing
resident should be completed to determine if
there was a problem that would require medical
Intarvention. A therough examination of the
resident should be conducted for any marks,
bruisas or injury. Injury documentation will be
completed by the Charge Nurse.

[*.

Review of tha facility policy and procadure lifled
"Resident Abuse, Neglect and Exploitation”, last
revised 03/12/13,"ravealed it was the goal of the
facllity to have a process in place to protect the
health and welfare of each resident; to assure
that each resident is free from verbal, sexual,
physical and mantal ebuse; corporal punishment,
neglect, Involuntary secluslon, exploitation and
injuries of unknown origin. If an incident involves
alleged abuse by ancther resident, the following
slaps will be taken; If a resident to resident
allercation occurs, the resident's safety and
protection should be assured. Residents with
neads and behaviors which might lead to conflict
or neglect ana identified, assessed and have a
care plan developed through the RAI process.

Interview with the Diractor of Nursing (DON), on
08/12/15 at 2:30 PM, revealed the facility does
not have a specific cara plan policy. The DON
stated the care plan process Is incorporated into
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Measures or Systemic Changes
Made to Avold Reoccurrence

The facility will provide the
necessary care and services to
maintain the highest practicable,
physical, mental and psychosocial
well-being of the residents cited
in F 309 with these systemic
changes, The Abuse Prohibition
policies of the facility were
reviewed by the Administrator,
The Administrator educated the
Director of Nursing on how to
examine for allegations of abuse,
what residents to include in
those examinations and the
timeliness of thase examinations.
On 6-29-2015 through 7-10-2015,
all staff were inserviced by the
Director of Nursing on the Abuse
Prohibition policies with an
emphasis on identification,
response and reporting of abuse.
On 6-29-2015 through 7-10-2015,
all licensed nurses were educated
by the Director of Nursing on the
Abuse Prohibition policies with
an emphasis on identification,
reporting and response to any
allegation of abuse.
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avary facllity policy as it's part of the initial
assessmani process and continued on with each
aspact of care. The DON revealed the care plan .90,

shouid be updated with any changes in behaviar On 6-29-2015 through 7-10-2015
or if a new behavior was picked up the care plan licensed nurses were Instructed
would be revised by the Interdisciplinary Care by the Director of Nursing on

Team. how to examine for allegations of
abuse, what residents to include

Record raview revealed the facility admitted
in those examinations and the

Resident #1 on 04/09/14 with diagnoses which

included Demenlia with Bahavioral Disturbance, timeliness of those examinations.
Glaucoma, Difficulty in Walking, Edema, Diabetes The Comprehensive Care Plan
Type Il, Psychosis, History of Methamphetamine Policy was reviewed and

use, Hypertension, and Schizophrenia. Review of

the quarterly Minimum Data Set (MDS) approved on 6-24-2015 by the

assessment, dated 05/04/15, revealed the facility Corporate  Policy Committee
assessed Resident #1's cognition as maderateiy consisting of the Concord Health
impaired with a Brief Interview of Mental Status Systems’  Administrators their

{BIMS} score of "08", which indicated the resident

was inlerviewable, Directors of Nursing and the

corporate Admissions
Review of Resident #1' Comprehensive Care Coordinator and/or corporate
Plan for "Potantial for Disturbances of Thinking, G
Mood, or Behavior. Aitered Concept of Reality, rezresegl;a:fve. Licensed staff
Delusions, and Hallucinations related to and QA eam Members were
Diagnaosis of Dementia with Behaviors, Resist inserviced by the corporate
Activity Dally Living (ADL)", dated 04/22/14, trainer on 7-1-2015 regarding the
reveaied an intervention to allow time to calm care planning of behaviors and
when resists ADL care,

the policy on Comprehensive
Review of Discharge Summary, dated 05/25/15, Care Plans.

and interviews with Certified Madication Aide
(CMA) #1 on 0B/0B/15 at 1:00 PM and Cartified
Nurse Alde (CNA) #1, on 06/09/15 at 6:30 AM,
with revealed Resident #1 was admitted to a
Behavioral Hospltal on 05/08/15 for having
flars-ups of temper, which cccasionally would
prograss to aggreasion. The residant would fiy
into rages when the staff offered to assistance
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with the resident's incontinent care. Resident #1
had a temper outburst, became aggressive with
staff and the police had fo be called. At that point
it was felt tha rasident needed inpatiant
stabilization related to hismher temper and
behavior, The resident returned to the facllity on
05/25/15; however, further review of the
Comprshensiva Care Plan revealed the facility
failed to revise the care plan with intarventions to
address the resident's outbursts of aggressive
behaviors that raquired hospitallzation to ensure
other residents and staff were safe.

Review of Investigalicn Report, dated 06/04/15 at
6:00 AM and interviews with Licensed Practical
Nurse (LPN) #2, on 06/09/15 at 9:00 AM; CNA #1
on 06/09/15 at 6:00 AM and CNA #2, on 06/09/15
at 6:20 AM; revealed on 06/04/15 at 12:45 AM,
Resident #1 was found standing in front of
Resident #2's doorway yelling and cursing, and
accusing Rasident #3 of taking an identification
card. Resident #1 was combative with staff and
was yelling, kicking, and attempted to bite staff.
Resident #1 slapped CNA #2 In the face and had
to be restrained and placed on one io one
observation at the time. However, licensed staff
failed to assess Resident #1 and Resident #2 to
determine if thera were any signs of a physical
sltercation. LPN #2 stated they did not think
Resident #1 had eniered Resident #2's room at
the time so she did not conduct shin
assessments. At approximately 5:30 AM, CNA
#1 conducted moming rounds and identified
Resident #2 had sustained facial injuries ta the
left side of his/her face, forehead and eye and
Resident #1's right hand was injurad.

Record review revealed the facility admitted
Resident #2 on 01/12/10 with diagnoses to
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The QAPI Team members
include: Administrator, Director
of Nursing, Quality Assurance
Nurse, Social Service Director and
the MDS Coordinator. The
corporate trainer included how
to document changes in
behaviors and  appropriate
interventions.

Plans to Monitor Performance
for Sustalned Solutions

The facllity will provide the
necessary care and services to
maintain the highest practicable,
physical, mental and psychosocial
well-being of the residents cited
in F 309 with these monitoring
solutions. All allegations of abuse
will be reported to the Quality
Assessment Committee ( that
meets monthly for verification of
conformance to Abuse
Prohibition policies. The Quality
Assessment Committee

FORM CM3.2587(02-88) Previous Versions Obsclete Event ID:; B4KBY!

Facity ID; to0188 if continuation sheet Page 14 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/24/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
c
185263 e 068/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
213 WATER BTREET
DAWSON SPRINGS HEALTH AND REHABILITATION CENTER DAWSON SPRINGS, KY 42408
(44} SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
16 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OaTE
DEFICIENCY}
F 309 | Continued From page 14 Fang
Include, Unspecified Psychosis, Diabates
Mellitus, Schizophrenia, Carcinoma in situ of
Bladder, Hypertension, Hemiplagla, and Above
Knee Amputation. Revlew of the quarterly MDS
assessment, dated 05/07/15, revealed the facility
assessed Residant #2's cognition as severely members include: Administrator,
jmpaired with a BIMS score of "04", indicating the Director of Nursing, Quality
ident not inte: ble.
resident was not interviewable Assurance Nurse, Social Service
Review of Resident #2's Emergency Room Director ~ and  the  MDS
Discharge Note, dated 08/04/17 and an Coordinator, will make
admission time of 7:46 AM, revealed the resident recommendations and follow up
had multiple small abrasiens of the central right .
and left side of the forehead, a !aft pariorbital araa on these allegations of abuse,
with moderate tenderness and swelling, a large The Interdisciplinary Team (same
abrasion and medium sized ecchymosis of the members as Quality
supraorbital and infraorbital area of the periorhital Assurance/Performance
area (superficial laceration closed right upper eye I
ld). Resident #2 was discharged back to the mp:'t) vement (QAPI) teaf'n 2lf
facility with diagnoses to Inciude Closed Head Quality Assurance Committee--
Injury, Contusion, and Multiple Abrasions to the The QAPI Team members
Face. include: Administrator, Director
of Nursin i
Interview with Registered Nurse (RN) #1 on Ry igll Squa"t" Assurance
08/09/15 at 8:05 AM, revealed the night shift e, Social Service Director and
nurse should have completed the assessments, the MDS Coordinator, wil
Inte: th DON, on 06/08/15 d S B
nterview wi ,on at 8:30 AM an Plans at their da
11:50 AM, revealed the facility specialized in assure  that “vl meetings to
behavior residents. The DON stated Resident #1 at  solutions  are
hed bean living In the facility for about a year with sustained regarding the care
no episodas of behavior directed to other planning of behaviors and
residants; howaver, he/she would be combalive appropriate interventions
when the aldes were providing incontinent care. ) 7-11-15
The DON stated the process for updating care
plans consisted of updating with any change in
behavior. The DON revealed care plan updates
were part of the Interdisciplinary Cara Team
Meetings and were done af that time. The DON
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stated Resident #1 was found standing In front of
Resident #2's doorway and it was thought
Resident #1 was found prior to entaring Resident
#2's room. The DON stated Resident #1 was
immediately placed on one on one observation
due to his/her behavior and they did not realize
Resident #2 had been injured until making
moming rounds at 5:30 AM. The DON revealed
Resident #1 admitted to hilting Resident #2.
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