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F 000 ] INITIAL COMMENTS

~Amended—

An abbreviated survey (KY21746) was initiated on
05/28M1 4, in corjunction with a revisil for the
02/25/14 abbreviated survey and the 04/03/14
standard survey, The complaint was
substantiated, Immediate Jeopardy was
identified on 05/29/14 a 42 CFR 483.13 Resldent
Behavior and Facility Practices (F225 and F226)
and 42 CFR 483,75 Administration (F480C and
F520) with Substandard Quality of Care at 42
CFR 483.13 Resident Behavior and Facility
Practices (F225 and F226). Immaediate Jeapardy
was determined to exist on 05/24/14 and the ’
facility was notified of the immediate Jeopardy on
05/20/14.

Interviews and review of wilness stalements
revealed on 05/24/14, Resident #35 reported that
State Reqistered Nurse Alde (SRNA) #3 talked
mean to himMher when the resident had requested
a cold, wet washcloth. (Resldent #35 reported
the incident the same day it occurred on
05/24/14.) Even though the facility identified the
alleged perpetrator in the incident related to
Resident #36 as IRNA #3, the facility aliowad
SRNA #3 to continue to work and provide dlrect
carte to other residents in the facility.

In additlon, review of incident reports and
interviews revealed staff chserved brulsing to
Resident #32's arm on 05/25/14. The resldent
reported “fat Pat grabbed” his/hes amm. The
facility identified the alleged perpetrator as SRNA
#2. Interviews revealed SRNA #2 was
suspended on 05/25/14 while the DON
investigated the incident, and was allowed to

F 000 '

BHC of Pikeville takes all allcgations of abuso very
bedously. [t has e robost policy vpan which aif staff
iave been educated, and will continus to be re-educated,
peeded from time to time eod on a regolor basia to

$ valldate staff endorstanding of same.

eville staff understands that it must secve ps a0 ahuse
at aff thmes fhr each and every resident wo
e,andwhmabuseofmykmd(a;.phyﬂmlor
verbal abuse or neglect, or misapprupriation of resident

) is suspected, heard, seen, oc alieged by any
taff member, resident, ot farnily member, (1) to
immediately protect the resident by ensuring the
resident’s safety (this will inclode the removal of the
elleged perpetrator from all cars areas and if an
employes, suspending himiher), and (i) to immedistcly
take appropriate reporting action upon sécing the abusive
conduct or hearing the abuss allegation. All suspicions
and allegations of abuse will be reparted to OIQ, APS
and Ombudsmen imxmedizicly, as well as other
iwhﬂﬁsumﬁmdhym!wwuuapmpﬁm
The facility will also initfate o thorough imdestigation
and isuposo sppropristo discipling, as warranted,

Az outlined further belaw, recent training to all staff on
Pilkeviila"s abusn pollcy end procedure wes perfoamed
end included examples of items that ave state reportable:
(i) eny report of stafF, family, or ather persons being
physically or verbatly mean, rough, or

threatening towards o resident, s weil ag mny other
statemeats of any kind indicating or deseribing such. .
condnct — regardless af whether such condoct maybe re-
defined, interpreted, or clarified by a resident as

not meant tn he infentional or abusive, injurics of
unlnawn origis, withholding of teking of residant
belengings, (i) resident to resident altercations (verbal
or physical), (iif) misappropriation, and/ce (fv) any other
resident exploitstion of amy kind. 1t also mads elear that
allegations of abuse are NOT to be handled, reported, of
processed through the fredlity’s gricvanco system ever;
il must be processed sad repacied to the state a3 :
outficed sbove, Finally, all departoent heads will bo
trafned on how to conduct atherough investigation and.
subsiantiate abuse, where warranied,
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retum to work and provide direct resldent care on
05/26/14 after the DON stated she did not feel
"like it was an allegation of abuse” because the
resident reported different stofies about the
incident. The Administrator stated in infarview
conducted on 05/29/14 that he was made aware
of the bruises on Resident #32's arm on
05/25M14.

However, the facllity's Administrator failed io
ensure allegations of abuse and neglect were
raported immediately lo appropriate Stata
Agencies and falied to ensure residents were
prolected from potential abuse while an

Investigation of the alléged abuse was conducted.

In eddition, the Administrator falled to ensure the
facilitys investigalion included resident and staif
interviews and an assessment of other residents
for signs of abuse and negleci. '

An acceptable Allefjation of Compllance was
raceived on 06/02/14 which alleged removal of
the Immediate Jeopardy on 06/31/14, A parfial
axended survey was conducled on 06/03/14
through 06/04/14. The Siale Survey Agency
defermined the Immediate Jeopardy was
removed on 05/31/14 as alleged, which lowerad
the scope and severily to 0" at 42 CFR 483.13
Rasident Behavior and Facility Practices (F225
and F226) and "D" at 42 CFR 483.75
Administration (F480 and F520) while the facility
monitors the effectiveness of systamic changes.
and quality assurance aclivities. (Referto F225
and F226.)

483.13(c)(1)(i)-(D, (©)(2) - ()
INVESTIGATEREPORT
ALLEGATIONSANDIVIDUALS

L. Thealegation of abuse reparted by residents # 32
and 35 were reposted to the Offica of inspactor
General by 5/28/14 by the Ditector of Nursing and
reported to APS, Ombudsman, MD and POA by
5/30/14 by the Dirzctor of Nursing, ADON or
charge ntxse. Residant #32 and 35 have been
physically assessed by 2 nurse and psychasocially
assassed by the soclal servces dicector by
5/30/1A. Residant #32 and 35 were interuiewed
and statement obtalned by the houss supewisor,
director of nursing or sochl services director by
5/30/14. Mleged perpetrator for restdent # 32 was
suspended pending cuttome of thorough
investigation and alleged perpetrator for resident
#35 s nofonger employad by tha fadity.
Thorough Investigation inttiated on residents #32,
and 35 by 5/30/14 by the DON, ADONs, Sockl
services directar or regional nurse consuftant. All
residents have been assessed for any signs and
symptoms of abuse/neglect, Those residents with
BiMs >8 were interviewed by the Sodal Services
Director or Chaplaln for any abusa/neglect
contermns on 5/29/14. Those residents with BiMs <
8 wera physically assested by the ADONs for any
signs and symptoms of abuse/neglect along with
all resident POA’s contacted by sochal services
director or chaphln to question any abuse/negiect
concerns by 6/1/14. )

% Anauditofall personnel records, to Include any
counseling, coaching, suspansion and/or
termination forms, was completed by the Human
Rasgurces Dlrecter and results reviewed by the

F225 Chief Nursing El!wmwsm]l‘l, to ensure

compliante with {federaland state regulations
related to reporting any suspected abusefreglact
allegations and the employment of staff.

&fsofiy
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The fadility trust not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a cotst of law; or have
had a finding entered into the State nurse alde
regisiry conceming abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of aclions by a
court of law against an employee, which would
Indlcate unfitness for service as a nurse alde or
other facility staff to the Stata nurse aide registry
or licensing authorities. ’

The facility must ensure that all alleged violations
Iwolving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reporied
immedlately to the administrator of the facilily and
to other officials in accordancs with State law
through established procedisres (including to the
State survey and cestification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
invastigation is in progress,

_| The results of all investigations must be reported

to the administrator or his designated
representative and to other officlals in accordance
with State [aw (Including to the State suvey and
certification agency) within 5 working days of the
incldent, and If the alleged violation Is verified
appropriate comective adion must be taken.

| This REQUIREMENT Is not met as evidenced

1

Based on intervisw, record review, raview of the

. was Identified, reported in accordance with

. reviewed by the Administrator, Regional Nurse
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Areview of all grievantes and accidents/Inddents
from ianuary 2014 to May 2014 was completed by
OO0, ADONS’ SDC, MOS, by 5/20/14 1o ensuraall
have been thoroughly vestigated along with any .
suspected abuse/neglect Kentified was reported

fn accordance with state/federal law to ensare
reporting guidelines have been met. 1 allegation

state/ffederal guldelines and thorough
Investigation completed,

All reskdents were assessed for any suspected
and/or allegations of abuse/neglect, Residents
with BIMs score of > 8were Interviewed by the
Soclal services directos or chaplaln by 5/30/14 for
any suspected neglectissuss and Resldents with
BIVis score of < 8 were assessed by DON, ADONs,
FFM, or SDC by 5/30/14 for any sfs of suspected
neglect along with residents POANs were contacted
and questioned by sodal services director or
chaghain by 5/30/14 for any suspected
abuse/neglect concems. Abuse/neglect audits,
assessments, Interviews and questionnalves were

Consultant or the Chief Nurse Executive bry
5/30/14 for any Indictions of abuse/neglect
concems.

Chart audits to Include review of nurses notes,
dietary notes, soclal senices notes, quelily of life
notes and Intardiscplinary notes wera completed
by the Diractor of Nurtng, Assistant Director of
Nursing, Staff Development Caordinator, MDS
Coordinaturs, or Regional Nursa Consultant by
§/30/14 for all reskients tn idantify any suspected
abuse/neglect allagations that have not baen
reposted.

The facility department managers, to Im.:lwde,
administrator, PON, ADONs, SDC, MDS, wound
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facifity's incident report, review of staff wilness N, eI e
A . A Housekeeping director, DM,
statamants, and review of the facility’s policy, it Seting/Admisslors, S50, ASM, FF MR a0d
was determined the fadlity fafled to ensurs 213 " N an ;
aptain racelved education from the Regional :
allegations of abuse and neglsct were reporied Nursa Consultant on 5/29/14 regasding tha !
immediately to the facility's Administrator, the atuse/aeglect policy andproced, :
P p ure which
State Survay Agency, and other officials in . included - appropriately Kentifying any suspected
accordance with State taw for two (2) of three (3) abuse/neglest allegations, appropsiate repordng
sampled residents (Residents #32 and #35). The I accordanca with stateffederal guklalines,
fadiity failed to ensure ail allegalions were ensuring safely of the reddents, and conducting 3
investigated and faled to ensure residents were thorough Investization a,mgw"m the Quaity
pratected from further potential abuse during the Assuranee Pestormance nprovament processto
facility's investigation. . * Tnctude reporting of concerns to tha Admintstracor
The facility documented on an incident report :?:,:?:hf:a:;d ‘::::f:‘:,::hf:::t:::l
dated 05/25/14, that facllity staff observed brisises arder 1o facllitata discussion and question and
to Resident #32's left wristlfore.an'_n on 05/25/14. Include eamples of ltems that would be
The resldent informed staff on 05/25/14 that a considesar as reportable: reports of staff being | !
nurse alde (identified by the facilly as Stale e, ijuriescf naaun oign, wihalding |
Registered Nurse Aide #2) had "grabbed” histher Lefongings, cesident 1o resjdent altermtions to I |
arm and "wouldn't let go.* Raviaw of the tnclude verbal o physical, 2nd taking belongings |
investigaticn revealed staff working at the time or exploftation. Post-test was administered and f
the rasidenl's bruises were discovered was 100% score ohtalned, if manager did not score |
interviewed; howsvar, other rasidants wara not 100% on post-test, then managar will he
interviewad and the staff did not conduct skin Imemediately re-educatedand post-test re-
asaessmenis of other regidents to delermine if administered, This process will continue until
there were other bruises, andfar if thera were manager ohtaing 2 100% strire on post-test,
other allegations of abuse untii 05/28/14, three (3) )
days after the brulses on Resident #32's am Once the facllity Admhistrator, DOWN, ADONs, MDS
were observed, Further review of the coordinator, SDC, Director of Dining Servicas,
investigation revaaled the facility identified State Buskess office manage, Social Services Director,
Registared Nursa Alde (SRNA) #2 as the alieged Activitles Director, Chaplain, !
perpetrator; the SRNA was suspended from Marketing/Admissians, #5M, Medical Records, HR, i
resident care on 05/25/14 {the day staff observed Wound Care, or FFN wera re-educated on the
the bruises on the resident's arm) but was abuse policy they wers ther assigned to ra- :
allowed to return to work and provide direct educate the staff an the sbusa policy and '
resident cara on 05/26/14 (two days prior io the procedure which inchuded, but not mited to, !
assessmants of other residents). Continued reporting, protection and nvestigation -
review of the investigation revealed the facility requiraments, which started on 5/23/14. No
failed to notify the State Survey Agency of the employee will be allowed to work until abuse
FORM CMS-2587(02-65) Pravious Varsions Obsolsts Evant 0;2D7TH Factilty ID: 100367
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allegation of abuse until 05/28/14 (three days
after the brulses had baan cbssrved). The facllity
failed 1o ensure staff acted In accordance with the
facility's policy that indicated, "...All allegations of
abuse will be investigated and reported to the
appropriate agencies... The Administrator andfor
DON will notify state agencies according to their
raporing guidelines. .All allegations of abuse
invalving abuse along with injuries of unknown
origin ana reporied immediatsly to the charge
nurse and/or administrator of the facility along
with other official in accordance with State law
through established guidelines.”

In addition, review of employee files revealed staff
witness statements In SRNA #3's personnel file
that aBeged SRNA #3 had been verbally abusive
to Resident #35. Review of a witness statement
written on 068/24/14, by Licensed Pracfical Nurse
(LPN) #2 revaaled on 05/23/14, Resident #35
reporied that SRNA #3 had talked mean to
himfer when hefshe requested a cold, wet
washcloth. The facility falled to provide wriiten
documentation that staff conducied a thorough
Investigation. The facility's investigation did not
include Interviews with other residents or
evidence that the allagations had been reparted
to the facllity's Administrator and the Stale Survey
Agency, The facility allowed SRNA #3 {o provide
direct residant care on 05/23/14 and 05/25/14
which was not in accordance with facility policy
which stated, "...The charge nurse will
immediately remeove the suspecied perpetrator
from resident care areas, obtain the staff
members winess stalement and immed{ately
suspand the employee pending the outcome of
the investigation...,” and that "...All allegations of
abuse involving abuse along with Injurles of
unknown origin are reporfed immediately to the

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
BTATEMENT OF DEFICIENCIES () PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONETRUCTICN (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
183094 8. YING 06/04i2014
NAME OF PROVIDER OR SUPPLIER STREET ADDREBS, CITY, STATE, ZIP CODE
LTHCARE e 280 3OUTH MAYO TRAIL
SIGNATURE HEA ARE OF PIKEVH PIKEVILLE, KY 41501
[h2) 1] SUNMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN DF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFLY (EACH CORRECTIVEACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APFROPRIATE paTE
DEFICIENCY)
F 225 | Continued From page 4 F 225

education ks provided, post-irst adminlstered and
100% soare obtained, if amployes did not seare
100% on pest-test, then employee willbe
Immedlately re-educated and post-test re-
administered. This process will continue until
employee obtalns a 100% score on post-tast.
Educatlon regarding tha abuse pollcy and
procedure, to inchuda Identification/reparting and
the Quality Assurance Performance Impravemant
process wifl be Included in the oslentation process
forall newly hired staff members, No newly hired
employeewill be allowed 10 work until abuse
education Is provided, post-test administered and
100% score cbtalned, If employee did not score
100% on post-tast, then employes wil be
immedlataly ve-educated and post-test ce-
adwinistared. This process wiil continue until
employee obtains 3 100% score on post-test,

Staff questionnalre regarding abuse, to Indude the
yuestion, “What would you to ifa resldent told
you that you were mean to them”, Is belng
administered by Administrator, DON, ADONS, MDS
enordinatar, SDC, Director of Dining Services,
Business office manager, Sadal Services Directer,
Activitles Directos, Chaplin,
Marketing/Admissions, RSM, Madical Records, HR,
Wound Cara, or FFN to 10 different staff members
daily to ensure continued understanding of the -
abuse/neglect policy and pracedure, appropriate
Iivestigating and reparting of abuse/aeglact, and
the Quality Assuranca Performanca Improvernent
process to indlide reporting of concems to the
Administrator and fine staff participation in
development of QAPI plan. Results of the staff
questionnalre will ba reported to the 0A
comumittes weekly for 4 weeks, starting on
5/29/14, to determine the Ferther need of
continued aducation or revision of plan, At that
time, based on evaluation, the QA committas will
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charge nurse and/or administrator of the facility e at what frequency the 2

along with other officlals in accordance with Stale
law through establishied guidelines...”

The facllity's fatlure to immediately report all
allegations of abuse/negledt, failure to protect
residants dusdpg the course of an Investigation of
abuselneglect, and failure to investigale
allegations of abuse/neglect caused, or was likely
to cause, serious injury, ham, impaiment, or
death to residents in the facility, Immediate
Jeopardy was determined to exist on 06/24/14 at
42 CFR 483.13 Resident Behavior and Facility
Practices (F225 and F226) and 42 CFR 483.75
Administration {F490 and F520).

An accepiabla Allegation of Compliance was
recaivad on 08/02/14 which alisged removal of
the Immediats Jeopardy on 05/31/14, A parfial
extended survey was conducted on 06/03/14 and
06/04414. The State Survey Agency determined
{he Immediate Jeopardy was removed on
05/31/14 as alleged, which lowered the scope
and severity to "D* at42 CFR 483.13 Resident
Behavior and Faciiity Practices {F225 and F226)
and "D" at 42 CFR 483.75 Administration (F480
and F520) while the facility monitors the
effectiveness of systemic changes and quality
aseurance aclivities. (Referto F228.)

The findings Include:

Review of the facility's policy, "Abuse, Neglect
and Misappropriation,” revised March 2013,
revealed " ...All allagations of abuse involving
abuse alang with injuries of unknown origin are
reported immedlately to the charge nurge and/or
adminisirator of the facilily along with ather

officials In accordance with State law through

questionnalre will nzed to continue. Concerns
Tduntifled will he carrectad Immediately and
reported to administrator to ansure Investigatton
of suspectad Abuse/neglect was thoroughly
investigated and caimpleted afong reporting
guldalines ara met.

and in Hand tralning, modula one, was iitlated
on 5/13/14 by SDC and completed on 6/4/14.
There is an education calendar fn which all
medules hava heen schaduled to indude all 6
madules over the next & months, Maka up
sesslons will be offered until all employees bave
attendad. New employees in oriantation will
recelva the Hand In Hand tralnlngon a set
schedule to ensure 31k & modules 2re completed.

The Admainistrator, DON, ADONs, MBS

coordimator, SDC, Director of Binlng Services,
Business offica manager, Sactal Services Director,
Acthvities Director, Chaplaln,
Marketing/Admissions, A5M), Medical Records, HR,
Wound Care, or FFN, wil be on sita daily fora
vieeks to perform walking rounds in which 10
restdents (five with BiMs>8 and five with BIMs <B)
wiliba visited by the department head and
interviewed regarding staff treatment for those
residents that can ba interviewed and for those
reskients wha are not able to be ntendewed the
department heads will visit the resident, skin
check will ba comgpleted by nurseas well as speak
to nursa and C.NLA. regarding any nated changes
In resident behaylors. The facility departmant
heads also will interview 10 different staff
membess dally regacding the types of abuse, who
s the abuse courdinator, when ls suspected abusa
reporied, what would you do if a resident told you
that you were rmean to them ete. which began an
5{29/14. Results of resident and staff
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established guldellines...” In additicn, the pollcy
revealed, *...The charge nursa will immediately
remove the suspected pergetrator from resident
care areas, obtaln the siaff members witness
statement and immediately suspend the
employee pending the oulcome of the
investigation..." Tha fadility's policy also revealed,
"...The charge nurse will inmediately notify the
Adminislrator, DON and/or Abuse Coordinator ag
appropriate... The Administrator and/or DON will
notify state agencies according to thelr reposiing
guidelines...All allegations of abuse will be
investigated and reporied lo the appropriate
agencies...The Administrator/designee will make
all reasonable efforts to Investigate and address
alleged reports, concems, and grievances...”

1. Review of Resident #32's medical record
revealed the facility admitted the resident on
12/06/13 with diagnoses which included
Dementia, Alzheimer's Diseage, Coronary Artety

| Disease, and Hypertension. Review of Resident

#32's Minimum Data Sat (MDS) Quasterly
Assessment, dated 02/04/14, revealed the facility
assessed lhe resident lo have a Brief Interview
for Mental Status (BIMS) score of B which
indlcated the resident’s cognition was moderately
Impaired.

Review of an incident report, dated 05/25/14,
revealad on 05/25/14, an SRNA called a nurse to
Resident #32's room because she had observed
two dark blue bruises on the resident's left
wristforearmn area. Continued review of the
incident report revealed the resident stated, *Fat
Pat grabbed my armmn and wouldn't let it go; | had
to pull myseif loose.”

Interview was attemptad with Rasident #32 on

questionaire’s will ba reported to the
Administrator, DON, Reglonal Nursa Consultant of
VP of Operations dally and if the Adminkstrator ks
not n the facility the Departsent Director
eonducting the questionnaires will telephone tha
Administrator of VP of Operations tha results of
the resident and staff questionnaires,

The Adminktrator, DON, ADONs, MDS
coordinator, 50C, Director of Qinlng Services,

- Business office manager, Socia) Services Director,
Activities Director, Chaplain,
Marketing/Admissions, RSM, Medical Records, R,
Wound Care, or FFN will retify Administrator of
any concemns immediately reganding the above
resident and staff questionnaires relatad to abuse,
mistreatment, neglect or misappropriation,
ensuring resldent is safe. A binder, which Is passed
on to each Department Head assigned to pedform
the resident and staff questionnalres dalfy, which
tontains a resident roster In which the Interview
date and shift is noted next to resident name to
ensure that residents with £IMs >8 will be
Interviewed and resldents with BiMs<8 will ba
visited, with skin checks completed, beginning on
5/29/14. The MOS Coocdingtors have the

responsibllity for updating tha binder weekly to
Identify residents with 8Ms >8 and resldents with
His <8. Ifabuse, mistreatment, neglect or
misappropriation is all=ged during the Tntenviews
and orviits or reparted by 2 staff member the
Department Head will easure the resident ks safe,
report to acharge nursein which the charge nurse
will remove the afleged perpetrator to a pon-
patient care anea and notfy tha Adminlstrztor,
Director of Nursing, andfor Sodal Services
Direct/Abuse Coordinator. The alleged perpetrator
will be suspended and a thorough investigation
will begin tmmedlately,
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05/28/14 at 11:10 AM. However, the resident
stated, "'l don't want to talk about this [s™1]
anymore,” and refused to provide any further
information.

Ucensed Practical Nursa (LPN) #1 stated In
interview conducted on 05/25/14 at 11:53 AM that
she assessed Resident #32 when the bruises -
wera identified by facility staff on 05/25/14. The -
LPN stated Resident #32 reported to her an
05/26/14 that "Fat Pat grabbed" his/her arm. LPN
#1 identified the alleged perpetrator as SRNA #2,
"According to interview, LPN #1 stated she
Immadiately notified the Director of Nursing
(DON) on 05/25/14 of the resident's bruises and
of Residant #32's allegation. The LPN stated the
DON Instructad staff to conduct a skin
assesamant of Resident #32, to abtain written
statements from staff members that were
present, and {o immediately suspend the alleged
parpetrator, SRNA#2, However, Interview with
LPN #1 revesaled the DON failed to instruct her "to
notify other officials in accordance with State law
through eslabliished quidslines” as per the
facllity's policy. ’

Interview with Registered Nurse (RN) #1 on
05/29/14 at 12:30 PM revealed she also
assessed Residant #32 on 05/28/14, when the
bruises were identified by facility staff, She
further stated the alleged perpstrator had bean
idenlified, based on the resident’s description, as
SRNA #2. RN #1 stated she Immediately notified
the Administrator on 05/25/14 of the resident’s
bruises and the allagation of abuse. The RN
further revealed the Adininistrator instructed her
1o follow the directions of the DON.

Interview with the DdN. on 05/28/14 al 4:30 PM,

TFhe Adminkstrator, Director of Nursing, Socal
Sesvices or a mamber of regional staff will review
all rasident and staff questionnatres daily for any
grievances/concemns and/for suspectad allegstions
of abuse/negiect. Any suspected allegations of
abuse/neglect wilt ba lmmed!ately reported in
accordance with state/federal guidelines and
thorough Investizgations of any suspectad
aliegations of ahuse/neglect atang with any
grievances/concerns will be initiated upon recelpt,
starting on 5/30/14.

During care plan conference for each resldent any
potential alegation of abuse/neglect will be
discussed and education will be provided on
whom to reportabuse/neglect concerns by the
MDS coordinatne.

The Adminlstrator, Sechl Sendces Director of the
Divector of Nursing will review, dally, the
grlevances and Incldent/accident reports, starting
S/29f14, to determine if there are reportable
allegations that hava not been identified. Sodlal.
Services Director or tha Directar of Nucsing will
report to the Adminlstrator any ldentifled
ailegations of abuse, neglect or misappropeiation
Enmedlately after their review, The Administrator
will report any allegatlons of abuse, neglect of
misagpropriation In accerdanes with state/federal
guldelines ta meet reporting requirements,

An emergency resident councl meeting was held
on 5/30/14, Adminfstrator and SOC attended, to
discuss any abuse/neglect concems and to provide
education on whom to report any abuse/neglect
eoncerns withous fear of cetributlon, All residents
with BlMs < B POA's wera attempted to ba
contacted by Soctal Services Director to discuss
any abuse/neglect concerns and to provide
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revealed she had been notified of the bruises to
Resident #32's arm on 06/26/14 and that the
resident had alleged *fat Pat® had grabbed his/her
arm. The DON stated shs had instructed staff to
assess Resldent #32, to “gather statements from
stafl,” and to tell the alleged perpetrator not to
come lg work that day (05/25/14) or untll the
incident had been "investigated.” The DON
stated staff had conducted an investigation of the
alleged Incldent on.05/2514. However, the DON
acknowledged the facility had not assessad
andfor interviewed other residents, including the
residents thet had received direct care by SRNA
#2, for signs and/or reports of abuse during the
investigation. The DON stated during the facility's
investigation they had only interviewed staff that
worked at the facility on the day the alleged
incident was reparted, and had only asked the
staff about the alleged Incldent that ccourred, In
addition, the DON stated that based on the
facility's invastigation she "didn' think it was
abuse because the resident had different stories
about what had happened,” had investigated the
incident as an Injury of unknewn origin, and had
not notified State Agencies of the incident.
However, a review of the facility's policy revealed,
"Al allegations of abuse Involving abuse along
with injurias of unknown angin are reported -
immediately to the charge nurse andior
administrator of the facility along with other
officiais in accordance with State faw through
eslablished guidelines.” The DON further stated
the allaged perpetrator (SRNA#2) was permitted
to return to work on 05/26/14, the day after the

.-} alleged incident was reported.

Interview with the Adminisirator on 05/2814 at

6:17 PM revealed he was notified on 052514
that Resident #32 had bruises on hisfher arm and

education on whom to repact any abuse/neglect
concems without fear of retribution on 5/30/14.

Nursing Administration (DON, ADON, Unit
Manager, Staff Development Coordinator, MDS
staff, facility formulary nurse, medical records, of
sodal service director) will review documentation
In the chart v order toassess forany signs of
documentad evidence regarding abuse, neglect, or
misapprepriation daily anS resldents starting on
6/5/14. Any ofthe abova concems Identtfiad, the
nember of Nursing Adminlstration will first ensure
resident is safa by pecforming an asessment,
notify a charge nurse. The abusa poficy will ba
followed in which the alieged perpetrator will be
removed fram a residenteare area (if on duty) and
the Admialstratar, DON, or Soclal Service Director
will e nowified. Admickstrator andfor DON will
Immediately raport In accordance to state/federal
guidelines and thorough nvestigation will be
initinted and completed.

Administrator will keep an abuse Investigation fog
that will include documentation of the following:
ensure resident Is proteciad, reportis filad tmely,
perpetrator is remaved frum patient care area and
thorough vestigation iscompletad, The
Administratnr will review the log dally as well as
ona of tha following: Sigrature Care Consultant,
VP of Dperatlons, or Spedal Projects
Administrator along with ChieF Operating Officar
or Chief Nursing Executive will review log for
compRance weekly, stating on 6/5/14 for 4
weeks, thent monthly.

In the event of any new reports of alleged abuse,
neglect or misappropriation of propesty, one of
the following will ba contacted within 24 hours
and then agaln prior to making the finaj five day
Investigation report to DIG: Signature Care
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the resident had stated that “fat Pat grabbed"”
histher amm, The Administrator stated he had not
considered the resident’s stalement es an
allegation of abuse, but as an Injury of unknown
origin, bacausa tha resident had "old a lot of
stories” as to how the bruises occumed when

. questioned by faciity staff. However, based on
the facility's policy, "The Administrator/designee
will make all reasonable efforts to Investigate and
address alleged repoits, concemns, and
grievances.” Cantinued interviiew revealed the
alleged parpetrator had been instructed not to
come to work on the day the incident was
reported (05/25/14) but bad been allowed to
return {o work and provide direct resident care on
05/26/14. The Administrator acnowledged the
facility had not included resident assessments
and Intervlews In thelr investigation, and had not
repacted the resident's complaint to the State
Agencibs,

2. Review of Resident #35's medical record
revezled the facility admitted the resident on
04/29/14 with diagnozes which included Asthritls,
Chronic Obstructive Pulmonary Disease, and
Diabstes. Review ofthe Minimum Data Set
admission assassment, dated 05/15/14, revealed
the facility assessed Resident #35 to have a
BIMS score of 11, which indicated the resident's
cognition was modarately impaired.

Interview with Resldent #3656 on 05/29/14 at 9:45
AM revealed the resident had asked SRNA #3 for
a cold, wet washcloth for knee pain on 05/24/14
and the SRNA tald the resident he didn‘t have
insurance like the "rest of us.” Continued
interview revealed SRNA #3 brought the
washcloth to the resldent's room, threw the
washcloth to the tesident, and hit the resident's

Fa25

Consultant, VP of Operations, Chief Dparating
Officer, Spacial Profects Administrator or Chief
Nursing Executtve. The revizwer (Slgnatura Care
Consultant, VP of Operatfons, Chief Operating
Office, Spadal Projects Administratar or Chinf
Nursing Bxecutive) will insura the resident s
protected, repost ls filed thnely, the parpetrator is
removed from the patlent care area and a
thorough investigation fs Initlated and coempleted.

Administrative oversight of the facility will ba
completed by the Spedal Projects Administrator,

. theRegional Vice President of Operations,
Stgnatura Cara Consultant, Chief Nursing Executive
or Chiaf Opacating Offlcar weekly starting 6/5/14
for Awesks, then manthly, ‘

DON, ADONS, or SDC will ahserve the care
delivery, for any suspected abuse/neglect
concemnson 1 restdent/unit daily (Monday
through Friday) stantng on 6/5/14 for 4 weeks,
Any concems noted the nursing administration
will first ensure: resident s safq by parforming an
assessment and notfy a drarge nurse. The abuse
polley will be followed inwhich the allaged
perpetrator wiil be removed from a resident care
arest and the Adminlstrator, DON, or Soclal Service
Director will be notified. Administrator and/or
LON will immediately report Tn accordanca to

' stateffederal guidalines and thorough
Investigation will be inldztad and completed,

4, Adminlstrative oversightof the facility will be
completed by tha Spectal Projects Administator,
the Reglonal Vica President of Operations,
Signature Care Consultant, Chief Mursing
Executive, or Chief Operating Offlcer, weeldy for 2
weeks beginning 6/5/14, then monthly.,
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chest with the washdoth. Further interview
revealed Resident #35 reported to nursing staff
that SRNA #3 talked mean to himvher. Althaugh
the resident could not recall the exact date the
incident occurred, the resident reported it all
happened at the sarme time.

Revigw of a witness stalement written by LPN #2,
on the night shift of 05/23/14 to 06/24/14,
revazled on D5/24/14, between 3:00 AM and 4:00
AM, SRNA #3 was observed walking down the
hall making statemenis that " hate these people;
| don't know what a washcloth's going t do for
hinvher)." Continued review of the witness
statement revealed on D5/24/14, Residant #35
called PN #2 to his/her room to check the
‘resldent's blood sugar and she absarved the
rasident crying. Furher review of the witness
stalement revealed the resident reported, "That
boy that was just In here talked mean to me.”
The wilness statement further revealed Resident
#35 had asked SRNA #3 for a cold, wet
washcloth for knes pain and SRNA #3 made
statemenis to the resident that the SRNA alsa
had knee pain hut did not have insurance to see
a doctor ke the residents and he didn't know
whal a washcloth was going to do {o help.
Continued review of the wilness stalement
revealed the resident was very upset and did riot
want SRNA #3 in histher room again. According
to the witness statement, LPN #2 contacted iha
on-call nurse on 05/24/14 to report the incidert
and was instructed [o swilch SRNA #3 with an

The DON was contacted and sha instructed LPN
#2 to place the information about tha incident on
the 24 Hour Report Sheet and {o keep SRNA #3
out of Resident #35's rcom. However, the

facilily’s policy stated, ®...The charge nurse will

SRNA from the other hall and {o contact the DON.

The Adminksrator or Signature Care Consultant
will audit compliance of the abave stated

* auditsfreviews daily (M-F). Results of the -
avdnsfreviews, which Include, resident interviews,
resident skdo checks, staff questionnatres,
grievance log review, Afl reviaw, chart
documentatlon audits and care defvery audits
will be reportad to the QA commitien weekly x 4
weeks to determine the further need of continued
education orrevision of plan. At that time, based

* acle,, Gnewivation, the OA committea will datermina at
E

P2 what frequency the audits/reviews, along with
maonitoring for compliance, will need to continue.
Concerns Identifled wil be corrected Immedately
and reported to administrator 1o emsum
Tavestigution of suspected neglect was
Investigated and completed along with reporting
guidelnes ara met. :

A follow-up questionnaire will be comgleted by
tha Ademinkstrator, Director of Nucslng, Assistant
Directors of Nursing, MDS Coordinator, Sechl
Services Director, Qualtty of Life Dlrector, Detary
Managar, Phant Operations Director, Chaphin,
Medical Records, Humen Resource Director, Staff
Developmen Coordinator, Business Office
Manager, Fadlity Formulary Nurse or the
Environmental Services Manager for 10 different
staff members daily for 4 weeks beginning 6/S/14,
to ensure continued enderstanding regarding the
abuse/neglect poficy, approprizta reporting,
Identification, and Implementing care plans to
mest resident cara needs,

AQuality Assurance meeting will be hald weeldy
for 4 weeks heglnning 5/28/14, then monthly for
recommendations and further follow up regarding
the above stated plan, Atthat ime based upon
evaluation the QA Committee will determina at
wihnat frequency the audits will need to contihua.
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immediately remove the suspected perpetrator
from resident care areas, obtaln the staif
members witness statement and immediately
suspend the employee pending the outcome of
the investigation.,.” In addition, according to the
policy, ".” All allegations of abuse will be
investigaled and reparted lo the appropriate
agencies...”

LPN #2 confirmed In Interview conducted on
05/28/14 at 5:09 PM that she had overhaard
SRNA#3 in the hall making the statement, *] hate
these people, every damn one of them.”
Continued interview revealed the LPN was called
{o Resident #35'3 room by the resident to check
tha resident’s blood sugar and, upon entering the
resident's room, she obsarved Resident #35
crying. LPN #2 stated SRNA#3 had talked mean
to the resident when the resident requested a
cold, wet washcloth for knee pain. Further
interview with LPN #2 revealed she called the
DON on 05/24/14 to inform ber of the incident
and was (old by the DON to put SRNA#3 an
another hall to provide direct care, document the -
incident on the 24 Hour Report Shest, and it
| would be investigated. However, according to the
facility's policy, “...The charge nurse will
immediately remove the suspected perpetrator
from resident care areas, obtaln the staff
members wilness statement and immediately
suspend the employee panding the outcome of
the investigation...* The LPN further revealed the
nursing staff from night shift "stayed over” the
morning of 06/24/14 to talk with the DON about
SRNA #3's negalive behaviors and to tum in'the
.witness statements about the incldent.

Review of the witness statement written by LPN
#3 revealed between 3.00 AM and 3:30 AM, on
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‘The Mdminlstrator has the aversight ta ensure an
effective plani$1n place to meat resident
wellbeing as well asan effective plan toldentify
faciity concerns and implament 2 plan of
totvection to invelve 21l stoff of the facility.

FORM CMS-2537(02-80) Provious Versions Obaclols Evant (0:2D7TN

Faciey 1D: 100387 If continuaton sheat Page 12 of 107



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

PRINTED: 07/15/2014
FORM APPROVED

STATEMENT OF CEFICIENCIES (X1} PROVIIER/EUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185094

(X2) MULTIPLE CONSTRUCTION
A BULDING

B.WNQ

(X3} DATE SURVEY
COMPLETED

C
056104/2014

QOMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADURESS, CITY, STATE, ZIP CODE
250 SOLTH MAYD TRAIL
PIKEVILLE, KY 41501

HID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH TIEFICIENCY MUST BE PRELEDED BY FULL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION)

Is] PROVIDER'S PLAN OF GORRECTION

x5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 225| Continued From pags 12

05724114, SRNA #3 was obsarved coming out of
Resident #35'a room shaouting, °1 hate these
people, every damn one of them.® The wilness
statement further revealed Resident #35 had
reportedly asked SRNA #3 for a wet washcioth
and the SRNA had asked the resident why hefshe
needed the washcloth. Continued review of the
witness statement revealed the SRNA talked
hatefully to the resident and informed the resident
he had knee problems for a long time and he did
not have insurance like the residents and could
niok go to the doctor any fime he wanled.

Intarview with Lhe DON on 05/26/14 at 5:2C PM
revealed the DON had bsan informed by facility
staff by talephone on 05/24/14, thet SRNA#3 had
made a negative comment to Resident #35 after
the resident requested a washcloth. Continued
interview revealed the DON informad the caller to
keep SRNA #3 out of Resident #35's room.
Further interview revealed the DON alked with
tha night shift nurses the next moming and was
informed of reporis that SRNA #3 had argued
with staff and had cursed in the hallway. The
DON obiained witness statements from staff
about the incidenl. The DON stated the reports
waere nothing she conalderad abusive so the
incident was not investigated or reporied to State
Agenciss. In addition, the DON acknowledged
the alleged perpetralor was allowed to provide
rasidant care aiter recelipt of the allegation and
had continued to provide resident care at the
facility. However, the facility's policy revealed,
"...All allegations of abuse will be investigated and
reporied to the appropriale agencles...remove the
suspecied perpetralor from resident care areas,
cblain ihe staff memberts wilness stalement and
immediately suspend the employee pending the
outcoma of the investigation...”
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The Administrator stated in interview conducted
on 05/29/14 that staff should have reporied and
investigated the allegations in accordance with
facility policy. However, the Administrator slated
facility staff had not made him aware of the
witness statements involving SRNA #3 and
Resident #35 unifl 05/28/14, four days after the
allaged incldent occurred on 05/24/14.

**The facility provided an acceptable Allegation of
Compliance (AOC) on 06/02/14. The facility
implemented the fallowing actions lo remave the
Immediate Jeopardy:

--The aliegation of abuse reparted by Resldent
#32 was reporied to tha Office of Inspecior
General (OIG) on 05/27/14 by tha DON.
Resldent #32 has a BIMS score greatar than 8
and a stalement was cbiained on 056/25/14. The
alieged perpetrator was suspendad on 06/25/14.
The facility’s investigation was initiated and
ongoing with a five-day repert io be submittad to
OIG on 05/30/14. All residenis were assessed for
any signs and symptoms of abuse/neglect.
Those residents with BIMS scores greater than 8
wera interviewed by the Social Services Birector
or Chaplain for any abuse/neglect concems on
05/29/14. On 05/29/14, the Assistant Directors of
Nursing {ADONs) assessed the physical status of
residents with BIMS scores less than 8 for any
signs and symptoms of abuse/rneglect. The
facility attampted to cantact the 41 Power of
Aftomeys (POAs) for the residents with a BIMS
score less than B to ask if they had any concerns
related to abuse/neglect and succassfully

_| contacted 26; the Sacial Services Director, the

Chaplaln, the DON, and/or the Administrator will
continue o attempt to contact the rematning 15
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POAs until all have successfully been conlacted.

--The allegation of abusa related lo Resident #33
that occurred on 05/24/14 was reporied to O1G on
05/29/14 by tha DON and reporied to Adult
Protective Services (APS), the Ombudsman, the
resident's physician, and the POA on 05/30/14 by
the DON. A fadility nurse assessed Resident #33
on 05/29/14 and tha resident had a psychaosocial
assessment completed by the Social Services
Director on 08/30/14. Resident #33 was
interviewed and a statement was cbtained by the
fecility's Social Services Director on 05/30/14.
The ailaged perpairator was no longer employed
by the facility. The facility’s investigation was
infllated and ongaing with a five-day repori to be
submitted to OIG on 05/30/14. All residents were
assassed for any signs and symptoms of
abuss/neglect. Those residents with BIMS
scores greater than 8 were intarviewed by the
chlal Services Director or Chaplain for any
abuse/neglect concarns on 05/28/14. On
05/28/14, the ADONs assessed the physical
slalug of residents with a BIMS score less than 8
for any signs and symptoms of abuse/neglecl.
The facility attempted to contact the 41 POAs for
the residents with a BIMS scora less than 8 to
ask if they had any concerns rolated to
abuse/neglect and successfully cantacted 26; the
Sncial Services Director, the Chaplain, the DON,
and/or the Administrator will continue to attempt
to contact the remaining 156 POAs until all have
successfully have been contacted.

—~The allegation of abuse reported by Resident
#35 was reportad to the Office of Inspector
General on 05/28/14 by the DON and reported 1o
APS, the Ombudsman, the resident's physician,
and the POA on 05/30/14 by the DON. Resident
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#35 wes physically assessed by a nurse and
psychosaclally assessed by the Social Services
Director on 05/30/14. Resident #35 was
Interviewed and a stalement was obtalned by the
Soclal Services Director on 05/30/14, The
alleged perpetrator is no longer employed by the
facility. The facility's investigation was initiated
and ongoing with a five-day report fo be .
submitted to OIG on 05/30/14. All residants were
assessed for any signs and symptoms of
abuse/neglect. Thosa residants with BIMS
scores greater than 8 ware interviewed by the
Soclal Services Director or Chaplaln for any
abuse/neglect concems on 05729/14. On
05/29/14, the ADONs assessed the physical
status of residents with BIMS scores less than B
for any signs and symptoms of abuse/neglect.
The facility sttempted to contact the 41 POAs for
the residents with 2 BIMS score less than 8 lo
ask If they had any concemsa refated to
abusefneglect and successfully contacled 286, the
Social Services Director, the Chaplaln, the DON,
and/or the Administrator will continue to aflempt
to cantact the remaining 15 POAs until all have
successfully have besn contacted.

—All residents were assessed for any slgns and
symptoms of abuse/neglect. Those residents
with BIMS scores greater than 8 wera interviewed
by the Soclal Services Director or Chapfain for
any abuse/neglect concems on 05/29/14. On
05/29/14, the ADONs assesead the physical
status of residents with BIMS scores less than 8
for any signs and symptoms of abuse/neglect.
The facility attempled to contact the 41 POAs for
the residents with a BIMS score [ags than 8 to
ask if they had any concems related to
abusefneglect and successfully contacted 26; the
Soclal Servicea Director, the Chaplain, the DON,
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and/or the Administrator will continue to attempt
to cordact the remaining 15 POAs until all have
successfully been contacted, The Administrator,
the Regionat Nurse Consultant, and ths Chief
Nurse Executive reviewed abuse/nealect audits,
asseasments, interviews, and questionnsires on
05/30/14 for any indicafions of abuse/neglect
concems. C

—The facility's Regional Nurse Consultant from
the corporate office re-educated the facility
Administrator, the DON, the ADONSs, the
Minimum Data Set (MDS) Coordinator, the Staft
Development Coordinator (SDC), tha Diractor of
Dining Services, the Businesa Offica Manager,
the Sodial Services Director, the Activities
Director, the Chaplain, Marketing/Admissions,
Medical Records, Human Resources, and Wound
Care staff on 05/28/14 on the facility's abuse
poticy and procedure. The education included but
was nol imited {o thorough investigations,
reporting immediately, and the Qualily Assurance
Performance Improvement {QAPT) process,
Induding reporting of concems to the
Administrator and floor staff participation in
development of QAPI plans, This training was
perormead face to face in ornder lo fadiliiate
discussion and questions and included examples
of items that would be considered as reportable:
reports of glaff being mean, injurles of unknown
origin, withholding belongings,
resident-lo-resident altercations to include verbal
or physical, and taking belongings or exploitation.
Department administrative managers were not
aliowad to rstum to work unfil abuse education.
was provided, post-tests administerad, and a
score of 100% obtained. If the manager did nat
score 100% on post-test, then the manager was
immediately re-educated and re-tested. This

F225
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process continued until all managers oblained a
100% score on the post-test. All postssis were
raviewed for compliance by the Chisf Nursing
Executive (CNE).

—Aftar the facility Administrator, DON, ADONs,
Minimum Data Set (MDS) Coordinator, Staff
Devyelopment Coordinator (SOC), Director of
Dining Services, Business Office Manager, Sodal
Services Director, Activities Director, Chaplsin,
Marketing/Admissions staff, Medical Records
staff or Director, Human Relalions (HR) staff, or
Wound Care staff were re-educated on the abuse
policy, the Administrative stafl was assigned io
re-educate the staff on the abuse policy and
procedure which included but was not limited to
raporting, protection, and investigation
ragidraments, which started on 05/268/14, The
facility did not allow any employee to work until
abuse education was provided, post-test
administered, and 100% score obtained. If the
employee did not scora 100% on the post-lest,
the employee was immediately re-sducated and
the post-test re-adminisiared, This process
continued until all employees obtained a 100%
score on the post-test. Education regarding the
abuse policy and procedure, including
identification/ieporning and the Quality Assurance
Performance Improvement process was added in
lhe orientalion process for all newly hired staif
membsars. No newly hired employee would be
allowed fo work until abuse education was
provided, post-test administered, and 100% score
obteined, |f the employee did not score §00% on
the post-test, the employes was immediately
re-educated and re-tested. This process
confinued until employees obtained a 100% score
on the post-test.
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—Staff questionnalres regarding abuse, Including
ths question, "What would you do if a resident
told you that you wera mean to tham?” were
administerad by the Adminisfrator, DON, ADONs,
MDS Coardinator, SDC, Diractor of Dining
Services, Business Office Manager, Social
Services Director, Activities Director, Chaplain,
Marketing/Admissions, Medical Recorda, HR, or
Wound Care stalf to five staff srembers on each
shift and different staif members untll iInmedlacy
was removed, After removal of immediacy, ten
staff questionnaires wara administered to staff
datly to ensure continued understanding of the
abuse/neglect policy and procedure, appropriata
investigaling, and reporting of abuse/neglact,
The questionnalre also included questions related
to the QAP) process to include reporting of
concemns to the Adminis{rator and floor staff
participation in development of the QAP plan,
Resulis of the staff questionnaire were reported
fo the Quality Assurance (QA) Commiliee weeldy
to determine the further need of continued
educatlon or revision of the plan. At that ime,
based on avaluation, the QA Commities would
determine at what frequency the staff
queslionnaire would need {o continua. Concems
identified were comecled Immediately and
reparted to the Administrator to ensure
Investigation of suspected abuse/neglect was
investigaled/completed and reporling guidelines
wera met.

=HR performed an audit of all personnet files for
any abuse concerns on 05/28/14. [tema that
were reviewed: Coaching and Counsaling forms,
suspension forms, and termination forms.
Results of the audil wara given to the Chlef
Nursing Exacutive on 05130714, to review for any
sbuse/neglect concerns that needed reporting.
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There were no cancems identifled,

~A nurse from the facility's regional team or
corporate office had been on-site since 05/28/14
and remalned in the facility daily until the jeopardy
was removed. The nurses from the eglonal
team or homs office assisted with investigations,
observed staff treatment of residents, performed
chart sudits, and provided oversight and
consuliation. The Chief Nurse Executive, Clinical
Complianca Nurse, or Director of Clinical
Programs were in daily contact with the regional
nurse consuliant and reviewad allegations.

—All facility grievances filed since 04/01/14 wera
reviewed by the Administrator, DON, or Reglonal
Nurse Consultant on 05/30/14 to determine If any
itemns documentad were a reporiable event. The
Administrator was notified of one allegation of
passlble abuse. The Administrator reportad the
allegations to the Office of Inspector Generzal on
05/30/14. The Administrator, Soclal Services
Direclor, or the Diractor of Nursing reviewed the
grievances and incident/accident reporis daily,
until Iimmediacy was Hifted, which was initiated on
05729114, lo determine if there were reporiable
allegations that hed not been idenfified. The
Saclal Services Director or the Diractor of Nursing
reporied to the Administrator any ldentified
allegations of abuse, neglect, or misappropriation
immediately afier thelr review. The Administrator
will report any allegalions of abuse, neglect, or
misappropriation to the Office of Inspector
General, Adult Protective Services, and the
Ombudsman.

--An emergency resident council meeting was
held on 05/30/14; the Adminisirator and SDC
attended the mesting to discuss any

F 225
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abusse/naglact concerns and to provide educalion
on whom to report any abuse/neglect concems
wilhout fear of reribullon. The Social Services
Director attempted to contact tha POAs of all
residents with BIMS scores less than 8 o discuss
any abuse/neglect concems and to provide
education on whom to report any abuse/neglect
concems without fear of retribution on 05/30/14.

=The Administratar, DON, ADONs, MDS
Coardinator, SDC, Director of Dining Services,
Business Office Manager, Sociai Services
Director, Activities Director, Chaplain,
Marketing/Admiasions, Medical Records, HR, and
Wound Care Nurse (one per shiff) were to be
on-site each shift to perform walking rounds in
which ten residants (five with BIMS scoras
greater than 8 and five with BIMS scores lass
than 8) were vislted by the Department Head and
those residents that could be interviewed wera
intarviewed regarding the staff treatment. The
Dapariment Head visited and a ntirse conducted
a skin check on the residents that were not sble
to be interviewed. Tha Department Head also
spoka 1o nursing staff and State Reglstered
Nursing Assistanis (SRNAs) regarding any noted
changes In the residents’ behaviors. The facility
Department Head &lso Interviewsd five staff
membars each shift regarding the types of abuse,
who the facility's Abuse Coordinator was, when fo
report suspacted abuse, whai fo do if the resident
reporied you were mean to them, elc., which
began on 05/29/14 and continued unti) the
immediate jecpardy was fifted. Resulis of
resldent and staff questionnaites were reported to
the Administrator, DON, Regionel Nurss
Consuliant, or Vice Prasident (VP) of Operalions
daily and if the Administrator was notin the
facility, the Dapartment Director conducted the
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questionnaires and telephoned the Administrator
or VP of Cperations with the results of the
resident and staff questionnatres. This continued
until the immediate jecpardy was lited.

—The DON, ADONs, MDS Coordinator, SDC,
Director of Dining Services, Business Office
Manager, Soclal Services Directos, Activities
Director, Chaplain, Marketlng/Admissiona,
Medical Records, HR, or Wound Care staff
Immediately nctified the Administrator of any
concams regarding the above resident and staff
questionnalres related to abusa, mistreatment,
neglect, or misappropriation and ensured the
rasident was safe. A binder (which contains a
resident roster in which the inlerview dale and
shift is noted next to the resldent name), which Ia
passed on {o each Dapartment Heed assigned {o
perform the restdent and staff questionnaires
each shift, to ensure that residents with BIMS
scores greater than 8 were interviewed and
residents with BIMS scores less than 8 wera
visited and skin checks complated, began on
05/29/14 and continued until the jeopardy was
IIited. The MDS Coordinators had the
responsibility for updating the hinder weekly io
Identify residents with BIMS scores greater than B
and rasidents wilh BIMS scores [eas than 8. If
abuse, mistreatment, neglect, or misapproptation
was alleged during the mlerviews ar visils or
reparted by a staff member, the Depariment
Head ensured the resident was safe, reported to -
a Charge Nurse, the Charge Nurse removed the
alleged perpatrator to a non-pallent cars area,
and notified the Administrator, Diractor of
Nursing, and/or Social Services Director/Abuse
Coordinator. The alleged perpetrator was
suspended and an Investigation began
immediately.
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~The Adminfstralor, Director of Nursing, Social
Services Director, or a member of the facliity's
regional staff reviewed all resident and staff
quastionraires daily for any grievances/concems.
Investigations of grievances/concems were
initlated upon receipt, starting on 05/30/14.

~Nursing Administration (DON, ADONSs, Unit
Managers, SDC, MD'S staff, facility formutary
nurse), or the Medical Records or Social Services
Director, reviewed documentation in the Nursing
Notes in arder to assess for any signs of
documentsd evidenca regarding abuse, negled,
or misappropriation daily on len different
rasldents each day. ifany of tha abave concems
wera identified, the member of Nursing
Administration first ensured the resident was safe
by perfonning an assessinent and then natified a
Charge Nurse. The abuse policy was followed in
which the alleged parmpelrator was removed from
a resident care area (if on duty) and the
Administrator, DON, or Soclal Services Director
was nofified. *

-All rasident charts were reviewed from 04/01/14
by Nursing Administration (DON, ADONSs, Unit
Manager, Staff Develapment Coordinator, MDS
slaff, Faciity Formulary Nurse, Medical Records,
Marketing/Admisslons, or Social Servicas
Direclor) or regicnal/corporate nurees by
05/30M4 for any documentation regarding abuse
with no new incident balng (dentified. Ten charls
were reviewed by a member of Nursing
Adminisiration or the facifity’s regional or home
offics nuse dally to ensure that no ofher abuse
allegations had been documented but not
reported. This continued unfil the immediate
jeopardy was removed.
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-The Administrator, Dlrector of Nursing, and
Sociel Services Director reviewed and discussed
all abuse Investigations daily to ensure that tha
rasidenis were protected, the alleged perpetrator
was removed from the resident care area, reports
to the Office of Inspector General were flled
tznely, and a thorough Investigation was
completed. The Administrator maintsined an
abuse investigation log that included
documentation of the following: ensured
protecton of residents, removed perpetrator from
resident cars area, reports to the Office of
Inspecior General filed timely, and thorough
investigations completed. The Administrator and
one of the fallowing, Chief Operating Officer,
Chief Nurse Execulive, or Regional Nurse
Consuttant, reviewed the abusa investigation o
ensure protaction of the resident; that the
perpeirator was semavad from the resident care
areg; that repoits to the Office of Inspector
General wera filed timely; and that a thorough
Investigation had been completed. This will cceur
daily urntil removal of immediate jeopardy.

—For new reporis of allegad abuse, neglact, or
misappropriation of property, after the immediate
Jeopardy was removed, one of the following was
contactsd prior to making the final five-day
Investigation report to OIG: Signature Care
Consultant, VP of Operations, Chief Operating
Officer, Special Projects Administrator, or Chief
Nursing Executive. The reviewer {Signature Care
Consultant, VP of Operations, Chief Operating
Office, Special Projects Administrator, or Chief
Nursing Executive) ensured the resident was
protected, report was filed timaly, the perpetrator
was removed from the patient care area, and a
tharough invastigation was cotnpleted,
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—With any new report of alleged abuse, neglect,
or misappropriation of propecty, one of the
following was contacted within 24 hours lo review
the abusa investigation to ansure that a thorough
Investigation was completed and reporiing
imelines wers mat: Signature Care Consultant,
VP of Operations, Chief Operating Office, Special
Projects Administrator, or CNE.,

--All incident reports from January 2014 to
03/20/14 wera reviewed by the Director of
Nursing, the Asslstant Director of Nursing, Staff
Development Coordinator, or Regicnal Nurse
Constitant to identify any concerns of suspected
neglect by 05/30/14. None was identified.

—During care plan conference for each resident,
any abusa/neglect concems were discussed and
abuse/neglect education, to include reporting,
was provided to the residant and/os POA with
suppoerting documentation noted.

—Administrativa oversight of the facilily was
completed by the Special Projects Administrator,
the Regional Vice President of Operaticns, a
member of reglenal staff, or the CEO dally until
ramaval of immediacy beginning 05/28/14, then
weekly for four weeks, and then monthly.

~The DON, ADONSs, or SDC obssrved the care
dalivery for any suspected abuse/neglect
conceme on five rasidents dally until the removal
of immediacy and then weekly (Monday through
Friday). The results of the cara delivery audits
wera raporied to the QA Commiitee weekly to
determine the further need of continued
education or revision of plan. At that time, based

on evaluation, the QA Commilttes would
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continua. Concams idenlified were corrected
immediately and reportad to the Administrator to

were [nvestigated/completed and reporing
guidalines were met.

—A Quality Assurance meeling was held weekly

for recommendations and further follow-up
regarding the abave elated plan. Al that time,

determine at what frequency any ongoing audis
would need to continue, The Adminlstrator had
the oversight to ensure an effeclive plan was in
place to meat resident well-being as well as an
effective plan to identify facility concetns and

of the Quaility Assurance meeting was to be

the Reglonal Vice President of Operstions, a
member of regional staff, or the Chief Executive
Officer (CEQ) daily untll removal of immediacy
baginning 06/29/14, ihen weekly for four weeks,
and then monthly.

**The surveyors validatad the Immediate
Jeopardy was semovad as follows:

Review of the facility’s investigalion and
interviews with Administrative Staff revealed the
allegation involving Resident #32 was

agency. The Investigation included interviews
with staff and residents and physicaf
assessments of residents thal were not
Interviewable. The Investigation also included
interviews with POAs, questioning for any

determine at what frequency the audifs needed to

ensure investigations of suspected abuse/eglect

for four weeks beginning 05/20/14, than manthly

based upon evaluation, the QA Committee would

implement a plan of correction to invelve all staff
of the facility. Corporate Administrative ovarsight

completed by the Special Projects Admirdstrator,

nvestigated and reparted te the appropriate State

F225
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concems related to abuse or neglect.

Review of the facilify’s investigation and
intenviews with Administrative staff revealed the
allegation involving Resident #33 was
investigated and reported to the appropriate state
agency. The investigation included interviews
with staff and residents and physical
assessments of residents thal were not
interviewable. The investigation also included
Interviews with POAs, questioning for any
concems related to abuse or neglect.

Raviaw of the facllity's Investigation and
interviews with Adminisirative staff revealed the
allagafion that involved Realdent #36 was
investigated and repoited fo the appropriaie state
agency. Tha invasiigation included intarviews
with Resident #35, staff, and residents and
physlcal assessments of residents that were not
interviewable. The investigation afso inciuded
interviews with POAs, quas{loning for any
concemns related fo abuse or neglect.

Review of the facility's assessments for signs and
sympioms of abuse and resident intarviaws
revealed the facility completed them on 05/2914.
Interview with the Regional Nurse Consultant on
08/04/14 at 9:15 AM revealed as of 05/03/14, only
six POAs had not been contacted so the facility
sent the abuse/neglect questionnalre by certified
mail {c the POAs. A review of the abuse/neglect
assessmeants, abusa/neglect audits, and
abuse/neglect interviews reveslad the
Administrative staff provided validation and
oversight.

Review of Administrativa staff education and
"| testing, provided on 05/28/14, relaled o
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abuse/neglect policy, invesligations, reporting,
and the Quality Assessment process was
reviewed and validated hy the Chief Nursing
Executive (CNE).

Review of staff education and post-testing related
to the abuse policy and procedure which Included
reporting, protection, and inveetigation
requirements revealed the education was
provided on 05/29/14, as per the AOC. Interview
with the Reglonal Nurse Consultant on 06/04/14
at 8:15 AM, revealad during the staff in-service
examples were given of different situations of
abusefneglect and the staff had to explain the
appropriate actions. Further interview with the
Reglonal Nurse Consultant revealed the facllity
had not hired any new employeses.

A review of the staff queslionnaire regarding
abuse was being done as reparted in the AOC.
Interview on 08/04/14 st 8:15 AM with the
Regional Nurse Consuitant ravesled no issuss
had been identified through the staff
questionnaires.

Review of the HR Audits of personnel files
revealed the CNE valldated review by signature
on the back of the audit forms. Interview with the
Reglonal Nurse Consultant on 08/04/14 at 9;15
AM revesled there were no Issues [dentified with
the review of the employee files.

Interview on 06/04/14 at 915 AM with the
Regional Nurse Consultant revaaled a corporate
staff member had been at the faclity since the
jecpardy was idertified and had been reviewing
all allegations to ensure a thorough investigation
was conducted. Further iMerview revealed the
corporate staff was also conducting chart audits,
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observed staff treatment of resldents, and
provided consuitation.

interview on 06/04/14 at 8:15 AM with the
Regional Nuree Consuitant revealed sll facility
grievances filed since 04/01/14 wera reviewed for
possible allagations of abusa/neglect. The
interview revealed one grievanca was related to-
cigarettes that wera missing. The incident was
investgated with no concerns [dentified.
Continued interview reveated the facility's
smoking policy had recently been updated {o
account for all residents' clgarettes.

Interviews on 06/04/14 with the Reglonal Nurse
Consultant and SDC revealsd a Realdent Council
meeting was held on 05/30/14 to discuss
abuse/neglect concems and education was
provided on reporting abuse/neglect concems
without fear of retribution. The Intarview further
revealed residents thet did not aftend the meeting
were also provided education related to reporting
abuse.

[nterview on 08/04/14 with the Regional Nirse
Consuitant and the Adminisirator revealed as of
05729/14 a dally census was completed and
residenits were chosen by the Administrafor to be

interviewed and lo observe staff as thay provided

care o the residentwhioh'was done by
Administrative Staff. The interview further
revealad staff providing care to residents with a
BIMS score less than 8 were inlerviewed about
changes in the resident. The Administratorora
member of the ragional teamn validatad the
Interviews and observations of care were
completed.

Interview on 08/04/14 with the Regional Nurse
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Consultant and the Administralor revealed a
binder with all questionneires related to
ebuse/neglect was passed {o each Depariment
Head asslgned {o distribufe the questionnaires.
The interview further revealed the staff had
notified the Administrator with the resulis of the
questionnaires. A review of the binder revealed
ne issues were identified. The binder contained a
resident roster which included the dates and
shifts the residents had been interviewed of
assessed. The binder had been updated as
BIMS scores changed. There were no Issues
identified during the interviews.

Interview on 06/04M4 at 9:156 AM with the
Reglonal Nurse Consuftant revealed the
Administrator or regional team member had
reviewed all questionnalres with no Issues
identified. A review of the questionnaires
revealed a signature validated the questionnaires
had bean reviewed.

tnterview with Administrative Nursing Staff on
08/04/14 revealed resident charis had baen
reviewed each day for enirias In the Nurse's
Noles that could be related to abuse or neglect.

Interview on 06/041 4 with Administrative Nursing
Staff revealed all resident charts had been
audited from 04/01/14 for any documentation
regarding abuse and no new concerns wera
ldentified. The interviews revealed ten charts
continued to be reviewed dally for any new
documented evidence of abusa that was not
reported.

interview on 06/04/14 with Adminlstrative Staff
and the Regional Nurse Consultant revealed ail
abuse investigations had been discussed and
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raviewed daily to ensure the facility's abuse policy
was followed to ensure the resident was
protecied, the perpelrator was removed from the
resident care area, the incident was raported
timely, and an investigation was complefed.
Further inesview revaalad the Administrator
maintained an abuse log to ensure all areas of
the investigations were complated. Confinued
interviews revealed the Administrator and one
corporale staff member reviewed Investigations
fo ensure they wers complete.

Intarview on C6/04/14 at 8:13 AM, wilk the
Reglonal Nurse Cansuitant revealed after the
Immediale Jeopardy was removed new reports of
alleged abuse investigations will be reviewed by a
Corporate Staff Member prior to the five-day
report being sent to OIG. The Comorate Siaff
member will ensura the resident was protected,
the Incident was raported timely, the perpelrator
was removed from patient care area, and a
thorough investigation was completed.

Interview on 08/04714 at 8:15 AM, with the
Regional Nurse Consultant revealed new reports
of abuse: or neglect will be reporied to a
Gomporale Staff Member within 24 hours to
ensure an Investigation was completed and the
reporling timelines were mel.

Interviews an 06/04/14 with Administrative
Nursing Stafl and the Regional Nurse Cansultant
ravealed all inciderd reports that had been
complated since January 2014 were reviewed for
concems related to abuse/neglect and none were
identified.

Interview on 06/04/14 with the MDS Coordinator
revealed quastions about concerns related to
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abuse/neglect and educalion about reporting
abuse/neglect were added to the care plan
conferences. The Inlerview further revealed
resident family members that atiended the care
plan conferances were questioned about
abuse/neglact concerns In the fadllily and
educated on how to reporf an abuse/neglect
concem.

Interviews on 06/04/14 with the Administrator and
the Regional Nurse Consuitant revealed
administrative oversight was completed waaekly
and will continue monthly afier the Immediate
Jaopardy was removed.

Interviews on 06/04/14 with the'DON, ADON, and
SDC revealed observation of staff as they
provided care wae completed for any suspected
abusefmeglect concerna on a daily basls for five
residents and will continue weekly after the
removal of the Immediate Jecpardy. Continued
interviews revealed the reports ware reported 1o
lhe QA Commitiee (o determine the naed for
additional education concems or change of the
plan.

Interviews on 06/04/14 with Adminlatrative Staff
revealed a Quality Assurance meeting had been
held weekly beglinning 05/29/14 and will be held
waekly for four weeks and then monthly, The
Interviews further revealed evatuations by the
Committee would determine the frequency and
length of ongoing audits. Further interviews
revealed corposate oversight had been in place
sinca 05/26/14, on a daily basis, untll the
Immediate Jeopardy was removed and will
continue weekly for four weeks and then will
continue monthly.

F 225
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F 228 483.13(c) DEVELOP/IMPLMENT Faos| /30 / Iy
55=J | ABUSE/MNEGLECT, ETC POLICIES 1. Theallegstion of abuse reported by residents & 32
. and 35 wera reported to the Office of Inspector
The facility must develop and implernant written General try 5/28/14 by the Divector of Nursing and
policies and procedures that prohibit reported to APS, Ombudzaan, MD and POA by
mistreatment, neglect, and abusa of residents 5/30/14 by the Director of Nuesing, ADON ar
and misapproprlation of resident property. - charga nurse. Reskient #32 3nd 35 have basn
physlcally assessed by a nurse and psychosocklly
. assessed by the sodal services director by
. - 5{30/24. Resident # 32 and 35 were Interviewed
This REQUIREMENT s not met as evidenced and statement cbtalned by the house supervisor,
by: director of nursing or sacki services director by
Based on interview, record review, review of the S/30/14. Mieged perpetrator for reslient # 32 was
facility’s incident raport, review of staff witness suspended pending cutcoma of thoreugh
statements, and review of the facility’s policy, Tnvestigation and afleged perpetrator for resident
"Abuse, Neglect and Misappropriation,” revised #35 ls nolanger employed by the facility,
Match 2013, it was determined the Facility failed Thorough Investigation inltiated on residents #32,
to ensure policies {hat prohibited abuse were and 35 by 5/30/14 by the DON, ADONS, Social
implemented for two (2) of thirty-five (35) services director or regienal nurse cansultant. All
sampled residents (Residents #32 and #35). The restdents have baen axtessed for any signs and
facility failed to ensura siaff implemented its symptoms of abusa/negiect. Thosa rasidents with
policy and immediately reparted allegations of BIMs >8 were Intendewed by the Soctal Services
abuse to the fachity's Administrator, the State Director or Chaplaln for any abuse/neglect
Survey Agency, and other officials in accordance concerns an 5/29/14, Thase residents with BifMds <
with State law, failed to ensure all allegations R were physically assessad by tha ADONs for any
were Investigated, and falled to ensure residents signs and symptons of abuse/neglect along with
were protected from further potential abuse all resident POA's contatted by sodlal services
during the facilify's investigation. director or chapkin to question any abuse/neglect
. concerns hy 6/1/14. S
Review of incident reports and interviews
revealed on 05/25/14, staff observed bruising to 2 Anauditofall personnelrecorts, ta Include any
Resident #32's arm. The resident reported fo eaunsedflng, coaching, suspension and/or
staff on 05/25/14 that "fat Pat grabbed® his/her termination forms, was completed by the Human
arm (Resident #32 reported the Incidant the sams Resources Director and results reviewed by the
day it occurred). The facility identified the alleged Chief Nursing Executive by 5/30/14, to ensure
perpetralor as State Registered Nurse Aide compliance with federal 2nd state regulations
{(SRNA) #2. Interviews revealad the Director of teloted to reporting any suspected abuse/neglect
Nursing {(DON)} initialed an investigetion and Hegations and the employment of staff.
SRNA #2 was suspended on 05/25/14 during the
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investigation. The DON staied she didni feel
“Hike It was an aflegation of abuse” because the
resident reported different staries about the
Incident; SRNA #2 was allowed to retumn lo work
to provide direct resident care on 05/28/14.
Howavaer, the facility failed fo follow its policles
which stated, "...The charge nturse will
Immediately mmave the suspected perpetrator
from resident caro areas, oblain the staff
members witness statement and immadiately
suspend the employee pending the outcome of
ihe investigation ...All allegatlons of abuse
invelving abuse along with Injuries of unknown
origin ere reporied immediaiely 10 the charge
rurse andfor administretor of the fadllity along
with other officials in accordance with State law
through established guidelines...”

In addition, interviews and review of witness
slatements revealed on 05/24/14, Residsnt #35
reported State Registered Nurse Aide (SRNA) #3
talked rnean to himer when the rasident
requested a cold, wet washcloth. The facifity
raceived reports that [dentified the alleged
perpefrator in the Incldent related to Resident #35
as State Registerad Nurse Aide #3; however, the
facifity did not implament ils policy. The faciity's
policy stated, "...The chaige nurse will
immediately remove the suspecled petpetrator
froim resident care areas, cbiain the siaff
members witness statement and immediately
suspend Lhe employse pending the cuicome of
the investigation...” The facility allowed SRNA #3
to continue lo provide care to other residents in
the facility after the sllegations were made. .

The facility's failure to implsment its policies and
precedures that prohiblied neglect, mistreatment,
and abuse that included reporting allegations of

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION x5
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A raview of all grlevances and accidents/Incidents
from fanuasy 2014 to May 2004 was complatad by
DON, ADONs' SDC, MDS, by 5/30/14 to ensure alh
have been thoroughly investigated aleng with any
suspacted abuse/neglect Identified was reportad
inaccordance with stateffederal faw o ensura
reporting guidelines have been met. 1 allegation
was Identifled, reported in aceardance with
state/federa) guldalines and thorough
Investgatlon completed. .

All restdents ware assessed for any suspected
andfor 2llegations of abuse/naglect. Rasldants
with BIMs store of > Bwere intesviewed by the
Social sarvices director or chaplaln by 5/30/14 for
any suspected neglect issues and Hesldents with
BIMs score of < 8 were assessed by DON, ADONS,
EFN, or SDC by 5/30/14 for any sfs of kuspacted
neglect along with residents PDA’s wera contacted
and questiened by saclal services diractor or
chaplaln by 5/20/14 for any suspectad
abuse/neglect concemns. Abuse/neglect audits,
assessnents, interviews and questionnalres were
reviewed by the Admialstrator, Reglonal Nurse
Consultant or {he Chlef Nurse Executiva by
5/30/14 for any indlcations of abuse/neglect
CONZRIMS,

Chart audits to include review of nurses notas,
dietary notes, soclal services notes, quality of fifa
naotes and Interdisciplinary notes were completed
bry the Dicector of Nursing, Assistant Director of
Nursing, Staff Davelopment Coordinator, MDS
Coondinators, ar Reglonal Nurse Consuttant by
5/30/14 for all residents to entify any suspected

abuse/neglect aliegations that have not been
reparted.

The fadllity department managers, to Inchude,
administrator, DON, ADONs, SDC, MBS, wound
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abuse, protecting residents during the course of
the investigation, and conducting an Invesfigation
of an allegation of sbuse caused, or was likely to
cause, serfous injury, harm, Impaiment, or death
to residents in the facility. Immedlate Jeopardy
was determined to exist on 05/24/14 at 42 CFR
483 Resident Behavior and Facility Practices
(F225 and F226) and 42 CFR 483.75
Administration (F480 and F52C).

An acceptable Ailegation of Compliance was
received on DB/02/14, which alleged removal of
the !mmediate Jeopardy on 0531114, A parial
extended survoy was conducied on 08/03/14
through 05/04/14. Tha State Survey Agency
determined the Immediate Jeopardy was
removed on 05/31/14, as allegad, which lowered
the scope and severity to "D" at42 CFR 483.13
Resident Behavior and Facility Practicas (F2256
and F226) and "D at 42 CFR 483,75
Adminlstration (F450 and F520) while the facility
manitors the effectiveness of systemic changes
and quallty assurance activitiea, (Refer o F225.)

The findings Inciude:

Review of the fadility's policy entiled "Abuse,
Neglect and Misappropriation,” revised March
2013 revealed "All allegalions of abuse involving
abuse along with injurtes of unknown origin are
reported immediately 1o the charge nurse andfor
administrator of the facilty along with other
officials in accordance with Slate taw through
established guidelines." In addition, the policy
revealed, *... The charge nurse will immediately
remove the suspected perpetrator from resident
cate areas, oblain the staff members wilness
statement and immediately suspend the
employee pending the cutcome of the

cara nurse, BOM, QOL, miintenance director,
Housekeeping director, DM,
Marketing/Admisslons, 552, RSM, FFN (VR and
Chaplairn: recelvad education from the Reglonal
Nurse Consultant on 5/29/14 regarding the
abusa/neglect policy and procedure which
included - appropriately [dentifying any suspucted
abuse/neglect allagations, appropriate reparting
inaceordance with stateffederal guldelines,
ensuring safety of the msldents, and conducting a
thorough Investigation along with tha Quality
Assurance Performance improvement procoss to
include reporting of concems to the Administrator
and Tina staff participation fn developmeantof QAP
pkins, This tratnfng was parformed face to face In
order to facilitats disassion and question and
Include examples of ems that would be
considered a5 reportable; reports of staff belng
mean, injuries of unknown origln, withhelding
belongings, resident to resident altercations to
indude vestal or physkal, and taking belongings
or exploitation. Post-test was administered and
100% score obtalned, Hmanager did not score
100% on post-tast, then marager wifl be
Immnediately re-educated and post-test re-
adeninistered. This process wilk continug until
manager cbtains a 100X score on post-test.

Onca tha facllity Administrator, DON, ADONs, MDS
caordinator, SOC, Direttor of Dining Services,

Activities Director, Chaphin, )
Marketing/Admissions, RSM, Medical Records, HR,
Wound Care, or FFN were re-educated on the
abusa policy they wese then assigned to re-
educate the staff on the abuse policy and
procadura which inchuded, but not Hmited to,
reporting, protection aed Investigation
requirements, which started on 5/23/14. o
employee wi! be allowed to work until abuse

Business office manager, Social Sarvices Director,
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e el L Lo s . F226|  ucation s provided, post-test administered and
investigation...” The policy reuealfzd, ...The 100% score obtained,  employee did not scora
charge nursa wil immediately notify the 100% on post-test, then employes will be
Administrator, ON and/er Abuse Coordinator as Jamediately re-educatad dnd post-tast re-
appropriate...The Adminisirator and/or DON will administered. This process vell continus until
notify siale agencies according to their reporting employes obtalns a 100% score on post-test.
guidelines...” In addition, according to the policy, e acation rganding e scsapolicyand]
*_.All allegations of abuse will be investipated and procedure, 10 include dentfication/reporting and
reported to the appropriale agencies... The the Quality Assurancs Performance Improvement
Administrator/dasignee will make all reasonable process will be Included n the orfentation process
efforts to investigate and address alleged reports, for all newly hired staffmombers. No newly iired
concerns, and grievances...” Continued review of employea will be allowed t work untl abusa
the policy revealed under section |l education b provided, post-test administered and
*Training/ldentification/Prevention,” staff s trained 100% score obislned, If gmphye%\dﬂ not scare
to identify "...Signs & Symptoms of abuse 100% on past-test, thenemployes will be
{bruises, injuries of unknown origin, crying, tmmedlately re-educated and post-tast ra-
fearful, increased agitation, and withdrawal)...” as administerad, This process will continue unti)
part of their ariantation. employee phtalns a 100X score on past-test.

1. The facility edmitted Resldent #32 on 12/06/13 staff questionnalre regarding abuse, to include the
with diagnoses which Included Dementia, questien, "What would you do if a resident told
Alzheimer's Disease, Coronary Artery Disease, you that you were mean {o them”, Is being

and Hypertension, Review of Resident #32's administered by Adniicktrator, BON, ADONs, MDS
Minimum Data Set (MDS) Quarterly Assessmant, coordinator, SO, Director of Dinlng Services,
dated 02/04/14, revealed the facility assessed the Business offica manager, Social Sesvices Director,
resident to have a Brief Intarview for Mental Activiles Director, Chaplain,

Status (BIMS) score of 8, which indicated the Marketing/Admissions, RSM, Medical Racards, HR,
resident's cognition was modarately Impalred. Wound Care, or FFN to 10 different staff membecs

dally to ensure continuad ynderstanding of tha

Review of an Incident report, dated 05/25/14 abuse/neglect policy and procedure, appropriate
revealed staff obsenved two brulses to Resident Investigating and regorting of abuse/neglect, and
#32's am. The resident told staff, "Fal Pat the Qualtty Assurance Pesformanca Improvement
grabbed my anm and wouldn't let it go; | had fo process to Includa reparting of concerns to tha
puft myself loose.” The facilily identified the Adwinistrator and line stsff partidpation in
alleged perpetrator as SRNA K2. Facllity staff development of QAP! plan. Results of the staff
Immedialely notified ihe Director of Nursing questionnalre will be reported to the 0A

(DON) of the bruises to Resldent #32's arm and committea weekly ford weeks, starting on
was instructed to conduct a skin assesament for 5/29/14, o determine the further need of
Resident #32, cbtaln winess statements from all continued education occevisian of plan. At that
staff present, and SRNA#2 wes to be time, based on evaluation, the QA commikee will
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The DON acknowledged in interview conducted
on 05/28/14 at 4:30 PM that staff had nat
interviewed othér residents for which SRNA #2
had provided direct care for signs of abuse and
ihe only stafl interviews conducted wers from
staff working when the alleged incident oecurrad,
and the interviews were related only to the
alleged incidant. Accarding to the DON, the
incident was investigated on 05/25/14, and she
"didn't think it was abuse, because the resident
had different storfes about what had happeced
interview and review of the investigation revealsd
the facility falled to ensure staff acted in
accordance with the facilliy's policy to ensure that
= The Administrator andfor DON will nolify state
agencles according to their reporting
guidelines...The charga nurse will immediately
remove the suspectgd-perpetrator from resident
care areas, obialn the staff members witnass
stalement and immediately suspend the
amployee pending the outcome &fthe
investigation...”

The Administrator stated in Inlerview conducted
on 05/29/14 at 6:17 PM that staff had notified him
of the brulses to Rasident #32's am and he had
instructed staff to follow the directions given by
the DON. The Administraior stated he had not
considered tha resident's stalement as an
allegation of abuse but as an Injury of unknown
origin because the resident had “told a lot of
storles” as to how the bruises occurred. Fusthsr
intervlew revealed he had not reporied the
inddent Lo the State Agencles. The Administrator
acknowledged staff had nol conducted
assessmentsfinlerviews with other residents
during the course of the facility's investigationin
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suspended. determing at what frequency the staff

guestionnatre will need to continue. Concerns
Identifled wil be comected Immediately and
reported toadministratoe to ensure investigation
of suspected Abuse/peglect was thoroughly
investigated and completad along reporting
guldelines ara met.

Hand in Hand training, modula ane, was [nttiated
on 5/13f14 by SDC and completed on 6/4/14,
There is an educatian ealendar tn which all
modules have been scheduled to Indudaall §
modules over the next & manths. Make up
sessions witl ba offered until all employees have
attended. New employees in orlentation will
recelva the Hand in Hand tralning on a set
schedula to ensure alt 6 modules are completed,

The Administrator, DON, ADONS, MDS
cocrdinator, SDC, Dlrector of Dinlng Servicas,
Business offica manager, Soclal Sarvices Birector,
Activities Director, Chaphln,
Marketing/Admissions, RSM, Medial Records, HR,
Wound Care, or FEN, will be on sita dally for 4
“weeks ta perform walidng rounds In which 10
residents (five with BIMs >8 and five with BIs <8}
will ba visited by the department head and
interviewed regarding staff treatment for thom
residents that can be interviswed and for those
residents who aca not able to be tnterdewed the
depalunentbadsuﬁ'ﬂvki: the resident, skin
check will ba campleted by nurse as well as speak
to nerse and C.N.A. regarding any noted changes
in resident hehaviars. The facllity department
heads also wlll Irterview 10 different staft
members difly regarding tha types of abuse, wha
1 the abuse coordinator, witen is suspacted abuse
reportnd, what would you do If a resident told you
that you were mean to them etc. which began en
5£29/14. Results of resident and staff

FORM CMS-2567(02-89) Fravious Vorsions Qbsclets

Evart 1D 207T1H

Fecky 1D: 100387 If continwation shest Page 37 of 107




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

PRINTED: OTH&2014
FORM APPROVED

an cifort to identlfy other ragidents that might
exhibit signs/symploms of abuke. However,
raview of the facility's policy, revealed staff was
irained to identify "...Signs & Symptoms of abuse
{bruises, injuries of unknown origin, crylng;
fearful, increased agitation, and withdrawal}...” as

2. Revlew of Resident #35's medical record
revealaed the facility admitted the resldent on
D4/29/14, with diagnoses which included Arthritis,
Chronic Obstructive Pulmonary Disease, and
Diasbetes. The fadlily assessed the resident to
have a BIMS score of 11, which indicated the
resident's cognition was moderately impaired.

Reviaw of SRNA #3's personnel files revealed a
witness staterment that indicated on 05/24/14,
Licensad Practical Nurse (LPN) #2 had observed
the SRNA between 3:00 AM and 4:00 AM on
05/24/14 walking down the hafl making the
siatemant, "I hate these peoplo; | don't knaw what
a washcloth's going fo do for fhim/her).”
Continued review of the witness statement
reveailed at that time on 05/24/14, Resident #356
requested LPN #2 to check his/her blood sugar
and the LPN observed the resident crying, The
slatement revealed on 05/24/14, Resident #35
informed the nurse, "That boy that was just in
here talked mean to me.* According io
documentation on tha witness statement,
Resldent #35 had asked SRNA #3 for a cold, wetl
washdoth for knee paln and SRNA #3 Informed
the resident he had knee pain but did not have
insurance to see a docior llke the residents. The
resident reported the SRNA stated, ") doa't know
whal a wet washcloth's going to do for your leg
paln.” Continued review of the witness stalement
revesled the resident was very upset and did not

part of thelr orientation. : -1

Administrator, DON, Reglonal Nurse Consultant or
VP of Operations dafly and if the Admialstrator is
not In tha facility the Department Director
conducting the questionnaires will telephone tha
Adminlstrater or VP of Operatlons the sesuits of
the restdent and staff questionnalres,

The Administrator, DON, ADONs, MDS
coordinator, 50C, Diractor of Dining Sarvices,
Business offica manager, Sodal Sendees Director,
Aaivtias Director, Chaplaln,
Marketing/Admissions, RSM, Medlca) Recerds, 1R,
Wound Care, or FFN wlll notify Administratar of
any concems Immediately regarding the abave
resident and staff questionnalres ralated to abuse,
milstreatment, neglect or misappropriation,
ensuring resident is safe. A kinder, which Is passed
onta each Department Head ass!gned to perform
the resldent and staff questonnalres dally, which
contalns a resident roster In which the intesview
date and shift is noted next to resident mme o
ensure thet residents with BiMs »B will be
Interviewed and resldents with BIMs<B wiit be
visfted, with skin checks completed, beginning on
5/29{14. The MDS Cocrdinators have the
responsibility for updating the binder weekly to
Identify residenis with BIMs >8 and residents with
BiMs <8, Ifabuse, mistreatment, neglect or
misppropriation ls alleged duting the Interdews
and or visits or reported by a staff member the
Department Head will ensura the resident is safe,
repart toa charga nurse In whith the charge nurse
will remove the alleged perpetrator toa non-
patient cara area and natify the Administrator,
Directar of Nursing, and/ar Soclal Services
Divect/Abusa Coardinator. The alleged perpetrator
wiil ba suspended and a thorough investigation
will beginimmedbtely.
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want SRNA #3 In his/her room agaln. Further
review of the witness stalement revealed LPN #2
contactad the on-call nurse to repart the Incident
and was instructed {o switch SRNA#3 with a
resident from the other hall and {o contact the
DON. The LPN contaciad the DON on 05/24/14,
and was instructad by the DON to place the
informatlon abouit tha incident on the 24-hour
report sheet and fo kaep SRNA #3 out of
Resident #35's room, However, thers was no

documented evidence that staffwas instructsd to

follow and/or followed the facility's policy and
»_Immediately removel[d] the suspecled -
perpetralor from resident care areas, oblalnfed]
the staff members witness stalament and
immediately suspend[ed] lhe employee pending
the outcoma of the investigation...,” or that the
allegation of abuse had been "...Investigated and
raported to the appropriale agencies...” in
accordance with faclity policy.

Interview with LPN #2 on 05/29/14 at 5:09 PM
ravealed the LPN called the DON on 08/24/14 to
inform her of the incident and was told by the
DON to put SRNA#3 on another hall to work and
put the incident on the 24-hour report sheat to be
Investigated. However, the DON failed to direct
the LPN to follow the facilily’s policy whici: stated,
“_.The charge nurse will immediately remove the
suspected perpetrator from reskient care areas,
oblain the staff membars witness statement.and
immediately suspend the employee pending the
oulcome of the investigation...All allegations of
abuse will be investigated and reported to the
appropriate agencies...” Continued Interview wiih
LPN #2 revealed when the DON came fo the
facility on 05/24/14, nursing staff from tha night
shitt informed the DON of SRNA #3's negative
behaviors and provided tha DON witnes§

‘The Administrator, Directar of Nursing, Soclal
Sarvkes or 3 member of reglonal staff will review
3ll restdentand staff questionnatres dally for any
grevancesfconcems andfor suspected aflegations
of abuse/negiect. Any suspected allegations of
abuse/neglect will be Immedlately reposted In
accordance with state/federal guldelines and
thareugh Investigations of any suspetind
allegatians of abuse/neglect along with any
grievancesfconcems will ba Inftiated upon recelpr,
starting on 5/30/14.

During care plan conforenca for each resident any
potential allegation of abusa/neglect witl be *
discussed and aducation will be provided on
whom to report abuse/neglect cancems by the:
MDS coordinator.

The Administrator, Socinl Services Directar or the
Dirgctor of Nursing will reviaw, datly, the
grievances and incident/actident reports, starting
5/29{14, to detemine  there ara reportatla
allegatlons that have not been identifiedd. Sociat
Services Dirsctoror the Director of Nursing will
report to the Adminfstrator any identifled
allegations of abuse, neglect or mlsappropriation
immedilately aftar thalr review. Tha Admlnistrator
will repart any aflegatiens of abuse, neglect or
misapproprialion in accordance with state/federal
guldefines to meet reponting requitements.

An emergency resident council meeting was held
on 5/30/14, Administratorand SOC attended, to
diseuss any abusefneglect concens and to provide
education oa whom to report any abuse/neglect
concems without fear of retribution, All residents
wilh BIMs < 8 POA's were attempted to be
contacted by Socal Services Director to discuss
any abuse/neglect concerns and to provide
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statements about the incident that had been cancerns without fear of Ristbution on 5/30/14,
reported on 05/24/14.
Nursing Administration (DOWN, ADON, Unit
The DON acknowledged in intarview conducted Manager, Statt Development Coondinatar, MDS
on 05/28/14 at 5:20 PM that staff had notified her staff, facllity formulary nurse, medical records, or
on 05/24/14 of the incident related to SRNA#3 sodal sesvics director) will review decumentation .
and Resident #35, The DON stated she had In the chart In ordarto assess forany sgns of
informed staff to keep SRNA #3 out of Resident documented evidence regarding abuse, neglect, or
#35's room. Further interview revealed the DON misappropriation daity on 5 rasidents starting on
talked with the night shift nurses the next 6€/5/14. Any of the abgve concems identified, the
moming. was informed of reports that SRNA #3 enamber of Nursing Admintstration wil first ensure
had argued with staff and cursed in the hallway, tesldent Is safa by pesforming an assessment,
and was given the staff's wilness stalements notify a charge nurse. The abuse policy will be
about the Incident. The DON stated the reports follawed [n which the alleged perpetrator will ba
wara nothing she considered abusive so the remaved from a resident cira area {If an duty) and
incident was not investigated or reporied. the Adminlstrotor, DON, or Sock! Servics Director
_ 4 will ba notified. Administrator andfor DON will
Interview with the Administrator on 05/29/14 at immediately report in accordanca ta state/federal
6:17 PM revealed the Administrator was not guldefines and thoraugh nvestizaton will ke
made aware of the incident or of the witness . Inftiated and complated
stalements involving SRNA #3 and Resident #35
untll 06/28/14. Continued interview revealed the Administrator will keep an abuse Iwvestigation log
Administrator revealed the allsgations should that will Include documentation cf the follawing:
have been Investigated and reportad per the ensumm restdent Is protecied, report ks fled tmely,
facility's policy. perpetrator is removed from patfent care areaand -
thorough Investigation s complated. Tha
**The facliity provided an accaptable Allegation of Administrator will review the log dally as well as
Compliance (AOC) on 06/02/14. The facility one of the follawing: Slgnature Care Consuktant,
implemented the following actions to remove the ::::E:T::::l::; \fm:\‘:;mm offar
; . R
lw:ate Ll or Chief Nursing Exacutive will review log for
—The allegation of abuse reperted by Resident eompfiance weekly, starting on €/5/14 for 4 .
#32 was reported to the Offics of Inspectos L L U
General (0IG) on 05/27/14 by the OON.
Resident #32 has a BIMS score greater than 8 L:&?;g:?;::nﬁu;pﬂ;?o::?'
and a statement was obtained on 05/26/14, The the following will ba contacted within 2; hours
alleged parpatrator was suspended on 05/25/4. andthen 2gala prior tomaking the fial fiva day
The facility's investigation was initiated and. Investigation report to OIG: Signatura Care
ongoing with a five-day report to be submitted to
FORM CMS-2507(02-65) Provious Varsions Dbsclels Event |D: 207TH1 Facitty10: 100387
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weeks beginning 6/5/14, then monthy.
Social Services Director or Chaplain for any thi
abuse/neglact concerns on 05/2814. On
05/20/14, the ADONs assassed the physical
FORM CMS-2867(02-52) Previous Varslans Obsolcta Event(D:207T 14 Factmy ID: 100367

OIG on 06/30/14. All residents were assessed for

* | any signs and symploms of abuse/neglect.

Those residents with BIMS scores greater than 8
were Interviewed by the Soclal Services Director
or Chaplain for eny abuse/neglect concerns on

05/20744. On 05/29/14, the Assistant Directors of

Nureing (ADONs) assessed the physical status of
residents with BIMS scores Jess than 8 for any
signs and symptoms of ebuse/neglect. The
facllity attempted to contact the 41 Power of
Attomneys (POASs) for the resldents with a BIMS
score Jess than 8 to ask if they had any concems
related to abuse/neglect and successfully
contacted 26; the Sodal Services Director, the
Chaplain, the DON, and/or the Administrator will
continue to attempt to contact the remaining 15
POAs until ali have successfully bean contacted.

~The allegation of abuse related to Residenl #33
that occurrad on 05/24/14 was reported to QG on
05/26/14 by the DON and reported to Adult
Protective Sewvices (APS), the Cmbudsman, the
resident’s physician, and the POA on 05/30/14 by .
the DON. A fadlity nurse assessed Resident #33
on 05/28/14 and the resident had a psychosocial
assessment completed by the Social Sewices
Director on 05/30/14, Resident #33 was
interviewed and a siatement wes oblained by the
Facility's Soclal Servicas Director on 05/20/14,
The alleged perpetrator was no longer employed
by the facility. The faclity's investigation was
initiated and ongoing with a five-day report to be
submiited to OIG on 06/30/14. At residenls ware
assessed for any signs and symptoms of .
abuse/neglect, Thosa resldents with BIMS
scores greater than 8 wera interviewed by the

. thu Regional Vice Prashlent of Operations,

, Director will ba notifled, Admtnlstmn;and!ur

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {%2] MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION EDENTIFICATION NUMBER: A BLILDING COMPLETED
C
185084 B. WING D6/04/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE
MGNATURE CARE OF Pl 260 SOUTH MAYO TRAIL
TURE HEALTHCA L s PIKEVILLE, KY 41501
{44y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CGRRECTION xa
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAD REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THEAPPROFRIATE oaTE
DEFCENGCY)
F 228 | Conlinued From page 40 F 225

Consultant, VP of bpeﬁtlons. Chiaf Operating
Offieey, Special Projects Administrator or Chief
Nursing Executive. The reviewer (Slgnature Care
Consultant, VP of Operatlons, Chisf Operailing
Offine, Spectal Projacts Administrator or Chlef
Nursing Executlve} will insure the resident s
protected, repott is filed timely, the perpetrator is
removed from the patient care area and a
thorough nvestigation is initlated and completed.

Administrative oversight of the facility will b
enmpleted by the Spedal Projects Administrator,

Signature Cara Consultant, Chief Nursing Executive
or Chief Operating Officer weekly starting 6/5/14
for 4 weeks, then monthly.

DON, ADONs, or SDC will ohserve the mire
delivery, {or any suspected abuse/neglect
concerns on 1 resident/unit dafly (Monday
through Friday) starting on 6/5/14 for 4 weeks.
Any concems noted the nursing administration
will first ensure resTdent is safe by performing an
assessment and notify a charge rutse. The abuse
palicy willbe followed bywhich the alleged
perpetrator will ba removed from a resident care
ares and the Adminktrator, DON, of Sock) Service

PON will immediately report In accordance to
state/federal guldelines and thorqugh
investigation will be inltlsted and completed,

Administrative cversight of tha facility will be
completed by the Spedal Projects Administratar,
the Regtonal Vice Prasident of Operations,
Signature Care Consultant, Chief Nursing
Exacutive, or Chief Operating Officer, weeldy for 4
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The faclity attempted to contact the 41 POAs for
the residents wilh a BIMS score less than 8 to
ask if they had any concems relalad to
abuse/neglect and successiully contacted 26; the
Social Services Director, the Chaplain, the DON,
andfor (he Administrator will continue to attempt
io conlact the remaining 15 POAs until all have
successfully have been conlacted.

~The allegation of abuse repoited by Resident
#35 was reported o the Office of Inspector
General on 05/28/14 by the DON and reported fo
APS, the Ombudsman, the resident’s physician,
and tha POA on 05/30/14 by the DON. Resident
#35 was physically asseased by a nurse and
psychosccially assessed by the Social Services
Diractor on 05/30114. Resident #35 was
interviewed and a staterent was oblained by the
Social Services Director an 05/30/14. The
alleged perpetrator Is nd longer employed by the
faciiity. The facillty's investigation was initlated
and ongolng with a five-day repert to be
submiited to OIG on 05/30/14. All residents were
assessed for eny signs and symptoms of
abuse/neglect. Those residents with BIMS
scores greater than 8 were interviewed by the
Saclal Services Director or Chaplain for any
abuse/neglect concams on 05/28/14. On
05129414, tha ADONs assessed the physical
siatus of residents with BIMS scores less than B
for any slgns and symptoms of abuse/eglect.
The facility attempted to contect the 41 POAs for
the residents with a SIMS score less than 8 to
ask if they had any concems related to
abuse/neglect and successfully contacled 28, the
Soclal Services Director, the Chaplain, the DON,
and/or the Administrator will continue to attempt

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L]
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F 228 | Continued From page 41 F228]  TheAdminkstrator or Slenature Cara Consultant
status of residenta with & BIMS score less than 8 will audit compllance of the ahove stated
for any signs and eymploms of abusa/neglect. audits/reviews daty [M-F). Results of the

auditsfreviews, which nclude, resident interviews,
restdent skin checks, staff questlonnalres,
grievance log reviaw, A/l review, chart
documentation audits and care dellvery audits
will be repoited to the GA committes wagkly x4
weeks to detesmine the further nesd of continued
edueation or revision of phin. At that time, based
op evaluation, the QA committea will determine at
what frequency the audits/reviaws, along with
monitoring for compliance, will need to continue,
€ancemns (deatified will be corrected immediately
and reported to adminkstrator to ensure
Investigation of suspeciad neglect was
investigated and completed along with reporting
guidelines ate met,

Afollow-up questionnalm wil] be completed by
the Administrator, Director of Nursing, Assistant
Directors cf Nursing, MDS Coordinator, Social
Sesvicas Director, Quality of Life Director, Dietacy
Manager, Plant Ogerations Director, Chaplin,
Medical Records, Humah Résourca Director, Staff
Development Coordinator, Bushess Qffice 7
Manager, Facillty Formulary Nurse or the
Environmental Services Manager for 10 different
staff members daily for 4 weeks beginning 6/5/14,
to ensure continved understanding regarding the
sbuse/neglect policy, appropelate reporting,
identification, and Implementing cra plans to
meet resident cara needs.

AQuality Assurance meeting will be held weakdy
for 4 weeks beginning 5/28{14, then monthly for
recommendatlons and futher follow up regarding
the abova stated plan. At that time based upon
evafuation the QA Committee will determine at
what frequency the audits will need to continue.

FORM CMS-2667(02-09) Previous Veralons Dbsoleta

Event [D: 207T11

Facility 1D: 100367 If continuetion sheet Page 420147



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/15/2014

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08380391
STATEMENT OF DEFIGIENCIES X1) PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
105094 B.WNG 06/04/2014
NAME OF PROVIOER OR SUPPLEER BTREET ADDRESS, CiTY, STATE, ZIP CODE
{GNATURE HEALTHCARE OF PIKEVILLE 260 SOUTHMAYQ TRAL
SISl UL S PIKEVILLE, KY 41501
4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACHDEFICIENGY WUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOLLD BE CONFLETON
TG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROFRIATE oaTE
. DEFICIENGY)
F 228 | Continued From page 42 F228 . asthe
s r oversight t
to cantact the remalring 15 POAS untl al have et e ace ettt
succsasfully have been contacted.

~All rasldents were assessed for any signs and
symploms of abuse/neglect. Thoss residents
with BIMS scoras greater than B wera interviewad
by the Sccial Services Direclor or Chaplain for
any abuse/neglect concerns on 05/20M4. On
05/20/14, tha ADONs assessed fhe physical
status of residents with BIMS scores less than 8
{or any signs and symptoms of abuse/neglect.
The facility attiempted to contact the 41 POAs for
the residents with a BIMS score |ess than 8 to
asl if they had any concems related (o
abuse/neglact and successfilly contacted 26; the
Social Senvices Director, the Chaplain, the DON,

’| and/er the Administrator will continue to atiempt

to contaci the ramaining 15 POAs unti all have
successfully been contacled. Tho Administrator,
the Regicnal Nurse Consuftant, and the Chief
Nursa Execulive reviewed abuse/neglecl audits,
assessments, interviews, and guestionnalres on

[ 05/30/14 for any indications of abuse/neglect

CONcems.

~Tha facility's Regionsl Nursa Consultant from |
the corporate office re-educated the faciiity
Administrator, the DON, tha ADONs, the
Minimum Data Set (MDS) Coordinator, the Staff
Development Coordinator (SDCY, the Director of
Dining Services, the Business Office Manager,
the Soclal Services Direclor, the Activities
Director, the Chaplaln, Marketing/Admisslons,
Meadical Records, Human Resources, and Wound
Care staff on 05/28/14 on the facllity’s abuse
policy and procedure. The education Included but
was not imited to thorough irvestigations,
reporting immediatsly, and the Quaslity Assurance
Parformance Improvement (QAPY) process,

wellbeing as well 33 an effective plan to kentify
fadlity concems and implement a plan of
correction to lnvalve all saff of the fadlity.
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including reporting of concams to the
Administrator and flcor staff participation in
development of QAP] plans. This training was
performed face to fece in order to facililats
discusslon and questions and included examples
of items that would be conslidered as raporiable:
raporis of staff being mean, injuries of unknown
arigin, withhaolding belongings,
resident-to-resident altercations to include verbal
ar physical, and taking belongings or exploitation.
Departmant administrativa managers were not
allowed to ratum to work until abuse education
was provided, post-tests administered, and a
score of 100% obtained. 1f the manager did not
score 100% on post-tea, then the manager was
immadiately re-educated and re-tested. This
process continued until all managers obtalned a
100% score on the post-iast. All post-tasts wera
reviewed for compliance by the Chief Nursing
Executive (CNE).

—After the facility Administralor, DON, ADONs,
Minimum Data Set (MDS) Coordinator, Staff
Development Coordinator (SDC), Director of
Dining Servicas, Business Office Manager, Sociat
Services Director, Activities Director, Chapialn,
Marketing/Admissions staff, Medical Records
staff or Director, Human Relations (HR) staff, or
Wound Care staff wera re-educated on the abuse
policy, the Administrative slaff was assigned o
re-educate the siail on the abuse pollcy and
procedure which induded but was not imited to
raporfing, protection, and investigation
requirements, which starled on 05/28/14. The
faiiity did not allow any employee to work until
abuse education was provided, post-iest
administered, and 100% score obtained, If the
employes did not scare 100% on the post-test,
the employes was immediately re-educated and
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the post-test re-adminlstered. This process
continued until all employees cbtalned a 100%
score on the post-test. Education regarding the
sbuse pollcy and procadure, including
identification/reporting and the Quality Assurance
Peiformance improvement process was added in
the orieniation process for ail newly hired staff
members. No newly hired employee would ba
allowed to work until abuse education was

oblained. If the empleyee did not score 100% on
the past-test, the employee was immediately
re-educated and re-tested. This procass

on the posi-test.

—-Staff questionnaires ragarding abuse, including
the question, "What would you do i a resident
told you that you were mean to them?’ were

MDS Coordinator, SDC, Director of Dining
Services, Business Office Manager, Social
Sepvices Divector, Activities Director, Chaplain,
Marketing/Admissions, Medicat Records, HR, or
Wound Care staff to five staff members on each
shit and different staff members until Immediacy
was ramoved. After removal of immediacy, ten
staff questionneires were administered to staff
daily to ensura continued understanding of the
abusefneglect policy and procedure, appropriate
investigaling, and reporting of abuse/fneglect.

fo the QAP process to include reporting of
concems to the Adminlstrator and floor staff
participation in development of the QAP ptan,
Results of the staff questionnaire were reported
fo the Quallty Assuranca (QA) Committee weekly
to datermine the further need of continued
aducation or revision of the plan. At that time,

provided, post-test administered, and 100% scare

continued until employees obtained a 100% score

administered by the Administrator, DON, ADONs,

The questionnalro also Included guestions related

F 22
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basad on avaluation, the QA Commitiee would
determine at what frequency the staff
questionnaire would need Io continue. Concemns
identified were cormrected immediately and
reported to the Administrator to ensure
Investigation of suspected abuse/neglect was
investiated/completed and reporiing guidelines
were mel

—~HR performed an audit of all personnet filos for
any abuse concems on 05/29/14, Hems that
wers raviewed: Coaching and Counseling forms,
suspension farms, and termination forms.
Results of the audit were giver to the Chief
Nursing Executive on 06/30/14, to review for any
abuse/neglect concerns that neaded reporting.
There were no concems Identified.

—A nurse from the facllity’s regional team or
corporata affice had been on-site since 05/29/14
and remalned in the fadility daily until the jecpardy
was removed. The nurses from the regional
team or home office assisted with invesligaiions,
observed staff treatment of sesidents, performed
chart audits, and provided oversight and
consultation. The Chief Nurse Executive, Clinical
Compliance Nurse, or Director of Cllnical
Programs wers in daily contact with tha regional
nurse consultant and reviewed alisgations.

—Al fadlity griavances filed since 04/01/14 were
reviewad by the Administrator, DON, or Regional
Nurse Consultant on 05/30M4 (o determine if any
items documenied were a reportable event. The
Administrator was nolified of one ellegation of
possible abuse, The Administrator reporfed the
allegations fo the Office of Inspector General an
05/30/14. The Administrator, Social Services
Director, or the Direcior of Nursing reviewed the
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grievances and incident/accident reports daily,
until immediacy was fifted, which was initiated on
05/29/14, to detsrmins if there were reportable
allegations that had not been identified. The
Social Senices Director or the Director of Nursing
repaorted fo the Administrator any identified
allegations of abuse, neglacl, or misappropriation
Immediately after thelr review. The Adminisirator
wifl report any allegations of abuse, neglect, or
misappropriation to the Office of Inspector
General, Adult Prolective Services, and the
Ombudsimen.

--An emargency resident council mesling was
held on 05/30/14; the Administrator and SDC
attended the meeting to discuss any
abusefmeglect concems and to provide education
on whom io report any abuse/neglect conceims
without fear of retribution. The Soclal Services
Director aftempled to contact the POAs of all
residents with BIMS scores lesa than 8 to discuss
any abusa/neglect concems and to provide
sducation on whom ta report any abuse/neglect
concems without fear of retribution on 05/30/14.

~The Administrator, DON, ADONs, MDS
Coordinater, SDC, Director of Dining Services,
Business Office Manager, Social Senvices
Direclor, Activities Direclor, Chaplain,
Marketing/Admisslons, Medical Records, HR, and
Wound Care Nurse {one per shity werefoba -
on-site each shift to perform walking rounds in
which ten residents (five with BIMS scores
greater than 8 and five with BIMS scores leas
than 8) were visited by the Department Head and
those residents that could be interviewed were
interviewed regarding the staff trealment. The
Departrent Head visited and a nurse conducted
a skin check on the residents that were not able
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to be interviewed, The Department Head also
spoke to nursing siaff and State Registered
Nursing Assistants (SRNAs) regarding any noted
changes In the residents' behaviors. The facility
Depastment Head also Inlerviewed five staff
members aach shift regarding the types of abuse,
who the facility's Abuse Cocidinater was, when to
repost suspacted abuse, what to do if the resident
reported you were mean to them, elc., which
began on 05/28/14 and continued until the
Immediate jeopardy was lifed. Results of
regident and staff quesiionnaires wete reporied o
lhe Administralor, DON, Regional Nurse
Consuitant, or Vice President (V) of Opersations
daily and if tha Administrator was not in tha
facility, the Depariment Director conducted the
questionnalres and telephoned the Administrator
or VP of Operations with the results of the
resident and siaff questionnaires. This continued
until tha immeadiste jeopardy was liitad.

—The DON, ADONSs, MDS Coordinater, SDC,
Director of Dining Sevices, Business Offlce
Manager, Social Services Director, Activities
Director, Cheplain, Marketing/Admissions,
Medical Records, HR, or Wound Care stafl
immediately notified the Administmator of any
concerns regarding the above resident and staff
questionnalres related to abuse, mistreatment,
neglect, or misappropriation and ensured the
resident was safe. A binder (which contalns a
resident rosterin which the interview date and
shift is noted naxt to the resident nams), which is
passed on lo each Department Head assigned fo
perfarm the resident and staff questionnaires
each shift, io ensure that resldents with BIMS
scores greatar than 8 were interviewed and
rasidents with BIMS scores less than 8 were
visited and ekin checks completed, bagan on
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05/28/14 and continued untll the Jeopardy was
lifted. The MDS Coordinatora had tha
responsibility for updating the binder weekly to
Identify residents with BIMS ecores greater than 8
and resldents with BIMS scores less than 8. If
ahuse, mistreatment, neglect, or misappropriation
was glleged during the interviews or vieits or
reporied by a staff member, the Department
Head ensured the resident was safe, reported to
a Charge Nurse, the Charge Nurse removed the
alleged perpetrator to a non-patient care area,
and notified the Administrater, Director of
Nursing, andfor Social Services Director/Abuse
Coordinator. The alleged perpeirator was
suspended and an investigatlon began
immediately.

~The Administrator, Director of Nursing, Social
Services Director, or a member of the facility's
reglonal staff reviewed all resident and staff
questonnaires dally for any grievances/concerns.
investigatlons of grievances/concems were
initiated upon receipt, starting on 05/30/14.

~Nursing Administration (DON, ADONs, Unit
Managers, SDC, MDS staff, faclilty formulary
nurse), o the Medical Records or Soclal Services
Director, reviewed documentation In the Nursing
Notes in order to asseas for any signs of

1 documented evidence regarding abuse, neglect,
or misappropriation daily on ten different
residenta each day. If any of the above concerns
were identified, the member of Nursing
Administration first ensured the resident was safe
by performing an assessment and then nofified a
Charge Nurse, The abuse policy was followed in
which the aileged perpetrator was removed from
a resident care area (if on duty) and the
Administrator, DON, or Social Services Direclor
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was notified.

—All resident charts wara reviswed from 04/01/14
by Nursing Administration {DON, ADONs, Unit
Manager, Staff Development Coordinator, MDS
staff, Facility Formulary Nurse, Medical Racords,
Marketing/Admissions, or Social Senvices
Director) or reglonalfcorporate nurses by
05/30/14 for any docurmentation regarding abuse
with no new incident belng Identified. Ten chars
were reviewed by a member of Nursing
Administration er the facility's regionsl or home
office nurse daily io ensure that no other abuse
allagations had been documented but not
reported. This continued until tha immediate
Jeopardy was removed.

—The Administrator, Director of Nursing, and
Social Servicas Director reviewed and discussed
all abuge investigations dally to ensure that the
residents were prolected, the alleged perpetrator
was removed from the resident care area, reports
to the Office of Inspector General were filed
timely, and a thorough Investigation was
completed. The Administrator malntained an
abuss investigation log that included
documentation of the following: ensured
protection of residents, removed perpefrator from
resident care area, reporis to the Offics of
Inspector General filed timely, and thorough
investigationa completad. The Administrator and
one of the following, Chief Operating Officer,
Chief Nurse Exacutive, or Regional Nurse
Consuitant, reviewed the abuse Investigation to
ensure protection of the resident; that the
perpetrator wae removed from the resident care
area; that reponts to the Office of Inspector
General were filed limely; and that a thorough
investigation had been complaeted. This will occur
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dally unti! removal of immediate jeopardy.

—For new reporis of alfeged abuse, neglect, or
misapproprialion of property, afler the immediate
jeopardy was removed, one of the following was
contacted prior to making the final five-day
investigation report to O!IG: Signature Care
Consultant, VP of Operations, Chief Operating
Officer, Spacial Projects Administrator, or Chief
Nursaing Executive. The revlewer (Signature Care
Consultant, VP of Operations, Chief Operating
Office, Special Projects Administrator, or Chlef
Nursing Execulive) ensured the resident was
protected, repost was filed timely, the perpetrator
was removed from the patient care area, and a
thorough investigation was completad.

~\With any new report of alleged abuse, neglect,
or misappropriation of property, one of the
following was contacted within 24 hours o review
the abuse investigation to ensure that a thorough
investigation was completed and reporting
timelines wera met: Signature Cara Consultant,
VP of Operations, Chlef Operating Office, Speclal
Projects Adminiatratar, or CNE.

-All incident reports from January 2014 fo
03/20/14 were reviewad by the Direclor of
Nursing, the Assistant Direcior of Nursing, Staff
Development Coordinator, or Regional Nurse
ConsuRant to identify any concams of suspected
neglect by 05/30/14. None was identified.

~During care plan conference for each resident,
any abusefneglect concerns wera discussed and
abuse/neglect education, to include reporing,
was provided to the resident and/or POA with
supporting documentation noted,

F 226

FORM CHS-2567(02-0%) Previous Vertlons Obaclets Evee 10:207T1H

Faciity I 100367

If contnuation shust Paga 514 of 167




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/15/2014

—Administrative aversight of the facility was
completed by the Special Projects Administrator,
the Regional Vice President of Operalions, a
member of regiona) staff, or the CEQ daily until
removal of immediacy beginning 05/28/14, then
waeeldy for four weeks, and then monthly.

—The DON, ADONSs, or SDC abserved the care
delivery for any suspected abuse/neglect
concems on five residents daily until the ramaval
of immediacy and then weelly {Monday through
Friday). The resulls of the care delivery audits
were reported to the QA Committea waekly to
determina the further need of continued
education or revision of pfan. At that ime, based
on evaluation, the QA Committee would
datermine at what frequency the audits needed 1o
continue. Concems identified were comectled
immediately and reported to the Adminisirator o
ensure investigations of suspected abuse/neglect
wers investigated/completed and reporting
guidelines were met.

—A Quality Assurance mesting was held weakly
for four weeks beginning 05/29/14, then monthly
for recommendations and further follow-up
regarding the abova stated plan. At that time,
based upon evaluation, the QA Commiilee would
determine at what frequency any ongeing audits
would need to continue. The Administrator bhad
the oversight o encure an effective planwas in
place to meet resident well-being as well as an
effective plan to identify facility concerns and
implement a plan of comection to involve all staff
of the facility. Comorats Administrative aversight
of the Quallty Assurance meeling was to be
completed by the Spedial Projects Administrator,
the Regional Vica President of Operations, a
member of regional staff, or the Chief Execulive
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Officer (CEQ) daily until removal of immediacy
beginning 05/29/14, then weekly for four wasks,
and then monthly.

**Tha surveyars validated the Immediate
Jeopardy was removed as follows:;

Revlew of the facdility's investigation and
interviews with Adminisirative Staff revealed the
allegation invalving Resident #32 was
investigated and reported to the eppropriale State
agency. Tha investigation included inlerviews
with staff and residents and physical
assessments of residents that were not
intervlewable. The investigation also included
interviews with POAs, questioning for any
concerns related lo abuse or neglect.

Review of the facility's investigation and
interviews with Administrative staff revealed the
allegation involving Rasident #33 was
Investigated and reported to the appropriate state
agency. The Investigation incduded interviews
with stafl and residents and physical
assessments of resldents that were not
inlerviewable, The investigation aiso included
interviews with POAs, questioning for any
concerns related to abuse or neglect.

Review of the facility's investigation and
Interviews with Administrative staff revealed the
allegation that involved Resident #35 was
investigaled and reporied to the appropriate siate
agency. Ths investigalion included interviews
with Resident #35, staff, and residents and
physlcal assessmants of residents that were not
Interviewable. Tha investigation also includad
interviews with POAs, questioning for any
concerns related to abuse or neglect:
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Review of the facility's assessments for signs and
symplome of abusa and resident interviews
revesaled the fackity completed them on 05/28/14,
Interview with the Regional Nurse Consultant on
06/04/14 at B:15 AM revealed as of 06/03/14, only
six POAs had not been contacled so the facility
sent the abuse/neglect questionnaire by cestified
mail to the POAs. Areview of the abuse/meglect
assessments, abuse/megiect audits, and
abuse/neglect Inferviews revealed the
Administrative staff provided validation and
aversight.

Review of Administrative staff education and
testing, provided on 05/28/14, ralated 1o
abuse/neglect policy, investigations, repating,
and the Quality Assessment process was
raviewed and valldated by the Chief Nursing
Executive (CNE).

Review of staff education and post-testing related
to the abuse pollcy and procedure which included
reporling, protection, and Investigation
requiraments revealed the education was
provided on 05/28/14, as per the AOC, Interview
with the Regional Nurse Consultant on 06/04{14
al 8:15 AM, revealed during the staff in-service
examples were given of different situations of
abuse/neglect and the staff had to explain the
appropriate actions. Further interview with the
Regional Nurse Consultant revealed the facility
had nat hired any new employeas.

A review of the staff questionnalre regarding
abuse was being done as reporied in the AOC.
Interview on 08/04/14 at 8:15 AM with the
Regional Nurse Consultant revealed no issues
hed been identified through the staff
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