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An abbreviated/partial extended survey
invesligaling complaints (KY20729, KY20730
and KY20731) was conducted on 09/24/13
through 10/69/13 to determine tha facility's
compliance with Federal requirements.

KY20730 was unsubstantiated with an unrelated
deficiency cited related to Quality of Care at F316
at a scope and severity of a "D, KY 20731 was
substantialed with a deficiency ciled related to
Guality of Care at F364 al 2 scope and severity of
a"D". KY20729 was substantiated with
limmediate Jeopardy identified, on 10/02/13, and
determined to exist on 08/20/13, at 42 CFR |
483,13 Resident Behavior and Facility Praclice at
£225 and F226; and, 42 CFR 483.75
Administralion at F430, at a scope and sevarity of
a"J". Substandard Quality of Care was identified
at 42 CFR 483.13 Resident Behavior and Facllity
Practice. The facility was notified of the
Immediate Jecpardy on 10/02/13.

On 08/10/13, the facility noted Resident #1 had
an injury of unknown source to his/her left band,
There was no documented evidence the facility
conducted an investigation of this injury. On |
0B/20/43, Adult Protective Services (APS) nolified |
' the facility's Social Service Director {S8D), who is i .
the Abuse/Negleat Coordinater, and responsible i ,
!
|
13

| for investigaling allegations of abuse, that they

| were investigating an slisgation of abuse that a

 staff member injured Resident #1. It was alleged :
staff pulled the resident, by hisfher wrist down the ' ,

| hall, causing an injury. There was no documented |
evidence the faciiity initiated an investigation of )
abuse, protected the residents from the alleged
perpetrator or notified the State Survey Agency :

| {SSA), aftar this notification. ! ,

I

LABORATORY DIRE COR PROVIDER/SUPPLIER REBRESENTATIVE'S SIGHATURE (X6} DATE

.z‘g W2 i A%??/ﬁ/f//ﬂﬁ/" /fgwm/ét’r /2013

Any deficlency {ementfznd-'r.g with an asterisk {'} denotes a daficiency which the ssttulion may be excused from conecing providing it is determined that
othar safeguarts provide sulficent prolaction to Lhe patiants . {See inttructions.) Except for nursing homas, the findings stated above are disdesabls 80 days
faliowing the date of survey whether of not a plan of corraction ig provided. For nursing homes, tha above findings snd plans of cormacton are disclosable 14
days following the date lhese documents ate made available to the faciiity. If deficiencies are cited, an approvad plan of correction s tequisite 1o continued
program partcipation.
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An acceptable Allegation of Compliance (AoC)
was received on 10/08/13, alleging removal of the
Immediate Jeapardy on 10/09/13, The State i !
Survey Agency validated, on 10/09/13, the \

I Immediale Jeopardy was removed on 10/08/13, i
as glleged. The scops and severily was fowered |
to @ "D" at 42 CFR 483,13 Residenl Bahavior and :

. Facility Practice F225 & £226; and, al 42 CFR | !

483.75 Administration F490 whila the facility ;
[ develops and implements the Plan of Correction '
{PoC} and the facility's Quality Assurance {QA}
menitors the affecliveness of the systemic 1
changes, .
F 225 d83.13(e)(1)(ii)-{iii), (c}(2) - (4) F 225
=1] INVESTIGATE/REPORT :
T ALLEGATIONSINDIVIDUALS | PLAN OF CORRECTION GRAYSON |
I MANOR NURSING HOME SURVEY
The facility must not employ individuats who have I COMPLETION DATE OF QOctober 09,
been found guilty of abusing, neglecting, or 1 2013

| mistreating residents by a court of law; or have :

i had a finding entered into the State nurse aide l .
registry concerniag abuse, neglect, mistreatment

l of residents or misappropriation of their property; | F 238 |
and report any knowledge it has of actions by a ! 'HI zafzel3

| court of law against an employae, which would ! The alleged perpetrator was put on

' znd:cafte unfitness for service as a nurse aide or [ administrative leave on 92713 and ot~ |
Othlf' a:,'i'ty s‘?hﬁ t‘:ithe State nurse alde registry i allowed to work with the resident #1. An

| or ficensing autharilies. ! investigalion was started on 9/27/13 by the |
The facifity must ensura that all slleged violations f Sgcnai S em;:e Ii Dire;lor rjlaleg é%},?;

Finvolving mistreatment, neglect, or abuse, ! aThegImmn? aﬁ USS aliege oin don |
including Injuries of unknown source and | /e nvestigation was completed on d
misappropriation of resident proparty are reported | t0/4/13. The employment of the 3”3%3
immediately ta the administrator of the facility ang perpetrator was terminated on 10/4/13. |

| to other officials in accordance with State law | The investigation on the injury of

¢ through established procedures (including to the | , unknown origin identified on 8/10/13 on
State survey and ceriification agency).

|
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F 225| Continued From page 2
The facility must have avidence that all allzgeg
’ viglations are thoroughly investigated, and must
prevent further potential zbuse while the
investigation is in progress.

The results of ali investigaticns must ba reported
to the administrator or his designated

’ representative and to other officials in accordance
with State law (lncluding to the State survey ant
certification agency} within 5 working days of the
incident, and if the alleged violatlon is verified

" appropriate corrective action must be taken,

i This REQUIREMENT is not met as evidenced
. by:

Based on interview, record review, and facitity
policy and procedure teview, it was delerminad
the facility failed to have an effective system in

l place to ensure all alleged viclations invelving
abuse to include injuries of unknown origin were
immediately reparted to the Administrator and

" appropriate State agencies; therough
investigations were canducted and actions were

| taken to protect the residents from further
potential abuse for one {1) of eight (8) sampled

| residents (Resident #1). On 08710113, the facilty
identified Resident#1 had an injury of unknown

% source {bruising} to his/her left hand. There was
no documented evidence the facility conducted
an investigation of lhis infury. On 08/20/13, Aduit

Protective Servicas (APS) notified the facility's
Social Service Director (S5D), who is tha

i AbusefMieglect Coordinator, and responsible for
investigating allegations of abuse, that they were
investigating an allegation of abuse that a steff

| member injured Resident #1. 1t was alleged staff

F 2251 resident #1 was started by the Restorative ‘

T

Nurse on 9227113, It was determined that
ithe bruise occurred on second shift on
'8/9/13. It was noted on the electronic |
documentation on 8/9/ 13 that the resident
was hitting, shoving and Kicking at staff,

0 bruise was identified until 8/10/13. |

| Audits were done by the Directar of
MNursing and Social Services Director on
[H0/3/13 with 27 interviewable resident's i
glhose with a BIMS score of 8 or above)
asking if they had been abused or .
mistreated, All 27 residents denied abuse, |
[There were 38 residents who were not
Interviewable. All 38 residents were i
f)bserved on 10/3/13 for signs and
yymptoms of abuse using observation of
skin assessments, family interviews to
f)etect changes or concems, On 10/3/1 3 the
irector of Nursing audited 104 incident
reparts for the past 3 months. To assess if
Jny of the incident reports indicated any |
uspected abuse, mistreatment, neglect,
énd source of injury unknown or
thisappropriation of property and if any
tther investigation was needed, The
sudit included review of the incident |
rfports, medical records and staff
ihterviews if indicated, The Quality
gssurance Nurse has reviewed 24
ievances reports on 10/3/13 to see if any
:F those would have been suggestive of |

apuse, neglect, mistreatment, or
Isappropriation of funds. This also |

|

|

f
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F 22% Continved From page 3

[ pulled the resident, by hissher wrist down the hall,

* causing an injury. There was no decumented

I evidence the facility initiated an investigation of
abuse, protected the residents from the alleged
perpelrator of notified the State Survey Agency

| {S8A), after this notification.

The facility's failure to have an effective system in

! place to ensure allegations of abuse and injuries
of unknown ofigin were investigated; action was
taken to pravent further potential abuse during an
investigation; and allegations of abusa and

' injuries of unknown arigin were reported lo the
58A has caused or is likely lo cause serious

| injury, harm, impairment or death to a resident,
Immediate Jeapardy was identified, on 10/0213,
and determined ta exist on 08/20v13, at 42 CFR

| 483.13 Resident Behavior and Fagility Practice at
F225 & F226; and, 42 CFR 483.75 Administration
at F490, at a seope and severity of a "),
Substandand Quality of Care was identified a1 42
CFR 4B3.13 Resident Behavior and Facitity

i Praclice. The facility was notified of Immediate
Jeopardy on 10/02/13. An acceptable Allegation

! of Compliance (AoC) was received on 10/08/13
alleging removal of the Immediate Jeopardy on

| 10/409/13. Tha State Survey Agency validated, on
10/09/13, the immadiate Jeopardy was removed

| on /09413, as alleged. The Scope and Severity

i was lowered to a "D" at 42 CER 483.13 Residant

. Behavior and Facility Practice with £225 ang
F228,; and, 42 CFR 483.75 Administration with
F480, whila the facility implements the Plan of

[ Correction (PoC) and the facility's Quality
Assurance {QA) monitors for the effectiveness of

i system changes.

| The findings include:

F 225|included review of the grievance log as
.well as staff interviews,

‘The Administrative staff
| (Administrator, Director of Nursing,
"Restorative Nurse, Business office
« Manager, Personnel Director, Laundry
iManager, Activities Director,
,Environmental Director, Maintenance
gDErector, RAI Nurses, Dietary Manager,
Medical Records Manager, Social Servic
IDirecter and QA/In-service Cootdinator)
was In-serviced on 10/8/13 by Kay
Stevens, RN Nurse Consultant KAHCF
Committee member on the Abuse,
Neglect, Mistreatment and
misappropriation of funds Policy which
includes the seven components of the
Iabuse prevention protocol, The
Administrative staff was also required to
|take a post test with 100% accuracy, All

es |

staff was In-serviced 10/2/13 thru 10/4/13 I

on abuse, neglect, mistreatiment and
misappropriation of funds Policy which
included the seven components of the
‘abuse prevention protocol with the
requirement that a 20 question test be
‘passed with 100% accuracy. Qur
Iorientatian program will now include in-
service by the In-service Coordinator for

[ail new employees before they are atlowed
to give direct care. This includes new hires

ior contract labor should we employ them
They will not be allowed ta work unless

they have passed the abuse test with 100% ;

acecaracy.

J
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F 225 ] Continued From page 4 F 225] |

An audit on interviewable residents
,{those with a BIMS score of 8 or above)

Review of the facility's policy enlitied, "Reporting |
|asking them if they have been mistreated |

& Investigation of Abuse, Neglect, Mistreatment,
Explaitation and/or Misappropriation of Resident

Property”, last revised 07/21/10, revealed: i an i or abused will be done by the Socia) g
' injiry is ngted and the scurce of the injury tannot | Services Director once 2 week for 8 weeks

be identified, the abuse invesligation is starled as of 100% compliance. This audit will be !

described below with the goal of determining what I continued for at least every month for 3

causad the injury and ruling out any instance of !momhs. if 100% compliance continues ‘

abuse. The facility's Injury of Unknown Etiology i random audits (ten) residents will continue

Investigation Fore will be started by the Sociai | quarterly, An audit on non-interviewable

Service Dirgctor (SSD) ot his or her designee

l after he/she is notified by 2 staff member or I

farnily member noling the injury. It is imparative |
that the injury be reported to the SSD, the

Director of Nursing (DON) and the Administraiar |

immediately. |n addition, the policy and

residents (those with a BIMS score of l
betow 8) observing them for signs and
symptoms of abuse using skin assessments
& family interviews. This audit wil] be
done by the Social Services Diractor once
procedure revealed all personnel must i a week for 8 weeks of 100% compliance. |
l immediately report an incident or suspected This audit will be continued for at least
incident of resident abuse, neglect or ; every month for 3 months, if 100%
mistreatment including injuries of an unknown i compliance continues random audits {ten) |
l sourca or misapprepriation of resident property. | residents will continue quarterly. An audit
Obsarvation of an incident of resident abuse or " on incident reports will be done by the !
| suspecling residen! abuse must be repered to | Director of Nursing weekly for 8 weeks of
the charge nurse or supervisor and the , [ 100% compliance. This audit will be
. DONfdesignee, SSD and Administrator should be | continued every month for 3 months, if
nutif{ed immedi‘ately, with the EHVESﬁQaEc’" 100% compliance comtinues random audits
starting immediately. The ’e‘r"?em should be {ten) residents will continue quarterly. An
] removed from harm and examined and the l audit on staff as to their understanding of
examination recorded in the medical recorc if
! the seven components of the abuse

the allegation of abuse is against a staff member, | - 1 by the OA/In- ice
that person.is to "leave the buitding immediately . [ preven‘szon pm‘toco y the QA/In ser‘:ff

and will be denied unsupervised access to the | goordgakfl: (\;;;l/ be den; once ;hV:'CC df:r
weeks o % compliance. This audi

l fesidents", that staff is placed on administrative A !
leave pending the cutcome of the Investigation. i will be continued for at least 6 months. An

Tha Administeator or histher designee is to ] audit reviewing grievances by the QA/In-

| immedialely notify the State agency and the Adult : I service Coordinator wilt be done once a
Proteclive Services (APS) as required by state week for 8 weeks of 100% compliance.

| law. An immediate investigation will be made by | |
the SSD and a copy of the findings will be ' |
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F 225 Cantinued From page & F 225 This audit will be continued for at least 6

per “Allegation of Abuse Investigation iPﬁ“’t of the Facility’s Quality Assurance
Forra-Appendix E*. The Stale agency is to be [Progmm.

nofified within five (5) warking days of the

occwrfence. The Administrator or hisfher !

designee will inform the resident and his/her legal
representalive of the resufls of the investigation i
and corrective action takan, ’

provided to the Administrator or his/her designee t months. These audits will be conducted as

Record review revealed the facility admitted E
Resident #1 on 05/13/13 with diagnoses which i
| included Dementia, Symbelic Dysfunction,
Muscular Wasting and Disuse Atraphy. Review
of the Quarterly Minimum Data Set (MDS)
assessment, dated 08/16/13, revealed the facility
assessed Resident #1's cognition as severely I
impaired and helshe required assistance with all
aclivities of daily living.

Review of a Nursing Note, dated 08/10/13, and a ! |
1 skin assessment, dated 08/11/13, revealed the '

facility igentified Resident #1 had a bruise [

covering the top of his/her left hand. Further l

record revidw revealed there was no evidence of : [

the cause of the bruise or of a facility :
l investigation 1o defermine the cause of the brulse, ’

1
"Imerview whh Licensed Praclical Nurse (LPN) #3 [
| who obtained an arder for an x-ray of Residant |
| #1's wrist, on 1001713 at 11:53 AM, revealed she .
did not fill out a form related to the brulse ’
coveling Resident #1's left hand. LPN #3 stated |
| she did not know what caused the bruise and she
did not check to see if a report had been made. l

Intarview with the SSD who is also the l ;
| Abuse/Neglect Goordinator, on 09/30/13 at 12:50 l

PM, mevealed she was aware of the bryise on
| Resident #1's hand because she had read about |
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the bruise in the Nursing Notes. The SSD stated
the Injury of Unknown Etiology Investigation fors
should havé been completed and an investigation
conducted to try to defermine the cause of the
injury and rile out abuse. The SSD revealed the
farm was not completed and investigation of the
Injury was not initiated.

Further intepview with the S50, on 89/25/13 st

6:08 PM, on 0927/13 at 11 AM and 2:15 Fid, on

[ 09730713 at:12:50 PM, and on 10/01/13 at 10:25

" AM, revealed APS had made her awara on

00720713 that there was an allsgation that a CNA

had dragged Residenl #1-down the hall by the

resident's wrist. The SSD stated when an
allegation is received against a staff member it

| was the facllity's policy to have lhe staff membar
go fo the conference room 10 take their statement

| and then send him‘her home until the

! investigation was completed. The Administrator
and DON should be actified and an investigation

* should be initiated immediately. The SSD stated
the 85A ang APS should be notified within
twenty-four (24}hours and the final investigation
tesulls should have been teported within five (5}
days to the SSA. The $SD revealed an initial
" allggation fdrm and aftiegation of Abuse
Investigation form should be completed for the

’ abuse allegation. The SSD revealed these forms

- were not coimpleted and staff did not conduct a
head 1o toa skin assessment of Resident #1. The

| 550 stated:she should have notified the DON,
Administrator and the SSA immediately,
conducted & thorough investigation and
t determinedif the atlegation was or was net
substantfaled The SSD stated APS
unsubstantisted the allegation so she

f unsubstantiated it because "they are the expens”.

|
|

1
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Review of CNA #1's Employee Daily Activity
Report revealed shg had worked twanty-six (26)
days from 08/20/13 through 08/26/13. Inlerview
with CNA #1, on 09/26/13 at §:45 PM, revealed
she was aware an allegation of shuse was made
againsi heribut she had not been placed on
administra!i,lre leave,

interview with the DON, on 09/27/13 at 11:45 AM
and 1:45 PW, and on 09130713 at 2:39 PM
revealad the Admiaistrator, SSD, and she should
be notified immediately if an allegation is made.
The DON slated the resident should be removed
from any suspected harm, the staff member
should be suspended and walked out of the
building by staff, and an investigation shoukd be
initiated and the $SA should be notified
immediately. The DON stated she was made
aware of the allegation on 08/20/13 by the $8D,
who informed her an allsgation had been made
l that a staff member had roughly handled
{ Resident #1. The DON further revealed a skin
assessmant had not been done on Resident #1
follawing the allegation, and the SSA was not
made aware of the allegation. The DON stated it
v/as the Adminisirator's, SSD and her
responsibility lo ensure an investigation was
j completed. -

] Interview with the Administrator, on 10/01/13 at
9:25 AM; and, on 10/02/13 =t 3:22 PM revealed
he was nol made aware of the ailegation of abuse

| that involved Resident #1 until 08/25/13. He

I stated CNAE#J continued to work and was not
placed on administrative leave and an

| investigation was not injtiated until 09/27/13.

The facility Implemented the following actions to
| remove 1he(lmmedia:e Jeopardy:

i
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'On 09!27»’1#, the alleged perpelrator was puton
administrative leave and not allowed to work with
residents and an investigation was initialed by the
Bocial Services Director (SSD) related to the
allegation of abuse involving Residanl #1 and
CNA#1. In'addition, an investigation was
initiated related lo Resident #1's injury of
unkstown injury by z Restorative Nursa, The
invesligatiohs involved staff interviews, record
reviaws, andl review of eleclronic documentation.
Subsequently, the alleged perpetrator was
terminated bn 10/0413 for failure to gt along
with other staff.

: The SS0 whs trained on investigations of alleged
abuse, mistreatmant, neglect and
misappropriation of funds by the Nurse
Consultant oo 10/08/13.

The Administrative Staff {Administralor, DON,

! Restoralive!Nurse, Business Office Manager,
Human Regdources Manager, Laundry Manager,

j Activities Direcfor, Environmental Director,

I Maintenance Director, RAl Nurses, Dietary
Manager, Medical Record Manager, Social

l Service Director, and QA Inservice Coordingtor)
was inserviced by the RN Consultant on the

' Abuse, Neglect, Mistreatment and
Misappropriation of Funds policy which include
the seven components of the Abuse Prevention
Protocol on 10/08/13. The staff was required to
take & post test and receive 100% accuracy.

All staff wag inserviced on the Abuse Neglect,
Misireatmeé'nt and Misappropriation of Funds
poficy including the seven (7) components of the
Abuse Prevention Protocol on 10/02-10/04/13 by
the QAVInsdrvice Coordinalor/Nurse Aide

F225'

s
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Instructor. The staff was required 1o take a post
tast and pas with 100% accuracy. Staff involved
in the policyl inservice training included; nurses,
cerbfied medical assistants (CMA), CNAs, ward
clerks, business office, nurse aides, activity
workers, mzintenance depariment, social
sarvices, fe'pepiionis!, anvironmental services
department, laundry deparntment, maintenance
depariment, dietary department, and therapy.

The orientation program will include an inservice
on the Abusa Policy and the seven (7) criteria by
the Inservice Direcior for alt new employees

before they were allowed 1o give direct care., This
inciudes new hires, contract labor and agency
staff if used. The new employees will be given a
post test and must pass with 100% accuracy.

1

. ©n 10/03/13, the DON and 53D conducted audils
with twenty-seven (27) inferviewable residents
{those with BIMs scors of eight (8) and above)
asking if thdy had been abused or mistreated with
ali residenia% denylng abuse with no concarns
noted, Non-inlerviewable residents were
observed for signs and symploms of abuse using
observation of skin assessments, and famity
interviews to detect changes or concerns, with no
concems noted.

A Quality Assurance {QA) audit was cenducted on
interviewable residents by the SSD asking if they
have baen mistreated or abused cnce a week for
eight (8) weeks of 100% compliance and

conlinued for at least six (6) months, with the QA

audil being brought to and reviewed st quartarly

and interim QA meetings by the Social Service

r Director. The audit will also include the
thirty-eight {38} non-interviewable residents. Thay

) will be observed for signs and symptoms of
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abuse during weekly skin assessments and
family interviews. This audit will be done once a I

week for aight weeks of 100 % compliance. This ’ |
audit will be continued for at least three (3)

months.  if any issues are identified they will be |
immedistely investigated. The QA audit will be , |
brought to gnd reviewed a1 quarlerly and interim !
QA meezinjs by the Social Service Director. ’

On 10/03/13, the DON audited one-hundred four

{104) incident reports for the past three (3) |
months to assess for suspecied abuse, l

mistreatment, neglect and source of injury |
urknown ofgin, The audit consisted of review of |

incident reports, medical records and i
steffiresident interviews if needed. if issues were I '
identified thpy were investigated. This audit will l

continue atleast monthly for three (3) months
with 100% cl:ompiianoe with random audits
continued quartery. l

The QA nurse reviewed twenty four (24)

grigvances on 10/03/13 which consisted of reviaw | ,

of grievance forms, grievance log and staff '

I interviews to see if any would have bean I |
suggestive of abuse with no abuse noted. This '

audit will be done by the QA nurse once a weak

for eight (8} weeks of 100% compliance and be
continued for at least six {§) months, with the

audit being brought to and reviawed at quarterty '
and interim QA meetings by the QA nurse,

The QA nurse will conduct an audit oncs a week ,
for efght {8) weeks to establish the staff ’
understands the seven {7} companants of the l l
abuse preventicn protocol, The audit consist of i
interviewing staff an screening, training, ,
prevention, jidentification, investigation prolection, |
_feporiing and responding; with the audit being |

| 2
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done once 4 week for eight {8) weeks of 100%
I compliance;for at least six {6) months.

]
The State Survey Agency validated the corrective
action by th'F facility as follows:

Review on 10/08/13 of the activity audits of all
' departments revealed CNA #1 was not working in
' the facility ftom 09/27/13 through 10/05/13,
Interview with the DON, on 10/09/13 at 9:00 AM,
I revealed CNA #1 had not worked al the facility
since being put on administrative leave on
| 0827113

Review of the facility's inservices, dated 10/02/13
through 1004/13 and 10/08/13, revealed all staff
which included the Administrative staff was
inserviced qn the seven (7) components of the
abuse prevention policy. Review of the abuse
tasts revealed staff scored 100%. The
Administrative staff also received an additional
inservice by a Registered Nurse {RN) Consultant
l on the seven (7) components of the abuse
prevention policy. Raview of the abuse test
! results revealed staff scared of 100%.

Interviews on 10/09/13 from 11:00 PM 1o 5:55 PM
! with fourteen (14) CNAs, six (6) nurses, three 3)

Certified Medicine Aids (CMA), wo (2) Therapy
Aides, three (3) Dietary Aides, a Receptionist, a
Ward GlarkiMedical Records, twa (2) Minimum
Data Sel/Résident Assesament Instrument
nurses, ong (1) Maintenance, two (2) laundry
aides, and six (6) Housekeeping Aides revealed
they had recsivad an inservice on the seven (7}
components of abuse and had made 100 % on
tequired test given by the Quality Assurance
{QAMInservice Coordinator/Nurse Aide Instructor
l nurse from 10/02/13 through 10/04/13.

I
i
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Interviews qn 10/09/13 at 1:00 PM through 5:00
PM with Adtninistrative staff, to include the
Administrater, DON, Restorative Nurse, Distary
Supsrvisor, Activity Director, SSD, Maintenance
Birector, Laundry Supervisor, Housekeeping
Supervisor,iand Business Office Manager
revealed théy had been inserviced on tha saven
{7} components of abuse and had made 160% on
the required test. In addition the Administrative
staff revealdd they had received an additional
inse¢vica by an outside Nurse Consultant on
10/08/13 on the seven (7) compenents of abuse
and had made 100% on the required test.
Interviaw with the QAfinservice
Coordinator/Nurse Alde Instructor, on 10/09/13 at
2:00 PM reyeated she will inservice new hires on
the seven {¥) componenls of abuse and the new
hires will be required to take the test and make
100% before they will be allowed 1o work on the
floor,

{nterview on 10/09/13 at 11:00 AM with the DON
and QNlns(iarvica Coordinator/Nurse Aide
Instructor revealed all staff had been inserviced
on the seven (7) components of abuse and had
made 100% on the required lest. The DON and
QAfInservice Caordinator/Nurse Aide Instructor
further revealed Administrative staff had received
an additional inservice by an outside Nurse

* Consultant on 10/08/13 on the seven (7)

. components of abuse and had made 100% on

| the required test afterward.

Review of QA Audits dated 10/09/13 revealed
| interviewable residents were interviewed by the
: 85D and stie asked them if they had baen
mistreated or abused. The QA audit also
i included the thirty-eight (38) non-Inlerviewable

AND PLAN OF CORRECTION BENTIFICATION NUMBER: A BUILBING COMPLETED
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F 226 | Continued From page 13

residents observed for signs and symploms of
abusae during weekly skin assessmenls and
family interjiews. Interview on 10/08/13 at 10:00
AM and on 10/09/13 at 12:20 PM with the SSD
and DON rgvealed they completed the resident
interviews with interviewable residents and family
interview with non-inviewable residents' family.
The 85D and DON stated they obsarved the
residents to deternine if there were any signs or
symptoms ¢f abuse.

A review of the Incident Log Audit, on 10/09/13,
revealed the audit had bean compieted.
Interview on 10/09/13 at 12:45 PM with the DON
revealed she had audiled the incident log and
would now be using tha CQI form designated for
review of event reposis to adequately identify,
investigate, screen, and follow up on potential
abuse for fulure events and if issues were
identified they would be investigated. This audit
will continue at least monthly for three {3) months
with 100% compliance with random audits
continued quarterly with summarization being
taken to QA meetings,

Review of the GQI form for grievances, the
Griavance Log and interview with the
QA/Inservice Coordinator/Nurse Aide Instructor,
on 10/09/13 al 3:00 PM revealed she utilized the
CQl review 10 ensure grievances were rasoived
promplly and to ensure scregning and foliow up
on suspected abuse. The audil will be completed
by the QA nurse once & week for eight (B) waeks
i of 100% compliance and ba continued for at least
six (8) months, with the audit being brought to
and reviewad at quarterly and interim QA
meefings by the QA nurse. In addition, the CQI
review form was completed 1o ensure staff had
an understgnding and are compliant with the

F 225'|
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abuse policg related 1o screening, training,
prevention, identifying, investigating, protection
and reporting will be uvtilized at the facilily.

F 225

Record review for Residents #9, #10 and #11
revealed a bruise of unknown origin was

identified oy Resident #10 with the facility

! iniliating an'investigation and nofificalion sent ta
the State agency. Record reviews for Resident

| #9 and Resident #11 revealed no concerns,

for tracking the effsctiveness of the implemented
~ policy, revealed no concems.

| Review of the audits and monitoring teols Initiated

! Interviews with the DON, QA/inservice
Coordinator/Nurse Aide Inslructor, and SSD on
1 10/09/13 revealed they would ensure the audits
and monitating would conlinue as stated in the
Allegation of Compliance.
F 226 | 483.13(c) DEVELOP/IMPLMENT
58=y ABUSE/NEGLECT, ETC POLIGIES

| The facility musi davelop and implement written
policies and procedures that prohibit

. mistreatment, neglect, and abuse of residents

| and misapproprialion of resident property.

1 This REQUIREMENT is not met as evidenced

by
Based on interview, record review and facility
policy and procedure review it was determined
the facility failed io implement it's policy and

: procedure related to abuge and injury of unknown
origin for orje (1) of elght (8) sampled residents
(Resident #1). On 08/10/13, the facility noted

|

F 225]

F226i F 226

v T

The afleged perpetrator was put on i 2“/ 2043

administrative leave on 9/27/13 and not
allowed to work with the resident #1. An
investigation was started on 9/27/13 by the
Social Services Director related to the
allegation of abuse alleged on 8/20/13. |
The Investigation was completed on

10/4/13. The employment of the alleged
perpetrator was terminated on 10/4/13, |
The investigation on the injury of

unknown origin identified on 8/10/13 an
resident #1 was started by the Restorative |
Nurse on 9/27/13. 1t was determined that

the bruise occurred on second shift on

%
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Resident #1 had an injury of unknown source to
his/her ieft hand. There was no documented
evidence thi faciiity followed ils policy and
procedure related to conduciing an investigation
of this injury. On 08/20/13, Adull Proteclive
Services (APS) notified the facility's Social
Service Director (SSD), who is the Abuse/Neglect
Coordinator, and responsible for investigating
allegations bf abusa, that they ware investigating
an allegation of abuse that a staff member injured
Resident #1. 1t was alleged staff pulled the
rasident, by his/her wrist down the hall, causing
an injury. There was no documented evidence
the facility followed its policy and procadure
related 1o initiating an investigation of abuse,
protecting the residents from the alleged
parpetrator or notifying the State Survey Agency
(SSA), after this notification.

Ths facility's failure to follow its policy and
pracedure to ensure allegations of abuse and
injunies of unknown origin were investigated,
action was taken to prevent further potential
abuse during an investigation, and aliegations of
abuse and injuries of unkaown arigin were
reported to the SSA has caused o is likely to
cause serious injury, hamm, impairment or death
to a resident. Immediate Jeopardy was identified,
on 10/02/13, and determined to exist on 08/20/13,
at 42 CFR 483,13 Resident Behavior and Facllity
| Praclive at F225 & F226, and 42 CFR 483.75
Administration 2t F490, at a scope and saverity of
& "J" Substandard Quality of Care was identified
at 42 CFR 483.13 Residen! Behavior and Facility
- Practice. Tha facilily was notified of immediate
Jeepardy on 10/02/13. An acceptable Allegation
of Compliance (AoC) was received on 10/08/13
alleging removal of the inmediate Jeopardy on
10/0813, The State Survey Agency validated, on

|

!

documentation on 8/9/13 that the resident 1
was hitting, shoving and kicking at staff,
No bruise was identified until 8/10/13.

Audits were done by the Director of ?
Nursing and Soclal Services Director on
10/3/13 with 27 interviewable resident’s ’
(those with a BIMS score of 8 or above)
asking if they had been abused or
mistreated. All 27 residents denied abuss. ;
There were 38 residents who were not. i
interviewable, All 38 residents were
observed on 10/3/13 (or signs and :
symptoms of abuse using observation of |
skin assessments, family interviews to
detect changes or concerns. On 10/3/13 the
Director of MNursing audited 104 incident ;
reports for the past 3 months. To assess if
any of the Incident reports indicated any
suspected abuse, mistreatment, neglect, !
and source of injury unknown or
misappropriation of property and if any
further investigation was needed, The
audit included review of the incident
reports, medical records and staff
interviews if indicated. The Quality
Assurance Nurse has reviewed 24 i
grievances reports on 10/3/13 to see if any
of those would have been suggestive of
abuse, neglect, mistreatment, or
misappropriation of funds. This also
included review of the grievance logas
well as staff interviews. [
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10/09113, the Immediate Jeopardy was removed
on 10/09/13, as alleged. The scope and saverity
was lowered to a "D” at 42 CFR 483.13 Resident
Behavior afd Facility Practice with F225 & £228,
and 42 CFR 483.75 Administration with F490,
while the fagility implements the Plan of
Comection {PaC) and the facility’s Quality
Assurance {OA} monitors for the effectiveness of
I system ¢chapges.

I The findings include:

| Review of facility's policy entitled, Reporting &
Investigation of Abuse, Neglect, Mistreatment,
Exploitation and for Misappropriation of Resident
Propery”, last revised 07/21/10, revealed: if an
injury Is noted and the source of the injury cannot
be identified, the abuse investigation is started as
described bolow with the goa! of determining what
caused the injury and ruling out any instance of

| abuse. The facility's Injury of Unknown Etiology
Investigation Form will be started by the Social
Service Director {SSD) or his or her designea

i after he/sha is notified by a staff member or
family member noting the injury. it is imperative

i that the injury be regoried to the SSD, the
Director of Nursing (DON) and the Administrator
immediately. in addition, the policy and
procedure revealed all personnal must

' Immediately report an incldent or suspectad
incident of resident abuse, negled or

| mistreatment including injurfes of an unknown

| SoUfCe or misappropriation of resident property.
Observation of an incident or resident abuse or
suspecting resident abuse must be reported to

I the charge nurse or supervisor ang the
DON/designee, S50 and Administrator should be
rotfied immediately, with the investigation

| starting immedialely, The resident should bs

(Administrator, Director of Nursing,
Restorative Nurse, Business office
Manager, Personnel Director, Laundry
Manager, Activities Director,
Environmental Director, Maintenance
Director, RAL Nurses, Dietary Manager, !
Medical Records Manager, Social Services
Director and QA/In-service Coordinator)

l was In-serviced on 10/8/13 by Kay
Stevens, RN Nurse Consultant KAHCF
Committee member on the Abuse,
Neglect, Mistreatment and
misappropriation of funds Policy which l
includes the seven components of the

f abuse prevention protocol, The
Administrative staff was also required to I

! take a post test with 100% accuracy. All
staff was In-serviced 10/2/13 thru 10/4/13 |
on abuse, neglect, mistreatment and

1 misappropriation of funds Policy which

included the seven components of the

abuse prevention protocol with the

requirement that a 20 question test be

passed with 100% accuracy, Qur

orientation program will now include in-

service by the In-service Coordinator for

all new employees before they are allowed

10 give direct care. This includes new hires

or contract labor should we employ them, |

They wilt not be aHowed to work unless

they have passed the abuse test with 100%

aceuracy. . |

An audit on interviewable residents ‘
(those with a2 BIMS score of 8 or abave) |
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removed from harm and examined and the
sxamination recorded In the medical record, |f
the a]legati?n af abuse is against a staff member,
that person‘is ta "leave the building immediatsly
and will be denied unsupervised agcess o the
residents”, that staff is placed on administrative
leave pending the outcome of the investigation.
The Administratar ar histher designee is to
immediately notify the State agency and the Aduit
Protective Services (APS) as required by stale
law. Animmediate invesligation will be made by
the SSD and a copy of the findings will be
pravided 10 the Administrator or his/her designes
per "Allegation of Abuse investigation

' Form-Appendix €. The Siate agency is to be
notified within five (5) working days of the
occureence, The Adminisirator ar his/her
deslgnee wilt inform the resident and his/her iegal
representalive of the results of the investigation
and corrective action taken.

Record review revealed the faciiity admitted
Resident #1 on 05/13/13 with diagnoses which
included Dementia, Symbolic Dysfunction,

| Muscular Wasting and Disuse Atrophy. Review
of the Quarterly Minimum Data Set (MDS)
assessmenl, dated 08/16/13, revealed the facilily
assessed Resident #1's cognition as severely
impaired and he/she required assistancs with all
activilies of daily living.

Review of & Nursing Note, daled 05/10/13, and a

skin assessment, dated 08/11/13, revealad the

facility identified Resident #1 had a bruise

| covering the top of his/her left hand. Furher
record reviaw revealed lhera was no evidence of
whal caused the bruise or if the facility conducted

! an investigaticn to delermine the cause of the

" bruise,

or abused will be done by the Social
Services Director once a week for § weeks
of 100% compliance. This audit will be
continued for at least every month for 3
months, if 100% compliance continues .
random audiis (len) residents will continue ’
quarterly. An audit on non-interviewable
residents (those with a BIMS score of
below 8) observing them for signs and f
symptoms of abuse using skin assessments
& family interviews. This audit will be
done by the Social Services Director once

a week for § weeks of 100% compliance.
This audit will be continued for at least
every month for 3 months, if 100%
compliance continues random audits (ten)
residents will continue quarterly, An audit |
on incident reports will be done by the
Director of Nursing weekly for 8§ weeks of |
100% compliance. This audit will be i
continued every month for 3 months, if
100% compliance continues random audits
{ten) residents will continue quarterly, An
audit on stafT as to their understanding of |
the seven components of the abuse |
prevention protoeoi by the QA/In-service
Coordinator will be done once a week for

& weeks of 100% compliance, This audit
will be continued for at least 6 months. An
audit reviewing grievances by the QA/In-
service Coordinator will be done once a
week for 8 weeks of 100% compliance, l
This audit will be continued for at least 6
months, These audits will be conducted as
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Interview with Licensed Practica! Nurse (LPN) #3,
on 10/01/413 at 11:53 AM, revealsd she did not
complsta a form related fo the bruise covering
Resident #1's lef hand. LPN #3 stated she did
not know what caused the bruise and did not
chack to ses if a report had been made.

Intesview with the SS0, wha is also the
AbuseMeglect Coordinator, on 69/30/43 at 12:50
PM, revealed she was aware of the bruise on
Resident #1's hand because she had read about
the bruise in the Nursing Notes. The $5D stated
the facility's policy and procedure for abuse was
staff should complste the Injury of Unknown
Etiology Investigation form, an investigation
should have been conducted to try to determine
the cause of the injury and rule cut abuse and the
Administrator should have been nolified. The
58D revealed the facility's policy and procedure
was not followed.

Further interview with the 55D, on 09/25/13 at
6:00 PM, on 09/27/13 at 11 AM and 2:15 PM, on
0%/30/13 at 12:50 PM, and on 10/01/13 at 10:25
AM, revealed APS had made her aware on
08720113 tha! there was an allegation that a CNA
had dragged Resident #1 down the hall by the
resident's wrist. The SSD stated the facility's
policy and procedure for an allegation of abuse
was if an allegation is received against a slaff
member it was the facility's policy to have the
staff member go to the confarence room to take .
their statement and then send him/her home until
: the investightion was compleled. The
Administrator and DON should be notified and an
investigation should be initiated immediately. Ths
85D stated the SSA and APS should be notifisd
within twenty-four hours and the final iInvestigation

" Program,
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results shoyld have been reported within five {5} : .
days to the $3A. Tha SSD revealed an initial
allegation form and sllegation of Abusa
investigation form shouid be completed for the
abuse allegation. The SSD revealed the facllity's !
policy and procedure was not folloveed because ;

staff failed to complete the forms. The 8SD i
stated according to the facility's policy she should
have notified the DON, Administraior and the

. S8A immaediately, conducied a therough
investigation and determinad if the allegation was
substantiated or not. The S5D staled APS
unsubsiantiated the allegation so she
unsubstantiated it because "they are the expers”. ‘ :

Review of CNA#1's Employee Daily Activity

Report revealed she had worked twenly-six (26) :

days from 08/20/13 through 09126/13. Interview !

with CNA#1, on 09/26/13 at 6:45 PM, revealad

she was aware an allegetion of abuse was made

against her but she had no!f been placed on
administrative leave,

Interview with the DON, or: 0827113 at 11:45 AM
’ and 1:.45 PM, and on 09/30/13 at 2:39 PM

revesled it was the facility’s policy that the
Administrator, 35D, and she be notified

| immediately if an allegation is made. The DON |
stated the resident should be removed from any :
suspected hamn, the staff member should be
suspended and walked out of the building by
staff, an investigafion should be initiated and the
S8A should be nofified immedialely. The DON I
stated she was made aware of the ailegation on i
08/20/13 by the S50 who informed her an l
allegation had been mada that a sta¥ member

| had roughly handied Resident #1. The DON |

revealed the facility's policy and procedure was i
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not followed related to nofification of the SSA and

completing a thorough investigation, The DON f
stated it was the responsibility of her, the
Administrator and $8D o ensure an investigation
was complated. .E

Interview with the Administrator, on 10/01/13 af
8:25 AM and on 10/02/13 at 3:22 PM revealed .
staff did not follow the facility's Abuse policy as he i .
was nol made aware of the allegation of abuse . |
involving Resldent #1 untit 09/25/13, The ’ '
Administrator stated the facility's policy was not . [

followed when CNA #1 was not placed on |
administrative leave and an investigation was not s

intiated until 09727713, :

The facility implemented the following actions to
remove the Immediate Jeopardy: ’

" On 0927113, the alleged perpetrator was put on
administrative leave and not alfowed to work with }
| residents and an investigation was initiated by the |
" Social Services Director (SSD) relaled to the : l
allegation of abuse involving Resident #1 and
CNA#1. In addition, an investigation was
initiated related to Resident #1's injury of I
anknowr injury by a Restorative Nurse. The
investigations involved staff interviews, record i
| reviaws, and review of electronic dosumentation.
Subsequently, the alleged perpetrator was
terminated on 10/04/13 for failure to get along 1
| with other stalf. l

Tne S50 was trained on investigations of alleged | l
abuse, mistreatment, neglect and ' |

misappropriation of funds by the Nurse \
Censultant on 10/08/13. i : I

' The Administrative Staff (Administrator, DON, [ ' i
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' Restorative Nurse, Business Offica Manager, !

Human Resources Manager, Laundry Manager, i !
Activities Director, Enviranmeantal Director,

Maintenance Director, RAl Nurses, Distaty #

Manager, Medical Record Manager, Social I
Sarvica Direclor, and QA Inservice Coordinator)

was insarviced by the RN Consultant on the ’

Abuse, Neglect, Mistreatment ang

Misappropriation of Funds pelicy which include ;
the seven components of the Abuse Prevention

Prolocol on 10/08/13. The staff was required to I
lake 2 post tast and receive 100% accuracy. ' i

i All staff was inserviced on the Abuse Neglect,
Mistreatment and Misappropriation of Funds '
policy including the seven (7} componients of the f
Abuse Prevention Protocol on 10/02-10/04/13 by

: the QAJ/inservice Coordinator/Nurse Aide I
Instructor. The staff was required to take a post

tes! and pass with 100% accuracy. Staff

involved in the policy inservice training Included: ]
nurses, cerdified medical assistanis (CMA), :
CNAs, ward clerks, business office, nurse aides, A |
activity workers, maintenance depariment, social 1

services, receplionist, environmental services
depariment, laundry department, mainlenance

‘ department, diolary department, and tharapy. |

| The origatation program will include an inservice

on the Abusa Policy and the seven (7) criteria by |

the Inservice Director for alf new employees I
| before they were allowed fo give direct care, This i '
"includes new hires, contract labor and agency I

staff if used. The new employees will be given a
| past tesl and must pass with 100% accuracy.

On 10/03/13, the DON and S5 conducted audits ‘
I with twenty-seven (27} interviewable residents } |
| {those with BiMs score of eight (B) and above) | !
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asking if they had been abused or mistreated with !

all residents danying abuse with no concerns l

noted. Nonrinterviewable residents were :

observed for signs and symptoms of abuse using

obseyvation of skin assessments, and family

interviews it detect changes of concems, with na
cancerns ndlad,

A Quality Assurance (QA) audit was conducled on

interviewable residents by the SSD asking if they

have been mnistreated or abused onct a week for

eight (8) weeks of 100% compliance ang

continued for at teast six (6) months, with the QA !

audil being brought 1o and reviewed at quarterty

and interim-QA meetings by the Social Service

Director. The audit will also include the

thirty-eight (38) non-interviewable residents. They !

will be observed for signs and symploms of

: abuse during weekly skin assessments and
family interviews. This audit will be done once a l |

week for eight weeks of 100 % compliance. This

audit will be continusd for &t least three (3)

months.  If any issues are identified they will be )

immediately investigated. The QA audit will be ‘ '

brought to and reviewed at quarterly and Interim :

QA meetings by the Social Service Director.

On 10/03/13, the DON avudited one-hundred four ’ !
{104) incident reperts for the past lhree (3)

months to assess for suspected abuse,

| mistrealment, neglect and source of injury
unknown origin. The audit consisted of review of : . :
incident reports, medical records and
stafifresident interviews if needed. If issues weee
identified they wera Investigated. This audit will
continue atleast monthly for three (3} months

with 100% compliance with random audils ’ |
continued quarterly. l
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The QA nurse reviswed twenty four (24)
grisvances bn 10/03/13 which consisted of review
of grisvance forms, grievance log and staff
inferviews 1o see if any would have been
suggeslive pf abuse with no abuse noled. Thig
audit will bs done by the QA nurse once a week
for gight (8) weeks of 100% compliance and be
conlinued for at lnast six {8} manths, with the
audit baing brought 10 and reviewed at quarterly
and interim QA meetings by the QA nurse,

The QA nurse will conduct an audit once a week
for eight (8) weeks to establish the stafi
understands the seven (7} components of the
abuse prevention protocol. The audit consist of
interviewing staff on screening, training,
prevention, idenification, investigation pratection,
reporing and responding; with the audit being
done once a week for eight {(8) weeks of 100%
compliance for at leas! six {(6) months.

" The State Survey Agency validated the corrective
action by the facility as follows:

* Review on 10/08/13 of the activity audits of all
depanments ravealed CNA #1 was not working in
the facility from 09/27/13 through 10/05/13.
Interview with the DON, on 10/09/13 at 9:00 AM,
revealed CNA #1 had not worked at the facility
since being put on administrative leave on
09/27/13.

Review of the facility's inservices, dated 10/02/13
through 10/04/13 and 10/08/13, revealed all staff
which included the Adminisirative staff was
inservieed on the seven {7} components of the
abuse prevention policy and an abuse test was
given afterward wilh test scores of 100%. The
Administrative staff also received an additional

F 228,
I
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inservice by an Registered Nursa (RN) I
Consuitant an the seven (7) components of the '
abuse prevention policy and an abuse test was !
given afterward with test scores of 100%.

Interviews on 10/09/13 from 11:00 PM to 5:55 PM
with fourteen (14) CNAs, six {8) nurses, three (3)
Certified Medicine Aids (CMA), two (2} Therapy '
Aides, threq (3} Dietary Aides, a Receptionist, a . l
Ward ClerkiMedical Records, two (2) Minimum

Data Set/Resident Assessment Instrument
nurses, one (1) Maintenance, two (2) laundry
aides, and six (6) Housekeeping Aides revealed

they had received an inservice on the seven {7) l
components of abuse and had rnade 100 % on
required test given by the Quality Assurance
(QA)Insearvice Coordinator/Nurse Aide Instructor
nurse from 10/02M13 through 10/04/13. [

Interviews on 10/09/13 at 1:00 PM through 5:00
PM with Administrative staff, to include the
Administrator, DON, Restorative Nurse, Dietary
Supervisor, Activity Director, SSD, Maintenance
Director, Laundry Supervisor, Housekeeping ‘
Supervisor, and Business Office Manager

revealed they had besn inssrviced on the seven ‘ '

(7} componsnis of abuse and had made 100% on

tha required test. In agdition the Administrative

stoff revealed they had received an additional

. inservice by an outside Nurse Consultant on
10/08/13 on 1he seven (7) componeants of abuse i

and had made 100% on the required test,

Interview with the QAJinservice

! Coordinator/Murse Alde Instructor, on 10/09/13 al

2:00 PM revezled she will inservice new hires on i

tha seven (7) components of abuse and the new

hires will ba required to ake the test and make [

100% before they will be allowed lo work on the

fioor.

FORM CMS-265T(02-95) Previcus Versions Qbsoiele Evertin 1H121) Fatilty 1D 100150 If contnuation sheal Page 25 of 46




OEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 1072302013
FORM APPROVED
OMB NO, 0938-0391

Inferview on 10/09/13 at 11:00 AM with the DON
and QAfinservica Coordinator/Nurse Aide
Instructor ravealed all staff had been inserviced
on the seven (7) components of abuse and hag
made 100% on the required test. The DON and
QAJIngervice Coordinator/Nurse Aide Instructor
further revealed Administrative staff had recsived
an additional inservice by an outside Nurse
Consultant on 10/08/13 on the seven (7)
components of abuse and had made 100% on

| the requiced test afterward.,

Review of QA Audits dated 10/09/43 revealed
interviewable residents were interviewed by the
S8D and she asked them if thay had been
mistreated or sbused. The QA audit also
included the thirty-eight (38) non-interviewable
residents observed for signs and symptoms of
abuse during weekly skin asesssments and
family interviews. Interview on 10/08/13 at 10:00
Ab and on 10/08/13 at 12:20 PM with the 88D
and DON revgaled they completed the resident
interviews with interviewable residents and family
interview with non-inviewable residents' family.
Tha SSD and DON stated they observed the
iesidents to determine if there were any signs or
symptoms of abuse.

A review of the Incident Log Audit, on 10/09/13,
revealed the audit had been completed,
intarview on 10/09/13 at 12:45 PM with the DON
revealed she had audited the incldent log and
wauld now be using the CQl form designated for
review of eveat reports to adequately {dentify,
investigate, screen, and {ollow up on poteniial

i abuse for future events and if issues were

| idantified they would be investigated. This audit
, will continue at feast monthly for three (3) months
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with 100% compliance with random audits
cantinued quarterly with summarization being
| taken to QA meetings.

F 226{- Continued From page 26

Review of the CQI form for grievances, the
Grievance Log and interview with the
QA/Inservice Coordinatar/Nurse Alde Instructor,
on 10/08113 at 3:00 PM revealed she utilized the
CQl review 10 ensure grisvances were resolved
promptiy and to ensure screening and follow up
@n suspected abuse. The audit wili be completed
I by the QA nurse once a week for eight (B) weeks
of 100% compliance and be continued for at least
six {6) months, with the audit being brought to

[ ard reviewed at quarterdy and interim QA

meetlings by the QA nurse. in addition, the CQ

raview form was completed to ensure staff had

an ungerstanding and are compliant with the

abuse policy related 1o screaning, training,
prevention, identifying, investigating, protection

! and reporting will be utilized at the facility.

Record review for Residents #9, #10 and #11
ravealed & bruise of unknowa origin was
identified on Resident #10 with the facility

| iniflating an investigation and notification sent to
the Statle agency. Record reviews for Resident
#9 and Resident #11 revealed no concerns.

Review of the audils and menitoring tools initiated
for tracking the effectiveness of the implemented
policy. revealed no concerns.

| Interviews with the DON, OAlinservice
Coordinator/Nurse Aide Inslructor, and SSD ¢n
10/09413 revealed they would ensure the audits
f and monitoring wauld confinue as staled in the
" Allegation of Compliance.

!

|
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58=D RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
| indwelling catheter is not catheterizad unless the
resident's clinical condition demanstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
I funstion as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
gnd facility policy review it was delermined the
facility failed to ensure staff provided appropriate
catheter care and perineal care to prevent urinary
tract infections for one (1) of eight {8) sampled
residents {Resident #3). The staff failed to wash
hands/change gloves in balween touching items
in the environment and providing incontinent care
for Resident #3.

The findings include:

Review of the facility’s policy entitted, “Grayson
Manor Standard Precautions”, not dated,
revealed "Standard Pracautions will be ysed in
the care of alf residents regardiess of their
diagnosis or presumed infection slatus, Standard
Precautions apply to blood, body fluid, secretions,
excrelions regardless of whether or not thay
contain visible blood, non-intact skin, and mucous
membranges”. Under the heading of Policy
Interpretation and Implementation, the paolicy
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F 315, Continued From page 27 F31s F 318 er/2013
F 315} 483.25(d) NQ CATHETER, PREVENT uTi, F 315 . l”
Nurse Aide #8, and #14, was counseled

by the Infection Control Nurse on October
10™2013, regarding proper hand-washing, !
gloving and catheter care. All Nursing

staff including nurse aide #8 and #14 was
in-serviced on October 16" 2013 on |
Infection control related to hand-washing,
gloving and catheter care.

The Wound Care/infection Control |
Nurse has observed perineal/catheter care
for all incontinent residents’ and residents’
with a catheter to ensure proper Infection |
Conirol techniques relfated to ’
perineal/catheter care were performed.

The Wound Care/Infection Control
Nurse has checked off all Certified Nurse
Aides after the nurse aide performed a
retumn demonstration on infection control
related to perineal/catheter care, gloving ‘
and hand-washing before and after
perineal/catheter care. All Certified Nurse
Aides must perform a return
dermonstration on perineal/catheter care as
part of their annual evaluation. All new |
Certified Nurse Aides upon hiring must
complete a return demonstration on
perineal/catheter care has part of their |
orientation. An in-service was held on
October 16™ 2013 for all nursing staff on
infection control related to hand-washing, |
gloving and catheter care. This in-service
regarding infection control when doing
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reveaied 2. Gloves A.)Wear gloves (clean,
non-sterile) when fouching blood, body fiuids,
secretions, excretions, and contaminated items.
B.) Put on clean gloves just before touching
mucous membranes and non-intact skin, G}
Change gloves between tasks and procedures on
the same rasident after contact with material that
may containt a high concentration of
micreorganisms. D.) Remove gloves promptly
afler use, befare touching non-contaminated
itsms and environmental surfaces, and before
going to another residenl. Wash hands
immediately to aveld transfer of microorganisms
10 other residents or environments.

Record review revesled the facility admitted
Resident #3 on $1/03/13 with diagnoses which
included Cystitis, Spinatl Stenosis, Deficiency
Anemia, unspecilied Noninfectious
Gastroenteritis and Colilis. Review of the
quarterly Minimum Data Sat (MDS) assessment,
dated 08/07H3 revealed the facilily assessed
Resident #3's cognition as moderately impaired
and he/she required extensive assist of two {2}
staff for hygiene and bathing.

Observation on 09/27/13 at 10:35 AM of Certified
Nursing Assistants (CNA)} #8 and #14 providing
peringal and catheter care to Resident #3
revealed the CNAs applied gloves and proceeded
to teuch the dresser, the closel dogr, the privacy
curiains, the door, the bathroom door, the water
faucet, the end of bed and the bedside table prior
1o providing parineal care/catheter care to the
resident. The CNAs falled 10 remove their gloves
and wash their hands and reapply a clean pair of
i gloves prior to providing care to the resident.

interview with CNA #8 and CNA #14, on 09/27/13
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F 315 Continued From page 28 315 Derineal/catheter care will be repeated _

annually by the Infection Control Nurse,

An audit conducted by the Wound
Care/Infection Control Nurse regarding all
Cenifted Nurse Aides performing a return
dentonstration on gloving and hand-
washing before and after perineal/catheter |
care has been completed. A weekly audit
of 10 (ten) certified nurse aides (selected
randomly) or demonstration on gloving
and hand-washing before and after
perineal/catheter care will be completed
weekly for four weeks, and then monthly
until 106% compliance is achieved then
quarterly. This audit will be conducted as
part of the facility’s Quality Assurance
Program.
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F 3151 Conlinued From page 29 F 315
at 11:40 AM, revealed they should have washed l |
hands and thanged gloves prior to providing care
fo Resident #3 afler touching the table, doors, :

drawers, bath basin, tash bags, and bed l i
because thé contamination of gloves from other i
ilems could ba passed to the resident. l i

' Interview with Licensed Practical Nurse {LPN) l
#4Wound Care and Infection Control Nurse on
10/07/13 at 11:05 AM, ravealed staff had been

educated on them washing hands and changing |
gloves after touching other items in the room
while providing care. LPN #4 staled the CNAs
should have gathered the supplies they needed
and set up everything prior to denning the gloves.
F 364 | 483.35(A}{1)-{2) NUTRITIVE VALUE/APPEAR, f 364
58=0 | PALATABLE/PREFER TEMP

Each resident raceivas and the facllity provides

food prepared by methods that conserve nulritive F 364

valie, flavor, and appsarancs; and food thal is }H’ {?0 /20!3
palatable, attractive, and at the proper The food tray for Resident # 1 was i
temperature. reheated.

Dietary Supervisor and Charge Nurses i

This REQUIREMENT is not mel as evidenced monitored tray carts for timeliness of
by arrival to dining room and distribution. All
fiased on obsarvalion, interview and record l residents’ food trays were reheated or |

| review it was determined the facility failed to replaced that complained of food too cold.

ensure food was at tha proper temperature. ’

|

Obsarvation of a meal revealed food was below

Di .
‘ the facility acceptable lemperatures when served. \etary Supervisor ordered an

“Induction Charger System™ from Direct
' The findings include: ; Suppl).' on October 235, 2013: T'he- _
| Induction Charger system will maintain all

I Review of the facility's policy on slandard food trays at proper temperatures for up to
temperatures, not dated, revealed: ! 60 minutes. Also John Tomes the
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degrees
1 Record review revealed the facility admitted
Resident #1 on 12/03/2008 with diagnoses which
included Dementia with Behavioral Disturbances,
and Bipolar | Bisordar, Intenview wilh Resident
#1, on 09/27/13 at 1:00 PM, revealed hisiher food
was always cold vhen it was served to himdhar.
Resident #1 stated he/she has sent his/her food
back to have it warmed several timas,

QObservation of the tray line, on 09/26/13 at 6:10
PM, revealed the following food temperatures:
barbecue {B8BQ) riblets: 180 degrees Fahrenheit
{F), brown gravy; 185 degrees F, mashed
potatoes: 180 degrees F., fried polatoes: 165
degrees F., and peas and carrots: 165 degrees
F.. Observalion of the food cart, on $8/26/13 at
6:30 PM, revealed the food cart laft the kitchemto
the Church Hill dining room,

Observation of the {ast iray on the food cart, on
09/26/13 a1 6:45 PM, revealed tha following food
lemperaturés: BBQ riblets: 120 degrees F., peas
and carrots: 130 degrees F, mashsd potatoes

| and gravy: 130 degrees E. and tried potatoes:

- 120 degrees F.

achieved. Then the audit will be conducted
one meal per day every day for one month
_ until 100% compliance. Then the audit
wit] be conducted once per week unti
100% compliance. Then the audit will be
conducted once per month until 100%
compliance. Then the audit will be
conducted once per quarter until a
deficlent practice is discovered and will go
back to daily audits until deficient practice
is resolved. These audits will be conducted
as part of the Facility’s Quality Assurance
Program,
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F 364 | Continued From page 30 = agq| facilities licensed electrician has been
Standard Temperataras contacted o install 2 240 volt receptacie
for operating power.
Food ltern Tray line Standaréd  Bedside . ] |
Standarg ! An audit conducted by the Dietary |
| Supervisor/Assistant Dietary Supervisor
Meats 160-175 degress 140-160 was completed for all three meals on
degrees October 26, 2013. This audit consisted of
Vegetables 160-175 degress 180-170 observing a test tray for all three meals to
dfagr‘ees ensure proper meal temperatures were
Liquids 170-190 degrees 150170 being maintained, This audit will be
degrees conducted by the Dietary Supervisor or the
Pureed food 140-150 degrees  120-130 Dietary Cook for all three meals per day
until 100% compliance for ona month is
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F 384 Continuadg From page 31

Interview with State Registered Nurse Aida
(SRNA) #21, on 09/27/13 at 10:43 AM, revealed
the residents sometimes complained about their
food being cold and heistie warrmed the foed for
them.

Interview with SRNA #8, on 09/26/13 at 4:43 PM,
revealed she had sent Resident #1's tray back to
be rewarmad and has also had 1o ask for a
replacement tray because the resident's food was
{oo cold.

. Interview with the Dietary Supervisor, on 0912713
at 9:16 AM, revealed she had complained the
food was cold, The Dielary Supenvisor stated the
temperatures that were taken at supper on
09/26/13 were not acceptable,

Interview with the Director of Nursing, on
09/27/13 at 11:10 AM, revealed the food
temperatures taken on 09/26/13 al supper, at the
point of service, were nat acceptable.

Interview with the Administrater, on 09/27/13 at
11:29 AM, révealed if the residents were not
happy with the food temperatures then changes
needed o be made.

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

F 430
8§8=4

A facility must be administered in a2 manner that
enables it fo use its resources effectively and
efficlently to attain or maintain the highest
practicable physical, mental, and psychosocial
vigil-being of each resident.

J

F 364

F 490

F 490

The alleged perpetrator was put on
administrative leave on 9/27/13 and not |

§

W (zo/zo i3
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This REQUIREMENT is not met as evidenced
: by

Based on interview, record feview and review of
the facility's Administrator's job descripfion, it was
delermined'the facility failed to be administered in
a manner that enabled it {0 use ils resourcaes
effectively and efficiently to attain or maintain the
highest practicable physical, mental and
psychosocial wel-being for one (1) of eight {8}
sampled residents (Resident #1). On 08/10/13,
the facility noted Resident #1 had an injury of
unknown source to his/her left hand. There was
no documented evidence the facility conducted
an investigation of this injury. On 08/20/13, Adult
Protective Services (APS) nofified the facllity's
Social Service Ditector (85D), who is the
Abuse/Negiact Coordinator, and responsible for
investigating allegations of abuse, that they were
investigating an allegation of abuse that & staff
member injured Resident #1. It was alleged staff
pulled the resident, by hisfher wrist dawn the hatl,
causing an Injury. There was no documented
- evidence the facility initiated an investigation of
abuse, prolected the residents from the alleged
parpelrator of notified the State Survey Agency
{SSA), after this notification. Furthermore, the
Administrator was made aware of the allegation
of abuse on 08/25/13 but the Cenjified Nurse Aide
{CNA) was not suspended and an investigation
was not inftiated until 09/27/13. Refer to F225 and
F226.

. The facility's failure to ensure the facility was
administered in a manner that enablad it to use
its resources effectively and sfficiently to attain
and maintain the highest praciicable physical,
mental and psychosocial well-being related to
abuse allegations and an injury of unknown origin
! has caused or is likely to cause serious injury,
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F 480 ' Continued Fram page 32 £ 00| allowed to work with the resident #1. An

investigation was staried on 9/27/13 by the
Social Services Director refated to the i
allegation of abuse alleged on 8/20/13.

The Investigation was compleied on
10/4/13. The employment of the alleged
perpetrator was terminated on 10/4/13,

The investigation on the injury of f
unknown origin identified on 8/10/13 on
resident #1 was started by the Restorative
Nurse on ¥27/13, It was determined that
the bruise occurred on second shift on
8/9/13. it was noted on the electronic
documentation on 8/9/13 that the resident
was hitting, shoving and kicking at staff.
No bruise was jdentified until 8/10/13.

Audits were done by the Director of
Nursing and Social Services Director on
10/3/13 with 27 interviewable resident’s
{those with a BIMS score of 8 or above)
asking if they had been abused or
misireated. Al 27 residents denied abuse.
There were 38 residents who were not
interviewable. All 38 residents were
abserved on 10/3/13 for signs and
symptoms of abuse using observation of
skin assessments, family interviews to
detect changes or concerns, On 10/3/13 the
Director of Nursing audited 104 incident
reports for the past 3 months, To assess if
any of the incident reports indicated any
suspected abuse, mistreatment, neglect,
and source of injury unknown or
misappropriation of property and if any
further investigation was needed. The
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F490 Continued From page 33 audit included review of the incident *

harm, impabrment or death 1o a resident.
Immediate Jeopardy was identified, on 10/02/13,
and determined to exist on 08/20/13, at 42 CFR
483.13 Resident Behavior and Facility Practice al
£225 and 226, and 42 CFR 483.75
Administration al F490, at a scope and severity of
a"J", Substandard Quality of Care was identified
at 42 CFR 483.13 Resident Behavior and Facility
Practice, The facility was notified of Immediate
Jeopardy on 10/02/13. An acceptable Allegation
of Compliance {AoC) was received on 10/08/13
alleging removatl of the Immediate Jeopardy on
10/08M3. The State Susvey Agency validaled, on
101089713, the immediate Jeopardy was removad
on 10/08/13, as allegad. The scope and severity
- was lowered to a "D" at 42 CFR 483.13 Resident
Behavior and Facility Practice with F225 and
F226, and 42 CFR 483.75 Administration with
F430 while the facility implements the Plan of
Caorrection {PoC) and facility's Quality Assurance
(QA) Audits are implemented and monilored for
the effactiveness of system changes.

The findings include:

Review of the job description entitled, “Job
Description and Performance Standards of the
SS80°, yndated, revealed the SSD was
responsible for the safety of residents under
his/her supervision, and must observe alt facility's
policies and procedures.

Review of the job description entitled, "Job

Desctiption and Performance Standards of the

DON", undated, revealed the DON was

responsible for directing, evaluating and

supervising all resident care, to inifiate correctiva

action 43 necessary, lo assume responsibility for
| analysis of incident and accident invasligation

F 490
|

reports, medical records and staff
interviews if indicated. The Quality
Assurance Nurse has reviewed 24
grievances reports on 10/3/13 to see if any
of those would have been suggestive of
abuse, neglect, mistreatment, or
misappropriation of funds. This also
included review of the grievance log as
well as staff interviews.

The Administrative staff
(Administrator, Director of Nursing,
Restorative Nurse, Business office
Manager, Personnet Director, Laundry
Manager, Activities Director,
Environmental Director, Maintenance
Director, RAI Nurses, Dietary Manager,
Medical Records Manager, Social Services
Director and QA/In-service Coordinator)
was In-serviced on 10/8/13 by Kay
Stevens, RN Nurse Consultant KAHCF
Committee member on the Abuse,
Neglect, Mistreatment and
niisappropriation of funds Policy which
includes the seven components of the
abuse prevention protocol. The
Administrative staff was also required 1o
take a post test with 100% aceuracy. All !
staff was In-serviced 10/2/13 thru 10/4/13
on abuse, reglect, mistreatment and
misappropriation of funds Policy which
included the seven components of the
. abuse prevention protaco! with the
requirement that a 20 question test be
passed with 100% accuracy. Our
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repoits to determing cause(s) and implement
corrective action(s), when appropriate,

Review of the job description entilled, “Job
Description and Performance Standards of the
Administrator”, undated, revealed the
Administrator was responsible to operate the
facility in accordance with the established policies
and procedures of the governing body in
compliance with fedarai, stale and local
regulations; establish systems to ensure
compliance with all fedaral, state, and local
regulations, ebserve ali facility policies ang

| procedures and observe all facility safety policies
and procedures.

Review of facility's policy entitied, Reporling &
Investigation of Abuse, Nagled!, Mistreatment,
Exploitation and/or Misappropriation of Resident
Property, lasl ravised 0721110, revealed: If an
injury is noted and the source of the injury cannot
be identified, the abuse investigation is starled as
described below with the goal of determining what
caused the injury and ruling out any instence of
abuse. Tha facility's Injury of Unknown Etiolagy
Investigation Form will be started by the Social
Service Director (SSD) or his or her designes
afler hefshe is notified by a staff member or
family member noling the injury. Itis imperative
that the injury be reporied to the 85D, the
Director of Nursing (RON} and the Administrator
immediately. In addition, the policy and
procedure revealed all personnel must
immediatsly report an incident or suspected
incident of resident abuse, neglect or
mistreatmaent including injuries of an unknown
SOUrce or misappropriation of resident property.
Observation of an incident or resident abuse of

| suspecting resident abuse must be reported 1o
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F 490 Gontinued From page 34 F 4gg| Orientation program will now include in-

service by the In-service Coordinator for
all new employees before they are allowed
to give direct care. This includes new hires
or ¢contract iabor should we employ them.
They will not be atlowed to work uniess
they have passed the abuse test with 100%
ACCUTACY.

An audit o interviewable residents
{those with a BIMS score of § or above)
asking them if they have been mistreated
or abused wili be done by the Secial
Services Director once a week for 8 weeks
of 100% compliance. This audit will be i
continued for at least every month for 3 !
manths, if 100% compliance continues
random audits (ten) residents will continue
quarterly, An audit on non-interviewable
residents (those with a BIMS score of
below 8) observing them for signs and .
symptoms of abuse using skin assessments
& family interviews. This audit will be ‘
done by the Social Services Director once
a week for 8 weeks of 100% compliance.
This audit will be continued for at least
every month for 3 months, if 100%
compliance continues random audits (ten) |
residents will continue quarterly. An audit
on incident reports will be done by the
Directar of Nursing weekly for 8 weeks of
100% compliance, This audit will be
continued every month for 3 months, if

I 100% compliance continues random audits

{ten) residents will continue quarterly. An
audit on staff as 1o their understanding of
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{he charge nurse or suparvisor and the
DON/designee, S8 end Administralor should be
notified immediately, with ths investigation
starting immediately. The resident should be
removed from hamm and examined and the
examination recorded in the medical record. if
the allegation of abuse Is agains! a staff member,
that person’is t¢ "leave the building immediately
and will be denied unsupervised access to the
residants”, that staff is placed on administrative

}eave pending the autcome of the investigation,

The Administrator or hisfher desigaee is o
immediately notify the State agency and the Adult
Protective Services (APS) as required by state
law. An immediate investigation will be made by
the SSD and a eapy of the findings will ba
provided to tha Administrator or his/her designee
per “Allegation of Ahuse Investigation
Farm-Appendix E”.  The State agency is o be
notified within five (5) working days of the
occurrence. The Adminisirator or his/her
designee will inform the resident and hisfher legal
representative of the results of the investigation
and corrective action taken,

Record review revealed the facility admitted
Resident #1 on 05/13/13 with diagnosas which
incluged Dementia, Symbolic Dysfunction,
Muscular Wasting and Disuse Atrophy. Review
of the Quarterly Minimum Data Set (MDS)
assessment, dated 08/16/13, revealed the facility
assegsed Resident #1's cognition as sevarely
impaired and he/she required assistance with all
aclivities of daily tiving.

On 08/10713, the facitity noted Residant #1 had

" an injury of unknown source to hisMer left hand.

There was no documented evidence the facility
conducted an Investigation of this injury. On

" will be continued for at least 6 months. An

prevention protoco! by the QA/In-service
Coordinator will be done once a week for
8 weeks of 100% compliance. This audit

audit reviewing grievances by the QA/In-
service Coordinator will be done once a
week for 8 weeks of 100% compliance.
This audit will be continued for at least 6
months, These audits will be conducted as
part of the Facility’s Quality Assurance
Program.
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Cantinued From page 36

08/20/13, Adult Protective Services (APS) notified
the facifity's Social Service Direclor (S$$D), who is
the Abuse/Neglect Coordinator, and responsible
for investigating allegations of abuse, that they
were investigaling an allegation of abuse that a
staff member injured Resident #1. It was alleged
staff pulled the resident, by his/her wrist down the
hall, causing an injury. There was no documented
gvidence the facility initiated an investigation of
abuse, protected the residents from the alleged
perpetrator or notified the State Survey Agency
{55A), after this notification.

Interview with the S8D who is also the
Abuse/Neglect Coordinator, on 05/30/13 at 12:50
PM, revealed she was aware of the bruise an
Resident #1's hand because she had read about
the bruise in the Nursing Notes. The 85D stated
the facility's policy and procedure for abuse was
staff should complete the injury of Unknown
Etiology Investigation form, an investigation
should have been conducted o ty to determine
the cause of the injury and rufe out abuse and the
Administrator should have been notified. The

i S8 ravealed the facility's policy and procedure

was not followed.

Further interview with the SSD, on 09/25/13 at
6:00 PM, on 08/27/13 at 11:00 AM and 2:15 PM,
on 09/30/13 at 12:50 PM, and on 10/0113 &l
10025 AM, revesled APS had made her aware on
08/20113 that there was an allegation that a CNA
had dragged Resident #1 down the hall by the
resident's wiist. The SSD stated the facility's
policy and procedure for an allegation of abuse
was if an allegation was received against a staff
membaer it was the facility's policy to have the
staff member go to the conference room lo take
{heir stalement and then send himmer home until

F 490
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the investigation was completed. The
Administralor and DON should be niotified and an
investigation should be initiated immediately. The :
830D stated the SSA and APS should be nolified

within twenty-four hours and the fina! invesligation

resulls should have been reported within five (5)

days to the SSA. The S5D revealed an initial
allegation form and aliegation of Abuse
Invastigatioh form should be completed for the
abuse allegation. The S80 revealed the facility's
policy and procedure was not followed because
staff failed to complete the forms. The SSD
slated according to the faciiity's policy she shouid
have notified the DON, Administrator and the
SSA immediately, conducted a thorough
investigation and determined if the allegation was
or was not substantiated. The SSD slated APS
unsubstantiated the allegation so she
unsubstantiated it because “they are the experts".

Interview with the DON, on 09727713 at 11:45 AM
and 1:45 PM, and 09/30/13 at 2:39 PM revealed it
was the facifity's policy that the Administrator, i \

S80, and DON should be notified immediately if
an allegation is made. The DON sialed the
resident should be removed from any suspected
harm, the staff member should be suspended

: and walked out of the building by staff, an
investigation should be initiated and the S8A
should be notified immediately. The DON stated
she was made aware of the allegation on
08/20/13 by the §8D who informed her an
allegation had been made that a staff member
had roughly handled Resident #1. The DON
reveated the facility's policy and procedure was
not followed related to notification of the 8SA and
compteling a therough investigation, The DON

| stated she, the Administrator and SSD were
responsible to ensure an investigation was
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Review of CNA #1's Employee Daily Activity
Report revealed the facility alfowed her to work
twenty-six {26) days from 08/20/13 through
09/26/13, Interview with CNA #1, on 09/26/13 at
6:45 PM, revealed she was sware an allegation of
abusa was made against her but she had not
been ptaced on adminisirative ieava,

intervievr with the Administrator, on 10/01/13 at
9:25 AM and 10/02/13 at 3:22 PM, revealed
according to the abusel/neglect policy and
: procadure the S8D, Administrator, and DON
should ba nalified of an atlegation once a resident
has been made safe; the suspected staff,
witngsses and resident should be interviewed,
and the suspecled staff should be placed on
administrative leave unti the investigation was
complete. The Administrator stated he was not
aware of the allegation of abuse involving CNA #1
to Resident #1 until 09725/13, and the S8D
shouid have made him aware of the allegation.
The Administrator further revealed CNA #1 was
| not placed on adminisirative leave and an
investigation had not been intiated until 09/27H13.
The Administrator staled he was 100%
: responsible for what goas on in the facility, and
. the S50 does not make the determination of the
allagation on her own it is & joint effort.

The facility implemented the following actions fo
remove the mmediate Jeopardy:

On 09/27113, the alleged perpetrator was pul on
administrative leave and not allowed to work with | i
residents and an investigation was initiated by the |
Social Services Director (SSD) related to the

allegation of abuse involving Residen! #1 and
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CNA#1. In addition, an investigation was
initiated related 1o Resident #1's injury of
unknown injury by a

Restorative Nurse. The investigations involved
staff inlerviews, record reviews, and review of
slactronic documentation. Subsequently, the
allaged permpetralor was terminated on 10/04/13
for failure to get along with other staff.

The SSD was Wrained on investigations of alleged
abuse, mistreatment, neglect and
misappropriation of funds by the Nurse
Consultant on 10/08/13.

The Administrative Staff {Administrator, DON,
Restorative Nurse, Business Office Manager,
Human Resources Manager, Layndry Manager,
Activities Director, Environments! Director,
Maintenance Director, RAI Nurses, Dietary
Manager, Medical Record Manager, Social
Service Director, and QA Inservice Coordinator)
was inserviced by the RN Consultant on the
Abuse, Negledl, Mistreatment and
Misappropriation of Funds policy which include
the seven components of the Abuse Prevention
Protocol on 10/08/13. The staff was required to
take & post test and receive 100% accuracy.

All stafi was inserviced on the Abuse Neglect,
Mistreatment and Misappropriation of Funds

" policy including the seven (7) components of the
; Abuse Prevention Protocol on 10/02-10/04/13 by

the QA/Inservice Coordinator/Nurse Aide
Instructor. The staff was required to take a post
test and pass with 100% accuracy. Staff
involved in the policy inservics tralning included:
nurses, carified medical assistants (CMA),
CNAs, ward clarks, business office, nurse aides,
activity workers, maintenance depariment, soclat
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services, receplionist, environmental services
department, laundry depantment, maintenance
depariment, dietary deparniment, and therapy.,

The crientation program will include an inservice
on the Abuse Policy and the seven (7) criteria by
the inservice Director for all new employees
before they were allowed fo give direct care. This
includes new hires, contract labor and agency
staff if used. The new employess will be given a
post test and must pass with 100% accuracy.

QOn 10/0313, the DON and SSD conducted audits
with twenty-seven (27) interviewabls residents
{those with BIMs score of eight (8) and above)
asking if they had been abused or mistreated with
all residents denying abuse with no concems
noted. Non-interviewable residents were
observed for sigas and symptoms of abuse using
observation of skin assessments, and family
interviews to delect changes or concerns, with no
concerns noted.

A Quality Assurance (QA) audit was conducted on
interviewabls residents by the 58D asking if they
have been mistreated or abused once & week for
eighl {8) weeks of 100% compliance and
continued for at least six (6} months, with the QA
audil baing brought {o and reviewed at quarlerly
and interim QA meelings by the Soclal Service
Director. The audit will also include the
thirty-eight {38) non-interviewable residenls. They
will be obsetved for signs and symptoms of
abuse during weekly skin assessments and
family interviews. This audit will be done once a
weaek for eight weeks of 160 % compliance. This
audit will be continued for at least three (3)
months.  If any issues are identified they will be
immediately invesligated. Tha QA audit will ba

1
1
i
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brought to and reviewed al quarerly and interim
QA meetings by the Social Service Director,

On 10/03/13, the DON audited one-hundred four
{104) incident reports for the pas! three (3}
months to assess for suspecled abuge,
mistreatment, neglect and source of injiry
unknown origin. The audit consisted of raview of
incldent reports, medical records and
staffiresident iflerviews if needed. Ifissues were
identified they were investigated, This audit wiil
continue at leasi monthly for threa (3) months
with 100% compliance with random audits
continued quarterly.

The QA nurse reviewed twenty four {24)
grievances on 10/03/13 which consisted of review
of grievance forms, grievance log and staff
intarviews to see If any would have been
suggestive of abuse with no abuss noted. This
audit wikl be done by the QA nurse once a week
for eight {8) weeks of 100% compliance and be
continued for at least six (6) months, wilh the
audit being brought to and reviewed at quarterly
and interim QA meetings by the QA nurse,

The QA nurse will conduet an audit once a week
for eight (8) weeks to establish the stafi
understands the seven {7} compongnis of the
abuse prevention protecol. The audit consist of
interviewing staff on screening, training,
prevention, identification, investigation prolection,
reporting and respending; with the audit being
done once a week for eight {8) weeks of 100%
compliance for at least six (8) months.

The State Survey Agency validsted the corrective
action by the facility as foliows:

1
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Review on 10/08/13 of the activity audits of all
depariments ravealed CNA #1 was not working in
the facility from 09/27/13 through 10/05/13.
Interview with the DON, on 10/09/13 at 9:00 AM,
reveated CNA #1 had not worked at the facility
since being put on administrative leave on
08/27M13.

Review of the facility’s inservices, dated 10/02/13
through 10/04/13 and 10/08713, revealed all staff
which included the Administrative staff was
Inserviced on the seven (7) components of the
abuse pravention policy and an shuse tast was
given afterward with test scores of 100%. The
Administrative staff also received an additional
inservice by an Registered Nurse (RN}
Consullant on the seven (7) components of the
abuse prevention policy and an abuse tesi was
given afterward with test scores of 100%.

interviews on 10/08/13 from 11:00 PM to 5:55 PM
with fourteen {14) CNAs, six {6) nurses, three (3)
Cerlified Medicine Aids (CMA), two {2) Therapy
Aides, three (3) Distary Aldes, a Receptionist, a
Ward Clerk/Medicai Records, bwo (2) Minimum
Data Set/Residen! Assessment Instrument
nurseas, one {1} Maintenance, two (2} laundry
aides, and six (8) Housekeeping Aides revealed
they had received an inservice on the seven (7)
components of abuse and had made 100 % on
required test given by the Quality Assurance
{QAYInservice Coordinator/Nurse Aide Instructar
nurse from 10/02/13 through 10/04/13.

Interviews on 10/09/13 at 1:00 PM through 5.00

PM with Administrative staff, to include the

Administrator, DON, Restorative Nurse, Dietary

Suparvisor, Activity Director, S5D, Maintenance
| Director, Laundry Supervisor, Housekeeping

F 450
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Supervisor, and Business Office Manager

; tevealed they had been inserviced on the seven
{7) companents of abuse and had made 100% on
ihe required test. In addition the Administralive
staff revealed they had received an addilipnal
inservice by an outside Nurse Consultant on
10/08/13 on tha seven (7) components of abuse
and had made 100% on the required test.
interview with the QAfinservice
Coordinator/Nurse Alde Instructer, on 10/09/13 at
2,00 PM revealed she will inservice new hires on
the seven (7} components of abuse and the new
hires will bg required to lake the test and make
100% before they will be allowed to work on the
floor,

Interview on 10/08/13 at 11:00 AM with the DON
and QA/inservice Coordinator/Nurse Aide
instructor reveated all staff had been inserviced
on the seven (7) componeants of abuse and had
made 100% on the required tast. The DON and
QA/Inservice Coordinator/Nurse Alde Instructor
further revealed Administrative staff had received
an additional inservice by an outside Nurse
Consuftant on 10/08/13 on the seven (7)
components of abuse and had made 100% cn
the required test aflerward.

Review of QA Audits dated 10/09/13 reveated
interviewable residents were inlarviewed by the
580 and she asked them if they had been
mistreated or abusad. The QA audil alsa
included the thirty-eight (38) non-interviewable
rasidents observed for signs and symploms of
abuse during weekly skin assessments and
family interviews. Interview on 10/08/13 at 10:00
AM and on 10/09/13 at 12:20 PM with the 850
angd DON revealed they completed the resident
interviews with interviewable residents and family
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interview with non-inviewablg residents’ family.
The SSD and DON stated they observed the
residen!s to detemmine if there were any signs or
symptoms of abuse.

A review of the Incident Lag Audit, on 10/09/13,
revealed the audit had been complieted.
Interview on 10/09/13 at 12:45 PM with the DON
revealed sha had audited the incident log and
would now be using the CQi form designated for
review of svent reports to adequately identify,
invesligate. screen, and follow up on potential
abuse for future events and if issues were
identified they would be investigated. This audlt
wili continue at least monthly for three {3) months
with 100% compliance with random audits
eoniinued quartedy wilh summarization being
{aken to QA meelings.

Review of the CQI form for grievances, the
Grisvance Log and interview with the
QAJinservice Coordinator/Nurse Aide Instructor,
on 13/69/13 at 3:00 PM revealed she utilized the
CQl review to ensure grievances were resolved
promplly and to ensure screening and foliow up
on suspected abuse. The audit will be compiated
by the QA nurse once a week for eight {8} weeks
of 100% compliancs and be continued for af least
six (8) months, with the audit being brought to
and reviewed at quarterly and Interim QA
meetings by the QA nurse. [n addition, the CQM
review form was completed to ensure staff had
&n upderstanding and are compiiant with the
abuse policy related to screening, training,
prevention, identifying, lnvestigating, protection
and reporting will be vlilized at the facility.

|
i Record review for Residents #8, #10 and #11
| revealed a bruiga of unknown origin was

i
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Identified on Resident #10 with the facility
Initiating an Investigation and notification sent to
the State agency. Record reviews for Resident
#9 and Resident #11 revealed no concerns.

Review of the audits and monitering tools infliated
- far tracking the effectiveness of the impiemenied
policy, revealed no concems.

Interviews with the DON, QA/Inservice
Coordinalor/MNurse Aide Instructor, and 85D on
10/09/13 revealed they would ensure the audits
and monitoring woukd continue as staled in the
Ailegation of Compliance.
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