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*An Abbreviated/Partiai Extended Survey o
investigate KY00021726 was initiated on
0522114 and concluded on 60614,
CKYOU0Z17728 was substantiated with deficiencies .
identified. Immediate Jeopardy (1J) was identified
" on 05/28/14 and was determined to exist on .
04727114, with deficiencies cited at42 CFR
* 483.13 Resident Behavior ang Fagility Practice,
F-223, F-225 F .226: 42 OFR 483.20 Resident
Assessment, F-282: ang 42 CER 483.75
' Administration, F-490 and F-820, alf at a Scope
“and Severity (S/S) of a "J". Substandard Quality
“of Care (3QC) was identified at 42 CFR 483 13
' Resident Behavior and Facility Practice. The ‘
facility was notified of the immediate Jeopardy on .

F05/2814,

‘ Based on the findings of the Abbreviated Survey, )
was detarmined the facility had an neffective
- syster to monitor abusive residents and protect
- other residents from abuse. On 04/27114, an :
Initial incident Report revealed Resident #3 : : :
' reperted o staff that Resident #1 hag "ouched" : _‘ §
: himfher on the leg under hisfher “drass” hwice, :
f tand he/she was afraid of Resident #1. The
- incident Report noted Resigent #1 was to be
“under ciose watch by staif during the .
- investigation". Additionally, the Incident Report | ;
: revagled the Director of Nursing (DON} and
[ - Administrator were notifiad. Review of Resident
'#1's Comprehensive Care Plan rovealed an :
intervention dated 04/28/14 for Resident #1 to be :
| on every fiftean (15) minute checks: however, :
yecord review revealed no documentad evidence |
% intervention was implemented o (4728114,

}ﬁ P 3 N . 5 :
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Any deficiency statement eruding with an astersk

other safeguards provide sufficient profection to the patients, (Ses istructions.) Except for nursing homes, the findings stated above are disclosabie 50 days
foliowing the date of survey whether er not a plan of corraction is srovided. For es, ; ]

days following the date these documents are made avaiable to the fag

program participation.
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+ Record review from C4/28/14 through 05/10/14,

F ool

revealed the checks were not complated evary |

fifteen (187 minutes, the sheets were undated and

- there was ho documentation the fiffeen (15)

" minute checks had been done an several days.

' Interviews with nurses revealed they were not
aware Resident #1 was on every fifteen (15)

- minute checks after the incident on 04727114, )

Certified Nursing Assistants {CNAs) reported they |

" had not been informed of Resident #1's sexually

“ abusive behavior and were not aware the resicdent |

- was to be on every fifteen (15} minute checks, '

Hnterview with the DON revealed she was not ‘

fcertain when the fifteen {18) minute checks were

*to have startad and was not aware the checks

- were not completed timely and had not been

s documented on severa) days.

-On 05/10/14 at 1:25 PM the Housekeeping

t Manager withessed Residen: #1 "groping”

" Resident #2 between the legs. Resident #1 was

“ then placed on ons an one {1.1) supervision ang
“fransferred fo another facility for further :
s evaluation. Resident #1 was discharged and was
‘ot a resident of the facility during the survay. :

The facility provided an acceptable credible ;
 Allegation of Compliance {(AQC) on 06/05/14, with
- the faciiity alleging removal of the Immediate ‘
- Jecpardy on 06/04/14. The State Survey Agency |
- vatidated the bnmediate Jeopardy was removed
con (06/04/14 as atleged with remaining
, non-compliance at 42 CFR 483 13 Resident
. Behavior and Facifity Practice, F-223, F-225,
 F-226; 42 CFR 483.20 Resident Assessment,

F-282; and 42 CFR 483.75 Administration, F.480
cata $/8 of a "D* while the facifity develops ang
implements the Plan of Cerrection {POC) and the |
. faclity's Quality Assurance program monitors to

f;
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: . : * allegation of compliance. I
F 000 ; Continued From page 2 F GDQ" FPreparation and/or exccution of this plan of correction. !

 BASUre resident are fros from abuse. does nof constitute admission or agreement by the :
‘ provider of the truth of the fices alleged or conclusions }

F 223, 483.13(b), 483.13(c){1){i) FREE FROM : F 223; d e
- .y [ selforth in the statement of deficiencies. The plarn of
5= ASUSE"WVOLUNTARY SECLUSION : . correction is prepared and/or exeeuted solely because |
: it is reguived by the provisions of federal and state law!
. The resident has the right to be free from verbal, . : '
sexual, physical, and roentai anuse, corporal i CF223
_’ punishment, and invoiuntary seciusion. : 1. All residents are at risk for abuse
' e : ' due to physical dependency,
.' The fac_mty must not use verbal,v mental, sexuat, : ; decreased}cagm'tion, and decreased”
4- pr p?yatrca! at}uis:e,‘ corporal punishment, or _ : mobility. All staff will be in. .
ipvoluntary seciusion. ; serviced on how to recognize the
: _ ' signs and symptoms of abuse. New
. This REQUIREMENT Ts not met as evidenced protocol has been deveioped o
“by: i , ensure that potgnt;al abysers are
. Based on interview, record review, review of fhe identified and interventions are
facility's Fax/incident Reperts and poiicies. it was ; : implemented in an attempt to
determined the facility failed to have an effective ; _j prevent resident to resident abuse,
System to ensure residents remained free from | : 2. All residents were cvaluated for
abuse for two (2} of ten {10) sampled residents ‘ potential to be an abuser. This wag
(Residents #2 and #3). ‘ ‘ completed on 7/3/14 by the DON, ;
‘ ) : Assistant Director of Nursing, Staff

Development RN, and/or RN
Supervisor. Information from the :
cvaluation determines if additional
assessment aud interventions are

Review of the initial Fax/Incident Report dated
04727114, revealed Resident #3 toid staff hefshe
; was afraid of Resident #1 who had "touched”

- himiher on the leg under histher "dregs” twice.

- Continued review of the Faxfincident Report ! : necessary for cach resident in the .
; Tevealed Resident #1 was to be "under close : center. Appmpn-ate interventions -
. watch”, and the Director of Nursing { DONjand were implemented and Care Plans
. Administrator had been nofified. However, there | : updated on 7/3/14 initially by DON
~ Was no decumented evidence the faciiity 5 ‘ Assistant Director of Nursing, Staff
implemented interventions on 04/27/14 to profect : ‘ Development RN and thereafier RN
- Ofher residents from potential abuse. Review of | _ Unit MZna ers and Char ' e Nurse.
{ Resident #1's Comprehensive Care Plan : ? 3 Iresid &< d al}g S
- revealed on 04/28/14 an intervention was added i 7+ M resident to resident allegation

f Occurs; remove aggressor from the

. for the resident to be on every fifreen {18} minute .
| Checks. However, record review reveaied no
: dosumeanted evidense the intervention was
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_ DEFICIENCY; f
: IR COrrectfonfrie rensersoredive
; ) : " allegation of complinnce,
F 223 . Continued From page 3 : F223
impiemented on 04/28/14. Continued record ; "““"i;:" C;’;;f{“’i;ﬁ}”jfi‘j;;: ;ﬂ;;’;”a’:‘; ff; ;?isim
: . : i ; provider o el I3 o
review revaaled from 04/28/14 through 05/10/14, - | selforth in the Statement of deficiencies. The plan of

“documentation of the every fifteen (15) minute | i correction Is prepared and/or executed solely becass
checks was incomplete andior undated. I iv required by the provisions of federal and sigte Iaw.

“irderviews with Certified Nursing Assistants

. (CNAs) revealed they were not informed of

; Resident #1 belrng sexually abusive to Residant

sitaation and place on continuous

Preparation and/or exsention of this plan of correction 7
abservation until otherwise notified /

 #3. Interviews with nurses and CNAs revealed : by DON andfor Administrator,
they were not aware Resident #1 had been : ‘ Decumentation is to be done at the
placed on every fiftean {15} minute checks on ; ini ; ‘
' 04/28/14. As a result of the facility's failure to ‘ gz%;ngﬁgifgifxg:ﬁﬁ and
- monitor Resident #1, other residents were not . k completed by DON, Assistant
: protected from potential abuse. On 05/ 10714, the X 1 Director of Nursi ng’ and Staff
: resident was ohserved by a staff person o be : ‘ Devei ) (RN ” 4 letic
- "groping” another resident, Resident #2, batween ' cvelopimen VIth @ comple o
the fegs. Resident #1 was placed on one 1o one - date of 7/3/14. Administrator and
(1:) supervision and transferred to arother DON educated Assistant Director |

facility for further evaluation. - : of Nursing, Staff Development RN,
i RN Unit Manager, Shift
- The facility's failure to have an effective system in . Supervisors, and Weekend
 Place to ensure residents remained free from _‘ , Supervisor as to the purpose of the

: i Abuse Investigation Checkiist and

; abuse was likely to cause risk for sefious injury,

. harm, imparrment or dezth. Immediate Jeapardy

- was identified or 05/28/14 and was determined to |
‘exist on 04/27/14. The faciiity was notified of the ;
Hmmediate Jeopardy on 05/28/14

use of this tool with completion by
7/3/14. Administrator and DON
will monitor use of checklist with
every abuse investigation as '
needed. Licensed Nursing staff

The facility provided an acceptatle credible : were in-serviced on assessments, -
- Aflegation of Compliance (AQC) on BE/05114, with ! ; performing an assessment, '

. the facility alleging removal of the immeadiate ' interventions, and the update and 5
f Jeopardy on 08/04/14. The Immediate Jeopargy | : use of care pfans‘ Education was i
Segsiuin cmanmano ez | ot bymon |
: CFR 483 13 Resident Behavior and Facility ,: g;?;?;niigﬁ’:{ni}s?f itfnfileiihn |
. T _ . 1) ’i g‘ b : - N N D

- Practice, F-223 at 3 $/3 of 3 "D" while the acility : date of 7/3/14. Licensed Nursing

i

_ deveiops and implements the Pian of Correction
APOC) and the facility's Quality Assurance
. program monitors to ensure residents are free

“from abuse.
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alfegation of complianse. {

! Preparation and/or execution of this plan of correction i

F 223 Continued From page 4

' The findirigs include:

" Review of the facility's policy titted, “Abusa
“Resident to Resident”, effective October 2012,
| revealad alf residents had the right to be free from |
- any mental or physical mistreatment, Immediate |
. action was to be taken in any occurrence of a
resident to resident altercation with immediate
intervantions taken to prevent repcourrance, :
Continued review of the policy revealed maasures:
lincluded monitoring of residents at the nurses '
| station, one ont one (1:1) therapy/activity, and
 discharge to the hospital for medical avaluation i
, Necessary. :

Review of the facility's Fax/Incident Report dated
| 04/27/14 which was faxed 1o the State Survey
Agency revealed Resident #3 toid a nurse

‘ Resident #1 had "touched” himiher on the leg

¢ under histher "dress” two {2} imes and he/she

s was afraid of Resident #1. Further review of the

- Report revealed Resident #3 was placed "under

' close watch” and preventative measures were

taken to keep Resident #1 under watch by staff

- during the investigation. Review of the final five

: {5} day investigation resuite Fax/incident Report

; dated GE/01/14, for the D4/27/14 incident,

revealed “follow-up” with Resident #3 reveaied

the resident did not recall the incigent and hag

*“shown no catastrophic reaction” after the

“incident. Further review of the finaf five (5} day

i i Fax/incident Report revealed Resident #1 denied ¢

- the incident, was seen by the Psychiatrist, and

. the facility was to continue to monitor “the

' situation”.

| Raview of the Nurse's Note dated 04727144 at
. 2:21 PM, documented as a "iate entry” Note for

F223:
¢ does nol constirure admisvion or agreement by the
provider of the fruth of the facts alleged or conclusionk
set forth in the statement of deficiencies. The Pplan of |
corvection is prepared andior executed solely beeouse
it is required By the provisiony of federal and siate law,

staff were in-serviced on the
implementation and vse of Care :
Plans. Education was conducted by
DON, Assistant Director of '
Nursing, and Staff Development
RN with a completion date of
7/3/14. Licensed Nursing staf¥f
were in-serviced on components of
accurate and thorough shift ‘
reporting., Education was
condueted by DON, Assistant
Director of Nursing, and Staff :
Development RN with a completion
date of 7/3/14. Al staff were in
serviced on abuse, what it is, and :
the reporting, with a focus on
resident to resident sexual
apgressiveness. Dducation was
conducted by DON, Assistant
Director of Nursing, and Staff :
Development RN with a completion
date of 7/3/14. All staffwasin
serviced on Resident Rights.
Education was conducted by DON,
Assistant Director of Nursing, and
Staff Development RN with a
completion date of 7/3/14. No
agency in use at the facility. Alf -
new hires will be educated during

H
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AT PITO Corrertion i the vyt vrmiiiie
alfegation of complionce, )
F 223 Preparation andior exeoution af this plan of correction
. d0es ROt constitute admission or agreement by the |

F 223 Continued From bage &

818 AM that morning, revealed a resident ‘
. . . o " provider of the truth of the facts alieged or conclusiony

reported Resrc_:iant #1 had made inappropriate : st forth b the statertent of deficiancies. The pla of |

- advances et him/her. Continued re view of the : . Correclion is prepared andior executed solely because

Note revesied the resident stated Resident #1 itis required By the provisions of federal and stase law.

“had reached up his/her “dress” and attempted to
louch him/her. The resident reported this had
happened yesterday {/28/14) and also on a
; . previous day.

general orientation by the Staff
Development RN, (A Committeg

members reviewed minimally 5§ | i
days a week for 30 days or

- Review of Licensed Practical Nurse (LPNy#3s - : additionally as necessary until
writtern staterment, included in the facility's : 7/21/14: then one time weekly unti]
invastigation, revealed on 04/27/14 at 9-20 AM, ; 82171 4’0], as needed; then monthlv
» Registered Nurse (RN) #2 informed her Resident _ {hereafter or s needed sooner.
#3 told her Resident #1 "tried to touch” himiher : 4 AH. monitoring findings were ’
onthe leg. LPN #3 documented she natifieg the - ' ' e g Ludings w .
' Director of Nursing (DON) who informed herio | : reviewed at monthly QA meeting
interview Resident #3 which she did. LPN#3 : for compliamee and or the need to
| noted Resident #3 told her "the big” man/woman ; ; update plan to reach 100% '
- had "touched” him/her two (2) times, “puting"a : C‘)mph&n“‘f" QA meetings are held
“hand undes” histher gown and reacher ‘mora ' monthly with the presence of the
Medical Director Quarterly. Next '

" than haifway above” his/her knees on the inner - :
“thigh. Further review of the LPN #3's written ! : meeting with Medical Director will
: sfalement revealed Resident #3 toid har hefshe be held in July. The Quality
was "alraid” of Resident #1 and the “last time” Assurance Committes consists of ;
. Resident #1 had "touched" him/her was on facility and contracted staff, This
includes Administrator, DON,

04726514,
: : : Assistant Director of Nursing, Staff
f s Interview, on 05/27/14 at 10:00 AM, with RN #2 ; : Development RN, Social Services:
. feveaied she had worked on 04/27/14, and _ ; Director, HR Manager, Activities
Resident #3 had told her Resident #1 touched . ' Director, Dietary Director, and the
himiher. RN #2 stated she told the House : ‘ Maintenance Director. Contractad
. Bupervisor what Resident #3 reported to her, ‘ i membership includes the Medical
f j . , _j i Director. :
Interview with LPN #3 on 05/27/14 at 12:30 PM, < \ S |
. revegled she was the Houge Supervisor on : 3. Date of Compliance: it )
P 0427/14. LPN #3 stated she was informed of the : ’
| Incident invoiving Residents #1 and #3 on :
- 04/27/14. She indicated she calied the DON who |
- told her to stant the investigation by colecting : ; : g
Event i) 56R711 Faeifty If: 100905 ¥ contiruation sheet Page 8 of 102
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F 223
- interviews and to notify the Physician, LEN #3

Continued Frem page 6

- stated she called the Physician who gave an

. order to send Resident #7 to the Jocal hospital's

" Behavioral Unit: howsver, the Behavioral Unit

f was full and could not accepf the resident.

' Continued interview reveaied she did not ensure

' the Certified Nursing Assistant [CNA}

: Worksheets were updated for the CNAs to watch .
- Resident #1 for sexual behaviar towards other

- residents.

Interview with CNA#2, on 5/23/14 at 2:50 PM,
 revesied Resident #3 told her on 04/27/14 that

. Resident #1 had touched his/her iegs and painted |
“at Resident #1, ONA #2 asked Residant #3 if

- he/she was okay and the resigent raplied "na".

P According to CNA#2, Resident #3 told her

. Resident #1 put his/her hand up hisfher dress,

i but hessne stopped Resident #7 CHNA#1 said

. she told the Charge Nurse, Registered Nurse

- (RN} #2, immediately. The CNA stated there was |
“no documentation on the CNA worksheets about
Resident #1 having sexuaf tehaviors and the :

CNAs were only told o "keep an eve on”
Resident #1.

 interview with CNA #1 on 05/23/14 5t 230 P
with CNA#3 o 05/29M4 at 7:15 PM, and with

- CNA#4 on 08/29/14 5t 715 PM, revesled nurses
had not informed them of Resident #1's sexually
' abusive behavier toward Resident #3. They

+ stated other CNAs had tofd them to "waich out

; for' and “keep an eye on" Resident #1.

Cinterview with GNA #5, on 05/29/14 at 7:00 PM,

{ evealed one (1) time Charge Nurse #12 toid her |
to keep an "eye on” Resident #1 because hefsha

: had tried to put his/her "hand up" Resident #3's
“dress”.

A BUILDING COMPLETED !
c !
8 WG, I OBIOBIIM4 }
SYREET ADDRESS, CITY, SIATE, 2P COGE }
| 3876 TURKEYFOOT ROAD ;
f ELSMERE, Ky 41018 J
o PROVIDER'S PLAN OF CORRECT oM . %53
PREFIX {EACH CORRECTIVE ACTION SHOULE BE I COMPLETION
TAG CROSE-REFERENCED TO THE APPROPRIATE BATE
DEF#C?ENCY} ;
1
F 223
i
|
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i Interview, on 08/23/14 at 3:20 M with

. Registered Nurse (RN) #1, Secand Shift House
Sepervisor, revealed she was toid when she

worked as the House Supervisor that Resident #1

fwas “following a lady around™ however, she did

: not remember the residerd's name. BN #1

; fevealed she was unaware that Resident #1 had

“sexual behaviors towards othar residents.

sinterview with the Director of Nursing (DON) on
LB22/44 &t 3.00 P, revealed Resident #1 had

» experienced increased hehavior disturbances

. Prior o 04/27/14. The DON stated she was
uncertain if she had toid the House Supervisor
C(HS), LPN #3 to start fifteen {15) minute checks
‘on Resident #1 on 04/27/14, after the MS called
: her at home 1o report the incident involving

. Resident #3. She stated she was uncertain when

Resident #1 was put on the fiftesn {15} minute
. checks,

' Review of the medical record revealed Resident
i #3 was admitted by the facility on 01/1 7114, with
- diagnoses which included Dementia with

Behavior Disfurbances and Presenile Depression, 75

! Review of the Annual Minimum Data Set {MDS)
Assessment, 03/17/14, revealed the faciiy
f - assessed Resident #3 1o have A Brief Menial
. Status (BIMS) score of three {3) which indicated
the resident was seversly cognitively impaired.

Review of Resident #1's medical record revealad |
- the facifity admitted the resident on 04/16/13, with

. diagnoses which included Dementia with

_' Behavior Disorder and Confusion Review of the

Quarterly MDS Assessment dated 03/16/14,
- Teveaied the facility sssessed Resident #1 o
! - have a BIMS score of nine (3} which indicated the

|
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t resident was moderately cognifivaly impaired.

. Review of Resident #1'5 Comprehensive Care
. Plan revealed an iniervention was added on
Q4i28/14 for the resident o be on every fifteen
{15} minute checks. However, review of the
fachity's documantation of the fifteen {(15) minute
: checks for Resident #1. for the period of 04/28/14
: through 08/10/14, reveaied some of the check
sheets were undated and there was inconsistent :
documeniation of the checks, Additionally, : : f
review of the fifleen (15) minute check sheets
revealed no documented avidencs the checks
were completed on several davs between the
dates of 04/28/14 and 05/10/14.

- Continuad review of the Nurse's Note dated
05/10714 at 2:46 PM, revealed it was a “late antry"
Note and at 1:20 PM 2 staff member reporiad f

- Rasident #1 inappropriately touching anrothar

s resident, Residert #2,

. Review of the facility's Fax/incident Repart dated “
05110714, which was sent 10 the State Survey
“Agency, revealed on 05/10/14 at 1.30 PM a staff
- member observed Resident #1 with his/her hand
. between Resident #2's fegs white both were

sitting in the haliway.

S

Interview, on 05/23/14 at 10:15 AM, with the
: Housekeeping Manager {HM} revealaed he
. witnessed Resident #1 rubbing Resident #2's
,croteR” area on 05/10/14. He stated both
| residents were sitfing in their wheelchairs in the
" hallway and Resident #2's eyes were closed. The'
- HM reported Resident #2 opened histhar eyes
when he asked Resident #1 what helshe was

_ doing.

e e b ot
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Interview, on 05/24/14 ar 4:30 PM . with RN #2
revealed on (05/10/14 the HM reported to her

! + Resident #1 was “graping” Resident #2 in the
; "vagina area”. Per interview, she thought
. Resident #1 might have been placed on fifieen
“{15) minutes checks a couple of days before the
Hincident on 05/10/44 with Resident #2, but she

- was not sure.

Further review of Resident #7s record revealed a
“ Nurse's Notes for 05(10/14 at 2:46 PM, (late entry
: for 1:20 PM) which noted "a staff member :
. assigned for one to one monitoring” of ihe
" resident and the Power of Attorniey (POA) and
* Physician were notified. Review of the Nurse's
: Note for 55/10/14 at 6:05 PM reveaied the
: Physician had called with a new order received to |
. send Resident #1 out o the SMENgency room
"(ER) for evaluation and treatment.

i Telephone interview with Resident #1's
. Psychiatrist on 05/23/14 at 4:35 PM, revealed he

did not send the resident out of the facility for the ;

tincident on (4/27/14, because the resident’s

: nieca did not want hinvher sent out of fhe facility.
. The Psychiatrist stated it was "not surprising”

" Resident #1 would "behave sexually
Hinappropriate”. According to the Psychiatrist,

i Resident #1 had a problem with “impulse controf® :

- given his/her history. He stated Resident #1

"cannot be fixed" Continued interview revealed

- he was awars Resident #1 had exhibited verbal

. and "sexually inappropriate behavior”™ at the

facility in the past towards staff and rasidents.
However, he was "unsura" if Residert #1 hadg

i ever been physically sexual towards another

; resident,

t However, intorview with Resident #1's niece and

FORM CMS-2567(02-68) Previsus Versions Obissiate Event 1D 86711

Facilty I 100808

if continuation sheet Page 10 of 102



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: O7/0212014
FORMAPPROVED

OMB NQ. 0638-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
{21} PROVIDER/SUPPLIERICLIA

STATEMENT OF DEFICIENCIES
IDENTIFICATION NUMBER:

AND PLAN OF CORRECTION

1884458

| £42) HULTIPLE CONSTRUCTION

A BULDING

B. WING

(X3

DATE SURVEY

COMPLETED

C
06/06/2014

|

NAME OF PROVIDER OR SUPPLIER

WOODCREST NURSING & REHABILITATION CENYER

STREET ADDRESS, CITY, STATE. 219 CooE

I 3B76 TURKEYFOOT ROAD
| ELSMERE, KY 41018

PROVIDER'S PLAN OF CORRECTION

(K53

|
|

P SUMMARY STATEMENT OF DEFICIENCIES D %
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
DEFICIENGY)
F223
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i Power of Altorney (POA), revealed the facility did
. not “approzch” her about sending the rasident out
of the facility on 04/27/14 after the incident. She

! stated she had hever personaily spoken o the
. Psychiatrist.

intarview with the DON on 5/29/14 at 7:25 PM
i revealed interventions should have heen put in

piace fo protect Resident #2 and Resident #3,
-and to observe how they were coping after the

Cincidents involving Resident #1. The DON stated

- K was her responsibility to ensure all staff was
informed of incidents of abuse. However, staff
interviews revealed this was not done.

interview with the Administrator on 05/29/14 at

7230 PM, revealed he was aware Resident #1's

behaviors had exacerbated and was looking for
¢ placement for the resident efsewhers.

; The facility provided an acceptabie credible AQC

ton 06/05/14 that alleged remaoval of the 1
- effactive 0B/04/14. Raview of the AQC revealed

“ihe facility implementad the foliowing:

+ 1. The Administrator, DON, ADON and SDN were
. educated on 08/30/14 by the Regional Direstor of

* Operations for Preferred Care Partners,

- Management Group on Accidents and
Supervision on residents must be free from
abuse and neglect in order 1o ensure residents’

were protected.

2 The Quslity Assurance {QA) Commitiee

 reviewed ail educational materials and developed |

; & data cellection toof on 05/30/14 o validate

- assessments ang Care Plans were being utilized

' per policy protocol. The tool includes a monitor
: for aggressive resident behaviors. aggressive

s

i
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F 223 Continued From page 11
* behavior coours, interventions implemented will ‘
: be reviewsd for effactiveness and a detenmination |
. if additional interventions are neaded will be
made. The tool was implemented an 08730714

“and is ongaing.

. 3. Resident #3 had 2 weekly skin assessment

. complated on 0503714, and Resident 22 hada
‘weekly skin assessments completed on (5/16/14. |
" All residents were assessed for the potential fo be:
: @ sbuser, assessments were complated by

. 0B/G3/14. The Director of Nursing (DON3, the

- Agsistant Director of Nursing (ADON), the Staff

- Development Nurse ( SON), andior the Registerad |
» Nurse (RN) Supervisor completed the )
. assessments. Information oblained wes used o
“develop and implement appropriste interventions, |
"and the Care Plans were updated initially by the
“DON, ADON or the SDN, and wili be updated

. thereafter by RN Unit Managers and Charge

. Nurses.

+ 4. For any resident o resident allegations, the :
: 8gQressoris to be removed from the situation and
piaced on continuous observation untj) otherwise
" notified by the DON and/or the Administrator.
: CNAs will be notified of the continuous
observation order via the CNA Care Plan and
"Accunurse” (the CNA cemputer documentation
l “system}. Nurses and CNAS were educated on :
- the process by the DON, ADON or SON. with the
I education complsted by 08/03/14. The faciiity's
I * general orientation for new bires was revised 1o
include the education. The facility does not use

. agency staff,

"5, The Administrator and the DON educated the
FADON, 8DN, RN Unit Managers, Shift
Supervisors and Weekend Supervisors on the

i

|
.
N
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use of the Abuse investigation Checklist tacl, with
- the education completed by 08/0314. The

- Administrator and the DON will monftor use of the
checkiist for every abuse investigation. The
facility's generaf otientation for new hires was

- revised o include the education.

8. Licansed nursing staff were educated on
- performing assessments, interventions and
updating the Care Plan, implementation ang use
: of the Care Plan, the components of accurate
and thorough shift reporting, and identitication,
documentation and investigation of incidents and :
"accidents. The education was provided by the |
- DON, ADON and SDN. and completed by
| 06/G3/14. The facility's general orientation for
; new hires was revised to include the education.

7. Al facility staff were educated on Identifying

- and reporting abuse, with & focus on resident to
residen! sexual aggression, and on residant

_fights. The education was provided by the DON,

" ADON and SDN, and was completed by

- G6/03/14. The facility's general arientation for

- hew hires was revised 10 include the education,

8. The Administrator or the DON wiil notify the

: Office of Inspecior General, Adult Protective

- Bervices, the Ombudsman, and local law
“enfoercement of ali sexualiy aggressive behaviors

- as required by law and within specified time fimits.

. 9. Educational records will be maintained and will :

“include signatures of attendance, signatures of

. the education received, and copies of tests

. designed to determine the effectiveness of the :
education initiated on 05/30/14 and compieted by |

L 0B/03/14.

;
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F 223’ Gontinued From page 13
<10, The Administrator is charged (o administer
. the facility in a safe and efficient manner to
assure the safaty of the residents at all imes.

. ADON and SDN, will assure education is
provided and resident care and treatment is
deliversd in accordance with the Care Plan.

: safe from harm.

1. Menitoring and utfiizing the {QA) Commiitee

| data collection tool developed on 05/30/14. is
; ¢one by the DON, ADON, SON. RN Unit

Managers and RN Supervsars. QA meetings to

- The Administrator, in conjunction with the DON,

Continued evaluation, assessmant and Care Plan
updates will be used 1o ensure all residents are

' review the collected data will be held five (5] days |

per week. and as needed. for thirty {30} days,

, then weekly for thirty (30) days, then monthiy or
i as needed thereafter. Any identified concerns wil |

: be correctad immediately.

- The State Agency validated the implementation of

. the facility's AOC as follows:

1. Review of the sducation sign-in sheets
reveated the Administrator, DON. ADON ang

| ' SDN were educated by the Regional Director of

- Operations on 05/30/14, prior fo the

" administrative team conducting education of all
acility staff. Continued review revealed topics

. covered included supervision of

Hincidents/accidents abuse reporting; conducting
i Investigations, and reviewing residents who are ot |

| Nsk er cognitively impaired.

Interview wiih the Adminisirator, on D8/06/14 at

' 130 P, revealed the Regional Director of

- Operaticns performed the education for the BON, _‘:

_ADON, SDN and himself on 08/30/14. The
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© Administrator stated the education was to ensure
- all residents wers frae from abuse and the facility

F 223!

'was administered in @ manner to assist residents

 to achieve their highest physical, mental and
psychosocial well-being.

| i 2. Review of the data collection too developed by

. the QA Commitiee revealed it incitded, but was
"not fimitad to, validation of assessments
completed, use of Care Plans, and a monitor of
- resident hehaviors. In addition, in the case of
‘aggressive behaviors, the too! afiowed for
'review of current interventions for effectivensses
and a determination of e need for additional

" interventions.

| OB/O5/14 at 4:45 PM, revealed the tool was
| developed and implemented on 05430114, and
way beng used as outlined in the AQC ongoing,

. 3. Raview of Resident #3's record revealed a
weekly skin assessment was completed on
0503714, with no documentad evidence of

| physicat injury. Review of Resident #2's recard
‘revealed a weekly skin assessment was

t completed on 05/18/14, with no documentad

: evidence of physical injury.

et et

- Review of the facility's implamentation
- documentation binder for the AOC revealed all
- residents were assessed, care plans were

behaviors, as alleged by the DON, ADON, 5DN
“and RN Suparvisor,

Interview with the DON, an 06/05/14 at 220 =1

reviewed and updated for residents with idantified :

. Interview with the DON and the Adrmiristrator, on :

| revealed she reviewad Resident #3's weekly skin |

' assessment dated 05/03/14. and Resident £2'

FORM CMS-2587(02-6% Previous Versions Obsolete

EventiD $6R7 11

Faciity 1D 100905 if continuation sheet Page 15 of 102



DEPARTMENT QF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/02/2014
FORM APPROVED
QMB NO, 0838-0391

(X3} DATE SURVEY

STATEMENT
AND PLAN OF CORRECTION

X1} PROVIDER/SUFRLIERICLIA

OF DEFICICNCIER
IDENTIFICATION NUMBESR:

A, BLALDING

E {X2) MULTIPLE CONSTRUCTION

COMPLETED

B OWING

{ c
06/06/2014

185445

i MAME OF PROVIDER OR SUPPLIER
{ WOODCREST NURSING & REHABILITATION CENTER

STREET ADURESS, CITY. §TATE, ZIP CODE
3878 TURKEYFOGT ROAL

SUMMARY STATEMENT OF DEFICIENGIES ‘ Al

5
|
ELSMERE, KY 41018 |

FROVDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD: BE

RO
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)
F 223" Continued From page 15 F 223

- weekly skin assessment dated 05/16/14 and

- confirmed the residents had no physical injuries
. documented on those dates. The DON stated ail -
residents in the facilty were assessed, and those

| with behaviors wara monitored for the pofentialto

be an abuser, care planned for the behaviars,

"and any behaviors were documented every shift

In addition. all new admissions were assessed for

~any history of behaviors and care plannad
Faccordingly.

4. Review of the facility’s implemantstion
- documentation binder for the AOC revealed wtaff
 signatures of nurses and CNAs who racalved the 3

aducation on residents on continuous

! supervision, updating and following residents’

b o,

; care plans, use of the Abuse Allegation Checklst §
" and completed posi-lests suceassfully. '

Continued review reveaied alf education wag

: provided on or prior to 06/03/14 as alleged.

. Review of the Abuse Allegation Checklist form

. utilized by the facility revealed it included
‘removing the aggressor resident and placing the
 resident on continuous observation. Review of

the QA Data Collection tool reveaied moritoring
s included whether staff used the Abuse Ailegation
 Checkiist after each incident.

. Review of the ongoing investigation file for the

only rasident to resident incident after

s implernentation of the AQC revesied the Alwse

|
|

| supervisian,

Allegation Checkiist was used, the aggressor

' resident was removed from the situation, and 11
. supervision was initiated and thoroughly
documented on. Review of the CNA

: Worksheet/Care Plan for the resident aggressor

revealed it was updated to reflect the increased

|
|
|
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- Interviews 06/05/14 with CNA#5 at 2:45 A,
CNA#7 al 3:40 PM; and ONA#8 at 3:45 PM,
revealed the CNAs education on residents an
continuous supervision would be in the
"Accunurse” computer system and on the CNA
“Workshee#/Care Plan. The CNAs reported
i receiving education related o providing the one
. o one (1:1) supervision and ensuring they
“documented the continuous supervision.

Interviews 06/05/14 with LEN #4 at 2:30 PM: LPN
#5 at 2:35 PM, RN Supervisor #1 at 315 PM; i
CLPN#7 at 320 PM; LPN #8 at 325 P LPN#5
8t 330 PM; and, LPN #8 &t 3:35 PM, revesied the '
nurses wefe educated on use of the Abuse :
Allegation Checklist, and updating and ensunng
; the CNAs and they foflowed residents’ care plang,

- documentation binder for the AOC revesied

- education sigin-in sheats and post-tests for the

TADON, SON, RN Unit Managers, RN Shift

| Supervisars and Weekend Supervisors who
attended the education provided by the

" Administrator and DON.

* 5. Review of the facility's implementation i : i

Interview with the Administrator and the DON, on -
06/06/14 at 1:30 PM, revaaled they educated the

- ADON, SDN, RN LUnit Managers, RN Shift ;
Supervisors and Weekend Supervisars on the
use of the Abuse nvestigation Checkiist on or
before 06/03/14, The Administrator and DON

- stated they were monitoring for use of the

i Checklist with every abuse investigation. They

, Teported the education had been added to the

- facility's general orientation for new hires.

| Interview with RN Supervisor #4 on 08/05/44 at
Event il $6R711
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: 3115 PM, revealed she had recaived the

; education provided, taok a past-test and was

. knowledgeable about when and how to use the
| Abuse Investigation Checklist,

6. Review of the facility's implementation
" documentation binder for the AQC revealed
; licensed nursing staff received mandatory
education related to performing assessments,
sinterventions and upriating the Care Plan,
implementation of the Care Flar, accurate and
thorough shift reporting, and identification, i
“documentation and investigation of incidents and :

+ accidents. Review of the Sign-in sheets reflected

the nurses' attendance, and their completion of
the post-tasts which cross-maiched with the
signatures. Continued review revealed all
, education was received on or prior to 06/03/14 by i
“the DON, ADON and SDN,

- Interviews on 06108114 with LEN #4 a1 2:30 Pt

LPN #5 at 2:35 PM; LPN #7 at 320 PR, LPN 88

Cat 325 PM; LPN #68 at 3:30 PM, and LPN #0 =t

3135 PM, revealed the nurses confirmed receiving |

 the education on performing assessments, :

Cinterventions and updating the Care Plan,

- implementation of the Care Plan, accurate and
thoroughs shift reporting, and identification,

- documentation and investigation of incidents and

- accidents and had taken the post-test afterwards

Interview with the DON on 08/06/14 at 4.45 BPM,
revealed the education had been provided priorto
- 06/03/14 as per the AQC for all licensed nursing
i staff. The DON stated the education had been
- added to the facility's gereral orientation for rew

‘ hires.

7 Review of the faciiity's implementation

C

8. WING _ 06/06/2014 |
| STREET ADDRESS, CITy, STATE. 2iF FODE i
3878 TURKEYFQOT ROAD |
ELEMERE, KY 41018 |
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- documentation binder for the AQC revealed ail

: Tacility staff had received education on abuse

_which included identifying and reporting ahuse,

‘resident to resident sexual aggression and

- Resident Rights. Continued review of the binder
revealed a master fist of employees, education

+ gign-itt sheets and post-tests which were

: cross-referenced to confirm the education.

- Inferview with the SDN on G8/05/4 at 4:30 P,
revealed she had participated in providing

' education for afl facility staff reiated to abuse and |

: Resident Rights. She stated each Departrment
. Mead had a3 list of ail staff who stil! needed to
} ‘receive the education prior fo returning ta work
*and ensured the education was provided before
l - the employee was afiowed o work,

[ Hnterview with the DON, on 06/06/14 at 4.45 P,
. reveaied the tacility ensured all facility staff
receivad the mandatory education on abuse and
- Resident Rights, as per the AQC, by maintaining

a master list of all staff and checking off names

- as they received the sducation. She stated a fist j

1 - of all staff on vacation or other leave included
their return to work date, and no staff were

| alfowed to be on duty prior to the education being |

. compieted.

- Interviews on 06/05/14 with: Dietary Personne! #1 j

_al 2:00 PM, Dietary Personnel #7 at 2:05 PM;
Maintenance Assistant #1 at 2-15 PM, Social
. Bervices {S3) Assistant #1 at 2118 PN, Laundry

ke

Parscnnel #1 at 2:20 PM: Gecupational Therapist -

HOTY#1 at 223 PM: LPN #4 5t 2:30 PM; LPN #5
2t 2:35 PM; CNA#S 21 2:45 PM RN Supervisor
13t 315 PML LPN #7 at 320 PM; LPN #8 at

(325 PM: LPN #8 at 330 PM; LPN #0 at 3:35 PM; |

CNA#T at 3:40 PM; and, CNA #8 at 3:45 PM
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: reveated they ail had attended the randatory

 inservices related to abuse and Resident Rights.

‘ Those interviewed were able 1o explain their

! responsibilities if abuse were ohserved, reported

; O suspected. Afl interviewees were
cross-checked to the education sign-in sheets

i and post-fests,

' 8. Review of the facility's implementation

¢ documentation binder for the AQC revealed an

; ongeing investigation of 3 resident to resident

altercation, which was not sexual in nature.

i Review of the investigation documentation
revealad all required notifications were made

" timely in accordance with facifity policy and

- federal and state regufations.

; - Interview with the Administrator and the DON, on
; 06/05/14 at 1:30 PM, revealed they would ensure

notification of the State Survey Agency, Adult

| Protective Services, the Ombudsman and jocal
 law enforcement of all sexually aggressive
‘behaviors as indicated in the AOC. However,

| they reported no incidents of sexuaily aggressive ;
behaviors had ocourred since the alleged date of

! compliance, 06/04/14,

9. Review of the facility's impiamentation
s documentation binder for the AOC revealed
- education records included sign-in sheets far ail
s education provided. Continued review revealed
. staff members ware checked off from a master
! list of aif employees in order for the facility to
ensure every stalf member received the
education prior to returning fo work. In addition,

' copies of completed post-tesis were available for |

review and were cross-checked with the sign-in

i sheets. A review of educational offering agendas -

. revealed all fopics included in the AQC were

FORM CMS-2567/02-08) Previows Verslons Obsolaie

Event ID) 8HRY 11

Facility iy 100865 If continiation shest Page 20 of 102



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/02/2014
FORMAFPPROVED
OB NO. 0838-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVICER/SUPPLIERIGLIA

(X2 MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMSLETED

{
jJAND PLAN QF CORRECTION IDENTIFICATION NUMBER; & BULING
' >
185445 | B. o 06/06/2014
j NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. 7IP CODE i
3876 TURKEYFOOT ROAD {
WOODCREST NURSING & REHABILITATION CENTER
} ELSMERE, KY 41018 ;
iXd) o SUMMARY STATEMENT OF DEFICIENCIES 1 FROVIDER'S PLAN OF CORRECTION 15 i
PREFIX ~ (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD 8E , COMPLETION
TAG REGULATORY OR LSC iIDENTIFYING INFORMATION) TAG CRUSS-REFERENCED YO THE APPROPRIATE DATE
DEFIGIENCY
1 3
| i

F 223, Continued From page 20 F 223

. provided, Further review revealed all education
“was completed prior to or on 06/03/14 as alleged,

- interview with the Administrator and the DON on
06/05/14 at 4:45 PM, reveaied al! the edycation
was mandatory with records being maintained.
Interview with the SDIN, on 08/05/14 &t 4:30 P,

: revealed she tracked empioyee attendance via

. the sign-in sheets and the master list. She stated |

“ she tried to make the inservices interesting to

: maintain the leamers' attention, and utilized
post-tests to verify effectiveness of the education,

- 10. Inferview with the Administratar and the DON
on 06/06/14 at 1.30 PM, revealed the ;
 Administrator was responsible for the overall
administration of the facifity. He stated his goal
was 1o ensure every resident was safe and siaff
. werg knowledgeable regarding praviding care
" according to the written Care Plan, He further
: stated he had been closely invoived with the DON
. throughout the development and implementation
of the AOC, including the monitoring of data
. collected as part of the QA process. The ;
“Administrator stated he and the DON ensurad the
Feducation was provided, He indicated the facility
- wouid continue to evaluate, assess and update
residents' Care Plans to ensure aff residents werg
- safe from harm. Both the Administrater and the :
- DON stated every action outfined in the AOC had
. been conducted as alleged. :

SR
e

1. Review of the facility's implementation

. documentation binder for the ADC revesled

‘ residents’ behaviors were documented by staff

. gvery shift. Continued review revealed OA team
. members reviewed the coliected data daily

| Monday through Friday.

e et g
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£ 223 Continued From page 21 _ F 223" Preparation andfor execution of this plan of corveciion
. . a : i does not constitute admission or agreement by the ¢
| interview with the DON revealed she reviewsd af _ provider of ihe truth of the fucts alleged or conclusions

‘ documented behaviors daily Monday thmf}gh I sexforth in the statement of deficiencies. The plan of
* Friday to ensure the Care Plans were revised to 5 © correction is prepared and/or executed solely because:
’ i itis reguived by the provisions of federal and staze fow.

s nclude new interventions as indicated by the
exhibiled behavior. She stated the data is : :

‘coflected by her, the ADON. SDIN. RN Unit _ F225
- Managers and RN Supervisors, with al! behavicrs 1. All residents are at risk for abuse
“reviewed by her. : . due to physical dependency, :
F 2251283, () HE-(00, {eX2) - (4) F225 decreased cognition, and decreasei
S8=4: INVESTIGATE/REPORT maobility, :
 ALLEGATIONSANDIVIDUALS ‘ : 2. Allresidents were evaluated for the
i ‘ potential to abuse upon admission
i The tacility must not employ individuals who have and with significant change in
“been found guilty of abusing, neglecting, or ; behavior by the admitting LPN/RN
mistreating residents by a court of law: or have : and Unit M{mger‘ Information
- had a finding entered into the State nurse aide from the evaiuation determines if
S edeni o Moo o e sl e
‘o i i - : . . .
; and report any knowledge it has of actions bya : ;n;e;vsgﬁ:‘?z;ﬁidtg: gecfﬂsary :
. court of taw against an employee, which would : P o ) © cen e;*] he |
indicate unfitness for service as a nurse aide or : hf%;‘;ﬁ?;: digfg:rt:};}sa;:
i other facility staff to the State nurse aide registry P o Lare fla _
or licensing authorities. : updgted on 7f3;14 mmaliy' by DON, !
; : j Assistant Director of Nursing, Staff
» The facility must ensure that alf alleged violations | ; Development RN and thereafier RN
involving mistreatment, neglect, or abuse, : Unit Managers and Charge Nurse. :
. : 3. An Abuse Investigation Checklist

Lincluding injuties of unknown source and

, Misappropriation of resident property are reported
~immediataly to the administrator of the facliity and !
i fo other officials in accordance with State law '
through established procedures {including to the

' State survey and certification agency).

was developed by QA Committee :

on 5/30/14 to be used when

allegations of abuse occur. Staff
responsible for the use of this !
checklist include the Unit Manager, {

; Supervisor, Administrative RN"s ar

. The facility must have evidence that all alleged : Administrator. Administrator and

 violations are thoroughly investigated. and must | DON educated Assistant Director |

- prevent further polential abuse while the : | :

 investigation Is in progress. i

L
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. The results of all investigations must be reporied

to the administrator or his designated

: representative and to other officials in accordance -

with State law (including to the State survey and
s certification agency) within & working days of the
- incident, and if the alleged violation is verified
“appropriate corrective action must be faken.

: Thizs REQUIREMENT s not met as avidenced
by

the facifity's Fax/incident Reports, investigation,
“and policies, it was determined the facility failed
“to have an effective system in place to ensure
- allegations of resident to resident sexual abuse
“ware investigated thoroughly, and to ensure

[ residents were protected from further abuse. The _'

; faciiity's failure affected two (2) of ten {10
sampled residents {Residents #2 and #3).

f On 04/27114, Resident #3 reperted being fouched ¢

»on the inner thigh under histher ciothes by

- Resident #1. Resident #3 reported the incident
“oceurred on 04/26/14. The facifity initiated their

. investigation of the incident immediately;

- however, their actions did not include a physicat

- assessment of Resident #3 for possible injury,
Although cognitively intact residente on the upit

were interviewed by the facility, non-interviewabie

 fesidents were not assessed for signs of possible
“abuse. In addition, the facility revised Resident

- #1's plan of care to implemented visual chacks of

 the resident every fifteen (15} minutes; however, :

“review of documentation and interviews with staff |

: reveaied the checks were not conducted '
consistently. As a resuit of the faciity's failure to

- monitor Resident #1, other residents wera not

© Based on interview, record review, and review of E

s ¢X5j
PREFIX {EACH CORRECTIVE ACTION SHORLO BE ! CCMPLE!NO&
TAG CROSG-REFERENCED TO THE APPROFPRIATE GATE
DEFICIERNCY]
Pt ;
¢ ailegation of compliance.
F 225.  Preparation and/or execution of' this plan of correction

does not constifute admission or agreement by the
provider of the truth of the jacts alleged or conclusions
set farth in e statement of deficiencies. The plm of -
currection is prepared and/or exeeuted solely because.
itis required By the provisions of federal and state fave.

i

of Nursing, Staff Developrnent RN.
RN Unit Manager, Shift :
Supervisors, and Weekend k
Supervisor as to the purpose of the !
Abuse Investigation Checklist and .
use of this tool with completion by’
73/14. Administrator and DON |
monitor use of checklist with every
abuse investigation as needed.
Licensed Nursing staff to be in-
serviced on components of accurate
and thorough shift reporting, :
Education was conducted by DON,;
Assistant Director of Nursing, and
Saff Development RN witha
completion date of 7/3/14,
Licensed Nursing staff te be in-
serviced on identification, :
documentation, and interventions -
related to ahuse allegations.
Education was completed by DON,
Assistant Director of Nursing, and’
Staff Development RN with a
completion date of 7/3/14, All
staff were in-serviced on abuge,
what it is, and the reporting, with a
focus on resident to resident sexual
aggressiveness. Education will be
conducted by DON, Assistant
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F 228 Continued From page 23 : F 225; Preparation andior execution &f this plan of corvection
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protected from potential abuse. On 05/10/14, a

' staff member observed Residant #1 to have

: his/her hand between Resident #2's legs.
Resident #1 was placed on 1:1 supervision at that
" time, unti! transtferred to the hospital for further

i evaluation. The resident was discharged from

 the facility prior to initiation of the survey, and was |

- not available for observation or intarview. {Refer
o F-223)

- The facility's failure to have an effective system in
; place to ensure allegations of resident 1o resident
sexual abuse were investigated thoroughly, and
Lo ensure residents were protected from further
; abuse was likely to cause risk for serious injury,
harm, impairment or death. Immediate Jeopardy :
“was identified on 05/28/14 and was determined to -
s existon 04/27/14. The facility was nofified of the
Immediale Jeopardy on 05/28/14.

- The faciiity provided an acceptadie credibje

“Allegation of Compliance (AQC) an 06/05/1 4, with

the faciiity alleging removal of the Immediate

; Jeopardy on 08/04/14. The Immediate Jeopardy

-was verified (o be removed on 05/04/14 as

- afleged with remaining non-compliance at 42

- GFR 483 13 Resident Behavior and Facility ;

Practice, F-225 at a 5/8 of a "D” while the faciiity -

i develops and implements the Plan of Carrection
{POC) and the facility's Quality Assurance

' program monitors 1o ensure residents are free

“from abuse.

The findings include:

' Review of the facility's policy, titled "Abuse

| Resident to Resident” {effective October 2012},

: revealed all residents had the right to be free from |
any mentat or physical mistreatment. in response

provider of the truth of the facts alleged or conclusions
set firth in the siatement of deficiencies. The plan af

correction is prepared and/or execiited setely becanse.
it is required by the provisions of federal and state Jaw.

Director of Nursing, and Staff _
Development RN with a completion
date of 7/3/14. AH staff were in-
serviced on Resident Rights.
Education wiil be conducted by
DON, Assistant Director of
Nursing, and Staff Development
RN with a completion date of
7/3/14. No agency in use at the
facility. All new hires wiil be _
educated during general orientation
by the Staff Development RN, QA
Committce members wiil review
minimaily 5 days a week for 30 ;
days or additionally ag necessary |
until 7/21/14, then one time weekly
until 8/21/14 or as needed, then
monthly thereafler or as needed
sooner,

4. Al monitoring findings were
reviewed at monthly QA meeting
for compliance and or the need o
update plan to reach 100% ‘
compliance. QA meetings are held
manthly with the presence of the
Medical Director Quarterly. Next'
meeting with Medical Director will
be held in July. The Quality .
Assurance Committee consists of |
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F 228 FPreparation undior execution af this plan of correction
does not constitute admission pr agreement by the

F 225 Continued From page 24

to a remden; to resqdent aitercation the facs!;iy L provider of the truth of the facs alleged or coneiusions
- was 1o take immediate action to prevent a ; et forth in the statement of deficiencies. The plan of
- reoccurrence of the behavior, Confinued review correction is prepared end/or execuied solely begause
of the policy revealed measures included. byt : it is required by the provisions of federal and state law.
“were not limited to, monitoring of residents at the | '
- NUrses station, one of one (1:1) therapy/activity, ; facility and contracted staff, This
; _ includes Administrator, DON,

and discharge to the hospital for 2 medical
Devajuation if necessary. Further review of the

poiicy revealed it did not address specific
‘measures o ensura & thorough investination was
‘conducied, e.g. conducting physics! assessments -
- of victim residents or other vulnerable ;
non-interviewable residents.

Assistant Director of Nursin g, Staff
Development RN, Social Services |
Director, HR Manager, Activities .
Diirector, Dietary Director, and the.
Maintenance Direcfor. Contracted:
membership inchides the Medical .

| Review of the facility's Fax/ncident Report, dated ' Director. |

: . : . ; . oL
04727114 and faxed to the State Survey Agency, : > Date of Compliance: . e
revedled Resident #3 told a nurse Residen: #1 :

. had "touched" him/her on the leg under his/har , '

"dress” two (2) times and he/she was afraic of | : |
i i Resident #1, Further review of the Repaort

_revealed preventive measures were taken 1o

" keep Resident #1 under watch by staff during the

s investigation.

' Review of Licensed Practicat Nurse (LPN) #3°g

. written statement, included in the faciity's

Vinvestigation, revealed on 04/27/14 at 820 AM,

: she was informed by Registered Nurse (RN} #2

o an allegation by Resident #3 that Resident #1

tred to touch him/her on the leg. LEN #3
documented she notified the Director of Nursing

- {DON}, whe informed her to intarview Residant

| #3, which she did. Continued review revealed

- LPN #3 noted Resident #3 fold her “the big”

| maniwoman “"touched” him/her two (2) times, by

. putling histher hand under Resident #3's clothes,

“and reached "more than halfway sbove” hig/er ;

- knees on the inrer thigh. in addition, Resident #3 ' :
reported he/she was afraid of Resident #1 and f : i

Eveni [y $6M711
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the "last ime” Resident #1 touched himiher was

' on 04/26/14.

Further review of the faciiity's investigation of the
incident reported on 04/27/14, revealed no '

documanted avidence coghitively-impaired

s residents, i.e those resident with 2 BIVIS score of |

- less than eight {8), were quastioned or physically
assessad for signs of possible abuse by the :

; alleged perpetrator, Resident #1. Continued
review revealed Resident #3 was not assessed

- for any evidence of sexual assault or other injury

- after reporting the incident on 04/27/14,

{ Interview with LPN #3 on 05/25/14 at 4°55 P

revealed she was the House Suporvisor on
(0427714, LPN #3 staled a head to toe physical
- assessment was not compieted on Resident 3
- after she learned of the reported incident.

_Interview with Registerad Nurse (RN} #2 an

05/27/14 at 10:00 AM. revealed she was the

. Charge Nurse on 04/27/14 when Resident #3
reparted the incident, She stated she did not

- perform a head to toe skin assessment on
Resident #3 after his/her report because the

‘ resident appeared o be okay.

' Review of Resident #1's Comprehensive Care
Plan reveated an intervention was added on ‘ _ 1

04/26/14 for Resident #1 to be checked by staff ' |

- avery fifteen (15) minutes, !

However, interviews with Cerfified Nursing :
. Assistant (CNAY #1 on 05/23/14 at 2:30 PM: CNA
‘%2 on 05/23/14 at 2:50 PM; CNA %3 o 05/29/14 |
+ 88445 PM; and with CNA #4 on 05/29/14 at 7:15 |
- PM, revealed they were unaware Resident #4 ?
| was placed on every fifteen {15) minute checks,

Evard 07 96R7 11 Facility ID: 100905 if continuation sheet Page 26 of 102
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"1 addition, interviews with PN #2 on D5/29/14

&t 4:00 PM; RN #2, on 058/27/14 at 10:00 AM;

- and, with LPN #3 on 05/25/14 at 4:55 PR all

| revealed they were not aware Resident #1 had
been placed on 15 minute checks

Review of the facility's documentation of the
fifteen (155 minute checks for Resident %1 , for the
- period of 04/28/14 through 05/10/14. revealed '
some of the check sheets weore undated and
. there was inconsistent documentation of the

" checks.

" Interview with the Director of Nursing {DON) on
122114 at 3:00 PM, revealed she was uncertain if :

. 8he had toid the House Supervisor {HS), LeN#3

. fo start fifteen {15} minute checks on Resident #1
on U4/27/14, after the HS called her at home fo

‘repoit the incident Involving Resident #3. She

- also stated she was unceriain whan Resident #1

s was put on the fifteen (15} minute checks. The
DON indicated she did not know why the recorgs |
for the fifteen (15) checks wers so neonsistent

“and not dated. She commented there were

" periods of time when there was no documentation |
of the checks. The DON stated "if it was not :

; documented it was not done”.

‘Review of the facility's Faw/incident Report dated
- 05110114, which was sent to the State Survey f
- Agency revealed on 05/10/14 at 130 PM 5 staH

- member abserved Resident #1 with his/her hand

" between Resident #2's legs while both were

' sitting in the hafiway.

: Interview, on 05/24/14 at 4:30 PM. with RN #2
reveated on 05/10/14 the Hoasakeeping Manager
{HM) reported to har Resident #1 was "groping”

|
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interview with RN #2 on D5/27/14 at 10:00 AM,
revealed she was the Charge Murse on 05/10/14 i

‘whan Resident #1 was observed by the staff

: Member with histher hand between Resident $2's :
legs. She stated she did not perform a head o

: toe skin assessment on Resident #2. She further :

. stated the resident seemed to be okay. -

: Further interview with the DON, or 05/29/14 at

5:35 PM, revealed the nurses on the Units wera

. respansible for ensuring the fifteen (15) minute
. checks were done. She stated the direction for j
“ the checks should have been passed from shift {o

shift during report. Continued interview revealed

“she could not understand how any of the nurses
“eould not have known about the checks,

| Subsequent interview with the DON, on 6/29/14
at 7:25 M, revealed inferventions should have

i been putin place to protect Resident #2 and

. Resident #3, and to obsarve how they were

' coping after the incidents invalving Resident #1,

: The DON revealed head to toe physical

- assessments wers not dore on Resident #2 and

; Resident #3 immediately after the incidents:

“however, she stated they shouid have been

Interview with the Administrater on 05/29/14 at
© 7130 PM, revealed he knew the fifteen {15)
_minute checks wers implemented, but was

: unaware the checks wera not being donre

consistently. Continued interview with the

+ Administrator revealed everything had been done
- to protect the residents.

; The faciilty provided an acceptable credible AQC

- on 06/05/14 that alfeged ramoval of the 1
c effective 06/04/14. Review of the AQC revedled

L
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+ the facility implemented the following:

1. The Administrator, DON, ADCN and SON were :

t educated en 05/30/14 by the Regional Director of
Operations for Preferred Care Partners, ‘
Management Group on Accidents and

- Bupervision on residents must be frse from

. abuse and negiect in order to enswe residents’

“ware profected.

2. The Quality Assurance (QA) Committee
‘reviewed all educational materials and developed
i & data collection tool on 03/30/14 o validate
assegsments and Care Plans were being utilized
per poiicy profocol. The tool includes a monitor
* for aggressive resident behaviors, i aggressive
behavior ocours, interventions implemented wilj

be reviewed for effectiveness and a determiration

- H additional interventions are needed will be
;made. The tool was implemented on 08/30/14

and is ongoing.

. 3. Resident #3 had a weekly skin assessment
completed on 05/03/14, and Resident #2 had a3

1 weekly skin agsessments completed on 05/16/14.
] All residents were assessed for the potential to be

- an abuser, asgessmenis were completed by
- C6/03/14. The Director of Nursing (DON). the
- Assistant Director of Nursing {ADON]), the Staff

: Devealopment Nurse (SDN), and/or the Registerad -

Nurse (RN) Supervisor compieted the
‘ essessments. information obtained was used to

. develop and implement appropriate interventions,

“and the Care Plans were updated nitiafly by the
i DON, ADON or the SON, and wili be updated
. thereafter by RN Unit Managers and Charge

! Nurses,

_E 4. For any resident to resident aflegations the

F 225,

|
|
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I
g

aggressor is to be removad from the sifuation and -
placed on continuols ohservation untl otherwise |
notified by the DON and/or the Administrator
CNAs will be notified of the continuous

cbservation order via the CNA Care Plan and
"Accunurse” {the CNA computer documentation

system). Nurses and CNAs were educated o
: the process by the DON. ADON or SDN, with the

education completed by 06/03/14. The facility's

" general orientation for new hires was revisad to
: Include the education. The facility does not use

. agency staff.

; 5 The Administrator and the DON educatad the
“ADON, SDN, RN Unit Managers, Shift
: Supervisors and Weekend Supervisors on the

use of the Abuse Investigation Checkiist toal, with :

the education completed by 08/03/14. The

| Administrator and the DON will monitor use of the :
- checkiist for every abuse investigation, The :
“facility's general orientation for new hires was

" revised {0 include the sducation.

'8. Licensed nursing slaff were educated an

: performing assessments, interventions and
updating the Care Plan, implementation and use
f of the Care Flan, the components of accurate

and thorough shift reporting, and identification,
decumentation and investigation of noidents and :

‘accidents. The education was provided by the

DON, ADON and SDN, and completsd by

08/03/14. The facility's general orientation for

new hires was revised to inciude the education,

7. Al facility staff were aducated on ldentifying
and reporting abuse, with a focus on resigent to
resident sexual aggression, and on resident

i rights. The education was provided by the DON,
ADON and SDN, and was completed by :

|
|
|

N

|

|
|

i
{
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- DB/03/14. The facility's general orientation for
L new hires was revised to include the education.

'8, The Administrator or the DON will natify the
Office of inspector General, Adult Protective

. Services, the Ombudsman. and iocal law ;
enforcement of ail sexually aggressive behaviors

; 88 required by law and within specified time limits,

! F 225 Continued From page 30

| 8. Educational records will be maintained and will
i Include signatures of attendance, signatures of |
" the education received, and copies of testy
 desigried to determine the effectiveness of the

. education inftiated on 08/30/14 and completed by |

: 0503714,

. 10, The Administrator is charged o sdminister
the facility in a safe and efficient manner to
i assure the safely of the residents af af times,
The Administrator, in conjunction with the DON,
- ADON and SON, will assure education is
. provided and resident care and treztment is
“delivered in accordance with the Care Plan,
- Continued evaiuation, assessrment and Care Plan
updates will be used to ensure all residents are

" safe from harm,

11 Monitoring and utilizing the {(QA) Commitiee

 data coliection tooi developed on 05/30/14, is
done by the DON, ADON, SDN, RN Unit

Managers and RN Supervisors. QA meetings to

review the coilected data will be held five (5) days
per week, and as needed, for thirty (39) days,

. then weekly for thirty (30} days, than monthly or
88 needed thereafter. Any identified concems wil

- be corrected immediately.

et

' The State Agency vafidated the implementation of
- the facllity's AOC as follows: :
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1. Review of the education sign-in sheets
‘revealed the Administrator, DON, ADON and
- SDN were educated by the Regional Director of
Operations on 05/30/14, prior to the
- adiministrative team conducting education of ajl
facilty staff. Continued review reveaied topics
covered included supervision of
s Incidents/accidents; abuse reporting; conducting

. investigations, and reviewing residents who are at |

“ sk or cognitively impaired.

intesview with the Administrator. an 08706114 af
1:30 PM, revealed the Regional Director of

- Operations performed the education for the DON,

ADON, SDN and himself on 05/30/14. The

“ Administrator stated the education was to ensure :

all residents were free from abuse and the facility

was administered in a manner 1o assist residents

‘ to achieve their highest physical, mentat and
- psychosocial wel-being.

[ 2. Review of the data collection tool developed by

the QA Committee revealed it included, but was
not fimited to, validation of assessments

: completed, use of Care Plans, and a monitor of

- resident behaviors, In addition, in the case of

: aggressive behaviors, the tool allowed for a
review of cutrent interventions for effectivenass
and & determination of the need for additiona!

i interventions

_‘ 06/05/14 at 4:45 PM, revealed the too! was
- developed and implemented on 06/30414, and
was being used as outfined in the AQC ongoing.

;' 3. Review of Resident #3's record revealed a
- weekly skin gssessment was completed on

- Interview with the DON and the Administrator, on
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. 05/03/14, with no documented evidence of

“physical injury. Review of Resident #2's record
revealed a weekly skin assessment was

t completed on 05/16/14, with no documented

: evidence of physical injeiry.

| ' Review of the facility's implementation
» documentation binder for the AOC revealed afl
residents were assessed. care plans were

reviewed and updated for residents with identfied

“behaviors, as alieged by the DON, ADON, SDN
cand RN Supervisor,

Interview with the DON, on 06/05/14 at 2-20 PM,

{ revealed she reviewsd Resident #3's weekly skin |

rassessment dated 05/03/14, and Resident #2's
weekly skin assessment dated 05/16/14 and
. confinmed the residents had no physical injuries

“documented on thase dates. The DON stated ail -

; residents in the facility were assessed, and those

- with behaviors were monitored for the potential to :

. be an abuser, care planned for the behaviors,
-and any behaviors were documented every shift.

-In addition, alf new admissions were assassed for

) any history of hehaviors and care plannad
" accordingly.

4. Review of the faciity's implementation
“documentation binder for the AQC revealed siaff

- signatures of nurses and CNAs who received the

; education on residents on continuous
supervision, updating and following residents’

- care plans, use of the Abuse Allegation Checkiist

: @nd compieted post-fests successiully.
; Lontinued review revealed all education was
. provided on or prior o 08/03/14 ag alleged,

: Review of the Abuse Allegation Checklist form
. utilized by the facility revealed it included

S—
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femoving the aggressor resident and placing the

{ resident on continuous abservation, Review of

the QA Data Collection toal revealed monitaring

inciuded whether staff used the Abuse Allegation
i Checklist after each incident.

“Review of the ongoing investigation file for the

i only resident 1o resident incident after

. implemantation of the AGC revealed the Abuse

" Allegation Checklist was used, the agoressar

f resident was removed from the situation, and 191

. supervision was initiated and thoroughly :
‘documented on. Review of the CNA

: Worksheet/Cara Plan for the resident aggressor

revealed it was updated fo reflect the increased
supervision,

interviews 0B/05/14 with CNA #6 at 2:45 PM:
| CNA#7 at 3:40 PM; and CNA #8 at 3.45 PM,
; revealed the CNAs education on residents an

continuous supervision would be in the
“Accunurse” compuler system and on the GNA
Worksheet/Care Plan. The CNAs reported
receiving education related to providing the one
on one {1:1) supervision and ensuring they

*docurnented the confinuous supervision.

Interviews 06/05/14 with LPN #4 at 2:30 PM: LEN

#5 at 2:35 PM; RN Supervisor #1 at 315 PM:
LPN #7 at 320 P LPN #8 at 3:25 PM. LEN #5
at 3:30 PM; and, LPN #9 at 3:35 PM, revesled the

: NUrses were educated on use of the Abuse
“Alegation Checkiist, and updating and ensuring
i the CNAs and they followed residents' care plans.

- 5. Review of the facility's implementation

: documentation binder for the AQC revealed
“education signi-in sheets and post-tests for the
i ADON, SDN, RN Unit Managers, RN Shit

F 225

FORM CMS-2887(02-48) Previcus Versions Obsoigte

Everd i 36R7 11

Facility iy 160905

i continuation sheel Page 34 of 102



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: D7i02/2012
FORMAPPROVED
OME NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGENCIES

XK PROVIDERISUPPLIER/CLIA

(X2} MULTIPLE CONSTRUCTION

{X3) DATE BURVEY
COMPLETED

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING
c ;
l ! 185445 £ WING — | 0e/08/2014 |
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS. CITY, 3T8TE, ZiP CODE ?
3875 TURKEYFOOT ROAD !
WOODCREST NURSING & REHABILITATION CENTER
f ELSMERE, KY 41918
X430 SUMMARY STATEMENT OF DEFICIENCIES i i FROVIDER'S PLAN OF CORRECTION : s
PREFIX (EACH DEFICIENCY MUST g5 PRECEDED BY FULL H PREFIX (EACH CORREGCTIVE ACTION SHOULD 8BE P OCOMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAD CROSS-REFERENCED TO THE APPROPRIATE DR
f DEFICIENTYY
F 225 Continusd From page 34 Fz25,

+ Supervisors and Weekend Supervisors who

- atlended the education provided by the
" Administrator and DON.

Interview with the Administrator and the DON, on

U6/08/14 at 1:30 PM, revealed they educated the -

; ADON, DN, RN Unit Managers, RN Shift

- Supervisors and Weekend Supervisors on the

- use of the Abuse investigation Checkiist on ar
before 06/03/14. The Administrater and DON

slated they were monitoring for use of the
Checklist with every abuse investigation. They
reported the education had been added to the

 facility's general orientation for new hires.

“interview with RN Supervisor #1, on 06/05/14 at

315 PM, revealed she had received the

“education provided, took a post-test and was
_knowledgeable about when and how o use the
- Abuss Investigation Checklist

. 8. Review of the facility's implementation
“documentation binder for the AQC revesiad
Hicensed nursing staff received mandatory
~education refated to performing assessments,
| inferventions and updating the Care Plan,

implementiation of the Care Plan, accurate ang
thorough shift reporting, and identification,

; documentation and investigation of incidents and ;
“accidents, Review of the Sign-in sheets reflected |

i the nurses' attendance, and their compietion of

the post-tests which cross-matched with the

| signatures. Continued review revealad all

education was received on or prior to 06/03/14 by

- the DON, ADON and SDN,

| Interviews on 06/05/14 with LN #4 at 2-30 P
(LPN #5 at 2:35 PM; LPN #7 at 3:20 PN LPN #5

|3t 3:25 PM: LPN #6 at 3:30 PM; and LPN #0 at

|
|
|
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Continued From page 35
3:35 PM, revealed the nurses confirmed receiving

the education on performing assessments,
interventions and updating the Care Plan,
rimplementation of the Care Plan. accurate and
. thorough shift reporting, and identification,

decurmentation and investigation of incidents and !

- accidents and had taken the post-test afterwards. :

Interview with the DON on 08/08/14 at 445 P,

revealed the education had been provided prior to |

| 06/03/14 as per the AOC for all licensed nursing
-stafl. The DON stated the education had been

added to the facility's general orientation for new

. hires,

7. Review of the facility's implementation
t documentation binder for the AQC revesled all

factiity staff had received education on abuse

" which included identifying and reporting abuse,
‘resident fo residant sexual aggression and

: Resident Rights. Continued review of the binder

. fevealed a master fist of employess, education
sign-in sheets and posi-tests which wera

cross-referenced to confinm the education.

Interview with the SDN on 06/05/14 at 430 P

revealed she had parlicipated in providing

education for all facility staff related to abuse and
Resdent Rights. She stated each Department
Head had a list of ali staff who still needed to

“receive the sducation prior to returning to wark
- and ensured the education was provided before
the smployee was allowed o work,

- interview with the DON, on C&/05/14 at 4:45 Pp,
¢ revealed the faciiity ensured ai faciity staff

received the mandatory education on abuse and

- Resident Rights, as per the AQC. by maintaining
" a master bist of all staff ang checking off names

225

R U

e e

i
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as they received the education. She stated & list

. of ali staff on vacation or other leave included

their return to work date, and ho staff were

- allowed to he on duty prior 1o the education being :

compieted.

Interviews on 06/05/14 with: Dietary Personnel #1
. at 2:00 PM, Distary Personnel #2 at 2.05 PM; !
“Maintenance Assistan! #1 at 2-15 PM: Sociaf

Services ($5) Assistant #1 at 218 PM: Laundry
Personnel #1 at 2:20 PM; Occupationat Therapist ;

C(OT)#1 at 2:23 PM: LPN #4 at 2:30 PM: LPN #5
;at 2:35 PM; CHAES at 2:45 PM: RN Supervisor
#1at 318 PM; LPN #7 at 320 PM, LEN 48 at :
T 325 PMELPN #6 5t 330 PMELPN #9 at 335 PM:
- CNA#T at 3:40 PM; and, CNA #8 at 3:45 PM

revealed they all had attended the mandatory

inservices related to abuse and Resident Rights.

: Those interviewed were able to expiain ther
' responsibilities if abuse were observed, reported
corsuspected. All interviewess were

cross-checked to the education sign-in sheets

and post-tests,

8. Review of the facility's implementation

documentation binder for the ADC revealed an

s ongoing investigation of a resident to resident
- altercation, which was not sexual in nature.

Review of the investigation documentation

ravesled all required notifications were made

timely in accordance with facility policy and

' federal and state regulations.

Interview with the Administrator and the DON. on |
- 06/06/14 at 1.30 PM, revealed they would ensure |
- notification of the State Survey Agency, Adult ‘
 Protective Services, the Ombudsman and local

; law enforcement of alf sexvally aggressive
 behaviors as indicated in the AQC. Howsver,
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F 225 Continued From page 37
i they reported no incidents of sexually aggressive

“compiiance, 06/04/14,

et

8. Review of the faciity's implementation

i documentation binder for the AOC revealed
education records included sign-in sheets for )l
education provided. Continued review revealad

 staff members were checked off from a master

fist of all employees in order for the facility to

fensure every staff member received the

- education prior o returning fo work, In addition,

FREFH ' )
TAG CROSE-REFERENCED TO THE APPROPRIATE JATE
BEFICIENGY) :
F 225

 behaviors had accurred since the alleged date of

copies of completed post-tests were avaiable for

- review and were cross-checked with the sigr-in

sheals. Areview of educational offering agendas

‘revealed all topics included in the AQC were
: provided. Further review revesled afl education

: was completed prior to or on 08/03/14 as alleged.

Interview with the Administrater and the DON on
F06/15/14 at 4:45 PM, revealed ail the education
fwas mandatory with records being maintained.

Inferview with the SON, on 06/G5/14 at 4:30 PM,
!revealed she tracked employes attendance via

the sign-in shests and the master list. She stated

she tried to make the inservices interesting to
- maintain the learners' atfention, and utilized

post-tests to verify effectiveness of the ecucation. .

10 Intervisw with the Administrator and tha DON :

on 06/06/14 at 1:30 PM, revealed the

: Administrator was responsible for the overall

~administration of the faciiity. He stated his goat

| was {0 ensure every resident was safe and staff
were knowledgeable regarding providing care

: according to the writlen Care Plan. He further

 stated he had been closely invoved with the DON |

throughout the development and implementation
i of the ADC, inciuding the monitoring of data
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¢ colfected as part of the QA process. The

. Administrator stated he and the DON ensured the

" education was provided. He indicated the facility

 would continue I evaiuate, essess and update
residents’ Care Plans to ensurs alf residents were
safe from harm. Both the Administrator and the i

¢ DON stated every action outlined in the AOC had
been conducted as slleged.

¢ 11, Review of the facility’s implementation

_documentation binder for the AQC revealad

"residents’ behaviers were documented by staff
every shift. Continued review reveated QA team
members reviewed the colfected data daly

- Monday thraugh Friday.

Interview with the DON revesled she reviewsd all
- documented behaviors dally Monday through
 Friday to ensure tha Care Plans were revised to
frofude new interventions as indicated by the
exhibited behavior. She stated the data is
coliected by her, the ADON, 8DN. RN Unit
Managers and RN Supervisors, with all behaviors ¢
reviewed by her.
483.13(c DEVELOP/AMPLMENT

F 226
ABUSEINEGLECT, ETC POLICIES

8G= "

The facility must develop and implement written
volicies and procedures that prohibit

- mistreatrent, neglect, and abuse of residents

" and misappropriation of resident property,

- This REQUIREMENT is not mat as evidenced
by

© Based on interview, record review and review of
- the facility's policies, it was determined the faciity |

F 225,

F228:
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F 226 Centinued From page 39

failed to have an effective sysiem in place to :
“ensure the Tacility's policy and procedures related |
i to abuse were implemented. In addition, tha

. faciiity's policy failed to provide guidance to
“conduct a thorough investigation. This faiiure
“affected two (2) of fen (10) sampled residents
: {Resident #3 and #2),

On 04/27/14, Resident #3 reported being touched !
i ont the inner thigh under his/her clothes by

Resident #1. Resident #3 reperted the incident

"ocourred on 04/26/14. The tacility indiated their

« investigation of the incident immediaiety;

: however, their actions did not inciude a physical

. assessment of Resident #3 for possible injury,

" Although cognitively intact residents on the unit

- were interviewed by the facility, non-interviewabie |
. residents were not assessed for signs of possible |
‘abuse,
LETs plan of care to implemented visual chacks of |
 the resident every fifteen (15) minutes; however,
review of documentation and infervisws with staff |

In addition, the facility revised Resident

revealed the checks were not conductad

; consistently. As a result of the facilty's failure to
- monitor Resident #1, other residents were not

protected from potential abuse. On G5/10114, a

 staff member observed Resident #1 to have
_histher hand between Resident #2's fegs.

" Resident #1 was placed on 111 supervision at that |
- time, until transferred 1o the hospita! for further

, Bvaluation. The resident was discharged from
 the facifity prior to initiation of the survey, and was |
i not available for observation or interview {Refer :
o F-223, F-225 and F.282) '

 The facility's failure 1o have an effective system in |
| place to ensure implementation of Abuse Policies .
- to prevent abuse was fikely to cause risk for

Serious injury, harm, impairment or death.

Faze:

does not constitute admission or agreement by the
prirvider of the truth of the facts alleged or conclusions

Sei forth in the siatement of deficiencies. The plan of
eorreciion is prepared anlor exccuted solely because,
i 1s required by the provisions af federal and stare faw.

F226
L

All residents are at risk for abuse
due to physical dependency,
decreased cognition, and decreased
mebihity,
All residents were evaluated for the
potential to abuse upon admission
and with significant change in
behavior by the admitting LPN/RN
and Unit Manager. Information
from the evalyation determines if -
additional assessment and
interventions would be necessary
for each resident in the center.,
Appropriate interventions will be |
implemented and Care Plang :
updated by 7/3/14 initially by DON,
Assistant Director of Nursing, Staff
Development RN and thereafier RN
Unit Managers and Charge Nurse, |
An Abuse Investigation Checklist |
was developed by QA Committee
on 5/30/14 to be used when ‘
allegations of abuse occur, Facility
abuse policy was updated in May
2014 to include the use of the ‘
Abuse Investigation Checkljst, _
Staff responsible for the use of this
checklist include the Unit Manager,

L.
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F 228 Continued From page 40
immediate Jeopardy (IJ) was idenfified on
1 08/28/14 and determined to exist an 04/27114.
- The facility was notified of the Immadiate
Jeopardy on 05/28/14.

The faciiity provided an accepiable cradible
. Allegation of Compliance {ADC) on 06/06/14 with

the facility alleging removal of the 1J on 06/04/14. {
i The 1J was verified o be removed on 0B/04/14 as |

. aleged, prior to exit from the facility on 06/06114,
“with remaining nen-compliance at 42 CER
483,13, Resident Behavior ang Facility Practice,

. F-226 with & Scope and Severity of "0, while the

facifity develops and implements a Plan of
i Correction, and the faciity's Quality Asstrance
- continues to monitor the Abusa Poficies for

“implementation to ensure residents are free from

Cabuse.
; The findings include:

+ Review of the facility's policy titled, "Abuse:

- Reswdent fo Resident”, effactive October 2012,

* fevealed Immediate action was to be taken in

Lincidents of resident to resident altercations o

- prevent reoccurrence of altercations. Mondtoring

- of residents af the nurse's station, 1:1

. therapy/activity and discharge to the hospital for

- medical evaluation were some maasures staff

" ould use o keep aggressive residents
separated. Further review of the policy revealed
an investigation was to be completed and

t documentation was to include interventions

. Placed to prevent reoccurrence’s. Further review

" of the policy revealed it did not address specific

- measures o ensure a thorough investigation was

- conducted, e.g. conducting physical assessments |

- of victim residents or other vuinerable i
nen-interviewable residents.

does wot constitute adwtisyion or agreement by the

provider of the iruth of the facts alieged or conclusions
sat forth i the statement of deficiencies. The planof
correction is prepared and/or executed solely because
[t Is required by the provisions of federal and state lavw,

Supervisor, Administrative RN’s or
Administrator. Administrator and |
DON educated the Assistant
Director of Nursing, Staff
Development RN, RN Unit
Manager, Shift Supervisors, and
Weekend Supervisor as to the :
purpose of the Abuse Investigation
Checklist and use of this tool with -
cotnpletion by 7/3/14, :
Adrministrator and DON monitor
use of checklist with every abuse
investigation as needed. Licensed :
Nursing staff to be in-serviced on
components of accurate and
thorough shift reporting,
Education was conducted by DON,
Assistant Director of Nursing, and’
Staff Development RN with a
completion date of 7/3/14,
Licensed Nursing seaff to be in-
serviced on identification,
documentation, and interventions ;
related to abuse allegations.
Education was completed by DON,

Assistant Director of Nursing, and; ﬂ

Staff Development RN with g

completion date of 7/3/14, Al )

staff will be in-serviced on zbuse, |
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' Review of the facility's Incident Report Form

- dated 04/27/14, revealed the facility reported

: Resident #1 touched Resident #3 on the thigh
under his/her clothes on 04/26/14. Continued
review revealed Resident #3 expressed he/she

“was afraid of Resident #1.

; Review of the facility's investigation of the incident

. reported on 04/27/14, revealed na documented

 evidence cognitively-impaired residents ig. those |

resident with a BIMS score of less than eight (8},

(were interviswed or assessed for signs of

- possible abuse by the alleged perpetrator,
Resident #1. Continued review revealad

- Resident #3 was not assessed for infury on

: O4/27114 after the incident was reported.

Interview with LPN #3 on 05/25/14 at 4:55 Pum,
“who was the House Supervisor on 04127114, ang |
fon GB/27714 3t 10:00 AM with Registered Nurse
({RN j #2, who was the Charge Nurse, revealed

. neither nurse conducted a head 1o toe physical

- assessment on Resident #2 to determina if the
 resident had sustained any injury. RN #2 stated

: the resident appeared to be oKay.

- Review of the facility's five (5) Day Follow-up
¢ Report dated 05/01/14, for the 04727114 incident,
J Tevealed Resident #1 was 10 remain "under close :
’ . watch by staff during the investigation”,

" However, review of the medical tecord for

. Resident #1 revealed no documented evidence ;

Resident #1 remained under close watch of staff \
as indicated in the investigation: was monitored at

: the nurse's station; or provided 1:1 !

therapy/activity as indicated per faciiity policy.

F 228"

allegation of compliance. )
Preporation and/or execution af this plan of correction
does not constitute admission or agrecment by the
provider of the truth of the facts alleged or conclusions
sex forth in the statement of deficiencies. The plan of
correction is prepared andior evecured sefely because
itis required by the provisions of federal and state igw,

what it is, and the reporting, with a:
focus on resident to resident sexual
aggressiveness. Education will be |
conducted by DON, Assistant ‘
Director of Nursing, and Staff _
Development RN with a completion
date of 7/3/14. All staff was in-
serviced on Resident Rights.
Education will be conducted by
DON, Assistant Director of
Nursing, and Staff Development
RN with a completion date of
/3/14. No agency in use at the
facility. All new hires will be
educated during peneral orientation
by the Staff Development RN, QA
Committee members will review
minimally 5 days a week for 30
days or additionally as necessary |
until 721714, then one time weekly
until 8/21/14 or as needed, then
monthly thereafter or as needed
sooner,

4. All monitoring findings were :
revicwed at monthly QA Ineeting
tor compliance and or the peed 1o
update plan to reach 100%
compliance. (YA meetings are held
monthly with the presence of the ;

X8}
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|
|
|
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* Review of Resident #1's Comprehensive Care

i Plan revesaled on 04/28/14, an ntervention for
Resident #1 to be monitored every fiffsen {15)
minute checks was added,

However, review of the documentstion of the
| fifteen (15) minute checks for Resident £1
between 04/28/14 and 05/10/14, revesied some
- checks with no dates and inconsistent
s documentation. Further review of the fifteen {15) |
minute check documentation revealed no checks 5
- were documented on several days during that '
; time frame.

- interview on 04/27/14 at 10:00 AM, with BN #2,
revealed she did not think Resident #1 was put

" on every fifteen (15) minute checks after the

vincldent. RN #2 stated staff kept "an eye on®
Resident #1; however, indicated she did net

Limplement special moaitoring of the resident on
04/27114 per the facility's policy.

nterviews with Certified Nursing Assistant {CNA)Y |

#2 on 05/23/14 &t 2:50 PM: with CNA £3 an

05729114 at 4:45 PM; and, with ONA #4 on .
05/28/14 at 715 PM revealed they had been told .

{ by other CNAS o “keep an eye on” Resident #1;

, however, they were not aware of when Resident

“#1 was placed on every fifteen | 18) minute

checks,

- Review of the facilty's Incident Report Form
_ dated O5/10/14, revealed Resident #1 was
: observed with hisfher hand between Residant

i #2'5 legs by a sta¥ person.

| Interview, on 05/24/14 at 4:30 PM, with RN #2
- revealed on 06/10/14 the staff reported to her
. Resident #1 was "groping" Resident #2 in the

provider of the trath of the facts aileged or conclusions
set farth in the stgtement of deficiencies. The plar of
correction is prepared and/or executed solely because
itis required by the provisions of, federal and state daw.,

5.

Medical Director Quarterly. Next
meeting with Medical Director will
be held n July. The Quality .
Agsurance Committee consists of
facility and coniracted staff. Thig :
includes Administrator, DON, X
Assistant Director of Nursing, Staff
Development RN, Social Services
Director, HR Manager, Activities |
Director, Dietary Direcior, and the
Maintenance Direstor. Contracted
membership includes the Medical
Birector. Monitoring of the use of.
the checklist will be completed by’
the DON and/or Administrator
threughout the investigation and
reporting abuse cycle. Information
reviewed will include
documentation, care plan use, and |
any additional interventions put in,
place related to the abuse allegation
and will be completed by the DON
with each investigation. :
Date of Compliance:

N4
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C“vaging area”.  Perinterview, RN #2 did not
assess Resident #2 for injury because the
; resident appeared {0 be okay.
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I

Interview with the Director of Nursing (DON) on
; 522114 at 3:00 PM, revealed sha did not know

“why the fifteen (15) minute cheek documentation

- was undated, inconsistent or why theres was no
. documentation of the checks for sevaral days.,

' Additional in‘erview with the DON, on 05/25/14 at ;

1 835 PM, revealed the Abuse Policy was not
followed as a result of nat ensuring the

“documenting of the fifteen minutes checks, which

was an intervention placed to prevent
reqoourrence’s, In addition, the DON revealed

and Resident #3 should have heen complsted
. immediately after the incidents; however, staff

* failed to do so.

" on 08/05/14 that gileged removal of the L
i effective 06/04/14. Review of the AGC revealed

_ the facility implemenied the following:

1. The Administrator, DON, ADON and SDN wera
educated on 05/30/14 by the Regional Director of

t Operations for Preferred Care Partners,
Management Group on Accidents and

' Supervision on residents must be free from

- abuse and neglect in order to ensure residents’

_weie protected.

2. The Quiallty Assurance (QA) Commities
- reviewed all educational materials and deveio
' 3 data collection tool on 05/30/14 to validata

- per policy protocol. The tool includes a maonitor
; for aggressive resident behaviors. If aggressive

ped !

' head to toe physical assessments on Residert £ :

The facility provided an acceptable credible AOC

- assessments and Care Plans were being ufilized

It cortinuation shest Pace 44 of 102
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'~ behavior ocours, interventions implementad will

: be raviewed for effectivensss and a determination
if additional inferventions are needed will be

“made. The too! was implemented on 08730714

and is ongoing.

3. Resident #3 had a weekly skin assessment

i completed on 05/03/14, and Resident #2 had a :

, weekly skiny assessments compieted on 05/96/14.

* Al residents were gassessod for the potential to be

fanh abuser, assessments were completed by

. 06/03/14. The Director of Nursing (DON), the
Assistant Director of Nursing {ADON), the Staff
Development Nurse (SDIN), and/or the Registered ;
Murse (RN) Supervisor completed the ‘
assessments. Information obtained was used to
deveiop and implement appropriate interventions, |
and the Care Plans were updated inttially by the

" DON, ADON or the SDN, and will be updated

« thereafter by RN Unit Managers and Charge

 Nurses,

C 4. For any resident fo resident allagations, the

. BUQressor is to be removed from the sifuation and )
placed on continuous observation until otherwise

- notified by the DON and/or the Administrator,

- CNAs will be notified of the continuous

- Observation order via the CNA Care Plan ang

; "Accunurse” {the CNA complier documentation
systern). Nurses and CNAs were aducated an .
the process by the DON, ADON or SDN, with the |

_edication completed by 06/03/14. The facility's

- general orientation for new hires was revised io
inciude the education. The facility does not use

~agency staff.

. 5. The Administrator and the DON educated the
FADON, SDN, RN Unit Managers, Shift
' Supervisors and Weekend Supervisors on the

If continuation sheet Pags 45 of 102
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- use of the Abuse Investigation Checklist tocl, with :
- the education completed by 08/03/14. The '
Administrator and the DON will monitor use of the |
- checklist for every abuse investigation. Tha i
, facility's general oriertation for new hires was
revised to include the education,

6. Licensed nursing staff were educated on

performing assessments, interventions and

» updating the Care Plan, implementation and use
of the Care Plan, the components of accurate

- and thorough shift reporting, and identification,

- documentation end investigation of incidents and
accidents. The education was provided by the

- DON, ADON and SBN. and compieted by
06/03/14. The facility's general arientation for
new hires was revised to include the education,

7. All facilty staff were educated on identifying
s and reporting abuse, with a focus on resident to
- resident sexual aggression, and on resident
‘rights. The education was provided by the DON,
 ADON and SDN, and was completed by
. 08/03/14. The facility's general orientation for
“new hires was revised to inciude the education.

8. The Adminisirator or the DON will notiy the
+ Office of Inspector Genaral, Adult Protective
Services, the Ombudsman, and local law

"include signatures of atigndance, signatures of
- the education received, and copies of tests
designed fo determine the effectivenass of the

' education initiated on 05/30/14 and completad hy

| 06/03/14,

- enforcement of all sexually aggressive hehaviers
as required by law and within specified time fmits,

i 9. Educational records will be maintained and will

]
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10. The Administrator is charged to administer
the faciiity in a safe and efficient manner to
- assure the safety of the residents atf all times,
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The Administrator, in conjunction with the DON,
i ADON and SDN, will assure education is
provided and resident care and treatment is
" delivered in accordance with the Care Plan,

Continued evaiuation, assessmeant and Care Plan |

vpdates will be used to ensure all residents are
* sate from harm.

11, Monitoring and utilizing the (QA) Committes

‘ data collection tog! developed on 05/30/14, is
dong by the DON, ADON, SDN, BN Unit
Managers and RN Supervisors. DA meetings to

i raview the coflected data will be Feld five (5) days

. ber week, and as needed, for thirty (30} days,

 then weekly for thirty (30) days, then monthly cr

- as needed thereafter. Any identified concerns will j

be corrected immediately.

. The State Agency validated the implementation of :

the facllity's AT as follows:

1. Review of the education sign-in sheets

: revealed the Administrator, DON, ADON and
SDN were educated by the Regional Diractor of
Operations on 05/30/14, prior to the
administrative team conducting education of al

“facility staff. Continusd review revealed topics

: cavered included supervision of

incidents/accidents; abuse reporling, conducting

- investigations, and reviewing residents who are at -

tisk or cognitively impaired.

Interview with the Administrator. on 06/06/14 at
1,30 PM, revealed the Regional Director of

. Gperations performed the education for the DGN, ?

ADON, SDN and himself on 05/30/14. The

|
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’ F 226 Contirued From page 47
- Administrator stated the education was to ensure
! all residents were free from abuse and the facility
. was administered in a manner t0 assist residents :
! 1o achieve their highest physical, menta! and '
/ - psychosocial well-being.

* 2. Review of the data callection tool deveioped by

- the QA Committee revealed it included, but was
not imited to, validation of sssessments

' completed, use of Care Plans, and a monifor of

. resident behaviors. in addition, in the case of

aggressive behaviors, the tool aliowed for a

Fraview of current inferventions for effectivenass
and a determination of the need for additiona!

" imterventions.

Interview with the DON and the Administrator, an
: 0B/05/14 at 4:45 PM, revealed the too! was
. developed and impiemented o 05/20/14, and
" was being used 35 oullined in the AQC onguing.

. 3. Review of Resident #3's record revealad a

- weekly skin assessment was completed on

; 06/03/14, with ne documented evidence of

“physical injury. Review of Resident #2's record
revealed a weekly skin assessmant was

_completad on 05/16/14, with no documented

evidence of physical injury.

Review of the facility’s implementation
documentation binder for the AQC revealed alf
residents were assessed, cara plans were :
reviewed and updated for residents with identified |
. behaviors, as alleged by the DON. ADCN SDN

“and RN Supervisor.

Interview with the DON, on 08/05/14 at 2:20 PM,
revealed she reviewed Resident #3's weekly skin
. assessment dated 05/03/14, and Resident #2's

F 226"
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weekly skin assessment dated 05/16/14 and
confirmed the residents had no physical injuries
documented on those dates. The DON stated alt
- residents in the faciiity were assessed, and those
- with behaviors were monitored for the potential to
. be an abuser, care planned for the behaviors, :
. and any behaviors were documented evary shifl,
In addition, all new admissions were assessed for
any history of behaviors and care planned
" accordingly.

/ F 226 ; Continved From page 48

N

4. Review of the facility's implementation ;
i documentation binder for the AOC revealed gtaff
signatures of nurses and CNAs who received the
; education on residents on continuous ‘
. sipervision, Updaling and folliowing residents’
_ care plans, use of the Abuse Allegation Checkiist ;
Cand compieted postests successfuily. )
" Continued review revealed al education was
" provided on or privr to 06/05/14 as aflegad,

- Review of the Abuse Allegatior Checklist form
uthized by the facility revealed it inciuded

, removing the aggressor resident and placing the
resident on continusus observation Review of
the QA Data Collection toal reveated monitoring

included whether staff used the Abuse Allegation
Checkiist after each incident,

Review of the ongoing investigation file for the
. only resident to resident incident after
impiementation of the AOC revealed the Abuse
Alfegation Checidist was used, the aggressor :
' resident was removed from the situation, and 11 -
T supervision was hitisted and thoroughly
- documented on. Review of the ONA :
Worksheet/Care Plan for the resident aggressor : :
; revealed it was updated to reflact the incressed ; :
- supervision, : [
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Interviews 08/05/14 with CNA #6 at 2 45 P
 CNAH#T at 3.40 PM; and CNA#8 at 3:45 PM,
j revealed the CNAs education on residents on
- continuous supervision would be in the
“Accunurse” computer system and on the CNA
“Worksheet/Care Plan. The CNAs reparted
: receiving education relatad to providirig the one
| onone (1:1) supervision and ensuring they
" documented the continuous supetvision,

Interviews 08/05/14 with LPN #4 at 230 PM; LPN
CH#5 at 2:35 PM, RN Supervisor #1 at 3:15 PM- :
. LPN #7 at 3:20 P LPN#8 at 3:25 PM: LPN #8
Cat 330 PM; and, LPN #9 at 335 PM, revealed the |
: nurses were gducated on use of the Abuse
Allegation Checkiist, and updating and ensuring
- the CNAs and they followed residents' care plans.

’ 5. Review of the facifity's implementation
- documentatien binder for the AQC revealed
education sign-in sheets and post-tests for the
FADON, SON, RN Unit Managers, RN Ship
- Supervisors and Weekend Supervisors who
aftended the education provided by the
; Administrator and DON.

e e e
e e

- Interview with the Administrater and the DON, on
. 06/06/14 at 1:30 PM, revealed thay educated the
' ADON. 5DN, RN Unit Managers, RN Shift
f . Supervisors and Weekend Supervisors on the
‘ “use of the Abuse investigation Checkiist, on or
|  before 06/03/14. The Administrator and DON
i stated they were monitoring for use of the
- Checkiist with every abuse investigation. They
reponied the education had been added to the
“facility's general orientation for new hires,

Interview with RN Supervisor #1. an 06/05/14 at

o
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
F 228
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318 PM, revealed she had received the
education provided, took a post-test and was
- knowledgeable about when and how 1o yse the
. Abuse Investigation Checkiist,

1 6. Review of the facility's impiementation
documeantation bindar for the AQC revealed
tcensed nursing staff received mandatory

. education related to performing assessments,

. intarventions and updating the Care Plan,

" impfementation of the Care Plan, accurate and

“ thorough shift reporting, and identification,

documentation and investigation of incidents and

accidents. Review of the Sigr-in sheets reflected

‘the nurses’ attendance, and their completion of

. the post-tests which cross-matched with the
signatures. Continuad raview revealed all

F 226,

education was received on or prior t 06/03/14 by

- the DON, ADON and SON.

Linterviews on 05/05/14 with LPN #4 g 2:30 PM:
 LPN #5 at 2:35 PM: LPN #7 at 3:20 PM: LPN #8
at 3:128 PRY LPN #6 at 5:30 PM: and LEN #9 at

- 3:35 PM, revealed the nurses confirmed recsiving ;

. the education on perfarming assessments,

" interventions and updating the Care Plan,

t implementation of the Care Flan, accurate and
- thorough shift reporting, and identification,

documentation and investigation of incidents and :
s accidents and had laken the post-test afterwards, :

Interview with the DON on 06/06/14 at 445 PHA,

reveaied the education had baen provided prior to,

. 08/03/14 as per the AOC for all licensed nursing
staff. The DON stated the education had been
- added to the facility's general orientation for new

. hires,

:: 7. Review of the facility's implemaentation

L
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F 226 Cantinuad From page 51
i decumentation binder for the AQC revealed ail
facility staff had received education on abuse
s which included identifying and reperting abuse,
; resident to resident sexual aggrassion ang
_ Resident Rights. Continued review of the hinder
: revealed a master list of empioyess, education
sign-in sheets and post-tasts which were
- cross-referenced to confirm the education,

H
Interview with the SDN on 08/05/14 at 4-30 PM,
revealed she had participated in providing

‘Resident Rights. She stated each Departmant

| Head had a list of ail staff who still needed to
receive the education prior to returning fo work

“and ensured the education was provided before

, the employes was affowad to work.

tHnterview with the DON, on 08/05/14 at 4-45 M,
: revealed the facility ensured alf facility staff
"received the mandatory education on abuse and
- Resident Rights, as per the AOC, by maintaining
_a master fist of all staff and checking off names

- as they receivad the education. She stated a list
: of ail staff on vacation or other lzave included
“their return to weork date, and no staf were

- completed.

Interviews on 06/05/14 with: Dietary Personnel #1
al 2:00 PM, Dietary Personne! #2 at 2.05 PM:

: Maintenance Assistant #1 at 2:15 PM; Social

Services (SS) Assistant #1 at 2:18 PM: Laundry

L(OT) #1 at 223 PM: LPN #4 at 2:30 PM: LN #5
at 2:35 PN CNA#5 at 2:45 PM: RN Supervisor
P #1at 3:15 PM; LPN #7 at 3:20 PM: LPN #8 at

- CNAWT at 3:40 PM: and, CNA#8 at 3:45 PM

s education for all faciiity staff related to sbuse and 3

; affiowed to be on duty prior to the education being

. Personnal #1 at 2:20 PM; Oceugational Therapist

- 325 PM; LPN #6 at 3:30 PM; LPN #9 at 3.35 PM: ;
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