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F 000 | INITIAL COMMENTS F Q00 “Preparation and execution
of this response and plan of
Gorrection Dste;_1-/9- (3 — correction does not constitute
' an admission of agresment
investigation of a facility self reported incident by the provider of the truth
#69079- and mandatory #88215-M resulted in of the facts alleged or

the following deficiency. conclusion set forth in

statement of deficiencies.
The plan of correction is
prepared and/or executed
solely because it is required
by the provisions of Federal
and State Law. For

See Code of Federal Regulations (42CFR)
Part 483, Subpart B-C.

F 2231 483.12(a}(1) FREE FROM F223
55=p0 | ABUSE/INVOLUNTARY SECLUSION

483.12 R

The resident has the right fo be free from abuse, the purposes of any allegation

neglect, misappropriation of resident property, that the facility is not in

and exploitation as defined in this subpart. This substantial compliance

includes but is not fimited to freedom from with Federal requirements

corporal punishment, inveluntary seclusion and of participation, this response

any physical or chemical restraint not reguired to and plan of correction

treat the resident's symptoms, constitutes the facility’s
allegation of compliance in

483.12(a) The facility must- accordance with Section 7305

(a){1) Not use verbal, mental, sexual, or physical of the State Operations

abuse, corporal punishment, or involuntary Manual,

seclusion;

This REQUIREMENT is not met as evidanced All issues will be resolved

by: By 7/19/2017

Based on ohservatlon of video recording, clinical
record review, staff interviews and facility policy
review, the facility failed to ensure 1 of 4 residents
was free from abuse. The facility identified a
census of 81 residents.

Findings include:

A Minimum Data Set (MDS) assessmant form
dated 4/25M7 indicated Resident #2 had
ci}aﬁ?oses that included non-Alzheimet's

LABORATOR%OR Fﬂoyﬁ PPLIER REPRESENTATIVE'S SIGNATURE THLE {X6) DATE
7/ Adpiistratsr _ o7/b/007

Any def??&fsiatement ending with arvasterisk {*) denotes a deficlency which fhe institution may bs excused from carrecting providing it is determined lat

cther safgJuards provide sulficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
follawin the date of survey whelhar ar not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosale (4
days following the date these documents are made available to the facility. If deficlencies ara ciled, an approved plan of correcion is requisite {o continued
program parficipation,
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F 223 | Continued From page 1 Foz3f F223
dementia, anxiety, depression, restlessness and . i .
agitation . The assessment indicated the resident Resident #2 was provided with
usually made self understood and had the ability immediate saféty.
to understand others. Resident #2 scored 5 out of
15 on the Brief Interview for Mental Status (BIMS) This has the potential to affect
cognitive assessment, which revealed cognitive _ all residents.
impairments, The assessment revealed “other”
behavior symptoms 1 o 3 days a week not Staff A complete his/her annual
directed towards others {e.g...pacing, rummaging Abuse/neglect training on 3/22/17.
etc) and as up independently in hisfher room, Staff A was also educated on -
required supervision of 1 staff when ambulating in abuse and facility P&P on 5/13/17
the corridor and with no falls. by Director of Nursing, Staff A

was compliant with dependent
adult abuse and neglect per state
requirement. Staff A was
immediately removed from the
resident and placed on suspension
per facility P&P on 5/13/17 by

A Care Plan included the following focus areas
and interventlons as dated:

a. The rasident had impaired cognitive function
related to {rit)dementia and depression evidenced
by {efb) confusion, asked repetitive questions,
wandered, exit seeking and af risk for lsaving.

Resident #2 had kissed another male resident Direotor of Nursing.

and other residents on the cheek, Resident #2 - ) ]

had placed histher hand around another Facility Director of Nursing and
resident's wrist and had tried to scratch and bite Social worker immediately

staff, (initiated 2/2/16). Hducated Special Care Unit staff
The care plan directed staff to discuss concerns members on Good Samaritan Society’s
about confusion, disease process and Special abuse and neglect policy and
Care Unit {SCU) placement with the procedures Education was also
resident/family. Resident#2 used a wanderguard provided on s/s of self-stress and
and resided in the SCU unit. A slgn had been burnout along with tips and
posted outside his/her room and bathroom to interventions to prevent. The
help orientate him/her to new surreundings. Per education was complete on
family the resident had a nurturing disposition 5/16/17.

(initiated 2/2/18).

The care plan informed staff that the resident
understood consistent, simple and direct
sentences {initiated 2/2/16).

Resident #2 care plan revealed he/she was at
¥isk for falls due to dementia, anxiety, depressive
disorder, hypertension, a history of urinary tract
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infections (UTH) and a history of pain to the right
shoulder with increased confusion, poor memary
and a decreased safety awarenass {initiated
1/18/16).

The care plan identified the resident ambulated
around inside and outside of hisfher room
{initiated 1/19/16).

QObservation on 6/6/17 at 10:58 a.m. of a video
recording from 5/13/17 revealed an altercation
betwaen the resident and Staff A, Certified
Nursing Assistant {CNA) in the doocrway of a
resident's room in the SCU. The video showed
what appeared as Staff A's gloved hand pushed
Resident #2 away from the doer entrance which
resuited in Resident #2 stumbling backwards and
losing his/her footing. The video shows Resident
#2 taking several steps backwards and to the
side almost falling before restoring hisfher
balance.

During an interview 7/17/17 at 11:32 am,, StaffA
indlcated Staff B, CNA took another resident into
the restroom and noticed hefshe had heen
incontinent and became combative with cares so
Staff B called for assistance, Staff A grabbed
blue gloves from the counter and entered the
raom where Staff B tolleted the other resident
who had been screaming and the bathroom door
had been part way shut. Staff A stood in the
bathroom docrway as Resident #2 attempted to
open the door to the bathroom as hafshe
screamed and wanted to know what had been
happening. At that point the other resident had
also tried to exit the bathroom and yelted help
me, help me, get me out of here. Resident #2
then poked his/her head through the bathroom
door as the other resident said get him/her out of

Random audits of facility staff
members on facility abuse and
Negleet P&P will be completed,
Audits will be assigned by QAP]
and conducted weekly x 2 weeks,
bi-weekly x1, then monthly x1 by
designated staff, Findings will

be brought to the QAP committee.
QAPT committee will review
Findings and determine to continye
or discontinue the audit.
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here. Resident #2 stated, | needed fo help
him/her as hefshe got closer to the other resident,
almost face ta face as Resident #2 screamed
what had been happening, is the other resident
OK. At one point Resident #2 used the deor to
hit Staff A as hefshe grabbed the staff member's
wrista, The staff member put her hands up beside
her face with her palms out to show the resident -
they were not going to do anything. Staff A tried to
get the other resident ta back up and redirected
Resident #2 and used her body to back the
resident up and tried to shut the room door as a
means to push Resident #2 out of the room as
the resident grabbed both of the door knebs o
the room door, The resident let go of the inside
door knob and Staff A pried the resident's hand
off of the outside door knob as the resident used
histher head as a means o push the door to get
into the room. At one point the staif member
stated she had been able to get the room door
shut however the resident opened it right back
up. The staff member told the resident you do not
want to come in here agaln as she put her hands
up with her palms out. The staff member said
she did not think she pushed Resident #2
however the resident took a step back. The staff
member then observed the resident look at
someane as she shut the room deor and the
resident backed up against the wall.

During an interview 7/17/17 at 12:37 p.m., Stafi 8
confirmed she took another resident to the
restroom who became agitated and verbal so she
called for the assistance of another staff member.
During the process Resident #2 came into the
bathroom but had been redirected by the staff
member and that encounter had been the only
time the 2 residents observed each other.

Staff A arrived and again redirected Resident #2
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from the area at which time the resident became.
agitated, Staff B stated the other resident had
been on the toilet during the entire situation and
never attempted to get up and/for ouf of the
bathroom. There had been one time Staff 8
looked up as Staff A stocd in the doorway of the
bathraom with the door half shut however the
resldent and Staff A never yelled at one another.

During an Interview 7/6/17 at 2:40 p.m., Staff C,
CNA/Certified Medication Aide {CMA) indicated
an 5/13/17 before she passed her 4:30 p.m.
medications Staff A came out of the SCU unit and
asked for assistance. When Staff C entered the
SCU unit she observed Staff A who stood in the
doorway of the 2nd room on the left hand side of
the hall and wore a pair of blue gloves as
Resident #2 stood in the enfryway of the room.
Staff A tried to keep the resident out of the room
as the resident had been concerned about the
other resident in the room because that resident
had been yelling in the bathroom. The staff
member heard Staff A say you need 1o leave, this
is someone else's room. Through the
conversation between Staff A and the resident
Staff G could hear the tone of Staff A's voloe turn
angry as the tone increased and her face became
red. Staff C then went and tried to redirect the
resident but he/she would not leave. Staff G could
not recall why but she must have walked away or
it happened when she waiked fo the room
however she observed Staff A's hand made
contact with the resident's upper torso area as
she pushed the resident back. The resident
stubble sideways and backwards as hefshe
continuad to yell. Staff C stated her mouth then
dropped as Staff D, Licensed Practical Nurse
{LPN) walked Into the SCU unit and walked down
to the room. Staff A then told Staff D the resident
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had been being terrible at which time Staff D
redirected the resident and Staff C walked up the
halt together. As they walked Staff C noticed the
resident's arms had been red and the resident
cried bacause he/she had been pushed. The
resident and Staff A remained separated.

During an interview 7/6/17 at 1210 p.m,, Staff D
confirmed on 5/13/17 at around 4 p.m. she had
been walking up haflway 400 (outside of the SCU)
and when she arrived at the lounge/dining area
she heard screaming in the SCU unit. The staff
member opened the door and observed Resident
#2 flying backwards and almost fall as Staff C
said it's not good and something needed to have
been done. Staff D observed Staff A's arm with a
gloved hand had pushed the resldent. Staff D
immediately went down the room and observad
Staff A in the doorway wearing blue gloves sa she
asked her what had baen going on as Resident
#2 said she had been hurting him/her, and she
shoved him/her and hurt him/her. Staff A said she
had not pushed the resident rather she put her
hands up to stop the resident (as she gestured
her hands straight up and palms out). Staff D
took the resident to the living room area and
calmed the resident. The staff member then
removed Staff A from the unit as an Investigation
was started.

A Progress Note dated 5/13/17 at 5:10 p.m.
documented the following:

Vital signs obtained and recorded. A full body
inspection had been complated with no outward
signs of injury noted. The resldent had full range
of motion and had been able to demonstrate this
an verbal request from the nurse. The resident
denied pain when asked but rubbed histher right
buttock and stated you know this area here at

F 223
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times bothers me. The resident smited during the
assessment and had been very cheerful during
the conversation. The resident then went to the
dining are in the SCU and assisted to set tables
and had been very pleasant with the other
rasidents in the SCUJ,

Review of the facilities policy on Abuse Definitions
revised 11/16 Included the following definitions:

a. Wiliful meant the individuaf must have acted
deliberately, not that the individual must have
intended fo inflict injury or harm.

b. Physical Abuse included hitting, slapping,
pinching, kicking and ete. It also included
controlling behavior thraugh corparal punishment.
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