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i Preparation and/or execution of the
F 000 | INITIAL COMMENTS F 000 pa .

! i | response and plan of correction do not

: . . constitute admission of agreement by the

i The following common abbreviations are used ! ,l & Y

{ throughout this document: ; . provider of the truth of the facts alleged

i ‘ ° or conclusions set forth in the statement |

APS-Adult Protective Service . of deficiencies. The plan of correction is !

CNA-Certified Nurse Aide i * prepared and/or executed solely because

! gg::géﬁ:ﬁ;&&gg?g the provisions of federal and state law

' require it.

“Less commonly used abbreviations will be : A

annolated in each deficiency. ' |

F 225 | 483.13(c)( 1 )ii)-{iii}, (c}2) - (4) ; F 225!
55=D: INVESTIGATE/REPORT § F-225

i ALLEGATIONSANDIVIDUALS .

Corrective Action

The facility must not employ individuals who have - _

' been found guilty of abusing, neglecting, or Resident #1°s alleged incident from

mistrealing residents by a court of law; or hgwe . December 2013 was immediately

had a finding entered into the State nurse aide . tigatod

registry concerning abuse, neglect, mistreatment . Ivestigated. ;

of residents or misappropriation of their property, : :

land report any knowledge it has of actions bya | ' i

s court of faw against an employee, which would o {

¢ indicate unfitness for service as a nurse aide or | Identification of Others

i other facilily staff to the State nurse aide registry ; ‘

i ot licensing authorities. The Social Services Director/Designee will

’ » o ‘ conduct a facility-wide survey to determine |

(The fgcmty must ensure that all alleged violations | " if residents have experienced, or have ‘

| involving mistreatment, neglect, or abuse, ' imessed b @ loct '

lincluding injuries of unknown source and witnessed, any abuse and/or negiect. ,

' misappropriation of resident property are reporied ) . ) . e

| immedialely to Ihe administrator of the facility and | The Social Services Director/ Del31gne_e will

I to other officials in accordance with State faw i conduct random bi-monthly resident

through established procedures (including lo the interviews for 3 months to confirm residents

State survey and certification agency). are not being treated in an abusive and/or

The facility musl have evidence that ail alleged neglectful manner. !

I violations are thoroughly investigated, and must |
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:DQW ®) Cooncr ROMWSTINYG, DS Y Qamﬁm@

Any deficiency statement ending wilth an asterisk {*) denotes a deficiency which the institulicn may be excused from correcting providing it is delermined that

olher safeguards provide sufficient protection to the patients. (See instructions.} Excepl lor nursing homes, the findings stated above are disclosapte 90 days

following the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days loltowing the date these documenls are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to conlinued
rogram participation.
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F 225| Continued From page 1 F 225, lf
prevent further potential abuse while the ! l ‘
investigation is in progress. : |
The results of all investigations must be reported | Systemic Changes
to the administrator or his designated L . _

 representative and to other officials in accordance The Administrator/Designee will contact the
with State law (including to the Stale survey and State Survey Agency and all other agencies
%i"itétﬁt"): c?%‘iac}‘)lr"’“hig 5 \»\[fotr_king daY§f 'oLthe ! as required by law and/or rule within 24-
i , a e alleged violation is verifie hours of bei . . !
! appropriate corrective action must be taken of being notified of an allegation of
abuse and/or neglect. !
: £
E The Staff Development .
: This REQUIREMENT is not met as evidenced | Coordinator/Designee will conduct :
bg: 4§ on review of facility investigati ' education with facility staff addressing the
. Based on review of facility investigations, iy :
_medical record review, staff interview, POA recogmtu?n of abuée and/or neglect, and the 1
. interview, ARS staff interview, and policy and protocol for reporting such events. 1
procedure review, the facility failed to ensure * of
' 3 allegations of resident abuse (for resident #1} The Staff Development
| was reported as required and was investigated in Coordinator/Designee will conduct
a timely manner. The findings were: education with facility staff addressing the '
) . . reporti i X i
Review of the minutes from a meeting held on ”p n':lg requirements regarding an :
12/27/13 between the administrator, DON, allegation of abuse and/or negloct. ]
| resident #1 and hisfher family member, revealed ! . . ) . ) :
the resident made an allegation of physical abuse I'he Social Services Director/Designee will
stating a staff member "pinched" him/her and ! conduct quarterly resident interviews '
3?50 Silamgwde?tq hisi}t:er 1eg§ a%ai:'llst tfzie ba;)hrioom L addressing the experience of, or witnessing
oor. In addition, the resident alleged verba to. abuse and/ i
abuse by a staff member saying s/he was calied o .or neglect. Res_u lts Of_these o
2 iar " Interview with the resident's POA on interviews will be addressed immediately if |
117114 af 11:35 AM verified the resident made necessary, and brought to the monthly i
 these allegations. Interview with the APS staff #1 QA& A meeting for discussion and !
| on 117714 at 11:30 AM aiso verified the recommendations.
allegations of physical and verbal abuse were : }
made. Further interview with the APS staff i
. member revealed she had discussed this :
| allegation with the administrator, unit manager |
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#1, and DON on 1/15/14 at 11 AM. The following

- concerns were identified:

a. Review of facility documents showed the
facllity failed to report the allegation of abuse to
the state survey agency as required. Additionally,
the facility failed to thoroughly investigate the
allegation In regard to the pinching, stamming the

- legs against the bathroom wall, and verbal abuse

as evidenced by failure to interview afi of the
partles involved; specifically CNA#1. interview
with the administrator on 1/17/14 at 12:15 PM

 verified the allegation was not reported to the
: slate survey agency because he believed it was

i
|
I
i
i

not a case of abuse and therefore reporting to the ,

state survey agency was not required.

b. Review of the facility policy titled, “Abuse
and Neglect Prohibition, last revised 6/13,
showed the following instructions: Investigation:
1. The facility will conduct an investigation of any

"alleged abuse/neglect... 2. The facility will report

such allegations to the state, in accordance with

: state regulation. 3. The facility will report all

investigation findings to the state in accordance
with state regulations "

!

i
[
Monitoring

The Administrator /Designee will bring the
results of the resident interviews to the
monthly QA&A Committee for 3 months for
feview and recommendations.

Date of compliance is March 3, 2014,
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