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$5=J | ABUSE/INVOLUNTARY SECLUSION enter acknowiedges receipt 0 ‘
_ the statement of deficiencies and
The resident_has the right to be free from verbal, proposes this plan of Correction to
sgxugi. physical, and mental abuse, corporal the extent that the summary of
The facility must not use verbal, mental, sexual, in order to maintain Compliance |
of physical abuse, corporal punishment, or with appficable rules and ‘
involuntary seclusion. provislons of quality of care of :
residents. The Plan of Correctionis
This REQUIREMENT is not met as evidenced subritted as a weitten allegation
by: . of compliance. Cumberiand :
Based on resident interview, staff interviews and Nursing and Rehabilltation
r?eo;d r;awe_\'tv. the facllity failed to prevent one (1} Center's response to the i
g one ( ) Samp[ed. l:eSIderlt from be‘ing abused statement of defictencles ‘
y astaff. The facility also failed to intervene !
whille witnessing 1 of 1 resident being abused. does not denote agreement ‘;
The resident accused a staff member (NA #1) of with the statement of
shoving, pulling hands and legs, wiping the deficienclesnor does it :
bottdm roughly and removing the catheter. { constitutean admission that t
(Resident # 93)
any deficlency Isaccurate. {
Immediate Jeopardy began on 10/30/20t1 and further Cumberland Nursing ‘;
.| was identified on 11/20/2011 at 12:36 PM. and Rehabilitatfon Center |
!In;?gegate Jeopardy was removed on reserves theright to :
a credible gllegation of compliance. The facility !
will remain out of compliance at a scope and on ths statement through 3
severity level of D (no actual harm with potential informal dispute resolution, |
for more than minimal harm that is not immediate Formal appeal procedure and or
jeopardy) the facility was in the process of full any other administrative legal
;rrégbe?entatlon and monitoring their corrective proceedings.
Findings include:
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE . 6) DATE
Lanclico brown ~balolvo— A 7 A ot LR A (212

Any deficiency statement ending with an aslerisk (“) de i : '
_ . sl notes a deficlency which the institution may be excused from correcting providing it is determined that
?gﬁh:;q :s“afe:g uac{d;s pr?vlde sufficlent protection fo the patients. (See instructions.) Except for nursing nontes, the findings stated above are disclos able 80 days
g the date of suvey whether or not a plan of correction is provided. For nursing homes, ihe above findings-and plans of correction are disclosable 14

days foliowing the dale these documents are made avai ili tenci i ion i ist i
progeam participation. available {o the facility. If deficiencies are cited, an approved plan of cormrection is requisite to continued

£o - 99} Provi :
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F 223 { Continued From page 1 F 223 F223‘ "
Resident #93 was admitted to the facility on
12/3/09 with diagnoses of Multiple Sclerosis Redirected in-service
(MS), Chronie Pain-Syndrome, Spasm of Tralning covertng
Muscles, Hypertension, Retention of Urine and Resident Rights and
Dysphagia: The current quartery Minimum Data &
Set (MDS) dated 10/12/2011 documented the Abuse Prevention
resident had no short or long term memory Conducetd by South
problems and had no hehavioral problems for the Eastern Reglonal Mental
fast 3 months. The MDS also documented the Health Developmental
resident was completely dependent on staff for isabllit d Substance
ail her Activities of Daily Living (ADLs). Disabllities and Substance
S Abuse Authority’s Geriatric
During the interview on 11/14/2011 at 10:00 AM, Speciality Team mandatory
Reslident #93 stated that Nurse Assistant (NA) #1 for all staff. :
was rough with her about 2 weeks ago after 1.
requésting to be changed. Resident #93 reported _ i '
she tumed her cali light on at around 10:30 PM Resident #93 assessed and
needing to be changed as a resuit of a bowel interviewed upon _
movement She reported that she overheard NA notification of her
#1 teling Nurse # 1 that she was getting ready to concern, 11-15-11 i
leave so Resident # 93 would have to walt for |
the next shift (11:00 PM - 7:00 PM) fo change interviewed ?
her. Nurse #1 who works the second shift (3:00 Resldent was Intervie ‘
PM-11:00 PM) told NA # 1 that she still had time by the Soclal Worker on |
to change her { Resident #93) because it was not 11-15-11. g
11:00 PM yet. Resident #93 stated NA # 1 came ;
to herroom after talking to Nurse #1. The -
residént furiher reported NA #1 “shoved" her, Resident rentervewed |
pulled her lags and hands. The restdent also by the Social Worker
| stated NA#t was rough when wiping her bottom on 11-16-11.
and caused the catheter to come out. Resident
493 further stated she was very upset about NA
#1's behavior, she reported , the incident fo
Nurse #2 who was also a night shift nurse ( 1100
PM-7:00 PM). The resident added Nurse # 2
reinserted the catheter.
During a telephone interview with Nurse #2 on
FORM CHS-2567(02-49) Previous Verslons Obsolete Event [D:NJRO11 Facility 1D: 953074 {f continuation sheet Page 2 of 34
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F 223 | Continued From page 2 F223 o

11/15/2011 at 9:30 AM, she stated she came to
work two weeks ago-at 10:40 PM. {t was about
10:45 PM when she rioticed Resident #93's call
light was on. She found out the resident needed
to be changed as reported by NA #1. Nurse #2
further reported NA #1 was ready to leave after
working her 3:00 PM- 11: 00 PM shift. She
(NA#1) was asked by Nurse # 1 who was also at
the nurses' station to go and assist Resident #93.
NA #1 was upset when she was told by Nurse #1
that she (NA #1) still had time to change
Resident #93. Nurse #2 further reported that,
from her location at the nurses * station which is
approximately 12 feet from this resident ' s room,
she heard Resident #93 caliing for assistance
hallering “Nursel Nurse!" as soon as NA #1 had
left the room, Nurse #2 stated she wentto
Resident #93' s room to find out what she
needed. Resident#93 reported to her that NA #1
was rough when wiping her bottom and had
caused the catheter to come out. Resident

#93 also reportéd that NA#1 “shoved" her,
pulled-her hands and legs. Nurse #2 further
stated she looked at the resident's bottom to see
whether the catheter had come outand she.
discovered:-that it had come out with the balloon
still inflated. She reinserted a new catheter back
into Reslident#93. She (Nurse #2) added she
reportéd the incident to the Assistant Director of
Nursing (ADON) the next morning. '

During the interview on 11/15/2011 at 4:00 PM,
Nurse #1 reported that NA #1 was known to have
a bad attitude and there had been a lot of
complains about NA#1. Nurse # 1 reported that
the night of. 11/6/2011, she was getting ready to
leave after working the second shift (3: 00 PM-
11:00 PM). NA #1 came to her reporting that she

on. 11-15-11 by the
Director of Nursing.

NA #1, and NAK2

terminated from
employment after

urine screens obtalned |
on 11-15-11 by Director of -
Nursing.

NA #1 with allegation of
physical abuse feported
by the fadillty to the ;
Fayetteville Police I
Department on 11-15-11
by Facllity Administrator.

5 day report completed and
NA#1, and NAH#2 were
terminated from
employment on 11-18-11
by Director of Nursing.

Administrator/Director of
Nursing re-in serviced on
reporting abuse neglect
and prevention of abuse
neglect. 11-18-11 by
Regional Vice President
of Operations
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. Re-training of Department
F 223 | Continued From page 3 . F 2231 Heads on Abuse/Neglect-
did not have the time to change Resident #93 prevention and reporting,
hecause the resident asked to be changed when Elder justice Act, and

it was almost towards the end of the shift.
Nurseitt reported that she told NA #1 that It was
only 10:50 PM; she still had plenty of time to
change the resident. Nurse #1 further reported
NA#1 slammed the nursing station door as she
went to Resident #93's room.

During & follow up interview with Resident #93
on 11/15/2011 at 5: 25 PM, she stated thaton
the night of the incident, NA#1 was working with
NA# 2 .Resident # 93 stated that she turned on
her call light at about 10:30 PM, and it was
answered at about 10:50 PM. Resident stated
that NA# 2 came to her room and made a
statement that “why did you wait unfil it was time
for the second shift staff to leave to put on your
call light?" The resident added NA #2 made a
statement that she (Resident #93) would have to
wait for the next (third) shift to come in to change
her, Resident # 93 added NA #2 went and told
NA#1 that she (Resident #93) needed to be
changed. NA #1 went to Nurse # 1 who was the
night shift (3: 00 PM- 11:00 PM) fo complain that
she (Resident #93) needed to be changed but it
was almost end of the shift. Nurse #1 told NA# 1
that it was not 11: 00 PM yet, and that she could
stiil change her (Resident # 93). Resident # 93
stated that NA #1 came into the room with NA# 2.
She (Resident # 93) added NA#1 shoved her
over by pulling and pushing her legs, and was
wiping her bottom really rough as if she was
scrubbing the floor. Resident # 93 stated she was
yelling in pain "Ouch! Quch! Queh!* The

tesident further stated NA #1 was chewing on a
straw and did not say anything. She( Resident #
g3)added “i felt disgusted, my feelings were

Resident Concerin Process on
. 11-18-11 by Facility Administrator.

Re-training of Administrative
Nurses- Abuse/Neglect-

prevention and reporting process.
11-18-11 by Facility Administrator.

2™ re-training of Administrative
Nurses- AbusefNeglect-

prevention and reporting

process. Elder Justice Act,
Resident Concern Process,

24/5 reporting process

and to Inciude new forms on
11-18-11 hy Facllity Administrator.

Retraining of afl staff on Abuse/Neglect- .
prevention and reporting process.

(to include Nurses, Nurse's Aldes,
Housekeeping, Dietary,

Administrative Staff, Maintenance,

and Contracted Services) on

11-22-11 by Administrator,

Director of Nurses, and Staff
Development Coordinator.
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F 223 Continued From page 4

hurt. My pain was worse. | was not crying, 1 was
saying Quch! Quch! To et them know they were
hurting me. My catheter came out The resident
reported that when Nurse # 2 came in on the
14:00 PM-7: 00 PM shift, she found her upset
and also found that the catheter had come out.
Nurse # 2 reinserted a new catheter, The
resident also added she would never affow NA #1
and NA

#2 to change her or give her any kind of care
after theé incldent.

During the interview with NA #1 on 11/15/2011 at
5:40 PM, she reported she went to change the
resident on the night of 10/30/2011 and she clid
not say anything to the resident. NA# 1added
she just changed the resident and left the room.

During a follow up interview on 11/16/2011 at
10:30 AM, Nurse #2 reported that NA#1 came in
about 10:45 PM and stated to her and Nurse # 1
that Resident #93 wanted to be changed. Nurse
#1 looked at her watch and stated to NA #1 that
“it was not 11: 00 PM, go and change Resident
#93" NA #1 went to Resident # 93's room and
after she (NA # 1) left the resident's room,
Resldent #93 called her (Nurse # 2) and stated
that she did not want NA # 1 to touch her agaln;
NA #1 was very rough with her by shoving her
over. Resident # 93 further stated to Nurse #2
that NA#1 was rough when wiping her bottom
and caused the catheter to come out. When she
(Nurse # 2) looked under the resident ‘s botlom;
it was frue that the catheter was out. Nurse #2
stated that she was able o reinsert the resident’
s catheter back,

During the interview with NA #2 on 11/16/2011 at

interviewable residents were

F223|  interviewed for potential

resident concerns related to

potential abuse on 11-16-11 for

that resident and other

interviewable residents on

that hall by Social Worker.
Actlvities Director assisted

with completion of interviews

on 11-19-11,

Administrator/Director of
Nursing Services
re-in serviced on Reporting Abuse
& Neglect, Preventing Abuse &
Neglect, Tratning all facility on
Reporting Abuse Neglect, and
Prevention of abuse and Neglecton
11-18-11 by Reglonal Vice
President of Operations.
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F 993 . Re-training of Department
(1:3 [(]Jt(l)n;«:nd F:;om pagzrte Z that sh isted NA#1 E23) Heads on Abuse/Neglct
: , she reported that she assiste
to change Resident# 93, She added she did not preventlon and reporting,
recall Resident # 93 being upset. Elder Justice Act, Resident
) Concern Pracesson 11-18-11
The administrator was notified of the immediate by Administrator.
jeopardy on 11/30/2011 at 9:16 AM. The facility
provided an allegation of compliance on .
11/30/2011 at 6:56 PM. The allegation of Re-tralning of Administrative
‘ prevention and reporting process.—
onil-18-11 by Administrator.
Whiat corrective action will be accomplished for
hose resi by t i
:)rgi;ce?ldenls affected by the deficient 2nd re-tralning of Administrative
) . Nurses- Abuse/Neglect-
Resident #93 asseéssed and interviewed upon prevention and reporting process
notification of her concern. 11-15-11 Elder Justice Act, Resident
Resident was interview by the Soclal Worker on ' i
4145-11. Concern Frocess, 24/5 .
Resident re-nterviewed by the Social Worker on reporting process and to %
11-16-11. include new forms on 11-18-11 i
24 hour report initiated. 11-16-11 by the Director by Administrator. |
of Nursing. :
NA#1, and NA#2 were suspended from ‘
employment after urine screens obtained. All new hires will be in-serviced,
11-15-11 by Diréctor of Nursing. during orlentatlon, on abuse/neglect
NA# with allegation of physical abuse reported and reporting by Staff ;
by the facility fo the Fayetteville Police Development Coordinator or
Department. 11-15-11 by Facility Administrator. desienee
5 day reportcompleted and NA#1, and NA#2 signee.
were terminated from employment. 11-18-11 by
Director of Nursing.
Administrater/Director of Nursing re-in serviced
on reporting abuse neglect and prevention of
abuse neglect. 11-18-11 by Reglonal Vice
| President of Operations -
‘Re-trainting of Department Heads on
Abuse/Neglect- prevention and reporting, Elder
FORM CHS-2667(02:99) Previois Verslons Obsolote Event 1D:NJR911 Facility [D: 953074 If continuation sheet Page 6 of 34
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. Interviewable residents were
F 223 Continued From page 6 F 223

Justice Act, and Resident Concern Process.
11-18-11 by Facliity Administrator.
Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
11-18-11 by Facility Administrator.
2nd re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
Elder Justice Act, Resident Concern Process,
2416 reporting process and to Include new forms.
11-18-11 by Facllity Administrator.
Retralning of all staff on
Abus_e(NegIeCt—prevention and reparting process.
{to include Nurses, Nurse ' s Aides,
Housekeeping, Dietary, Administrative Staff,
Maintenance, and Confracted Services) 11-22-11
by Adriinistrator, Director of Nurses, and Staff
Development Coordinator.
Interviewable residents were interviewed for
potential resident concerns related to potential
ahuse. 11-16+11 for that resident and other
inferviewable residents on that hall by Soclal
Worker, Activities Director assisted with
completion of interviews on 11-19-11.

What corrective action will be accomplished for
those residents having potential to be affected by
the same deficient practice?

Administrator/Director of Nursing Services re-in
serviced on Reporting Abuse & Neglect,
Preventing Abuse & Neglect, Training all facllity
on Reporting Abuse Neglect, and Prevention of
abuse and Neglect. 11-18-11 by Regional Vice
President of Operations.

Re-training of Department Heads on
Abuse/Neglect- prevention and reporting. Elder
Justice Act, Resident Concern Process. 11-

18-11 by Administrator.

interviewed for potentlal resident
concerns- 11-16-11 for that
resident and other interviewable
residents on that hall an 11-19-11
all other residents in facility by
Social Worker & Actlvities Director.

Retraining of all staff on Abuse/
Neglect —~ prevention and reporting
process. (to include Nurses,
Nurse's Aides, Housekeeping,
and Dletary. Adminlstrative Staff,
Malntenance, and Contracted °
Services) on 11-22-11 by
Administrator, Director of
Nursing Services, and Staff
Development Coordinator.

Monitor non-Interviewable
restdents for changes that
would deviate from thelr '
normal behavior ; ( done by
using resident census-walking ‘
rounds too!) by Social Worker
 and Actlvities Director.

et
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F 223 | Continued From page 7 E 223 Admmistr—ator/!)lrec-tor of‘
Nursing Services re-inserviced

‘Re-training of Administrative Nurses-

Abuse/Neglect-prevention and reporting process.

11-18-11 by Administrator.

2nd re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process
Elder Justice Act, Resident Concern Process,
2415 reporting process and to include new forms.
14-18-11 by-Administrator.

All new hires will be in-serviced, during
orientation, on abuse/neglect and reporting by
Staff Development Coordinator or designes.
Interviewable residerits were interviewed for
potential resident concerns- 11-16-11 for that
resident and other interviewable residents on that
hall. On 11-19-11 all other residents in facility by
Soclal WorKer & Activities Director.

Rettalning of all staff on Abuse/Neglect -
prevention and reporting process. (to include
Nurses, Nurse ' s Aides, Housekeeping, and
Dietary. Administrative Staff, Maintenance, and
Contractéd. Services) 11-22-11 by Adminisirator,
Director of Nursing Services, and Staff
Development Coordinator.

Monitor non-interviewable residents for changes
that would deviate from their normal behavior ; (
done by using resident census-walking rounds
tod!) by Social Worker and Activities Director.

What measures will be put into ptace or systemic
changes will be made to ensure that the deficient
practice will not occur:

Administrator/Director of Nursing Services
re-ingerviced on Reporting Abuse & Neglect,
Preventing Abuse & Neglect, Training all facitity &
on Reporting Abuse Neglect, and Prevention of

abuse and Neglect. 11-18-11 by Regional Vice

on Reporting Abuse & Neglect,
Preventing Abuse & Neglect,
Tralning all facility & on Reporting
Abuse Neglect, and Prevention
of abuse and Neglect on
11-18-11 by Reglonal Vice
Prasident of Operations,

Re-training of Department Heads
on Abuse/Neglect- prevention

and reporting, Elder Justice Act,
Restdent Concern Process an
11-18-11 by Factlity Administrator.

1

Re-training of Administrative

Nurses- Abuse/Neglect-prevention
and reporting process.

11-18-11 by Facility Administrator,
2™ re-tralning of Administrative
Nurses- Abuse/Neglect-prevention
and reporting process. Elder Justice ‘
Act, Resident Concern Process,

24/5 reporting process to include
new forms, 11-18-11 by Facility
Administeator.

Department Head Meeting
Agenda will inciude the
administrator asking the
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President of Opetations.
Re-training of Department Heads on
Abuse/Neglect- prevention and reporting, Elder
Justice Act,
Resident Concern Process. 11-18-11 by Facility
Administratar.
Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
11-18-11 by Facility Administrator.
2nd re-training of Administrative Nurses-
AbuselNeglect-prevention and reporting process.
Elder Justice Act, Resident Concern Process,
24/5 reporting process to include new forms.
11-18-11 by Facllity Administrator.
Départment Head Méeting Agenda will include
the administrator asking the department heads: "
Has anyone made you aware of any repotts of
abuselneglect?
All new hires wili be in-serviced, during
orientation, on abuse/neglect and reporting by
Staff Development Coordinator or designee hy
Staff Development Coordinator or Designee.
Al staff, including new hires, will be in-setviced
on recogriizing “ Burn Out" and signs of
aggression, seeking assistance, and reporting to
supervisor any co-workers who may he showing
sians of " Burn Out " by Staff Development
Coordinator or designee.
Re-Tralning on AbusefNeglect- prevention and
reporting process. (to Include Nurses, Nurse ‘s
Aides, Housekeeping, Dietary, Administrative
Staff, Maintenance, and Contracted Services)
11-22-11 by Administrator, Director of Nursing
Services, and Staff Development Coordinator)
Resldent Care Audits will be done by
Administeative Nurses to observe preservation
of resident dignity, and absence of care giver
burh out, abuse and neglect. (To include gl three

made you aware of any reports
of abuse/neglect?”

All new hires will be in-serviced,

and reporting by Staff
Development Coordinator
or designee by Staff
Developrent Coordinator
or Designee.

All staff, Including new hires,

to supervisor any co-warkers
who may be showing signs of

Coordinator or designee.

Re-Training on Abuse/ Neglect-

Housekeeping, Dietary,
Administrative Staff,
Malntenance, and
Contracted Services)
on 11-22-11 by Administrator,

during orlentation, on abusefneglect

will be in-serviced on recognizing
“gurn Out” and signs of aggression,
seeking assistance, and reporting

«“gurn Out” by Staff Development

prevention and reporting process.
{to include Nurses, Nuyse's Aldes,

e e
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Director of Nursing Services,
F 223 | Continued From page 9 F 223

shifts, Nurse and Nurse Aides)-3 per week on
each shift x4 weeks- then weekly x3 months- and
reviewed 4t the Quarterly Ql meeting.

Monitor non-interviewable residents for changes
that would deviate from their normal behavior;
{done by using resident census-walking rounds
tool) by Administrative Nursing staff or designee.

Monitoring: -

Réa-Inservice on Abuse/Neglect prevention.
100% of staff in all departments(to include all 3
shifts Nurses, Nurse Aides, Housekeeping,
Dietary, Maintenance, and Contract Employees)
by Designated Administrative Staff. Will be done
every two weeks x3, then monthly x3, then
quarterly by Administrative Nursing Staff or
designee.

Resident interviews for potential concerns weekly
%4 weeks then monthly x3, then quarterly by
Soclal Worker or designee. Results wil be
reviewed at the Quarterly Ql Meeting .

Random staff interviews ( 6 staff members)
weekly x4 weeks, then monthly x3, then
quarterly. Interviews will cover questions relating
to racognition and reporting of ahusefneglect and
« Burn Out * by Administrative Nursing Staff or
designee. Results will be reviewed at the
Quarterly QI Meeting.

Daily monitoring of staff to observe for signs of
burn-out/aggression utilizing a QI toel.(wilt
inciude all three shifts, Nurses, Nurse ' s Aldes,
Dietary, Housekeeping, Administrative Staff,
Maintenance, and Confract Employees) by
Administraiive Nursing staff and or designee.
Resident Care Audits will be done by
Administrative Nurses to observe the
preservation of resident dignity, and absence of

and Staff Development Coordinator)
Resident Care Audits will be done by

Administrative Nurses to observe
preservation of resident dignity,
and absence of care giver burn
out, abuse and neglect. {To
include all three shifts,
Nurse and Nurse Aides)-
3 per week on each shift x4
weeks- then weekly X3 months-
and reviewed at the Quarterly
Qi meeting.

Monltor non-interviewabie

_ restdents for changes that

\ould deviate from their
normal behavior; {done by

using resident census-walking i

rounids taol) by Administrative

Nurstng staff or designee. !

(X6}
COMPLETION
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care giver burn out, abuse and neglect. ( To }
include all three shifts, Nurses and Nurse Aldes)- departments{to indlude all 3
3 per week on each shift x4 weeks- then weekly shifts Nurses, Nusse Aides,
x3 months- and reviewed at the Quartely Q! Housekeeping, Dletary,
lg!'leet?ﬂ?. - wable resident auit too! will be d Maintenance, and Contract
on-interviewable resident audit tool will be done ;
by Administrative Staff or designee (all Employees). by Designated
nori-interviwable resident weekly x4 weeks, Administrative Staff. Wiil be
then monttily x3, then quarterly . Results done every two weeks X3,
reviewed at the Quarterly Ql meeting. 11-30-11 then monthly x3, then
Compliance date: 11/30/2011 quarterly by Administrative
All new hires will be in-serviced, during Nursing Staff or designee.
orientation, on abuse/neglect and reporting.
: . Resident interviews for potential
o 11!301;2011 (7:00 PM icat fh concerns weekly x4 weeks then
n at7: , verification of the
credible ailegation was evidenced by interviews monthly x3, then quarterly by
of direct care staff related to mandatory Soctal Worker or designee. %
reeducation on abuse, review of the new “Abuse Results will be reviewed at |
Prohibition Training " packet dated 11/22/2011, the Quarterly Ql Meeting .
revlew of in-service rosters on reeducation of
staff on abuse, review of disciplinary actions
delivered to all staff involved In the incident on
10/30/2011, that included ADON, NA #1 and
NA#Z belng terminated from their job positions.
All direct care staff reported they recelved
reeducation on abuse, the importance of
reporting and protecting the residents at the
facllity. )
F 2251 483.13(c)(1 Xii)-{ilt), (c)(2) - (4) F 225
s8=4] INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS
The facility must not employ individuals who have
heen found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
tad a finding entered into the State nurse alde
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random staff interviews
F 225} Continued From page 11 F 225

registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
invalving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are
reported immediately to the administrator of the
facility and to other officlals in accordance with
State law through established procedures
(including to the State survey and certification
agency).

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

The results of all investigations must be reported
to the administrator or his designated
representative and to other officlals in
accordance with State law (including to the State
survey and ceriification agency) within 5 working
days of the incident, and if the alleged violation is
verified appropriate corrective action must be
taken.

This REQUIREMENT is not met as evidenced

y:
Based on Resident interview, staff interview and
review of facility records, the facility failed to

{5 staff members) weekly x4
weeks, then monthly x3, then
quarterly. (nterviews will
cover questlons refating to
recognition and reporting
of abuse/neglect and“Burn
Out” by Administrative
Nursing Staff or designee.
Results wifl be reviewed
at the Quarterly Ql Meeting.
Daily monitoring of staff
to observe for signs of burn-
out/aggression utilizing a ai
tool.{will include all three shifts,
Nurses, Nurse's Aldes, Dietary,
Housekeeping, Administrative
staff, Malntenance, and
Contract Employees) by
Administrative Nursing staff
and or designee.
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F 225 Continued From page 12 F 225
submit a twenty-four hour report and complete Resident Care Afldits llibe
five day report to the state agency for one (1) of done by Administrative
one (1) sampled resident who reported an Nurses to observe the
‘ allegation of rough handling by staff. (Resident preservation of resident
#93) dignity, and absence of care
immediate Jeopardy began on 10/30/2011 and giver burn out, abuse and
was Identified on 11/29/2011 at 12:36 PM. neglect. {To Include all three
immediate Jeopardy was removed on shifts, Nurses and Nurse Aides)-
G P sumpiancs. T ey perueck o oo
n of compliance. The facilt .
will remain out of compliance at a scope and weeks- then weekly x3 morihs
severlty level of D (no actual harm with potential and reviewed at the Quartely Q!
for more than minimal harm that is not immediate " meeting.
jeopardy) the facllity was in the process of full
implementation and monitoring fheir corrective
actlon. s )
Non-interviewable resident audit
Findings includs: + tool will be done by Administrative
) taff or designee {alinon- "
Resident #93 was admitted to the facility on is ta (t)ewab[i rasident weekly x4
1213108 with diagnoses of Muftiple Sclerosis nter
(MS), Chronic Pain Syndrome, Spasm of weeks, then monthiy 3,
Muscles, Hypertension, Retention of Urine and then quarterly results
Dysphagia. The current quarterly Minimum Data reviewed at the Quarterly Qf
Set (MDS) dated 10112/2011 documented the meeting on 11-30-11.
resident had no short or long term memary
problems and had no behavioral probtems for the
last 3 months. The MDS also documented the
resident was completely dependent on staff for
all her Activities of Dally Living (ADLs).
During the interview on 11/14/2011 at 10:00 AM,
Resldent #93 stated that Nurse Assistant (NA) #1
was rom{gh with her about 2 weeks ago after
requesting to be changed. Resident #93 reported
she tgrned her call light on at around 10:30 PM
needing to be changed as a resultof a bowel
J—
1§ continuation sheet Page 13 of M
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movement She reported that she overheard NA odirictod Mucer
. | #1 telling Nurse #1 that she was getting ready to : Reﬂtr,eded m ?emc?
leave so Resident #93 would have to wait for the Tralning covering
next shift (11:00 PM - 7:00 PM) to change her. Resident Rights and
Nurse # 1 who works the second shift (3:00 Abuse Prevention
f’M-t;l 1:00 I;:M)(t%[d I_\ldA #t L g;z;tbshe still !}('ad timet . Conducetd by South
o change her ( Resident # ecause it was no
11:00 PM yet, Resident # 93 stated NA# 1 came Eastern Reglonal Menta|
to her room after talking to Nurse #1. The Health Developmental
resident further reported NA #1 “shoved" her, Disabllities and Substance
pulled her legs and hands. The resident also Abuse Authority’s Gerlatric’
stated NA#1 was rough when wiping her bottom tality Team mandato
and caused the catheter {0 come out. Resident ?peclf :v ﬁ?am !_nan v
#93 further stated she was very upset about NA orafisait. -
#1' s behavior, she reported , the incident to Resident #93 assessed and
Nurse #2 who was also a night shift nurse ( 11:00 interviewed upon
PM-7:00 PM). The resident added Nurse #2 notification of her
reinserted the catheter. And told her she was concern. 11-15-11
going to report the incident to Assistant Director o |
of Nursing (ADON), who will come to speak with Resident re-nterviewed
her ahout the incident. The resident added the by the Sodal Worker
ADON or any other member of the facility had not Y 16414 :
come to speak with her about the incident by the on 11-16-11.
time of this interview. Resldent was Intervibwed
During the interview with ADON on 11/16/2011 at by the Soclal Worker on
8:66 AM, she was asked whether it had been 11-15-11.-
reported to her about Resident #93 being :
handled roughly by NA#1, ADON stated, "I 24 hour report initiated
heard something about verbal confrontation on. 11-15-11 by the
hetween Resident # 93 and NA #1. | don't Birector of Nursing.
remember the specifics. | thought Nurse NA #1, and NAH2
#2 who works night shift (11: 00 PM- 7:00 PM) inated from
had done something about it The ADON added terminate
“I just thought it was hearsay.* The ADON was employment after
asked about the facility's policy on investigation urine screens obtained
of allegation of abuse of the residents' at the on 11-15-11 by Director of
facility. The ADON reported that any allegation of N
ursing.
FORM CMS-2667 (02-99) Previous Versions Obsolete Event ID:NJRO11 Facility {0+ 953074 If continuation sheet Page 14 of 34
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abuse of a resident was to be reported to her and
she was to start the investigation immediately by
suspending the staif and then writing a 24 hours
report, 5 days report then faxing the report fo the
state agency,

Durlng the interview with the Director of Nursing
(DON) on 11/15/2011 at 8:00 AM, she stated no
one had reported to her about Resident # 93
being handied roughly by NA#1. She (DON)
further stated her expectation was for any
allegation of abuse to be investigated
immediately. She further added that usually the
ADON was notified first about an allegation of
abuse and the expectation was for the ADON to
begin the investigation imiriediately.

During & telephone interview with Nurse # 2 who
works third shift (11:00 PM- 7:00 PM} on
11/15/2011 at 9:30 AM, she stated she came to
work on the night of the incident at 10:40 PM. It
was about 10:45 PM when she noticed Resident
# 93's call ight was on. She found out the
resident needed to be changed. NA#1 was
ready to leave affer working her 3:00 PM- 11: 00
PM shift. She(NA#1) was asked by Nurse # 1
who was also af the nurse ' s station to go and
assist Resldent # 93. NA #1 was upset when she
was told by Nurse# 1 that she still had time to
change Resident # 93. Nurse #2 further reported
that she heard Resident # 93 calling for
assistance yelling “Nurse! Nurse!" as soon as
NA#1 had left the room. Nurse #2 stated she
went to Resident# 93 ' s room to find out what
she needed. Resident # 93 reported to her that
NA# 1 was rough when wiping her bottom and
had caused the catheter to come out. Resident

#93 also reported that NA#1 “shoved “ her,

. 11-18-11 by Fadllity Administrator.

physicat abuse reported
by the facility to the
Fayetteville Police
Department on 11-15-11
by Facllity Administrator.

5 day report completed and:
NA#1, and NA#H2 were ’
terminated from
employment on 11-18-11
by Director of Nursing.

Administrator/Director of
Nursing re-ln serviced on
reporting abuse neglect
and prevention of abuse
neglect. 11-18-11 by
Regional Vice President

of Qpatations

Re-training of Department

Heads on Abuse/Neglect-

prevention and reporting,

Elder Justice Act, and

Residant Concern Process on

Re-training of Administrative
Nurses- Abuse/Neglect-

prevention and reporting process.
11-18-11 by Facility Administrator.
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pulled her hands and legs. Nurse #2 further
stated she looked at the residerit * s bottom to
see whether the catheter had come out. She
relnserted a new catheter back. She (Nurse #2)
added she reported the incident to the ADON the
next morning.

The administrator was notified of the immediate
jeopardy on 11/30/2011 at 9:15 AM. The facility
provided an allegation of compliance on -
11/30/2011 at 6:55 PM. The allegation of
compliance indicated:

What corrective action will be accomplished for
those residents affected by the deficlent
practice?

Resident #93 assessed and interviewed upon
notification of her concern. 11-16-11

Resident was interview by the Social Worker on
11-15-11.

Resident re-interviewed by the Social Worker on
11-16-11.

24 hour report initiated. 11-15-11 by the Director
of Nursing.

NA #1, and NA#2 were suspended from
employment after urine screens obtained.
11-15-11 by Director of Nursing.

NA #1 with allegation of physical abuse reported
by the facllity to the Fayetteville Police
Department. 11-15-11 by Facility Administrator.
5 day report completed and NA#1, and NA#2
were termlhated from employment. 11-18-11 by
Director of Nursing.

Administrator/Director of Nursing re-in serviced
on reporting abuse neglect and prevention of
abuse neglect. 11-18-11 by Regional Vice
President of Operations

7" re-training of Administrative
Nurses- Abuse/Neglect-

preventlon and reporting

process. Elder Justice Act,
Resident Concern Process,

24/5 reporting process

and to include new forms on
11-18-11 by Facility Administrator.

F 225

Retraining of all staff on Abuse/Neglect-
prevention and reporting process.

{to include Nurses, Nurse’s Aides,
Housekeeping, Dietary,

Administrative Staff, Maintenance,

and Contracted Services) on

11-22-11 by Administrator,

Director of Nurses, and Staff
Development Coordinator.

Interviewable restdents were
interviewed for potential
resident concerns related to
potential abuse on 11-16-11 for
that resident and other
interviewable residents on
that hall by Social Worker.
Activities Director assisted
with completion of interviews
on11-19-11.
Administrator/Director of
Nursing Services
re-in serviced on Reporting Abuse
& Neglect, Preventing Abuse &
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e _ ) Neglect, Training all facility on
225 Contln‘u?_d From page 16 ‘ F228) peporting Abuse Neglect, and
Re-training of Department Heads on prevention of abuse and Neglect on

Abuse/Neglect- prevention and reporting, Elder

Justice Act, and Resident Concern Process. 11-18-11 by Reglonal Vice

11-18-11 by Facility Administrator. president of Operations.
Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process. Re-training of Department

11-18-11 by Facility Administrator.

fect-
2nd re-training of Administrative Nurses- Heads on Abuse/Neg eic
Abuse/Neglect-prevention and reporting process. prevention and reporting,
Elder Justice Act, Resident Concern Process, Elder Justice Act, Resident
24/5 reporting process and to inclutle new forms. Concern Process on  11-18-11
11-18-11 by Facllity Administrator. Administrator.
Retraining of all staff on by Adwins
AbuselNeglect-prevention and reporiing process. ) .
(to include Nurses, Nurse ' s Aides, Re-training of Administrative
Housekeeping, Dietary, Administrative Staff, Nurses- Abuse/Neglect-
Maintenance, and Contracted Services) 11-22-11 prevention and reporting process.—

by Administrator, Director of Nurses, and Staff
Development Coordinator.
Interviewable residents were interviewed for

on11-18-11 by Administrator.

potential resident concerns related to potential 2nd re-training of Administrative
abuse. 11-16+11 for that resident and other Nurses- Abuse/Neglect- :
interviewable residents on that hall by Sacial prevention and reporting process

Woarker. Activities Director assisted with

completion of interviews on 11-19-11. Elder Justice Act, Resident

Concern Process, 24/5

What corrective action will be accomplished for reparting process and to
those residents having potential to be affected by include new forms on 11-18-11
the same deficlent practice? by Administrator.
Administrator/Director of Nursing Services re-in
serviced on Reporting Abuse & Neglect, All new hires will be in-serviced,
Preventing Abuse & Neglect, Training all facility during orientation, on abuse/neglect
on Reporting Abuse Neglect, and Prevention of andreporting by Staff
abuse and Neglect. 11-18-11 by Regional Vice Development Coordinator or
President of Operations. ] velop

Re-tralning of Department Heads on designee.

Abuse/Neglect prevention and reporting. Elder
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£ |nterviewable residents were
225} Continued From page 17 F 225

Jusfice Act, Resident Concern Process.
11-18-11 by Administrator. '

Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
11-18-11 by Administrator.

2nd re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process
Elder Justice Act, Resident Concern Process,
245 reporting process and to include new forms.
14-18-11 by Administrator.

Ali new hires will be in-serviced, during
orientation, on abuse/neglect and reporting by
Staff Development Coordinator or designee.

| interviewable residents were interviewed for
potential resident concerns- 11-16-11 for that
resident and other interviewable residents on that
hali. On 11-19-11 all other residents in facility by
Social Worker & Activitles Director.

Retraining of all staff on Abuse/Neglect -
prevention and reporting process. (fo include
Nurses, Nurse ' s Aldes, Housekeeping, and
Dietary. Administrative Staff, Malntenance, and
Contracted Services) 11-22-11 by Administrator,
Director of Nursing Services, and Staff
Development Coordinator.

Monitor non-interviewable residents for changes
that would deviate from their normal behavior ; (
done by using resident census-walking rounds
tool) by Social Worker and Activities Director.

What measures will be put into place or systemic
changes will be made to ensure that the deficient
practice will not occur:

Administrator/Director of Nursing Services
fe4nser\_liced on Reporting Abuse & Neglect,
preventing Abuse & Neglect, Training all facility &

interviewed for potential resident
concerns- 11-16-11 for that
resident and other interviewable
residents on that hall on 11-19-11
all other residents in facility by
S_ocial Worker & Activities Director.

Retralning of all staff on Abuse/

Neglect - prevention and reporting

process. {to include Nurses,
Nutse's Aldes, Housekeeping,
anid Dietary. Adratnistrative Staff,

Maintenance, and Contracted

services) on 11-22-11 by

Administrator, Director of
Nursing Services, and Staff
pevelopment Coardinatar.

vionitor non-lnterviewable
rasidents for changes that
would deviate from thelf
normal behavior ; ( done by
using resident census-walking
reunds tool) by Seclal Worker
and Actlvities Director.
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F 225} Continued From page 18 F 225 Administrator/Director of

on Reporting Abuse Neglect, and Prevention of
abuse and Neglect. 11-18-11 by Regional Vice
President of Operations.
Re-training of Department Heads on
Abuse/Neglect- prevention and reporting, Elder
Justice Act,
Resident Concern Process. 11-18-11 by Facility
Administrator.
Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
11-18-11 by Facility Administrator.
2nd re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
Elder Justice Act, Resident Concern Process,
2415 reporting process to include new forms.
11-18-11 by Faciliy Administrator.
Department Head Meeting Agenda will include
the administrator asking the depariment heads: "
Has anyone made you aware of any reports of
abuse/neglect? "
All new fires will be in-serviced, during
orientation, on abuselneglect and reporting by
Staff Development Coordinator or designee by
Staff Development Coordlinator or Designee.
Al staff, including new hires, will be in-setviced
on recogaizing “ Burn Cut" and signs of
aggression, seeking assistance, and reporting to
supervisor any co-workers who may be showing
signs of " Burn Out™ by Staff Development
Coordinator or designee.
Re-Training on Abuse/Neglect- prevention and
reporting process. {to include Nurses, Nurse 's
Aldes, Housekeeping, Dietary, Administrative
Staff, Maintenance, and Contracted Services)
11-22-11 by Administrator, Director of Mursing
Services, and Staff Development Coordinator)
Resident Care Audits will be done by
Administrative Nurses to observe preservation

Nursing Services re-lnserviced
"on Reporting Abuse & Neglect,
Preventing Abuse & Neglect,
Tralning all facility & on Reporting
Abuse Neglect, and prevention
of abuse and Neglect on
11-18-11 by Regional Vice
president of Operations.
Re-tralning of Department Heads
on Abuse/Neglect- preventton
and reporting, Elder Justice Act,
Rasident Concern Process an
11-18-11 by Facllity Administrator.

Re-fratning of Administrative
Nurses- Abuse/Neglect-prevention
and reporting process. '
11-18-11 by Facility Administrator.

9™ re-tralning of Administeative
Nurses- Abuse/Neglect-prevention i
and reportlng process. Elder Justlcef
Act, Resident Concern Process, E
24/5 reporting process to include |
new forms. 11-18-11 by Facitity
Administrator.

pepartment Head Meeting
Agenda wifl include the
administrator asking the

e e
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department heads: “Has anyone
F 2251 Contlnued From page 19 F 295

of resident dignity, and absence of care giver
burn out, abuse and neglect, (To include all three
shifts, Nurse and Nurse Aides)-3 per week on
each shift x4 weeks- then weekly x3 months- and
reviewed at the Quarterly Ql meeting.

Monitor non-interviewable residents for changes
that would deviate from their normal behavior;
(done by using resident census-walking rounds
tool) by Administrative Nursing staff or designee.

Monitoring:

Re-inservice on Abuse/Neglect prevention.

100% of staff in sll departments(to Include all 3
shifts Nurses, Nurse Aldes, Housekeeping,
Dietary, Maintenance, and Contract Employees)
by Designated Administrative Staff. Wili be done
every fwo weeks x3, then monthly x3, then
quarterly-by Administrative Nursing Staif or
designee.

Resident interviews for potential concerns weekly
x4 weeks then monthly x3, then quarterly by
Social Worker or designee, Results will be
reviewed at the Quarterly QI Meeting .

Random staff Interviews { 5 staff members)
weekly x4 weeks, then monthly x3, then
quarterly. Interviews will cover questions relating
to recognition and reporting of abuse/neglect and
*gum Out* by Administrative Nursing Staff or
designee. Results will be reviewed at the
Quarterly QI Meeting.

Dally monitoring of staff to observe for signs of
burn-out/aggression wtilizing a QI tool.(will

include all three shifts, Nurses, Nurse ‘ s Aides,
Dietary, Housekeeping, Administrative Staff,
Malntenance, and Contract Employees) by
Administrative Nursing staff and or designee.
Resident Care Audits will be done by

made you aware of any reporis
of abuse/negiect?”

All new hires will be in-serviced,
during orlentation, on abuse/neglect
and reporting by Staff

Development Coordinator

or designee by Staff

Development Coordinator

or Designee.

All staff, including new hires,

will be in-serviced on recognizing
“gyrn Out” and signs of aggression,;
seaking assistance, and reporting
to supervisor any cao-warkers

who may be showing signs of
«pyrn Out” by Staff Development
Coordinator or designee.

i

Re-Tralning on Abuse/Neglect-
prevention and reporting process.
{to include Nurses, Nurse's Aldes,
Housekeeping, Dietary,
Administrative Staff,

Maintenance, and

Contracted Services)

on 11-22-11 by Administrator,
Director of Nursing Services,

and Staff Development Coordinator)
Resident Care Audits will be done by
Administrative Nurses to observe
preservation of resident dignity,

(X8)
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) and absence of care giver burn
F 225 Continued From page 20 F225| oyt abuse and neglect. (To
Administrative Nurses to ohserve the {f three shifts
preservation of resident dignity, and absence of include a 4 Nurse Aldes)-
care giver burn out, abuse and neglect. ( To Nurse an
include all three shifts, Nurses and Nurse Aides)- 3 per week on each shift x4
3 per week on each shift x4 weeks- then weekly weeks- then weekly X3 months-
x3 months- and reviewed at the Quartely Qi and reviewed at the Quarterly
meet_lng. . X X . Q! meeting.
Non-interviewable resident audit tool will be dore _
by Administrative Staff or designee ( all Monitor nen-interviewable .
non-interviewable resident weekly x4 weeks, residents for changes that
then monthly x3, then quarterly . Results would deviate from thelr
revi i -30- .
jewed at the Quarteriy QI meeting. 11-30-11 Cormal behavior; (done by .
Compliance date: 11/30/2011 using resident census-walking
All new hires will be in-serviced, during rounds tool} by Administrative
orlentation, on abuse/neglect and reporting. Nursing staff or designee.
On 11/30/2011 at 7:00 PM, verification of the Re-Inservice on Abuse/Neglect
credible allegation was evidenced by interviews prevention. 100% of staff in ali
of direct care staff related to mandatory departments{to include ali 3
reeducation on abuse, review of the new “Abuse ,
" . ! N Nurse Aldes,
Prohibition Tralning " packet dated 11/222011, B e tatary,
review of in-service rosters on reeducation of Housekeeplng, Dietary,
staff on abuse, review of disciplinary actions Maintenance, and Contract
delivered to all staff involved in the incident on Employees) by Designated
1%{;0!201 1, that included ADON, NA #1 and Administrative Staff. Will be
NA#2 being terminated from their job positions.
Al direct care staff reported they received done every two weeks 3,
reeducation on abuse, the importance of then monthly x3, then
reporting and protecting the residents at the guarterly by Administrative
facility. Nursing Staff or desigree.
F 226| 483.13(c) DEVELOP/IMPLMENT F 226 i i
Resldent interviews for potential
ss=J| ABUSE/NEGLECT, ETC POLICIES concerns weekly x4 weeks then
The facility must devefop and implement written meonthly x3, then quarterly by
policles and procedures that prohibit Sacial Worker or designee.
mistreatment, neglect, and abuse of residents Results will be reviewed at
and misappropriation of resident property. the Quarterly QI Meeting .
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F 226 | Continued From page 21 £ 296 Random staff Interviews

glls REQUIREMENT is not met as evidenced
Based on resident interview, staff interviews
gnd facility policy review, the facility failed to
implement their policies and procedures to
identlfy, protect, investigate, and report
allegations of rough handling by staff for one ( 1
Jof one (1 }sampled resldent. (Resident # 93)

Immediate Jeopardy began on 10/30/2011 and
was identified on 11/29/2011 at 12:36 PM.
immediate Jeopardy was removed on

11:‘30{2011 at 6:55 PM, when the facility provided
acredible aliegation of compliance. The facility
will remain out of compliance at a scope and
severity level of D (no actual harm with potential
for more than minimal harm that is not immediate
jeopardy) the facllity was in the process of full
?Ggloenmentation and monitoring their corrective

Findings include:

Facility policy titled "ABUSE, NEGLE
MISAPPROPRIATION OF RESIOENT
PROPERTY POLICY "dated 2/2009 documented
staff would be trained about the abuse policies
during orientation and retraining programs for
employees will be conducted on a regular basis.
Training would include how staff report their
kﬂo‘fvledge related to allegation without fear of
reprisal, what constitutes abuse, neglect, and
misappropriation of resident propery. The facility
policy als_o documented that abuse prevention
program includes:

1-Investigation of all incidents, complaints and

{ 5 staff members} weekly x4
weeks, then monthly x3, then
quarterly. lnterviews will
cover questions relating to
recognition and reporting

of abuse/neglect and“Burn
Out” by Administrative

Nursing Staff or designee.
Results wifl be reviewed

at the Quarterly Qf Meeting.
Dally monitoring of staff

to ohserve for signs of burn-
outfaggression utilizing a Qf
tool.(will include all three shifts,
Nurses, Nurse's Aldes, Dietary,
Housekeeping, Administrative
staff, Malntenance, and
Cantract Employees) by

- Administrative Nursing staff

and or designee.
Residént Care Audits will be

done by Adminlstrative

Nurses to observe the
preservation of resident

dignity, and absence of care
giver burn out, abuse and
neglect. ( To tnclude aff three
shifts, Nurses and Nurse Aldes)-
3 per week on each shift x4
weeks- then weekly x3 maonths-
and reviewed at the Quartely Qf

meeting.
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Non-interviewable resident audit
i . -19-11
F 226 Ci?ntmt? ed l;rotrJn page 22 F226 toot will be done by Administrative 12:19-1
allegation of abuse A Il non-
2. Protection of residents during investigation, Staff or deslgace (all non -
3- Reporting and responding to the outcome of interviewable restdent weekly x
investigation. weeks, then monthly x3,
Resident #93 d dto the fa then quarterly results
esiden was admitted to the facility on viewed at the Quarterly Qi
12/3/09 with diagnoses of Multiple Sclerosis e p 11-30-11 Y
{MS), Chronic Pain Syndrome, Spasm of meeting on 1.1 .
Musgles, Hypertension, Retention of Urine and F 226 la-A-iy

Dysphagia. The current quarterly Minimum Data
Set (MDS) dated 10/12/2011 documented the
resident had no short or long ferm memory
problems and had no behavioral problems for the
{ast 3 months. The MDS also documented the
resident was completely dependent on staif for
alf her Activities of Daily Living (ADLs).

During the interview on 11/14/2011 at 10:00 AM,
Resident #93 stated that Nurse Assistant (NA) #1
was rough with her about 2 weeks ago after
requesting o be changed. Resident #93 reported
she turned her call light on at around 10:30 PM
needing to be changed as a result of a bowel
movement She reported that she overheard NA
#1 telling Nurse # 1 that she was getting ready to
leave so Resident # 93 would have to walt for
the next stift (11:00 PM - 7:00 PM) to change
her. Nurse # 1 who works the second shift (3:00
£M-11:00 PM) told NA # 1 that she still had time
to change her ( Resldent #93) because it was not
11:00 PM yet. Resident #93 stated NA#1 came
to her room after talking to Nurse #1. The
resident further reported NA#1 “shoved" her,
pulled her legs and hands. The resident also
stated NA#1 was rough when wiping her bottom
and caused the catheter to come out. Resident
#93 further stated she was very upset about NA
#1's behavior, she reported , the incident fo

Redirected In-service
Training covering

Resident Rights and

Abuse Prevention
Conducetd by South
Eastern Reglonal Mental
Health Developmental
Disabilities and Substance
Abuse Authotity's Geriatric
Speciality Team mandatory

for all staff.
Resident #93 assessed and

interviewed ugon
notification of her

concern. 11-15-11
Resident was interviewed

by the Social Worker on

11-15-11,
Resident re-interviewed

by the Sociat Worker

on 11-16-11.
24 hour report inittated

on. 11-15-11 by the
Director of Nursing.
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) NA #1, and NA#2
F 226 Continued From page 23 F 226} torminated from
Nurse #2 who was alsoa night shift nurse ( 11:00 employment aftes
PM-7:00 PM). The resident added Nurse #2 urine screens obtained
reinserted the catheter and told her she was .
on 11-15-11 by Director of

going to report the incident to Assistant Director
of Nursing (ADON}, who will come to speak with
her about the incident. The resident added the
ADON or any other member of the facitity had not
come to speak with her about the incident by the
time of this Interview.

During the interview with ADON on 11/16/2011 at
B8:56 AM, she was asked whether it had been
reported to her about Resident # 93 being
handled roughly by NA #1. ADON stated, "l
heard something about verbal confrontation
between Resident # 93 and NA# 1. | don't
remember the spegifics. | thought Nurse #2 who
works night shift (11: 60 PM- 7:00 PM) had done
something about it The ADON added " just
thought it was hearsay.” The ADON was asked
about the facility's policy on investigation of
allegation of abuse of the residents' at the
facllity. The ADON reported that any allegation of
abuse of a resident was to be reported to her and
she was to start the investigation immediately by
suspending the staff and then writing a 24 hours
report, 5 days report then faxing the report to the
state agency.

During the interview with the Director of Nursing
(DON) on 14/16/2011 at 9:00 AM, she stated no
one had reported to her about Resident # 93
being handled roughly by NA #1. She (DON)
further stated her expectation was for any
allegation of abuse fo be investigated
immediately. She further added that usually the
ADON was nofified first about an allegation of
abuse and the expectation was for the ADON to

Nursing.
NA 1 with allegation of
Nphysical abuse reported
by the facility to the
Fayettevlle police
Pepartment on 11-15-11
by Facillty Administrator.
5 day report completed and
NA#1, and NAH2 were
terminated from .
employment on 11-18-11
by Director of Nursing.
Administrator/Director of
Nursing re-in sarviced on
teporting abuse neglect
and prevention of abuse
neglect. 11-18-11 by
Regionat Vice president

of Qperations
Re-training of Department

Heads on Abuse/Neglect-

: prevention and reporting,
Etder justice Act, and

Resident Concern Process an
_11-18-11 by Facility Administrator.
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Re-training of Administrative
F 226 Conﬁnued From page 24 F 226 Nurses- Abuse/Neglect-

begin the investigation immediately.

During a telephone inferview with Nurse #2 who
works third shift (11:00 PM- 7:00 PM) on
11/156/2011 at 9:30 AM, she stated she came to
work on 10/30/2011 at 10:40 PM. it was about
10:46 PM when she noticed Resldent #93's call
light was on. She found out the resident needed
to be changed. NA #1 was ready to leave after
working her 3:00 PM- 11: 00 PM shift.
She(NA#1) was asked by Nurse # 1 who was
also at the nurse's station to go and assist
Resident #93. NA #1 was upsef when she was
told by Nurse .

#1 that she still had time to change Resident
#93. Nurse #2 further reported that she heard
Resident #93 calling for assistance yelling
wNursel Nursel® as soon as NA# 1 had left the
room. Nurse # 2 stated she went to Resident #
93"s roomn to find out what she needed. Resident
#93 reported to her that NA#1 was rough-when
wiping her bottom and had caused the catheter
to come out. Resident #93 also reported that
NA#1 "shoved" her, pulled her hands and legs.
Nurse #2 further stated she looked at the
resldent's bottom to see whether the catheter had
come out with the balloon sfill inflated. She
reinserted a new catheter back. She (Nurse #2)
added she reported the incident to the ADON the
next morning.

During & follow up interview with Resident #93 on
11/15/2011 at 5: 25 PM, she stated that on the
night of the incident, NA#1 was working with NA
# Resident #93 stated that she turned on her
call light at about 10:30 PM, and it was
answered at about 10:50 PM. Resident stated
that NA #2 came to her room and made a

prevention and reporting process.
11-18-11 by Facliity Administrator.
9™ re-training of Administrative
Nurses- Abuse/Neglect-
prevention and reporting
process. Elder Justice Act,
Resident Concern Process,
24/5 reporting process
and to include new forms on
11-18-11 by Facility Administrator.
Retraining of all staff on Abuse/Neglect-
prevention and reporting process.
(to Include Nurses, Nurse's Aldes,
Housekeeping, Dletary,
Administrative Staff, Maintenance,
and Contracted Services} on
11-22-11 by Administrator,
Director of Nurses, and Staff
Development Coordinator.
interviewable residents were
interviewed for potentlal
resident concerns related to
potential abuse on 11-16-11 for
that resident and other
interviewable residents on
that hall by Soclal Warker.
Activities Director assisted
with corpletion of interviews
on 11-19-11.
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Administrator/Director of
F 226 | Continued From page 25 F 226] nursing Services
stat?lment that “ why did you wait untif it was time re-in servicad on Reporting Abuse
for the second shift staff to leave to put on your Abuse &
call light? * The resident added NA#2 made a & Neglect, P.reventlng . ?
statement that she (Resident #93) would have to Neglect, Training all facllity on
wait for the next (third) shift to come in to change Reporting Abuse Neglect, and
her. Resident #93 added NA #2 went and told NA prevention of abuse and Neglect on
#1 that she (Resident #93) needed to be
1-18-11 by Regional Vice
changed. NA #1 went to Nurse # 1 who was the ! dent oneg 0 :; ons
night shift (3: 00 PM- 11:00 PiM) to complain that Pres ie? o f perations.
she (Resident #93) needed to be changed but it Re-tralning of Department
was almost end of the shift. Nurse #1 told NA # 1 Heads on Abuse/Neglect-
th?t it was not 11 00- PM yet, and that she could prevention and reporting,
s;;”S%h??ng?dheigg?l?e{ltd that NAR ot £lder Justice Act, Resident
. Residen stated tha came into
the room with NA #2. She (Resident #93) added Cancern Process on 11-18-11
NA#1 shoved her over by pulling and pushing her by Administrator.
legs, and was wiping her bottom really rough as If Re-tralning of Administrative
sge was scrubbing the floor. Resident # 93 stated Nurses- Abuse/Neglect-
she was yelling in pain “Oucht Quch! Quch!* -
The resident further stated NA #1 was chewing prevention and reporting process.
on a straw and did not say anything. She on11-18-11 by Adminlstrator.
(Resident #93) added "l felt disgusted, my 2nd re-tralning of Administrative
feelltngs waere hurt. My pain was worse. | was not Nurses- Abuse/Neglect-
crying, 1 was saying Ouchi Quchi To let them £ rt
know they were hurting me. My catheter came Efgve;‘ to:1 a:d re: y Iéngtpmcess
out" The resident reported that when Nurse #2 er Justice Act, Residen
came In on the 11:00 PM-7: 00 PM shift, she Concern Pracess, 24/5
reinserted a new catheter. The resident also reporting process and to
added she would never allow NA #1 and NA #2 include new forms on 11-18-11
tochange her or give her any kind of care after by Admiristrator.
the incident. i
All naw tires will be in-serviced,
The administrator was notified of the immediate during orientation, on abuse/neglect
jeopardy on 11/30/2011 at 9:15 AM. The facility and reporting by Staff
provided an allegation of compliance on pevélopment Coordinator or
11/30/2011 at 6:55 PM. The allegation of desi n[;e
compliance indicated: esignes.
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nterviewable residents were
F 226 Continued From page 26 F 226] interviewed for potential resident

What corrective action will be accomplished for
those residents affected by the deficient
practi_ce?

Resident #983 assessed and interviewed upon
notification of her concern. 11-15-11

Resident was interview by the Social Worker on
11-156-11.

Resident re-interviewed by the Soclal Worker on
11-16-11.

24 hour report Initiated. 11-15-11 by the Director
of Nursing.

NA #1, and NA#2 were suspended from
employment after urine screens obtained.
11-15-11 by Director of Nursing.

NA#1 with allegation of physical abuse reported |

by the facility to the Fayetteville Police
Department. 11-16-11 by Fagllity Administrator.
5 day report completed and NA#1, and NA#2
were terminated from employment. 11-18-11 by
Director of Nursing.
Administrator/Director of Nursing re-in serviced
on reporting abuse neglect and prevention of
ghuse neglect. 11-18-11 by Reglonal Vice
President of Operations
Re-tralning of Department Heads on
Abuse/Neglect- prevention and reporting, Elder
Justice Act, and Resident Concern Process.
11-18-11 by Facility Administrator.
Re-fraining of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
14-18-11 by Facllity Administrator.
2nd re-fraining of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
Elder Justice Act, Resident Concern Process,
2415 reporting process and to include new forms.
11-18-11 by Facility Administrator.
Retraining of all staff on

concerns- 11-16-11 for that
resident and other interviewable
residents on that hall on 11-19-11
all other residents in facifity by
Soclal Worker & Activities Director.

Retralning of all staff on Abuse/
Neglect — prevention and reporting
process. (to include Nurses,
Nurse's Aldes, Housekeeplng,

and Dietary. Admlinistrative Staff,
Maintenance, and Contracted

Services) on 11-22-11 by
Administrator, Director of
Nursing Services, and Staff
Development Coordinator.
Monitor non-interviewable
residents for changes that
would deviate from thelr
normal behavior ; ( done by
using resident census-walking
rounds tool) by Social Worker
and Actlvities Director.
Admlnistrator/Divector of
Nursing Services re-insetviced
on Reporting Abuse & Neglect,
Preventing Abuse & Neglect,
Training all facility & on Reporting
Abuse Neglect, and Prevention
of abuse and Neglect on
11-18-11 by Regional Vice
President of Operations.
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F 226 | Continued From page 27

AbusefNeglect-prevention and reporting process.
{to include Nurses, Nurse ' s Aides,
Housekeeping, Dietary, Administrative Staff,
Maintenance, and Contracted Services) 11-22-11
by Administrator, Director of Nurses, and Staff
Development Coordinator.

Interviewable residents were interviewed for
potential resident concerns related to potential
abuse. 11-16-11 for that resident and other
interviewable resldents on that hail by Social
Worker. Activities Director assisted with
completion of interviews on 11-19-11.

What corrective action will be accomplished for
those residents having potential to be affected by
the same deficlent practice?

Administrator/Director of Nursing Services re-in
serviced on Reporting Abuse & Neglect,
Preventing Abuse & Neglect, Training il facility
on Reporting Abuse Neglect, and Prevention of
abuse and Neglect. 11-18-11 by Regional Vice
President of Operations.

Re-fralning of Department Heads on
Abuse/Neglect prevention and reporting. Elder
Justice Act, Resident Concern Process. 11-18-
11 by Administrator.

~ Re-training of Department Heads
F 226} on Abuse/Neglect- prevention
and reporting, Elder Justice Act,
Resident Concern Process on
11-18-11 by Facllity Administrator.
Re-training of Adrministrative
Nurses- Abuse/Neglect-prevention
and reporting process.
11-18-11 by Facllity Administrator.
2™ re-training of Administrative
Nurses- Abuse/Neglect-prevention
and reporting process. tlder Justice
Act, Resident Concern Process,
24/5 reporting process to include
new forms, 11-18-11by Facility

Adminlstrator.
Department Head Meeting®

pgenda wilt Include the

adminlstrator asking the
department heads: “Has anyone
.made you aware ofany reports

of abuse/neglect?”
All new hires will be in-servicad,

during ortentation, on abuse/neglect

Re-training of Administrative Nurses- and reporting by Staff
Abuse/Neglect-prevention and reporting process. Development Coordinator
11-18-11 by Administrator. gr designee by Stalt .
2nd re-training of Administrative Nurses- Development Coordinator
Abuse/Neglect-prevention and reporting process of Designee.
Elder Justice Act, Resident Goncern Process,
24/6 reporing process and to include new forms.
11-18-11 by Administrator.
All new Hhires will be in-serviced, during
orientation, on abuse/neglect and reporting by
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All staff, including new hires,
F 226 ( !
Continued From page 28 £ 226| will be in-serviced an recognizing

Staff Development Coordinator or designee.
Interviewable residents were interviewed for
potential resident concerns- 11-16-1 1 for that
resident and other interviewable residents on that
hall. On 11-19-11 all other residents in faclity by
Social Worker & Activities Director.

Retraining of all staff on Abuse/Neglect -
prevention and reporting process. (to include
Nyrses, Nurse ' s Aides, Housekeeping, and
Dietary. Administrative Staff, Matntenance, and
Contracted Services) 11-22-11 by Administrator,
Director of Nursing Services, and Staff
Development Coordinator.

Monitor non-interviewable residents for changes
that would deviate from their normal behavior ; (
done by using resldent census-walking rounds
tool) by Social Worker and Activities Director.

What measures will be put into place or systemic
changes will be made to ensure that the deficient
practice will not occur:

Administrator/Director of Nursing Services
rednserviced on Reporting Abuse & Neglect,
Preventing Abuse & Neglect, Training all facility &
on Reporting Abuse Neglect, and Prevention of
ahuse and Neglect. 11-18-11 by Regional Vice
President of Opetations.

Re-training of Department Heads on
Abuse/Neglect- prevention and reporting, Elder
Justice Act,

Resident Concem Process. 11-18-11 by Facility
Administrator.

Re-training of Administrative Nurses-
Abuse/Neglect-prevention and reporting process.
11-18-11 by Facliity Administrator.

2nd re-tralning of Administrative Nurses-
Abusel/Neglect-prevention and reporting process.

“guen Out” and signs of aggrassion,
seeking assistance, and repotting
to supervisor any co-workers

who may be showing signs of
«gurn Qut” by Staff Development
Coordlnator or destgnee.

Re-Training on Abuse/Negiect-
preventio’r{ and reporting pracess.
(to include Nurses, Nurse's Aldes,
Housekeeping, Dletary,
Administrative Staff,

Maintenance, and

Contracted Services)
on 11-22-11 by Administrator,
Director of Nursing Services, i
and Staff Development Coordinator)
Resident Care Audits will be done by
Adrulnistrative Nurses to observe :
preservation of resident dignity,

and absence of care giver burn

out, abuse and neglect, {To

tnclude all three shifts,

Nurse and Nurse Aldes})-

3 per week on each shift x4

weeks- then weekly x3 months-

- and reviewed at the Quarterly
Qi meeting.

Monitor non-interviewable
residents for changes that
would_deviate from their

(X5)
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" normal behavior; (done by
F 226 | Continued From page 29 F 226

Eider Justice Act, Resident Concern Process,
24/5 reporting process to include new forms.
11-18-11 by Fagcility Administrator.
Department Head Meeting Agenda will include
the administrator asking the department heads: *
Has anyone made you aware of any reports of
abuse/neglect? "
All new hires will be in-serviced, during
orientation, on abusefneglect and reporting by
Staff Development Coordinator or designee by
Staff Development Coordinator or Designee.
All staff, Including new hires, will be in-serviced
on recognizing " Burn Qut" and signs of
aggression, seeking assistance, and reporting to
supervisor any co-workers who may be showing
signs of “ Bumn Out" by Staff Development
Coordinator or designee.
Re-Tralning on Abuse/Neglect- prevention and
reporting process. (to include Nurses, Nurse ‘s
Aides, Housekeeping, Dietary, Administrative
Staff, Maintenance, and Contracted Services)
11-22-11 by Administrator, Director of Nursing
Services, and Staff Development Coordinator)
Resident Care Audits will be done by
Administrative Nurses to observe preservation
of resident dignity, and absence of care giver
burn out, abuse and neglect. (To include all three
shifts, Nurse and Nurse Aldes)-3 per week on
each shift x4 weeks- then weekly x3 months- and
reviewed at the Quarterly QI meeting.
Monitor non-interviewable residents for changes
that would deviate from their normal behavior,
(done by using resident census-walking rounds
tool) by Administrative Nursing staff or designee.

Monitoring:

Re-inservice on Abuse/Neglect prevention.

using restdent census-walking
rounds tool) by Administrative
Nursing staff or deslgnee.

Re-Inservice on Abuse/Neglect
prevention. 100% of staff in all
departments(to include ali 3

" shifts Nurses, Nurse Aides,

Housekeeping, Dietary,
Malntenance, and Contract
Ernployees) by Deslgnated
Administrative Staff. wiil be
done every two weeks x3,
then monthly x3, then
quatterly by Administrative
Nurstng Staff or designee.

Resident interviews for potential
concerns weekly x4 weeks then
monthly x3, then quarterly by
Soclal Worker or designee.
Results wil be reviewed at
the Quarterly Ol Meeting .

random staff Interviews

{ 5 staff members) weekly x4
weeks, then monthly x3, then
quarterly. Interviews will
cover questions relating fo
recognition and reporting

of abuse/neglect and“Burn
Out” by Administrative
Nursing Staff or desighee.
Resuits will be reviewed

e
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. at the Quarterly QI Meeting.
F 226 Continued From page 30 F 226| Dally monitoring of staff
1 g?f:/o ﬁf staff in all departments(to include all 3 to observe for signs of burn-
shifts Nurses, Nurse Aides, Housekeeping, i |
Dietary, Maintenance, and Contract Employees) Our/agg.r[esﬁio ‘;u “;lﬂag ° thﬂ
by Designated Administrative Staff. Will be done tool {willinclude all three ST,
every two weeks x3, then monthly x3, then Nurses, Nurse's Aldes, Dietary,
quarterly by Administrative Nursing Staff or Housekeeping, Administrative
gissli%l?ﬁ‘interv' ws fi tential ki Staf, Malttenance, a0
iews for potential concerns weekly
x4 weeks then monthly x3, then quarterly by Contract Employees) bY
Social Worker or designee. Results will be Administrative Nursing staft
E:vle;wed at the Quarterly Qi Meeting . and or designee.
andom staff interviews ( 5 staff members) :
weekly x4 weeks, then monthly X3, fhen Zeswent (:Zre Audits w e
quarterly. Interviews will cover questions relating one by Admlnistrative
to recognition and reporting of abuse/neglect and Nurses to observe the
‘clIBL;m Qut "; by Administrative Nursing Staff or preservation of resident
esignee, Results will be reviewed at the digni dab f
Quarterly QI Mesting. o ond
Dally monitoring of staff to observe for signs of 8 y
burn-out/aggression utllizing a Q! tool.(will neglect. ( To include all three
include all three shifts, Nurses, Nurse ‘s Aldes, shifts, Nurses and Nurse Aides)-
aieitatry‘ Housekeeping, Administrative Staff, 3 per week on each shift x4
aintenance, and Contract Employees) by _ hs-
Administrative Nursing staff and or designee. we;ks then;veekly x mon‘t )
Resident Care Audits will be done by and reviewed at the Quartely A
Administrative Nurses to observe the meeting.
preservation of resident dignity, and absence of Non-interviewable resident audit
::ar'e giver burn out, abuse and neglect. (To tool will be done by Administrative
nclude all three shifts, Nurses and Nurse Aides)-  or deslgnee ( all non-
3 per week on each shift x4 weeks- then weekly - ? blg resir;ent weekly x4
x3 months- and reviewed at the Quartely QI Interviewsbie
meeting. weeks, then monthly X3,
Non-interviewable resident audit tool will be done then quarterly resuits
by AdTinistrative Staff or designee (all reviewed at the Quarterly Q!
non-interviewable resident weekly x4 weeks, : 30-11
then monthly x3, then quarterly . Results meeting on 11-30-41-
reviewed at the Quarterly QI meeting. 11-30-11
I
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F 226 | Continued From page 31 F 226 ra-1a-u

Resident # 7 was reassesed

Compliance date: 11/30/2011 by the Director of Nursing

All new hires will be in-serviced, during

orientation, on abuse/neglect and reporting. for placement on rolied
washcloth to left hand on
On 11/30/2011 at 7:00 PM, verification of the 11-16-11.

credible allegation was evidenced by interviews

of direct care staff related to mandatory Resident #7 will continue

reeducation on abuse, review of the new "Abuse to have rolled washcloth
Prohibition Training” packet dated 11/22/2011, placed In left hand daily
review of in-service rosters on readucation of for contractures with

staff on abuse, review of disciplinary actions

\ | L refusals documented
delivered to all staff involved in the incident on

10/30/2011, that included ADON, NA #1 and - In the Nurses’ notes.

NA#2 being terminated from thelr job positions. All other residents with

All direct care staff reported they received contractures to include

reeducation on abusg, the impo.rtance of those of the hands have been

;:giﬁging and protecting the residents at the eassessed by the Director of
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE | F 31g| Nureine for proper device
ss=D | IN RANGE OF MOTION placement and use with

follow up taken as
Based on the comprehensive assessment ofa appropiate for any identified

resident, the faclility must ensure that a resident

i i i on 11-16-11.
with a limited range of motion receives areas of concernon

appropriate freatment and services to increase All nursing staff were
range of motion and/or fo prevent further in-serviced on the use of
decrease in range of motion. devices to include rolled

wash cloths for contractures
and documentation of

This REQUIREMENT is not met as evidenced refusals in the nurses’ notes
by: by the Staff Development
Based on observation, record review and staff coordinator on 11/16/11.

interviews, the facility failed to apply a hand roiled : :
washcloth in the hand of a residegt who had left The DON,and/ or_ Adminstrative
hand contracture and faited to document Nurses will monitor the use
noncompliance of the resident to have the hand of the proper placement of
rolled wash cloth placed for 1 of 3 residents
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F 318 | Continued F a2 18 devices for residents with
0 -
nunued From page F3 contracture to include reisdent#7

(Resident #7). utifizing a QI tool weekly x4,

monthly x3 then quarterly.
The DON and/or Adminnistrative

Resident #7 was admitied to the facility on Nurses will follow up on any concern
1/1/2008 and readmitted on 9/14/11. Cumulative upon identification.

diagnoses included Muscle Weakness, Th Its of the QI audits will
Dementia, Psychosis and Debility. The quarterly e results of the Uf audits W

Findings include:

Minimum Data Set (MDS) completed on 10/31/11 be forwarded to the Executive
indicated Resident #7 had short and long term Qi Committee monthlyx3
memory loss. The MDS indicated upper range of Then guarterly for follow up

motion was impaired on one side. as deemed necessary and to
A review of a telephone order completed by the determine the frequency and/or
occupational therapist dated 9/15/11, signed by need for continued monitoring
the physician assistant on 9/16/11 stated, as necessary.

"Nursing to continue to apply rolled washcloth to
feft hand for hygiene 4-6 hours/day.”

A review of the interdisciplinary care plan note
completed on 11/2/11 revealed Resident #7 was
identified with contracture of the left hand/fingers.

A review of the nurse's progress notes dated
11/6/11 revealed Resident #7 required
assistance from the staff with activities of daily
living and fransfers,

A review of the nurses' progress notes from
9/15/11-11/16/11 revealed no documentation that
Resident #7 refused to allow the staff to place a
rolled wash cloth as ordered to the left hand.

On 11/17/11 at 12:50 PM, Resident #7 was
observed with her left hand in a quenched
position with the fingers positioned inward toward
the palm of the hand. There was no rolled wash
cloth in place. There was no breakage in the skin
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integrity.

in an interview on 11/17/11 at 1:00 PM, Nursing
Assistant (NA) #1 stated she had not put a rolled
wash cloth in Resident #7's hand for the day. NA
#1 indicated Resident #7 refused and would take
the wash cloth out once placed by the staff.

in an interview on 11/17/11 at 1:07 PM, Nurse #1
indicated she had witnessed Resident #7 refused
to allow a rolled washcioth to be placed by the
staff in her left hand.

In an interview on 11/17/11 at 3:37 PM, the Staff
Development Coordinator revealed she expected
the nurses to document Resident #7's refusals to
allow a rolled wash cloth to be placed in the left
hand.

In an interview on 11/17/11 at 5:30 PM, Nurse #2
& Nurse #3 indicated they did not know there
was an order for a rolled wash cloth to be placed
in the left hand of Resident #7. Nurse #2 added
they were responsible for completing the
interdisciplinary care plan.

In an interview on 11/17/11 at 6:30 PM, the
Director of Nursing (accompanied by the
administrator) stated she expected the staff to
have documented any refusals of Resident #7
fallure to comply with the rolled wash cloth in the
left hand.
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FOR SNFs AND NFs
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NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP‘CODE

plan of care.

the comprehensive assessment.

Findings include:

to the meetings.

A facility must use the resulfs of the assessment {0 develop,

The facility must develop a comprehensive care plan for each resident
and timetables to meet a resident's medical, nursing, and mental and ps

This REQUIREMENT is not met as evidenced by:
Based on staff interviews, and record review, the facility failed to co
one (1) of one (1) sampled resident. (Resident #47)

Resident #47 was admitted to the facility on 4/28/2011 with
Arthritis, Anxiety State, Multiple Joint Contractures, Gene
unspecified, The current quarterly Minimum Data Set (MD
long and short term memory problems. She required total assistance with Activities o
The MDS further indicated she was receiving hospice care.

Review of the Physician order for Resident #47 dated 06/27/
hospice services due to the resident's declining health status.

Review of the Hospice agency care plan revealed the hospice care plan wa
were no quartely updates on Hospice agency care plan in the medical records.

Review of Resident #47's record revealed there were no updated documentations by the Hos
indicating the resident's medical condition since the resident was admitted to hospice services.

2461 LEGION ROAD
CUMBERLAND NURSING AND REHABILITATION ( FAYEITEVILLE, NC
D
PREFIX
TAG SUMMARY STATEMENT OF DERICIENCIES
279 483.20(d), 483.20(k)(1) DEVELOP COMPREHENSIVE CARE PLANS

review and revise the resident’s comprehensive

The care plan must describe the services that are to be furnished to attain or maintain the resident's highest
practicable physical, mental, and psychosocial well-being as required under §483.25; and any services that
would otherwise be required under §483.25 but are not provided due to the resident's exercise of rights
under §483.10, including the right to refuse treatment under §483.10(b)}(4).

ordinate care plans for hospice care for

diagnoses which included Esophageal Reflux,
ized Muscle Weakness and Hematuria
S) dated 10/10/2011¢ documented the resident had
f Daily Living (ADL's).

11 revealed the resident was admitted to the

During the interview with Minimum Data Set (MDS) nurse on 11/17/2011 at 9:00 AM, she stated she did not
recalt hospice representative attending the care plan me
hospice services. She further stated that she usually sen
and time of hospice patients care plan meetings, but she is not aware of any hospice representative comi

etings for Resident #47 since she was admitted to the
ds hospice representative a note in regard to the date

that includes measurable objectives
ychosocial needs that are identified in

s initiated on 06/28/2011. There

pice agency

ng
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protection to the patients. (See instrucliens.) Extept for nursing homes, the findin
For nussing honses, the above findings and plans of correciion are disclosable 14 d

The nbove isolated deficiencies pose no actual harm te the residents
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1 ing & Rehabiiitatio
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD Kuyag| Cumberland Nursing & Rehabilitation
S5=E center acknowledges recelpt of
Exit access is atranged so that exits are readily the statement of deficiencies and
accessible af all fimes in accordance with section proposes this ptan of Correction to
71 1921 the extent that the summary of

findings Is factually correct and
in order to maintain Compliance
with applicable rules and
provisions of quality of care of

This STANDARD is not met as evidenced by: resldents. The Plan of Correction is

Based on the obsarvations and staff interview

dtiring the tour on 12/2/2011 the facility had a submitted as a written allegation
secured special care unit that had the following of compliance. Cumberltand
ilems deficient with its special locking systems. Nursing and Rehabilitation
The specific findings include: Center’ to the
1. 'The delayed egress from the unit needed an enter's esponse to
excessive amount of pressute to start the statement of deficlencies
irreversible pracess. Note: A staff member other does not dendte agreament
:Zgz‘gnaintenance tested the door with the same with the statement of
2. The doar release swilch at the door entering deﬂdf’."des"m d?es It
the wing and the at the nurses station were above constitutean admisston that
48 inches of the finished floor, : any deficiency Isaccurate.
éFR#‘ 42.CFR 483.70 (2) : ‘| further Cumberland Nursing
: 70 (2 .

1062 | NFPA 101 LIFE SAFETY CODE STANDARD Kpp| °nd Rehabillation Center

8S-F reserves the right to
Required automatic sprinkler systems are refute any of deficiencies
continuously maintained in reliable operating on this statement through
Condiﬁpn aﬂd afre inSpEC‘ted Hnd f.eSlefi . Enf‘orma‘ dispute rmo!u(ion'
ggngd;cglly, 19.7,6, 4.6.12, NFPA 13, NFPA Forma) appeal procedure and or

any other administrative lega!
procéedings.

This STANDARD is not met as evidencad by:
Based on the observations and staff interview
during the tour on 12/2/2011 the facility had a

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Conalir_ e -Lalblhr— A7) - KNAR R (5]

Any deficiency statement ending with an astorlzk () denoles a deficlency which the Institution may he axcused from correciing praviding it 1% detarmined tiat
other stleguards provide sufisient protactios te lhe pationts, (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
Following the date of surveywhether or nol a plan of corection ls providad. For nursing homas, the above findings and plans of comeclion am disclosable 14
days fofowing the date theso documents are made available to the facltity. if deficiencles are cited, an approved plan of comectlon is requisite to conlinuad

progrem paricipation. W
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that had_ paint on the bulb,

CER# *42 GFR'483.70 (a)

:

(X4 D ~ SUMMARY STATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL, PREFI( (EACH CORRECTIVE AGTION SHOULD BE cw?‘%m
TAG REGULATOBY QR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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K 082! Contihued 038 ‘ '
AR P Fompage1 Kogz| K 12/18/33
quick raspo_l}se sprinkler head in the dietary Delayed egress has bean
department just across from the director's office adjusted so that

rainirnal pressure will

start the irreversible process,
repaired 12/8/11.

No other pressure

Sensitive defayed egress’ )
Doors on premises to

Correct.

Delayed egress will

Be inspected weekly

weeks, Then monthily

To correct.

For praper function x4

X3, then quarterly
UtitizIng an QJ sudit
Tool.

Results will be
Reviewed at the
Quarterly Ql meeting.

The daor release switch
has been lowered below
the 48 inch level, repaired
12/8/11.

No other door release
Switches on premises
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' Sprinkler head Inthe
Dietaty Department
has been replaced.
! 12/13/11,
Al other sprinkler
Heads audited for
Buijld-up on 12/13)11.
Sprinkter heads will
Be audited weekly x4,
Then monthlyx3, then
Quarteniy utilizing
A tool.
Results will he
Reviewed at the ;
Quarterly Q) meeting.
) |
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