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{F 000} INITIALCOMMENTS {F 000} | Iredell Memorial Hospital (IMH) is committed to
promoting and protecting patients’ rights and

developing and maintaining the skilled nursing |
facility in a manner that ensures the safety of |
patients, staff, and visitors. The following Plan
of Correction for each deficiency was
developed by the Director of Nursing and
Facility Administrator of the Skilled Nursing
Facility with oversight by the Vice President of
Professional Services and Facility Planning.

483.10 (F 157) atJ

Immediate Jeopardy began on 03/01/16 when
staff failed to notify the physician and responsible
party after a resident had been restrained and
abused.

483.13 (F 221) atJ

Immediate Jeopardy began on 03/01/16 when
Nurse #1 restrained Resident #1's right arm to
the side rail with no medical symptoms to warrant
the use of restraints. This Plan of Correction was developed to
ensure the Skilled Nursing Facility's full
compliance with the Medicare Conditions of
Participation, with all actions in the Plan of
Correction completed on or before April 27,
2016. Ongoing compliance will be evaluated
through monitoring activity as noted for each |

483.13 (F 223) atJ

Immediate Jeopardy began on 03/01/16 when NA
#1 witnessed Nurse #1 had tied Resident#1's
right arm to the bed rail with a towel thatwas

taped with a plastic medical tape and Nurse#1 | deficiency, with monitoring results forwarded to |
| stated to NA #1 she had sprayed Resident #1 in | the Quality Coordinating Council and the

the face with a cleansing body lotion due to his Skilled Nursing Facility Quality Assurance

combative behavior. Committee.

483.13 (F 225) atJ
Immediate Jeopardy began on 03/01/16 when NA
#1 failed to immediately report toadministrative
staff when Nurse #1 had tied Resident #1'sright
arm to the bed rail with a towel that was taped
with a plastic medical tape and Nurse #1 stated to
NA #1 she had sprayed Resident #1 in the face
with a cleansing body lotion due to his combative
| behavior.

483.13 (F 226) atJ

Immediate Jeopardy began on 03/01/16 when NA
#1 failed to immediately report when Nurse#1
had tied Resident #1's right arm to the bedrail
with a towel that was taped with a plastic medical
tape and Nurse #1 stated to NA#1 she had

LAB ATORYDIRECTORS RPROVI ERISUPPLIERREPRESENTATIVESSIGNATURE TITLE (%6) DATE

M A ) it ) et ) M/os/zo/e

Any de}‘\-c\e_ancy statem {\l ending with an astensk (* 5 denotes a deficiency which the inslitution may be excused from correcting providing it is determined }f{at
other safeguards proyifie sufficient protection to the patients . (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of &lrvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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sprayed Resident #1 in the face with a cleansing
body lotion due to his combative behavior.

483. 20 (F 279) atJ

Immediate Jeopardy began on 03/01/16 when
Nurse #1 tied Resident #1's right arm to the bed
rail with a towel and taped it with a plastic medical
tape to secure it and Nurse #1 stated to NA#1
she had sprayed Resident #1 in the face witha
cleansing body lotion due to his combative
behavior during nursingcare.

483.75 (F 490) atJ

Immediate Jeopardy began on 03/01/16 when NA
#1 witnessed Nurse #1 had tied Resident#1's
right arm to the bed rail with a towel thatwas
taped with a plastic medical tape and Nurse#1
stated to NA #1 she had sprayed Resident #1 in
the face with a cleansing body lotion due to his
combative hehavior and NA #1 failed to
immediately report the incident to administrative

| staff.

The facility provided the State Agency andthe
Centers for Medicare and Medicaid with an
acceptable allegation of compliance on 04/29/16.

A revisit survey was conducted on 05/03/16 for
verification of the facility's allegation of
compliance and to determine the status ofthe
ongoing Immediate Jeopardy. Immediate
Jeopardy was removed on 05/03/16 at 10:45 AM.
At the time of the exit on 05/03/16, the facility
remained out of compliance at F 157, F 221,F
223, F 225, F 226, F 279 and F 490 at a lower
scope and severity of (D) isolated, no actual harm
with potential for more than minimal harm thatis
not immediate jeopardy, while the facility
continues the process of monitoringthe
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| implementation of their correction actions.

{F 157} | 483.10(b)(11) NOTIFY OF CHANGES
ss=D | (INJURY/DECLINE/ROOM, ETC)

| A facility must immediately inform theresident;
consult with the resident's physician; and if
known, notify the resident's legalrepresentative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditionsor
clinical complications); a need to altertreatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new formof
treatment); or a decision to transfer or discharge
the resident from the facility as specifiedin
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legalrepresentative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State lawor
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident’'s
legal representative or interested family member.

This REQUIREMENT is not met as evidenced
| by:

{F 157} | CORRECTIVE ACTION FOR AFFECTED
RESIDENT

1.

Upon learning of restraint application and | 03/25/16

alleged abuse, Director of Nursing of the
Skilled Nursing Facility (DON) assessed
Resident #1 on March 25, 2016, noting no
sign of injury. Review of the patient's
medical record by the DON and Facility
Administrator on March 25, 2016, revealed
no documentation of any signs of injury to
Resident #1's eyes, face, arm, or wrists
during subsequent shifts following the
alleged events.

Resident’s physician was notified on March = 03/25/16
25, 2016 at 12:45 pm. by the DON of
restraint of patient and alleged spraying of
Remedy Cleansing Body Lotion in patient's
face. No new orders were received.

Resident #1's family member was contacted | 03/29/16
by the DON on March 28, 2016, to request a
meeting to discuss changes in the patient's
care. The family member requested to
schedule the meeting with the Director of
Nursing for March 29, 2016 so additional
family members could attend. On March 29,
2016, three family members, including
Resident #1's Healthcare Power of Attorney
met with the DON and the Facility
Administrator of the Skilled Nursing Facility
and the Vice President of Professional
Services and Facility Planning. During this
meeting, the family was notified of the
allegations and the complete investigation
with respect to Resident #1's care. The
family was provided complete details of the

FORM CMS-2567(02-99) Previous Versions Obsolele

Event ID:2vX512

Facility 1D; 933284

If continuation sheet Page 3 of 71




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/04/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
R-C
345306 B. WING 05/03/2016
NAME OF PROVIDER ORSUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
IREDELL MEMORIAL HOSPITALINC ShD EQUASACEORE
STATESVILLE, NC 28677
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID \ PROVIDER'S PLAN OF CORRECTION [ {X5)
PREFI| (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
X TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
{F 157} ' Continued From page 3 {F 157} incidents of March 1, 2016 and March 4,

Based on record reviews and staff and physician
interviews the facility failed to immediately notify
the physician and responsible party whena
resident became combative during nursing care
and a nurse restrained the resident's arm tothe
bed rail with a towel and secured it with a plastic
tape and sprayed the resident in the face witha
cleansing body lotion for 1 of 1 sampled for abuse
(Resident #1).

Immediate Jeopardy began on 03/01/16 when
staff failed to notify the physician and responsible
party after a resident had been restrained and
abused.

The immediate jeopardy is present and ongoing.

The facility provided the State Agency and the
Centers for Medicare and Medicaid with an
acceptable allegation of compliance (ACC) on
04/29/16.

A revisit survey was conducted on 05/03/16 to

' determine the status of the ongoing Immediate
Jeopardy. The facility provided documentation
for review of the following:

- Evidence of staff in-servicing onabuse
prohibition and use of restraints.

- Documentation of audits for abuse, use of
restraints and physician notification.

- Documentation of care plans revised and
developed to be individualized for residents' care
areas

- There had been no additional allegations of
abuse made since 04/20/16.

Observations of nursing care, interviews with
cognitively intact residents and interviews with
staff present in the facility on 05/03/16, reviewof
all documentation to support the AOC and

. Resident's physician was again contacted

. On March 29, 20186, interviews were

. Review of resident weekly skin

2016. Family members had multiple
questions, which were answered as fully as
possible. Discussion ensued regarding
resident’s ongoing care and status. Family
did note that Resident #1’s behavior and
status had improved over the past month
and wished to have Resident #1 remain in
the Skilled Nursing Facility for ongoing
care. The meeting was concluded with an
offer for additional meetings and/or
discussions should other questions or
concerns arise after the family members
present discussed the events with another
family member.

04/01/16
on April 1, 2016 by the Vice President of

Professional Services and Facility Planning |

to update him on the status of the

investigation and the actions taken in

response to the event. The Resident's |
Physician expressed that he was i
comfortable with the care of the residents
on the Skilled Nursing Facility and he had
no further suggestions for actions needed in
response to the event.

CORRECTIVE ACTION FOR OTHER
RESIDENTS

03/29/16
conducted by the DON with all alert and
oriented long-term residents who were
residents of the facility during the time of
the alleged events. All residents reported
no instances of abuse or neglect and
verbalized that they had no complaints
about the care they had received.

03/23/16
assessments on March 2, 2016, March 9
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{F 157} | Continued From page 4 {F 157} 2016, March 16, 2016, and March 23, 2016

interviews with the facility's Administrator and
Director of Nursing provided sufficient evidence to
support corrective action by the facility toremove
the immediate jeopardy at F- 1567 at a lower
scope and severity of (D) isolated, no actual harm
with potential for more than minimal harm thatis
not immediate jeopardy, while the facility
continues the process of monitoring the
implementation of the corrective action.

The findings included:

Resident #1 was admitted to the facility on
09/24/15 with diagnoses which includedheart
failure, chronic obstructive lung disease, stroke,
dementia, psychosis andschizophrenia.

| A review of the admission Minimum Data Set

(MDS) dated 10/01/15 indicated Resident #1 was
severely impaired in cognition and exhibited no
behaviors. The MDS further indicated Resident
#1 required extensive assistance for transfers,
bathing and hygiene but was totally dependent on
staff for bed mobility and toileting and hadupper
extremity impairment on oneside.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 03/27/16 indicated
Resident #1 was severely impaired incognition
and exhibited physical and verbal behaviors
directed toward others and was totally dependent
on staff for activities of daily living and had upper
extremity impairment on oneside.

A review of a nurse's note dated 03/01/16 at 6:50
AM by Nurse #1 revealed Resident #1 was
combative during attempt to give scheduled
medications and spit out most of applesauce
toward staff. The notes further revealed Resident

@

by the DON revealed no documentation or
reports of any injuries or wounds potentially
secondary to abuse or application of
restraints.

Interviews were conducted with 18 Skilled
Nursing Facility clinical staff members by
the DON and the Facility Administrator from
March 24, 2016 — March 29, 2016 to inquire
whether any other instances of abuse or
restraint application or suspicious injury had
been witnessed or observed with any other
residents. No concerns were identified.

Additionally, the DON or Facility
Administrator interviewed 3 physicians who
have the majority of the residents on the
Skilled Nursing Facility, including the SNF
Medical Director, to inquire whether they
had any concerns about the care rendered
or potential instances of abuse or restraint
application for any of their residents. No
concerns were identified.

Following resident, staff, and physician
interviews and medical record reviews, it
was determined that no other residents
were affected by these events and no new
events were identified.

SYSTEMIC CHANGES

1.

During the Root Cause Analysis, the “Chain
of Command" policy was reviewed by the
Director of Nursing and Facility
Administrator and determined to be

03/29/16

1 03/29/16

03/29/16

| 03/30/16

appropriate. The Chain of Command policy |

specifies that staff may bypass their
immediate supervisor when reporting an
event if their supervisor is unresponsive or
unavailable. Because the Chain of
Command was not enacted at the time of
the March 1, 2016 and March 4, 2016
events, it was determined that additional
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{F 157} | Continued From page5 {F 157}| staff education was indicated.
#1 threatened to go home and get his pistol and T _— , tificati f 03/26/16
shoot staff and attempts to redirect andreason Q preveit deiays i oIl 0
with the resident were unsuccessful. There was changss to Resident's physician and
* Resident's legal representative, effective

no documentation in the nurse's notes thatthe
physician or responsible party were notified.

A review of a typed statement dated 03/28/16by
Nurse #1 revealed in part that taking care of
Resident #1 was difficult because he wasvery
aggressive and combative. The documentfurther
revealed on one night (no date wasindicated)
while discussing Resident #1 with the night shift
nursing supervisor she suggested we mightwant
to secure Resident #1's wrists while cleaning him
and release them when we were finished. The
document indicated later that night or the next
night (no dates indicated) Resident #1 was
cursing and combative and Nurse #1 called the
supervisor who said to call security but we did not
have time for that so in an effort to provide a safe
situation for staff and resident she took a soft
pillowcase and some tape and secured Resident
#1's left wrist to the side rail. The document
revealed Resident #1 could still move his arm but
he was not able to swing his arm at them. The
document indicated they cleaned and
| repositioned him, then Nurse #1 released the
pillowcase, all taking less than 5 minutes. The
document indicated Nurse #1 stated shewas
! always in the room during this incidentand
accepted full responsibility for her judgment.

An attempt was made to contact Nurse #1on
04/19/16 at 2:00 PM by phone but there was no
answer and no option to leave a message.

During a phone interview on 04/19/16 at 4:36 PM
with the night shift Nursing Supervisor she stated
she had not instructed Nurse #1 to tie Resident

March 24, 2016, working staff was
provided education prior to the start of shift
on the policy of inmediate notification of
management staff of any suspected or |
witnessed abuse or neglect or any
restraint application. Upon notification,
management staff notifies the resident’s
responsible party and attending physician.
Any changes in the resident’s behavior or
physical condition must be reported
promptly to the resident's physician and
responsible party. No Skilled Nursing
Facility staff members are allowed to work
until they have received this education. \

On April 21, 2016, the Skilled Nursing
Facility clinical and non-clinical staff
annual competencies and the orientation
checklists were expanded to include
specific education on Proper Notification of
Witnessed / Suspected Abuse or Restraint |
Application and Chain of Command. New
employees will receive this education
during departmental orientation to the
Skilled Nursing Facility. Current
employees will receive this education
annually during staff competencies.

Education was provided to all Skilled
Nursing Facility clinical and non-clinical
staff and ancillary staff that provide care,
treatment, or services to residents of the
Skilled Nursing Facility via a computer-
based learning module from April 22 — 24,
2016 on Proper Notification of Witnessed / |
Suspected Abuse or Restraint Application
and Chain of Command. After April 24,
20186, no staff will be allowed to work on

04/21116

04/24/16
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{F 157} Continued From page 6 {F 157} the Skilled Nursing Facility until this
#1's arm to the bed rail. She stated shemade education has been completed.
rounds during the shnft and was available for staff 5. Proper Nofification of Witnessed / 04/21/16
to call her when a resident was out of control and Suspected Abuse or Restraint Application
she would have expected Nurse #1 to ‘ and Chain of Command was added to the
immediately notify the physician andresponsible list of annual competencies required for
party after Resident #1's right arm was tied to the any staff providing care, treatment, or
bed rail. services to residents of the Skilled Nursing |
‘ I Facility.
A review of a facility document completed by the
| Administrator titled Allegation of Resident MONITORING
Abuse/Restraint dated 03/30/16 revealed abrief . . . o
summary of interviews of staff. The document 1 ll(i)r?izgF;*Oil}g:?cﬁ:iﬂsfsw#wﬁ?cli)?’r(\:gllteyie 03/26/16
indicated on O3f01/16 NA.#1 assisted Ngrse#1 education on the policy of inmediate
when theylprowdt_ad morning care.lo Resident #1. notification of management staff of any
NA#1 assisted with providing peri care then left suspected or witnessed abuse or neglect or
the room for a short period of time to doother any restraint application and Chain of
| duties. When she finished she noticed the door Command.
of Resident #1's room was closed so shewent
inside the room. When she entered the room she 2. 100% of employees hired to the Skilled 04/21/16
noticed Resident #1's right hand was tied tothe Nursing Facility after 04/21/16 will receive
bed with a towel and was taped. Nurse #1was s\c’i_tlcatlondolnSPropert I‘\fjoxt;cauon oé -
present in the room. NA #1 immediately began to A;;;;}E:Sas;ﬁ)n anlésgzg; of Cﬁ?nen?;n destraln
remave e tepe and towe).fo freg g har?d but Orientation records for 100% of new hires
. Nurse #1 asked what she was doing. Resident #1 to the Skilled Nursing Facility will be
had applesauce on his face and a substanceon audited by the Facility Administrator for 3
his face that was dripping down the front of him. months to ensure all employees received
Nurse #1 stated she was trying to give Resident training on proper notification. Audit results
#1 his meds but he was not listening. On will be reported to the Quality Coordinating
03/24/16 the DON met with NA#1 and she Council and the Skilled Nursing Quality
reported the incident that had occurred on Assurance Committee.
03/01/16 and reported Nurse #1 briefly restrained . . . .
Resident #1's right hand to his bed rail witha 3. ‘E(_)O_% of warking S.k.'"ed Nursing Facility 04/24/16
; clinical and non-clinical and ancillary staff
pillowcase/towel and tape to protect herselfand will complete education on proper
resident while providing peri care due to notification of witnessed / suspected abuse
combative behavior. On 03/04/16 Nurse #1and or restraint application and Chain of
NA #2 were attempting to get Resident #1 up out Command.
of bed with a sit to stand lift and over to a chair. _
Resident #1 became agitated and beganhitting 4. 100% of working Skilled Nursing Facility | 04/24/16

clinical and non-clinical and ancillary staff
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in the face with cleansing body lotion due tohis

spitting at her. NA #2 got a wet wash cloth and

wiped Resident #1's face to get the lotion off. On

03/24/16 the DON met with NA #1 and she

reported the incident that had occurred on

| 03/01/16. NA #1 reported Nurse #1 briefly

| restrained Resident #1's right hand to his bed rail
with a pillowcase/towel and tape to protect herself

| and resident while providing peri care dueto

combative behavior. On 03/25/16 the DON met

| with NA #2 and she reported the incident that had
occurred on 03/04/16 when Nurse #1 sprayed

| Resident #1 in the face with cleansing body

| lotion. On 03/25/16 Resident #1's physician was

notified of the incidents. On 03/28/16 at 5:30 PM

Resident #1's family was contacted and a

meeting was requested to discuss the incident

and on 03/29/16 at 10:30 AM administration met

with Resident #1's family to inform them ofthe

incidents.

A review of facility investigation dated 03/30/16
completed by the Administrator titled Final
Summary of Investigation revealed Nurse #1was
consistent with the fact she restrained Resident
#1's hand with a pillowcase and tape toavoid
being hit. The report also revealed NA #1
provided further clarification and remembered
Nurse #1 had spray a bottle of cleansingbody
lotion in her hand when NA #1 entered Resident

- #1's room on 03/01/16 and Nurse #1 told NA#1
she had sprayed Resident #1 in the face because
he did not listen. The report indicated therefore, it

- was concluded Nurse #1 intentionally restrained

| Resident #1 and intentionally sprayed him inor

~around the face on 03/01/16 and intentionally

i sprayed Resident #1 in or around the face on
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03/04/16 to serve as punishment for hitting,
kicking or spitting at her and/or not following her
direction during medication administration.

During an interview on 04/19/16 at 11:08 AMthe
Director of Nursing (DON) confirmed NA #1had
witnessed Resident #1's arm tied to the bedrail
early in the morning before the end of the shift on
03/01/16. The DON explained on 03/04/16 there
was no restraint used but NA #2 observed Nurse
#1 spraying a cleansing body lotion in Resident's
#1's face. She further verified Nurse #1 was no |
longer employed by thefacility. |

An attempt was made on 04/20/16 at 11:15 AMto
contact Resident #1's physician by phone but was
unsuccessful.

During an interview on 04/20/16 at 2:24 PM with
the facility Medical Director he stated hethought
there was a better way to have handled the
situation instead of tying the resident's arm tothe
bed rail. He explained physicians were available
and on call 24 hours a day 7 days a week and it
was his expectation nursing staff should call the
physician if a resident had a change incondition
or exhibited behaviors and were out of control.
He further stated he would want to be notified
about the incidents as soon as possible and why
they had occurred.

An attempt was made on 04/20/16 at 2:35 PM to
contact Resident #1's responsible party butwas
unsuccessful.

During a follow up interview on 04/20/16 at 2:58
PM the DON verified after review of thenurse's
notes there was no documentation Resident #1's
physician or responsible party were notified after
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{F 157} | Continued From page 9

| the incidents. She confirmed Resident #1's
physician was unaware of the incidents until he
was notified during the investigation on 03/25/16
and the family was unaware of the incidents until
the administrative staff met with them on
03/29/16. She stated it was her expectation when
a resident had a change in status she expected
nursing staff to notify the physician and they
should notify the responsible party. She stated if
| she had known the morning of 03/01/16that
Resident #1's arm had been tied to the bed rail
and he had been sprayed in the face with the
cleansing body lotion she would have notified the
physician and responsible party immediately.

During an interview on 04/20/16 at 4:23 PM the
Administrator stated it was her expectation that
nursing staff should have reported immediately to
the physician and responsible party when
Resident #1's arm was restrained to the bed rail
and when Resident #1 was sprayed in the face
with the cleansing body lotion.

The facility Administrator, DON, hospital
Administrator and hospital Vice President were
notified of immediate jeopardy on 04/19/16 at
4:02 PM.

483.13(a) RIGHT TO BE FREE FROM
PHYSICALRESTRAINTS

{F 221}
SS=D

The resident has the right to be free fromany
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

{F 157}

{F 221}‘ CORRECTIVE ACTION FOR AFFECTED
RESIDENT

' 1. OnMarch 1, 2016, NA #1 reported that
she promptly removed the restraint.

2. The Facility Administrator recalled that on
March 4, 2016, Nurse #1 had requested to
meet with her and during that meeting
expressed frustration with Resident #1's

behavior. Nurse #1 reported being upset |

03/01/16

03/04/16
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Based on observations, staff and physician
interviews, police interview and record reviews
the facility failed to protect a resident's right tobe
free of physical restraint when staff restraineda
resident without medical symptoms. As a resulta
nurse restrained the resident's arm to the bedrail
with a towel and secured the towel with aplastic
medical tape when he became combative during
care for 1 of 1 resident sampled for abuse
(Resident #1).

Immediate Jeopardy began on 03/01/16 when
Nurse #1 restrained Resident #1's right arm to

| the side rail with no medical symptoms to warrant
the use of restraints.

' The immediate jeopardy is present and ongoing.

The facility provided the State Agency and the
Centers for Medicare and Medicaid with an
acceptable allegation of compliance (AOC) on
04/29/16.

| A revisit survey was conducted on 05/03/16 to

" determine the status of the ongoing Immediate
Jeopardy. The facility provided documentation
for review of the following:

| - Evidence of staff in-servicing onabuse

| prohibition and use of restraints.

- Documentation of audits for abuse, use of

restraints and physician notification.

- Documentation of care plans revisedand

developed to be individualized for residents’ care

areas

- There had been no additional allegations of

abuse made since 04/20/16.

| Observations of nursing care, interviews with
cognitively intact residents and interviews with
staff present in the facility on 05/03/16, reviewof

before. When questioned, Nurse #1
denied anything further happening. The
Facility Administrator asked Nurse #1 if
she felt she needed to take some time off
work, and Nurse #1 responded that she
had only one more shift to work, and then
was going to be on vacation from March 5
— March 13. The Facility Administrator
felt Nurse #1 was experiencing burn-out,

not assigned to provide care for Resident
#1 after this meeting and throughout the
duration of her employment.

3. Since the facility is committed to being

restraint-free and use of restraints is not
| tolerated, Nurse #1 was suspended on
March 24, 2016 at 4:45 p.m.

4. Upon learning of restraint application and
alleged abuse, Director of Nursing of the
Skilled Nursing Facility (DON) assessed
Resident #1 on March 25, 2016, noting no
sign of injury. Review of the patient's
medical record by the DON and Facility
Administrator on March 25, 2016, revealed
no documentation of any signs of injury to
Resident #1's eyes, face, arm, or wrists
during subsequent shifts following the
alleged events.

5. Suspension of Nurse #1 continued
pending full investigation with termination
of the nurse’s employment on March 30,

did not return to work or provide any
resident care from March 24, 2016 —
March 30, 2016.

and decided to immediately remove Nurse |
#1 from Resident #1's care. Nurse #1 was

2016 for application of restraint. The nurse

| 03/24/16

03/25/16

03/30/16
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all documentation to support the AOCand
interviews with the facility's Administratorand
Director of Nursing provided sufficient evidence to
support corrective action by the facility toremove
the immediate jeopardy at F- 221 at a lower
scope and severity of (D) isolated, no actual harm
with potential for more than minimal harm thatis
not immediate jeopardy, while the facility
continues the process of monitoring the
implementation of the corrective action.

The findings included:

Resident #1 was admitted to the facility on
09/24/15 with diagnoses which includedheart
failure, chronic obstructive lung disease, stroke,
dementia, psychosis andschizophrenia.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 03/27/16 indicated
Resident #1 was severely impaired incognition
and exhibited physical and verbal behaviors
directed toward others and was totally dependent
on staff for activities of daily living and had upper
extremity impairment on one side. The MDS
| further revealed restraints were notused.
\
|

A review of a care plan dated 02/15/16titled
psychotropic's revealed Resident #1 was
receiving Prozac and Risperdal for behavior
disinhibitions. The goal indicated resident's
behavior will be managed by lowest possible
dose of medications. The interventions were
listed to observe for side effects of Prozacsuch
as anxiety, somnolence (drowsiness), dizziness
or headaches and observe for side effects of
Risperdal such as nausea, constipation,sedation
and dizziness.

RESIDENTS

1%

Review of weekly skin assessments on
March 2, 2016, March 9, 2016, March 16,
2016, and March 23, 2016 by the DON
revealed no documentation or reports of
any injuries or wounds potentially
secondary to application of restraints.

Staff interviews and a root cause analysis
were immediately initiated upon receiving |
NA #1’s report of restraint application.

NA #1 was suspended on March 25, 2016
at 1:25 p.m. for failure to immediately
notify management staff of the observed
application of restraint.

Education on the Statement of Restraint-
Free Facility and the importance of
Immediately following the Chain of
Command if application of restraint is
observed was provided to NA #1 at the
time of suspension and prior to her return
to work on April 2, 2016.

As of Friday, March 25, 2016, the DON
and Facility Administrator have been
rounding separately on all three shifts at
least three times per week to confirm the
understanding of the restraint-free policy
and to meet with staff regarding any
questions or concerns.

On March 29, 2016, interviews were
conducted by the DON with all alert and
oriented long-term residents who were
residents of the facility during the time of
the alleged events. All residents
verbalized that they had no complaints
about the care they had received.

03/23/16

03/24/16

03/25/16

04/02/16

Ongoing

03/29/16
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02/22/16 titled psychotropic's indicated Prozac
and Zyprexa werediscontinued.

A review of a care plan with a revised date of
02/29/16 titled psychotropic's indicated Seroquel
25 milligrams was started for schizoaffective
disorder and the goal indicated thatresident's
behavior will be managed by lowestpossible
dose of medications. The interventions were
listed to observe for side effects of Seroquel such
as agitation, dizziness, dry mouth and
constipation.

A review of a staff schedule for the 11:00 PM -

| 7:00 AM shift from 02/29/16 through 03/01/16
revealed Nurse #1 and Nurse Aide (NA) #1 were

| assigned to care for Residenti#1.

| Areview of a nurse's note dated 03/01/16 at 4:49
AM by Nurse #1 revealed Resident #1 hadslept

| quietly off and on all night and no complaints or
requests were verbalized.

| A review of a nurse's note dated 03/01/16 at 6:50
AM by Nurse #1 revealed Resident #1was
combative during attempt to give scheduled
medications and spit out most of applesauce
toward staff. The notes further revealed Resident
1 threatened to go home and get his pistol and

SYSTEMIC CHANGES
1.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
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5 |
{F 221} | Continued From page 12 | {F221}| 7. Interviews were conducted with 18 Skilled | 03/29/16
A review of a care plan with a revised date of . | Nursing Facility clinical staff members by |
02/17/16 tiled psychotropic's indicated Risperdal | | the DON and the Facility Administrator |
was discontinued and Resident #1 was started on from March 24, 2016 — March 29, 2016 to
Zyprexa and to continue goal that resident's inquire whether any other instances of
behavior will be managed by lowest possible restraint application or suspicious injury ‘
dose of medications. The interventions were had been witnessed or observed with any
listed to observe for side effects of Zyprexa such other residents. No concerns were
dry mouth, sedation and somnolence. identified.
A review of a care plan with a revised date of ' 8. Additionally, on March 25, 2016 and \ 03/29/16

March 29, 2016, the DON or Facility
Administrator interviewed 3 physicians ‘
who have the majority of the residents on
the Skilled Nursing Facility, including the
SNF Medical Director, to inquire whether
they had any concerns about the care
rendered or restraint application for any of
their residents. No concerns were l
identified.

To mitigate this type of event from 03/26/16

reoccurring, on March 24, 2016, March 25,
2016, and March 26, 2016, all Skilled
Nursing Facility clinical and non-clinical
staff was provided education by the DON
prior to the start of shift on the policy of
immediate notification of management
staff of any suspected or witnessed
restraint application. Specific discussion
points included the facility's commitment to
maintaining a restraint-free environment
and the use of restraints for medical
symptoms or convenience are not
tolerated. Education included a
discussion of restraint alternatives to
utilize in response to aggressive or
combative residents, to include notification
of Nursing Supervisor, Resident's
physician, and Responsible Party and
calling Security or transferring resident to
ED as indicated
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shoot staff and attempts to redirect and reason
with the resident were unsuccessful.

A review of a nurse's notes dated 03/01/16 at

| 9:567 PM revealed Resident #1 resting in bed with
no complaints and took his PM medicationwith
no complications.

A review of nursing assessments dated 03/01/16
through 03/31/16 revealed there were nomedical
symptoms documented for use ofrestraints.

A review of a handwritten statement by NA#1
revealed on Monday night 02/29/16 sheworked
| with Nurse #1 and Resident #1 was very
combative. The statement further revealedNurse
#1 helped NA #1 change Resident #1 and after
he was changed NA #1 left the room to check on
other residents and after she finished withother
residents, NA #1 noticed Nurse #1 was stillin
Resident #1's room so she went to see if Nurse
| #1 needed any help. The documentindicated
when NA #1 opened the door shewitnessed
Nurse #1 fighting with Resident #1 and hadhis
arm tied to the bed with a bath towel andtape
wrapped around it. The document further
revealed NA #1 immediately removed thetape
and towel from Resident #1's arm and
straightened him up in bed because he was lying
sideways in the bed.

: During an interview on 04/19/16 at 2:08 PM with
NA#1 she confirmed she had written the hand
written statement and dated it 02/29/15 because
she started her shift at 11:00 PM on that day and
worked until the end of her shift at 7:00 AM on
03/01/16. She explained around 6:00 AMon
03/01/16 Nurse #1 helped her change Resident
#1. She stated she gathered up the dirty linens

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5
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{F 221} Continued From page 13 {F 221}I No Skilled Nursing Facility staff members

are allowed to work until they have
received this education.

On 3/29/16 and 3/31/16, Skilled Nursing | 03/31/16
Facility staff was provided education by the
DON on managing challenging behaviors
and resident rights.

During the Root Cause Analysis, the 1 03/30/16
“Chain of Command” policy was reviewed
by the Director of Nursing and Facility
Administrator and determined to be
appropriate. The Chain of Command
policy specifies that staff may bypass their
immediate supervisor when reporting an
event if their supervisor is unresponsive or
unavailable. Because the Chain of
Command was not enacted at the time of
the March 1, 2016 and March 4, 2016
events, it was determined that additional
staff education was indicated.

The root cause analysis was completed on| 04/01/16
April 1, 2016. The investigation revealed
that Nurse #1 felt frustrated and at her
“wit's end” with resident's combativeness
and she willfully violated the facility's
Restraint-Free policy. NA #1 recognized
that the restraint application should have
been immediately reported, but opted to
withhold the report due to personal
reasons. It was determined that
additional education needed to be
provided to Skilled Nursing Facility staff on
the facility’s Restraint-Free policy,
examples of restraints, the importance of
immediate notification of restraint
application, and methods of dealing with
frustration or burn-out.

On 4/09/16, the Director of Nursing Ongoing
implemented "Daily Reminders” for all
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tied Resident #1's arm to the bed rail itagitated
him more. She described his behaviors as
sporadic and she was never sure when he was

added to the list of annual competencies
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{F 221} | Continued From page 14 {F 221} clinical staff. These reminders are a
| and trash and left the room and when she had printed document on a topic related to
finished disposing of the linen and trash she resident care selected by the Director of
| noticed Resident #1's door was closed and it Nursing. Topics include challenging
concerned her because they did not usually leave hehaviors, care of the resident with
his door closed. NA #1 explained whenshe dementia, resident rights, and other
opened the door Nurse #1 was standing onthe pertinent topics. The reminders are
left side of the bed and told her to close the door. posted for all staff members to review
NA #1 stated she then observed Resident #1's daily seven days/ week.
right arm near his wrist was tied to the bed rail
with a towel. She explained the towel was 6. On April 12, 2016, the Regional 04/27/16
wrapped around the bedrail then around Resident Ombudsman provided mandatory
| #1's wrist and then the ends of the towel were education to Skilled Nursing Facility
| twisted together and plastic medical tapewas clinical and non-clinical staff regarding
wrapped multiple times around the towel to resident rights, including the right to be
secure it. She verified she observed Resident free from restraints. A second training
#1's arm was restrained with a white toweland session with the Regional Ombudsman is
stated she was sure it was a towel and it was not scheduled for April 27. 2016
a pillow case. She stated she immediately went to chedd P ' '
the resident and he was lying across the bed from 7. On April 21, 2016, the Skilled Nursing 04/21/16
one side to the other instead of his headtoward ’ Facility clinical and non-clinical staff
| the head of the bed and his feet toward the foot of annual competencies and the orientation
| the bed. She explained the towel waswrapped checklists were expanded to include
| pretty tight around his arm and he hadlimited Specific education on:
movement of his right arm. She further explained o Restraint-free Environment
Resident #1 was unable to use his leftarm e Managing Challenging Behaviors
because of left sided weakness from a strokeso e Chain of Command
he could not have removed the towel from his ; e Proper Notification of Restraint
right arm. She stated she immediately grabbed ‘ Application
the towel and started pulling the tape offand o Caregiver Fatigue
| released his arm and she noticed he had . . . .
" applesauce with particles of medication in it and a New employees will receive this education
solution that looked like body cleanser on his g‘;ﬂ”g depall'imenta! Ionentatton to the
. | illed Nursing Facility. Current
face. She explained Nurse #1 told her shehad employees will receive this education
tried to give Resident #1 his morningmedications annually during staff competencies.
but he was combative and was spitting themat
her. NA #1 stated she thought when Nurse#1 8. On April 22, 2016, these same topics were | 04/22/16
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{F 221} | Continued From page 15 {F 221} required for any staff providing care,
going to be combative. She explained Resident treatment, or services to residents of the
#1 sometimes made inappropriate verbal Skilled Nursing Facility.
remarks and sometimes would hit and kick at ) . .
staff during care but she redirected him or 9. Education was provided to all Skilled 04/24116
| stopped what she was doing and went back later Nursing Faculllty clinical and non-lcllnlcal
to provide his care and then he usuallywas staff and ancﬂlarylstaff that prowde Gare,
. treatment, or services to residents of the
| cooperative. Skilled Nursing Facility via a computer-
based learning module from April 22 — 24,
During an observation on 04/19/16 at 2:30 PM NA 2016 on the following topics:
#1 provided a demonstration of how Resident ¢ Resident’s Rights
#1's arm was tied to the bedrail in anempty o Restraint-Free Environment
' resident room and the DON and Administrator o Proper Notification of Restraint
were present for the demonstration. NA#1 Application
turned the bed diagonally so that it was no longer ¢ Managing Challenging Behaviors
 parallel with the wall and the side rails were in the s Chain of Command
up position on the right side of the bed. NA#1 o Caregiver Fatigue
requested the DON to lie across the bed from . )
side to side with her back resting on the siderail After April 24, 2016, no staff will be
and NA #1 wrapped the towel around the side rail "=F‘"°‘.”.9d o .worlk on fhe .Sk'"ed Nursing
s . . acility until this education has been
| then around the DON's right wrist and twisted the completed.
ends of the towel together and taped it to secure
it with Transpore medical tape (a latex-free, 10. Education was provided to all Skilled 04/24/16
hypoallergenic, transparent and perforated plastic Nursing Fagility clinical and non-clinical
tape that offers strong adhesion). NA #1verified staff and ancillary staff that provide care to
the tape was the same plastic medical tape that residents of the Skilled Nursing Facility via
had been used to tape the towel on Resident #1's a computer-based learning module on the
arm. facility's commitment to remain restraint-
‘ free and examples of restraints from April
A review of a typed statement dated 03/28/16by 2%~ 2015
Nurse #1 revealed in part that taking care of
| Resident #1 was difficult because he was very MONITORING
aggressive and combative. The document further
revealed on one night (no date wasindicated) 1. 100% of working Skilled Nursing Facility ~ 03/26/16
while discussing Resident #1 with the night shift clinical and non-clinical staff will complete
nursing supervisor she suggested we mightwant education on the policy of immediate
to secure Resident #1's wrists while cleaning him notification of management staff of any
| and release them when we were finished. The suspected or witnessed abuse or neglect
document indicated later that night or the next or any restraint application, restraint-free
night (no dates indicated) Resident #1 was environment, & restraint alternatives.
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Summary of Investigation revealed it was
determined Nurse #1 was unable to providea
consistent story. The report indicated Nurse #1
was inconsistent on the date of the incident, the

clinical and non-clinical and ancillary staff
will complete education on resident’s
rights, restraint-free environment, proper
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{F 221} Continued From page 16 {F 221} 100% of working Skilled Nursing Facility  04/22/16
cursing and combative and Nurse #1 called the ! staff will complete education on managing
supervisor who said to call security but we did not challenging behaviors and resident rights.

:ﬁl\::“t:::? for Izst:: dI?easl'] def,:?:l Lc:sp;:.;ldtz:ks:fe The Facility Administrator will monitor Ongoing
QRIOL 8 e ‘ weekly to ensure that seven “Daily
soft ‘pillowcase and some lape_and Sfacured Reminders” were posted by the DON for
Resident #1's left wrist to the side rail. The the staff. Monitoring will continue for 3
document revealed Resident #1 could stillmove months and results will be reported to the |
his arm but was not able to swing his arm at Quality Coordinating Council and the
them. The document indicated we cleaned and Skilled Nursing Facility Quality Assurance |
repositioned him, then Nurse #1 released the - Committee. ‘
pillowcase, all taking less than 5 minutes. The ! o . ) ) . ‘
| document indicated Nurse #1 stated she was ! 1|(_]0_/" |°f \.\aorklng ?k,'lle;j ’t\“#s'nl? Facility ] 04/27/16
" always in the room during this incidentand ?r;r::ﬁﬁ aonn rgg:zj;:?lrfahlss altwill receive |
" accepted full responsibility for her judgment. g ghis.
100% of employees hired to the Skilled Ongoing
An attempt was made to contact Nurse #1on Nursing Facility after 04/21/16 will receive
04/19/16 at 2:00 PM by phone but there was no education during orientation on restraint-
answer and no option to leave a message. free environment, managing challenging
behaviors, chain of command, proper
During a phone interview on 04/19/16 at 4:36 PM notification of restraint application, and
with the night shift Nursing Supervisor she stated s, el fatigue. Orientation records for |
she had not instructed Nurse #1 to tie Resident [1__001/“’1 of ”lf‘g hlrec?ltodtrt;e Shk'"gd ',\l{‘t"s'”g
| #1's arm to the bed rail. She stated shemade actiity will be audite yine Faclity
| ds during the shift and was available for staff Administrator for 3 months to ensure all
j| FRERSEREERNING #L5 SRRl Wosa r9ta employees received training on these
to call her when a resident was out of control. items. Audit results will be reported to the
She further stated it was her expectation Nurse Quality Coordinating Council and the
| #1 should have called her and should nothave Skilled Nursing Quality Assurance
| tied Resident #1's arm to the bed rail. She . Committee.
explained staff should have attempted to redirect . .
Resident #1 when he was combative orshould 100% of working Skilled Nursing Facility | 04/24/16
have stopped what they were doing andwent cl!nlcal and non-clinical and ancillary staff
back at a later time to providecare. will complete the 2016 competency on
proper notification of withessed /
A review of facility investigation dated 03/30/16 suspecied abuseer restralntapplicatian:
completed by the Administrator titled Final 100% of working Skilled Nursing Facility | ga/24/16
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hand that was restrained, the NA present inthe
room, when the restraint was actually applied or if
a Nurse Supervisor was notified. The report
further indicated Nurse #1 was consistent with the
fact she restrained Resident #1's hand witha
pillowcase and tape to avoid being hit so
therefore, it was concluded Nurse #1 intentionally
restrained Resident#1.

A review of a facility document completed by the
Administrator titled Allegation of Resident
Abuse/Restraint dated 03/30/16 revealed a brief
summary of interviews of staff. The document
indicated on 03/01/16 NA #1 assisted Nurse#1
when they provided morning care to Resident #1.
NA#1 assisted with providing peri care then left
the room for a short period of time to doother
duties. When she finished she noticed the door
of Resident #1's room was closed so shewent
inside the room. When she entered the room she
noticed Resident #1's right hand was tied tothe
bed with a towel and was taped. Nurse #1was
present in the room. NA #1 immediately began to
remove the tape and towel to free his handbut
Nurse #1 asked what she was doing. Nurse #1
stated she was trying to give Resident #1 his
medications but he was not listening. On
03/24/16 the DON met with NA #1 and she
reported the incident that had occurred on
03/01/16. NA #1 reported Nurse #1 briefly
restrained Resident #1's right hand to his bed rail
with a pillowcase/towel and tape to protect herself
and resident while providing peri care dueto
combative behavior.

During an interview on 04/19/16 at 11:08 AMwith
the Director of Nursing (DON) she confirmed
Nurse #1 and NA #1 were assigned to care for
Resident #1 on the night shift from 02/29/16

managing challenging behaviors, chain of
command, and caregiver fatigue.

8. During rounding 3 times per week for six = Ongoing
months, the DON and Facility
Administrator will ensure that all residents \

are free from restraints. Audit results will
be reported to the Quality Coordinating
Council and the Skilled Nursing Facility |

Quality Assurance Committee.
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through 03/01/16. She also confirmed NA #1 had
witnessed Resident #1's arm tied to the bedrail
early in the morning before the end of the shift on
03/01/16. She further verified Nurse #1 wasno
longer employed by thefacility.

During an observation on 04/19/16 at 1:00 PM the
door of Resident #1's room was open and he was
sitting calmly in a chair in his room facing the
door. An over bed table was in front of him and
he was moving items on top of the tablearound

I with his right hand and there were norestraints

| observed.

During an observation on 04/20/16 at 10:35 AM
the door of Resident #1's room was openand
Resident #1 sitting up in a chair in his room with
the over bed table in front of him. He was sitting
quietly and as staff spoke to him he repliedin a
calm voice and raised his right hand towave
when staff walked by his door and there were no
restraints observed.

During an interview on 04/19/16 at 1:15 with the
Assistant Chief of Police he verified Resident #1's
family reported the incident of tying Resident #1's
arm to the bedrail to the police at the police
department. He explained they conducted an
investigation and issued a warrant for Nurse #1's
arrest. He further explained Nurse #1 came to
the police station and was taken into custody and
she confessed to tying Resident #1's arm tothe
bed rail. He explained after being processed she
was taken to jail on 2 counts of assault ona
handicapped person and 1 count of false
imprisonment. He further explained she had
been released from jail onbond.

During an interview on 04/20/16 at 2:24 PM with
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the facility Medical Director he confirmed the
facility was a restraint free facility. He statedhe
thought there was a better way to have handled
the situation instead of tying the resident's armto
the bed rail. He explained usually whena
resident exhibited behaviors someone satwith
them to monitor them.

During a follow up interview on 04/20/16 at 2:58
PM the DON stated they were arestraint-free
facility and there should be absolutely noreason
for use of physical restraints or restraints used for
convenience and there were no medical reasons
| for restraints to be used for Resident #1. She
further stated it was her expectation that staff
should have used other least restrictive
interventions to handle Resident #1'scombative
behaviors. She explained Resident #1 should

| have had a care plan for behaviors with specific
interventions for staff to use when he exhibited
behaviors. She stated interventions shouldhave
included for staff to step away or reach outfor
help from coworkers or supervisors when a
resident exhibited behaviors or redirectresidents
| when they exhibited behaviors or change staff
members because sometimes different staff
would calm the resident. |

During an interview on 04/20/16 at 4:23 PM the
Administrator stated it was her expectationthat
no resident in the facility should be restrained
because they were a restraint-free facility. She

| further stated it was her expectation that nursing
| staff should have reported immediately when

| Resident #1's arm was restrained to the bed rail.

The facility Administrator, DON, hospital |
Administrator and hospital Vice President were
notified of immediate jeopardy on 04/19/16 at |
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The facility provided the State Agency and the
Centers for Medicare and Medicaid withan
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{F 223} | 483.13(b), 483.13(c)(1)(i) FREE FROM {F 223} | CORRECTIVE ACTION FOR AFFECTED
55=D | ABUSE/INVOLUNTARY SECLUSION RESIDENT
The resident has the right to be free fromverbal, 1. On March 1, 2016, NA #1 reported that 03/01116
sexual, physical, and mental abuse, corporal she promptly removed the restraint,
| punishment, and involuntary seclusion. cleaned Resident #1's face and
' repositioned him in bed.
s L i o i | ' 2. OnMarch 4, 2016, NA #2 reported she | 03/04/16
o pl y :Ca q ulse: HOIROREL PURIBRINAn:/ O immediately cleaned Resident #1's face to
IMYOIMIATy-SeCIUSIoN. remove the lotion.
3. The Facility Administrator recalled that on | 03/04/16
This REQUIREMENT is not met as evidenced March 4, 2016, Nurse #1 had requested to
by: meet with her and during that meeting
Based on observations, staff and physician expressed frustration with Resident #1's
interviews, police interview and record reviews bezawqr. '\c"”r?e #r;' rephqff:?g being upset
tacility failed t a resident’s fight tob and crying during her shift the evening
oo o ymcal abSa s G before. When questioned, Nurse f
b P yb e diirl . d denied anything further happening. The
ecame combalive:quning nusing care anda. Facility Administrator asked Nurse #1 if
nurse restrained the re3|dlent's arm fo the bedrail she felt she needed to take some time off
with a towel and secured it with a plastic tape and work, and Nurse #1 responded that she
sprayed the resident in the face on 2occasions had only one more shift to work, and then
with a cleansing body lotion for 1 of 1resident was going to be on vacation from March 5
sampled for abuse (Resident#1). — March 13. The Facility Administrator felt
Nurse #1 was experiencing burn-out, and
| Immediate Jeopardy began on 03/01/16 when NA decided to 'mmeff!alelv remove Nurse #1
#1 witnessed Nurse #1 had tied Resident#1's :‘rgpa?s?gs:]deedng;; 3%2:;::;2? gza:i"::nt
fight darmt:o th? b{?d ral d\?lttl] 2 lowel;hstwas# 1 #1 after this meeting and throughout the
taped with a plastic medical tape an ; urse ! duration of her employment.
stated to NA #1 she had sprayed Resident #1 in
the face with a cleansing body lotion due to his 4. Since the facility is committed to being 03/24/16
| combative behavior. restraint-free and use of restraints is not
tolerated, Nurse #1 was suspended on
| The immediate jeopardy is present and ongoing. March 24, 2016 at 4:45 p.m. pending
investigation of the alleged abuse.

5. Upon learning of restraint application and | 03/25/16

alleged abuse, the Director of Nursing of
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{F 223} Continued From page 21

acceptable allegation of compliance (AOC) on
04/29/16.

A revisit survey was conducted on 05/03/16to
determine the status of the ongoing Immediate
Jeopardy. The facility provided documentation
for review of the following:

- Evidence of staff in-servicing on abuse
prohibition and use of restraints.

- Documentation of audits for abuse, use of
restraints and physician notification.

- Documentation of care plans revised and

| developed to be individualized for residents' care
| areas

- There had been no additional allegations of
abuse made since 04/20/16.

Observations of nursing care, interviews with
cognitively intact residents and interviews with
staff present in the facility on 05/03/18, review of
all documentation to support the AOC and
interviews with the facility's Administrator and
Director of Nursing provided sufficient evidence to
support corrective action by the facility toremove
the immediate jeopardy at F-223 at a lower scope
and severity of (D) isolated, no actual harm with
potential for more than minimal harm that is not
immediate jeopardy, while the facility continues
the process of monitoring the implementation of
the corrective action.

The findings included:

A review of a Material Safety Data Sheet(MSDS)
| dated 02/26/08 indicated the body cleanser used
by the facility was labeled Remedy, 4-in-1body
cleanser and described the appearance as a thin
yellow liquid. The MSDS sheet further indicated it
was not considered to be a skin irritant butwith
eye contact to flush with adequate amount of cool

{F 223} the Skilled Nursing Facility (DON)
assessed Resident #1 on March 25, 2016,
noting no sign of injury. Review of the
patient's medical record by the DON and
Facility Administrator on March 25, 2016,
revealed no documentation of any signs of
injury to Resident #1's eyes, face, arm, or |
wrists during subsequent shifts following
the alleged events.

6. Nurse #1 was terminated by the Director of 03/30/16
Nursing for allegation of abuse and
improper application of restraint.

CORRECTIVE ACTION FOR OTHER
RESIDENTS |

1. Review of resident weekly skin 03/23/16
assessments on March 2, 2016, March 9,
2016. March 16, 2016, and March 23,
2016 by the DON revealed no
documentation or reports of any injuries or
wounds potentially secondary to abuse.

| 2. Staff interviews and a root cause analysis | 03/24/16
were immediately initiated on March 24,
2016 by the Director of Nursing and
Facility Administrator.

3. As of Friday, March 25, 2016, the DON i Ongoing
and Facility Administrator have been
rounding separately on all three shifts at
least three times per week to confirm
understanding that there is no tolerance of
abuse in the facility and to meet with staff
regarding any questions or concerns.

Nursing Facility clinical staff members by |
the DON and the Facility Administrator
from March 24, 2016 — March 29, 2016 to

|
|
| 4. Interviews were conducted with 18 Skilled | 03/29/16
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water for at least 15 minutes and seek medical
attention if irritation persists.

Resident #1 was admitted to the facility on
09/24/15 with diagnoses which includedheart
failure, chronic obstructive lung disease, stroke,
dementia, psychosis andschizophrenia.

A review of the admission Minimum Data Set
(MDS) dated 10/01/15 indicated Resident #1 was
severely impaired in cognition and exhibited no
behaviors. The MDS further indicated Resident
#1 required extensive assistance fortransfers,
bathing and hygiene but was totally dependent on
staff for bed mobility and toileting and hadupper
extremity impairment on oneside.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 03/27/16 indicated
Resident #1 was severely impaired incognition
and exhibited physical and verbal behaviors
directed toward others and was totally dependent
on staff for activities of daily living and had upper
extremity impairment on one side. The MDS

| further revealed restraints were notused.

A review of a staff schedule for the 11:00 PM -
7:00 AM shift from 02/29/16 through 03/01/16
revealed Nurse #1 and Nurse Aide (NA) #1 were
assigned to care for Resident#1.

A review of a handwritten statement by NA#1
revealed on Monday night 02/29/16 sheworked
with Nurse #1 and Resident #1 was very
combative. The statement further revealed Nurse
#1 helped NA#1 change Resident #1 and after
he was changed NA #1 left the room to check on
other residents and after she finished withother
residents, NA#1 noticed Nurse #1 was still in

restraint application or suspicious injury
had been witnessed or observed with any
other residents. No concerns were
identified.

5. On March 29, 2016, interviews were
conducted by the DON with all alert and
oriented long-term residents who were
residents of the facility during the time of
the alleged events. All residents
verbalized that they had no complaints
about the care they had received.

6. Additionally, on March 25, 2016 and March
29, 2016, the DON or Facility Administrator
interviewed 3 physicians who have the
majority of the residents on the Skilled
Nursing Facility, including the SNF
Medical Director, to inquire whether they
had any concerns about the care rendered
for any of their residents. No concerns
were identified.

| SYSTEMIC CHANGES
|
1. To mitigate this type of event from
reoccurring, on March 24, 2016, March 25,
2016, and March 26, 2016, all Skilled
Nursing Facility clinical and non-clinical
staff was provided education by the DON
prior to the start of shift on what is
considered abuse and types of abuse. No
Skilled Nursing Facility staff members are
allowed to work until they have received
this education.

| 2, On 3/29/16 and 3/31/16, Skilled Nursing
Facility staff was provided education on

resident abuse by the Director of Nursing.
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{F 223} | Continued From page 23 {F 223} 3. During the Root Cause Analysis, the 03/30/16
Resident #1's room so she went to see if Nurse “Chain of Command" policy was reviewed
' #1 needed any help. The documentindicated by the Director of Nursing and Facility
' when NA #1 opened the door shewitnessed Administrator and detgrmmed to be
Nurse #1 fighting with Resident #1 and hadhis appropats. TheChial of Cermend
. . policy specifies that staff may bypass their
arm tied to the bed with a bath towel andtape immediate supervisor when reporting an
wrapped around it. The document further event if their supervisor is unresponsive or
revealed NA #1 immediately removed thetape unavailable. Because the Chain of
and towel from Resident #1's arm and Command was not enacted at the time of |
straightened him up in bed because he was lying the March 1, 2016 and March 4, 2016 '
sideways in the bed. events, it was determined that additional
i staff education was indicated.
| During an interview on 04/19/16 at 2:08 PM with -
| NA#1 she confirmed she worked the night shift The root cause analysis was completed | 04/01/16
from 11:00 PM on 02/29/16 until 7:00 AMon on April 1, 2016 by the Director of Nursing |
03/01/16. She explained around 6:00 AMon and Facility Administrator. Following
03/01/16 Nurse #1 helped her change Resident resident, staff, and physician interviews
#1. She stated she gathered up the dirtylinens and medical record reviews, it was
and trash and left the room and when shehad determined that no other residents were
finished disposing of the linen and trash she affected by these events and no new
noticed Resident #1's door was closed and it events were identified. The investigation
concerned her because they did not usually leave revealed that Nurse #1 felt frustrated and
his door closed. NA #1 explained whenshe at her “wit's end” with resident’s
opened the door Nurse #1 was standing onthe combativeness and she willfully violated
left side of the bed and told her to close the door. the facility's Restraint-Free policy. NA #2 |
| NA#1 stated she then observed Resident #1's did not recognize that spraying Resident
right arm near his wrist was tied to the bedrail #1 in the face with cleansing lotion was a |
| with a towel. She exp!aineld the towel was . form of abuse even if it was immediately
wrf';lppe.d around the bedrail then around Resident addresssd and did nictresult i Karm. [t
#1.5 wiistand then the en(.is ofth_e towel wale was determined that additional education
Bksted together ar.1d plastic medical tapewas needed to be provided to Skilled Nursing
Wragped suiliple tines arowdihe lawai Facility staff on the definition of abuse and
| secure it. She verified she observed Resident ) ) :
#1's arm was restrained with a white toweland example§ af abu5|lve hehaviar, managing
stated she was sure it was a towel and it was not challenging behaviors, and methods of
a pillow case. She stated she immediately went to dealing with frustration or burn-out.
the resident and he was lying across the bed from On 4/09/16, the Director of Nursing Ongoing
one side to the other instead of his headtoward implemented “Daily Reminders"” for all
the head of the bed and his feet toward the foot of ‘ clinical staff. These reminders are a
the bed. She explained the towel was wrapped ‘ printed document on a topic related to
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|
{F 223} Continued From page 24 {F 223} resident care selected by the Director of

pretty tight around his arm and he hadlimited
movement of his right arm. She further explained
Resident #1 was unable to use his leftarm
because of left sided weakness from a strokeso
he could not have removed the towel from his
right arm. She stated she immediately grabbed
the towel and started pulling the tape offand
released his arm. She explained after she
removed the towel from his arm she noticed he
had applesauce with pieces of medication init
and a solution was all over his face and onthe
front of his gown. She stated the solution onhis
face was yellow in color and looked like body
cleanser they used as a lotion/cleanserduring
peri care. She explained she did notwitness
Nurse #1 spray Resident #1 in the face butthat

' Nurse #1 had told her she sprayed him in the
face with the body cleanser. She stated Resident
#1 was not able to rub the lotion off his face
because his right hand was tied to the bed rail.

During an observation on 04/19/16 at 2:30 PM NA
#1 provided a demonstration of how Resident
#1's arm was tied to the bedrail in anempty
resident room and the DON and Administrator
were present for the demonstration. NA#1
turned the bed diagonally so that it was no longer
parallel with the wall and the side rails were in the
up position on the right side of the bed. NA#1
requested the DON to lie across the bed from
side to side with her back resting on the siderail
and NA #1 wrapped the towel around the side rail
then around the DON's right wrist and twisted the
ends of the towel together and taped it to secure
it with Transpore medical tape (a latex-free,
hypoallergenic, transparent and perforated plastic
tape that offers strong adhesion). NA #1 verified
the tape was the same plastic medical tape that
had been used to tape the towel on Resident #1's

Nursing. Topics include challenging
behaviors, care of the resident with

dementia, resident rights, and other
pertinent topics. The reminders are
posted for all staff members to review
daily seven days/ week.

|
| 8. On 4/12/16, the Regional Ombudsman | 04127116
provided mandatory education to clinical
and non-clinical Skilled Nursing Facility
staff regarding resident rights, including
the right to be free from abuse. This
training session will be repeated by the

Regional Ombudsman on 4/27/16.

7. On April 21, 2016, the Skilled Nursing
Facility staff annual competencies and the |
orientation checklist were expanded to
include specific education on:

e Managing Challenging Behaviors |
e Caregiver Fatigue
e Chain of Command

04/21/16

New employees will receive this

education during departmental crientation
to the Skilled Nursing Facility. Current
employees will receive this education
annually during staff competencies. |

8. On April 22, 2016, these same topics were, 04/22/16
added to the list of annual competencies
required for any staff providing care,
treatment, or services to residents of the
Skilled Nursing Facility.

9. Education was provided to all Skilled 04/24/16

Nursing Facility clinical and non-clinical
staff and ancillary staff that provide care,
treatment, or services to residents of the
Skilled Nursing Facility via a computer-
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{F 223} | Continued From page 25 {F 223} based learning module from April 22 - 24,
arm. 2016 on the following topics:
e Resident's Rights
e Managing Challenging Behaviors |

- Areview of a facility document completed by the
Administrator titled Allegation of Resident
Abuse/Restraint dated 03/24/16-03/30/16
revealed a brief summary of interviews of staff.

| The document indicated on 03/01/16 NA#1
assisted Nurse #1 when they providedmorning
care to Resident #1. NA #1 assisted with
providing peri care then left the room for ashort
period of time to do other duties. Whenshe

| finished she noticed the door of Resident#1's
room was closed so she went inside the room.
When she entered the room she noticed Resident
#1's right hand was tied to the bed with atowel

| and was taped and Nurse #1 was present in the
room. NA #1 immediately began to remove the
tape and towel to free his hand but Nurse#1
asked what she was doing. The document further
revealed Resident #1 had applesauce on his face
and a substance on his face that was dripping
down the front of him. Nurse #1 stated shewas

| trying to give Resident #1 his medications buthe
was not listening. On 03/24/16 the DON met with

| NA #1 and she reported the incident thathad

occurred on 03/01/16. NA#1 reported Nurse #1

briefly restrained Resident #1's right hand tohis

bed rail with a pillowcase/towel and tape to

protect herself and resident while providing peri
care due to combative behavior. The document
indicated on 03/04/16 Nurse #1 and NA #2 were

attempting to get Resident #1 up out of bed with a

sit to stand lift and over to a chair. Resident#1

became agitated and began hitting and spitting
continuously and after he was transferred to his
chair NA #2 turned and observed Nurse #1 as
she sprayed Resident #1 in the face with
cleansing lotion due to his spitting at her. NA#2

got a wet wash cloth and wiped Resident #1's

e Caregiver Fatigue, including
access to EAP Program
e Chain of Command

10. Additionally all clinical and non-clinical
Skilled Nursing Facility staff were provided
education from April 22 -24, 2016 on
actions to be taken in response to a safety
event where resident or staff safety arein
jeopardy (“5 Rights of Duty To Report”).
These actions include providing a safe
environment for the resident, speaking up
about the event, documenting the event,
enlisting help from co-workers, and ,
ensuring staff safety. After April 24, 2016
no staff will be allowed to work on the
Skilled Nursing Facility until this education
has been completed.

MONITORING

1. 100% of working Skilled Nursing Facility
clinical and non-clinical staff will complete
education on what is considered abuse
and types of abuse.

2. 100% of working Skilled Nursing Facility
staff will complete education on resident
abuse.

3. The Facility Administrator will monitor
weekly to ensure that seven “Daily
Reminders” were posted by the DON for
the staff. Monitoring will continue for 3
months and results will be reported to the
Quality Coordinating Council and the
Skilled Nursing Fagility Quality Assurance |
Committee.

04/24/16

03/26/16

04/22/16

Ongoing
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{F 223} Continued From page 26 {F 223} 100% of working Skilled Nursing Facility | 04/27/16
face to get the lotion off. On 03/24/16 the DON clinical and non-clinical staff will receive
| met with NA #1 and she reported the incident that training on resident rights.
had occurred on 03/01/16. NA #1 reported Nurse ) ' Onaoi
#1 briefly restrained Resident #1's right handto 100% of employees hired to the Skilled N
his bed rail with a pillowcase/towel and tapeto Nursing Fac"'?y aftgr 0. 2.1" 16 will HaGaIED
protect herself and resident while providing peri education duriny bnentalion an maraging
. . challenging behaviors, caregiver fatigue,
care due to .combatwe behavior. On 03/25/16 the and chain of command. Orientation
DON met with NA #2 and she reportedthe records for 100% of new hires to the
| incident that had occurred on 03/04/16 when Skilled Nursing Facility will be audited by
Nurse #1 sprayed Resident #1 in the facewith the Facility Administrator for 3 months to
cleansing lotion. ensure all employees received training on
these items. Audit results will be reported |
A review of a typed statement dated 03/26/16at to the Quality Coordinating Council and
1:15 AM by NA #2 revealed she was in Resident the Skilled Nursing Quality Assurance
#1's room on 03/04/16 with Nurse #1 toget Commiltee.
Resident #1 out of bed. The document indicated . . ) . "
| Resident #1 was combative (hitting, kickingand 1(.)0./° of working S.k.'HEd Nursmg Facility | 04/24/16
trying to spit on staff) and after Resident #1was C]!"'Cal and non-clinical and ancillary staff
: will complete the 2016 competency on
; transferrled toa chal.r NA #2 asked N.urse #1 _ managing challenging behaviors, |
| several times to assist her to get Resident back in caregiver fatigue, and chain of command.
the chair so he wouldn't slide off the edge but
instead Nurse #1 proceeded to spray Resident #1 100% of working Skilled Nursing Facility | 04/24/16
in the face with some lotion base cleansingspray clinical and non-clinical and ancillary staff
which made Resident #1 more aggressive. The will complete education on resident’s
document further indicated NA #2 immediately rights, managing challenging behaviors,
got a washcloth and washed the resident's face. caregiver fatigue, and chain of command.
During a phone interview on 04/19/16 at 3:02 PM 33?(0% of wor_king cli'n‘ical and npn-clinical 04/24/16
: ; illed Nursing Facility staff will complete
wulh.NA #2 she explalneq Nurse #1 wanted to get education on actions to be taken in
Resident #1 up to a chair on 03/04/16between ; response to a safety event where resident
6:00 AM and 6:30 AM and they transferred him or staff safety are in jeopardy (‘5 Rights of
with a sit to stand lift from his bed to the chair. Duty to Report”). .
She stated Resident #1 was trying to hit them and ' .
| kick them and he was spitting at them. NA#2 During rounding 3 times per week for six ~ Ongoing

stated she kept asking Nurse #1 to help her
position Resident #1 in the chair because he was
sliding forward but Nurse #1 ignored herand
grabbed a spray bottle of cleansing lotionand
sprayed him multiple times in the face. She

months, the DON and Facility
Administrator will ensure that all residents
are free from abuse. Audit results will be
reported to the Quality Coordinating
Council and the Skilled Nursing Facility
Quality Assurance Committee.
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{F 223} | Continued From page 27 {F 223}

stated the lotion was on his face at his
| cheekbones and was running down his face so

she got a washcloth and wiped the lotion off. She
explained when Nurse #1 sprayed him in the face
it startled him and made his agitation worse. She

stated she felt she had taken care of it by
washing the lotion off Resident #1's face and at
the time did not think it wasabuse.

Nurse #1 revealed in part that taking care of
Resident #1 was difficult because he was very

revealed on one night (no date wasindicated)
while discussing Resident #1 with the night shift

nursing supervisor she suggested we mightwant
to secure Resident #1's wrists while cleaning him

and release them when we were finished. The
document indicated later that night or the next
night (no dates indicated) Resident #1 was
cursing and combative and Nurse #1 called the

situation for staff and resident, Nurse #1 took a
soft pillowcase and some tape and secured
Resident #1's left wrist to the side rail. The
document revealed Resident #1 could stillmove
his arm but was not able to swing his arm at
them. The document indicated we cleanedand
repositioned him, then Nurse #1 released the
pillowcase, all taking less than 5 minutes. The
document indicated Nurse #1 stated shewas
always in the room during this incidentand
accepted full responsibility for her judgment.

An attempt was made to contact Nurse #1on
04/19/16 at 2:00 PM by phone but there was no
answer and no option to leave a message.

A review of a typed statement dated 03/28/16 by

aggressive and combative. The documentfurther

supervisor who said to call security but we did not
have time for that so in an effort to provide a safe
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During a phone interview on 04/19/16 at 4:36 PM
with the night shift Nursing Supervisor she stated
she had not instructed Nurse #1 to tie Resident

| #1's arm to the bed rail. She stated shemade

rounds during the shift and was available for staff
to call her when a resident was out of control.
She further stated it was her expectation Nurse
#1 should have called her and should nothave
tied Resident #1's arm to the bed rail and should
not have spayed the cleansing body lotion in his
face.

During an interview on 04/19/16 at 1:15 with the
Assistant Chief of Police he verified Resident #1's
family reported the incident of tying Resident #1's
arm to the bedrail to the police at the police
department. He explained they conducted an
investigation and issued a warrant for Nurse #1's
arrest. He further explained Nurse #1 came to
the police station and was taken into custody and
she confessed to tying Resident #1's arm tothe
bed rail. He explained after being processed she
was taken to jail on 2 counts of assault ona
handicapped person and 1 count of false
imprisonment. He further explained she had
been released from jail onbond.

During an observation on 04/19/16 at 1:00 PM the

| door of Resident #1's room was open and he was

sitting calmly in a chair in his room facing the
door. An over bed table was in front of himand

' he was moving items on top of the tablearound

with his right hand.

During an observation on 04/20/16 at 10:35 AM
the door of Resident #1's room was openand
Resident #1 sitting up in a chair in his room with
the over bed table in front of him. He was sitting
quietly and as staff spoke to him he replied in a

X&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8
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Continued From page 29

calm voice and raised his right hand to wave
when staff walked by hisdoor.

During an interview on 04/20/16 at 2:24 PM with
the facility Medical Director he confirmedthe
DON had informed him during the investigation of
the incidents that had occurred on 03/01/16 and
03/04/16. He stated he thought there was a
better way to have handled the situation instead
of tying the resident's arm to the bedrail.

During a follow up interview on 04/20/16 at 2:58
PM the DON stated she considered the incidents
of tying Resident #1's arm to the bed rail and
spraying him in the face with the cleansing lotion
as abuse. The DON explained there was a zero
tolerance for abuse in the facility.

During an interview on 04/20/16 at 4:23 PM the
Administrator stated it was her expectation of
staff to treat residents respectfully and abuse of
residents was not tolerated in the facility.

The facility Administrator, DON, hospital
Administrator and hospital Vice President were
notified of immediate jeopardy on 04/19/16 at
4:02 PM.

483.13(c)(1)(ii)-(iii), (c)(2) -(4)
INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law, or have

| had a finding entered into the State nurse aide

registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a

{F 223}

CORRECTIVE ACTION FOR AFFECTED
RESIDENT

{F 225}

1. On March 1, 2016, NA #1 reported that
she promptly removed the restraint,
cleaned the Resident #1's face, and
repositioned him in bed.

2.  On March 4, 2016, NA #2 reported she

remove the lotion.

immediately cleaned Resident #1's face to

03/01/16

| 03/04/16
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a resident became combative during nursing care
and a nurse restrained the resident's arm tothe
bed rail with a towel and secured it with a plastic

pending full investigation with termination
of the nurse’s employment on March 30,
2016 for alleged abuse and restraint

IREDELL MEMORIAL HOSPITALINC STATESVILLE, NG 28677
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{F 225} Continued From page 30 {F 225} The Facility Administrator recalled that on | 03/04/16
court of law against an employee, which would March 4, 2016, Nurse #1 had requested to
indicate unfitness for service as a nurse aide or meet with her and during that meeting
" other facility staff to the State nurse aide registry expressed frustration with Resident #1's
o licensing authorities. behawo_r. Nurfse #1 repqrted being .upset
and crying during her shift the evening
- o before. When questioned, Nurse #1
The fgcm!y rnust ensure that all allegedviolations denied anything further happening. The
 involving mistreatment, neglect, or abuse, Facility Administrator asked Nurse #1 if
including injuries of unknown source and she felt she needed to take some time off
misappropriation of resident property arereported work, and Nurse #1 responded that she
immediately to the administrator of the facility and had only one more shift to work, and then
to other officials in accordance with State law was going to be on vacation from March 5
through established procedures (including tothe —March 13, 2016. The Facility
| State survey and certificationagency). Administrator felt Nurse #1 was
experiencing burn-out, and decided to
T-he f{:icility must have evildence. that all alleged &?&g‘:ﬁ%’,?{:’; r;);e g’gg’: ::11 \f\cg?n -
violations are thoroughly mvestlgal_ed, and must assigned to provide care for Resident #1 1
prevent further potential abuse while the after this meeting and throughout the
investigation is inprogress. duration of her employment.
| The results of all investigations must bereported Since the facility is committed to being 03/24/16
| to the administrator or his designated restraint-free and use of restraints is not
representative and to other officials in accordance tolerated, Nurse #1 was suspended on
with State law (including to the State surveyand March 24, 2016 at 4:45 p.m. pending
certification agency) within 5 working days of the investigation of the alleged abuse.
|nC|dent: and if the ?Ilegeq violation isverified Upon learning of restraint application and | 03/25/16
appropriate corrective action must be taken. alleged abuse, Director of Nursing of the
* Skilled Nursing Facility (DON) assessed
Resident #1 on March 25, 2016, noting no
sign of injury. Review of the patient's
This REQUIREMENT is not met as evidenced medical record by the DON and Facility
by: Administrator on March 25, 2016, revealed
Based on staff interviews and record reviews the no dlocumen,lation of any signs of injury to
facility staff failed to inmediately report witnessed Resident #1's eyes, face, arm, or wrists
incidents of physical abuse and the failureto gh‘;'gg dsgszgﬁsue”t shifts following the
report placed other residents at risk for abuse. '
The facility staff failed to immediately report when Suspension of Nurse #1 continued 03/30/16
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cleansing body lotion on 2 occasions for 1 of 1
resident sampled for abuse (Resident#1).

| Immediate Jeopardy began on 03/01/16 when NA

' #1 failed to immediately report toadministrative

- staff when Nurse #1 had tied Resident #1'sright
arm to the bed rail with a towel that wastaped

' with a plastic medical tape and Nurse #1 stated to

NA #1 she had sprayed Resident #1 in the face

with a cleansing body lotion due to his combative

behavior.

The immediate jeopardy is present and ongoing.

| The facility provided the State Agency and the
Centers for Medicare and Medicaid withan
acceptable allegation of compliance (AOC) on
04/29/16.

A revisit survey was conducted on 05/03/16to
determine the status of the ongoing Immediate
Jeopardy. The facility provided documentation
for review of the following:

- Evidence of staff in-servicing onabuse
prohibition and use of restraints.

- Documentation of audits for abuse, use of
restraints and physician notification.

- Documentation of care plans revised and
developed to be individualized for residents' care
areas

- There had been no additional allegations of
abuse made since 04/20/16.

Observations of nursing care, interviews with
cognitively intact residents and interviews with
staff present in the facility on 05/03/16, review of
all documentation to support the AOC and
interviews with the facility's Administrator and
Director of Nursing provided sufficient evidence to

| March 24, 2016 — March 30, 2016.
|

|CORRECTIVE ACTION FOR OTHER
RESIDENTS

1. Review of resident weekly skin
assessments on March 2, 2016, March 9,
2016. March 16, 2016, and March 23,

| 2016 by the DON revealed no

documentation or reports of any injuries or
wounds potentially secondary to abuse.

were immediately initiated on March 24,
2016 by the Director of Nursing and
Facility Administrator.

3. NA#1 and NA #2 were suspended on
March 25, 2016 for failure to immediately
notify management staff of the suspected
abuse and application of restraint.

4. As of Friday, March 25, 2016, the DON
and Facility Administrator have been
rounding separately on all three shifts at
least three times per week to confirm
understanding that there is no tolerance of
abuse in the facility and to meet with staff
regarding any questions or concerns.

5. Interviews were conducted with 18 Skilled
Nursing Facility clinical staff members by
the DON and the Facility Administrator
from March 24, 2016 — March 29, 2016 to
inquire whether any other instances of
suspicious injury or abuse had been
witnessed or observed with any other
residents. No concerns were identified.

2. Staff interviews and a root cause analysis
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The findings included:

Resident #1 was admitted to the facility on
09/24/15 with diagnoses which includedheart
failure, chronic obstructive lung disease, stroke,
dementia, psychosis andschizophrenia.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 03/27/16 indicated
Resident #1 was severely impaired incognition

| and exhibited physical and verbal behaviors

directed toward others and was totally dependent
on staff for activities of daily living and had upper

| extremity impairment on one side. The MDS

further revealed restraints were notused.

A review of a staff schedule for the 11:00 PM -
7:00 AM shift from 02/29/16 through 03/01/16
revealed Nurse #1 and Nurse Aide (NA) #1 were
assigned to care for Resident#1.

A review of a handwritten statement by NA#1
revealed on Monday night 02/29/16 sheworked
with Nurse #1 and Resident #1 was very
combative. The statement further revealed Nurse
#1 helped NA#1 change Resident #1 and after
he was changed NA #1 left the room to check on
other residents and after she finished withother
residents, NA #1 noticed Nurse #1 was stillin
Resident #1's room so she went to see if Nurse
#1 needed any help. The document indicated

1.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES \ D PROVIDER'S PLAN OF CORRECTION (X5)
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X TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
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F 225 i i i
{ } | Gantinued From page‘32 {F 225}1 6. On March 29, 2016, interviews were 03/29/16
! support corrective action by the facility toremove ‘ conducted by the DON with all alert and
the immediate jeopardy at F- 225 at a lower oriented long-term residents who were
scope and severity of (D) isolated, no actual harm residents of the facility during the time of |
with potential for more than minimal harm thatis the alleged events. All residents |
not immediate jeopardy, while the facility verbalized that they had no complaints
continues the process of monitoring the about the care they had received
| implementation of the corrective action.
7. Additionally, on March 25, 2016 and March' 03/29/16

29, 2016, the DON or Facility AdministraﬂmJ
interviewed 3 physicians who have the
majority of the residents on the Skilled
Nursing Facility, including the SNF
Medical Director, to inquire whether they
had any concerns about the care rendered
for any of their residents. No concerns
were identified.

SYSTEMIC CHANGES

To mitigate this type of event from 03/26/16
reoccurring, on March 24, 2016, March 25,
2016, and March 26, 2016, all Skilled
Nursing Facility clinical and non-clinical
staff was provided education by the DON
prior to the start of shift on the need to
immediately notify management staff of
any suspected or witnessed abuse or
restraint application. Any changes in the
resident’s behavior or physical condition |
must be reported promptly to the resident's|
physician and responsible party. No
Skilled Nursing Facility staff members are
allowed to work until they have received
this education.

During the Root Cause Analysis, the 03/30/16
“Chain of Command” policy was reviewed
by the Director of Nursing and Facility
Administrator and determined to be
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when NA #1 opened the door shewitnessed
Nurse #1 fighting with Resident #1 and hadhis
arm tied to the bed with a bath towel andtape
wrapped around it. The document further
revealed NA #1 immediately removed thetape
and towel from Resident #1's arm and
straightened him up in bed because he was lying
sideways in the bed.

During an interview on 04/19/16 at 2:08 PM with
NA #1 she confirmed she worked the night shift
from 11:00 PM on 02/29/16 until 7:00 AMon
03/01/16. She explained around 6:00 AMon
03/01/16 Nurse #1 helped her change Resident
#1. She stated she gathered up the dirtylinens
and trash and left the room and when shehad
finished disposing of the linen and trash she
noticed Resident #1's door was closed and it
concerned her because they did not usually leave
his door closed. NA #1 explained when she
opened the door Nurse #1 was standing onthe
left side of the bed and Resident #1's rightarm
near his wrist was tied to the bed rail with a towel.
She explained the towel was wrapped around the
bedrail then around Resident #1's wrist and then
the ends of the towel were twisted togetherand
plastic medical tape was wrapped multipletimes
around the towel to secure it. She verifiedshe
observed Resident #1's arm was restrained with
a white towel and stated she was sure it wasa
towel and it was not a pillow case. She stated she
immediately went to the resident and he was lying
across the bed from one side to the other instead
of his head toward the head of the bed andhis
feet toward the foot of the bed. She explained
the towel was wrapped pretty tight around his arm
| and he had limited movement of his right arm.

‘ She further explained Resident #1 was unable to
use his left arm because of left sided weakness
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{F 225} | Continued From page 33 {F 225} appropriate. The Chain of Command

policy specifies that staff may bypass their
immediate supervisor when reporting an
event if their supervisor is unresponsive or
unavailable. Because the Chain of
Command was not enacted at the time of
the March 1, 2016 and March 4, 2016
events, it was determined that additional
staff education was indicated.

The root cause analysis was completed 04/01/16
on April 1, 2016. This investigation
revealed that Nurse #1 felt frustrated and
at her “wit's end” with Resident #1's
combativeness, and she independently
chose to inappropriately restrain Resident
#1. NA #1 recognized that the restraint
application should have been immediately
reported, but opted to withhold the report
due to personal reasons. NA #2 did not
recognize that spraying Resident #1 in the |
face with cleansing lotion was a form of |
abuse even if it was immediately :
addressed and did not result in harm. |t
was determined that additional education
needed to be provided to Skilled Nursing
Facility staff on the definition of abuse and
examples of abusive behavior, the
importance of immediate notification of
any restraint application or suspected or
witnessed abuse, managing challenging
behaviors, and methods of dealing with
frustration or burn-out.

On 4/12/16, the Regional Ombudsman ' 04/27/16
provided mandatory education to clinical |

and non-clinical Skilled Nursing Facility |

staff regarding resident rights, including

the right to be free from abuse and the ‘

North Carolina Elder Abuse Act. This ‘

training session will be repeated by the

Regional Ombudsman on 4/27/16.

FORM CMS-2567(02-99) Previcus Versions Obsolete

Event ID:2VX512

Facility ID: 933284

If continuation sheet Page 34 of 71




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/04/2016
FORMAPPROVED
OMB NO. 0938-0391

from a stroke so he could not have removedthe
towel from his right arm. She stated she
immediately grabbed the towel and started pulling
the tape off and released his arm and she noticed
he had applesauce with particles of medication in
it and a solution that looked like body cleanser on

| his face. She explained the solution lookedlike

the cleanser they used on a resident's skinwhile
cleaning them and it was all over his face and on
the front of his gown and stated the cleanserwas
yellow in color. She stated Resident #1 wasnot
able to rub the lotion off his face because his right
hand was tied to the bed rail. She explainedshe
did not observe Nurse #1 spray the body cleanser
on Resident #1's face but Nurse #1 told hershe

| had sprayed Resident #1's face with the cleanser.

| She confirmed she gave report to the day shiftNA

on 03/01/16 who was assigned to Resident #1 but
she did not report that Resident #1's arm had
been tied to the bed rail with a towel. She stated
she knew Resident #1's arm should not have
been tied to the bed rail but she did not report the
incident at the time because she did not want to
get anyone in trouble. She further stated shewas
concerned she would be treated differently by her
co-workers if she reported it. She explainedshe
worked with Nurse #1 after the incidenton
03/01/16 but they worked on different halls. She
explained when the DON called her in on
03/23/16 to talk about some things she saw itas

| an opportunity to show her the handwritten

statement she had written dated 02/29/16.

A review of a typed statement dated 03/26/16at
1:15 AM by NA #2 revealed she was in Resident
#1's room on 03/04/16 with Nurse #1 toget
Resident #1 out of bed. The document indicated
Resident #1 was combative (hitting, kickingand

| trying to spit on staff) and after Resident #1 was

Facility staff annual competencies and the
orientation checklist were expanded to
include specific education on Proper
Notification of Witnessed / Suspected
Abuse or Restraint Application, Caregiver
Fatigue, and Chain of Command. New
employees will receive this education
during departmental orientation to the
Skilled Nursing Facility. Current
employees will receive this education
annually during staff competencies.

6. On April 22, 20186, these same topics were
added to the list of annual competencies
required for any staff providing care,
treatment, or services to residents of the
Skilled Nursing Facility.

| 7. Education was provided to all Skilled
Nursing Facility clinical and non-clinical
staff and ancillary staff that provide care,
treatment, or services to residents of the
Skilled Nursing Facility via a computer-
based learning module from April 22 — 24,
2016 on the Proper Notification of
Witnessed / Suspected Abuse or Restraint
Application, Caregiver Fatigue, and Chain
of Command. After April 24, 2016, no staff
will be allowed to work on the Skilled
Nursing Facility until this education has
been completed.

8. Additionally all clinical and non-clinical
Skilled Nursing Facility staff were provided
education from April 22 -24, 2016 on
actions to be taken in response to a safety
event where resident or staff safety are in
jeopardy (“5 Rights of Duty To Report”).
These actions include providing a safe
environment for the resident, speaking up |
about the event, documenting the event,
enlisting help from co-workers, and
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realized she should have reported the incident
immediately. She confirmed she met with the
DON on 03/25/16 and reported the incident that

clinical and non-clinical and ancillary staff
will complete education on proper

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID ‘ (X5)
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{F 225} | Continued From page 35 F 225 ensuring staff safety. After April 24, 2016, |
{ }
transferred to a chair NA #2 asked Nurse #1 no staff will be allowed to work on the
several times to assist her to get Resident#1 g:'sngg;l“éz';g l';?:émy until this education
back in the chair so he wouldn't slide off the edge P '
but instead Nurse #1 proceeded to spray MONITORING
Resident #1 in the face with some lotionbase
cleansing spray which made Resident #1 more 1. 100% of working Skilled Nursing Facility | 03/26/16
aggressive. The document further indicated NA clinical and non-clinical staff will complete
#2 immediately got a washcloth and washed the education on the need to notify
resident's face. management staff of any suspected or
witnessed abuse or restraint application.
During a phone interview on 04/19/16 at 3:02 PM . . . . .
with NA #2 she explained Nurse #1 wanted to get - ::l?rg ci:a F;r:?mﬁ?cﬁ:i'g:&g#m}?;Z‘g:ﬂg Cal2TiIE
| Resident #1 up to a chair on 03/04/16 between training on resident rights and North
| 6:00 AM and 6:30 AM and they transferred him Carolina Elder Abuse Act.
with a sit to stand lift from his bed to the chair.
She stated Resident #1 was trying to hit them and 3. 100% of employees hired to the Skilled Ongoing
kick them and he was spitting at them. NA#2 Nursing Facility after 04/21/16 will receive
stated she kept asking Nurse #1 to help her educatiqn during orientation on proper
position Resident #1 in the chair because he was notification of witnessed/suspected abuse
' sliding forward but Nurse #1 ignored herand or gesrﬁlra}nt ?Pphcattond c?)reglver.fahgue.
Nurse #1 grabbed a spray bottle of cleansing ?:co? S :}2{01 ggg}:rgfgew h;:::tf;‘&”e
 lotion and sprayet_i him multlplc-.; times in theface. Skilled Nursing Faclity will be audited by
| She stated the lotion was ol his face -alhls the Facility Administrator for 3 months to
cheekbones and was running down his face so ensure all employees received training on
she got a washcloth and wiped the lotion off. She these items. Audit results will be reported
explained when Nurse #1 sprayed him in the face to the Quality Coordinating Council and the
it startled him and made his agitation worse. She Skilled Nursing Quality Assurance
stated after they got him positioned in hischair Committee.
she left the room and gave report to the firstshift , . ) . N
NA but did not report to her that Nurse #1 had 4. 1!90, % Iof “['jorkmg ?k}“eld NgrSInsnFaCllﬂvﬁ 04/24/16
sprayed Resident #1 in the face with the body \ Sv:ﬁl[ggmar;etg‘it?;aczlglfg cz%pi?gh grsgf‘ta
clean§ing lotion. Shel stgted she left the facility praper n%tiﬁcation of witnessed lsugpecte d
and didn't feport e incident to-anyone. Shg abuse or restraint application, caregiver
further stated she felt she had taken care of ithy fatigue, and chain of command.
washing the lotion off Resident #1's face andat ' |
the time did not think it was abuse but nowshe 5. 100% of working Skilled Nursing Facility | 04/24/16
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{F 225} Continued From page 36 {F 225} notification of witnessed/suspected abuse

| had occurred on 03/04/16. She explainedthe
DON requested she write a statement aboutthe
incident that occurred on 03/04/16 so thatnight
she wrote the statement that was dated 03/26/16
| and emailed it to the DON.

A review of a typed statement dated 03/28/16 by
Nurse #1 revealed in part that taking care of
Resident #1 was difficult because he wasvery
aggressive and combative. The documentfurther
revealed on one night (no date wasindicated)
while discussing Resident #1 with the night shift
nursing supervisor she suggested we mightwant
to secure Resident #1's wrists while cleaning him
and release them when we were finished. The
document indicated later that night or the next
night (no dates indicated) Resident #1 was
cursing and combative and Nurse #1 called the

have time for that so in an effort to provide a safe
situation for staff and resident, Nurse #1 took a
soft pillowcase and some tape and secured
Resident #1's left wrist to the side rail. The
document revealed Resident #1 could stillmove
his arm but was not able to swing his arm at
them. The document indicated we cleanedand
repositioned him, then Nurse #1 released the
pillowcase, all taking less than 5 minutes. The
document indicated Nurse #1 stated she was

| always in the room during this incidentand
accepted full responsibility for her judgment.

An attempt was made to contact Nurse #1on
| 04/19/16 at 2:00 PM by phone but there was no
answer and no option to leave a message.

During a phone interview on 04/19/16 at 4:36 PM
with the night shift Nursing Supervisor she stated
she had not instructed Nurse #1 to tie Resident

supervisor who said to call security but we did not

or restraint application, caregiver fatigue,
and chain of command.

100% of working clinical and non-clinical | 04/24/16
Skilled Nursing Facility staff will complete
education on actions to be taken in
response to a safety event where resident
or staff safety are in jeopardy (5 Rights of
Duty to Report”).

During rounding 3 times per week for six  Ongoing
months, the DON and Facility

Administrator will ensure that all residents

are free from abuse. Audit results will be

reported to the Quality Coordinating i

Council and the Skilled Nursing Facility |

Quality Assurance Committee.
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| #1's arm to the bed rail. She stated shemade

| rounds during the shift and was available for staff

| to call her when a resident was out of control.
She further stated it was her expectation Nurse

| #1 should have called her and should nothave
tied Resident #1's arm to the bed rail orsprayed
him in the face and Nurse #1, NA#1 and NA#2
should have reported the incidentsimmediately
so an investigation could have been completed.

| Areview of the initial 24 hour report that was sent
to the North Carolina Health Care Personnel
Registry by facsimile (fax) was dated 03/24/16 at
6:05 PM. The report revealed it was completed
by the DON and the allegation description
revealed it was reported to the DON on 03/24/16
at 11:00 AM that Nurse #1 had briefly restrained
Resident #1's right hand to the bed rail witha
pillow case and tape to protect herselfand
Resident #1 during peri care due tocombative
behavior.

A review of the 5 working day report that was sent
to the North Carolina Health Care Personnel
Registry by fax was dated 03/30/16 at 1:00PM.
The report revealed it was completed by the DON
and the allegation description revealed Nurse#1
restrained Resident #1's right hand to thebottom
side rail in order to administer medication and
care. The description further revealed Resident
#1's hand was restrained with atowel/pillowcase
| with tape wrapped around the restraint toavoid
Resident #1 from hitting Nurse #1. The
description indicated NA #1 entered theroom,
found Resident #1 restrained by Nurse #1and
immediately approached Resident#1 and began
removing tape to release restraint. The
description also indicated NA #1 noticed Resident
#1 had medicine, applesauce and some form of
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substance on his face and she cleaned it up. The
| description further indicated NA #1 laterstated

| when she entered the room that Nurse #1 hada
spray bottle of cleansing lotion in her handand
admitted she had sprayed it in Resident #1's face
when he did notcooperate.

A review of a facility document dated 03/30/16
| titled Allegation of Resident Abuse/Restraint
| completed by the Administrator and DON
revealed a brief summary of interviews of staff.
The document indicated on 03/01/16 NA#1
assisted Nurse #1 when they provided morning
care to Resident #1. The document revealed NA
#1 assisted with providing peri care then left the
| room for a short period of time to do other duties
and when she finished she noticed the doorof
Resident #1's room was closed so shewent
inside the room. The documents furtherrevealed
when she entered the room she noticed Resident
#1's right hand was tied to the bed with atowel
and was taped and Nurse #1 was present in the
room. The document indicated NA #1
immediately began to remove the tape andtowel
| to free his hand and Resident #1 had applesauce
on his face and a substance on his face that was
dripping down from his face onto the front of him.
The document revealed Nurse #1 stated she was
trying to give Resident #1 his medications buthe
was not listening. The document further revealed
on 03/24/16 the DON met with NA #1 andshe
reported the incident that had occurred on
03/01/16. The document indicated NA #1
reported Nurse #1 briefly restrained Resident #1's
right hand to his bed rail with a pillowcase/towel
and tape to protect herself and residentwhile
providing peri care due to combative behavior.
| The document further indicated on 03/04/16
Nurse #1 and NA #2 were attempting to get
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Resident #1 up out of bed with a sit to stand lift
and over to a chair. The documentrevealed
Resident #1 became agitated and began hitting
and spitting continuously and after he was
transferred to his chair NA #2 turned and
observed Nurse #1 as she sprayed Resident #1
in the face with cleansing lotion due to his spitting
at her. The document indicated NA #2 got a wet
| wash cloth and wiped Resident #1's face toget

| the lotion off. The document further indicated on
| 03/24/16 the DON met with NA #1 and she
reported the incident that had occurred on
03/01/16. The document revealed NA #1
reported Nurse #1 briefly restrained Resident #1's
right hand to his bed rail with a pillowcase/towel
and tape to protect herself and residentwhile
providing peri care due to combative behavior.
The document further indicated on 03/25/16 the
DON met with NA #2 and she reportedthe
incident that had occurred on 03/04/16when
Nurse #1 sprayed Resident #1 in the facewith
cleansing lotion.

A review of a facility investigation reportdated
03/30/16 completed by the Administratortitled
Final Summary of Investigation revealed itwas
determined Nurse #1 was unable to providea
consistent story. The report indicated Nurse#1
was inconsistent on the date of the incident, the
| hand that was restrained, the NA present inthe
room, when the restraint was actually applied or if
a Nurse Supervisor was notified. The report
further indicated Nurse #1 was consistent with the
fact she restrained Resident #1's hand witha
pillowcase and tape to avoid being hit. The report
also revealed NA #1 provided further clarification
| and remembered Nurse #1 had spray bottle of
cleansing lotion in her hand when NA #1 entered
| Resident #1's room on 03/01/16 and Nurse #1
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told NA #1 she had sprayed Resident #1 in the
face because he did not listen. Thereport

| indicated therefore, it was concluded Nurse#1

intentionally restrained Resident #1 and
intentionally sprayed him in or around the face on
03/01/16 and intentionally sprayed Resident #1 in

| or around the face on 03/04/16 to serveas

punishment for hitting, kicking or spitting ather
and/or not following her direction during
medication administration.

| During an interview on 04/19/16 at 11:08 AMwith

the Director of Nursing (DON) she confirmed
Nurse #1 and NA #1 were assigned to care for
Resident #1 on the night shift from 02/29/16
through 03/01/16. She also confirmed NA #1had
witnessed Resident #1's arm tied to the bedrail
early in the morning before the end of the shift on
03/01/16 but NA #1 did not immediately report the
incident. She explained the handwritten
document by NA #1 dated 02/29/16 was given to
her on 03/24/16 when she had called NA #1to
come in and meet with her and at the end of the
meeting NA #1 showed her the handwritten
document and stated she needed to discuss it.
The DON stated she asked NA #1 why shehad
not reported the incident immediately aftershe
observed Nurse #1 had tied Resident #1's arm to
the bed rail and NA #1 stated she had not
reported the incident to anyone because of
personal reasons and she had beenprocessing
what she was going to do about it. The DON
explained on 03/04/16 NA #2 observed Nurse #1
spraying a cleansing lotion in Resident's #1's face
but did not report the incident immediately. She
stated she met with NA #2 on 03/25/16 and asked
her why she had not reported it immediately and
NA #2 stated at the time she didn't think it was
something that should be reported. The DON
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verified Resident #1 was still present inthe
facility. She further verified Nurse #1 wasno
longer employed by thefacility.

During an interview on 04/19/16 at 3:00 PM the
Adminsitrator explained Nurse #1 had requested
to meet with her on the morning of 03/04/16 after
she had finished working the night shift. She
explained she came in and met with Nurse#1
and she was crying and upset and told her

| Resident #1 had been hitting, kicking and spitting
at her. She stated she asked Nurse #1
numerous times if anything else hadhappened
and Nurse #1 told her nothing else had
happened. The Administrator stated she felt
Nurse #1 was experiencing burnout and but was
completely unaware at that point the incidents of
abuse had occurred on 03/01/16 and 03/04/16.

During a follow up interview on 04/20/16 at 2:58
PM the DON stated it was her expectationthat
Nurse #1 and NA#1 should have immediately
reported the incident on 03/01/16 so an
investigation could have been started
immediately. The DON further stated it was her
expectation NA #2 should have immediately
reported the incident on 03/04/16 when NA#2
witnessed Nurse #1 spray the body cleansing
lotion in Resident #1'sface.

During a follow up interview on 04/20/16 at 4.23
| PM the Administrator stated it was her
| expectation that nursing staff should have
| reported immediately when Resident #1'sarm
was restrained to the bed rail and when Resident
#1 was sprayed in the face with thebody
cleansing lotion.

The facility Administrator, DON, hospital
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Administrator and hospital Vice President were
‘ notified of immediate jeopardy on 04/19/16at
| 4:02 PM. .
{F 226} ! 483.13(c) DEVELOP/IMPLMENT {F 226}| CORRECTIVE ACTION FOR AFFECTED
$s=D ABUSE/NEGLECT, ETCPOLICIES RESIDENT
The facility must develop and implement writen | b Or? March 2[' 2016; N’:;‘ ::11 rep?rtgdtthal o3/t
policies and procedures that prohibit zlleF:fra%nIg)esyicg:nmt?ﬁs fagere:nr(.;aln .
‘ mistre.latment, nt_ag!ect, and gbuse ofresidents repositioned him in bed. !
| and misappropriation of residentproperty.
[ 2.  On March 4, 2016, NA #2 reported she 03/04/16
‘ immediately cleaned Resident #1's face to
! remove the lotion.
This REQUIREMENT is not met as evidenced
by: 3. The Facility Administrator recalled that on | 03/04/16
Based on staff interviews and record reviews the March 4, 2016, Nurse #1 had requested to
facility staff failed to operationalize policy and meet with dhfer a:ndrdunn_?ht%al r.':jeett';%,
procedure when staff failed to immediately notify g;ﬁ;evsiif Nrgfs;a#tl?nr;::o ne:lsaleiirg]) upsset
admtplstratlve staff of 2 wﬂpessed incidents of and crying during her shift the evening
physical abuse when a resident became before. When questioned, Nurse #1
combative during nursing care and anurse denied anything further happening. The
restrained the resident's arm to the bed rail witha Facility Administrator asked Nurse #1 if
towel and secured it with a plastic tape and she felt she needed to take some time off |
sprayed the resident in the face with acleansing work, and Nurse #1 rgsponded that she
body lotion on 2 occasions. The facility staffalso had only one more shift to work, and then
failed to assess the resident for physicalinjury was going to be on vacation from March 5
after both of these instances of staff abuse for 1 Rtﬁf:::; 11\35Jgfp';?gmngdmfgftw;rﬁlt
of 1 resident sampled for abuse (Resident#1). decided to immediately remove Nursle #1
. from Resident #1's care. Nurse #1 was
Immediate Jeopardy began on 03/01/16 whenNA not assigned to provide care for Resident
#1 failed to immediately report when Nurse#1 #1 after this meeting and throughout the
| had tied Resident #1's right arm to the bedrail duration of her employment.
| with a towel that was taped with a plastic medical
| tape and Nurse #1 stated to NA #1 she had 4. Since the facility is committed to being 03/24/16
sprayed Resident #1 in the face with acleansing restraint-free and use of restraints is not
| body lotion due to his combative behavior. ' tolerated, Nurse #1 was suspended on
March 24, 2016 at 4:45 p.m. pending
The immediate jeopardy is present and ongoing. invesiigation of the alleged abuse.
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| The facility provided the State Agency and the
Centers for Medicare and Medicaid withan
acceptable allegation of compliance (AOC) on
04/29/16.

A revisit survey was conducted on 05/03/16 to

determine the status of the ongoing Immediate

Jeopardy. The facility provided documentation

for review of the following:

- Evidence of staff in-servicing onabuse

prohibition and use of restraints.

- Documentation of audits for abuse, use of

restraints and physician notification.

- Documentation of care plans revised and

developed to be individualized for residents' care

areas

- There had been no additional allegations of

abuse made since 04/20/16.

| Observations of nursing care, interviews with

cognitively intact residents and interviews with

| staff present in the facility on 05/03/16, review of

| all documentation to support the AOC and
interviews with the facility's Administrator and

| Director of Nursing provided sufficient evidence to
support corrective action by the facility toremove

| the immediate jeopardy at F- 226 at a lower
scope and severity of (D) isolated, no actual harm
with potential for more than minimal harm thatis

| not immediate jeopardy, while the facility

continues the process of monitoring the

implementation of the corrective action.

The findings included:

| A review of a facility policy titled Abuse Prohibition
Policy with a reviewed date of October2014
revealed neglect or abuse of residents will not be
tolerated. Any employee who willfully or

{F 226} | 5. Upon learning of restraint application and | 03/25/16
alleged abuse, Director of Nursing of the
Skilled Nursing Facility (DON) assessed
Resident #1 on March 25, 2016, noting no
sign of injury. Review of the patient’s
medical record by the DON and Facility
Administrator on March 25, 20186, revealed
no documentation of any signs of injury to
Resident #1's eyes, face, arm, or wrists |
during subsequent shifts following the |
alleged events.

6. The full investigation was completed and | 03/30/16
the nurse’s employment was terminated on
3/30/16

7. Resident #1's care plan was updated on | 04/20/16
April 20, 2016 to include interventions for
| staff to utilize to protect Resident #1 and
staff from Resident #1’s sexual behavior,
| inappropriate touching, and verbal and
physical aggression.

| CORRECTIVE ACTION FOR OTHER
RESIDENTS

1. Review of resident weekly skin | 03/23/16
assessments on March 2, 2016, March 9,
2016. March 16, 2016, and March 23,
2016 by the DON revealed no
documentation or reports of any injuries or
wounds potentially secondary to abuse.

2. Staff interviews and a root cause analysis | 03/24/16
were immediately initiated on 3/24/16 by
the Director of Nursing and Facility
Administrator.

3. The Skilled Nursing Facility policies on 03/24/16
‘ “Statement on Restraint-Free Facility”, '
“Abuse Prohibition Policy”, and “Resident |
Rights” were reviewed by the DON and
Facility Administrator on March 24, 2016,
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unintentionally abuses or neglects a resident will
be suspended immediately and ultimately
i terminated after completion of investigation.
| Residents shall be examined by the Directorof
Nursing (DON) or by supervisory personnel as
designated by the DON to determine if evidence
of abuse or neglect exists. Any incidentwhich
appears to have resulted from abuse shallbe
thoroughly investigated and reported to the
appropriate authorities, including but notlimited
to, the police, the Division of Facility Services, the
' Nurse Aide Registry and the Board of Nursing.
‘ The Director of Nursing and/or Administrator shall
investigate all complaints of abuse immediately
by speaking with the resident and/orcomplainant
and any staff member involved or having
knowledge of the occurrence. Any staff member
suspected of being abusive shall be suspended
from work until the investigation is complete.
Residents are assessed, care planned and
monitored to identify needs and behaviorsthat
might lead to abuse, neglect or misappropriation.
This may include those with dementia, abnormal
behavior, aggressiveness, mental iliness etc.

| Resident #1 was admitted to the facility on

| 09/24/15 with diagnoses listed on a diagnosis list
in the electronic medical record whichincluded
heart failure, chronic obstructive lung disease,

| stroke, dementia, psychosis and schizophrenia.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 03/27/16 indicated
Resident #1 was severely impaired incognition
and exhibited physical and verbal behaviors
directed toward others and was totally dependent
on staff for activities of daily living and had upper
extremity impairment on one side. The MDS
further revealed restraints were notused.

policies been followed, Resident #1
would have been protected.

NA #1 and NA #2, who failed to 03/25/16
immediately report either witnessed
application of restraint or resident abuse,
were suspended on 3/25/16.

To ensure ongoing reinforcement of Ongoing
policies, as of Friday, 3/25/16, the
Director of Nursing and Facility
Administrator have been rounding
separately on all 3 shifts at least three
times per week to monitor the well-being
and safety of each resident, to confirm
staff understanding of the facility’s
restraint-free policy and to meet with staff
regarding any questions or concerns.

The Director of Nursing was counseled | 03/25116
on 3/25/16 by the Facility Administrator

on the importance of immediately
assessing the resident for potential injury
or harm regardless of timing of report.

On March 29, 2016, interviews were 03/29/16
conducted by the DON with all alert and
oriented long-term residents who were
residents of the facility during the time of |
the alleged events. All residents
verbalized that they had no complaints
about the care they had received.

Interviews were conducted with 18 | 03/29/16
Skilled Nursing Facility clinical staff

members by the DON and the Facility
Administrator from March 24, 2016 —

March 29, 2016 to inquire whether any

other instances of suspicious injury or

abuse had been witnessed or observed

with any other residents. No concerns

were identified.
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| straightened him up in bed because he was lying
sideways in the bed.

During an interview on 04/19/16 at 2:08 PM with
NA #1 she confirmed she worked the night shift
from 11:00 PM on 02/29/16 until 7:00 AMon
03/01/16 and wrote the hand written statement.
She explained around 6:00 AM on 03/01/16
Nurse #1 helped her change Resident #1. She
stated she gathered up the dirty linens and trash
and left the room and when she hadfinished
| disposing of the linen and trash she noticed
Resident #1's door was closed and itconcerned
her because they did not usually leave his door
closed. NA #1 explained when she opened the
door Nurse #1 was standing on the left side of the
bed and Resident #1's right arm near his wrist
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{F 226} Continued From page 45 ‘ {F226}| 9. Additionally, on March 25, 2016 and 03/29/16
, March 29, 2016, the DON or Facility
A review of a staff schedule for the 11:00 PM - Administrator interviewed 3 physicians
7:00 AM shift from 02/29/16 through 03/01/16 ﬁ“"sl"f‘ﬁed“&e m?JO”FW 9|f, the fels'g_e"fshon
revealed Nurse #1 and Nurse Aide (NA) #1 were 8 DHIIEY RISING Hek] |ty, nkding the
asiiGned i care for Residenti| SNF Medical Director, to inquire whether
SHIgne ’ they had any concerns about the care
) . rendered for any of their residents. No
A review of a handwritten statement by NA#1 concerns were identified.
revealed on Monday night 02/29/16 sheworked
with Nurse #1 and Resident #1 was very 10. As a component of the root cause 03/30/16
combative. The statement further revealedNurse analysis, the process for screening staff
#1 helped NA #1 change Resident #1 and after upon hire was reviewed and felt to be
he was changed NA #1 left the room to check on appropriate. No staff is employed to the
other residents and after she finished withother Skﬂ!ed Nursing Facility without ﬁrfsl
residents, NA #1 noticed Nurse #1 was stillin aving an In-person interview, reference
| Begidant #4515 hewerliio.seeif Nurse checks, drug screen, and a national
' 106Nt #1'S TO0mSo S eel criminal record background check.
#1 needed any help. The documentindicated Additionally, licensed or certified clinical
when NA #1 opened the door shewitnessed staff is primary source verified prior to
Nurse #1 fighting with Resident #1 and hadhis employment
arm tied to the bed with a bath towel andtape ‘
wrapped around it. The document further 'SYSTEMIC CHANGES '
revealed NA #1 immediately removed thetape
| and towel from Resident #1's arm and 1. To mitigate this type of event from 03/26/16

reoccurring, on March 24, 2016, March
25, 2016, and March 26, 2016, all Skilled
Nursing Facility clinical and non-clinical
staff was provided education by the DON
prior to the start of shift on facility policies
related to a restraint-free environment,
resident abuse, and resident rights.
Education included strategies for dealing
with residents when frustrated, including
removing oneself from the resident's care
with appropriate notification of
supervisory staff. Skilled Nursing Facility
staff was counseled to immediately
intervene in the event of witnessed abuse
to ensure the safety of the resident. This
action must be followed by prompt

notification of management staff of any
suspected or witnessed abuse, neglect,
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was tied to the bed rail with a towel. She
explained the towel was wrapped around the
bedrail then around Resident #1's wrist and then
the ends of the towel were twisted togetherand
plastic medical tape was wrapped multipletimes
around the towel to secure it. She verified she
observed Resident #1's arm was restrained with
a white towel and stated she was sure it wasa
towel and it was not a pillow case. She stated she
immediately went to the resident and he was lying
across the bed from one side to the other instead
of his head toward the head of the bed andhis
feet toward the foot of the bed. She explained
the towel was wrapped pretty tight around his arm
and he had limited movement of his right arm.
She further explained Resident #1 was unable to
use his left arm because of left sided weakness
from a stroke so he could not have removed the
towel from his right arm. She stated she
immediately grabbed the towel and started pulling
the tape off and released his arm and she noticed
he had applesauce with particles of medication in
it and a solution that looked like body cleanser on
his face. She explained the solution lookedlike
the cleanser they used on a resident skin while
cleaning them and it was all over his face and on
the front of his gown and stated the cleanserwas
yellow in color. She stated Resident #1 was not
able to rub the lotion off his face because his right
hand was tied to the bed rail. She explainedshe
did not observe Nurse #1 spray the body cleanser

' on Resident #1's face but Nurse #1 told hershe
| had sprayed Resident #1's face with the cleanser.

She confirmed she gave report to the day shiftNA

| on 03/01/16 who was assigned to Resident #1 but

she did not report that Resident #1's armhad
been tied to the bed rail with a towel. She stated
she knew Resident #1's arm should not have
been tied to the bed rail but she did not report the

condition must be reported promptly to
the resident's physician and responsible
party. No Skilled Nursing Facility staff
members are allowed to work until they
have received this education.

2. 0On 3/29/16 and 3/31/16, clinical and non-
clinical Skilled Nursing Facility staff was
provided additional education on managing
challenging behaviors, resident rights, and
resident abuse by the DON.

3. During the Root Cause Analysis, the
“Chain of Command” policy was reviewed
, by the Director of Nursing and Facility
| Administrator and determined to be
' appropriate. The Chain of Command
policy specifies that staff may bypass thein
immediate supervisor when reporting an
event if their supervisor is unresponsive
or unavailable. Because the Chain of
Command was not enacted at the time of
the March 1, 2016 and March 4, 2016
events, it was determined that additional
staff education was indicated.

|
4, The root cause analysis was completed
on April 1, 2016. This investigation
revealed that Nurse #1 felt frustrated and
at her “wit's end” with resident's
combativeness and she willfully violated
the facility’s Restraint-Free policy. NA #1
recognized that the restraint application
should have been immediately reported,
but opted to withhold the report due to
personal reasons. NA #2 did not
recognize that spraying Resident #1 in the
face with cleansing lotion was a form of ‘
abuse even if it was immediately
addressed and did not result in harm. It
was determined by the Facility
Administrator and the Director of Nursing
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{F 226} | Continued From page 47 {F 226} for the Skilled Nursing Facility that RN #1,
incident at the time because she did not want to NA #1, and NA #2 failed to follow policies

get anyone in trouble. She further stated she was
concerned she would be treated differently by her
co-workers if she reported it. She explainedshe
worked with Nurse #1 after the incidenton
03/01/16 but they worked on different halls. She
explained when the DON called her inon
03/23/16 to talk about some things she saw itas
an opportunity to show her the handwritten
 statement she had written dated 02/29/16.

A review of a typed statement dated 03/26/16at
1:15 AM by NA #2 revealed she was in Resident
#1's room on 03/04/16 with Nurse #1 to get
Resident #1 out of bed. The document indicated
Resident #1 was combative (hitting, kicking and
trying to spit on staff) and after Resident #1was
transferred to a chair NA #2 asked Nurse#1
several times to assist her to get Resident#1
back in the chair so he wouldn't slide off the edge
but instead Nurse #1 proceeded to spray
Resident #1 in the face with some lotionbase
cleansing spray which made Resident #1 more
aggressive. The document further indicated NA
#2 immediately got a washcloth and washed the
resident's face.

During a phone interview on 04/19/16 at 3:02 PM
with NA #2 she explained Nurse #1 wanted to get
Resident #1 up to a chair on 03/04/16between
6:00 AM and 6:30 AM and they transferred him
with a sit to stand lift from his bed to the chair.
She stated Resident #1 was trying to hit them and
kick them and he was spitting at them. NA#2
stated she kept asking Nurse #1 to help her
position Resident #1 in the chair because he was
sliding forward but Nurse #1 ignored herand
Nurse #1 grabbed a spray bottle of cleansing
lotion and sprayed him multiple times in the face.

and procedures, specifically "Statement of
Restraint-Free Facility”, "Abuse Prohibition
Policy”, and “Resident Rights”. It was
concluded that additional education
needed to be provided to Skilled Nursing
Facility staff on the definition of abuse and
examples of abusive behavior, the
importance of immediately reporting any
restraint application or suspected or
witnessed abuse, managing challenging
behaviors, and methods of dealing with
frustration or burn-out.

| 5. On 4/09/16, the Director of Nursing
implemented "Daily Reminders” for all
clinical staff. These reminders are a
printed document on a topic related to
resident care selected by the Director of
Nursing. Topics include challenging
behaviors, care of the resident with
dementia, resident rights, and other
pertinent topics. The reminders are
posted for all staff members to review
daily seven days/ week.

6. On 4/12/16, the Regional Ombudsman
provided mandatory education to clinical
and non-clinical Skilled Nursing Facility
staff regarding resident rights, including
the right to be free from abuse and the
North Carolina Elder Justice Act. This
training session will be repeated by the
Regional Ombudsman on April 27, 2016.

7. Review of the Skilled Nursing Facility's
process for managing challenging
behaviors, specifically incorporating
challenging behaviors into the Resident’s

care plan on April 20, 2016, resulted in the

Ongoing

04/27/16

04/20/16
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{F 226} | Continued From page 48 {F 226} following process revisions and staff
education:

She stated the lotion was on his face athis
cheekbones and was running down his face so
she got a washcloth and wiped the lotion off. She
explained when Nurse #1 sprayed him in the face

¢ In order to provide guidance for
staff in addressing challenging
behavior, any such behavior (for
example aggression, sexual

it startled him and made his agitation worse. She . behavior disinhibitions) will be
stated after they got him positioned in hischair incorporated into the resident's
she left the room and gave report to the firstshift care plan and appropriate parties
NA but did not report to her that Nurse #1 had notified if such behavior develops
sprayed Resident in the face with the body or exacerbates.

cleansing lotion. She stated she left the facility
and didn't report the incident to anyone. She
further stated she felt she had taken care of itby
washing the lotion off Resident #1's face and at
the time did not think it was abuse but nowshe

/8. On April 21, 2016, the Abuse Prohibition  04/21/16
Policy was revised to incorporate the
timeframes for reporting suspected or
witnessed abuse as specified in the Elder

: L Justice Act.
realized she should have reported the incident ;
- immediately. She confirmed she met withthe 9. On April 21, 2016, the Skilled Nursing | 04/21/16
DON on 03/25/16 and reported the incidentthat Facility clinical and non-clinical staff
had occurred on 03/04/16. She explainedthe ; annual competencies and the orientation
DON requested she write a statement aboutthe chec!dists were expanded to include
| incident that occurred on 03/04/16 so thatnight specific educathn on: .
| she wrote the statement that was dated 03/26/16 * Restraint-free Environment
and emailed it to the DON. o  Proper Notification of Witnessed /
Suspected Abuse or Restraint
A review of a typed statement dated 03/28/16 by App""?“"" ; :
. . ¢ Managing Challenging Behaviors
Nurse #1 revealed in part that taking care of i ; |
. . e  Abuse Prohibition policy
Resident #1 was difficult because he wasvery :
. . o  Elder Justice Act
aggressive and combative. The documentfurther ;
led iaht dat indicated e  Chain of Command
revealed on one night (no date wasindicated) e Caregiver Fatigue

while discussing Resident #1 with the night shift

nursing supervisor she suggested we mightwant New employees will receive this education
to secure Resident #1's wrists while cleaning him during departmental orientation to the

and release them when we were finished. The Skilled Nursing Facility. Current
document indicated later that night or the next employees will receive this education
night (no dates indicated) Resident #1 was annually during staff competencies.

cursing and combative and Nurse #1 called the

| supervisor who said to call security but we did not
| have time for that so in an effort to provide a safe required for any staff providing care
situation for staff and resident, Nurse #1 took a treatmant. oF services to residsnts o’f ihe
soft pillowcase and some tape andsecured ‘ Skilled Nulrsing Facility.

10. On April 22, 2016, these same topics were | 04/22/16
added to the list of annual competencies
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{F 226} Con‘tlnued F'rom paqe49 . . {F 226} 11. Education was provided to all Skilled 04/24/16
Resident #1's left wrist to the side rail. The Nursing Facility clinical and non-clinical
document revealed Resident #1 could still move staff and ancillary staff that provide care,
his arm but was not able to swing his armat treatment, or services to residents of the
“ them. The document indicated we cleaned and Skilled Nursing Facility via a computer-
| repositioned him, then Nurse #1 released the based learning module from April 22 — 24, |
pillowcase, all taking less than 5 minutes. The 2016 on the following topics: '
document indicated Nurse #1 stated shewas o Resident's Rights '
always in the room during this incidentand ¢ Elder Justice Act .
accepted full responsibility for her judgment. *  Proper Notification of Witnessed /
Suspected Abuse or Restraint
| An attempt was made to contact Nurse #1on . gzglllélaillt:ﬁ?ree Environment
04/19/16 at 2:00 PM by phone but there was no e  Managing Challenging Behaviors
| answer and no option to leave a message. o Abuse Prohibition policy
o
D!.lring a phone i'ntervie\.N on 04/1 9{'16 at4:36 PM o gzggﬁ;?g::g::d
with the night shift Nursing Supervisor she stated
she had not instructed Nurse #1 to tie Resident After April 24, 20186, no staff will be
#1's arm to the bed rail. She stated she made : allowed to work on the Skilled Nursing
rounds during the shift and was available for staff | Facility until this education has been
to call her when a resident was out of control. completed
| She further stated it was her expectation Nurse
| #1 should have called her and should nothave 12. Additionally all clinical and non-clinical 04/24/16
| tied Resident #1's arm to the bed rail or sprayed Sktlled.Nursmg Fac_|llty staff were provided
him in the face and Nurse #1, NA#1 and NA#2 education fram April 22-24, 2015.an
. . ) actions to be taken in response to a safety
should have reported the incidents immediately. | event where resident or staff safety are in
| jeopardy (“5 Rights of Duty To Report”).
The initial 24 hour report that was sent tothe ' These actions include providing a safe
North Carolina Health Care Personnel Registry by environment for the resident, speaking up
facsimile (fax) was dated 03/24/16 at 6:05 PM. , about the event, documenting the event,
The report revealed it was completed by the DON ' enlisting help from co-workers, and
and the allegation description revealed itwas ensuring staff safety. After April 24, 2016,
reported to the DON on 03/24/16 at 11:00 AMthat no staff will be allowed to work on the
| Nurse #1 had briefly restrained Resident #1's ﬁ:g’ebgguéso';g 'F;?:(':“y until this education
| right hand to the bed rail with a pillow caseand PR !
tape to protect herself and Resident #1 during 13. Education was provided to all Skilled 04/24/16
peri care due to combativebehavior. Nursing Facility clinical and non-clinical |
staff and ancillary staff that provide care,
A review of the 5 working day report that was sent treatment, or services to residents of the

to the North Carolina Health Care Personnel
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Registry by fax was dated 03/30/16 at 1:00 PM.
The report revealed it was completed by the DON
and the allegation description revealed Nurse #1
restrained Resident #1's right hand to the bottom
side rail in order to administer medicationand

| care. The description further revealed Resident
| #1's hand was restrained with atowel/pillowcase

with tape wrapped around the restraint toavoid
Resident #1 from hitting Nurse #1. The
description indicated NA #1 entered the room,
found Resident #1 restrained by Nurse #1and
immediately approached Resident #1 and began
removing tape to release restraint. The
description also indicated NA #1 noticed Resident
#1 had medicine, applesauce and some form of
substance on his face and she cleaned it up. The
description further indicated NA #1 later stated
when she entered the room that Nurse #1 hada
spray bottle of cleansing lotion in her handand
admitted she had sprayed it in Resident #1's face
when he did notcooperate.

A review of a facility document dated 03/30/16
titled Allegation of Resident Abuse/Restraint
completed by the Administrator and DON
revealed a brief summary of interviews of staff.
The document indicated on 03/01/16 NA#1
assisted Nurse #1 when they providedmorning
care to Resident #1. The document revealed NA
#1 assisted with providing peri care then left the
room for a short period of time to do other duties
and when she finished she noticed the door of
Resident #1's room was closed so she went
inside the room. The documents furtherrevealed
when she entered the room she noticed Resident
#1's right hand was tied to the bed with atowel
and was taped and Nurse #1 was present in the
room. The document indicated NA #1
immediately began to remove the tape and towel

based learning module from April 22 — 24,
2016 that if abuse to a resident occurs, law
enforcement must be notified within 2
hours if there is serious bodily injury or

! within 24 hours if there is no serious bodily
injury. In accordance with the Elder
Justice Act, staff may notify law
enforcement directly if abuse occurs.

14. All unlicensed and non-nursing clinical
staff will be provided education via a
computer-based learning module on the
importance of reporting challenging or
aberrant behavior promptly to licensed
nursing staff. Education will be completed
by April 24, 2016. No staff will be allowed
to work beginning April 25, 2016 unless
they have completed this education.

15. All licensed nursing staff will be provided
| education on the importance of reporting
| challenging or aberrant behavior to the
Skilled Nursing Facility Charge Nurse. The
Charge Nurse will report the behavior to
management staff on the 24 hour report
and notify the Director of Nursing if
behavior is severe. Education will be
completed by April 24, 2016. No staff will
be allowed to work beginning April 25,
2016 unless they have completed this
education.

MONITORING
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{F 226} Continued From page 50 {F 226} Skilled Nursing Facility via a computer-

04/24/16

04/24/16

\
1. 100% of working Skilled Nursing Facility | 03/26/16

\ clinical and non-clinical staff will complete |

‘ education on facility policies related to a

restraint-free environment, resident abuse,

and resident rights.

2. 100% of working Skilled Nursing Facility |

04/22/16
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{F 226}  Continued From page 51 {F 226} clinical and non-clinical staff will receive

to free his hand and Resident #1 had applesauce
| on his face and a substance on his face that was
dripping down from his face onto the front of him.
| The document revealed Nurse #1 stated she was
trying to give Resident #1 his medications buthe
was not listening. The document further revealed
on 03/24/16 the DON met with NA #1 andshe
reported the incident that had occurred on
03/01/16. The document indicated NA#1
reported Nurse #1 briefly restrained Resident #1's
right hand to his bed rail with a pillowcase/towel
and tape to protect herself and residentwhile
providing peri care due to combative behavior.
| The document further indicated on 03/04/16
| Nurse #1 and NA #2 were attempting toget
| Resident #1 up out of bed with a sit to stand lift
and over to a chair. The documentrevealed
Resident #1 became agitated and beganhitting
and spitting continuously and after he was
transferred to his chair NA #2 turned and
observed Nurse #1 as she sprayed Resident #1
in the face with cleansing lotion due to his spitting
at her. The document indicated NA #2 got a wet
wash cloth and wiped Resident #1's face toget
the lotion off. The document further indicated on
03/24/16 the DON met with NA #1 and she
reported the incident that had occurred on
03/01/16. The document revealed NA #1
reported Nurse #1 briefly restrained Resident #1's
right hand to his bed rail with a pillowcase/towel
and tape to protect herself and residentwhile
' providing peri care due to combative behavior.
| The document further indicated on 03/25/16 the
DON met with NA #2 and she reportedthe
incident that had occurred on 03/04/16 when
Nurse #1 sprayed Resident #1 in the facewith
| cleansing lotion.

A review of a fax documents revealed a report of

education on managing challenging
behaviors, resident rights, and resident
abuse.

The Facility Administrator will monitor Ongoing
weekly to ensure that seven “Daily
Reminders” were posted by the DON for
the staff. Monitoring will continue for 3
months and results will be reported to the
Quality Coordinating Council and the
Skilled Nursing Facility Quality Assurance |
Committee.

100% of working Skilled Nursing Facility | 04/27/16
clinical and non-clinical staff will receive
training on resident rights and the North
Carolina Elder Abuse Act.

100% of employees hired to the Skilled | Ongoing
Nursing Facility after 04/21/16 will receive
education during orientation on restraint-
free environment, proper notification of
witnessed/suspected abuse or restraint
application, managing challenging
behaviors, Abuse Prohibition policy, Elder
Justice Act, caregiver fatigue, and chain of
command. Orientation records for 100%
of new hires to the Skilled Nursing Facility
will be audited by the Facility Administrator
for 3 months to ensure all employees
received training on these items. Audit
results will be reported to the Quality
Coordinating Council and the Skilled
Nursing Quality Assurance Commiittee.
100% of working Skilled Nursing Facility | 04/24/16
clinical and non-clinical and ancillary staff
will complete the 2016 competency on
proper notification of witnessed/suspected |
abuse or restraint application, caregiver
fatigue, and chain of command.
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{F 226} Continued From page 52 {F 226}| 7. 100% of working Skilled Nursing Facility | 04/24/16
the investigation was submitted to the North clinical and non-clinical and ancillary staff
Carolina Board of Nursing on 03/31/16. will complete education on Resident’s
Rights, Elder Justice Act, proper
A review of facility investigation dated 03/30/16 g?gggﬁg?nq g:};’i?;?;:d;’::;gﬁgﬁg:buse
completed by the Adm!nlstrator tlt[efi Final environment, managing challenging
Sumrna‘lry of Investigation revealed it was behaviors, Abuse Prohibition policy,
determined Nurse #1 was unable to providea caregiver fatigue, and chain of command.
consistent story. The report indicated Nurse#1
| was inconsistent on the date of the incident, the 8. 100% of working clinical and non-clinical | 04/24/16
hand that was restrained, the NA present inthe Skilled Nursing Facility staff will complete
room, when the restraint was actually applied or if education on actions to be taken in
a Nurse Supervisor was notified. The report response to a safety event where resident
| further indicated Nurse #1 was consistent with the or staff safety are in jeopardy (‘5 Rights of
| fact she restrained Resident #1's hand witha Duty to Report’).
pillowcase and tape to avoid being hi. The:report 9. 100% of working Skilled Nursing Facility | 04/24/16
| also revealed NA #1 provided further clarification clinical and non-clinical and ancillary staff
 and remembered Nurse #1 had spray bottle of will complete education on abuse reporting
cleansing lotion in her hand when NA #1 entered requirements according to the Elder
Resident #1's room on 03/01/16 and Nurse #1 Justice Act.
told NA #1 she had sprayed Resident #1 inthe
face because he did not listen. The report 10. 100% of working unlicensed and non- 04/24/16
indicated therefore, it was concluded Nurse #1 \ nursing Skilled Nursing Facility clinical
intentionally restrained Resident #1 and ‘ staff will complete education on the
intentionally sprayed him in or around the face on importance of rgportmg challqumg =
03/01/16 and intentionally sprayed Resident #1 in aber‘r ant befiavior promiiiy 1o licensed
nursing staff.
or around the face on 03/04/16 to serve as
punishment for hitting, kicking or spitting ather 11. 100% of working licensed nursing staff will | 04/24/16

and/or not following her direction during
medication administration.

During an interview on 04/19/16 at 11:08 AMwith
the Director of Nursing (DON) she confirmed
Nurse #1 and NA #1 were assigned to care for
Resident #1 on the night shift from 02/29/16

‘ through 03/01/16. She also confirmed NA #1had

‘ witnessed Resident #1's arm tied to the bedrail
early in the morning before the end of the shift on
03/01/16 but NA#1 did not immediately report the
incident. She explained the handwritten

complete education on the importance of |
reporting challenging or aberrant behavior
according to the Chain of Command.
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document by NA #1 dated 02/29/16 was given to
her on 03/24/16 when she had called NA #1 to
come in and meet with her and at the end of the
meeting NA #1 showed her the handwritten
document and stated she needed to discussit.
The DON stated she asked NA #1 why shehad
not reported the incident immediately aftershe
observed Nurse #1 had tied Resident #1's arm to
the bed rail and NA #1 stated she had not
reported the incident to anyone because of
personal reasons and she had beenprocessing
what she was going to do about it. The DON
explained on 03/04/16 NA #2 observed Nurse #1
spraying a cleansing lotion in Resident #1'sface
but did not report the incident immediately. She
stated she met with NA #2 on 03/25/16 and asked
her why she had not reported it immediately and
NA #2 stated at the time she didn't think it was
something that should be reported. The DON
verified Resident #1 was still present in the
facility. She further verified Nurse #1 was no
longer employed by thefacility.

During an interview on 04/19/16 at 3:00 PM the
Administrator explained Nurse #1 hadrequested

| to meet with her on the morning of 03/04/16 after

she had finished working the night shift. She
explained she came in and met with Nurse#1
and she was crying and upset and told her
Resident #1 had been hitting, kicking and spitting
at her. She stated she asked Nurse #1
numerous times if anything else hadhappened
and Nurse #1 told her nothing else had
happened. The Administrator stated she felt
Nurse #1 was experiencing burnout and but was
completely unaware at that point the incidents of
abuse had occurred on 03/01/16 and 03/04/16.

During a follow up interview on 04/20/16 at 2:58
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PM the DON stated facility staff receivedtraining
regarding abuse and neglect when hired atthe
facility during orientation and it was repeated
annually and more often as needed. She further
stated during the training the facility policiesfor
abuse and neglect were reviewed with staff. She
stated it was her expectation for all staff to abide
by the facility policies to prevent abuse and
neglect and Nurse #1 and NA #1 should have
immediately reported the incident on 03/01/16 so
an investigation could have been started
immediately. The DON further stated Nurse#1
and NA #2 should have reported the incident on
03/04/16 immediately and an investigation would
have been done. The DON explained she did not
| have any evidence Nurse #1 had assessed
| Resident #1 after the incidents because there
| was no documentation in Resident #1'smedical
record that he was assessed for injuries after his
arm was tied to the bed rail on 03/01/16 or was
assessed for any irritation on his face or inhis
eyes when the body lotion was sprayed in his
| face on 03/01/16 or 03/04/16. She statedshe
| would have expected for Nurse #1 to have
assessed Resident #1 immediately after the
| incidents and should have documented her
assessments in the nurse's notes. The DON
explained she was notified on 03/24/16 ofthe
incidents that had occurred on 03/01/16 and
03/04/16 and assessed Resident #1 on 03/25/16
as part of her investigation and did not see any
physical signs of injury to Resident #1's right arm
or irritation to hiseyes.

During a follow up interview on 04/20/16 at 4.23
PM the Administrator stated it was her
expectation that all staff would be knowledgeable
of the abuse and neglect policies in thefacility
and abide by them. She further stated nursing
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staff should have reported immediatelywhen
Resident #1's arm was restrained to the bed rail
and when Resident #1 was sprayed in theface
with the cleansing body lotion so it couldhave
been investigatedimmediately.

The facility Administrator, DON, hospital
Administrator and hospital Vice President were
notified of immediate jeopardy on 04/19/16at
4:02 PM.
{F 279} | 483.20(d), 483.20(k)(1) DEVELOP

85=D ‘ COMPREHENSIVE CAREPLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includesmeasurable
objectives and timetables to meet aresident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain theresident'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).

This REQUIREMENT is not met as evidenced

by:
Based on record reviews and staff interviews the
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{F 279} CORRECTIVE ACTION FOR AFFECTED |

RESIDENT
1. On April 20, 2016, review of Resident #1's | 04/20/16
care plan revealed that the Resident's
psychotropic medications were reflected
on the care plan on February 29, 2016 with
an intervention to observe for side effects
of the medications. On March 11, 2016,
an intervention was added to monitor
Resident #1’s behavior for effectiveness of
medication and to notify the resident’s
physician for escalations or changes in
behavior.
2. It was determined that Resident #1's care | 04/20/16
plan should be updated to address his
aggressive behavior and sexual behavior
disinhibitions. The care plan was updated
on April 20, 20186, to include interventions
for staff to utilize to protect Resident #1
and staff from Resident #1's sexual
behavior, inappropriate touching, and
verbal and physical aggression.

CORRECTIVE ACTION FOR OTHER
RESIDENTS

1. Additionally, on April 20, 20186, all resident | 04/20/16
care plans were reviewed by the MDS |
Nurse to ensure that there were no other
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facility failed to develop a care plan with
interventions to guide staff for handling a resident
with inappropriate and combative behaviors
during nursing care. As a result of the lack of
care plan interventions the resident's arm was

| tied to the bed rail with a towel and secured with a
| plastic medical tape and he was sprayed inthe

| face with a cleansing body lotion on 2 occasions

| for 1 of 1 resident sampled for abuse (Resident
#1).

Immediate Jeopardy began on 03/01/16 when
Nurse #1 tied Resident #1's right arm to the bed
rail with a towel and taped it with a plastic medical
tape to secure it and Nurse #1 stated to NA#1
she had sprayed Resident #1 in the face witha
cleansing body lotion due to his combative
behavior during nursingcare.

The immediate jeopardy is present and ongoing.

The facility provided the State Agency and the
Centers for Medicare and Medicaid with an
acceptable allegation of compliance (AOC) on
04/29/16.

A revisit survey was conducted on 05/03/16to
determine the status of the ongoing Immediate
Jeopardy. The facility provided documentation
for review of the following:

- Evidence of staff in-servicing onabuse
prohibition and use of restraints.

- Documentation of audits for abuse, use of
restraints and physician notification.

- Documentation of care plans revised and

| developed to be individualized for residents’ care
areas

- There had been no additional allegations of
abuse made since 04/20/16.
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{F 279} | Continued From page 56 {F 279} residents within the facility at risk due to

challenging behaviors not being
addressed in their care plan. There were
no other residents with challenging
behaviors in the Skilled Nursing Facility at
the time of this review; therefore, it was
determined that there were no other
residents at risk.

SYSTEMIC CHANGES

1. The Skilled Nursing Facility's process for | 04/20/16
developing resident-specific care plans
was evaluated on April 20, 2016. A
review of all resident care plans revealed
that each care plan included resident- '
specific problems, interventions, and

| measurable goals with a specific

| timeframe for measurement. Care plans

for all residents are reviewed and updated

on an ongoing basis with a formal review
weekly during Interdisciplinary Team

Meeting.

2. As aresult of the review of Resident #1's | 04/24/16
care plan, the Skilled Nursing Facility's
process for managing challenging
behaviors, specifically incorporating
challenging behaviors into the Resident's |
care plan, resulted in the following process
revisions and staff education

¢ In order to provide guidance for
staff in addressing challenging
behavior, any such behavior (for
example aggression, sexual
behavior disinhibitions) will be
incorporated into the resident’s
care plan and appropriate parties
notified if such behavior develops
or exacerbates.

e All unlicensed and non-nursing
clinical staff will be provided
education via a computer-based

FORM CMS-2567(02-99) Previous Versions Obsolete

Event |1D:2vX512

Facility 1D: 933284 If continuation sheet Page 57 of 71




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/04/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
345306

(X2)MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING COMPLETED
R-C

ik 05/03/2016

NAME OF PROVIDER ORSUPPLIER

IREDELL MEMORIAL HOSPITALINC

STREET ADDRESS, CITY, STATE, ZIP CODE
557 BROOKDALEDRIVE
STATESVILLE, NC 28677

Observations of nursing care, interviews with
cognitively intact residents and interviews with
staff present in the facility on 05/03/16, review of
all documentation to support the AOC and
interviews with the facility's Administratorand
Director of Nursing provided sufficient evidence to
support corrective action by the facility toremove
the immediate jeopardy at F- 279 at a lower
scope and severity of (D) isolated, no actual harm
with potential for more than minimal harm thatis
not immediate jeopardy, while the facility
continues the process of monitoring the
implementation of the corrective action.

The findings included:

Resident #1 was admitted to the facility on
09/24/15 with diagnoses which includedheart
failure, chronic obstructive lung disease, stroke,
dementia, psychosis andschizophrenia.

A review of the admission Minimum Data Set
(MDS) dated 10/01/15 indicated Resident #1 was
severely impaired in cognition and exhibited no
behaviors. The MDS further indicated Resident
#1 required extensive assistance fortransfers,
bathing and hygiene but was totally dependent on
staff for bed mobility and toileting and had upper
extremity impairment on one side. A review of the

| Care Area Assessments revealed behaviors did

not trigger.

A review of a quarterly MDS dated 12/29/15
indicated Resident #1 was severely impairedin
cognition and exhibited no behaviors. TheMDS
further indicated Resident #1 was totally
dependent on staff for activities of daily living and
had upper extremity impairment on one side.

MONITORING

1.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES . ID PROVIDER'S PLAN OF CORRECTION | (X5)
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{F 279} | Continued From page 57 {F 279} learning module on the

importance of reporting
challenging or aberrant behavior
promptly to licensed nursing staff.
Education will be completed by
April 24, 2016. No staff will be
allowed to work beginning April
25, 2016 unless they have
completed this education.

e  Alllicensed nursing staff will be
provided education via a
computer-based learning module
on the appropriate process for
reporting challenging or aberrant
behavior and documenting the
behavior in the plan of care. This
education will be provided to all
licensed staff by April 24, 20186.
No staff will be allowed to work
beginning April 25, 2016 unless
they have completed this
education.

100% of 24-hour reports will be audited by | Ongoing
the Director of Nursing for six months to
ensure that any challenging behaviors or
changes in the resident's condition are
reflected in the Resident's care plan and
reported to appropriate parties. Audit
results will be reported to the Quality ;
Coordinating Council and the Skilled
Nursing Facility Quality Assurance
Committee.

100% of working unlicensed and non- 04/24/16
nursing Skilled Nursing Facility clinical
staff will complete education on the
importance of reporting challenging or
aberrant behavior promptly to licensed
nursing staff.
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A review of a care plan dated 02/15/15titled
psychotropic's revealed Resident #1 was
receiving Prozac and Risperdal for behavior
disinhibitions. The goal indicated resident's
behavior will be managed by lowestpossible
dose of medications. The interventions were
listed to ohserve for side effects of Prozacsuch
as anxiety, somnolence (drowsiness), dizziness
or headaches and observe for side effects of
Risperdal such as nausea, constipation,sedation
and dizziness. The resident's care plan did not
contain any interventions on what staff should do
if the resident exhibited inappropriate or
combative behaviors.

A review of a care plan with a revised date of
02/17/16 tiled psychotropic's indicated Risperdal
was discontinued and Resident #1 was started on
Zyprexa and to continue goal that resident's
behavior will be managed by lowest possible
dose of medications. The interventions were
listed to observe for side effects of Zyprexa such
dry mouth, sedation and somnolence. The
resident's care plan did not contain any
interventions on what staff should do ifthe
resident exhibited inappropriate or combative

| behaviors.

" Areview of a care plan with a revised date of

02/22/16 titled psychotropic's indicated Prozac
and Zyprexa werediscontinued.

A review of a care plan with a revised date of
02/29/16 titled psychotropic's indicated Seroquel

' 25 milligrams was started for schizoaffective

disorder and the goal indicated thatresident's

| behavior will be managed by lowest possible

dose of medications. The interventions were
listed to observe for side effects of Seroquel such

complete education on the importance of
reporting challenging or aberrant behavior
according to the Chain of Command.
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| as agitation, dizziness, dry mouth and
constipation. The resident's care plan did not
contain any interventions on what staff should do

| if the resident exhibited inappropriate or
combative behaviors.

A review of a facility document dated 03/30/16
titled Allegation of Resident Abuse/Restraint by
the Administrator revealed a brief summary of
interviews of staff. The document indicatedon
03/01/16 NA #1 assisted Nurse #1 whenthey
provided morning care to Resident #1. NA#1
| assisted with providing peri care then leftthe
 room for a short period of time to do other duties.
When she finished she noticed the door of
| Resident #1's room was closed so she went
| inside the room. When she entered the room she
noticed Resident #1's right hand was tied tothe
bed with a towel and was taped and Nurse#1
was present in the room. NA #1immediately
began to remove the tape and towel to free his
hand but Nurse #1 asked what she was doing.
The document further revealed Resident #1 had
applesauce on his face and a substance on his
face that was dripping down the front of him.
Nurse #1 stated she was trying to give Resident
#1 his medications but he was not listeningand
restrained Resident #1's right hand to his bed rail
with a pillowcase/towel and tape to protect herself
and resident due to combative behavior. On
03/24/16 the DON met with NA #1 and she
reported the incident that had occurred on
03/01/16. The document indicated on03/04/16
Nurse #1 and NA #2 were attempting toget
Resident #1 up out of bed with a sit to stand lift
and over to a chair. Resident #1 became
agitated and began hitting and spitting
continuously and after he was transferred to his
chair NA #2 turned and observed Nurse #1 as
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| she sprayed Resident #1 in the face with
cleansing lotion due to his spitting at her. NA#2
got a wet wash cloth and wiped Resident#1's

| face to get the lotion off. On 03/25/16 the DON

| met with NA #2 and she reported the incident that

| had occurred on 03/04/16 when Nurse #1

| sprayed Resident #1 in the face with cleansing
lotion.

| An attempt was made to contact Nurse #1on
04/19/16 at 2:00 PM by phone but there was no
answer and no option to leave a message.

During an interview on 04/20/16 at 4:17 PM with
the MDS nurse, who developed Resident#1's |
care plan for psychotropic medications on |
2/15/18, she described herself as being new to |
the role of MDS and in the learning process of |
care plans. She explained she tried tocombine
care plans to cover individual areas forresidents
because otherwise a resident might have
numerous care plans. The MDS nurse explained
when psychotropic medications were added for
Resident #1 a care plan for the use of
psychotropic medications was developed on
02/15/16 and her goal with the interventions was
| to monitor the resident to determine if the |
| medications were effective. She stated shedidn't
| think about implementing interventions for
| nursing staff to deal with the behaviors and was

unable to describe how a staff memberwould
| know or be able to handle Resident#1's
behaviors from the care plan she had developed.
She stated Resident #1 was not coded with |
behaviors on the admission MDS dated 10/01/15 \
and as a result no care plan for behaviorswas \ ‘
developed at that time. She explained she ‘ 1

\

| developed the care plan on 02/15/16 for
‘ psychotropic medications when he was started on
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medications for the behaviors.

During an interview on 04/20/16 at 2:58 PMthe
DON explained the MDS nurse created care
| plans and Resident #1 should have had acare
| plan for behaviors with interventions for staffto
use when he exhibited behaviors. She stated
interventions should have included for staff to
step away or reach out for help from coworkers or
| supervisors when a resident exhibited behaviors
or redirect residents when they exhibited
behaviors or change staff members because
sometimes different staff would calm the resident.

The facility Administrator, DON, hospital
Administrator and hospital Vice President were
notified of immediate jeopardy on 04/20/16at
5:11 PM.

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

{F 490}
$8=D

A facility must be administered in a manner that
enables it to use its resources effectivelyand
efficiently to attain or maintain the highest
practicable physical, mental, andpsychosocial
well-being of eachresident.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and review of facility
records, the facility administrative staff failed to
create and impose a culture that all residents
would be protected from extreme resident
restraint and abuse and that staff would
implement the facility's abuse policy and
procedures to intervene, protect and immediately
report abuse when witnessed. The facility failed

{F 490} CORRECTIVE ACTION FOR AFFECTED
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. RESIDENT

1. The DON immediately notified the 03/24/16
Facility Administrator when NA #1
reported the restraint application and
suspected abuse of Resident #1.

2.  NA#1 was interviewed by the Facility 03/24/16

Administrator and the hospital

‘ Administrator-on-Call and Patient Safety
Officer were notified of NA #1's
allegations.

3. The Facility Administrator instructed the | 03/24/16

\ Director of Nursing to assess the

\ resident for injury on March 24, 2016.

The resident wasn't assessed on March

24, 20186, as the Director of Nursing

knew that she had been in Resident #1's

room and assisted in his care on March

1, 2015 and March 4, 2015. On both of
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to immediately notify the physician and
responsible party when a resident became
combative during nursing care and anurse
restrained the resident's arm to the bed rail, failed
to protect a resident's right to be free ofphysical
restraint, failed to immediately reportwitnessed
incidents of physical abuse and the failureto
report placed other residents at risk for abuse.
The facility also failed to operationalize policy and
procedure when staff failed to immediately notify
administrative staff of 2 witnessed incidents of
physical abuse and failed to develop a care plan
with interventions to guide staff for handlinga
resident with inappropriate and combative
behaviors during nursing care for a combative
resident who experienced 2 episodes of physical
abuse without immediate facility intervention,
protection and implementation of abusepolicies
and procedures for 1 of 1 sampled residents

. reviewed for abuse (Resident#1).

Immediate Jeopardy began on 03/01/16 when NA
#1 witnessed Nurse #1 had tied Resident#1's
right arm to the bed rail with a towel thatwas
taped with a plastic medical tape and Nurse#1
stated to NA#1 she had sprayed Resident #1 in
the face with a cleansing body lotion due to his
combative behavior and NA #1 failed to
immediately report the incident to administrative
staff.

Immediate jeopardy is present and ongoing.

The facility provided the State Agency and the
Centers for Medicare and Medicaid with an
acceptable allegation of compliance (AOC) on
| 04/29/16.

i A revisit survey was conducted on 05/03/16to
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X TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
DEFICIENCY)
{F 490} | Continued From page 62 {F 490} these dates, the Director of Nursing did

not identify any injury to Resident #1's
eyes, wrists, or arms. The DON'’s ,
presence in Resident #1’s room on both |
of these dates was documented in the
nursing notes in the electronic medical
record. Throughout the month of March,
the DON frequently participated in
Resident #1's care with no injuries
identified.

Nurse #1 was interviewed and admitted | 03/24/16
to application of restraint, The DON
notified the Director of Human Resources
and Assistant VP of Quality and Clinical
Outcomes of Nurse #1's statements. The
DON also updated the Administrator-on- |
Call and Patient Safety Officer on Nurse
#1's interview. ‘

Nurse #1 was suspended on March 24, | 03/24/16
2016 at 4:45 p.m. pending investigation
of the alleged abuse.

The Vice President of Professional 03/24/16
Services and Facility Planning was
notified by the Facility Administrator of
the allegations and actions taken on
March 24, 2016.

On 3/24/16, the Vice President of 03/24/16
Professional Services and Facility
Planning notified the President/Chief
Executive Officer of the allegations and
actions taken.

Suspension of Nurse #1 continued | 03/30/16
pending full investigation with termination
of the nurse's employment on March 30, |
2016 for restraint application and alleged
abuse. }

Resident #1’s care plan was reviewed by | 04/20/16
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{F 490} | Continued From page 63 {F 490} the MDS nurse, and it was determined
determine the status of the ongoing Immediate that the care plan sh‘ould be updated to
Jeopardy. The facility provided doc tation | address his aggressive behavior and
eopardy. [he faciily p e MERBREEN sexual behavior disinhibitions.
 for review of the following:
- Evidence of staff in-servicing on abuse
prohibition and use of restraints. CORRECTIVE ACTION FOR OTHER
- Documentation of audits for abuse, use of RESIDENTS
restraints and physician notification. )
- Documentation of care plans revised and 1. Review of resident weekly skin 03/23/16
developed to be individualized for residents’ care assessments on March 2, 2016, March 9,
SRS : 2016. March 16, 2016, and March 23,
|- There had been no additional allegations of 2016 by the.DON revealed no s |
b de since 04/20/16 documentation or reports of any injuries |
AlLSD me_‘ Rsinee : o . . or wounds potentially secondary to
Observations of nursing care, interviews with abuse.
cognitively intact residents and interviews with
| staff present in the facility on 05/03/16, review of 2. The Director of Nursing was counseled | 03/25/16
| all documentation to support the AOC and on March 25, 2016 on the need for
interviews with the facility's Administrator and immediate assessment of a resident in
Director of Nursing provided sufficient evidence to the event of alleged abuse.
support corrective action by the facility toremove
the immediate jeopardy at F- 490 at a lower 3. E'IA #:1 ggd 2%‘?: f2 err,‘l‘“’ su?pgnded d‘,’n ; 03/25/16
scope and severity of (D) isolated, no actual harm are ' ol 18l urefo nEdieie
ith potential for more than minimal harm thatis nottfy ma nagsment staff of the restraint
Wit o . o application and /or suspected abuse.
not immediate jeopardy, while the facility
continues the process of monitoring the 4. On March 29, 2016, interviews were 03/29/16
implementation of the corrective action. conducted by the DON with all alert and
oriented long-term residents who were
The findings included: residents of the facility during the time of
the alleged events. All residents
Cross refer to F 157 - Based on record reviews verbalized that they had no complaints
and staff and physician interviews the facility about the care they had received.
i tolibnlwmedrltatel'): oty th'z pl‘nty; Ieian g 5. Interviews were conducted with 18 03/29/16
' respons:| @ pe! Y e'? a reslagntpecans Skilled Nursing Facility clinical staff
combf.mve during ‘nurs[ng care and a nurse members by the DON and the Facility
restrained the resident's arm to the bed rail witha Administrator from March 24, 2016 —
towel and secured it with a plastic tape and March 29, 2016 to inquire whether any
sprayed the resident in the face with acleansing other instances of suspicious injury or
body lotion for 1 of 1 sampled for abuse abuse had been witnessed or observed |
(Resident #1). with any other residents. No concerns
were identified.
|
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body lotion on 2 occasions for 1 of 1resident

| sampled for abuse (Resident#1).

| Cross refer to F 226 - Based on staff interviews

and record reviews the facility staff failed to
operationalize policy and procedure when staff

“Chain of Command" policy was
reviewed by the Director of Nursing and
Facility Administrator and determined to
be appropriate. The Chain of Command
policy specifies that staff may bypass
their immediate supervisor when

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x8)
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{F 490} | Continued From page 64 | {F490} 6. The DON or Facility Administrator 03/29/16
Cross refer to F 221 - Based onobservations, interviewed 3 physicians, who have the
staff and physician interviews, police interview majority of the residents on the Skilled
and record reviews the facility failed to protecta Nurs_lng Fa_acmty, '“C'Pd'".g the SNF
resident's right to be free of physical restraint Wedioal Director, o inquice whathar they
: : ; ) had any concerns about the care
when staff restrained a resident WIthgutmedlcaI rendered for any of their residents. No
symptoms. As a result a nurse restrained the concerns were identified.
resident's arm to the bed rail with a towel and
secured the towel with a plastic medical tape 7. Education on the facility's Abuse | 04/02/16
when he became combative during care for 1 of 1 Prohibition Policy was provided to NA #1
resident sampled for abuse (Resident#1). and NA #2 before their return to work.
| Cross refer to F 223 - Based onobservations, SYSTEMIC CHANGES
| staff and physician interviews, police interview ;
| and record reviews the facility failed to protecta ‘ 1. To mitigate this type of event from 03/26/16
' resident's right to be free from physical abuse reoccurring, on March 24, 2016, March
| when a resident became combative during 25, 20186, and March 26, 2016, all Skilled
nursing care and a nurse restrained the resident's Nursing Facility clinical an_d non-clinical
arm to the bed rail with a towel and secured it St?ﬁ wag provided edgcatlon by the DON
| with a plastic tape and sprayed the resident in the prigr i e 2ot grehifen faqihtyl p_ollmes'
| W p p . pray ; X related to resident abuse, maintaining a
| faceon 2 occasions with a cleansing bodyllotron restraint-free environment, and prompt |
| for 1 of 1 resident sampled for abuse (Resident notification of appropriate parties for any |
#1). change in resident behavior or physical |
condition. '
Cross refer to F 225 - Based on staffinterviews
and record reviews the fac|||ty staff failed to 2. On 3[29”6 and 3/31/1 6., educalif.?n was 04/22116
immediately report witnessed incidents of again provided to all Skilled Nursing
physical abuse and the failure to reportplaced rﬁ:ﬁ;{g;liséiﬁo;ergZgggrlnrzrr?tes(::;feo iy |
other reslldents 'at risk for abuse. The fg(:lllty staff suspected or withessed abuse or
failed to |mmed|§tely reporl wht_en aresident neglect, including content regarding
became combative during nursing care anda managing challenging behaviors,
nurse restrained the resident's arm to the bedrail resident rights, and resident abuse.
with a towel and secured it with a plastic tape and
sprayed the resident in the face with acleansing 3. During the Root Cause Analysis, the 03/30/16
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| failed to immediately notify administrative staffof
2 witnessed incidents of physical abuse whena
resident became combative during nursing care
and a nurse restrained the resident's arm tothe
bed rail with a towel and secured it with a plastic
tape and sprayed the resident in the face witha
cleansing body lotion on 2 occasions. The facility
staff also failed to assess the resident for physical
injury after both of these instances of staff abuse
for 1 of 1 resident sampled for abuse (Resident
#1).

|
Cross refer to F 279 - Based on record reviews

and staff interviews the facility failed to develop a
care plan with interventions to guide stafffor
handling a resident with inappropriate and
combative behaviors during nursing care. Asa
result of the lack of care plan interventionsthe
resident's arm was tied to the bed rail with a towel
and secured with a plastic medical tape andhe
| was sprayed in the face with a cleansing body
lotion on 2 occasions for 1 of 1 residentsampled
for abuse (Resident#1).
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{F 490} Continued From page 65 {F 490} reporting an event if their supervisor is

unresponsive or unavailable. Because
the Chain of Command was not enacted
at the time of the March 1, 2016 and
March 4, 2016 events, it was determined
that additional staff education was
indicated.

The root cause analysis was completed | 04/01/16
on April 1, 2016. This investigation
revealed that Nurse #1 felt frustrated and
at her "wit's end” with resident's
combativeness. It was noted that Nurse
#1 closed Resident #1's door during the |
restraint application on March 1, 2016
and instructed NA #1 to close the door
when she re-entered Resident #1's room.
It was concluded that Nurse #1 willfully
violated the facility’s Restraint-Free
policy. NA #1 recognized that the
restraint application should have been |
immediately reported, but opted to
withhold the report due to personal ‘
reasons. NA #2 did not recognize that |
spraying Resident #1 in the face with
cleansing lotion was a form of abuse
even if it was immediately addressed and
did not result in harm; therefore, she did
not report the event as abuse. It was
determined that additional education |
needed to be provided to Skilled Nursing |
Facility staff on the definition of abuse
and examples of abusive behavior,
restraint-free environment, the
importance of immediately reporting any
restraint application or suspected or
witnessed abuse, managing challenging
behaviors, and methods of dealing with
frustration or burn-out.

On 4/09/16, the Director of Nursing
implemented “Daily Reminders” for all
clinical staff. These reminders are a

Ongoing
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. On April 21, 20186, the Abuse Prohibition

printed document on a topic related to
resident care selected by the Director of
Nursing. Topics include challenging
behaviors, care of the resident with
dementia, resident rights, and other
pertinent topics. The reminders are posted
for all staff members to review daily seven
days/ week.

On 4/12/16, the Regional Ombudsman 04/27116
provided education to clinical and non-
clinical Skilled Nursing Facility staff
regarding resident rights, including the right
to be free from abuse and the North
Carolina Elder Abuse Law. A second
training session with the Regional
Ombudsman is scheduled for 4/27/16.

The Skilled Nursing Facility’s process for 04/20/16
developing resident-specific care plans was‘
evaluated on April 20, 2016. A review of all
resident care plans revealed that each care
plan included resident-specific problems,
interventions, and measurable goals with a
specific timeframe for measurement. Care
plans for all residents are reviewed and
updated on an ongoing basis with a formal
review weekly during Interdisciplinary Team
Meeting. The care planning process was
revised to require that challenging behavior
(for example aggression, sexual behavior
disinhibitions) will be incorporated into the
resident's care plan and appropriate parties
notified if such behavior develops or
exacerbates.

04/21/16

Policy was revised to incorporate the ‘
timeframes for reporting suspected or
witnessed abuse as specified in the Elder
Justice Act.
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Facility staff annual competencies and
the orientation checklist were expanded
to include specific education on:

o  Elder Justice Act

e  Proper Notification of Witnessed /
Suspected Abuse or Restraint
Managing Challenging Behaviors |
Abuse Prohibition policy |
Chain of Command
Caregiver Fatigue

10. On April 22, 2016, these same topics 04/22/16
were added to the list of annual
competencies required for any staff
providing care, treatment, or services to
residents of the Skilled Nursing Facility.

11. Education was provided to all Skilled 04/24/16
Nursing Facility clinical and non-clinical
staff and ancillary staff that provide care,
treatment, or services to residents of the
Skilled Nursing Facility via a computer-
based learning module from April 22 —
24, 2016 that if harm to a resident
occurs, law enforcement will be notified
by the Facility Administrator or the DON.
Alternatively, in accordance with the

; Elder Justice Act, staff may notify law

enforcement directly if an event occurs.

Law enforcement notification of abuse or

neglect must occur within 2 hours if there

is serious bodily injury to a resident or
within 24 hours if there is no serious

‘ bodily injury to a resident. This

education also included:
¢ Resident's Rights
e Elder Justice Act
e  Proper Notification of Witnessed

| / Suspected Abuse or Restraint

‘ Application

e Restraint-free Environment
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Behaviors

Abuse Prohibition policy
Chain of Command
Caregiver Fatigue

12. Additionally all clinical and non-clinical 04/24/16
Skilled Nursing Facility staff were
provided education from April 22 -24,
2016 on actions to be taken in response
to a safety event where resident or staff
safety are in jeopardy ("5 Rights of Duty
To Report”). These actions include
providing a safe environment for the
resident, speaking up about the event,
documenting the event, enlisting help
from co-workers, and ensuring staff
safety. After April 24, 2016, no staff will
be allowed to work on the Skilled Nursing
Facility until this education has been
completed.

13. To promote a culture of safety and open Ongoing
communication, the VP will make rounds
on the Skilled Nursing Facility biweekly
effective 4/28/16. The VP maintains an
“open door” policy for all staff to be able
to communicate concerns. During
biweekly rounds, the VP will
communicate his open door policy and
office location to the Skilled Nursing
Facility staff.

MONITORING

| 1. 100% of working Skilled Nursing Facility | 03/26/16
clinical and non-clinical staff will complete |
education on facility policies related to a
resident abuse and maintaining a restraint-
free environment.
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100% of working Skilled Nursing Facility | 04/22/16
clinical and non-clinical staff will receive
education on managing challenging
behaviors, resident rights, and resident
abuse.

The Facility Administrator will monitor Ongoing
weekly to ensure that seven "Daily
Reminders” were posted by the DON for
Monitaring will continue for 3 months and
results will be reported to the Quality
Coordinating Council and the Skilled
Nursing Facility Quality Assurance
Committee.

100% of working Skilled Nursing Facility | 04/27/16
clinical and non-clinical staff will receive
training on resident rights and the North
Carolina Elder Abuse Law.

100% of 24-hour reports will be audited by | Ongoing
the Director of Nursing for six months to
ensure that any challenging behaviors are
reflected in the Resident’s care plan and
appropriate parties were notified. Audit
results will be reported to the Quality
Coordinating Council and the Skilled
Nursing Facility Quality Assurance
Committee.

100% of employees hired to the Skilled Ongoing
Nursing Facility after 04/21/16 will receive
education during orientation on proper
notification of witnessed/suspected abuse
or restraint application, managing
challenging behaviors, Abuse Prohibition |
policy, Elder Justice Act, caregiver fatigue,
and chain of command. Orientation
records for 100% of new hires to the
Skilled Nursing Facility will be audited by
the Facility Administrator for 3 months to
ensure all employees received training on
these items. Audit results will be reported
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to the Quality Coordinating Council and the
Skilled Nursing Quality Assurance
Committee.

7. 100% of working Skilled Nursing Facility | 04/24/16
clinical and non-clinical and ancillary staff
will complete the 2016 competency on
proper notification of witnessed/suspected
abuse or restraint application, managing
challenging behaviors, Abuse Prohibition
policy, Elder Justice Act, caregiver fatigue,
and chain of command.

8. 100% of working Skilled Nursing Facility | 04/24/16
clinical and non-clinical and ancillary staff
will complete education on Resident's
Rights, Elder Justice Act, proper
notification of witnessed/suspected abuse
or restraint application, restraint-free
environment, managing challenging
behaviors, Abuse Prohibition policy,
caregiver fatigue, and chain of command.
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