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Immediately tell the resident, the resident's doctor, and a family member of situations
 (injury/decline/room, etc.)  that affect the resident.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on closed clinical record review, staff interviews, facility documentation and policies and procedures, the facility
 failed to notify one resident's (#42) physician/practitioner in a timely manner regarding consistent refusals of
 medications and treatments. The deficient practice resulted in a delay of treatment and subsequent emergency transport to
 the hospital.
Findings include:
Resident #42 was admitted to the facility on (MONTH) 24, 2019, with [DIAGNOSES REDACTED].
Review of the admission nursing assessment dated (MONTH) 24, 2019 revealed the resident was admitted from the hospital and
 oxygen saturations (sats) were 91%. The resident was assessed to be alert, oriented, able to communicate her needs and
 required two person extensive assistance for all activities of daily living (ADL). The assessment also included the
 resident had wheezing and was on oxygen at 2 liters per minute.
Review of the physician admission orders [REDACTED]
-Breo Ellipta (corticosteroid) 100-250 micrograms (mcg) one puff, inhale one time daily for [MEDICAL CONDITION].
-[MEDICATION NAME] solution ([MEDICATION NAME][MEDICATION NAME]) 0.25 mg inhale only via nebulizer three times
a day for
 [MEDICAL CONDITION].
-Oxygen at (0-5) liters per minute to keep sats above 89% and check every shift.
-Apixaban (an anticoagulant) 2.5 mg two times daily.
-[MEDICATION NAME] (antibiotic) 300 mg every 12 hours for a urinary tract infection.
-[MEDICATION NAME] (antidepressant) 75 mg one daily for [MEDICAL CONDITION].
-[MEDICATION NAME] (multivitamin) 2000 units once daily as a supplement.
-[MEDICATION NAME] suspension (nasal decongestant) one spray in each nostril once daily for allergies
 [REDACTED].>-[MEDICATION NAME] Aerosol (corticosteroid) 250/50 mcg one puff inhale orally two times daily for
[MEDICAL
 CONDITION].
-[MEDICATION NAME] (anticonvulsant) 400 mg three times daily.
-[MEDICATION NAME] (diuretic) 20 mg once daily for [MEDICAL CONDITION] and hypertension.
-[MEDICATION NAME] (respiratory [MEDICATION NAME]) 600 mg every 12 hours for congestion.
-Magnesium Chloride 64 mg two times daily as a supplement.
A Nurse Practitioner (NP) note dated (MONTH) 25, 2019 revealed a detailed plan to treat the [MEDICAL CONDITION] which
 included the following: supplemental oxygen as needed to keep oxygen sats more than 90%, chest x-ray as clinically
 indicated, small volume equalizer ( SVN), monitor breathing and aggressive incentive spirometry. Also included was that the resident
would undergo aggressive therapies and all disciplines to evaluate and treat as indicated. Progress would be
 reviewed weekly with the entire interdisciplinary team and all facets of care would be reviewed on an ongoing basis by the
 NP and medical director.
Review of the (MONTH) 2019 Medication Administration Record [REDACTED]. However, on (MONTH) 27, 28, and 29, the
 documentation showed that the resident refused the bedtime dose of [MEDICATION NAME].
Review of the resident's care plans dated (MONTH) 29, 2019 revealed a problem related to [MEDICAL CONDITION]. The goal was
 for the resident to display daily optimal breathing patterns. Interventions included to give the aerosol or [MEDICATION
 NAME] as ordered and document any side effects and/or effectiveness.
Another care plan identified the resident had a mood problem related to a [DIAGNOSES REDACTED]. The goal was that the
 resident would have an improved and happier mood state. Interventions were to administer medications as ordered and monitor for
effectiveness/side effects and behavioral health consults as needed. The care plan did not include any interventions
 related to the resident's refusal of medications.
Review of an internal document provided by facility staff who identified this form as an informal communication system
 between the nursing staff and the physicians/medical providers. This form included documentation dated (MONTH) 30, 2019
 that resident #42 was not eating, drinking or taking medications. Although there were sections for additional information
 such as new orders, the only documentation for resident #42 was a signature by the prescriber to indicate the communication note had
been seen.
Review of the admission Minimum Data Set (MDS) assessment dated (MONTH) 31, 2019 revealed the resident scored a 12 on the
 brief interview for mental status, which indicated mild cognitive impairment. The MDS included the resident required
 extensive assistance of two staff with ADLs, was on oxygen therapy and that the resident did not display any behavioral
 symptoms, such as rejecting or refusing care and services.
Review of the (MONTH) 2019 MAR indicated [REDACTED].
A nursing note dated (MONTH) 2, 2019 documented the resident refused all of the medications and that education was given to
 the resident about the importance of the medication and being compliant. Further documented was the nurse went through
 every medication with the resident and explained what it was for and the resident still refused.
Continued review of the (MONTH) 2019 MAR indicated [REDACTED].
Review of the clinical record revealed no evidence that the resident refused the physician ordered oxygen.
Review of the internal document communication form between physicians/providers and nursing staff revealed an entry dated
 (MONTH) 7, 2019. Although the resident continued to consistently refuse scheduled medications, the entry on the form made
 no mention of this. There was no documentation to indicate the physician had knowledge of the resident's refusal of
 multiple medications.
Review of the MAR from (MONTH) 8-16, 2019 revealed documentation that the resident refused all doses of prescribed
 medications.
Further review of the clinical record for this time period revealed no documentation that the physician/NP was notified of
 the resident's ongoing refusal of medications. In addition, there were no corresponding physician/NP notes from (MONTH)
 8-16, 2019.
A nursing note dated (MONTH) 16, 2019 documented the resident continued to refuse all medications and that education was
 given.
Review of the internal document communication form between physicians/providers and nursing staff revealed an entry dated
 (MONTH) 17, 2019 regarding resident #42. Although the resident continued to consistently refuse all scheduled medications,
 the entry on the form made no mention of this. There was no documentation to indicate the physician/NP had knowledge of the
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 resident's continued refusal of multiple medications.
Review of the [MEDICAL CONDITION] medication review form dated (MONTH) 18, 2019 revealed the following staff had been in
 attendance to review the [MEDICATION NAME] (antidepressant) medication: the physician, consulting pharmacist, Director of
 Nursing and the Assistant Director of Nursing. Further documented was the resident's target behaviors of a sad mood had
 increased. Although there was discussion of the resident's depression and increased symptoms, there was no documentation
 regarding the resident's ongoing refusal of the [MEDICATION NAME].
Review of the (MONTH) 2019 MAR indicated [REDACTED].
A nursing note dated (MONTH) 20, 2019 included the resident continued to refuse medications and was given helpful advice
 regarding her health status.
Review of the internal document communication form between physicians/providers and nursing staff revealed an entry dated
 (MONTH) 23, 2019 regarding resident #42. Although the resident continued to refuse scheduled medications, the entry on the
 form made no mention of this. Also, there was no documentation to indicate the physician/NP had knowledge of the resident's refusal
of multiple medications.
A monthly nursing summary dated (MONTH) 23, 2019 documented the resident now had a mental/behavioral status that included
 delusions related to being in a nursing home. However, there was no further documentation of the resident's delusions and
 no evidence that the physician/NP were notified. In the respiratory section, there was documentation that the resident used oxygen
and lung sounds were diminished. A statement included that the resident refuses to get out of bed, eat or take
 medications.
Continued review of the internal document communication form revealed an entry dated (MONTH) 25, 2019. The documentation
 included the resident had refused all medications. However, there was no evidence of a signature on the form to indicate
 the physician/NP had reviewed this entry.
Review of the nursing notes through (MONTH) 25, 2019 revealed no evidence that the physician/NP had been notified, despite
 multiple entries of the resident's consistent refusals of medications.
According to the MAR from (MONTH) 20-27, 2019, the resident continued to refuse medications. The MAR indicated
[REDACTED].
Further review of the resident's care plans revealed no evidence that the care plans were revised since the initial date of
 (MONTH) 29, 2019, to reflect the resident's ongoing refusal of medications. In addition, there was no plan or interventions to address
the resident's refusal of medications.
A nursing note dated (MONTH) 27, 2019 with an entry time of 9:20 p.m., revealed the resident had a change of condition. The
 note included the resident refused all medications except one medication to help with nausea. After the resident had been
 administered the medication, she vomited within five minutes. Per the note, the resident had been refusing to wear her
 oxygen, even though she stated that she was having problems breathing. Staff assisted the resident in placing the nasal
 cannula back on and made sure the oxygen was set at 2 liters per minute. Staff left the room and when they returned the
 oxygen was again off of the resident.
However, there was no documentation the physician/NP had been notified of the resident's change of condition and ongoing
 refusal of medications.
Nursing notes dated (MONTH) 28, 2019 documented the following:
12:36 a.m: Resident able to sleep.
10:18 a.m: Resident refused ALL medications.
10:10 a.m: Change of condition summary: B/P = 130/92, pulse = 29-36, oxygen saturation 58-92% and oxygen was increased to 5
 liters per minute. The family was notified and came to the facility to be with the resident. The resident initially refused to be
evaluated at the hospital, however, upon a lot of encouragement from staff and family she agreed to be transported.
 Vital signs: B/P = 129/82, oxygen saturation at 56% and the resident refused the oxygen mask and oxygen via nasal cannula
 was in place. An order was obtained for transport to the hospital for acute care evaluation.
A discharge assessment dated (MONTH) 2, (YEAR) documented the resident was transferred to the hospital on (MONTH) 28, 2019
 via ambulance. The documentation included that vital signs were very poor and oxygen saturation levels were at 50-83%.
 Measures taken to stabilize resident prior to transfer was to increase the oxygen and elevate the head of bed.
An interview was conducted with a Registered Nurse (Acting Director of Nursing/staff #36) on (MONTH) 28, 2019 at 2:15 p.m.
 Staff #36 stated the nursing staff use the informal communication system form, as a means to communicate and notify the
 medical provider. Staff stated the physician should have been notified that resident #42 had refused her medications on so
 many occasions. Staff #36 stated she thought she remembered that she had told the physician of the resident's refusals and
 was told the resident had the right to refuse. She stated she made an error in not having documentation to support this.
 She said physician notification for medication refusals would be considered a standard of nursing practice.
An interview was conducted with a Licensed Practical Nurse (staff #64) on (MONTH) 28, 2019 at 2:36 p.m. Staff #64 stated if
 a resident refuses medications the physician has to be notified as some medications are more important than others, like
 breathing medications and treatments for a resident with [MEDICAL CONDITION]. Staff #64 stated she world notify the
 physician before the end of her shift and certainly if the resident kept on refusing the medications.
An interview was conducted with a RN (staff #14) on (MONTH) 28, 2019 at 3:18 p.m. Staff #14 stated if a resident refused a
 medication, she would document and certainly notify the physician if the resident refused three or more times. Staff #14
 stated physician notification would depend on the medical status of the resident and the severity of the symptoms.
According to a facility policy regarding a resident change of condition the following was included: Our facility shall
 promptly notify the resident, the attending physician, and representative of changes in the resident's medical/mental
 status. The nurse will notify the resident's physician or physician on call when there is a significant change in the
 resident's mental and physical condition, and when there is refusal of medications on two or more consecutive times. A
 significant change of condition is a major decline that 1) Will not normally resolve itself without staff intervention by
 implementing standard clinical interventions. 2) Impacts more than one area of the resident's health status. 3) Requires
 interdisciplinary review and/or revision to the care plan. 4) Ultimately is based on judgement of the clinical staff.
According to a facility policy regarding medication administration the following was included: Medications are administered
 in accordance with good nursing guidelines and practices. Medications are administered in accordance with the written
 orders of the prescriber. If a dose of regularly scheduled medication is refused the space provided on the front of the MAR indicated
[REDACTED]. If two or more doses of a vital medication is refused, the physician is notified.
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Protect each resident from all types of abuse such as physical, mental, sexual abuse,
 physical punishment, and neglect by anybody.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record reviews, staff interviews, facility documentation and policy and procedures, the facility failed to ensure one
resident (#292) was free from neglect, by staff performing an unsafe transfer causing a fall, which resulted in
 psychological harm to the resident. The facility also failed to ensure 4 out of 5 sampled residents (#'s 3, 16, 244 and
 292) were free from abuse. The deficient practice resulted in one resident being fearful of falling, causing psychological
 distress and anxious behaviors, which resulted in an overall decline. The deficient practice also resulted in four
 residents being subjected to abuse.
Findings include:
-Resident #292 was admitted to the facility on (MONTH) 11, (YEAR), with [DIAGNOSES REDACTED]. The resident was
discharged on (MONTH) 27, (YEAR).
Regarding an incident of neglect:
Review of the baseline care plan-admission evaluation dated (MONTH) 11, (YEAR) under the section for ADL's (activities of
 daily living), revealed that resident #292 was alert and oriented x 4 and was totally dependent on two staff with
 transfers. The documentation included the resident had severe impairment with movement to bilateral legs and hips.
Review of the ADL care plan dated (MONTH) 13, (YEAR), revealed the resident had an ADL self-care performance deficit,
 related to deconditioning. One of the interventions included that staff participation was required for transfers. However,
 the care plan did not specify how many staff were required for transfers or if mechanical lifts should be used.
According to the Physical Therapy Evaluation and Plan of Treatment dated (MONTH) 14, (YEAR), the resident was totally
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 dependent with bed mobility and transfers and required maximum assistance.
A nurses note dated (MONTH) 16, (YEAR), revealed the resident was a Hoyer lift for transfers and was totally dependent on
 two+ persons for assistance.
Review of a psych progress note dated (MONTH) 22, (YEAR), revealed resident denies any feelings of anxiety and reports that
 she feels very stable on her current psychiatric medications, which included duloxetine (anti-depressant) and [MEDICATION
 NAME] (for [MEDICAL CONDITION]). The progress note also stated that staff report no agitation/anxiety symptoms and no
 aggression or bizarre behaviors since admission.
According to a quarterly MDS (Minimum Data Set) assessment dated (MONTH) 25, (YEAR), the resident scored a 13 on the Brief
 Interview for Mental Status (BIMS), indicating intact cognition. Per the MDS, the resident required extensive assistance of two
persons with bed mobility, transfers, dressing and toilet use, and was totally dependent on two persons with transfers. The MDS also
noted that the resident did not have any behaviors.
A physical therapy note dated (MONTH) 4, (YEAR), revealed the resident started therapy and had needed 100% assistance, but
 now has improved to 20 % assistance. The note included that for bed mobility and sit to stand, the resident was a moderate
 assist of two persons with a front wheel walker.
A nurses note dated (MONTH) 5, (YEAR) included the resident required extensive assistance of two staff members for
 transfers, secondary to generalized weakness and size, and utilizes a mechanical lift as needed.
Review of the nurse's notes from (MONTH) 11, (YEAR) to (MONTH) 6, (YEAR), revealed no documentation that the resident
 experienced any fearfulness, any anxiety type behaviors or ADL decline.
Review of clinical record revealed that resident #292 did not have any falls, since admission.
A nurses note dated (MONTH) 6, (YEAR) revealed that a CNA (certified nursing assistant/staff #18) transferred the resident
 alone by herself from the bed to the wheelchair, with the help of a walker. While attempting to sit into the wheelchair,
 the resident slid to the floor on her knees. The note included that two staff members (CNA #18 and nurse #56) with the help of a
sit/stand Hoyer lift assisted the resident from the floor to the wheelchair. The resident had no injuries except for a right hip old
superficial blister, which had popped and a dressing was applied.
A IDT review note dated (MONTH) 7, (YEAR), revealed a non-injury fall related to weakness during transfer and resident
 placed on alert charting.
Review of the nurses progress notes from (MONTH) 7, (YEAR) through Discharge (September 27, (YEAR)) revealed the following:
September 7: Resident did not want to get out of bed this shift and also refused therapy this a.m.
September 8: Resident hitting CNA's during brief changes, refusing to help transfer self, demonstrates anxious behaviors
 when receiving ADL assistance and yelling from the room.
September 9: Resident did not get out of bed this shift or the evening shift.
September 10: Resident demonstrates anxious behaviors when receiving ADL assistance. Resident non-compliant with transfers
 and repositioning. Refusing care such as toileting, repositioning, getting out of bed and physical and occupational
 therapy.
September 11 and 12: Resident demonstrates anxious behaviors when receiving ADL assistance; refusing care such as toileting,
repositioning and getting out of bed.
September 15: An incident note by the nurse included that around 9 p.m., the resident became afraid and scared that she was
 going to fall during a brief change. The resident remained upset and asked the nurse to call the doctor for something to
 calm the nerves. The nurse obtained an order for [REDACTED].
September 17: Resident demonstrates anxious behaviors when receiving ADL assistance, non-compliant with transfer and
 repositioning. Patient refusing care such as toileting, repositioning, getting out of bed and refusing physical and
 occupational therapy.
September 18: Resident still refusing to get out of bed and non-compliant with most ADL's. Refusing PT/OT. Nurse
 Practitioner (NP) notified regarding resident's statements of anxiousness and fearful thoughts of falling out of bed.
September 19: Resident requesting PRN [MEDICATION NAME] due to anxiousness, agitation and fear of falling out of bed.
 Demonstrates anxious behaviors when receiving ADL assistance and non-compliant with transfers and repositioning. Refusing
 care such as toileting, repositioning and getting out of bed. [MEDICATION NAME] given as needed.
September 20: Resident refused to get out of bed this shift, refused to take a shower and multiple attempts made to
 encourage out of bed activities. The majority of all meals were served in her room per resident's request.
September 21: Resident demonstrates anxious behaviors when receiving ADL assistance, non-compliant with transfers and
 repositioning. Refusing care such as toileting, repositioning and getting out of bed, [MEDICATION NAME] as needed.
September 22: Demonstrates anxious behaviors when receiving ADL assistance, non-compliant with transfers and repositioning.
 Refusing care such as toileting, repositioning, getting out of bed and PT/OT. [MEDICATION NAME] given as needed.
September 24: Resident is alert and oriented, remained in bed all day per her request. Non-compliant with ADL's and PT/OT.
September 25: Resident refusing brief changes with CNA's. Went in and spoke with resident and offered [MEDICATION NAME],
 which previously had been effective with fear of falling during brief changes. The resident continued to refuse. The night
 shift note stated the resident also feels like she is going to fall when rolled from back to side. Non-compliant with most
 ADL's, PT and OT.
 (MONTH) 26: Resident alert and oriented x 2 confused and anxious. Resident feels like she is going to fall when rolled from back to
side. Non-compliant with most ADL's, PT and OT.
Review of the therapy treatment notes from (MONTH) 6, (YEAR) to Discharge (September 27, (YEAR)) revealed the following:
September 6, 7 and 10: Resident refused multiple attempts to participate in therapy in the therapy room or in the room.
September 11: Resident is a Hoyer, tolerated sitting in wheelchair for lunch. Refused to go to the gym. Resident making very minimal
progress at this time. Resident requires motivation and encouragement to participate. Resident fearful of falling,
 resistive with staff with rolling and changing brief. Resident was reassured she is safe and was not going to fall.
September 12: Resident refused therapy services, refused to get out of bed.
September 17: Making very minimal progress at this time due to lack of participation and missed visits. Resident requesting
 pain medications and [MEDICATION NAME]. She stated that she would like to follow up with her psychiatrist, as she is
 fearful of falling when being changed and is afraid that she will fall out of bed. Resisting care with CNA's.
September 18: Straight leg raising was attempted during therapy but unable to complete.
September 19, 20, 21 and 22: Resident making minimal progress, unmotivated and has fear of falling. Refused multiple
 attempts to participate in therapy and getting out of bed.
September 24: Therapy discharge summary included resident has steadily declined. Refuses to get out of bed due to lack of
 motivation, effort. Resident is being discharged at this time from therapy.
Review of the resident's care plans dated (MONTH) 17, (YEAR), revealed the resident uses anti-anxiety medication
 ([MEDICATION NAME]) related to an anxiety disorder. A goal included the resident will have decreased episodes of signs and
 symptoms of anxiety. Interventions included to give anti-anxiety medications as ordered, monitor side effects and track
 target behaviors of statements of anxiousness.
A psych eval progress note dated (MONTH) 19, (YEAR) revealed staff reports that last week resident had a fall and it appears to have
resulted in worsening depression and anxiety. The resident has anxiety symptoms of excessive worry/anxiety and
 being fearful. The recommendation was to continue [MEDICATION NAME] 0.5 mg every 12 hrs as needed for anxiety, as evidence
 by agitation and fearfulness.
Further review of the clinical record revealed the resident was discharged on (MONTH) 27, (YEAR).
The facility was unable to provide any evidence that the incident regarding a fall due to an unsafe transfer, which resulted in the
resident experiencing psychological distress and overall decline was identified as neglect. In addition, there was
 no evidence that the incident was thoroughly investigated.
An interview with a CNA (staff #18) was conducted on (MONTH) 26, 2019 at 11:47 a.m. She stated when the resident fell , she
 was transferring the resident with the help of a gait belt and walker. She said the resident slid out of the wheelchair and sat straight
down on her knees. Staff #18 stated that she was told by therapy the day before that the resident was going to be an extensive assist of
one person for transfers, instead of two.
An interview was conducted on (MONTH) 26, 2019 at 12:05 p.m. with a licensed practical nurse (LPN/staff #56), who worked the
day shift on (MONTH) 6, (YEAR) when the resident fell . She stated that she was going into the resident's room to give her
 medications and when she entered the room, the resident was on her knees on the floor in front of the wheelchair. She said
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 the CNA was in the room and had tried to transfer the resident. Staff #56 stated that she asks therapy every day for any
 changes with the resident's ability and type of assistance needed with transfers, and then documents it in a progress note. She stated if
she documented the resident needs two person extensive assistance, it means that she clarified this with
 therapy, prior to documenting it.
An interview with a physical therapy assistant (PTA/staff #58) was conducted on (MONTH) 26, 2019 at 12:58 p.m. At this time, the
therapy notes were reviewed with staff #58, who stated the resident was a two person transfer at the time of the fall.
 She said that since the resident was transferred from the bed to a standing position, it would require two persons. She
 stated the resident was making good progress, until the fall on (MONTH) 6, (YEAR).
An interview with a registered nurse (RN/staff #83) was conducted on (MONTH) 26, 2019 at 4:10 p.m. Staff #83 stated that she
usually works the night shift and that the resident was a two person Hoyer lift for transfers at all times.
An interview with the Assistant Director of Nursing (ADON/staff #36) and the Executive Director(ED/staff #10) was conducted
 on (MONTH) 28, 2019 at 8:52 a.m. Staff #36 stated that staff should care plan the number of staff assistance which is
 needed for transfers in the care plan within 24 hours of admit, because the care plan also transfers to the kardex where
 the CNA's look to find out how much help a resident needs with transfers. She stated that it would be neglect if staff were not
following the care plan or therapy orders for transfers. Staff #36 said she would expect the CNA's to follow what
 therapy recommends for transfers. She stated if therapy makes any changes in the transfer status, she expects them to
 document it in their notes. At this time, the fall documentation was reviewed with staff #36. She stated that during an IDT meeting
(which included the Director of Nusing (DON), ADON, the Care Coordinator and therapy), it was not identified that
 the fall was an unsafe transfer. Staff #36 said that since they did not identify the incident as neglect, they did not
 report or investigate the incident. Staff #10 stated that he remembers the resident and that after the fall, the resident
 was scared to leave the room or get out of bed.
According to the Lifting Machine policy, the use of a mechanical lift for resident transfers will be conducted with the
 assistance of at least two nursing assistants to safely move a resident. Types of mechanical lifts include sit to stand
 lifts.
Regarding an allegation of abuse for resident #292:
Review of a facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3-6 a.m., a CNA
 (staff #85) witnessed another CNA (staff #86) telling resident #292 to shut up and threaten to drop the resident if she did not stop
swinging her arms around, while changing the resident's brief. Staff #85 reported the resident was reaching her
 arms out, because she was afraid of falling and wanted help. Staff #85 reported that staff #86 told the resident that if
 she hits her, I will drop you.
The investigation included a written interview with staff #86 who said that on (MONTH) 27, (YEAR), she yelled at resident
 #292 because the resident was afraid of falling and she needed to calm down. Staff #86 stated that she told the resident
 that she might drop her if she did not calm down or if she hit her.
The investigation report also included an interview with resident #292's roommate who stated that on (MONTH) 27, (YEAR), she
heard resident #292 yelling because she was scared that she was going to fall out of bed. The roommate stated that she
 heard one of the staff tell the resident to shut-up or be quiet. The roommate stated that she was upset and did not like
 what was happening.
-Resident #16 was admitted to the facility on (MONTH) 6, (YEAR), with [DIAGNOSES REDACTED].
A review of the quarterly MDS assessment dated (MONTH) 14, (YEAR), revealed a BIMS (Brief Interview for Mental Status) score
of 14, which indicated the resident had intact cognition.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) during the night shift between 3:00 a.m.
 and 6:00 a.m., a CNA (staff #85) witnessed another CNA (staff #86) swearing and handling resident #16 rough, when changing
 the resident's brief. The report included that staff #85 had asked staff #86 to help her change the resident's brief. Staff #85 reported
that while changing the resident's brief, staff #86 said that she did not know why the resident waits so long
 to pee, while grabbing and yanking the resident towards her. Per the report, staff #86 also hurriedly turned the resident
 on her side, so she could change the resident's sheets. Staff #85 reported that she thought staff #86 intended to be mean
 and that staff #86 had been frustrated all night. The resident reported that she was awakened by staff and that staff #86
 was saying damn it or God damn it because her bed was wet. The resident said that staff #86 shoved her hard to the side
 while changing her sheets and that she knew staff #86 was mad, because her bed sheets were wet.
The investigation also included a written interview with staff #86 who stated that she was swearing while in the resident's
 room, because she was frustrated. Staff #86 reported that she said crap and may have said sh Staff #86 said that she could
 see how the resident may have thought that she was swearing at her and that she did not mean to shove and push the resident onto her
side and back at medium speed, while changing the resident's sheets.
An interview was conducted with resident #16 on (MONTH) 27, 2019 at 2:29 p.m., who stated that staff #86 came into her room
 on (MONTH) 27, (YEAR) and shoved her so hard that she hit the bedrail. The resident stated that she was not hurt, but she
 was humiliated. She said staff #86 was angry and swearing because her bed was wet. She also stated that another CNA (staff
 #85) was present, but did not say anything.
An interview was conducted on (MONTH) 28, 2019 at 8:52 a.m., with the Assistant Director of Nursing (ADON/staff #36) and the
Executive Director (ED/staff #10). The ADON said that their policy includes that abuse can be physical, mental, verbal or
 emotional.
-Resident #244 was admitted on (MONTH) 24, (YEAR) and readmitted on (MONTH) 31, (YEAR), with [DIAGNOSES
REDACTED]. The
 resident was discharged on (MONTH) 4, (YEAR).
The admission MDS assessment dated (MONTH) 31, (YEAR) revealed a BIMS score of 3, which indicated the resident had severe
 impaired cognition.
According to the resident's care plans, the resident did not exhibit any physical or verbal aggression towards others.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3 a.m. - 6
 a.m., staff #85 asked staff #86 to help her change resident #244's brief. Staff #85 was having difficulty because resident
 #244 pulled her pants up and said that she was cold. Staff #86 told staff #85 that she was going to show her a trick. Staff #86 then
proceeded to pull the resident's pants down, tore open the brief, forced the resident to roll over, and pried the
 resident's legs apart. Staff #85 stated that she felt that staff #86 forced the resident to roll over. Staff #85 reported
 that staff #86 told the resident to open her legs and then told staff #85, I kind of forced her to open her legs. The
 resident then said that she wanted to be left alone. Staff #85 said she believed that staff #86 was trying to be mean, had
 been frustrated all night and forced resident #244 to open her legs.
The investigation also included an interview with resident #244, but she was unable to remember anything that occurred on
 (MONTH) 27.
-Resident #3 was readmitted to the facility on (MONTH) 1, (YEAR), with [DIAGNOSES REDACTED].
A review of the quarterly MDS assessment dated (MONTH) 18, (YEAR), revealed a BIMS score of 6, which indicated the resident
 had severe cognitive impairment.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3:00 a.m. and
 6:00 a.m., staff #85 reported that she and staff #86 woke resident #3 up to change his brief. Staff #85 said the resident
 was having trouble standing up, so staff #86 told the resident Fine, you don't get changed tonight and left the room.
The investigation report included a written interview with staff #86, who reported that she yelled at the resident to get
 him to stand up. She stated that she was frustrated, because the resident was not helping her change his brief. The report
 included that staff #86 stated that she cannot control the volume or tone of her voice.
Further review of the investigative findings regarding the allegations of abuse for resident #3, #16, #244 and #292,
 revealed they all occurred on the night shift on (MONTH) 27, (YEAR) sometime between 3 a.m. - 6 a.m. and involved staff
 #86. The documentation also included the following: Staff #86 was physically more forceful than needed when providing care, raised
her voice and used profanity. Staff #86 was perceived by staff and residents as being angry and frustrated. Staff
 #86 was involuntary terminated.
An interview was conducted on (MONTH) 28, 2019 at 8:52 a.m. with the Assistant Director of Nursing (ADON/staff #36) and the
 Executive Director (ED/staff #10). Staff #36 said that their policy includes that abuse can be physical, mental, verbal or
 emotional. She said that during new hire orientation, staff receive abuse training and that their first priority is to
 protect the residents. Staff #10 stated that the incidents of suspected abuse (for resident #3, #16, #244 and #292)
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Level of harm - Actual
harm
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(continued... from page 4)
 occurred on the night shift on (MONTH) 27, (YEAR) between 3 a.m. - 6 a.m. He said abuse training is provided throughout the year
and they have had several trainings on abuse in the past 6 months.
Review of the Resident Rights policy revised (MONTH) (YEAR), revealed that employees shall treat all residents with
 kindness, respect and dignity. Residents have the right to be free from abuse and neglect.
Review of the facility's Abuse policy dated (MONTH) (YEAR) revealed the facility strives to prevent the abuse of all
 residents. The objective is to provide a safe haven for residents through preventative measures which protect residents
 right to be free from abuse and neglect. Abuse is defined as the willful infliction of injury, unreasonable confinement,
 intimidation or punishment with resulting physical harm, pain or mental anguish. Abuse also includes the deprivation by an
 individual of goods or services that are necessary to maintain physical, mental and psychosocial well-being. Instances of
 abuse cause physical harm, pain or mental anguish. Abuse includes verbal abuse, sexual abuse, physical abuse, mental abuse
 and neglect. Willful, as used in this definition of abuse, means the individual must have acted deliberately, not that the
 individual must have intended to inflict injury or harm. If abuse/neglect is witnessed or suspected, the resident's safety
 will immediately be secured. Prompt reporting and investigation will be utilized to identify the validity of findings and
 reasonable measures will be implemented to deter further incidents of abuse/neglect.

F 0602

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record reviews, staff interviews, facility documentation and policy review, the facility failed to ensure
 two sampled residents (#'s 33 and 16) were free from misappropriation of property. The deficient practice could result in
 other residents' narcotics being misappropriated.
Findings include:
-Resident #33 was admitted to the facility on (MONTH) 17, (YEAR) with [DIAGNOSES REDACTED].
A physician's orders [REDACTED].
The Medication Administration Record [REDACTED].
Review of the controlled substance record for (MONTH) (YEAR) revealed 20 tablets of [MEDICATION NAME] 5 mg was delivered
to
 the facility. The record also included that on (MONTH) 13, (YEAR), 16 tablets had been administered and 4 tablets were left.-
Resident #16 was admitted to the facility on (MONTH) 6, (YEAR) with a [DIAGNOSES REDACTED].
The physician orders [REDACTED].
The MAR for (MONTH) (YEAR) included the above orders and the documentation showed the resident received [MEDICATION
NAME] on multiple days.
Review of the controlled substance record dated (MONTH) (YEAR) revealed the facility had received 30 tablets of [MEDICATION
 NAME] 2.5 mg from the pharmacy. The record also revealed that on (MONTH) 13, (YEAR), 17 tablets had been administered and
 13 tablets were left.
Review of the facility's investigation report with a reference date of (MONTH) 14, (YEAR), revealed a staff member
 discovered that one [MEDICATION NAME] blister packet for resident #33 was missing and one blister packet for resident #16
 was missing. The report included that between the two residents, there were a total of 17 [MEDICATION NAME] tablets which
 were missing. The report also included a Registered Nurse (RN/staff #84) was identified as a suspect and eventually
 confessed to taking the 17 [MEDICATION NAME] tablets.
The investigation report included a written statement from staff #20 dated (MONTH) 14, (YEAR). The RN had found the
 [MEDICATION NAME] controlled substance records for residents #33 and #16 hidden under the narcotic book which was on top of
the medication cart. The [MEDICATION NAME] 5 mg controlled substance record for resident #33 revealed there should be 13
 tablets left in the blister packet. The [MEDICATION NAME] 2.5 mg controlled substance record for resident #16 revealed
 there should be 4 tablets left in the blister packet. The statement further included that the [MEDICATION NAME] blister
 packets for residents #33 and #16 were not in the medication cart.
Review of the personnel record for staff #84 revealed staff #84 was terminated on (MONTH) 17, (YEAR). The file also
 contained evidence that staff #85 had been provided training and education on abuse and misappropriation of personal
 property.
Attempts to contact staff #84 via telephone were unsuccessful.
An interview was conducted with staff #20 on (MONTH) 26, 2019 at 10:21 a.m. Staff #20 stated that he found the controlled
 substance records for residents #33 and #16 hidden in a binder on top of the medication cart. Staff #20 also stated that he was not able
to find the [MEDICATION NAME] blister packets for the residents in the medication cart. He stated that he
 notified the Director of Nursing (DON/staff #31) and an investigation was initiated.
During an interview conducted with staff #31 on (MONTH) 26, 2019 at 10:50 a.m., the DON stated that the missing narcotics
 were considered misappropriation of personal property. Staff #31 stated that staff #84 stole resident #33 and resident #16
 [MEDICATION NAME].
The facility's policy regarding Abuse revealed the facility strives to prevent abuse of all residents. Per the policy, abuse includes
misappropriation of personal property. The objective is to provide a safe haven for the residents through
 preventative measures that protect every resident's right to be free from abuse.

F 0607

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Develop and implement policies and procedures to prevent abuse, neglect, and theft.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record reviews, staff interviews, facility documentation and policy and procedures, the facility failed to implement
their abuse policy, by failing to immediately report allegations of abuse to the administrator/designee, by
 failing to report the allegations of abuse to the State Agency within two hours, and by failing to protect residents from
 the potential for further abuse for 4 of 5 sampled residents (#3, #16, #244 and #292). The facility also failed to identify an incident of
neglect for one resident (#292), failed to report the incident of neglect to the State Agency, failed to
 conduct a thorough investigation and failed to protect residents from the potential for further neglect.
Findings include:
-Resident #292 was admitted to the facility on (MONTH) 11, (YEAR), with [DIAGNOSES REDACTED]. The resident was
discharged on (MONTH) 27, (YEAR).
Regarding an incident of neglect:
Review of the baseline care plan-admission evaluation dated (MONTH) 11, (YEAR) under the section for ADL's (activities of
 daily living), revealed that resident #292 was alert and oriented x 4 and was totally dependent on two staff with
 transfers. The documentation included the resident had severe impairment with movement to bilateral legs and hips.
Review of the ADL care plan dated (MONTH) 13, (YEAR), revealed the resident had an ADL self-care performance deficit,
 related to deconditioning. One of the interventions included that staff participation was required for transfers. However,
 the care plan did not specify how many staff were required for transfers or if mechanical lifts should be used.
According to the Physical Therapy Evaluation and Plan of Treatment dated (MONTH) 14, (YEAR), the resident was totally
 dependent with bed mobility and transfers, and required maximum assistance.
A nurses note dated (MONTH) 16, (YEAR), revealed the resident was a Hoyer lift for transfers and was totally dependent on
 two+ persons for assistance.
According to a quarterly MDS (Minimum Data Set) assessment dated (MONTH) 25, (YEAR), the resident scored a 13 on the BIMS,
 indicating intact cognition. Per the MDS, the resident required extensive assistance of two persons with bed mobility,
 transfers, dressing and toilet use, and was totally dependent on two persons with transfers.
A physical therapy note dated (MONTH) 4, (YEAR), revealed the resident started therapy and had needed 100% assistance, but
 now has improved to 20 % assistance. The note included that for bed mobility and sit to stand, the resident was a moderate
 assist of two persons with a front wheel walker.
A nurses note dated (MONTH) 5, (YEAR) included the resident required extensive assistance of two staff members for
 transfers, secondary to generalized weakness and size, and utilizes a mechanical lift as needed.
Review of clinical record revealed that resident #292 did not have any falls, since admission.
A nurses note dated (MONTH) 6, (YEAR) revealed that a CNA (certified nursing assistant/staff #18) transferred the resident
 alone by herself from the bed to the wheelchair, with the help of a walker. While attempting to sit into the wheelchair,
 the resident slid to the floor on her knees. The note included that two staff members (CNA #18 and nurse #56) with the help
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(continued... from page 5)
 of a sit/stand Hoyer lift assisted the resident from the floor to the wheelchair. The resident had no injuries except for a right hip old
superficial blister, which had popped and a dressing was applied.
Review of the IDT review note dated (MONTH) 7, (YEAR), revealed a non-injury fall related to weakness during transfer and
 resident placed on alert charting.
The facility was unable to provide any evidence that the incident regarding the fall was identified as neglect, that the
 incident was investigated or reported to the State Agency within two hours. There was also no evidence that staff #18 was
 removed from providing direct care to residents, pending an investigation.
An interview was conducted on (MONTH) 26, 2019 at 12:05 p.m. with a licensed practical nurse (LPN/staff #56), who worked the
day shift on (MONTH) 6, (YEAR) when the resident fell . She stated that she was going into the resident's room to give her
 medications and when she entered the room, the resident was on her knees on the floor in front of the wheelchair. She said
 the CNA was in the room and had tried to transfer the resident. Staff #56 stated that she asks therapy every day for any
 changes with the resident's ability and type of assistance needed with transfers, and then documents it in a progress note. She stated if
she documented the resident needs two person extensive assistance, it means that she clarified this with
 therapy, prior to documenting it.
An interview with a physical therapy assistant (PTA/staff #58) was conducted on (MONTH) 26, 2019 at 12:58 p.m. At this time, the
therapy notes were reviewed with staff #58, who stated the resident was a two person transfer at the time of the fall.
 She said that since the resident was transferred from the bed to a standing position, it would require two persons.
During an interview with a RN (staff #83) conducted on (MONTH) 26, 2019 at 4:10 p.m., the RN said that she usually works the
night shift and that the resident was a two person Hoyer lift for transfers at all times.
An interview was conducted with the Assistant Director of Nursing (ADON/staff #36) and the Executive Director (ED/staff #10) on
(MONTH) 28, 2019 at 8:52 a.m. Staff #36 stated that staff should care plan the number of staff assistance which is
 needed for transfers in the care plan within 24 hours of admit, because the care plan also transfers to the kardex where
 the CNA's look to find out how much help a resident needs with transfers. She stated that it would be neglect if staff were not
following the care plan or therapy orders for transfers. Staff #36 said she would expect the CNA's to follow what
 therapy recommends for transfers. She stated if therapy makes any changes in the transfer status, she expects them to
 document it in their notes. At this time, the fall documentation was reviewed with staff #36. She stated that during an IDT meeting
(which included the Director of Nusing (DON), ADON, the Care Coordinator and therapy), it was not identified that
 the fall was an unsafe transfer. Staff #36 said that since they did not identify the incident as neglect, they did not
 report the incident to the State Agency or investigate the incident.
Regarding an allegation of abuse for resident #292:
Review of a facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3-6 a.m., a CNA
 (staff #85) witnessed another CNA (staff #86) telling resident #292 to shut up and threaten to drop the resident if she did not stop
swinging her arms around, while changing the resident's brief. Staff #85 reported the resident was reaching her
 arms out, because she was afraid of falling and wanted help. Staff #85 reported that staff #86 told the resident that if
 she hits her, I will drop you.
The investigation included a written interview with staff #86, who said that on (MONTH) 27, (YEAR), she yelled at resident
 #292 because the resident was afraid of falling and she needed to calm down. Staff #86 stated that she told the resident
 that she might drop her if she did not calm down or if she hit her.
The investigation report also included an interview with resident #292's roommate, who stated that on (MONTH) 27, (YEAR) she
heard resident #292 yelling, because she was scared that she was going to fall out of bed. The roommate stated that she
 heard one of the staff tell the resident to shut-up or be quiet. The roommate stated that she was upset and did not like
 what was happening.
Further review of the investigation report revealed that the allegation of abuse was not reported immediately to the
 administrator/designee, and that the State Agency was not notified of the allegation of abuse until (MONTH) 27, (YEAR) at
 8:54 a.m. In addition, there was no documentation that staff #85 was immediately removed from providing care to residents,
 pending the investigation.
-Resident #16 was admitted to the facility on (MONTH) 6, (YEAR), with [DIAGNOSES REDACTED].
A review of the quarterly MDS assessment dated (MONTH) 14, (YEAR), revealed a BIMS score of 14, which indicated the resident
had intact cognition.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) during the night shift between 3:00 a.m.
 and 6:00 a.m., a CNA (staff #85) witnessed another CNA (staff #86) swearing and handling resident #16 rough, when changing
 the resident's brief. The report included that staff #85 had asked staff #86 to help her change the resident's brief. Staff #85 reported
that while changing the resident's brief, staff #86 said that she did not know why the resident waits so long
 to pee, while grabbing and yanking the resident towards her. Per the report, staff #86 also hurriedly turned the resident
 on her side, so she could change the resident's sheets. Staff #85 reported that she thought staff #86 intended to be mean
 and that staff #86 had been frustrated all night. The resident reported that she was awakened by staff and that staff #86
 was saying damn it or God damn it because her bed was wet. The resident said that staff #86 shoved her hard to the side
 while changing her sheets and that she knew staff #86 was mad, because her bed sheets were wet.
The investigation also included a written interview with staff #86 who stated that she was swearing while in the resident's
 room, because she was frustrated. Staff #86 reported that she said crap and may have said sh Staff #86 said that she could
 see how the resident may have thought that she was swearing at her and that she did not mean to shove and push the resident onto her
side and back at medium speed, while changing the resident's sheets.
Further review of the investigation report revealed there was no evidence that the Administrator/designee was immediately
 notified at the time of the incident or that staff #85 was immediately removed from providing care to residents, pending
 the investigation. Further review revealed that the State Agency was not notified of the allegation of abuse until (MONTH)
 27, (YEAR) at 8:54 a.m., which was over the two hour timeframe for reporting.
An interview was conducted with resident #16 on (MONTH) 27, 2019 at 2:29 p.m., who stated that staff #86 came into her room
 on (MONTH) 27, (YEAR) and shoved her so hard that she hit the bedrail. The resident stated that she was not hurt, but she
 was humiliated. She said staff #86 was angry and swearing because her bed was wet. She also stated that another CNA (staff
 #85) was present, but did not say anything.
-Resident #244 was admitted on (MONTH) 24, (YEAR) and readmitted on (MONTH) 31, (YEAR) with [DIAGNOSES
REDACTED]. The
 resident was discharged on (MONTH) 4, (YEAR).
The admission MDS assessment dated (MONTH) 31, (YEAR) revealed a BIMS score of 3, which indicated the resident had severe
 impaired cognition.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3 a.m. - 6
 a.m., staff #85 asked staff #86 to help her change resident #244's brief. Staff #85 was having difficulty because resident
 #244 pulled her pants up and said that she was cold. Staff #86 told staff #85 that she was going to show her a trick. Staff #86 then
proceeded to pull the resident's pants down, tore open the brief, forced the resident to roll over, and pried the
 resident's legs apart. Staff #85 stated that she felt that staff #86 forced the resident to roll over. Staff #85 reported
 that staff #86 told the resident to open her legs and then told staff #85, I kind of forced her to open her legs. The
 resident then said that she wanted to be left alone. Staff #85 said she believed that staff #86 was trying to be mean, had
 been frustrated all night and forced resident #244 to open her legs.
Further review of the investigation report revealed there was no evidence that the Administrator/designee was immediately
 notified at the time of the incident or that staff #85 was immediately removed from providing care to residents, pending
 the investigation. Further review revealed that the State Agency was not notified of the allegation of abuse until (MONTH)
 27, (YEAR) at 8:54 a.m., which was over the two hour timeframe for reporting.
-Resident #3 was readmitted to the facility on (MONTH) 1, (YEAR), with [DIAGNOSES REDACTED].
A review of the quarterly MDS assessment dated (MONTH) 18, (YEAR), revealed a BIMS score of 6, which indicated the resident
 had severe cognitive impairment.
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3:00 a.m. and
 6:00 a.m., staff #85 reported that she and staff #86 woke resident #3 up to change his brief. Staff #85 said the resident
 was having trouble standing up, so staff #86 told the resident Fine, you don't get changed tonight and left the room.
The investigation report included a written interview with staff #86, who reported that she yelled at the resident to get
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(continued... from page 6)
 him to stand up. She stated that she was frustrated, because the resident was not helping her change his brief. The report
 included that staff #86 stated that she cannot control the volume or tone of her voice.
Further review of the investigative findings regarding the allegations of abuse for resident #3, #16, #244 and #292,
 revealed they all occurred on the night shift on (MONTH) 27, (YEAR) sometime between 3 a.m. - 6 a.m. and involved staff
 #86. The documentation also included the following: Staff #86 was physically more forceful than needed when providing care, raised
her voice and used profanity. Staff #86 was perceived by staff and residents as being angry and frustrated. Staff
 #86 was involuntary terminated.
Continued review of the investigation report revealed there was no evidence that the Administrator/designee was immediately
 notified at the time of the incident or that staff #85 was immediately removed from providing care to residents, pending
 the investigation. Further review revealed that the State Agency was not notified of the allegation of abuse until (MONTH)
 27, (YEAR) at 8:54 a.m., which was over the two hour timeframe for reporting.
An interview was conducted on (MONTH) 28, 2019 at 8:52 a.m. with the Assistant Director of Nursing (ADON/staff #36) and the
 Executive Director (ED/staff #10). Staff #36 said that their policy includes that abuse can be physical, mental, verbal or
 emotional. She said that during new hire orientation, staff receive abuse training and that their first priority is to
 protect the residents. Staff #10 stated that the incidents of suspected abuse (for resident #3, #16, #244 and #292)
 occurred on the night shift on (MONTH) 27, (YEAR) between 3 a.m. - 6 a.m., and the alleged perpetrator (staff #86) worked
 until the end of her shift, which ended at 6:00 a.m. He stated that staff #85 reported the allegations of abuse to the day
 shift CNA's and that he was notified of the allegations around 8:00 a.m. on (MONTH) 27. He said that staff #85 was formally
disciplined and re-educated for not reporting the suspected abuse immediately. He said the regulation requires the facility to call and
report abuse within two hours from the point of notification and defined notification as the time the suspected abuse happened. He
said abuse training is provided throughout the year and they have had several trainings on abuse in the
 past 6 months. Staff #36 stated that all staff have been told to call the ED, the DON or ADON right away if they can't find the charge
nurse to report the abuse. Staff #36 said they have told staff to call until they get a hold of somebody. She
 said that staff who witness an allegation of abuse is expected to ask the alleged perpetrator to leave the building.
Review of the facility's abuse policy dated (YEAR), revealed that the facility strives to prevent the abuse of all
 residents. The objective is to provide a safe haven for residents through preventative measures which protect residents
 right to be free from abuse and neglect. If abuse/neglect is witnessed or suspected, the resident's safety will immediately be secured.
If staff is suspected of being the abuser, they will be suspended until the investigation is complete. The
 policy also included that if abuse is witnessed or suspected, the Executive Director will be notified, and the ED and the
 witness who is reporting will notify the State Survey Agency in accordance with timeframes and standards required by the
 State Agency. Prompt reporting and investigation will be utilized to identify the validity of findings and reasonable
 measures will be implemented to deter further incidents of abuse. The policy also included the ED will begin an
 investigation immediately and will complete the investigation within 5 days using the abuse investigation packet. A minimum of 3
residents will be interviewed in order to determine if there is a trend. Staff members will document their own
 statements and sign and date them. The policy included that all abuse investigation information will be documented and kept in an
abuse investigation binder.

F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record reviews, staff interviews, facility documentation and policy and procedures, the facility failed to immediately
report allegations of abuse to the administrator/designee and failed to report the allegations of abuse to the
 State Agency within two hours for 4 of 5 sampled residents (#3, #16, #244 and #292). The facility also failed to report an
 incident of neglect within 2 hours to the State Agency involving one resident (#292). A delay in reporting resulted in
 residents being subjected to further abuse and a delay in initiating the investigative process.
Findings include:
-Resident #292 was admitted to the facility on (MONTH) 11, (YEAR), with [DIAGNOSES REDACTED]. The resident was
discharged on (MONTH) 27, (YEAR).
Regarding an incident of neglect:
Review of the baseline care plan-admission evaluation dated (MONTH) 11, (YEAR) under the section for ADL's (activities of
 daily living), revealed that resident #292 was alert and oriented x 4 and was totally dependent on two staff with
 transfers. The documentation included the resident had severe impairment with movement to bilateral legs and hips.
Review of the ADL care plan dated (MONTH) 13, (YEAR), revealed the resident had an ADL self-care performance deficit,
 related to deconditioning. One of the interventions included that staff participation was required for transfers. However,
 the care plan did not specify how many staff were required for transfers or if mechanical lifts should be used.
According to the Physical Therapy Evaluation and Plan of Treatment dated (MONTH) 14, (YEAR), the resident was totally
 dependent with bed mobility and transfers, and required maximum assistance.
A nurses note dated (MONTH) 16, (YEAR), revealed the resident was a Hoyer lift for transfers and was totally dependent on
 two+ persons for assistance.
According to a quarterly MDS (Minimum Data Set) assessment dated (MONTH) 25, (YEAR), the resident scored a 13 on the Brief
 Interview for Mental Status (BIMS), indicating intact cognition. Per the MDS, the resident required extensive assistance of two
persons with bed mobility, transfers, dressing and toilet use, and was totally dependent on two persons with transfers. A physical
therapy note dated (MONTH) 4, (YEAR), revealed the resident started therapy and had needed 100% assistance, but
 now has improved to 20 % assistance. The note included that for bed mobility and sit to stand, the resident was a moderate
 assist of two persons with a front wheel walker.
A nurses note dated (MONTH) 5, (YEAR) included the resident required extensive assistance of two staff members for
 transfers, secondary to generalized weakness and size, and utilizes a mechanical lift as needed.
Review of clinical record revealed that resident #292 did not have any falls, since admission.
A nurses note dated (MONTH) 6, (YEAR) revealed that a CNA (certified nursing assistant/staff #18) transferred the resident
 alone by herself from the bed to the wheelchair, with the help of a walker. While attempting to sit into the wheelchair,
 the resident slid to the floor on her knees. The note included that two staff members (CNA #18 and nurse #56) with the help of a
sit/stand Hoyer lift assisted the resident from the floor to the wheelchair. The resident had no injuries except for a right hip old
superficial blister, which had popped and a dressing was applied.
Review of the IDT review note dated (MONTH) 7, (YEAR), revealed a non-injury fall related to weakness during transfer and
 resident placed on alert charting.
Review of the State Agency data base revealed the allegation of neglect was not reported.
An interview was conducted on (MONTH) 26, 2019 at 12:05 p.m. with a licensed practical nurse (LPN/staff #56), who worked the
day shift on (MONTH) 6, (YEAR) when the resident fell . She stated that she was going into the resident's room to give her
 medications and when she entered the room, the resident was on her knees on the floor in front of the wheelchair. She said
 the CNA was in the room and had tried to transfer the resident. Staff #56 stated that she asks therapy every day for any
 changes with the resident's ability and type of assistance needed with transfers, and then documents it in a progress note. She stated if
she documented the resident needs two person extensive assistance, it means that she clarified this with
 therapy, prior to documenting it.
An interview with a physical therapy assistant (PTA/staff #58) was conducted on (MONTH) 26, 2019 at 12:58 p.m. At this time, the
therapy notes were reviewed with staff #58, who stated the resident was a two person transfer at the time of the fall.
 She said that since the resident was transferred from the bed to a standing position, it would require two persons. She
 stated the resident was making good progress, until the fall on (MONTH) 6, (YEAR).
An interview with a registered nurse (RN/staff #83) was conducted on (MONTH) 26, 2019 at 4:10 p.m. Staff #83 stated that she
usually works the night shift and that the resident was a two person Hoyer lift for transfers at all times.
An interview with the Assistant Director of Nursing (ADON/staff #36) and the Administrator (ED/staff #10) was conducted on
 (MONTH) 28, 2019 at 8:52 a.m. Staff #36 stated that staff should care plan the number of staff assistance which is needed

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

Event ID: YL1O11 Facility ID: 035118 If continuation sheet
Page 7 of 10



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

PRINTED:04/29/2020
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

035118

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

03/28/2019

NAME OF PROVIDER OF SUPPLIER

HAVEN OF CAMP VERDE

STREET ADDRESS, CITY, STATE, ZIP

86 WEST SALT MINE ROAD
CAMP VERDE, AZ 86322

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

(continued... from page 7)
 for transfers in the care plan within 24 hours of admit, because the care plan also transfers to the kardex where the CNA's look to find
out how much help a resident needs with transfers. She stated that it would be neglect if staff were not
 following the care plan or therapy orders for transfers. Staff #36 said that she would expect the CNA's to follow what
 therapy recommends for transfers. She further stated that she expects staff to report abuse or suspicion of abuse to the
 Executive Director, Director of Nursing or the ADON immediately. She stated that they have two hours to report allegations
 of abuse to the officials. She stated that they did not identify the transfer for resident #292 as unsafe or as
 neglect/abuse, therefore they did not report the incident to the State Agency.
Regarding an abuse allegation for resident #292:
Review of a facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3 a.m.- 6 a.m.,
 CNA (staff #85) witnessed another CNA (staff #86) telling resident #292 to shut up and threaten to drop the resident if she did not
stop swinging her arms around, while changing the resident's brief. Staff #85 reported the resident was reaching
 her arms out, because she was afraid of falling and wanted help. Staff #85 reported that staff #86 told the resident that
 if she hits her, I will drop you.
The investigation included a written interview with staff #86, who said that on (MONTH) 27, (YEAR) she yelled at resident
 #292, because the resident was afraid of falling and she needed to calm down. Staff #86 stated that she told the resident
 that she might drop her if she did not calm down or if she hit her.
The investigation report also included an interview with resident #292's roommate who stated that on (MONTH) 27, (YEAR) she
 heard resident #292 yelling, because she was scared that she was going to fall out of bed. The roommate stated that she
 heard one of the staff tell the resident to shut-up or be quiet. The roommate stated that she was upset and did not like
 what was happening.
Further review of the investigation report revealed that the allegation of abuse was not reported immediately to the
 administrator/designee, and that the State Agency was not notified of the allegation of abuse until (MONTH) 27, (YEAR) at
 8:54 a.m., which is over the two hour timeframe for reporting.
-Resident #16 was admitted to the facility on (MONTH) 6, (YEAR), with [DIAGNOSES REDACTED].
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) during the night shift between 3:00 a.m.
 and 6:00 a.m., a CNA (staff #85) witnessed another CNA (staff #86) swearing and handling resident #16 rough, when changing
 the resident's brief. The report included that staff #85 had asked staff #86 to help her change the resident's brief. Staff #85 reported
that while changing the resident's brief, staff #86 said that she did not know why the resident waits so long
 to pee, while grabbing and yanking the resident towards her. Per the report, staff #86 also hurriedly turned the resident
 on her side, so she could change the resident's sheets. Staff #85 reported that she thought staff #86 intended to be mean
 and that staff #86 had been frustrated all night. The resident reported that she was awakened by staff and that staff #86
 was saying damn it or God damn it because her bed was wet. The resident said that staff #86 shoved her hard to the side
 while changing her sheets and that she knew staff #86 was mad, because her bed sheets were wet.
The investigation also included a written interview with staff #86 who stated that she was swearing while in the resident's
 room, because she was frustrated. Staff #86 reported that she said crap and may have said sh Staff #86 said that she could
 see how the resident may have thought that she was swearing at her and that she did not mean to shove and push the resident onto her
side and back at medium speed, while changing the resident's sheets.
An interview was conducted with resident #16 on (MONTH) 27, 2019 at 2:29 p.m., who stated that staff #86 came into her room
 on (MONTH) 27, (YEAR) and shoved her so hard that she hit the bedrail. The resident stated that she was not hurt, but she
 was humiliated. She said staff #86 was angry and swearing because her bed was wet. She also stated that another CNA (staff
 #85) was present, but did not say anything.
Further review of the investigation report revealed that the allegation of abuse was not reported immediately to the
 administrator/designee, and that the State Agency was not notified of the allegation of abuse until (MONTH) 27, (YEAR) at
 8:54 a.m., which is over the two hour timeframe for reporting.
-Resident #244 was admitted on (MONTH) 24, (YEAR) and readmitted on (MONTH) 31, (YEAR), with [DIAGNOSES
REDACTED]. The
 resident was discharged on (MONTH) 4, (YEAR).
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3 a.m.- 6:00
 a.m., staff #85 asked staff #86 to help her change resident #244's brief. Staff #85 was having difficulty because resident
 #244 pulled her pants up as she was cold. Staff #86 told staff #85 that she was going to show her a trick. Staff #86 then
 proceeded to pull the resident's pants down, tore open the brief, forced the resident to roll over, and pried the
 resident's legs apart. Staff #85 stated that she felt that staff #86 forced the resident to roll over. Staff #85 reported
 that staff #86 told the resident to open her legs and then told staff #85, I kind of forced her to open her legs. The
 resident then said that she wanted to be left alone. Staff #85 said she believed that staff #86 was trying to be mean, had
 been frustrated all night and forced resident #244 to open her legs.
Further review of the investigation report revealed that the allegation of abuse was not reported immediately to the
 administrator/designee, and that the State Agency was not notified of the allegation of abuse until (MONTH) 27, (YEAR) at
 8:54 a.m., which is over the two hour timeframe for reporting.
-Resident #3 was readmitted to the facility on (MONTH) 1, (YEAR), with [DIAGNOSES REDACTED].
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3:00 a.m. and
 6:00 a.m., staff #85 reported that she and staff #86 woke resident #3 up to change his brief. Staff #85 said the resident
 was having trouble standing up, so staff #86 told the resident Fine, you don't get changed tonight and left the room.
The investigation report included a written interview with staff #86, who reported that she yelled at the resident to get
 him to stand up. She stated that she was frustrated, because the resident was not helping her change his brief. The report
 included that staff #86 stated that she cannot control the volume or tone of her voice.
Further review of the investigation report revealed that the allegation of abuse was not reported immediately to the
 administrator/designee, and that the State Agency was not notified of the allegation of abuse until (MONTH) 27, (YEAR) at
 8:54 a.m.
Continued review of the investigative findings regarding the allegations of abuse for resident #3, #16, #244 and #292,
 revealed they all occurred on the night shift on (MONTH) 27, (YEAR) sometime between 3 a.m. - 6 a.m. and involved staff
 #86. The documentation also included the following: Staff #86 was physically more forceful than needed when providing care, raised
her voice and used profanity. Staff #86 was perceived by staff and residents as being angry and frustrated. Staff
 #86 was involuntary terminated.
An interview with the Assistant Director of Nursing (ADON/staff #36) and the Administrator (ED/staff #10) was conducted on
 (MONTH) 28, 2019 at 8:52 a.m. Staff #36 stated that she expects staff to report abuse or suspicion of abuse to the
 Executive Director, Director of Nursing (DON) or the ADON immediately. She said that all staff have been told to call the
 ED, DON or ADON right away if the CNA can't find the charge nurse to report abuse, and that they have been told to call
 until they get a hold of somebody. She stated that they have two hours to report allegations of abuse to the officials.
 Staff #10 stated that the allegations of abuse occurred on (MONTH) 27, (YEAR) on the night shift between 3 a.m. - 6 a.m. He stated
that staff #85 reported the allegations of abuse to the day shift CNA's and that he was notified of the allegations
 around 8:00 a.m. The ED stated that abuse allegations are required to be reported within two hours from the point of
 notification, and defined notification as the time the suspected abuse happened.
Review of the facility's abuse policy dated (YEAR), revealed that the facility strives to prevent the abuse of all
 residents. The objective is to provide a safe haven for residents through preventative measures which protect residents
 right to be free from abuse and neglect. The policy included that if abuse is witnessed or suspected, the ED will be
 notified, and the ED and the witness who is reporting will notify the State Survey Agency in accordance with timeframes and
standards required by the State Agency. Prompt reporting and investigation will be utilized to identify the validity of
 findings and reasonable measures will be implemented to deter further incidents of abuse.

F 0610

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Respond appropriately to all alleged violations.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record reviews, staff interviews, facility documentation and policy and procedures, the facility failed to prevent the
potential for further abuse of residents, by failing to remove a staff member from providing direct care to
 residents regarding allegations of abuse for 4 of 5 sampled residents (#3, #16, #244, and #292), and failed to conduct a
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 thorough investigation regarding an incident of neglect for 1 sampled resident (#292) and failed to protect residents from
 the potential for further neglect. The deficient practice resulted in residents being subjected to further abuse/neglect.
 The deficient practice also resulted in an incident of neglect regarding an unsafe transfer not being identified or
 investigated, in order to determine possible causes of the fall and implement corrective action.
Findings include:
-Resident #292 was admitted to the facility on (MONTH) 11, (YEAR), with [DIAGNOSES REDACTED]. The resident was
discharged on (MONTH) 27, (YEAR).
Regarding an incident of neglect:
Review of the baseline care plan-admission evaluation dated (MONTH) 11, (YEAR) under the section for ADL's (activities of
 daily living), revealed that resident #292 was alert and oriented x 4 and was totally dependent on two staff with
 transfers. The documentation included the resident had severe impairment with movement to bilateral legs and hips.
Review of the ADL care plan dated (MONTH) 13, (YEAR), revealed the resident had an ADL self-care performance deficit,
 related to deconditioning. One of the interventions included that staff participation was required for transfers. However,
 the care plan did not specify how many staff were required for transfers or if mechanical lifts should be used.
According to the Physical Therapy Evaluation and Plan of Treatment dated (MONTH) 14, (YEAR), the resident was totally
 dependent with bed mobility and transfers, and required maximum assistance.
A nurses note dated (MONTH) 16, (YEAR), revealed the resident was a Hoyer lift for transfers and was totally dependent on
 two+ persons for assistance.
According to a quarterly MDS (Minimum Data Set) assessment dated (MONTH) 25, (YEAR), the resident scored a 13 on the Brief
 Interview for Mental Status (BIMS), indicating intact cognition. Per the MDS, the resident required extensive assistance of two
persons with bed mobility, transfers, dressing and toilet use, and was totally dependent on two persons with transfers. A physical
therapy note dated (MONTH) 4, (YEAR), revealed the resident started therapy and had needed 100% assistance, but
 now has improved to 20 % assistance. The note included that for bed mobility and sit to stand, the resident was a moderate
 assist of two persons with a front wheel walker.
A nurses note dated (MONTH) 5, (YEAR) included the resident required extensive assistance of two staff members for
 transfers, secondary to generalized weakness and size, and utilizes a mechanical lift as needed.
Review of clinical record revealed that resident #292 did not have any falls, since admission.
A nurses note dated (MONTH) 6, (YEAR) revealed that a CNA (certified nursing assistant/staff #18) transferred the resident
 alone by herself from the bed to the wheelchair, with the help of a walker. While attempting to sit into the wheelchair,
 the resident slid to the floor on her knees. The note included that two staff members (CNA #18 and nurse #56) with the help of a
sit/stand Hoyer lift assisted the resident from the floor to the wheelchair. The resident had no injuries except for a right hip old
superficial blister, which had popped and a dressing was applied.
Review of the IDT review note dated (MONTH) 7, (YEAR), revealed a non-injury fall related to weakness during transfer and
 resident placed on alert charting.
Further review of the clinical record revealed the resident was discharged on (MONTH) 27, (YEAR).
The facility was unable to provide any evidence that the incident of neglect was thoroughly investigated or that staff #18
 was removed from providing direct care to residents, pending an investigation.
An interview with a physical therapy assistant (PTA/staff #58) was conducted on (MONTH) 26, 2019 at 12:58 p.m. At this time, the
therapy notes were reviewed with staff #58, who stated the resident was a two person transfer at the time of the fall.
 She said that since the resident was transferred from the bed to a standing position, it would require two persons.
An interview with the Assistant Director of Nursing (ADON/staff #36) and the Executive Director (ED/staff #10) was conducted on
(MONTH) 28, 2019 at 8:52 a.m. She stated that it would be neglect if staff were not following the care plan or therapy
 orders for transfers. Staff #36 said she would expect the CNA's to follow what therapy recommends for transfers. At this
 time, the fall documentation was reviewed with staff #36. She stated that during an IDT meeting (which included the DON,
 ADON, the Care Coordinator and therapy), it was not identified that the fall was an unsafe transfer. Staff #36 said that
 since they did not identify the incident as neglect, and they did not report the incident or investigate it. The ADON also
 stated that when there is an allegation of abuse/neglect, the first priority is to protect the resident by removing the
 alleged perpetrator. She stated that if the alleged perpetrator is a staff member, the staff is asked to leave the
 building.
Regarding an allegation of abuse for resident #292:
Review of a facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3-6 a.m., a CNA
 (staff #85) witnessed another CNA (staff #86) telling resident #292 to shut up and threaten to drop the resident if she did not stop
swinging her arms around, while changing the resident's brief. Staff #85 reported the resident was reaching her
 arms out, because she was afraid of falling and wanted help. Staff #85 reported that staff #86 told the resident that if
 she hits her, I will drop you.
The investigation included a written interview with staff #86, who said that on (MONTH) 27, (YEAR) she yelled at resident
 #292, because the resident was afraid of falling and she needed to calm down. Staff #86 stated that she told the resident
 that she might drop her if she did not calm down or if she hit her.
The investigation report also included an interview with resident #292's roommate, who stated that on (MONTH) 27, (YEAR) she
heard resident #292 yelling, because she was scared that she was going to fall out of bed. The roommate stated that she
 heard one of the staff tell the resident to shut-up or be quiet. The roommate stated that she was upset and did not like
 what was happening.
Further review of the facility's report revealed there was no evidence that staff #86 was immediately removed from providing care to
residents.
-Resident #16 was admitted to the facility on (MONTH) 6, (YEAR), with [DIAGNOSES REDACTED].
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) during the night shift between 3:00 a.m.
 and 6:00 a.m., a CNA (staff #85) witnessed another CNA (staff #86) swearing and handling resident #16 rough, when changing
 the resident's brief. The report included that staff #85 had asked staff #86 to help her change the resident's brief. Staff #85 reported
that while changing the resident's brief, staff #86 said that she did not know why the resident waits so long
 to pee, while grabbing and yanking the resident towards her. Per the report, staff #86 also hurriedly turned the resident
 on her side, so she could change the resident's sheets. Staff #85 reported that she thought staff #86 intended to be mean
 and that staff #86 had been frustrated all night. The resident reported that she was awakened by staff and that staff #86
 was saying damn it or God damn it because her bed was wet. The resident said that staff #86 shoved her hard to the side
 while changing her sheets and that she knew staff #86 was mad, because her bed sheets were wet.
The investigation also included a written interview with staff #86 who stated that she was swearing while in the resident's
 room, because she was frustrated. Staff #86 reported that she said crap and may have said sh Staff #86 said that she could
 see how the resident may have thought that she was swearing at her and that she did not mean to shove and push the resident onto her
side and back at medium speed, while changing the resident's sheets.
An interview was conducted with resident #16 on (MONTH) 27, 2019 at 2:29 p.m., who stated that staff #86 came into her room
 on (MONTH) 27, (YEAR) and shoved her so hard that she hit the bedrail. The resident stated that she was not hurt, but she
 was humiliated. She said staff #86 was angry and swearing because her bed was wet. She also stated that another CNA (staff
 #85) was present, but did not say anything.
Further review of the facility's report revealed there was no evidence that staff #86 was immediately removed from providing care to
residents.
-Resident #244 was admitted on (MONTH) 24, (YEAR) and readmitted on (MONTH) 31, (YEAR), with [DIAGNOSES
REDACTED]. The
 resident was discharged on (MONTH) 4, (YEAR).
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3:00 a.m. and
 6:00 a.m., staff #85 asked staff #86 to help her change resident #244's brief. Staff #85 was having difficulty because
 resident #244 pulled her pants up and said that she was cold. Staff #86 told staff #85 that she was going to show her a
 trick. Staff #86 then proceeded to pull the resident's pants down, tore open the brief, forced the resident to roll over,
 and pried the resident's legs apart. Staff #85 stated that she felt that staff #86 forced the resident to roll over. Staff
 #85 reported that staff #86 told the resident to open her legs and then told staff #85, I kind of forced her to open her
 legs. The resident then said that she wanted to be left alone. Staff #85 said she believed that staff #86 was trying to be
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 mean, had been frustrated all night and forced resident #244 to open her legs. The report included an interview with
 resident #244, but she was unable to remember anything that occurred on (MONTH) 27.
The facility was unable to provide any documentation that staff #86 was immediately removed from providing care to residents.-
Resident #3 was readmitted to the facility on (MONTH) 1, (YEAR), with [DIAGNOSES REDACTED].
Review of the facility's investigation report revealed that on (MONTH) 27, (YEAR) on the night shift between 3:00 a.m. and
 6:00 a.m., staff #85 reported that she and staff #86 woke resident #3 up to change his brief. Staff #85 said the resident
 was having trouble standing up, so staff #86 told the resident Fine, you don't get changed tonight and left the room.
The investigation report included a written interview with staff #86, who reported that she yelled at the resident to get
 him to stand up. She stated that she was frustrated, because the resident was not helping her change his brief. The report
 included that staff #86 stated that she cannot control the volume or tone of her voice.
Further review of the investigative report revealed no evidence that staff #86 was immediately removed from providing care
 to residents.
Continued review of the investigative findings regarding the allegations of abuse for resident #3, #16, #244 and #292,
 revealed they all occurred on the night shift on (MONTH) 27, (YEAR) sometime between 3 a.m. - 6 a.m. and involved staff
 #86. The documentation also included the following: Staff #86 was physically more forceful than needed when providing care, raised
her voice and used profanity. Staff #86 was perceived by staff and residents as being angry and frustrated. Staff
 #86 was involuntary terminated.
An interview was conducted on (MONTH) 28, 2019 at 8:52 a.m. with the Assistant Director of Nursing (ADON/staff #36) and the
 Executive Director (staff #10). Staff #10 stated that the allegations of abuse occurred on (MONTH) 27, (YEAR) on the night
 shift between 3 a.m. - 6 a.m. Staff #10 stated that the alleged perpetrator worked until the end of her shift, which ended
 at 6:00 a.m. He stated that staff #85 reported the allegations of abuse to the day shift CNA's and that he was notified of
 the allegations around 8:00 a.m. The ADON stated that during new hire orientation, staff receive abuse training and the
 first priority is to protect the resident, by removing the staff member involved. She said that the staff who witness an
 allegation of abuse is expected to ask the alleged perpetrator to leave the building.
Review of the facility's abuse policy dated (YEAR), revealed that the facility strives to prevent the abuse of all
 residents. The objective is to provide a safe haven for residents through preventative measures which protect residents
 right to be free from abuse and neglect. If abuse/neglect is witnessed or suspected, the resident's safety will immediately be secured
and the ED will be notified. If staff is suspected of being the abuser, they will be suspended until the
 investigation is complete. Prompt reporting and investigation will be utilized to identify the validity of findings and
 reasonable measures will be implemented to deter further incidents of abuse. The policy also included the ED will begin an
 investigation immediately and will complete the investigation within 5 days using the abuse investigation packet. A minimum of 3
residents will be interviewed in order to determine if there is a trend. Staff members will document their own
 statements and sign and date them. The policy included that all abuse investigation information will be documented and kept in an
abuse investigation binder.
-

F 0658

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Some

Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on clinical record review, staff interviews and policy review, the facility failed to meet professional standards of
 quality, by failing to administer a medication according to the physician ordered parameters for one sampled resident (#9). The
deficient practice could result in complications related to [MEDICAL CONDITION] and [MEDICAL CONDITION].
Findings include:
Resident #9 was admitted on (MONTH) 20, (YEAR), with a [DIAGNOSES REDACTED].
Review of the quarterly Minimum Data Set (MDS) assessment dated (MONTH) 28, (YEAR), revealed a score of 11 on the Brief
 Interview for Mental Status, which indicated the resident had intact cognition.
Physician orders [REDACTED]. This order had an original order date of (MONTH) 4, (YEAR).
A care plan for hypertension included a goal that the resident will remain free of complications related to hypertension.
 Interventions included administering medications as ordered and to monitor for side effects such as orthostatic [MEDICAL
 CONDITION] and increased heart rate and for effectiveness.
According to the Medication Administration Record (MAR) for (MONTH) 2019 revealed [MEDICATION NAME] was administered
daily
 to the resident.
However, further review of the (MONTH) 2019 MAR and of the clinical record revealed documentation of only one blood pressure
and pulse for the month of March. The resident's blood pressure was 113/54 and the pulse was 85.
Further review of the clinical record revealed no evidence that the resident's blood pressure and heart rate were obtained
 in (MONTH) 2019, prior to the administration of [MEDICATION NAME].
During a medication administration observation conducted on (MONTH) 27, 2019 at 7:41 am., a Registered Nurse (RN/staff #41)
 was observed to administer [MEDICATION NAME] to resident #9, without obtaining the resident's blood pressure or pulse.
An interview was conducted with staff #41 immediately following the observation. The RN stated that the Certified Nursing
 Assistants (CNA's) have a list of residents that need to have their vital signs taken and that the CNA's are the ones that
 obtain residents' blood pressures. She stated that she did not have a blood pressure reading for this resident, because
 [MEDICATION NAME] does not require a blood pressure reading prior to administration. After reviewing the physician's orders
[REDACTED].#41 stated that the last blood pressure and pulse for this resident was obtained on (MONTH) 1, 2019 and the
 blood pressure was 113/54 and the pulse was 85. At this time, the resident's blood pressure and pulse were obtained. The
 resident's blood pressure was 143/73 and the pulse was 93. The RN stated that the resident's blood pressure and pulse
 should be obtained before administering the blood pressure medication, as ordered by the physician.
An interview was conducted on (MONTH) 28, 2019 at 8:52 p.m., with the Assistant Director of Nursing (ADON/staff #36). The
 ADON stated that the expectation is that the nurses administer medications according to the physician orders. She stated
 that her expectation is that the nurses obtain resident #9's blood pressure and pulse, prior to administering the
 [MEDICATION NAME] as ordered by the physician.
Review of a facility's policy regarding Medication Administration dated 2007, revealed that medications are to be
 administered in accordance with the written orders of the prescriber. The policy also included obtaining and recording
 vital signs as necessary prior to medication administration.
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