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£ 000 | Initial Comments E 060
An unannounced Emergancy Preparedness
Survey was conducted 12/12/18 through i
12/14/18. The faciity was in substantiaf |
cempliance with 42 CFR Part 48373, ‘
Requirament for Long-Term Care Facilities, Two (
complaints were nvestigated dufing the survey.
F 000 | INITIAL COMMENTS i F 000
An unannounced Medicare/Medicaid standard
Survey was conducted 12/12/18 through
12/14/18. Significant corrections are required for
compliance with 42 CFR Part 483 Federal Long
i Term Care requirements. Two complaints were
investigated during the Survey. The Life Safety
Code survayireport will follow,
ES50. Resident Rights/
The census in this 101 certified bed facility was %
91 at the time of the survey. The survey sample i
consisted of 19 current Resident reviews and 4 1. Resident #5 interviewed on
closed racord reviews 111772019 by Regional pirector
F 550 | Resident Rights/Exercise of Rights F 550 of Clinical Servicas {RDCS} with
§8=G | CFR(s): 483.10(a)(1 X2)b)(1)(2) faciity Sociat Service Direcior
§483.10/a) Resident Rights, :::?EH;: Resident fegis safe at
The resident has a right to a dignifieq existence © 1aGily and feeis staff iragt
self-determination, and communication with and him with dignity ang respeci,
access to persons and services ins ide and
Outside the facility, including those specified in 2. The RDCS and UMs
this section. comp'eted qualfty reviews
interviews of aff current residents
§483.10(a)(1) A faciiity must treat each resident (cognitively Impaired resigenis:
with respect and dignity and care for each fepresentatives were Contacted)
resident in a manner and in an environiment that to ensura residents arg provided
promotes maintenance or enhantement of his or care in a respectfy and dignifiag
her quality of iife, recognizing each resident's manner on 1/22/19 Foljgy up
individuality. The facility must protect and based on findings,
| promote the rights of the resident. se s LAVl S
PPLIER REPRESENTATIVE'S SIGNATURE {xa: pate

LABORATORY OlREﬂ)R‘S OR PROVIDER/S

5 W)

1-24-19

program participation

Any cefiency statement ending with an asterisk (") denotes a deficiency which the institution
other safeguards provide suflicient protaction to the patients. (See Insructions,) Except for nuraing homes the findings staled above are disciosable 90 days
foliewing the date of survay whether or not a plan of correction is provided For Aursing homes, the above findings and pana of coTection are disciosable 14
days following the date these documents are made evillable to the facility. If deficiencios are ched. an approved plan of corrsction is requisite to cortinued

may‘:e excused from corracling providing it is d;tormmd that
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§483.10(a)(2) The facility must provide equal
access to quality care regardiess of diagnosis,
severily of condition, or payment source. A faciiity
must establish and maintain identical policies and
practices regarding transfer, discharge, ang the
Provision of services under the State plan for al)
residents regardiass of paymen! source

§483.10(b) Exercise of Rights,

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)}(1) The facility must ensure that the
resident can exercise his or her fights withput
interference, coercion, discr mination, or reprisal
from the facility.

§483.10(b)i2) The resident has the right to be
free of interference coarcion, discrimination, and
reprisal from the facility in exercising his or her
fights and to be Supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, resident interview,
clinical record raview, and facility document
review, the facility failed to €nsure resident rights
and dignity were met for 1 of 23 Residents in the
Survey sample, Resident #5.

The findings includad:

The facility slaff failed to ensure the safelty ang

dignity of Residant #5 was maintained. Anothar
resident's family member comered Resident # §
in his room, verbally threatened and bej ttled him

] _1_/_28.‘2_0_19.
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3. The RDCS provided the
facilily ED 1 to 1 re-education on
the federal reguiations and
guidslines related to the
resident’s right o a dignified
existence, self-determination
and exercise of rights on
1/23/18. The DSS and or DOCs
will provide re-education to the
facility staff on the federal
regulations and guidelines
related to the Resident

s Rights and the Resident's
Exercise of their rights by
1/28119,

4. DCS and or ADCS will
conduct random resident and or
their reprasentative ifterviews 3
times per week for 4 weeks, then
weekly for 3 months, to ensure
residents are provided care in a
dignified manner and their ability
to exercise their rights is
respected.

Findings will be reviewed by
QAP| commitlee monthly and
Quality Monitoring updated as
indicated.

5. Date of Compliance
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Continued From page 2
and caused him to urinate on himself.

Resident # 5 was a 40-year-old-male who was
admitted to the facility on 4/20/18, with a
readmission date of 8/27/18. Diagnoses inciuded
but were not limited to, hypertension, major
depressive disorder, anxiety disorder, and benign
prostatic hyperplasia.

The ciinical record for Resident # 5 was reviewed
on 12/13/18 at 10:41 am The most recent MDS
{minimum data sel) assessment for Resident# 5
was a quarterly assessment with an ARD
(assessment reference date) of 9/3/18. Section C
of the MDS assesses cognitive pattems. In
Section C0O500, the facility staff documented that
Resident# 5 had a BIMS rief interview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact,

The plan of care for Resident # 5 was reviewed
and revised on 11/8/18. The facility staff
documented a focus area for Resident # 5 as,
"Resident # 5 is independent on staff for
activities, cognitive stimulation, social interaction
F't (related to) anxiety, depression, PTSD (post
traumatic stress disorder) limited mobility,
quadriplegia, pain, pariicipating in activities of
choice, self acls in room such as TV {televisicn),
computer, phone, sitting on porch, parties, bingo,
music, socializes with sta? and residents.
Resident # 5 goes by cab on community outings.”
Interventions inciuded but were not limited to;
“Report resident c/o {complaint of) pain,
discomfon, breathing difficulties or any other clo
that interferes with the resident's ability to
participate in activities to the nurse pro {as
needed).” The surveyor reviawad the entire plan

F 550
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of care for Resident # 5 and did not ses an
update that Resident # 5 made statemants that
are untrue

On 12/13/18 at 7:55 am, the surveyor was in
Resident # 5's room conducting a Resident
interview. During the interview Resident # 5
reported o the surveyor that on 12/8/18, the
afleged pemetrator (his former roommate’s sister)
"Got in my face. yellad at me and blockad the
bathroom and wouldn't let me use the bathreom.”
Resident # 5 stated that he was going back to his
feom to get hot chocolate for a group of
Residents thal he was soclalizing with and to use
the bathroom because he is on a
bladder-retraining program, Resident # 5 stated
that when he got to his room, the alieged
perpetrator asked him "What's going on with you
and (Resident's name withheld)? Resident # 5
stated that he told the alleged perpelrator nothing
was going on and that he did not know what she
was talking about. Resident # 5 then stated that
the alieged perpetrator got in his face and began
to yell at him stating that Resident # 5's former
roommate told the alleged perpetrator that
Resident # 5 had been treating him differently and
that Resident # 5 was going to tell her what was
going on. Resident # 5 stated that he toid the
alleged perpetrator that he needed to use the
bathroom. Resident # 5 staled that the alleged
perpetralor stood in front of the bathroom door
and told him he was not going to use the
bathroom until she was done with him. Resident #
5 stated that he told the alleged perpetrator. “This
is our room and yous are a guest hera.” "You need
to get out of here " Resident # 5 staled that the
aleged perpetrator continued to block the door to
the bathroom. Resident # 5 stated that he began
to urinate on himself. Resident # 5 stated, " felt
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_ Resident # 5 stated that his former roommate's

awfui. | cried." Residant # 5 stated that the
alieged perpetrator finally allowed him to go into
the bathroom after he had urinated on himself
and stated to him, "t am going to be right here
when you get out because You are going to tell
me what's going on with you and {Residant's
hame withheld). Resident # 5 stated that the
alleged perpetrator continued to yell at him
through the door while he was in the bathroom.
Resident# 5 stated that he called tha police.
Resident # 5 stated that the police came and
"She threw a fit " Resident# 5 stated that the
police made her leave that evening but it would
be up to "tham" (the facility) if they bar her from
the facility. Resident # 5 stated that iater that
same avening other family members of hig former
roommate came in and “intimidatad" him.

family members sat on the other side of the room
saying mean things to him and stated, "If
something happens to (Resident's name
withheld) their asses is mine.” Resident # 5
stated, “They made me feel iike | was a piece of
crap.” Resident # 5 stated the next day “They
came back in here like it was nothing." Resident #
5 stated that the day after the incident that the
alleged perpetrator approached him as he was
sifting at a square table in the hatlway outside of
their room and "jerked the table away from me."
Resident # 5 stated that he asked a staff member
why the alleged perpetrator was allowed to come
back into the facility after what she did to him.
Resident # 5 stated that he was told she has a
right to visit her family member Resident # &
slated that he spoke with the facility executive
directer on Monday and the facility executive
director told Resldent # 5 they would move him to
a different room. Resident # 5 stated that the
facility exscutive director stated to him, "we got it
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all handled.” Resident # 5 stated that he replied,
"It handles the room but it doesn't handie what
she did to me.” Resident # 5 stated that the
facifity executive director stated to him, "You let
me handle that " "l got 2 days to investigate that
Resident # 5 then stated to the surveyor, "It does
not make any sense how she treated me." "It
made me feel like } was worthless, and they let
her come back in here like it was nothing after the
law put her out." "I thought with me being a
patient here | wouid be protected more " The
surveyor observed at this time that Resident # 5
became tearful. Resident # 5 stated, "What
happens when she attacks somebody else?" Are
you just going to put people in another room and
say that seitles that.”

On 12/13/18 at 9:58 am, the surveyor interviewad
| unitmanager RN # 1 {registered nurse) aboul the
allegations of abuse reported by Resident # 5.
Unit manager RN # 1 stated, 'l am aware brefty, | |
only know that the family was acting inappropriate
and threatened him (Resident # 5) and the polica
were involved "

On 12/13/18 st 10:00 am, the surveyor
interviewed the facility executive director about
the allegations of abuse reported by Resident # 5.
The facliity executive director stated, "l was calied
Saturday night saying the police had to come to
the facility saying there was a yefling match with
Resident # 5 and the allaged perpetrator.” "Wa
had the daughters {the alleged perpetrator ang
her sister) come in Monday and we spoke to
them and Resident # 5." The facilty executive
director informed the surveyor that he was in the
process of investigating the incident and that a
FRI {facility reported incident) was submitted. The
facility executive director then stated that
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Resident # § had been known to lie and then
came back and admit to lying and saying that he
was sorry. The facility executive director also
Stated that the nurse that called him at homs to
feport the incident had issues with the alleged
perpetrator and her family and called him that
night to report the incident. She asked if he was
going to have them barred from the faciity. The
facility exacutive director stated, ™! don't really
have any evidance. “There were no eye
witnesses.” | will be finishing this investigation by
Monday but | can't see where any abuse

| eccurred.

On 12/13/18 at 10:15 am, the surveyor observed
a progress note documented in the clinical recorg
for Resident # 5 on 12/0/18 at 3:29 pm. The
progress note was documented as "Resident is
on madi part b total care with adls (activities of
daily living) incontinent of bowel and bladder uses
walker for ambulation upsei due to incident with
roommate family of them yeliing ang getting into
hig face refusing to let him use the bathroom
police was called due to roommate family baing
nasty and inappropriate by yelling and getting in
his face."

On 12/13/18 at 10:28 am, the survayor
interviawed LPN # 1 {licensed practical nurse)
about the allegation of abuse reported by
Resident# 5. The surveyor asked LPN # 1 if she
was working and responsible for providing care fo
Resident# 5 on 12/8/18. LPN # 1 stated, “Yos."
The surveyor asked LPN # 1 if she was aware of
an incident that occursed invoiving the alleged
perpetrator and Resident#5. LPN # 1 statad,
“Yes." LPN # 1 stated that Resident # 5 was in the

i therapy room playing games with the other
| Residents. LPN # 1 stated that Resident # 5 was
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coming out 10 9o to the bathroom and get the hot
chocolate from his room. LPN # 1 stated, as soon
as Residant # 5 went in the room the alleged
perpetrator started yelling at Resident # 5 and
pinned him against the wall. LPN # 1 stated that
she heard the alleged perpetrator stale to
Resident# 5, "You're not going to the bathroom,
I'm not done with you." The surveyor asked LPN
# 1if she saw the alleged perpetrator pin
Resitent # 5 against the wall. LPN # { stated,
"No but | heard it " LPN # 1 staled that she heard
Resident # 5 tell the alleged pempetrator “I don't
know what you are talking about" LPN # 1 stated
that she heard the alleged pempetrator tell
Resident # 5 again, “You can't use the bathroom
untilt | am done with you." LPN # 1 stated that
Resident # 5 came out into the hallway crying and
asked her to call the police. LPN # 1 stated, "We
cailed the palice and they came and the allaged
perpetrator was yelling at the police officer.” LPN
# 1 stated, "This was witnessed by Resident #
78's husband (Resident # 78 was not sampled)
LPN # 1 stated that Resident # 78's husband
staled ta her, "This happens every night
Something needs to be done." LPN # 1 stated
that the police had the alleged perpetrator leave
after she made a scens with them. Surveyor
asked LPN # 1 if she reporied this information to
anyone, LPN # 1 stated that she called the
executive director at home to let him know what
happened. LPN # 1 stated, "“They never do
anyithing about what we tell them. They don't
want APS (adult protective services) to come in
here.”

On 12/13/18 at 10:38 am, the surveyor reviewed
the clinical racord of the Resident #78 (not
sampled) that LPN # 1 reported her husband
witnessed the svents. The surveyor cbserved
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dotumentation in the progress notes documsnted
on 12/8/18 at 10.28 pm. The progress note was

documented as "Resident family member was
being talked to nasty by (room number withheld)
family and was told this is the worst facility and
his wile will not be taken care of because we are
the worst and miss treat the residents and son to
sister was very rude to staff and resident fam ily to
where he felt uneasy and there commenis
bothered him and he could not make a statement
to staff after incident because he was being
buliied by family he change his statement to loud
commasion {commotion) after he told police she
was yefling at roommate and in his face and this
happened every night to not wanting to say
nathing felt very uneasy.”

0On 12/13/18 at 3:08 pm, the surveyor interviewad
CNA# 2 (certified nursing assistant) The
surveyor asked CNA # 2 if she worked on the
evening of 12/8/18 and if she was responsible for
providing care to Resident # 5. CNA # 2 stated
that she was on duty ang responsible for
providing care to Resident # 5 on 12/8/18. CNA#
2 stated, "Resident # 5 went into his room and
within seconds, you heard all this yelling." CNA#
2 stated that she heard the alleged perpetrator
state,” You are not going to the bathroom until |
am through with you." CNA# 2 stated, “f heard
all this yeting and | told LPN #1 something is
going on down there.” CNA# 2 stated that
Resident # 5 came down the haliway and said he
wanted to call the police, CNA # 2 stated that
Resident # 5 stated that the alleged perpetrator
wouldn't lst him use the bathroom. The Surveyor
asked CNA if Resident # 5 was incontinent at this
time. CNA# 2 stated that Resident # 5 was
incontinent. CNA # 2 also stated Resident # 5
was crying and upset. CNA # 2 stated that
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Resident # 5 had been working really hard trying
bladder training because he wants to go home.
CNA# 2 stated that another resident's husband
was outside the room and heard the commotion
and stated that she heard the alleged perpetrator
tell Resident # 78's husband "If you say anything
they will treat your wife bad.” CNA# 2 stated. "
told the facility executive director what happened
on Monday and he stated that he was
investigating the issue.”

On 12/13/18 at 5:45 pm, the surveyor spoke with

the facility executive director in the presence of

. tha survey team and the facility administrative

| staff. The surveyor asked the facility executive
director if he stated to her in an earlier

| conversation that he planned on closing the
investigation on Monday and that he did not see
where any abuse occurred. The facility executive

| direclor agreed to making that statement in the

| presence of the survey team. The surveyor agked

| the facility executive director to provide what

| evidence he had collected thus far in the

| investigation.

| On 12/13/18 at 6:03 pm, the facility exacutive
| direclor provided the surveyor with 4 pages of
| handwritten notes that were photocopied from a

| notepad. The notes were documeanied as follows:

i "12/10/18 Alleged perpetrator- she said the police
escorted her out of the building. Resident # 5
came in the room. The alleged perpetrator asked
if anything happened betwesn (Resident's name
withheld) and Resident # 5. Resident # 5 she very
loud. This is my home you are not going to go
around this place and talk about me. She wants
to know who initiated the police call and why,
whal started it. LPN # 1 asked (Resident # 78
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husband's name withheld) to write & statement.

12110/18 Resident # 5- Resident # 5 went into the
room alieged perpetrator waiting on him, Alleged
perpetrator ask is there something wrong
betwesn you and (Resident name withheld)
Resident # § said nothing. Alleged perpetrator-i
want to know why you stopped paying attention to
(Resident name withheid). You are not playing
games with (Resident name withheld) Resident #
5-It's because the way your mom and (Resident
hame withheld) have been treating me and i am
not {Resident name withheld) caregiver, Alleged
perpetrator-Oh no you are not going to treat
(resident name withheld) this way. Resident# 5 |
am not doing anything to (Resident name
withheld) Get out of the way I've got to gotothe

: bathroom. Alleged perpetrator stepped in front of
me and said you are going to talk to me. Resident
# 5 mave, | have got to use the bathroom,
Alleged pemetrator you can wait a minute.
Resident # 5 this is our room you need to get out
of here you are jusl a guest. Allaged perpetrator-
Oh know this is (Resident name withheld) room,
he was here before you and he will be here after
you. Resident # 5-he started urinating on himself
and said get out of my way | have to use the
bathroom. Alleged perpetrator -Go head but | will
be out here waiting and you are going to talk 1o
me she stepped out of the way from blocking the
bathroomn. Resident # 5 was in the bathroom he
heard her teliing (Resident name withheld) He is
going to talk to me. Resident waited in the
bathroom a long time he heard her say she was
going to get his food. Resident # 5 came out of
the bathroom when she ioRt Resident # 5 heard
her say | am leaving but when | get back he is
going to deal with me. Resident # 5 called the
police. He went to the family room untit they got

F 550
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here. Resident # 5 said he feit she attacked him
and it is not right,

12/10/18 Call {Resident husband’s name
withheld) per facility executive director Called at
4:14 pm (Telephone number withheid) Nurse
asked him about that he said he was one door
out inthe hall, he didn't see or hear anything if
somathing went on it was In the room. Why
happened? We are trying ta investigate if
something happened. He saw police.

12/10/18 Residant £ 5- meeting with facility
executive director and Resident #5. Resident # 5
wants alleged perpetrator not to be abie to come
back in the building. The facility executive director
offered Resident # 5 to move (o room {room
number withheld) until another semr-private room
comes available. Resident # 5 agreed. But said
he does not want alleged perpetrator to come
back into the building.

The surveyor observed that there were no
statements from LPN # 1 or CNA # 2 who both
stated that they spoke with the faciiity executive
director regarding the allegation of abuse
reported by Resident # 5.

On 121318 at 6:10 pm, the surveyor reviewed
the visitor fog kept in the front of the building. The
surveyor observed that no visitors had signed the
visitor log on 12/13/18.

On 1211318 at 6:15 pm, 2 surveyors toured the
600 hall and 700 hall of the facifity. The two
surveyors observed that Resident # 5 was in his
room in the bathroom The two surveyors also
observed the alleged pemetrator, her mother, and
grandson visiting with their loved one in the

O A TR

F 550

FORM CMS§.-2557{02.92" Previous Varsions Dbsclele Event ID:Y3F 114

Facifty I0- VAO208

1 continuation sheet Page 12 of 187



i it ot

-

STR.

From:Pheasant Ridge Nursing & Rehab

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

5407255735

01/23/2019 14:05 #2550 P.D18/7191

PRINTED: 0116/2019
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICAYION NUMBER

495325

[%2) MULTIPLE CONSTRUCTION
A BUILDING

i3} DATE SURVEY
COMPLETED

B. WING

c

12/14/2018

NAME OF PROVIDER OR SUPPLIER

PHEASANT RIDGE NURSING & REHAB CENTER

ROANOKE, VA 24014

STREET ADDRESS, CITY, STATE. 2IP CODE
4355 PHEASANT RIDGE ROAD, SW

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACHK DEFICIENCY MUST BE PRECEQED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

i PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 550

| Continued From page 12

hallway outside of the rasident's room., They were
observed sitting at a square table that was
aulside of the resident's room playing a game. In
| the room directly beside where the alleged
perpetrator was observad, the 2 surveyors
observed a resident and a visitor sitting in the

| hallway. The visitor was identified as Resident #

| 78's husband that facility staff staled was butlied
by the alleged perpatrator.

On 12/14/18 at 8.36 am, the surveyor intaniewed
' Resident # 5 again atout his allegations of

| abuse. The surveyor asked Resident # 5 if he had
| any contact with the alleged perpetrator afier the
incident that occurred on 12/8/18. Resident # 5
stated. "That happened on Saturday nright and

| they came back in here Sunday and she jerked

[ the table from undemeath me " Resident # 5

' stated, “I went and talked to unit manager RN # 1
{registered nurse) and toid het | coukin't belisve
she was in hete afler what she did to me, and sha
said it's his family they can come visit.” Resident
#5 stated, “I have the right to be protected.” The
survayor asked Resident # 5 if ha has had any
contact with the alleged perpetrator since he was
moved to his new room. Resident # & stated. "No
to be honest | have stayed in my room except for
meals and therapy.” The surveyor asked
Resident # 5 if staying in his room is something
that he normally does. Resident# 5 stated, "No."
The survayor asked Resident # 5 why he was
staying in his room if this is not something he
normally does. Resident # 5 stated, “l don't want
to run into them.*

On 12/14/18 at 9:02 am, the surveyor interviewed
the facility social sarvices manager. The surveyor
asked the facility social services manager if she

was awarg of the allegatlions of abuse reported by

F 550
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Resident# 5. The facility social services manager
stated, "Yes 1 found out Monday " The facility
social services manager stated that the alleged
perpetrator called her on Morday morning and
that is how sha found out about the incident. The
surveyor asked the facllity social services
manager what the alleged perpetrator reported to
her. The facility social servicas manager stated
that the alleged perpetrator stated that the police
wera called for her on Saturday and she was
escerted out of the buliding. The facility social
service manager stated that the alleged
perpetrator told her thal she asked Resident # 5
what happened between him and (Resident's
name withheld) and the alleged perpetraior stated
that Resident # 5 started talking Joudly and that
Resident # 5 attacked her verbally said that she
didn’t know what happened. The facilily social

. Services manager stated that during her

telephone call with the alleged perpetrator, the
alleged perpetrator stated thal her brother
{Residents name withheld) told her that for the
past two weeks Resident # 5 has been treating
him differently. The surveyor asked the facility
scciai servicas manager if talking loudly and
verbally attacking someone is a behavior that
Resident # 5 would normally display. The facility
social services managsr stated, "No he would
not." "Resident # 5 is usualiy very soft spoken.”
The surveyor asked the facility social services
manager if she interviewed LPN # 1. The facility
social servicas manager stated, ") think she wrote
a statement.” The surveyor asked the facility
social services manager if she inferviewed
Resident # 78's husband that the facility staff
members reported witnessed the incident. The
facity social services manager stated, ") called
(Resident # 78 husband's name withheld) and he
said he didn't hear anything and didn't see

FORM CMS-2567(02.9€) Previous Versions Obsolete

Evenl ID; Y3F 151

Faciity ID: VAD208

H continuaton sheet Page 44 of 167




Frem:Pheasant Ridge MNursing & Rehab

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

5407265735

01/23/2019 14:086 #250 P.020/191

PRINTED: 01/16/2019
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
495326 B.WING 1211412018

NAME OF PROVIDER OR SUPPLIER

PHEASANT RIDGE NURSING & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIF CODE
4355 PHEASANT RIDGE ROAD, SW
ROANOKE, VA 24014

x4)i>
PREFIX
TAG

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

v}
PREFIX
TAG

! PROVIDER'S FLAN OF CORRECTION s
(EACH CORRECTIVE ACTION SHOULD BE coMPLETION

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEF/CIENCY)

F 550

Continued From page 14

anything.” The surveyor asked the facility social
services manager if she interviewed Resident # 5.
The facility social services fnanager stated that
She and the facility executive director met with
Resident # 5 on Monday and wanted to make
sure he felt safe. The facility social services
manager stated that Resident # 5 was moved to a
different room on Monday following the incident
that had occurred on the previous Saturday. The
facility social services manager stated that
Resident # 5 said that he didn't want the slleged
perpetrator to coms back and the faci ity
exaculive director said we had to camplete the
investigation.

On 12114/18 at 9.23 am. the surveyor interviewed
the unit manager RN # 1. The surveyor asked the
unit manager RN# 1 if she had a conversation

! with Resident # 5 where he expressed concerns
; about the alleged perpstrator being allowed back

into the building. Unit manager RN # 1 stated that
she did speak with Residant # 5 and he asked
why was the allaged perpetrator still be ng
aliowed in the building after what she did to him.
Unit manager RN # 1 staled that she loid
Resident # 5 that the facility executive director
was aware and investigating the sifuation but she
could net tell the alkeged perpstrator that she
couid not visit her loved one, Unit manager RN #
1 told the surveyor that tha facility did 15-minute
safety checks on Resident # 5 to ensure he was
safe. The surveyor requested a copy of the safety
chacks.

On 12/14/18 a1 9:39 am, the surveyor interviewed
the director of clinical services regarding the
allegation of abuse reported by Resident # 5 on
12/8/18. The director of nursing stated "It
happened on the weekend. | didn't do any of the

F 550
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interviews " The director of clinical services stated
that the facllity executive director and the facility
social services manager did the interviews. The
surveyor asked the director of clinical serdees if
she was aware that Resident # 5 reparted abuse.
The director of clinical services stated, "Of course
his perception is his perception.” The surveyor
asked the director of clinical services how long
does the facility have to report suspected abuse.
The director of clinical services stated, "2 hours
typically.” The surveyor asked the director of
chinical services what Is the procedure for
suspected resident to resident abuse. The
director of clinical services stated they are
automatically separatad and if needed we can do
one to one. The surveyor asked the director of
clinical services whal was the procadure to staff
to resident abuse. The direclor of clinical sarvices
stated that the empioyee is suspended pending
investigation. The surveyor asked the director of
clinical services what was the procedure for
allegations of visitor o resident abuse, The
director of clinical services stated we ask them to
leava the facility until the investigation is
complete. The surveyor asked the director of
clinical services why the alleged perpetrator was
allowed to return fo the faciity if the investigation
into Resident # 5's allegation of abuse had not
kean complated. The director of glinical services
stated, "There's a fine line when teliing them they
can't visit their loved ane. They haven't had
contact.” The director of clinical services stated, "
wish | couid give you more infarmation but the
investigation is not complete.”

On 12714718 at 11:05 am, the surveyor
interviewad the facility executive director in the
presence of the survey team. The surveyor asked
the facility executive director what the procedure

F 550
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was for allegations of resident to resident abuse,
The facility executive director stated, "Separate
and investigate." The surveyor asked the facility
executive director what the procedure was for
allegations of staff to resident abuse. The fachity
executive director stated that the employee was
te be suspended pending investigation. The
surveyor asked the facility executive director whal
was the procedure for allegations of visitor 1o
resident abuse. The facility executive director
staled, that a facility reported incident would be
submitted, the incident would ba investigated. and
the visitor would be asked to stay away until the
investigation is complete. The surveyor asked the
tacility executive director why the family was not
asked to stay away during the investigation of the

| allegation of abuse reported by Resident # 5. The

facility executive director stated, "Or they mest
with me and the director of nursing and we
determine if they can come back. | met with the
family on Monday and with Resident # 5's history
of 3 or 4 occasions that ha has lied. the residents
were separated and Resident # 5 was moved 1o
another room. | dacided 1hat the alleged
perpetrator could return to the building.” The
surveyor asked the facliity executive director how
he could make that determination when the
investigation had not been completed. The facility
exaculive director stated, *I don't think it
happened. Resident# S tells liss. In the past he
has made accusations and said this happenad
and he comes back 3 or 4 days iater and says he
is sorry, | am more concemed with this nurse
LPN # 1, | think she put Resident # 5 up to calling
the police. It's a lot of drama involved in this with
CNA# 2 and LPN# 1. They have issues with the
family. My issue is more with LPN # 1 and | will
deal with her after this is over.” The surveyor
asked the facility executive director if he
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Interviewed CNA # 2. The facility executive
diractor stated that he did not, The Facility
executive director stated that the facitity social
services manager interviewad CNA # 2.

! On 12/14/18 at 1920 am, unit manager RN # 1

| provided the surveyor with 2 copy of the

| "Resident Safety Check” log for Resident # &

The surveyor observed that the factlity staff did

not beg'n documenting resident safely checks for

| Resident# 5 until 12/12/18 at 7:00 am which was
4 days after the inilial allsgation of abuse that was
reported by Resident # 5. and 2 days after he was

[ transferred into a different room. The surveyor

| observed that the facility statf did not document

i 15 minyte safety checks for Resident # 5 from

11:00 pm on 12/12118 through 7:00 am an

12/43118. There were no docurnented safsty

checks from 11:00 pm on 12113118 through 7:00

amon 12/14/18. Aiso there were no documented

checks on 12/14/18 at 11:00 am and 11:15 am.

On 12/14/18 at 11:47 am_ two surveyors met with
the facility executive director per his request. The
facility executive diractor stated, | falt bad about
how | came across about not believing him. We
always believe him. It may turn out that it's true |
wouldn't have done anything differently. We
separated them. We mel with the family." The
surveyor stated to the facility executive direclor
that the alleged pemetrator retumed 1o the
building on Sunday and Resident # 5 stated that
she jerked the table from under him The facility
executive director stated. "No she wasn't, | was
here all day and no one came in. 1 drove staff
back and forth to the hotel.” The surveyor asked
the facility executive director if he knows for a fact
that the alfeged perpsivator did not enter the
building because or 12/13118 after viewing the

1
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visitor sign in log and seeing that no one had
signed in as a visitor, 2 Surveyors toured the
facikity saw the alleged perpstrator along with her
mother and grandson visiting with their loved one
in the hallway atthe same table that Resident # 5
said the alleged perpetrator jerked from
undemeath him. The facility executive director did
not respond. The surveyor informed the facility
executive director that Resident # 5 became
tearfu! during the fnterview when ha reported
what happened. The survayor told the facility
executive director that Resident # 5 had been
working on his toileting and stated that the
alleged pemetrator yelled at him and pravented
him from using the bathroom caus ng him to
urinate on himself. The facility executivea director
stated, "She says she sat on the bed talking to
him." The surveyor stated to the facility executive
director that he staled that Resident # 5 tells lies
but the facllity is still obligated to protect him. The
surveyor informed that facility executive director

: that Resident # 5 stated that he ism't coming out

of his room ke he normally does and is only
coming out for meals because he does not want
to run into the allegad perpetrator and this is not a
normat behavior for Resident # 5. The facility
executive director stated, “I don't know what the
solution is. (Resident name withheld) has been in
that room forever and he doesn't want to move.
They fought for years to get him back o that unit."
The surveyor told the facifity executive director
thal she was unable to advise him on what to do
but he has an obligation to protect Resident # 5
and all residents.

The facility policy on "Abuse, Neglact, Exploitation
&, Misappropriation” contained documentation that
included but was nat limited to:

-.."Mental and verbal abuss include but are not

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STAYEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2; MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A COMPLETED
c
485325 B WING 12/14/12018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
4355 PHEASANT RIDGE ROAD, SWY
PHEASANT RIDGE NURSING & REHAB CENTER
ROANOKE, VA 24044
IX4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SMOULD BE COMPLETION
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oATE
DEFICIENCY)
F 550 [ Continued From page 18 F 550

FORM CM5.2567:02-99} Previous Veskora Obsolate

Evant |0 YIFIN

Facifly 1D. VAQ2C8

If continuation sheet Page 1§ of 187




From:Pheasant Ridge Nursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5407255738

01/223/2019 14:07

#250 P.025/191

PRINTED: 0171672019
FORM APPROVED

GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO.0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLEER/CLIA X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
495325 B. WING 1211412018

NAME OF PROVIDER OR SUPPLIER

PHEASANT RIDGE NURSING & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4155 PHEASANT RIDGE ROAD, SW
ROANOKE, VA 24014

lirited te:

Harassing a resident

Mocking, insulting, ridiculing

Yelling or havering over a resident, with intent to
intimidate

Threatening residers, depriving a resident of
care ar withholding a resident from contact with
family and friends

Neglect is the faiiure of the center, its employees
or service providers to provide goods and
services 10 a resident that are necessary to avoid
physical harm, pain, mental anguish or emotional
distress. Examples include put are not limited to-

Failure to take pracautionary measures to protect
the health and safety of the resident

Procedure Acts of abuse directeg against
fesidents are absolutely prohibited Such acts are
cause for disciplinary action, including dismissal
and possible prosecution. Quastions may arise as
to what actions constitute abuse of a resident,
Any action that may cause or causss actual
physical psychological or emotional harm, which
is not caused by simple negligence, consiitutes
abuse. Actions such as striking a resident,
restraining a resident improparly or without
authorization, and other such acts which can be
seen as causing physical pain to a resident are
strictly forbidden, Acts such as teasing,
humiliating, degrading, or intentionally ignoring a
resident may constitute abuse and will be dealt
with no less severely than acls causing physical
harm. Non-action, which results in emotional,
psychological, or physical injury in the same
manner as that caused by improper or ax¢essive
action. All actions in which employees engage
with residents must have as their legitimate goal,
the healthiul, proper, and humane care and
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treatment of the resident,

Furthermore. ihe Administration of the company
recognizes that resident abuse can be committed
by other residents, visitors, or volunteers

Employee Obligation

All employees have a duly ta respect the rights of
all rosidents, to treat them with dignity and to
prevent others fram viclating their rights. Any
empioyae, who witnesses or has knowledge of an
act of abuse or an aliegation of abuse, neglect,
exploitation or mistreatment, including injuries of
unknown source and misappropriation of resident
property, to a resident, is obligated to report such
information immediately, but no later than 2 hours
after the sflegation is made, if the events that
cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the svents thal cause the allsgation do not
involve abuse or do not result in serious bodily
injury, to the Administrator and to other officials in
accordance with State law. in the absence of the
Executive Director, the Director of Ciinical
Services Is the designated abuse coordinator.

An empioyee shall be deemed to have violated
his obligations in paragraph "1A* {above) if he
does any of the following:

Harasses or otherwise retalistes against any
resident, employee, or other person who
discloses information or participates in an
investigation of an act of resident abuse

5. Investigation

The Abuse Coordinator or hissher designee shall
investigate afl reports or allegalions of abuss,
neglect, misappropriation and exploitation. A
social Service representative may be offered in
the role of resident advocate during any

F 550

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

Evant |D; YAF 111

Faciity ID: VAO208

It continuation shaet Page 21 of 187



e S L e

From.Pheasant Ridge Nursing & Rehab

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

5407255735 01/23/2019 14.07

#2500 P.O27/191

PRINTED: 9118/2019
FORM APPROVED

OMB NO. 0933-0391

STATEMENT OF DEFICIENCIES (X1) PROVIOER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

495328

(X2) MULTIPLE CONSTRUCTION
A BUILDING

B WING

(X3) DATE SURVEY
COMPLETED

c
12114/2018

NAME OF PROVIDER OR SUPPLIER

PHEASANT RIDGE NURSING & REHAB CENTER

4356 PHEASANT RIDGE ROAD, Sw
ROANOKE, VA 24014

STREET ADDRESS, CITY, STATE. 2iP CODE

(X4 I " SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL

TAG REGULATORY OR L5C IDENTIFYING INFORMATION!

L) FROVIDER'S PLAN OF CORRECTION L1
PREFIA (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS.REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 550 | Continued From page 21

questioning of or interviewing of residents.

i Investigations will be accomplished in the
following manner.

Immediately upon the allegation of abuse or
neglect, the suspect(s) shall be segregated fram
residents pending the investigation resident of the
allegation.

Protection
Increased supervision of the allegad victim and
rasidents.” ..

On 12/14/18 at 2:02 pm, the adminisirative team
was made aware of the findings as stated above.

No further information regarding this incident was
provided to the survey team prior to the exit
conference on 12/14/18.

F 800 | Free from Abuse and Neglact

§5=G | CFR(s) 483 12(a)(1)

§483.12 Freedom from Abuse, Neglect and
Exploitation

The resident has the righ! to be freg from abuse,
neglect, misappropriation of resident property,
and expioitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seciusion and
any physical or chemical sestraint not required to
treat the resident's medical symploms

§483.12(a) The facility must-
§483.12(a)(1) Not use verbal. mental, sexual, or

physical abuse, corporal punishmant, or
involuntary seclusion;

F 550

Negiect
F 600

dignity and respect.

600- m Abuseg and

1. Residents #5 & 89 were |
interviewad on 1/17/2019 by |
Regional Director of Clinicat !
Services (RDCS) with facility [
DSS present, Residents #5 &
#89 feel safe ai the facility and
feel that staff treat them with

2. The RDCS and UMs |
completed quality reviews |
interviews of all current residents
(cognitively impaired residents'
representatives were contacted)
to ensure residents are provided
care in a respectiul and dignified

RE_CEN ED
JAN 14 208

VDHIOLC

This REQUIREMENT is not met as evidenced manner on 1/22/18 Follow up
by: based on findings.
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Based on staff intarview, resident interview, 3. The DCS, ADCS, RDCS and
facility document review and clinical record UMs will re-educate facility staff
review, the facility steff failed to ensure 2 of 23 on federal regulations and

residants were free from abuse and negledt, %;ide"":'s for Freedom from
Resident #5 and Resident # 89. it ‘;jzeé b ;9'90‘- and Exploitation

The findings included: i 4. OCS and or ADCS will
conduct random resident and or

1. The facility staff failed 10 ensure that Resident their representative interviews 3

# 5 was free from abuse as evidenced by another ; times per week for 4 weeks, then
resident’s family member cornered Resident# & | weekly for 3 months, to ensure
in his room, verbefly threatened and belittied him residents are provided care ina
and caused him to urinate on himssif. dignified manner and their ability
to exercise their rights is
Resident # 5 was a 40-year-old-male who was respected.
admitted to the faciity on 4/20/18, with a Findings will be reviewed by
readmission date of 8/27/18. Diagnoses included QAPI committee monthly and
but were not limited to, hypertension, major Quality Monitoring updated as
depressive disorder, anxisty disorder, and benign indicated. ]
prostatic hyperplasia. 5. Date of Compliance

1/28/2019.
The clinical record for Resident # 5 was raviewed
on 12/13/18 at 10:41 am. The most recent MDS
{minimum data set) assessment for Resident # 5
was a quarterly assessment with an ARD
{assessment reference date) of 9/3/18. Saction C
of the MDS assesses cognitive patterns. In
Section CO500, the facility staff documented that
Resident # 5 had a BIMS (brief interview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact.

The plan of care for Resident # 5 was reviewed
and revised on 11/9/18. The facilty staff
documented a focus area for Resident # 5 as,
*Resident # 5 is independent on staff for
activities, cognitive stimulation, social interaction
r/t (related to) anxiety, depression, PTSD (post 1
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traumatic stress disorder) limited mobility,
quadriplegia, pain, participating in activities of
choice, self acts in room such as TV (television),
computer, phone, siting on porch, parties, bingo.
music, socializes with staff and residents.
Resident # 5 goes by cab on community outings.”
Interventions included but were not limited to;
"Report resident ¢/o (complaint of) pain,
discomfort, breathing difficutties or any other c/o
that interferes with the resident's ability to
participate in activities to the nurse prn (as
needed).” The surveyor reviewed the entire plan
: of care for Resident # 5 and did not see an
update that Resident # 5 made staternents that
are unlrue.

On 12/13/18 at 7:55 am, the surveyor was in

Resident # 5's room conducling a Resident

interview. During the interview Resident# 5
: reported to the surveyor that on 12/8/18, the
: alleged perpetrator (his former roommate's sister)
| "Gat in my face, yelled at me and blocked the
| bathroom and wouldn't iet me use the bathroom.”
| Resident # 5 stated that he was gaing back to his
t room to get hot chocolate for 2 group of
Residents that he was socializing with and to use
the bathrocm because heisona
bladder-retraining program. Resident # 5 stated
that when he got te his room, the afleged
perpetrator asked him "What's going on with you
and {Resident's name withheld)? Resident#5
stated that he teld the alleged perpetrator nothing
was going on and that he did not know what she
was talking about Resident # 5 then stated that
the alleged perpetrater gotin his face and began
to yall at him stating that Resident # 5's former
roommate told the alleged perpetretor that
Resident # S had been treating him differantly end
that Resident # 5 was going te tell her what was
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going on. Resident # 5 stated that he told the
alleged perpetrator that he needed to use the
bathroom. Resident # 5 stated that the alleged
perpetrator stood in front of the bathroom door
and teld him he was not going to use the
bathroom until she was done with him. Resident #
5 stated that he tokd the alieged perpetrator, "This
i3 our room and you are a guest here. You need
to get out of here.” Resident # 5 staled that the
alleged pemetrator continued to block the door to
the bathroom, Resident # 5 stated that he began
{0 urinate on himself. Resident # 5 stated, "| felt
awful, | cried.” Resident # 5 stated that the
alleged perpetrator finally allowed him to go into
the bathroom afler he had urinated on himself
and stated to him, " am going to be right here
when you get out because you are going to tell
me what's going on with you and (Resident's
name withheld). Resident # 5 stated that the
alleged perpetrator continued to yell at him
through the door whils he was in the bathroom

, Resident # 5 stated that he called the police.

Resident # 5 stated that the police came and
"She threw a fit" Resident # 5 stated that the
police made her leave that evening but it would
be up to “them” (the facility) if they bar her from
the facility. Resident # 5 stated that later that
same evening ather family membars of his former
roommate came in and "intimidated” him.
Resident # 5 stated that his former roommate’s
family members sat on the other side ot the room
saying mean things to him and stated, "if
something happens to (Resident's name
withheld) their asses is mine.” Resident# §
stated, “They made me feel like | was a piece of
crap.” Resident # 5 stated the next day "They
came back in here like it was nothing " Resident #
5 stated that the day after the incident that the
alleged perpetrator approached him as he was

F 600
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FORM APPROVED

sitting at a square table in the hallway outside of
their room and “jerked the table away from me "
Resident # 5 stated that he asked a staff member
why the alleged perpetrator was allowed to come
back into the facility after what she did to him.
Resident # 5 stated that he was lold she has a
right to visit her family member. Resident #5
stated that he spoke with the facility executive
director on Monday and the facility executive
director told Resident # 5 they would move him to
a different room. Resident # 5 stated that the
facility executive directar stated to him, "we got it
ail handled." Resident # 5 stated that he replied,
“It handles the room but it doesn't handle what
she did to me." Resident # 5 stated that the
facility executive director stated to him, “You Iet
me handie that." °) got 2 days to investigate that.”
Resident # 5 then stated to the surveyor, "It does
notmake any sense how she treated me it

. made me feel like | was worthless, and they let

her come back in here like it was nothing after the
taw put her out. 1 thought with me being a patient
here | would be protected more." The surveyor
observed a: this time that Resident # 5 became
tearful. Resident # 5 stated, “What happens when
she attacks somebody else?" Are you just going
to put pecple in another room and say that setiles
that."

On 12/13/18 at 9:58 am, the surveyor interviewed
unit manager RN # 1 (registered nurse} about the
allegations of abuse reported by Resident # 5
Unit manager RN # 1 stated, "l am aware briefly, 1
only know that the family was acting inappropriate
and threatened him (Resident # 5) and the police
wera involved.”

On 12/13/18 at 10:00 am, the surveyor
interviewed the facility executive direclor about
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the aliegations of abuse reported by Resident # &,
The facilily executive director stated, "l was called

Saturday night saying the police had to come fo
the facility saying there was a yelling match with
Resident # 5 and the alleged perpetrator.* “We
had the daughters (the alleged pampetrator and
her sister) come in Monday and we spoke to
them and Resident # 5." The facility executive
director informed the surveyor that he was in the
procass of nvestigating the incident and that a
FRI (facility reported Incident) was submitted. The J
facility executive director then stated that :
Resident # 5 had baen known to lie and then :
come back and admit te lying and saying that he
was sorry. The facility executive director also
stated that the nurse that called him at home to
report the incident had issues with the allsged
perpetrator and her family and ¢alled him that
night to report the incident. She asked if he was
going 1o have them barred from the faclity The
facility executive dirsctor stated, "I don't really
have any evidence. There were no eye
witnesses. | will be finishing this investigation by
Monday but | can't see where any abuse
occurred.”

On 12/13/18 at 10:15 am. the surveyor observed
a progress note documented in the clinical record
for Resident # 5 on 12/9/18 at 3.29 pm. The
progress note was documented as "Resident is
on med; part b tolal care with adls (activities of
daily living) incontinent of bowe! and bladder uses
walker for ambulation upset due lo incident with
roommate family of them yelling and getting inte
his facs refusing to let him use the bathroom
police was called due to roommate famly being
nasty and inappropriate by yelling and getting in
his faca "
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On 12/13/18 at 10:28 am, the surveyor
interviewed LPN # 1 ({licensed practical nurse)
about the allegation of abuse reparted by
Resident # 5. The surveyor asked LPN # 1 if she
was working and responsible for providing care to
Resident# 5 on 12/8/18. LPN # 1 stated, "Yes."
The surveyor asked LPN # 1 If she was aware of

| an incident that eccurred involving the alieged
| perpetrator and Resident # 5. LPN # 1 stated

“Yas " LPN # 1 stated that Resident # 5§ was in the
therapy room playing games with the other
Residents. LPN # 1 stated that Resident # 5 was
coming out to go lo the bathroom and get the hot
chocolate from his room. LPN# 1 stated, as soon
as Resident # 5 went in the room the alleged
perpetrator started yeiling at Resident# 5 and
pinned him against the wall. LPN # 1 stated that
she heard the alleged perpetrator state to
Resident # 5, "You'ra not going to the bathroom.”
"I'm not done with you." The surveyor asked LPN
# 1if she saw the alleged perpetrator pin

| Resident # 5 against the wall. LPN # 1 stated,
-"No but ) heard it LPN # 1 stated that she heard

Resident # 5 tall the aleged perpetrator "l don't
know what you are talking about.* LPN # 1 stated

i that she heard the alleged parpatrator tel!

Resident # 5 again, "You can’t use the bathroom
until | arn done with you." LPN # 1 stated that
Resident # 5 came out into the hatlway crying and
asked her to call the polica. LPN # 1 stated, "We
calied the police and they came and the alleged
perpetrator was yelling at the police officer * LPN
# 1 stated, "This was witnessed by Resident #
78's husband (Resident# 78 was not sampled)
LPN # 1 stated that Resident # 78's husband
stated to her, "This happens every night.”
"Something needs to be done.” LPN # 1 stated
that the police had the alleged perpetrator leave
after she made a scene with them. Surveyor
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asked LPN # 1 if she reported this information lo
anyone. LPN # 1 stated that she called the
executive director at home to let him know what
happened. LPN # 1 stated, "They never do
anything about what we tell them, They don't
want APS (adult protective servicss) to come in
here.”

On 12/13/18 at 10:38 am, the surveyor reviewed
the ciinical record of the Resident #78 (not
sampled) that LPN # 1 reported her husband
witnessed the events. The surveyor observed
documentation in the progress notes documented
on 12/8/18 a1 10:28 pm. The prograss note was
documented as "Resident family member was
being talked to nasty by (room number withheld)
family and was told this is the worst facility and
his wife will not be taken care of because we are
the worst and miss treat the residents and son to
sister was very rude to staff and resident famity to
where he felt uneasy and there comments
bathered him and he could not make a statement
to staff after incident because he was being
bullied by family he change his statement to loud
commasion (commotion} after he told police she
was yelling at roommate and in his face and this
happened every night to not wanting te say
nothing felt very uneasy.

On 12/13/18 at 3:08 pm, the surveyor interviewed
CNA # 2 (certified nursing assistant) The surveyor
asked CNA # 2 if she worked on the evening of
12/8/18 and if she was responsible for providing
care to Resident # 5. CNA# 2 slated that she
was on duty and responsible for providing care to
Resident # 5 on 12/8/18. CNA# 2 siated,
"Resident # 5 went into his room and within
seconds, you heard all this yelling " CNA # 2 i
stated that she heard the alleged perpetrator
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state,” You are not going to the bathroom untit |
am through with you.” CNA# 2 stated, " heard
all this yelling and  told LPN #1 something is
going on down there." CNA# 2 stated that
Resident # 5§ came down the halway and said he
wanted to ¢ail the police. CNA # 2 stated that
Resident # 5 stated that the alleged perpetrator
wouldn't let him use the bathroom. The surveyor
asked CNA if Resident # 5 was incontinent at thig
time. CNA # 2 stated that Resident # 5 was
incontinent. CNA# 2 also stated Residont # 5
was crying and upset. CNA # 2 stated that
Resident # 5 had been working really hard trying
bladder training because he wants to go home.,
CNA # 2 stated that another resident's husband
was outside the room and heard the commotion
and stated that she heard the alleged perpetrator
teil Resident # 78's husband "If you say anything
they will treat your wife bad." CNA # 2 stated, "|
told the facility executive director what happened
on Monday and he stated that he was
investigating the issue "

On 12/13/18 at 5:45 pm, the surveyor spoke with
the facility executive director in the presence of
the survay team and the facility administrative
staff. The surveyor asked the facility executive
director if he stated to her in an earlier
convarsation that he planned on closing the
investigation on Monday and that he did not see
where any abuse occurred. The facility executive
director agreed to making that statement in the
presence of tha survey team. The surveyor asked
the facility executive director to provide what
evidencs he had collected thus far in the
investigation,

On 12113118 at 6:03 pm, the facility executive
director provided the surveyor with 4 pages of

F 600
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handwritten notes that were photocopied from a
notepad. The notes were documented as follows:

"12/10/18 Alieged perpetrator- she said the police
escorted her out of the building. Resident# 5
came in the room. The alieged parpetrator asked
if anything happenad between (Residents name i
withheld) and Resident # 6. Resident # 5 she very
loud. This is my home you are ot going to go
around this place and talk about me. She wants
to know who initiated the police call and why,
what started it. LPN # 1 asked (Resident # 78
husband's name withheld) to write a statement.

12/10/18 Resident # 5. Resident # 5 went into the
room alleged perpetrator waiting on him. Alleged
perpelrator ask is there something wrong
between you and (Resident name withheld)
Resident # 5 said nothing. Alieged perpetrator-|
want to know why you stopped paying attentlon to
. {Resident name withheld). You are not playing
gares with (Resident name withheid) Resident #
5-t's because the way your mom and (Resident
name withheld) have been treating me and 1 am
not {Resident name withheld) caregiver. Alleged
perpetrator-Oh no you are not going to treat
{resident name withheld) this way. Resident# 5 |
am not daing anything to (Resident name
withheld) Get out of the way I've pot to go to the
bathroom. Alieged perpetrator stepped In front of
me and said you are going to lalk to me. Resident
# 5 move, | have got to use the bathroom
Alleged perpetrator you can wait a minute,
Resident # 5 this is our room you need to get out
of here you are just a guest. Alleged perpatrator-
Oh know this is (Resident name withheld) room.,
he was here before you and he will be here afier
you. Resident # 5-he started urinating on himself
and said get out of my way | have to use the
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bathroom. Alleged perpetrator -Go head but § will
be cut here waiting and you are going to talk to
me she sleoped out of the way from blocking the
bathroom. Resident # 5 was in the bathroom he
heard her telling (Resident name withheld) He is
going to talk to me. Resident wailed in tha
bathroom a long lime he heard her say she was
going 1o get his food. Resident # 5 came out of
the bathroom when she left. Resident # 5 heard
her say | am leaving but when | get back he is
going o deal with me. Resident # 5 called the
polica. He went to the family room until they got
here. Resident # 5 said he felt she attacked him
and it is not right.

12/1018 Call (Resident husband's name
withheld) per facility executive director. Called at
4 14 pm {Telaphone number withheid) Nurse
asked him about that he said he was one deor
out in the hall, he didn't see or hear anything i
somathing went on it was in the room. Why
happened? We are trying to investigate if
someathing happened He saw police.

12/10/18 Resident # 5- meeting with facility
executive director and Resident # 5. Resident #5
wants alisged perpetrator not to ba able to come
back in the building. The facility execulive director
offered Resident # 5 to move to room (room
number withheld) until another semi-private room
comes available. Resident # 5 agreed. But said
he does not want alleged perpetrator to come
back into the building.”

The surveyor observed thal there were no
statements from LPN # 1 or CNA # 2 who both
slated that thay spoke with the facility executive
director regarding the allegation of abuse
reported by Resident # 5.

|
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On 12/13/18 at 6:10 pm, the survayor reviewed
the visitor log keptin the front of the building. The
surveyor observed that no visitors had signed the
visitor log on 12/13/18.

On 12/13/18 a1 6:15 pm, 2 surveyors toured the
600 hall and 700 hail of the facility. The two
survayors observed that Resident # 5 was in his
room in the bathroom. The two surveyors afso
observed the alleged perpetrator, her mother, and
grandson visiting with their ioved one in the
hailway oulsids of the resident's room. They were
observed sitting at a square table that was
outside of the resident's room playing a game In
the room directly beside where Ihe alleged
perpetrator was observed, the 2 sSurveyors
cbserved a resident and a visitor sitting In the
hallway. The visitor was identified as Resident #
78's hushand that facifity staff stated was bullied
by the alleged perpetrator.

On 12/14/18 at 8:36 am, the surnveyor interviewed
Resident # 5 again about his allegations of
abuse. The surveyor asked Resident # 5 if he had
any contact with the alleged perpstrator after the
tncident that occurred on 12/8/18. Resident £ 5
stated, "That happened on Saturday night and
they came back in here Sunday and she jerked
the table from underneath me." Resident # 5
stated, " wen!{ and talked to unit manager RN # 1
{registered nurse) and told her | couldn't belleve
she was in here after what she did to me, and she
said it's his family they ¢an come visit." Regident
#3 stated, *| have the right to be protected.” The
surveyor asked Resident # 5 if he has had any
contact with the alleged perpetrator since he was
moved to his new room, Resident # 5 stated, "No
to be honest | have stayed in my room except for
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meals and therapy.” The surveyor asked
Resident # 5 if staying in his room is something
that he normally does. Resident # 5 stated, "No."
The surveyor asked Resident # § why he was
staying in his room if this is not something he
normally does. Resident # 5 stated, "! don't want
to run into themn."

On 12/14/18 at 9:02 am, the survayor interviewed
the facility social services manager. The surveyor
asked the faclity social services manager if she i
was aware of the allegations of abuse reported by
Resident# 5. The facllity social services manager ,
stated, "Yes i found out Monday.” The facility '
social services manager stated that the alleged
perpetrator called her on Monday moming and
that is how she found out about the incident. The
surveyor asked the facility social services
manager what the alleged perpstrator reported to
her. The facility social services manager stated
that the alleged perpetrator stated that the police
were called for her on Saturday and she was
escorted out of the building. The facility social
service manager stated that the alieged
perpetrator told her that she asked Resident # 5
what happened between him and (Resident's
name withheld) and the alleged perpetrator stated
that Resident # 5 started talking loudly and that
Resident # 5 atlacked her verbally said that she
didn't know what happened. The facility social
services manager stated that during her
telephone call with the alleged perpstrator, the
alleged perpetrator stated that her brother
{Resident's name withheld) told her that for the
past two weeks Resident # 5 has been treating
him differently. The surveyor asked the facility
social services manager if talking loudly and
verbaly attacking someone is a behavior that
Resident # 5 would normally display. The facility
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social services manager stated, "No he would
not. Resident # 5 is usually very soft spoken.”
The surveyor asked the facility social services
manager if she interviewed LPN# 1. The facility
sacial services manager stated, “I think she wrole
a stalement.” The surveyor asked tha facility
social services manager if she interviewed
Resident # 78's husband that the facility staff
members reported witnessed the incident. The
facility social services manager stated, "l called
(Resident # 78 husband's name withheld) and he
said he didn't hear anything and didn't see
anything.” The surveyor asked the facility social
services manager if she interviewed Resident # 5,
The facility social services manager stated that
she and the facility executive director met with
Resident # 5 on Monday and wanted to make
sure he felt safe. The facility social services
manager stated that Resident # 5 was moved to a
different rcom on Monday following the incident
that had occurred on the previous Saturday. The
facility social services manager stated that
Rasident # 5 said that he didn't want the glleged
perpetrator to come back and the facility
executive director said we had to complete the
investigation.

On 12/14/18 at 9.23 am, the surveyor interviewed
the unit manager RN # 1. The survevor asked ithe
unit manager RN # 1 if she had a conversation
with Resident # 5§ where he expressed concerns
about the alleged perpetrator being allowed back
into the building. Unit manager RN # 1 stated that
she did speak with Resident # 5 and he asked
why was the alleged perpetrator still baing
allowed in the buikling afler what she did to him.
Unit manager RN # 1 stated that she toid
Resident # 5 that the facility executive director

i was aware and investigating the siluation but she
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could not tell the alleged perpetrator that she
could not visit her loved one. Unit manager RN #
1 told the surveyor that the facility did 15-minute
safety checks on Resident # 5 to ensure he was

| safe, The surveyor requested a copy of the safety
| checks.

On 12/14/18 at 8:38 am, the surveyor inferviewed
| the director of clinical services regarding the
allegation of abuse reported by Resident # 5 on
1218/18. The director of nursing stated, "it
happened on the weekend.” *l didn't do any of the
| Interviews.” The director of clinical servicas stated
that the facility executive director and the facility

| social services manager did the interviews. The

surveyor asked the director of clinical services if

i she was aware that Residant # 5 reported abuse.
| The director of clinical services stated, "Of course

his perception s his perception.” The surveyor
asked the director of clinical services how long
does the facility have to report suspected abuse
The director of clinical services stated, "2 hours
typicaly.” The surveyor asked the director of
clinical services what is the procedure for
suspected rasident to residenl abuse. The
director of clinical services stated thay are
automatically separated and if needed ws can do
one to one The surveyor asked the director of
clinical services what was the procedure to staff
to resident abuse. The director of clinical services
stated that the employee is suspended pending
investigation. The surveyor asked the director of

| clinical services what was the procedure for

allegations of visitor to resident abuse. The
director of giinical services stated we ask them to
leave the facility unti: the investigation is
complete. The surveyor asked the director of

| clinical services why the alieged perpetrator was
 altowed to return to the facility if the investigation
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into Resident # 5's allegation of abuse had not
been completed. The direcior of dlinical services
stated. "There's a fing line when teliing them they
can't visit their loved one, They haven't had
contacl.” The director of clinical services stated, |
wish | could give you more information but the
investigation is not complete.”

On 12/14/18 at 11:06 am, the surveyor
interviewed the facility executive dirsclor in the
presencs of the survey team. The surveyor asked
the facility executive director what the procedure
was for allegations of resident to resident abuse.
The facility executive director stated, "Separate
and investigate.” The surveyor asked the Facility
executive director what the procedure was for
allegations of staff to resident abuse. The facllity
executive director stated that the employee was
to be suspended pending investigation. The
surveyor asked the facility exscutive director what
was the procedurs for allegations of visitor to
resident abuse. The facility executive director
stated, that a facility reported incident would be
submitted, the incident would be investigated, and
the visitor would be asked to stay away untii the
investigation is complete. The surveyor asked the
facility executive director why the family was not
asked to stay away during the investigation of the
allegation of abuse reported by Resident # 5. The
facility executive director stated, "Or they meast
with me and the director of nursing and we
determine if they can come bagk. t met with the
family on Monday and with Resident # 5's history
of 3 or 4 occasions that he has lied, the residents
were separated and Res'dent # 5 was moved to
another room. | decided that the zlleged
perpetrator could relurn to the bullding.” The
surveyor asked the facility executive director how
he could make that determination when the
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wouldn’t have done anything differently. We
separated them. We met with the family." The
surveyor stated to the fachity executive director
that the alleged pemetrator returnad to the
building on Sunday and Resident # 5 stated thal
she jerked the table from under him. The facility
executive dirsctor stated, "No she wasnt, | was
here all day and no one came in. | drove siaff
back and forth 1o the hotel.” The surveyor asked
the facllity executive director if he knows for a fact
that the alleged permpetrator did not enter the
building because on 12/13/18 after viewmng the
visitor sign in log and seeing that no one had
signed in as a visitor, 2 surveyors toured the
facility saw the alleged perpatrator along with her
mother and grandson visiting with their loved one
in the hallway al the same table thal Resident # 5
sald the alleged perpetrator jerked from
underneath him. The facility executive director did
not respond. The surveyor informed the facility
executiva director thal Resident # 5 became
tearful during the interview when he reported
what happened. The surveyor told the faciity
executive director that Residant # 5 had been
working on his toileting and staled that the
alteged perpetrator yelled at him and prevented
him from using the bathroom causing him to
urinate on himself, The facility exacutive director
stated, "She says she sat on the bed falking to
him.” The surveyor stated to the faciity executive
director that he stated that Resident # 5 tells lies
but the faciity is sti!! obligated to protect him. The
surveyor informed that facility executive director
that Resident # 5 stated that he isn't coming out
of his raom like he normally does and is only
coming oul for meals because he does not want
to run into the alleged perpetrator and this is not a
normal behavior for Resident # 5. The facility
executiva director stated, "I don't know what the
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solution is. (Resident nama withheld) has been in
that room forever and he doesn't want to move.

| They faught for years to get him back to that unit.”
The surveyor told the facility executive director
that she was unable to advise him on what to do
but he has an obligation to protect Resident # 5

| and a'l residents

The facility policy on "Abuse, Neglect, Exploitation
& Misappropriation” contained documentation that
 included but was not limited to:
.."Mental and verbal abuse include but are not
limited to
Harassing a resident
Mocking, insuiting, ridiculing
Yelling or hovering over a resident, with intent to
| intimidate
Threatening residents, depriving a resident of
care or withholding a resident from contact with
| family and friends
| Neglect is the failure of the center, its employees
or service providers to provide goods and
services to a resident that are necessary lo avoid
physical harm, pain, mental anguish or emotional
distress. Examples include put are not limited to:

Failure to take precautionary measures to protect
the heaith and safety of the resldent.

Procedure Acts of abuse directed against
residents are absolutely prohibited. Such acts are
cause for disciplinary action including dismissal
and possible prosecution. Quastions may arise as
to what actions constitute abuse of a resident.
Any action that may cause or causes actual
physical psychological or emotional ham, which
is not caused by simple negligance, constitutes
abuse. Actions such as siriking a resident,
restraining a rasident improperly or without

i
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authorization, and other such acts which can bg

seen as causing physical pain 10 a resident are

striclly forbidden. Acts such as teasing,

humiliating, degrading, or intentionally ignoring a

resident may constitute abuse and will be dealt

with no less severely than acts causing physical

! harm. Non-action, which results in emotional,
psychological, or physical injury in the same

, manner as that caused by improper or excessive

i action. All actions in which employees engage
with residents rust have as their legitimate goal,

| the healthfu, proper, and humane care and

| treatment of the resident.

| Furthermore, the Administration of the company

| recognizes that resident abuse ¢an ke committed

| by other residents, visitors, or volunteers.

I Employee Obligation
i All employees have a duty to respect the nghts of
all residents, to treat them with dignity and to
prevent others from violating their rights. Any
employee, who witnesses or has knowledge of an
| @ct of abuse or an allegation of abuse, neglect,
i exploitation or misireatment, including injuries of
| unknown source and misappropriation of resident
property, to a resident, is cbligated to report such
information immediately, but no later than 2 hours
I after the allegation is made, if the svents that
cause the aflegation involve abuse ar result in
serious bodily injury, or not later than 24 hours i
the events that cause the allegation do not
involve abuse or do not result in serious bodily
infury, to the Administrator and to other officials in
accordance with State law. In the absence of the
Executive Director, the Dirsctor of Clinical
Services is the designated abuse coordinator.

An employee shall be deemed to have viplated
his obligalions in paragraph 14 (above) if he

F 600

FORM CMS-2567102-99) Previous Versions Obsolate Even 1D YaF111

Facility 1ID; vagzos

If continuation sheat Page 41 of 187



From:Pheasant Ridge Nursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5407255735

01/23/2019 14:12

#250 F.046/191

PRINTED: 011162019
FORM APPROVED

does any of the following:
Harasses or otherwiss retaliates against any
resident, employee, or other person who
discloses information or participates in an
investigation of an act of resident abusg.

5. Investigation

The Abuse Coordinator or his/her designee shall
| Investigate all reports or allsgations of abuse,
neglect, Mmisappropriation ang exploitation, A
sacial Service representative may be offered in
the role of resident advocate during any
questioning of or interviewing of residents,
Invastigations will be accomplished in the
following mannar

Immediately upon the allegation of abuse or
neglect. the Suspeci(s) shall bg segregated from
residents pending the investigation resident of the
aflegation.

Protection
Increased supenvision of the alleged victim ang
residents © .

On 12714118 at 2:02 Pm, the administrative team
was made aware of the findings as stated above,

No further information regarding this incident was
provided to the survay team prior to the exit
conference on 12/14/18.

2. For Resident #89 tacility staff failed to ensure
the resident was free from unnecessary restraint
and misappropriation of property.

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not
limited to, hemiplegia ang hemiparasis following
subarachnoid hemarrhage, dysphagia, encounter

—
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i for care of tracheostomy, atherosclerotic heart
diseass, pest-traumatic sirgss disorder, bipolar
disorder, atherosclerotic haart disease, diabetes
mellitus type |, and chronic obstructive pulmonary
heart dispase. On the quarterly minimum data
set assessment with assessment reference date
10/10/2018, the resident scorad 15/15 on the
brief intarview for mental status and wag
assessed as lacking signs of delirium, psychosis,
or behaviors affecting salf or others. The
resident's latest sale smoking assessment was

. dated 9/26/18 and Indtcated the resident was able
to smoke Independently. The resident was acting
as her own responsible party.

During an interview on 12113118 the residen:
raported being generally content with physical
care received, but indicated 2 desire to transfer to
another facility prior to the planned ban on
| smoking Starting in February 2019 The resident
reported having asked several times about
progress toward the transfer, but having no
timeline for the transfer, The resident also
repoited being sent to the hospital for
tracheostorny revision the month before, The
resident said she had been given no written
notice of the reasons for transfer to the hospitai.

Ciinical record review reveled that on 1112118, a
staff member took the Tesident's cigarettes. The
CNA and nurse on duty told the resident she
could not smaoke as a salety concern. The
resident's smoking assessment from 9/23/28
indicated the resident was safa as an
independent smoker. The resident requestaq to
leave AMA {agains! medicat advica), signed
paperwork indicating that was her intent, and

| started calling tamily and friends for a fide. Staff
| alled the resident's father {this was not 5
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guardianship
leave and to

. resident was

her- concemn

, resident had

give her ciga

asked about

was sen for

Fan0 Continued From page 43

situation) and he saig not to iet her
et her a psychiatnc evaluation

regident to the fiospital. There was no indication
the resident's physician was notifisd of the
situation or that there was a change of condition
requiring hospitalization,

In the hospital discharge summary, the hospital
Psychiatrist azssessment dated 11/2/18 saig the

axhibiting no Symptoms, but wanted

her to stay af the hospital untit APs could talk to

was the residant's safety from

facility staff. The hospital note included in history
that nursing home staff called ths police and
Teported Resident #89 was trying to biow up the
building and kill residents. Police declined 1o
remove her from the building after interviewing

; the resident and her room Mate (who said the

ot said thal, but the nurse had),

Anurse's note dated 11/3/18 indicated thai the
resident asked to Smoke and the nurse refused to

rettes, saying that the resident was

told she couldn't take off her oxygen bacause
saturation levels might drop and the resident was
given a sedative medicalion instead.

During a summary meeting on 12713118, the
Surveyor reported to the administrator, director of
clinical {DCS) and the corporale regional director
for clinical setvices the concarmn with the situation
on 11/2 descrived in the Tecord. The surveyor

the policy followed when a resident

signed out AMA. The facility had no procedure for

that event. No one acknowledged fhg resident

ECO after she signed out AMA. The

administrator stated the fesident didn't have any

|
|

|

|
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Place to go. When asked about the resident’s Fg07.- De!glg;_;[[mgfgmeng
cigarettes being confiscated and the police being Ab!!sg;u,g,%! efc Poligi E
called when the resident signed out AMA, the
OCS stated she was unaware of the resident ever 1. Facility submitted 3 ERI
ggtszemg allowed 0 smoke when she wanted to (Faqility Reportable Incident) for
: . Resident #g9 on 1/21/261g,

F 807 Developfimplement Abuse/Neglect Policies
88=D | CFR{s): 483.12(b)(1)-(3)

1 §483.12(b) The faciity must develop ang

‘ implement written policies and procedyras that-

|
§483.12(b)(1) Prohibit and pravent abuse,
neglect. and exploitation of residents and
misappropriation of resident proparty,

§483. 12(b)(2) Establish palicies and procedures
to investigate any such allegations, and

§483.12(b)3) Include training as required at
paragraph §483.95,

This REQUIREMENT is not met as evidenced
ty:

Based on resident and staff interview and
clinical record review. the facility staff failed to
ensure 1 of 23 residents was free from abusg by
taking property and preventing dacisions
important to the residant (#89).

Resident ECO#39 wag admitted to the facility on
3/2817. Diagnoses included, but were not
limited to, hemiplegia and hemiparesis following

for care of tracheostomny, atherosclerotic heart
disease, post-traumnatic stress disorder, bipoiar
disorder, atherosclerotic heart disease, diabates

heart disease. On the quarterly minimum data

subarachnoid hemorrhage, dysphagia, encountsr

mehitus type I, and chronic obstructive ptimonary

2. The RDCS and Ums
completeq Quality reviews
inlerviews of a1t current residents
(cognitivaly impairegd residents'
fepresentatives Were contacted)
to ensure fesidents are provided
Gare in a respacfyl and dignified
manner on 1/22/19 Follow up
based on findings.

——— e L

3. Thg DCs, ADCS, RDCS and
UMs wilj re-educate facility staff
on federa) regulations gng
guideiines for Freedom from

buse, Neglect, and Exploitation
by /28119,

4. DCS and or ADCS wili
coqduct random resident and or
t‘hear representative infervigws 3
times per wegk for 4 weeks, then
weekly for 3 months, to ensyre
residents are Provided care in 5
dignified manner and their ability
to exercise theij; fights js
respected,
Findings wijj be reviewed by

| commitieq menthly ang
Quality Monitoring Updated ag
indicated,
5. Date of Compliance
1/28/2019, P = =
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set assessment with assessment reference date
10/10/2018. the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of delirium, psychosis,
or behaviors affecting self or others, The
resident's latest safe smoking assessment was
daled $/26/18 and indicated the resident was ablg
to smoke independently. The resident was acting
as her own responsible party.

During an interview on 1213118, the resident ; |
' reported being generally content with physical ’

| care recsived, but indicated a desire 1o transfer to
another facility prior to the planned ban on
smoking starting in February 2019, The resident
feported having asked sgveral times about
progress towanrd the transfer, but having no
timeline for the transfar, The resident also
feported being sent to the hospital for
tracheosiomy ravision the month before, The
resident said she had baen given no written
notice of the reasons for transfer to the hospital,

Clinical record review reveled that on 112118 a {
stalf member took the resident's cigareties. The
CNA and nurse on duty told the resident she
could not smioke as a safety concern. The
resident's smoking assessment from 9/23/28
indicated tha resident was safe as an
independent smoker. The resident requested to
leave AMA (against medical advice), signed
paperwork indicating that was her intent, and
started calling family and friands for a ride.  Siaff
calied the residant's father (this was not g
guardianship situation) ang he said not to let her
leave and to get her a psychiatric evaluation,
Staff requested a ECO {emergency commitment
order} and calied an ambulance 1o take the

| resident to the haspital, Thers was no indication
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situation or that there was g ¢hange of condition
requiring hospitalization,

In the hospital discharge summary, the hospital
psychiatrist assessment dated 11/2/18 said the
resident was exhibiting no symptoms, but wanted
her to stay at the hospital untit Adult Protactive
Services could taik to her- COncern was the
resident's safaty from facility staff. The frospital
note included in history that nursing home staff
called the potice and reported Resident #3839 was
trying to blow up the building and kill residents.
Police declined to remove her from the builing
afler interviewing the resident and her room mate
(who said the resident had not said that, but the
nurse had).

Anurse's note dated 11/3/18 indicated that the
resident asked to smoke and the nurse refused to
give her cigarettes, saying that the resident was
told she couldn't take off her oxygen because
saturation levels might drop and the resident was
given a sedative medication instead.

During a summary meeting on 12/13/18, the
surveyor feported o the administrator. director of
clinical (DCS) and the corporate regional director
for clinical services the concemn with the situation
on 11/2 described in the recard. The sSurveyor
asked about the policy followed when a residant
signed oul AMA. The facility had no procedure for
that event. No one acknowledged the resident
was sent for ECQ after she signed ot AMA. The
administrator stated the residsnt didn't have any
place to go. When asked about the resident's
cigarettes being confiscated and the police being
céalled when the resident signed out AMA, the
DCS stated she was unaware of the resident ever
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§483.12(c) In response to allegations of abuse.
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure thal all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source ang misappropriation of resident property,
are reported immediately, but net later than 2
hours after the allegation is mada, if the events
that cause the allegation invoive abuse or resultin
serious bodily injury, or not later than 24 hours if

abuse and do not result in serious bodily injury, to
the administrator of the facilty and to other

agult protective services where state law provides
for jurisdiction in tong-tenm: care facilities) in
accordance with State law through established
procaduras.

§483.12(c)(4) Report the resuits of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the Slate
Survey Agency, within 5 working days of the
incident, and if the alieged viclation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced

by:

the events that cause the allegation do not involve

officials (including to the State Survey Agency and

Facility submitted a FR| {Fagility
Reportable incident) for
Resident #89 on 1/21/2019.

2. On 1122/2019 the Clinical
Quality Specialist (CQS)
completed quality review of
facility reportable incidents in the
last 30 days to ensure incidents
were reported in a timely
manner. On 1/22/18 the RDCS
and UMs completed quatity
review/interviews of all current
residents (cognitively impaired
residents’ representatives were

. contacted) {0 ensure residents

are free from abuse and neglect.
Follow up based on findings.

3. On 1/24/2019 the RDCS
provided 1 on 1 re-education to
the facility ED on the federal
regulations and guidelines for
reporting Abuse and Neglect and
the Elder Justice Act. The
ADCS and RDCS will provide re-
education to facility staff on the
federal regulations and
guidelines for reporting Abuse
and Neglect and the Elder
Justice Act by 1/28/19.
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not being allowed to smoke when she wanted to
do so0. The surveyor informed the DCS that lack F
of management awarenass of the situation £- Reportin leged
indicated that facility pclicies failed to protect the Violation
resident, 3 L
F 809 | Reporting of Alieged Violations F 609 1. Facility submitted & FRI for
55=D | CFR(s): 483.12(cX1)(4) Resident #5 on 1211172018,
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Based on resident interview, staff inlerview,
clinical record review, and facility document
review, the facility staff falled to report allegations
of abuse within a limely manner for 2 of 23
Residents in the survey sample, Resident # 5 and
Resident # 89.

The findings included:

1. The faciity staff failed to report allegations of
visitor to Resident abuse within a timely manner
for Resident #5

Resident # 5 was a 40-year-old-male who was
admifted to the facility on 4/20/18 with a
readmission date of 8/27/18. Diagnoses included
but were not limited 1o, hypertension. major
depressive disorder, anxiety disorder, and benign
prostatic hyperplasia.

The clinical record for Resident # 5 was reviewed
on 12/13/18 at 10:41 am. The mosl recent MDS
{minimum data set) assessmend for Resident # 5
was a quarterly assessrent with an ARD
(assessment reference date) of ©/3/18. Seclion C
of the MDS assesses cognitive patterns. In
Section CO500, the facility staff documented that
Resident # 5 had a BIMS (brief interview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact.

On 12/13r18 at 7.55 am, the surveyor was in
Resident # 5's room conducting a Resident
interview. During the interview Resident# 5
reported to the surveyor that on 12/8/18, the
alleged perpstrator (his former roommate’s sister)
"Got in my face, yelled at me and blocked the
bathroom and wouldn'i fet me use the bathroom."

4. ED and or DCS will conduct
random quality monitoring of
Grievances/Concerns o ensure
incidents/allegations are
reported timely, 3 times per
waek for 4 weeks, then weekly
for 3 months. DCS and or
ADCS will conduct random
resident and or their
represeniative interviews 3 times
per week for 4 weeks, then
weekly for 3 months, to ensure
residents are free from Abuse,
Neglect and Exploitation.
Findings to be reported to QAPI
comimittee monthly and updated
as indicated. Quality monitoring
schedule modified based on
findings.

5. Date of Compliance
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Resident # 5 stated that he was going back to his
room to get hot chacolate for a group of
Restdents thai he was socializing with and to use
the bathroom because he is on a
bladder-retraining program. Resident & 5 stated
that when he got to his room, the alleged
! perpetrator asked him "What's going on with you
" and (Resident's name withheld)? Resident #5
stated that he told the alleged parpetrator nothing
was going on and that he did not know what she
was lalking about. Resident # 5 then stated that
the alleged perpetralor got in his face and began
lo ye'l at him stating that Resident # 5s former
roommate fold the alleged perpetrator that
: Resident # 5 had been treating him differently and
: that Resident # 5 was going 1o te'i her what was
| going on. Resident# 5 stated that he told the
| alleged perpetrator that he needed to use the
| bathroom:. Resident # 5 stated that the alleged
perpetrator stood in front of the bathroom door
and told him he was not going to use the
bathroom until she was done with him. Resident #
5 stafed that he told the alleged perpetrator, "This
is our room and you are a guest here.” "You need
to get out of here." Resident # 5 staled that the
alleged perpetrator continued to blogk the door to
the bathroom. Resident # 5 stated that he began
fo urinate on himself Resident # 5 stated, "l felt
awful, | cried.” Resident # 5 stated that the
alleged perpetrator finally aiowed him to go inte
the batiroom after he had urinated on himself
and stated to him, *} am going to be right here
when you get out because you are going to teli
me what's going on with you and (Resident's
name withheld). Resident # 5 stated that the
alleged perpetrator continued to yell at him
through the door while he was in the bathroom,
Resident # 5 stated that he called the polics,
Resident # 5 stated that the police came and
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“She threw a fit." Resident # 5 stated that the
police made her leave that evening but it would
be up to "them" (the facility) if they bar her from
the facility. Resident # 5 stated that later that
same evening other family members of his formar
roommate came in and “intimidated" him.
Resident # 5 stated that his former roommate’s
family members sat on the other side of the room
saying mean things to him and stated, "If
something happeans 1o (Resident’s name
withheld) their asses is mne " Resident# 5
stated, "They made me feel like | was a piece of
crap.” Resident # 5 stated the next day "They
came back in here like it was ncthing " Resident #
5 stated that the day after the incident that the
alleged perpetrator approached him as he was
sitting at a square table in the haliway outside of
their room and “jerked the table away from me.”
Resident # 5 stated that he asked a stalf member
why the alleged perpetrator was allowed to come
back into the facility after what she did to him.
Resident # 5 stated that he was toid she has a
right to visit her family member. Resident # §
stated that he spoke with the facility execulive
director on Monday and the facitity executive
director told Resident # 5 they would move him to
a differont room. Resident # 5 stated that the
facility execulive direcior stated to him, "we got it
all handled.” Resident # 5 stated that he replied,
"It handles the room but it doesn handle what
she did to me." Resident # 5 stated that the
facility executive director stated to him, "You let
me handle that." "t got 2 days to investigate that.”
Resident # 5 then stated {o the surveyor, "It does
not make any sense how she treated me." "It
made me feel like | was worthless, and they let
her come back in here like it was nothing after the
faw put her out.” | thought with me being a
patient hers | would be protecied more.” The

F 609
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surveyor obsarved at this time that Resident # 5
became tearful. Resident # 6 stated, "What
happens when she attacks someabody else?" Are
you just going to put people in another room and
say that sefties that."

On 12/113/168 a1 9:58 am, the surveyor interviewed
unit manager RN # 1 (registered nurse) about the
allegations of abuse reported by Resident # 5
Unit manager RN # 1 stated, “| am aware briefly, |
only know that the family was acting inappropriate
and threatened him (Resident # 5) and 1he police
were involved.”

On 12/13/18 at 1G:00 am, the surveyor
interviewed the facility executive director about
the allegations of abuse reportad by Rasident # 5.
The facility executive director stated, "l was called
Saturday night saying the police had to come to
the facility saying there was a yelling match with
[Resident # 5] and [Resident # 5's] former
rogmmate's sister.” "We had the daughters
(referring to Resident # §'s former roommate's
sistars) come in Monday and we spoke lo them
and Resident # 5." The facllity executive director
informed the surveyor that he was in the process
of investigating the incident and that a FRI {facility
reported incident) was submitted. The facility
executive director then stated that Resident # 5
had been known to lie and then come back and
admit to lying and saying that he was sorry. The
facility executive director also stated that the
nuree that called him at home to report the
incident had issues with Resident # 5's former
roommate’s family and called him that night to
report the incident she asked if he was going to
have them barred from the facility. The facility
exgcutive director stated, | don't reaily have any
evidence there were no eye witnesses. | will be
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finishing this invastigation by Monday but | can't
see where any abuse occurred.” The facility
executive director provided the surveyor with a
copy of a "Facility Reported Incident (FRI)" form.
The Facility Reported Incident form contained
documentation that included but was nat limited
to,

..." Report date 12-11-18, Incident date 12.8-18
Incident type Allegation of abuse/mistreal” ..

Tha facility policy on "Abuse, Neglect, Exploitation

& Misappropriation” contained documentation that

included but was not limited to,

..."7. Reporting/Response

Any employee or contracled service provider who

witnesses or has knowledge of an act of abuse or

an allegation of abuse, neglect. exploitation or

| mistreatment, sncfuding injuries of unknown

' source and misappropriaticn of resident property,
to a resident, is obligated to report such

| information immediately, but no later than 2 hours
after the allegation is made, If the events that
cause the allegation involve abuse or resuitin
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not

| involve abuse and do not result in serious bodily

injury, to the Administrator and to other officials in

accordance with State law. In the absence of the

Executive Diractor, the Director of Clinical

Servicas is the designated abuse coordinator.

Once the allegation of abuse is reported, the

Executive Directar, 2s the abuse coordinator, is

responsible for ensuring that reporting is

completed timely and appropriately to appropriate

officials in accordance with Federal and Stale

regulations.”

On 12/13/18 at 5:45 pm, the administrative team
was made aware of the findings as statad above

FORM UMS-2567(02-50; Previous Varsions Obaslete

Evant ID;Y3F111

Faciity 1D VAD203 if continuation sheet Page 53 of 187



From.Pheasant Ridge Mursing & Rehab 5407255735 D1/23/2019 14:149 #250 P.OSB/191

PRINTED: 0116/201%

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES (Xl PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
495325 B.WING 12/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4355 PHEASANT RIDGE ROAD, SW

P ANT RIDGE N RE CENT
HEAS RIDGE NURSING & REHAB CENTER ROANOKE, VA 24014

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES : 2} PROMIDER'S PLAN OF CORRECTION Xy
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 69| Continued From page 53 F 608

No further information regarding this incident was
provided to the survey team prior to the exit
confarance on 12/14/18.

2. For Resident #89, facility sta#f failed io report to
the agency that the resident reported abuse of

| rights and property o staff on 14/3/18 as

| indicated by nursing notes on that date.

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not

| limited to, hemiplegia and hemiparesis following

i subarachnotd hemorrhage, dysphagia, encounter
for care of trachaostomy, atheroscleratic heart
diseasa, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart diseass, diabetes
meliitus type |, and chronic obstructive pulmonary
hear disease. On the quarterly minimum data
set assessmant with assessmant reference date
10/10/2018, the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of dalirium, psychosis,
or behaviors affecting self or others. The
resident’s latest safe smoking assessment was
dated 9/26/18 and indicated the resident was able
to smoke independently. The resident was acting
as her own responsible party.

During 2n interview on 12/13/18, the resident
reported being generally content with physical

; care received, but indicated a desire to transfar to
another facility prior to the planned ban on
smoking starting in February 2019. The resident
reported having asked several times about
progress toward the transfer, but having no

- timsline for the transfer. The resident also
reported being sent to the hospital for

: tracheostomy revision the month before. The

| resident said she had been given no written
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notice of the reasons for transfer to the hospital,

Clirical record review reveled that on 11/2/18, a
staff member took the resident's cigarettes. The
CNA and nurse on duty told the resident she
could not smoke as a safety concern. The
resident's smoking assessment from 9/23/28
indicated the resident was safe as an i
independent smoker. The resident requestad to
laave AMA (against medical advice), signed
paperwork indicating that was her intent, and
started caling family and friends for a ride. Staff
called the resident's father (this was not a
guardianship situation) and he said not to let her
leave and to get her a psychiatric evaluation.
Staff requested a ECO (emergency commitment
order) and called an ambulanca to take the
resident to the hospital. There was no indication
the resident's physician was notified of the
situation or that there was a changs of condition
requiring hospitalization.

In the hospital discharge summary, the hospital
psychiatrist assessment dated 11/2/18 said the
resident was exhibiting no symptoms, but wanted
her to stay at the hospital until Adult Protective
Services {APS) could talk to her- concern was the
resident's safety from facility staff. The hospital
note included in history that nursing home staff
¢alied the police and reported Resident #89 was
trying to blow up the building and kill residents.
Police declined to remove her from the building
after interviswing the resident and her room mate
(who said the resident had not said that, but the
nurse had).

" Anurse's note dated 11/2/18 indicated that the
resident reporied to staff that she falt staff was
stealing from her and that the resident signed
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paperwork indicating intention to leave before
staff called police o deal with the situation (it was
unclear whather the police were supposed to
remove the resident or prevent her from leaving,
but that she would not be allowad to leave with
the person of her choice). A nurse's note dated
11/3/18 indicated that the resident asked to
smoke and the nurse refused to give her
cigarettes, saying that the resident was told she
couldn't take off her oxygen because saturation
levels might drop and the resident was given a
sedative medication instead. i

During a summary meeting on 12/13/18, the
surveyor reported to the administrator, direcior of
clinical (DCS) and the corporate regional director
for clinical services the concern with the situation
. on 14/2 described in the record. The surveyor
i asked about the policy followed when a resident
i signed out AMA. The facility had no procedure for
that event. No one acknowledged the resident |
was sent for ECO afler she signed out AMA. The
administrator stated the resident didn't have any
place to go. When asked about the residents
clgareties being confiscated and the police being
called when the resident signed out AMA, the
DCS stated she was unaware of the resident ever
not being allowed to smoke when she wanted to
do $0. The surveyor informed the DCS that lack
of management awareness of the situation
indicated that facility policies failed to protect the
resident. The facility failed to report the staff's
allegations of threats and the resident's
allegations of staff abuse of rights to the
appropriate agencies.
F 610 | Investigate/Prevent/Commect Alleged Viokation F 610
$8=0 | CFR(s): 483.12{c)(2)-(4)
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§483 12(c) In response to allegations of abuse, E610-
neglect, exploitation, or mistreatment, the facility Investinate/Prevent/Correct
must: Alleged Violations
§483 12(c)}{2) Have evidence that alf alleged 1. Facilily investigation related to
viplations ase thoroughly investigated. Resident #5's allegation was
: . completed by ED on 12/17/2018.
e 00 e et s s Residnt 5 rrvined on
invge s“g-atiofl i 1/17/2019 by RDCS with facility
: 5SD present. Resident feels
§483.12(c)(4) Report the results of ai safe at the facility and feels that
investigations to the adminisirator or his or her staff treats them with dignity and
designated representative and to other officials in respect.
accordance with State Taw, including to the State
Survey Agency, within 5 working days of the 2. CQs completed quality
incident, and it the alleged violation is venfied review of facility reportable
appropriate corrective action must be taken. incidents in the last 30 days on
This REQUIREMENT is not met as evidenced 1/22/201 to ensure incidents are
by: thoroughly investigated. Follow
Based on resident interviaw, staff interview, up based on findings.
facility document review, and clinical record 3
review. the facility staff falled to thoroughly : 032 ;;211 12029 'hedRDC.S
investigate allegations of abuse for 1 of 23 31 i on 1 re-education to
Residents in the survey sample. Resident # 5. e facility ED on the federal
regulations and guidelines for
The findings included: reporting Abuse and Neglect and
the Elder Justice Act. The
1. The facility staff failed to maintain ADCS and RDCS wil! provide re-
documentation of a complete and thorough education fo facility staff on the
invesfigation into an allegation of abuse reported federal regulations and
by Resident # 5 guidelines for reporting Abuse
and Neglect and th
2. The facllity staff failed to prevent further Justice gAct by 1 128;:! 5 il
potential abuse while the investigation was in ’
process as evidenced by, the allegation occurred ’
on 12/8/18, Resident # 5 was not transferred to
another room urtil 12/10/18, and the aleged
perpetralor was allowed to return to the facility
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and have access te Resident # 5 and other
| Residents and the investigation had not been

4. ED and or DCS will conduct
random quality monitoring of
Grievances/Concerns to ensure

: completed. incidents/allegations are
reported timely, 3 times per

Resident # 5 was a 40-year-old-male who was week for 4 weeks, then weekly
admitted to the facility on 4/20/18, with a for 3 months. DCS and or
readmission date of 8/27/18. Diagnoses included ADCS will conduct random

; but were not limited to, hypertension, major resident and or their

| depressive disorder, anxiety disorder, and benign representative interviews 3 times
prostatic hyperplasia per week for 4 weeks, then

weekly for 3 months, to ensure
The clinical record for Resident # 5 was reviewed residents are free from Abuse,
on 12/13/18 at 10.41 am. The most recent MDS Neglect and Exploitation.
{(minimum data set) assessment for Resident # 5 Findings to be reported to QAP
was a quarterly assessment with an ARD commiltee monthly and updated
(assessmant reference date) of 9318, Section C as indicated. Quality monitoring
of the MDS assesses cognitive patterns, In schedule modified based on
Section CO500, the facility statf documented that gndgnggs.  Complian
Resident # 5 had a BIMS (brief interview for 1)28 132:1; Olip-gnca
mental status) scora of 15 out of 15, which ol e
indicated that Resident # 15 was cognitivaly ¥
infact.
The plan of care for Resident # 5 was reviewed
and revised on 11/8/18. The facility staff
documented a focus area for Resident # 5 as,
“Resident # 5 is independent on staff for
activities, cognitive stimulation, social interaction
1/t (refated to} anxiety, depression, PTSO (post
traumatic stress disorder) limited mobility,
quadriplegia, pain, participating in activities of
thoice, self acts in room such as TV (television),
computer, phone, sitling on porch, parties, bingo,
music, socializes with staif and residents.
Resident # 5 goes by cab on community outings.”
Interventions incluged but ware not limited to;
"Report resident ¢/o (complaint of) pain,
discomfont, breathing difficulties ar any other c/o
that interferes with the resident’s ability to
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participate in activities to the nurse prn {as
nesded)." The surveyor reviewed the entire plan
of care for Resident # 5 and did not see an
update that Resident # 5 made stalements that
are untrue,

1 On 12/13/18 at 7:55 am, the sufveyor was in
Resident # 5s room conducting a Resident
interview. During the interview Resident # 5§
reported to the surveyor that on 12/8/18, the
alleged perpetrator (his former roommate's sister)
Gotin my face, yelled at me and blocked the
bathroom and wouldn't 8t me use the bathroom.”
Resident # 5 stated that he was going back to his
room te get hot chocolate for a group of
Residents that he was socializing with and to use
the bathroom because heis on a
bladder-retraining program. Resident # 5 stated
that when he got to his room, the alleged
perpetrator asked him "What's going an with you
and (Resident's name withheld)? Resident# §
stated that he told the alleged perpetrator nothing
was going on and that he did not know what she
was talking about. Resident # 5 then stated that
the alleged perpetrator got in his face and began
to yell at him stating that Resident # 5's formar
roommate told the alleged perpetrator that
Resident # 5 had been treating him differently and
that Resident # 5 was gaing 1o tell her what was |
going on. Resident # 5 stated that he told the |
|
]

alleged perpetrator that he needed to use the

bathroom. Resident # 5 stated that the alleged
perpetrator stood in front of the bathroom door

and told him he was not going to use the

bathroom until she was done with him. Resident #

5 statad that he told the alleged perpetrator, "This |
is our room and you are a guest here.” "You need i
to get out of here.” Resident # 5 stated that the |
alleged perpetrator continued to block the door to i
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the bathroom. Resident # 5 stated that he began
to urinate on himself. Resident # 5 stated, "I felt

awful, | cried.” Resident # 5 stated that the

alleged perpetrator finally allowed him to go into
. the bathroom after he had urinated on himself
{ and stated to him, "l am going to be right here
when you get out because you are going to tell
me what's going on with you and (Resident's
name withheld). Resident # 5 stated that the
alleged perpstrator continued to yell at him
through the door while he was In the bathroom.
Resident # 6 stated that he callad the police.
Resident # § stated that the police came and
"She threw a fit." Resident # 5 stated thal the
police made her leave that evening but it woukd
be up to "them" (the facility) if they bar her from
the facility. Resident # 5 stated that later that
same evaning other family members of his former
roommate came in and “intimidated" him.
Resident # 5 stated that his former roommate's
family membars sat on the other side of the room
saying mean things fo him and stated, "If
something happens to {Resident's name
withheld} their asses is mine." Resident # 5
stated, "They made me feel like | was a piece of
¢rap.” Resident# 5 staled the next day “They
came back in here like it was nothing.” Resident #
§ stated that the day after the incident that the
slleged perpetrator approached him as he was
sitting at a square table in the haliway outside of
their room and “jerked the table away from me."
Resident # 5 stated that he asked a staff member
why the alleged perpetrator was allowed to come
hack into the facility after what she did to him.
Resident # 5 stated that he was told she has a
right fo visit her family member. Resident # 5
stated that he spoke with the facility executive
director on Monday and the facllity executive
director told Resident # § they woulkd move him to
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a different room. Resident # 5 stated that the
tacility executive director stated to him, "we got it
all handled." Resident # § stated that he replied,
"It handles the room but it doesn't handle what
she did fo me." Resident # 5 stated that the
faciiity executive director stated to him, "You let
me handle that." | got 2 days ta investigate that."
Resident # 5 then stated to the surveyor, "it does
not make any sense how she treated me.” "It
made me fee! like | was worthless, and they let
her come back in here like it was nothing after the
law put her out." "l thought with me being a
patient here | would be prolected more.” The
surveyor observed at this time that Resident # 5
becams tearful. Resident # 5 stated, "VWhat
happens when she attacks somebody else?" Are
youl just going to put peopie in another room and
say that sefties that”

On 12/13/18 a1 9:58 am, the surveyor interviewed
unit manager RN # 1 (registered nurse) about the
allegations of abuse reported by Resident # 5.
Unit manager RN # 1 stated, "l am aware briedly, |
only know that the family was acting inappropriate
and threatened him (Resident # 5) and tha police
were mvolved.”

On 12/13/18 at 10:00 am, the surveyor
interviewed the facility execuitive director about
the allegations of abuse reported by Resident # 5.
The facility executive diractor stated, *| was callsd
Saturday night saying the police had to come to
the facility saying there was a yelling match with
Resident # 5 and the alleged perpetrator. We
had the daughters (the alleged perpetrator and
her sister) come in Monday and we spoke to
themn and Resident # 5" The facility axecutive
director informed the surveyor that he was in the
process of investigating the incident and that &
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| FRI (facitity reported incident) was submittad. The
" facility executive director then stated that
Resident # 5 had been known to lie and then

i come back and admit to lying and saying that he
was sorry. The facllity executive director also

stated that the nurse that called him at home to
report the incident had issues with the alleged
perpetrator and her family and called him that
night to report the incident. She asked if he was
going to have them barred from the facility. The
facility executive director stated. "I don't really
have any evidence. There were no eye
wilnesses. 1 will be finishing this investigation by
Monday but | can't see where any abuse
occurred.”

On 12/13/18 at 10:15 am, the surveyor observed
a progress note documented in the clinical record
for Resident # 5 on 12/9/18 at 3:29 pm. The
progress note was documented as "Resident is
on medi pant b total care with adis (activities of
daily living) incontinant of bowel and biadder uses
walker for ambulation upset due to inciden with
roommate family of them yelling and getting into
his face refusing to let him use the bathroom
police was called due to roommate family being
nasty and inapptopriate by yelling and getting in
his face."

On 12/13/18 a1 10:28 am, the surveyor
interviewed LPN # 1 (licensed practical nurse)
about the allegation of abuse reported by
Resident # 5. The surveyor asked LPN # 1 if she
was working and responsibla for providing care to
Resident # 5 on 12/8/18. LPN # 1 stated, "Yes "
The surveyor asked LPN # 1 if she was awara of
an incident that occurred involving the alleged
perpetrator and Resident # 5. LPN # 1 stated,
"Yes.” LPN # 1 stated that Resident # 5 was in the

F 610
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therapy room playing games with the other
Residents. LPN # 1 stated ihat Resident # 5 was
coming out to go to the bathroom and get the hof
chocolate from his room. LPN # 1 stated thal as
soon as Resident # 5 went in the room the
alleged perpetrator started yelling at Resident # 5
and pinned him against the wall. LPN # 1 stated
that she heard the zalleged perpetrator state to
Resident # 5, "You're not going to the bathroom
I'm not done with you." The surveyor asked LFN
# 1 if she saw the alleged perpetrator pin
Resident # 5 against the wall. LPN # 1 stated,
"No but | heard it." LPN # 1 stated that she heard
Resigent # 5 tell the alleged perpetrator ”| don't
know what you are talking about.” LPN # 1 stated
that she heard the alleged perpetrator tell
Resident # 5 again, "You can't use the bathroom
until 1 am done with you " LPN # 1 stated that
Resident # 5 came out into the hallway crying and
asked her to call the police. LPN # 1 stated, “We
called the police and they came and the alleged
perpetrator was yeliing at tha palice officer.” LPN
# 1 stated, “This was witnessed by Resident#
78's husband (Resident # 78 was not sampled)
LPN # 1 stated that Resident # 78's husband
stated to her, "This happens every nignt.
Something needs to be done.” LPN # 1 stated
that the police had the alleged perpetrator leave
afler she made a scens with them. Surveyor
asked LPN # 1 if she reported this information to
anyone. LPN # 1 stated that she called the
executive director at home to let him know what
happened. LPN # 1 stated, “They never do
anything about what we tell them. They don't
want APS (adult protective services) to come in
here."

On 12/13/18 at 10:38 am, the surveyor reviewed
the clinical record of the Resident #78 (not
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sampled) that LPN # 1 reported her husband
wilnessed the evenls. The surveyor observed
documentation in the progress notes documented
on 12/8/18 at 10.28 pm. The progress note was
documented as "Resident family member was
being talked to nasty by (room number withheld)
family and was told this is the worst facility and
his wife will not be taken care of because we are
the worst and riss treat the residents and son to
sister was very rude to staff and resident family to
where he felt uneasy and there comments
bothered him and he could not make a statement
to staff after incident because he was being
bullied by family he change his statement to loud
commasion {(commation) after he told police she
was yelling at roommate and in his face and this
happened every night 1o not wanting to say
nothing felt very uneasy.”

On 12/13/18 at 3:08 pm, the surveyor interviewed
CNA # 2 {certified nursing assistant) The surveyor
asked CNA# 2 if she worked on the avaning of
12/8/18 and if she was responsible for providing
care to Residant # 5. CNA # 2 stated that she
was on duty and respansible for providing care to
Resident # 5 on 12/6/18. CNA# 2 stated,
“{Resicent # 5] went into his room and within
seconds, you heard all this yelling." CNA# 2
stated that she heard the alleged perpeirator
state.” You are not going to the bathroom until |
am through with you," CNA # 2 stated, | heard
alt this yelling and 1 told LPN #1 something is
going on down there,” CNA # 2 staled that
Resident # 5 came down the hallway and said he
wanted to call the police. CNA# 2 stated that
Resident # 5 stated that the alleged petpetrator
wouldn't et him use the bathroom. The surveyor
asked CNAif Resident # 5 was incontinent at this
time. GNA # 2 stated that Resident # § was
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incontinent. CNA # 2 also siated Resident #5
was crying and upset. CNA# 2 stated that
Resident # 5 had been working really hard trying
bladder training because he wants to go home.
CNA# 2 stated that ancther resident's husband
was outside the room and heard the commotion
and stated that she heard the alleged perpetrator
tell Resident # 78's husband "If you say anything
thay will treal your wife bad.” CNA # 2 stated, "
told the facility executive director what happsened
on Menday and he stated that he was
investigating the issue.”

On 12/13/18 at 5:45 pm, the surveyor spoke with
the facility executive director in the presence of
the survey ieam and the faciity administrative
staff. The surveyor asked the facllity executive
directar if he stated to her in an earlier
conversation that he planned on closing the
investigation on Monday and that he did not see
where any abuse occurred. The facility axeculive
ditector agreed to making that statement in the
presence of tha survey team. The surveyor asked
tha facility executive director to provide what
evidence he had coliected thus far in the
investigation.

On 12/13/18 at 6:03 pm, the facility executive
director provided the surveyor with 4 pages of
handwritten notes that were photocopied from a
notepad. The notes were documented as follows

"12/10/18 Alleged perpetrator- she said the police
escorted her out of the building. Resident # 5
came in the room. The alleged perpetrator asked
if anything happened between (Resident’s name
withheld) and Resident # 5. Resident # 5 she very
loud. This is my home you are not going to go
around this place and tatk about me. She wants
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' to know who initiated the police cail and why,
! what starled it LPN # 1 asked (Resident # 78
husband's name withheid) to writs a statement

12/10/18 Resident # 5- Resident # 5 went into the

room alleged perpetrator waiting on him. Alleged
| parpatrator ask Is there something wrong
between you and (Resident name withheld)
Resident # 5 said nothing. Alleged paspetrator-|
want to know why you stopped paying atlention to
(Resident name withheld). You are not playing
games with (Resident name withheld) Resident #
5-It's because the way your mam and (Resident
name withheld) have been treating me and | am
not {(Resident name withheld) caregiver. Alleged
parpetrator-Oh no you are not going 1o treat
{resident name withheld) this way. Resident# 51
am not doing anything to (Resident name
withheld) Get out of the way I've got to go to the
bathroom. Alleged perpetrator stepped in front of
me and said you are going to talk to me. Resident
# 5 move, | have got to use the bathroom.
Allegad perpetrator you can wait a minute.
Residant # 5 this is cur room you need 1o get out
of here you are just a guest. Alleged perpetrator-
Oh know this is {Resident name withhald) room,
he was here before you and he will be here after
you. Resident # 5-he started urinating on himself
and said get out of my way | have to use the
bathroom, Alleged parpetrator -Go head but{ will
be out here waiting and you are going to tatk to
me she stepped out of the way from blocking the
bathroom. Resident # 5 was in the bathroom he
heard her teking (Resident name withheld) He is
going to talk to me. Resident waited inthe
bathroom a long time he heard her say she was
going to get his food. Resident # 5 came out of
the bathroom when she left. Resident # 5 heard
her say | am feaving but when | get back he is
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going to deal with me. Resident# 5 called the
police. He went lo the family room until they got
here. Resideni # 5 said he felt she attacked him
and it is not right.

12/10/18 Call {Resident husband's name
wilbheld) per facility executive director, Called at
4:14 pm (Telephone numbar withheld} Nurse
asked him about that he said he was one door
out in the hall, he didn't see or hear anything if
something went on it was in the room. Why
happaned? We are frying to investigate if
something happened. He saw police.

12/10/18 Resident # 5- meeting with facility
executive director and Resident # 5. Resident # 5
wants allegad perpétrator not 1o be able to come
back in the building. The facility executive director
offered Resident # 5 to mave 1o room (room
aumber withheld) until another semi-private room
comes available. Resident # 5 agreed. But said
he does not want alleged perpetrator to come
back into the building.”

The surveyor observed that there ware no
stataments from LPN # 1 or CNA# 2 who both
stated that they spoke with the facility executive
director regarding the allegation of abuse
reported by Resident # 5.

On 12/13/18 at 6:10 pm, the surveyor reviewed
the visitor log kept in the front of the building. The
surveyor observed that no visitors had signed the
visitor iog on 12/13/18

On 12/13/18 at 6:15 pm, 2 surveyors toured the
600 hall and 700 hall of the facility, The twe
surveyors cbserved that Resident # 5 was in his
room in the bathroom. The two surveyors aiso
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observed the alleged perpetrator, her mother, and
grandson visiting with therr loved one in the
hallway outside of the resident's room. They were
observed sitting at a square table that was
outside of the resident's room playing a game. in
the room direcily beside where the alleged
perpetratar was observed, the 2 surveyors
observed a resident and a visitor sitting in the
hallway. Tha visitor was identified as Resident #
78's husband that facility staff stated was bullied
by the alleged perpstrator.

On 12/14/18 at 8:36 am, the surveyor interviewed
Resident # 5 again about his aliegations of
abuse. The surveyor asked Resident # 5 if he had
any contact with the alleged perpetrator after the
incident that occurred on 12/8/18. Resident# 5
stated, "That happened on Saturday night and
they came back in here Sunday and she jerked
the table from underneath me.” Rasident # 6
stated, " went and talked to unit manager RN # 1
{registered nurse) and told her | coukin't belleve
she was in here after what she did to me, and she
said it's his family they can come visit.” Resident
# 5 slated, *1 have the right to be protected " The
surveyor asked Resident # 5 if he has had any
contact with the alleged perpetrator since he was
moved to his new room. Resident # § stated, "No
to ba honest 1 have stayed in my room except for
meals and therapy." The surveyor asked
Resident # 5 if staying in his room is somathing
that he normally does. Resident # 5 stated, "No "
The surveyor asked Resident # 5 why he was
staying in his room if this is not something he
nomally does. Resident # 5 stated, "l don't want
to run into them.”

On 12/14/18 at 9:02 am, the surveyor interviewed
the facility social services manager. The surveyor

F 610
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asked the facility social services manager if she
was aware of the aflegations of abuse reported by
Rasident # 5. The facility social services manager
stated, "Yes | found out Monday." The facility
social services manager stated that the alleged
parpetrator called her on Monday morning and
that is how she found out about the incident. The
surveyor asked the facility social services
manager what the alleged perpetrator raportad to
her. The facility social services manager stated
that the allaged perpetrator stafed thal the police
were called for her on Saturday and she was
escorted out of the building. The facility soclal
service manager stated that the alleged
perpetrator told her that she asked Resident# 5
what happened between him and (Resident's
name withheid) and the alleged perpetrator stated
that Resident # 5 started talking loudly and that
Resident # 5 attacked her verbally said that she
didn't know what happened. The facility social
services manager stated that during her
telephone call with the alleged pemetrator, the
alleged perpetrator stated that her brother
{Resident's name withheld) told her that for the
past two wesks Resident # 5 has been treating
him differently, The surveyor asked the facliity
social services manager if talking loudly and
verbally attacking somaone is a behavior that
Resident # 5 would narmally disptay. The facility
social services manager stated, "No he would
not. Resident # 5 is usually very soft spoken.”
The surveyor asked the facility social services
manager if she interviewed LPN # 1, The facility
sogial services manager stated, "l think she wrote
a statement." The surveyor agked the facility
social services manager if she interviewed
Resident # 78's husband that the facility staff
members reported witnessed the incident. The
facility social services manager stated, "l called

FORM CM$-2567(02-99] Previeus Varsions Obsolete Ever 1D YIFI1 Facility |0, VAD208 f continuation shest Page €8 of 187




From:Pheasant Ridge Nursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5407255735

0DAW/23/2012 14:18 #2250 P.O7a4/191

PRINTED: 01/16/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03¢81
STATEMENT OF DEFICIENCIES 1X1) PROVIDER/SUPPLIER/GLIA [X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
4956326 B. WING 12114i2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4356 PHEASANT RIDGE ROAD, SW
PHEASANT RIDGE NURSING & REHAB CENTER
ROANOKE, VA 24014
XA 1D SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETIGN
1AG REGULATORY OR LSC IDENTIF YING INFORMATION} TAG CROS$S-REFERENCED TG THE APPROPRIATE oATE
DEFICIENCY)
F 610 | Continued From page 69 F 610

{Resident # 78 husband's name withheld) and he
said he didn't hear anything and didn't see
anything.” The survayor asked the facility social
services manager if she interviewed Resident # 5.
The facility social services manager stated that
she and the facility executive director met with
Resident # 5 on Monday and wanted to make
sure he folt safe. The facility social services
manager stated that Resident # 5 was movedto a
different room on Monday fokowing the incident
that had occurred on the previous Saturday. The
facility social services manager staled that
Resident # 5 said that ha didn't want the alleged
perpetrator to come back and the facility
execulive director said we had to complete the
investigation. The surveyor cbserved thal the
facility social services manager was reading
notes from a notepad during the interview. The
surveyor identified the notas that the social
services manager had obtained were the same
photocopied notes that the facility executive
director had presented previously as the avidence

| that had been obtained in the investigation of the
| aliegation of abuse that had besn Reported by

Resident # 5.

On 12/14/18 at 9:23 am, the surveyor interviewed
the unit manager RN # 1. The surveyor asked the
unit manager RN # 1 if she had a conversation
with Resident # 5 where he expressed concerns

' about the alleged parpetrator being aliowed back
" into the building. Unit manager RN # 1 stated that

she did speak with Resident# 5 and he asked
why was the alleged perpetrator stilt being
allowed in the building after what she did to him

. Unit manager RN # 1 stated that she told

!

Resident # 5 that the facility executive director
was aware and investigating the gituation but she
could not lell the alleged perpetrator that she
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could not visit her loved one. Unit manager RN #
1 told the surveyar that the facility did 15-minute
safety checks on Resident # 5 to ensure he was
safe. The surveyor reguested a copy of the safely |
checks,

On 12/14/18 at 9:39 am, the surveyor interviewed
the director of clinical services regarding the
allegation of abuse reported by Resident # 5 on
12/8/18. The director of nursing stated, "It
happened on the weekend. | didn't do any of the
interviews.” The diractor of clinical services stated
that the facility executive director and the facilty
social services manager did the interviews, The
surveyor asked the director of clinical services if |
she was aware thal Resident # 5 reported abuse.
The director of clinical services stated, "Of course
his perception is his parception.” The surveyor
asked the director of clinical services how long
does the facility have to report suspected abuse
The director of clinical servicas statad, "2 hours
typicalty." The surveyor asked the director of
clinical services what is the procedure for
suspected residant to resident abuse. The
director of clinical services stated they are
automatically separated and if neaded we can do
one to one. The surveyor asked the director of
clinfcal services what was the procedure 1o staff
to resident abuse. The diractor of clinical services
stated that the employee is suspended pending
investigation. The surveyor asked the director of
clinical services what was the procedure for
allegations of visitor to resident abuse The
director of clinical services stated we ask them to
lzave the facility until the investigation is
comglete. The surveyor asked the director of
clinical services why the alleged perpetrator was
allowed to return o the facility if the investigation
into Residant # 5's allegation of abuse had not
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been complsted. The director of dlinical services
stated, "There's a fine line when telling them they
can't visit their loved one. They haven't had
contacl.” The director of dlinical services stated, |
wish 1 could give you more information but the
investigation is not complete.”

On 12/14/18 at 11:05 am, the surveyor
interviewed the facility executive director in the
presence of the survey team. The surveyor asked
the facility executive direcior what the procedure
was for allagations of resident to resident abuse.
The facility executive director stated, "Separate
and investigate.” The surveyor asked the facility
exacutive director what the procadure was for
allegations of staff to resident abuse. The facility
executive director stated that the employee was
10 be suspended pending investigation. The
surveyor asked the facility executive director what
was the procadure for aflegations of visitor to
resident abuse. The facility executive director
stated, that a facility reported incident would be
submitted, the incident would be investigated, and
the visitor would be asked to stay away until the
investigation is complete. The surveyor asked the
facility executive director why the family was not
asked 1o stay away during the investigation of the
sliegation of abuse reported by Resident # 5. The
facility execulive director stated, "Or they mest
with me and the director of nursing and we
determine if they can come back. | met with the
family on Monday and with {Resident # 5]s
history of 3 or 4 occasions that he has lied, the
residents were separated and [Resident # 5} was
moved to another room. fdecided that the
alieged perpetrater could return to the building."
The surveyor asked the facility executive director
how he could make that determination when the
investigation had not been completed. The facility
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executive director stated, " don't think it
happened. [Resident # 5] tells lies In the past
he has made accusations and said this happened
and he comes back 3 or 4 days later and says he
is sorry. | am more concerned with this nurse
LPN # 1. 1 think she put [Resident # 5)up fo
calling the police. It's a iot of drama invoived in
this with CNA # 2 and LPN # 1, Thay have issues
with the family. My issue is more with LPN # 1
and | will deal with her after this is over.” The
surveyor asked the facility executive divector if he
interviewed CNA # 2. The facility axecutive
director stated that he did not. The facility
executive director stated that the facility social
services manager interviewed CNA # 2.

On 12/14/18 at 11:20 am, unit manager RN # 1
provided the surveyor with a copy of the
“Resident Safety Check” log for Resident# 5.

The surveyor observed that the facility staff did
not begin documenting resident safety checks for
Residant # 5 until 12/12/18 at 7:00 am which was
4 days after the initial allegafion of abuse that was
reported by Resident # 5, and 2 days after he was
transferred into a different room. The surveyor
observed that the facility staff did not document
15 minute safety checks for Resident # 5 from
11:00 pm on 12/12/18 through 7:00 am on
12/13/18. There were no documented safety
checks from 11.00 pm on 12/13/18 through 7:00
am on 12/14/18. Also thera were no documented
checks on 12/14/18 at 11.00 am and 11:15 am.

On 12/14/18 at 11:47 am, two surveyors met with
the facility executive director per his request. The
{acility executive direcior stated_ | felt bad about
how | came across about nol believing him. We
always believe him. it may tum aut that it's true. |
wouldn't have done anything differently. We
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soparated them. We met with the family.” The
surveyor statad to the facility executive director
that the alleged perpetrator returned to the
building on Sunday and Resident # 5 stated that
she jerked the table from under him. The facility
sxecutive director stated, "No she wasn't, | was
here all day and no one came in. | drove stafi
back and forth to the hotel.” The surveyor asked
the facillty executive director if he knows for a fact
that the alleged perpetrator did not enter the
building because on 12/13/18 after viewing the
visitor sign in log and seeing that no one had
signed in as a visitor, 2 surveyors toured the
facility saw the alleged perpetrator aiong with her
mother and grandson visiting with their loved one
in the hallway at the same table that Resident# 5
said the alleged perpetrator jerked from
undernaath him. The facility executive director did
not respond. The surveyor informed the facllity
executive director that Resident # 5 became
tearful during the interview when he reported
what happened. The surveyor told the facility
executive director that Resident # 5 had been
working on his toileting and stated that the
alleged perpetrator yelled at him and prevented
him from using the bathroom causing him to
urinate on himself. The facility executive director
stated, "She says she sat on tha bed taking to
him.” The survayor stated to the facility exacutive
director that he stated that Resident # 5 tel's lies
but the facility is still obligated to protecl him. The
surveyor informad that facility executive director
that Resident # 5 stated that he isn't coming out
of his room like he normally does and is only
corning out for meals because he dogs not want
to run into the alleged perpetrator and this is nota
normal behavior for Resident # 5, The facility
executive director stated, "I don't know what the
solution is. (Residen! name withheld) has beenin
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that room forever and he doesn't want to move.
They fought for years to gst him back to that unit”
The surveyor told the facility executive director
that she was unable to advise him on what to do
but he has an obligation to protect Resident #5
and all residents. The surveyor made the facility
executive diractor aware that the investigation
into the allegation of abuse did not have
documentation of a thorough investigation and
that the investigation had not been completed
within a timely manner. The facifity executive
director stated, "I thought | had 5 working days
from the FRI” The surveyor informed the facility
exacutive director that the investigation was to be
compieted within 5 working days from the time of
the incident.

The facility policy on "Abuse, Neglect, Exploitation
& Misapprapriation” contained documentation that
included but was not limited to:

_"Mental and verbal abuse include but are not
limited to:

Harassing & resident

Mocking. insuiting, ridiculing

Yelling or hovering over a resident, with intent to
intimidate

Threatening residents, depriving a resident of
care or withholding a resident from contact with
family and friends

Meglect is the failure of the center, its employees
or service providers to provide goods and
services to a resident that are necessary to aveid
physical harm, pain, mental anguish or emotional
distress. Exampies include put are not limited to:

Faifure to take precautionary measures to protect
the health and safety of the resident.

Procedure Acts of abuse directed against

F 610
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residents are absolule'y prohibited. Such acts are
cause for disciplinary action, including dismissal
and possible prosecution. Questions may arise as
to what actions conslitute abuse of a resident.
Any action that may cause or causes actual
physical psychological or emotional hamm, which
is not caused by simple negligence, constitutes
abuse. Actions such as striking a resident,
restraining a resident impropedy or without
authorization, and other such acts which can be
seen as causing physical pain to a resident are
strictly forbidden. Acts such as teasing,
humiliating, degrading, or intentionally ignoring a
rasident may constitute abuse and will be dealt
with no less sevemsly than acts causing physical
harm. Non-action, which results in emotional,
psychological, or physicat injury in the same
manner as that caused by improper or excessive
action. All actions in which smployees engage
with residents must have as thelr legitimate goal,
the healthful, proper, and humane care and
treatment of the resident.

Furthemore, the Administration of the company
recognizes that resident abuse can be committed
by other residents, visitors, or volunteers.

Employee Qbligation

All employses have a duty to respect the rights of
all residents, to traat tham with dignity and to
prevent athers from viclating their rights. Any
employee, who witnesses or has knowiedge of an
act of abuse or an allegation of abuse, neglect,
expleitation or mistreatment, including injuries of
unknown source and misappropriation of resident
property, to a resident, is cbligated to report such
information immediately, but no later than 2 hours
after the allegation is made, if the avents that
cause the allegation involve abuse or result in
serious bodily injury, or not fater than 24 hours if
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the avents that cause the allegation do not
involva abuse or do not resultin serious bodily
injury, to the Administrator and to other officials in
accordance with State law. In the absenca of the
Executive Director, the Director of Clinical
Services is the designated abuse coordinator.

An employee shall be deemed to have victated
his obligafions in paragraph A" (above) if he
does any of the following:

Harasses or otherwise retaliates against any
resident, employee, or other person wha
discloses information or parlicipates in an
investigation of an act of resident abuse.

5. Investigation

The Abuse Coordinator or hisfher designee shall
investigate all reports or allegations of abuse,
neglect, misappropriation and exploitation. A
social Service represantative may be offerad in
the role of resident advocate during any
questioning of or interviewing of residents.
Investigations will be accomplished in the
following manner,

Immediately upon the allegation of abuse or
neglect, the suspect(s) shall be segregated from
residents pending the investigation resident of the
allegation

Protection
Increased supervision of the alleged victim and
residents.

Review of Report

Report the results of all investigations to the
Executive Director or his or her designated
reprasentative and to other officials In accordance
with State law, including to the State Survey
Agency, within § working days of the incident and
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§483.15(c) Transfer and discharge-
§483.15(¢c)(1) Facility requirements-

! (i) The facility must permit each resident 1o
* remain in the facility, and not transfer or

discharge the resident from ihe facility unless-
{A) The transfer or discharge is necessary for the
resident's welfare and the resident's needs
cannot be met in the facility;

(B) The transfer or discharge is appropriate
because the resident's heaith has improved
sufficiently so the resident no longer needs the
services provided by the facifity;

(C) The safety of individuals in the facitity is
endangered due o the clinicat or behavioral
status of the resident;

{D) The health of individuals in the facility would
otherwise be endangered;

{E) The resident has failed, after reasonable and
appropriate notice, to pay for {or to have paid
under Medicare or Medicaid) a stay at the facility
Nonpaymaent applies if the resident does not
submit the necessary paperwork for third party
payment or after the third party, including
Medicare or Medicaid, denies the claim and the
resident refuses to pay for his or her stay. For a
resident who becomes eligible for Medicaid after

F622- Transfer and Discharge
Requirements

1. Resident #98 discharged from
facility on 10/22/2018. Resident
#5 re-admitted to facility on
8/27/2018 and has not had any
additional transfers. Resident
#89 transferred to the hospital
on 11/02/2018 and retumed
within 24 hours and has not had
any additional transfers.

2. The UMs will complete quality
review for residents transferred
and/or discharged in the last 30
days lo [dentify iIf the required
documentation was provided to
the resident or the responsible
party when discharged home, to
the receiving facility, transferred
to the hospital or another facility
by 1/25/2019. Follow up based
on findings.
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f the alleged violation is verified appropriate
corrective action must be taken" ...
On 12/14/18 2t 2:02 pm, the administrative team
was mads awara of the findings as stated above
No further information regarding this incident was
provided to the survey taam prior to the exit
conference on 12/14/18,
F 622 | Transfer and Discharge Requrements F 622
88=p | CFR{s): 483.15{c)(1}i)ii)(2){i)-{iii}

FORM CMS.2567{02-99) Previous Versicns Obsclsts

EventID:YaFiN

Fadilily 0 VAJ208

If continuation

sheet Page 78 0f 187




From:Pheasant Ridge Nursing & Rehab

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

5407255735

C1/23/2019 14:20 #250 P.083/7191

PRINTED: 01/16/2019
FORM APPROVED

QMB NO. 0938-0391

admission to a facility, the facility may charge a
resident only allowabls charges under Medicaid;
or

(F) The facility ceases to operata.

(ii) The facility may not transfer or discharge the
resident while the appeal 18 pending, pursuani to
§ 431.230 of this chapter, when a resident
exerciges his or her right to appeal a transfer or
discharge notice from the facility pursuant to §
431.220(a)(3} of this chapter. uniess the failure to
discharge or transfer would endanger the health
or safely of the resident or other individuals in the
facility. The facility must document the danger
that fatiure fo transfer or discharge would pose.

§483.15(c)(2) Documentation.

When the facility transfers or discharges a
resident under any of the circumstances specified
in paragraphs (e}{1)(i)(A} through (F) of this
section, the facility must ensure that the transfer
or discharge is documented in the resident's
medical record and appropriate information is
communicated to the receiving health care
institution or provider.

(i) Documentation in the resident's medical record
must include:

(A} The basis for the transfer per paragraph {c){1}
(1) of this section.

(B) In the case of paragraph [c){1}{)(A) of this
section, the specific resident need(s) that cannot
be met, facility attempts to meet the resident
needs, and the service available at the receiving
facifity to meet the need(s).

(i) The documentation required by paragraph {c}
{21(1) of this section must be made by-

{A) The residant's physician when transfer or
discharge is necassary under paragraph (¢} (1)
{A) or (B) of this section; and
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3. The ADCS and or RDCS will
provide re-educalion to Licensed
staff and Interdisciplinary team
on federal regulations and
guidelines on the fransfer and
discharge process to ensure
when ihe facility transfers or
discharges a resident, under any
of the circumstances identified in
federal regulation, the facitity
must ensure that the transfer or
discharge is documented In the
resident's medical record and
appropriate information is
communicated to the receiving
health care institulion and or
provided to residents when
discharged home by 1/28/2019.

4. DCS and or ADCS will
conduct random quality
monitoring of resident transfer
discharge documentalion, 3
times per week for 4 weeks, then
weekly for 3 months. Findings to
be reported 1o QAP commitiee
monthly and updated as
indicated. Quality monitoring

* schedule modified based on
findings.
5. Date of Compliance
1/28/2018.
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(B} A physician when transfer or discharge is
necessary under paragraph {c){ 1)(i)}{C} or (D) of
this section.

{iiiy Information provided to the receiving provider
must include a minimum of the following:

{A) Contact information of the practitioner
rasponsible for the care of the resident.

{B} Resident representativa information including
contact information

(C} Advance Directive information

(D) All special instructions or precautions for
ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) AN other necessary information, including a
copy of the resident's discharge summary,
consistent with §483.21(c)(2) as applicable, and
any other documantation, as applicable, to ensure
a safe and effective transition of cara.

This REQUIREMENT is not met as evidencad
by:

Based on staff interview, facility document review
and clinical record review, the facility staff failed
to prowvide receiving provider all of the required
documentation when a resident was transferred
for 3 of 23 residents in the survey sample
(Resident #98, #5 and #89).

The findings inciuded:

1. Resident #98 was admitted to the facility on
10/15/18 and discharged on 10/22/18. The only
MDS {Minimum Data Set) available to review
were the entry MDS and discharge MDS.
Resident #88 had the following diagnoses of but
not limited to diabetes, high blood pressure,
neuropathy and acute kidney fallure.

During the closed record review on 12/14/18. the
surveyor noted a physician order dated for
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10/18/18 which read, "Pt. (patient} to DIC
(discharge) 10/22/18 to {name of
another facility} " The surveyor also noted that on
10/22/18 at 10:00 am, the nurses' notes read as
feflows: "Pt daughter died {discharged) pt wio
(without) summary & scripts. Staff called i
daughter to come back & sign discharge
surmmary. Daughter return to sign papers w/o
ot." |

On 12/14/18 at 11 am, the surveyor requestad -]
copies of the discharge summaryAransfer ;
summary for this residen! from the diractor of :
nursing (DON). The DON stated that she would
get these for the surveyor.

At 2 pm, the surveyar again requested a copy of
the discharge summaryltransfer summary that

; was sentt to the recaiving fadility on 10/22/18
when Resident #98 was discharged.

At 2:30 pm, the DON provided the surveyor with a
“Transfer/Discharge Reporl" for Resident #68.
The DON stated, "'that's all | can do right now is
to show you what it looked iike when | run that
report." There was no information on it except for
dermographics of the resident.

No further information was provided to the
surveyor prior to the exit conference on 12/14/18.
2. The facility staff falled to ensure that
comprehensive care plan goals were sant to the
receiving facility when Resident # 5 was
transferred to the hospital on 8/12/18.

Resident # 5 was a 40-year-old-male who was
admitted to the facility on 4/20/18, with a
readmission date of 8/27/18. Diagnoses included
but were not limited to, hypertension, major
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| depressive disorder, anxiety disorder. and banign
" prostatic hyperplasia.

The clinical record for Resident # 5 was reviewed
on 12/13/18 at 10:41 am. The most recent MDS
(minimum data set) assessment for Resident # 5
was a quarlerly assessment with an ARD
(assessment reference date) of 9/3/18. Section C
of the MDS assesses cognitive patterns. In
Section CO500, the facility staff documented that

. Resident # 5 had a BIMS (brief interview for
menla’ status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
intact.

~On 12/14/18 at 11:41 am, the surveyor reviewed
the "interdisciplinary Progress Notes" for
Resident # 5. A note was documented on 8/12/18
at 2:30ptm as "V/S (vital signs) 136/89, 130, 18,

; 97.6, 97% R/A {room air). Res (resident) clo

. {complaining of} pain 10 sacral area with

" numbness Lo spine. Res requesting to be sent to

. ER {emergancy room) Resident sent out 911 per

. Dr. (doctor) order. Res has no adverse reaction

! to abt (antibiotic treatment) for UTI {urinary tract

| Infection).”

On 12/14/18 at 12:05 pm, the survaycr spoke

| with unit manager RN # 1 (registersd nurse) and
requested to see documentation of what
information was sent to the recelving facility when
i Resident # 5 was transferred to the hospital on

| 8112118,

On 12114118 at 1:48 pm, unit manager RN # 1
provided the surveyor with a copy of the "Nursing
Home To Hospital Transfer Form" that was sent
with Resident # 5. The surveyor reviewed the
form and did not locate any documentation that

F 622
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supported that comprehensive care plan goals
were sent to the receiving provider when
Resident # S was transferred {o the hospital on
8r12/18.

On 12/14/18 at 2:02 pm. the administralive team
was made aware of the findings as stated above.

No further information was provided to the survey
team prior to the exit conferance on 12/14/18.

3. For Resident #89, facility staff failed to provide
written nolice of transfer when the resident was
transferred to the hospital.

Resident #89 was admitted {o the facility on
3/28/17, Diagnoses included, but were not
imited to, hemiplegia and hemiparesis following
subarachnoid hemorrhage, dysphagia, encounter
for care of tracheostomy, atherosclerotic heart
disease, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart disease, diabatas
meliitus type |, and chronic obstructive puimonary
heart disease. On the quarterly minimum data
set assessment with assessmant reference date
10/10/2018. the resident scored 15/15 on the
brief interview for mental status and was
agsessed as lacking signs of delirium, psychosis,
or behaviors affecting self or others. The
rasident's latest safe smoking assessment was
dated 9/26/18 and indicated the resident was able
to smoke Independently. The resident was acting
as her own responsible party.

During an interview on 12/13/18, the resident
reported being generally content with physical
care racaived, but indicated a desire 1o lransfer to
another facility prior to the planned ban on
smoking starting in February 2019, The resident
reported having asked several times about
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progress toward the transfer, but having no
timeline for the transfer. The rasident also
reported being sent to the hospital for
tracheostomy revision the month before. The

i resident said she had been given no writlen

| notice of the reasons for transfer to the hospital,

Clinical record review reveled that on 11/2/18,
staff requested a ECO (emergency commitment
order) and called an ambulance {0 take the
resident to the hospltal. There was no indication
the resident’s physician was notified of the
situation or that there was a change of condition
requiring hospitalization.

During a summary meeting on 12/13/18, the
surveyor feported to the administrator, director of
clinical {DCS} and the corporate regional director . FE23- No ireme
for clinical services the concern with the situation " Bafore Tranafer/Disch o
on 11/2 described in the record. Facllity staff :
indicated that residents and families were not

. - " 1. Resident #89 transferred to
roulinely provided written notices including reason

the hospital on 11/02/2018 and

for transfer ithin 24 h e
F 623 | Notice Requirements Before Transfer/Discharge F 623 feluipedatiin4hadrs and hias
§5= | CFR(s): 483.15(c)(3)-(6)(8) not bad any addittonal transfers.

Resident #58 re-admitted to

§483 15(c)(3) Notice before transfer. facllity on 12/6/2018 and

Before a facility transfers or discharges a discharged 1/17/2019. Resident

resident, the facility must- #22 re-admilted to facility on

{i) Notify the resident and the resident's 11/10/2018 and has not had any

representative(s) of the transfer or discharge and additional transfers. Resident #5

the reasons for the move in writing and in a re-admitted to facility on

language and manner they understand. The 8/27/2018 and has not had any

facility must send a copy of the notice to a additional transfers. Resident

representative of the Office of the Stale #55 re-admitted to facility on
Long-Term Care Ombudsman,

{ii) Record the reasons for the transfer or 11}21’2018 an:rhas not had any
discharge in the resident’s medical record in additionat transfers.
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accordanca with paragraph (c)(2) of this section;
and

(i) Include in the notice the items described in
paragraph (¢)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs {c)(4)(ii} and
{c)(8) of this saction, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days beforg the
resident is transferred or discharged

(i} Notice must be made as soon as praclicabls
hefare transfer or discharge when-

{A) The safety of individuals in the faciity would
be endangered under paragraph (c}(1){i)(C) of
this section,

(B) The health of individuals in the faciity would
be endangered, under paragraph {(&)(1)(i}D) of
this section;

(C) The resident's health improves sufficiantly to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i}B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1}(i)(A) of this section; or
{E) A resident has not resided in the facility for 30
days.

§483.15{c)(5) Contents of the nolice. The written
notice spedified in paragraph (c)(3) of this section

and/or discharged in the last 30
days to ensure appropriate
notification was provided to
Resident, Resident's
Representative, and
Ombudsman on 1/25/2019.
Follow up based on findings

3. The ADCS and or RDCS will
provide re-education to licensed
staff and interdisciplinary team
on the federal
regulations/guidelines for
transfer and dischargs, including
the facility sending a copy of the
nolice to a representative of the
Office: of the State Long-Term
Care Ombudsman and record
the reasons for the transfer or
discharge in the resident’s
medical record, by 1/28/19.

4. DCS and or ADCS will

conduct random quality 5
monitoring of resident transfer
discharge notification, 3 times

per week for 4 weeks, then

weekly for 3 months. Findings to
be reported to QAPI commitize

must include the f{ollowing: e

{i} The reason for transfer or discharge: n d;':i : dargu:ﬁ’?a::::;oﬁn

(ii) The effective date of transfer or discharge; e de - 9

{iii) The tocation to which the resident is ;ﬁd‘ Use modified based on
ings.

transferred or discharged;

(iv) A statement of the resident’s appeal rights,
including the name. address (mailing and emall},
and telephone number of the entity which

1/28/2019.

5. Date of Compliance
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receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing requsst,

(v) The name, address (mailing and emait) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with inteflectual
and developmental disabilities or related :
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disakilities Assistance
and Bill of Rights Act of 2000 {Pub. L. 106-402,
codified at 42 U §.C. 15001 el seq.); and i
(vil) Far nursing facility residents with a mental !
disorder or related disabilities, the mailing and
email address and tefephone number of the
agency respensibla for the protection and
advocacy of individuals with a mantat disorder
established under the Protection and Advocacy
for Mentafly [l Individuals Act.

§483.15(c)(6) Changes to the notice.

if the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available,

§483.15(c)(8) Notice in advance of facility closure
In the case of faciity closure, the individual who Is
the administrator of the tacility must provide
written nofification prior to the impending closure
to the State Survey Agency. the Office of the
State Lang-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
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well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facility staff falied
to provide a written nolice of transfer to the
resident and resident representative when
transferred to local hospitals and failed to notity
the ombudsman of nospitalization and/or
transfers to other facilities. Residents effected in
a sample of 23 were Resident #8%, Resident #58,
Resident #22, Resident #5, and Resident #55.

The findings included:

1. The facility staff failed to notify the residant
and the resident's representative(s} of the
transfer or discharge and the reasons for the
move in writing and in & language and manner
they undarstand. The facility staff failed to send a
copy of the notice of iransfer or discharge to the
representative of the Office of the State
Long-Term Care (LTC) Ombudsman. The facility
staff failed to document in the medical record
evidence that the notice was sent to the
Ombudsman,

Five residents were identified to have been
transferred to iocal hospitals {Resident #89,
Resident #58, Resident #22, Resident #5, and
Resident #55). After roviewing the clinical record
none of the five had documeantation that written
notice of transfer had been provided to the
resident and the resident reprasentative and the
tocal ombudsman had not been notified of any
transfers to the hospital or other institutions,
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When a center transfers or discharges a resident
the center must;

" Notify the resident and resident
representalive (s) of the transfer or discharge and
the reasons for the move in writing (In a language
and manner they understand)

" The Center must send a copy of the notice to
@ represantative of the Office of the State
Long-Term Care Ombudsman. Resident #58
was admitted to the facility 12/4/13 and
readmitted 12/5/18 with diagnoses that included
but not limited to adult failure to thrive, functional
intestinal disorders, ileus, rectal tube, sacral vicer
stage 3, hypertension, paroxysmal atrial
fibrillation, dementia without behavicral
disturbances, pressure ulcars bilateral haels,
unstageable, and chronic kidney disease,

Resident #58's quarterly minimum data set
(MDS) assessment with an assessment
reference date (ARD) of 11/7/18 assessed the
resident with a BIMS (brief interview for mental
status) as 03/15. Section G Functional Status
assassed the resident 1o need extensive
assistance of one person for personal hygiens
and was totally dependent on one person for
bathing. Resident #58 was in the process of a
significant change MDS and comprehensive care
plan. Resident #58 was admitted to the hospital
11/28/18.

The surveyor interviewsd the assistant director of
nursing (ADON}) on 12/13/18 at 11:53 a.m. about
where notification to the ombudsman was
located. The ADON stated, "We are not notifying
the ombudsman. Never heard we had to do that.
As of taday, we will start notifying "

The surveyors met with the administrator, the

F 623
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director of nursing, and the regional registered
nurse on 12/13/18 at 4.29 p.m. The DON stated
written transfer notification was not done and the
ombudsman was not notified when residents are
sent to the hospital. The surveyor requested the
facifity policy pertaining to transfers/discharge
notification on 12/14/18.

The surveyor interviewed the admissions staff on
12/14/18 at 11.25 am. The lead admission staff
stated he was not providing written transfer notice :
to the resident or their representalive. The lead i
admission staff stated if the resident was their
own responsible party {RP). whom would the
written notice of transfer be sent 107

The policy titled “Transfer/Discharge Notification
& Right to Appeal Effective Date: 09/23/2017
Revision Date: 3/26/2018" read In part " Transfer
and discharges of residents, initiated by the
center (facility initiated) will be conducted
according to Federal and/or State regulatory
reguirements. Procedure; Notice Before
Transfer: Before i
Record the reasons for the transfer or
discharge in the resident's medical record.
Documentation: When the center transfers or
discharges a resident under any of the
circumstances listed above the facility will ensure
that the transfer or discharge is documented in :
the resident s medical record and appropriate i
information is communicated to the receiving

heaith care institution or provider."

Na further information was provided prior to the
axit conference on 12/14/18.

2. The facility staff failed to provide written
documentation of transfer to the resident and
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resident representative and failed to notify the
ombudsman when Resident #55 was transferred
to the hospital

The clinical record of Resident #55 was reviewed
12/12/18 through 12/14/18. Resident #55 was
admitted to the facility 8/22/18 and readmitted
10/19/18 and 11/21/18 with diagnoses that
included but not fimited to type 2 diabetes mehitus
with hyperglycemia, cerebral infarction due to
embolism of cerabrat artery, dysphagia, mild
cognitive impairment, lack of coordination,
cognitive communication deficit, aphasia, acute
cystitis without hematuria, anxiety, bipolar
disorder, hyperlipidemia, major deprossive
disorder, hypertension, and migraines.

Resident #55's 14-day minimum data set (MDS)
with an assessment reference date (ARD) of
11/2/18 assessed the resident with a BIMS (brief
interview for mental status) as 15/15.

Resident #55's current comprehensive care plan
identified the resident to be at nutritionvhydration
risk rit {related to) altered nuirient utilization AEB
(as evidencad by) diagnoses include DM2
(diabstes mellitus 2) with poorly controlied serum
glucose levels, HgbA1c (hemoglobin A1C) at
13.2% B/18/18. Interventions included to abtain
arkd monitor lab/diagnostic work as ordered.
Report results to MD {medical doctor) and folfow
up as indicated. Date inltiated 8/27/18 and
revision on 12/12/18.

Resident #55 was admitted to the hospital
1112/18. The surveyor was unable to find
documentation in the clinical record of required
paperwork and notification and informed the unit
manager icensed practical nurse #2 on 12/13/18.

F 623
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The surveyor interviewed the assistant director of
nursing (ADON) on 12/13/18 at 11:53 a.m. about
where notification to the ombudsman was
focated. The ADON stated, "We are not notifying
the ombudsman. Never heard we had to do that.
As of today, we will start notifying.”

The surveyors met with the administrator, the
director of nursing, and the regional registered
nurse on 12/13/18 at 429 p.m. The DON stated
written transfar notification was not done and the
ombudsman was not notified when residents are
sent to the hospital. The surveyor requested the
facility policy pertaining to transfers/discharge
nolification on 12/14/18

The surveyor interviewed the admissions staff on
12/14/18 at 11:25 a.m. The lead admission staff
stated he was not providing written transfer notice
to the rasident or their representative. The lead
admission staff stated 'f the resident was their
own responsible party (RP), whom would the
written notice of transfer be sent to?

The policy titled "Transfer/Discharge Notification
& Right to Appsal Effective Date: 09/23/2017
Revision Date: 3/26/2018" read in part “Transfer
and discharges of residents, initiated by the
canter (facility initiated) will be conducted
according to Federal andfor State regulatory
requirements. Procedure: Notice Before
Transfer: Before a center transfers or discharges
a resident the center must:

" Notlify the resident and resident
representative {s) of the transfer or discharge and
the reasons for the move in writing (in a language
and manner they understand)

" The Center must send a copy of the notice to

Fg23
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a representative of the Office of the State
Long-Tarm Care Ombudsman

" Record the reasons for the fransfer or
discharge in the resident's medical record.
Documentation; Whan the center transfers or
discharges a resident under any of the
circumstances listad above the facility will ensure
that the transfer or discharge is documented in
the resident's medical record and appropriate
information is communicated to the receiving
health care institution or provider."

No further information was provided prior to the
exit conference on 12/14/18.

3. For Resident #83, facility staff failled to provide
written notice of transfer when the resident was
transferred to the hospitat.

Resident #89 was admitted to the facility on
3/28/17. Diagnoses included, but were not
limited to, hemiplegia and hemiparesis following
subarachnoid hemorrhage, dysphagia, encounter
for care of tracheastomy, atherosclerotic heart
disease, post-traumatic stress disorder, bipolar
disorder, atherosclerotic heart dispase, diabetes
mellitus type |, and chronic obstructive puimonary
heart disease. On the quarterly minimum data
set assessment with assessment reference date
10/10/2018, the resident scored 15/15 on the
brief interview for mental status and was
assessed as lacking signs of dalirium, psychosis,
or behaviors affecting self or others. The
resident's latest safe smoking assessment was
dated 9/26/18 and indicated the residant was able
to smoke indspendently. The resident was acting
as her own responsible party.

During an interview on 12/43/18, the resident
reported being generally content with physical
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care received, but indicated 2 desire to transfer to
another facility prior Yo the planned ban on
smoking starting in February 2019. The resident
reported having asked several times about
progress toward the transfer, but having no
timeline for the transfer. The resident also
reporied being sent to the hospital for
tracheostomy ravision the month before. The
restdent said she had been given no written
notice of the reasons for transfars to the hospital

Clinical record review reveled that on 11/2/18,
staff requested a ECO (emergency commitment
order) and called an ambulance to take the
resident to the hospital There was no indication
the resident's physician was notified of the
situation or that there was a change of condition
requiring hospitalhization,

During a summary mesting on 12/1318, the
surveyor reporied to the administrator, director of
clinical (DCS) and the corporate regional director
for clinical sesvices the concern with the situation
on 11/2 described in the record, Faciity stafl
indicated that the ombudsman was nol routinely
provided notices of transfer and discharge.

4. For Resident #22, the facility staff failed to
provide a written notice of transfer when Resident
#22 was transferred to a local hospital and failed
to notify the ombudsman of hospilalization.

Resident #22 is a 58-year-old male who was
ariginally admitted to the facility on 08/04/16, with
a readmigsion date of 11/10/18. Diegnoses
included, but were not limited to, hypartension.
acute kidney failure, major depressive disorder,
diabetes, and complete traumatic amputation.

The clintcal recard for Resident #22 was reviewed
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on 12/13/18 at 8:00 am. The most recent MDS
{minimum data set) assessment for Resident #22
was a quartesly assessment with an ARD
{assessment reference date} of 10/03/18. In
Section CO500, the facility staff documented that
Resident #22 had a BIMS (brief interview for
mental status) score of 15 out of 15.

On 12/13/18 the surveyor reviewed Resldent
#22's progress notes. The clinical record
confained a progress note dated¢ 11/07/18 at 7:30
pm that read in part, "Resident continues to have
large amount of dark brown coffes ground
emesis, After speaking to the Resident multiple
times throughout the shift Resident has agreed to
go to the ED (emergency depariment) for
evaluation . ."

The surveyor could not locate documentation in
Resident #22's clinical record that indicated that
Resident #22 was given a written copy of the
transfer agreement upon transfer to the
emergency reorn on 11/07/18.

On 12/13/18 at 4:31 pm during end of day
meeting with the executive director. the DON
{director of nursing}, and the regional nurse
consultant. The administrative team was asked
by the survey team how and if they notify the
ombudsmen of transfers. The executive director
voiced they do not notify the ombudsman of
transfers to the hospital. The DON also agreed
the ombudsman was not notified of transfars. The
surveyor asked the administrative team If the
Resident or rasponsible party were provided with
a written transfer agreement at the time of
transfer. The DON voiced that transfer
agreements were not provided in writing at the
time of transfer. The DON stated "We notify over
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the phone and make a note but they are not given
in writing"”

On 12/14118 at 11:26 am, the surveyor spoke with
DON (director of nursing) and it was clarified that
the facility staff did not give transfer agreement in
writing to Resident #22 upon transfer lo the local
hospital on 11/07/18.

The administrative team was made aware of
issUe during a meeting with survey team on
12/14/18 at 2:00 pm.

No further inforrnation regarding this issue was
provided to the survey team prior to the exit
conference on 12/14/18,

5. The facility staft failed to provide written
netification to the resident and the residant
representative and the ombudsman when
Resident #5 was tranmsferred to the hospita’
8/12/18.

Resident # 5 was a 40-year-old-male who was
admitted to the facility on 4/20/18, with &
readmission date of 8/27/18. Diagnoses included
but were not limited to, hypentension, major
depressive disorder, anxiety disorder, and benign
prostatic hyperplasia.

The clinica! record for Resident # 5 was reviewed
on 12/13/18 at 10.41 am. The most recent MDS
{minimum data set) assessment for Resident # &
was a quarterly assessment with an ARD
(assessment reference date) of 9/3/18. Section ©
of the MDS assesses cognitive patterns. In
Section C0500, the facility staff documented that
Resident # 5 had a BIMS (briaf inlerview for
mental status) score of 15 out of 15, which
indicated that Resident # 15 was cognitively
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The surveyors met with the administrator, the
direclor of nursing, and the regional registered
nurse on 12/13/18 at 429 p.m The DON stated
writtan transfer notification was not done and the
ombudsman was not notified when residents are
sant to the hospital. The surveyor requested the
facility policy pertaining to transfers/discharge
notification on 12/14/18,

The policy titted "Transfer/Discharge Notification
& Right to Appeal Effactive Date: 09/23/2017
Revision Date: 3/26/2018" read in part " Transfer
and discharges of residents, inibated by the
center (facllity initiated) will be conducted
according to Federal and/or State regulatory
requirements. Procedure: Notice Before
Transfer. Before a center transfers or discharges
a resident the center must:

" Notify the resident and resident
representative {s) of the transfer or discharge and
the reasons for the move in writing (in a language
and mannar they understand)

" The Center must send a copy of the notice to
a representative of the Office of the State
Long-Term Care Ombudsman

" Record the reasons for the transfer or
discharge in the regident's medical record.
Docurmentation: When the center transfers or
discharges a resident under any of the
circumstances listed above the facility will ensure
that the transfer or discharge is dotumented in
the rasident's medical record and appropriate
information is communicated to the receiving
health care institution or provider."

On 12/14M8 at 2:02 pm, the administrative team
was made aware of the findings as stated above.
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I No furthes infiormation was provided prior to the
exit conferance on 12/14/18,
F 824 Preparation for Safe/Orderly TransferiDschrg F 624
88=D | CFR(s): 483.15(c)(7)
§483.15(c)7) Orientatien for transfar or £624- Preparation for
discharge. Safe/Orderly
A facility must provide and document sufficient Transfor/Discharge
preparation and orientation to residents to ensure
safe and orderly transfer or discharge from the 1. Resident #89 transferred to
facility. This orientation must be provided in a the hospital on 11/02/2018 and
form and manner that the resident can returned within 24 hours and has
understand e
This REQUIREMENT is not met as avidenced Mot had any additional transfers.
by: .
Based on resident interview, stalf interview, and g‘.:r;‘fhe &S anq of UMS Ky
i 3 fhe . plete a quality review of
clinical record review, the facility staff failed to residents iransferred and/or
provide for a safe and orderly transfer for 1 0f 23 discharged in the last 30 days to
residents (89). ensure appropriate
_ documentation is in the
Resident #89 was admitted to the facility on resident's medical record by
3/28/17. Diagnoses included, but were not 1/25/2019. Follow up based on
limited to, hemiplegia and hemiparesis following findings.
subarachneid herorrhage, dysphagia, encounter
for care of tracheostomy, atherosclerotic heart 3. The ADCS and or RDCS will
disease, post-traumatic stress disorder, bipotar provide re-education to licensed
disorder, atherosclerolic heart disease, diabetas staff and Interdisciplinary team
mefitus type I, and chronic obstructive pulmonary on federal regulations and
heart disease. On tha quarterly minimum data guidelines for discharge and
set assessment with assessrment reference date transfer, including the facility
10/10/2018, the resident scored 15/15 on the providing and documenting
brief interview for maental status and was sqfﬂcll:;]t preparqgontar;d
assessed as lacking signs of delirium, psychosis, ::fenanfgr?e:}s;;:&?eroo?nswe
or behaviors affecting self or others. The discharge from the facllity, by
resident's latest safe smoking assessment was 1/28/2019. !
dated 9/26/18 and indicated the resident was able s
to smoke independently. The resident was acting “Nh i .
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