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This visit was for the Investigation of
Complaints IN00201404 and
IN00201144.

Complaint IN00201404 - Substantiated.
Federal/State deficiencies related to the
allegations are cited at F223.

Complaint IN00201144 -
Unsubstantiated due to lack of evidence.

Survey date: June 2, 2016.

Facility number: 000346
Provider number: 155543
AIM number: 100288320

Census bed type:
SNF/NF: 28
Total: 28

Census payor type:
Medicare: 1
Medicaid: 27
Total: 28

Sample: 4
These deficiencies reflects state findings

cited in accordance with 410 TAC
16.2-3.1.

F 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

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

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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QR completed by 11474 on June 3, 2016.
F 0223 483.13(b), 483.13(c)(1)(i)
SS=D FREE FROM ABUSE/INVOLUNTARY
Bldg. 00 | SECLUSION
The resident has the right to be free from
verbal, sexual, physical, and mental abuse,
corporal punishment, and involuntary
seclusion.
The facility must not use verbal, mental,
sexual, or physical abuse, corporal
punishment, or involuntary seclusion.
Based on interview and record review, F 0223 This plan of correction constitutes 06/24/2016
the facility failed to ensure residents were the wr.|tten alleganonof )
compliance for the deficiency
free from mental abuse for 1 of 4 cited. However submission of
residents reviewed regarding abuse Plan ofCorrection is not an
(Resident B, CNA #1). This deficient admission that a deficiency exists
practice had the potential to effect 1 of 3 or T[hat one was C|tec.icor.rectly.
. . . This Plan of Correction is
residents reviewed for abuse allegations. submitted to meet the
requirementestablished by state
Findings include: and federal law. Hickory Creek at
Huntington desires thisPlan of
.. . Correction to be the facility’s
Thc? clinical record for Resident B was Allegation of Compliance effective
reviewed on 6/2/16 at 8:22 a.m. The 6/24/2016.
diagnoses included, but were not limited ( Complaint-IN00201404)
to, schizoaffective disorder, primary optic F 223 It is the policy and standard
. . . ofcare for this facility that all
atrophy, blindness, major depression and residents are free of abuse and
chronic obstructive pulmonary disease. neglect.
The most recent Annual Minimum Data 1. What corrective action will be
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Set (MDS) assessment, dated 2/18/16, accomplishedfor residents
.- . .. affected?
indicated Resident B was cognitively On May 26,2016, resident B was
intact with a BIMS (Brief Interview for assessed for any noted injuries as
Mental Status Score) of 15. yvell a§ !nterw.ewed byAdmlr)lstrator
in Training, Director of Nursing and
Social Services for signs
Resident B had a current, 5/27/16, care orsymptoms of mental anguish with
. . none noted. CNA #1 was
plan problem/need regarding being totally immediately suspen d\gd pending
blind. Approached to this problem investigation of abuse. The familyand
included, but were not limited to, "I will phi{?c(liall(l)f ;e?f'de”t B Werg{ ol
. ) . . notified. All staff was immediately
receive orientation to my surroundings as in-serviced regarding Hickory Creek
needed." policiesand procedures along with
state regulations pertaining to
. abuse. After investigation of staff
Resident B had a current, 3/18/16, care and CNA #1 itwas determined that
plan problem/need regarding urinary alleged abuse wa_s substantlated_gnd
. . . CNA #1 was terminatedfrom position
incontinence. Approaches to this on June 1, 2016.
problem included, but were not limited
to, "I will be assisted with clothing 2. How will the facility identify
" otherresidents having the
changes as needed. potential to be affected by the
same practice and whatcorrective
. . ti ill be taken?
Review of an Incident Report Form, chi :ce’gic‘;;’ntsii tzisesome have the
dated 5/26/16, indicated CNA #1 was in potential to be affected, but no other
the bathroom with Resident B following resident has beenidentified as being
. . . affected by this practice. All
an incontinent bowel episode. The report interviewable residents
indicated CNA #1 was having Resident B wereinterviewed by Social Services
and the Administrator in Training, for
Clean. the feces off t.he floor. CNA #1 anyindications of abuse. Residents
then instructed Resident B to throw the notalert or identified with cognitive
paper towel away. Resident B missed the delays were assessed for signs and
. symptomsof abuse. If any future
waste basket and CNA #1 instructed allegations ofabuse are made, as per
Resident B to pick up the paper towel and facility policy and practice, the
throw it in the waste basket again. CNA ;ﬁggf;{;t;;‘:gIabn‘i/n?;'sf:zgn ¢
#1 was immediately suspended pending involved will be examined
an investigation. and/orinterviewed to ensure they are
secure and having their needs met
appropriately. The Administrator will
During the internal investigation by the notify the state agency of the
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Administrator in Training ( AIT), allegation and aninvestigation will be
btained f ffwh initiated at that time. If any staff
statements were obtained trom statt who member is identifiedas being
overheard or observed the incident. involved in the allegation, he/she will
be immediately suspended andmay
. . be subject to termination, pending an
Review of the staff statements, provided investigation. Once the
by the AIT on 6/2/16 at 3:44 p.m., investigationis completed the
.. . . . . Administrator and management staff
indicated Dietary Aide #2 was delivering will follow-up as neededwith training
lunch trays to resident rooms when she or monitoring activities as deemed
walked by the bathroom of Resident B. necessary by the
Lo . investigationfindings.
She indicated she could hear Resident B 3. Whatmeasures will be put into
talking to CNA #1. Resident B was place to ensure this practice does
. " " not recur?
heard asking "if that was good" as she All staffwere re-educated on May 27,
walked by. She then heard CNA #1 say 2016, regarding Hickory Creek
"almost." Dietary Aide #2 did not policies andprocedures as well as
. he inci v h h state guidelines that outline and
witness the incident, only heard the describe differentforms of abuse
conversation. including but not limited to physical,
sexual, mental, verbaland financial
. abuse. All newly hiredemployees are
Another statement provided by the also to be trained concerning abuse
Activity Director (AD), indicated she ahs pl:r)ior but Wif”'lldeta"edezamp'es by
. . the Director of Nursing or designee.
observed CNA #1 Standmg outside Abuse education will be conducted
Resident B's bathroom, while Resident B every 2weeks x 6 months; then
was cleaning up his bowel movement off monthly x6 months; then quarterly
oo indefinitely. TheAdministrator or
the ﬂOOI‘. She lndlcated CNA #1 aSked designee will monitor all education
Resident B to throw the paper towel away and in-services forcompliance with
. . "ot an each learning process to ensure all
twice and was ta.lked to like a "child staff have participated.The facility will
when he asked "is that the trash can?" conduct Guardian Angel Rounds,
The AD indicated Resident B exited the which are to be conducted atleast 5
. times weekly, by the interdisciplinary
bathroom with what appeared to be trash management team. The results
or ruined clothes. ofthese rounds will be brought to the
next scheduled morning
) ] management meetingfor review.
CNA #1 provided a written statement However, if there are any indications
related to the incident to the AIT. CNA of resident abuse or neglect,the
Lo . . Administrator will be notified
#1 indicated Resident B was coming out immediately and the facility will follow
of his room to eat lunch when she noticed asindicated in question#2. Any
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he had attempted to clean himself up, but allegationswill be investigated
i1l a little di She indi d sh immediately and all staff
was still a little dirty. She indicated she re-inserviced if needed
took Resident B back into the bathroom betweeneducation schedules.
to both clean him and the bathroom up.

° bO_ C ca a d the bathroom up 4. How corrective action(s) will be
She indicated Resident B wanted to clean monitored toensure the deficient
up the bathroom, so she handed him practice will not recur, i.e., what
some wipes and asked him to clean it, quality assuranceprogram will be

) ) . put into place?

while she finished what she was cleaning. TheAdministrator, DON and/or SSD

The statement was dated 5/26/16. will bring the results of resident
concerns,including all allegations of
abuse and neglect, to the monthly

During an interview on 6/2/16 at 3:35 QAA committeemeeting, for further

p-m. the AIT indicated, while speaking review and recommendations for

. . oo process improvement. If
with CNA #1 following the incident, she anyrecommendations are made, the
felt CNA #1 did not understand that DON or othe; designated IDT
. . member will followthrough and report

making Resident B clean the bathroom the results of those

was wrong. She indicated CNA #1 was recommendations at the next

terminated from employment scheduledQAA meeting. This will
continue on an on-going basis.

Review of CNA #1's employee file DATE OF COMPLIANCE:

indicated she was provided with the 61242016

required abuse, dementia and resident

right's training.

Review of a current facility policy, dated

12/1999 and revised 9/10, provided by
the AIT on 6/2/16 at 8:40 a.m., indicated
the following:

"STANDARD
Residents will be free from mistreatment,
neglect, abuse, misappropriation of
resident funds and property, verbal,
mental, sexual or physical abuse, corporal
punishment, or involuntary seclusion.
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DEFINITIONS
ABUSE: The willful infliction of injury,
unreasonable confinement, intimidation,
or punishment with resulting physical
harm, pain, or mental anguish.
...Mental Abuse: Includes, but is not
limited to, humiliation, harassment,
threats of punishment, or deprivation...."
This federal tag relates to Complaint
IN00201404.
3.1-27(a)(1)
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