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F000000
F000000 St. Anthony Home (“the
This visit was for the Investigation of prowder") Sl:bm'ts” ”,"S Plan of
. Correction (“POC”) in accordance
Complaint IN00156004. with specific regulatory
requirements. It shall not be
Complaint IN0O0156004- Substantiated. construed as an admission of any
Federal/State deficiencies related to the ;Ileg%d def'g'eqcﬁﬁ'tesbghgth
allegations are cited at F223, F225, and thf\i/rlntgrrltisc?n mlas{ it LZ W
F226. inadmissible by any third party in
any civil or criminal action against
Survey dates: September 16, 2014 the Provider or any employee,
agent, officer, director, or
shareholder of the Provider. The
Facility number: 000120 Provider hereby reserves the right
Provider number: 155214 to challenge the findings of this
AIM number: 100274780 survey if at any time the Provider
determines that the disputed
findings: (1) are relied upon to
Survey team: adversely influence or serve as a
Regina Sanders, RN, TC basis, in any way, for the
selection and / or imposition of
future remedies, or for any
Census bed type: increase in future remedies,
SNEF: 31 whether such remedies are
SNF/NF: 143 imposed by the Centers for
NCC: 1 Medicare and Medicaid Services
(“CMS”), the state of Indiana or
Total: 175 any other entity; or (2) to serve, in
any way, to facilitate or promote
Census payor type: action by any third party against
Medicare: 31 tPhe F.’;ovidelr.. Any chan%es to
L rovider policy or procedures
Medicaid: 95 should be considered to be
Other: 49 subsequent remedial measures
Total: 175 as that concept is employed in
Rule 407 of the Federal Rules of
Evidence and should be
Sample: 5 . o .
inadmissible in any proceeding on
that basis.
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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These deficiencies reflect state findings
cited in accordance with 410 IAC 16.2.
-3.1.
Quality review completed on September
19, 2104, by Janelyn Kulik, RN.
F000223 | 483.13(b), 483.13(c)(1)(i)
SS=D FREE FROM ABUSE/INVOLUNTARY
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 record review and interview, F000223 1.1 Resident E was assessed by 10/03/2014
the facility failed to ensure residents were the charge nurse. Scratc’:he.s
were noted to resident E’s right
free from abuse from staff members, for thigh. Licensed staff monitored
2 of 5 residents reviewed for abuse in a area for complications with none
total sample of 5. (Residents # E, #F and noted. Upon notification to the
Terminated CNA's #1 and #2) DON a.nd Administrator, the
allegation of abuse was reported
o ) to the Indiana State Department
Findings include: of Health. The identified
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associate was immediately
1. Resident #E's record was reviewed on placed on adm|n|§trat|v§ Iegve. A
] . , thorough internal investigation
09/16/14 at 10:15 a.m. The resident's was completed with appropriate
diagnoses included, but were not limited action taken. 1.2 Other
to, dementia and hypertension‘ residents in this associate’s care
could potentially be affected by
, this individual. Identified
A Nurses' Note, dated 09/04/14 at 10:58 associate was placed on
p.m., indicated it was a late entry for administrative leave. Other
09/13/14. The note indicated the CNA residents in this associate’s care
had reported several scratches to the that shift were assesseq ,by_U”'t
(dent's rieht i thich Manager with no other injuries of
residents right mner thigh. unknown origin noted and none
voiced concern of abuse.
An, "Investigative & Reporting Form", Director of Staff Development
dated 09/04/14, received from the (DSD) / designee will re-inservice
. . staff on the types of abuse, timely
Director Of?Nl.lI'SIIlg (D(.)N). on 09/16/14 at notification to the Administrator
9:55 a.m., indicated an incident occurred and DON, how to recognize
on 09/03/14 at 11 p.m. The form further burnout in yourself and other
indicated CNA #3 reported the resident associates, and when to report
b bative duri d held burnout to your supervisor. 1.3
ecame combative during care and he The Director of Social Service /
Terminated CNA #1's hand. CNA #3 designee will conduct th|r‘ty (30)
reported Terminated CNA #1's reaction random staff interviews on all
was to grab the resident's right thigh. shifts weekly for four (4) months,
Th (dent ved fi foial then twice monthly for five (5)
¢ residen recelve' f)ur s.uper 101.a months for understanding of
scratches noted to his right inner thigh. immediate notification of
Administrator and DON and how
The summary of the interview with CNA to ;eC?hgnlze bur.nc:ut in yourself
C o " , and other associates.
#3 1nd1.cated, (CNA #3's r.lame) was Reinforcement of understanding
rendering care with (Terminated CNA will be immediately provided and
#1's name) to this resident. During care documented to those who are
this resident was combative & began ;nclerlclrsor unsurg. 1.4 'I;he
.. i i irect
swinging at them. (CNA #3) then ocial Services Jirector
) designee will report random staff
suggested to (Terminated CNA #1) that interview findings to the Quality
they return later & let this resident calm Assurance (QA) Committee
down. (Terminated CNA #1) continued monthly for nine (9) months. The
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to render care & this resident grabbed QA Committee will monitor data
(Terminated CNA #1) hand/arm. (CNA presenFed for any trends:, apd
. determine if further monitoring /
#3) then stated (Terminated CNA #1) action is necessary for continued
reaction was to take hold of this resident's compliance. 1.5 Correction
right thigh, squeeze, & say, 'if you scratch date is October 3, 2014. 2.1
me, T will scratch you.'" Re3|dent F wa§ observed by the
Licensed Practical Nurse for any
negative outcomes related to
The interview with Terminated CNA #1 allegation of abuse. No negative
indicated she was rendering care with outcome noted. Physician and
CNA #3 and the resident had grabbed her family T‘Ot'f'ed o.flsame on date of
hand and di dsh bl allegation. Facility took
and and squeezed 1t, an. she was able to immediate and appropriate action
get her hand free. Terminated CNA #1 and reported this incident to the
denied being upset with the resident and Indiana State Department of
indicated she was unaware of the Health on 7/6/14. The identified
h h ident's right 1 associate was immediately
scratc. es on the resi ent§ g t.eg. placed on administrative leave. A
Terminated CNA #1 denied telling the thorough internal investigation
resident she would scratch him and was completed with appropriate
taking a hold of the resident's thigh. action taken. 2.2 See 1.2 above.
2.3 See 1.3 above. 2.4 See 1.4
o ) above. 2.5 See 1.5 above.
The conclusion indicated the allegation
of abuse was substantiated and the CNA
(Terminated CNA #1) was terminated
from the facility and reported to the State
agency.
During an interview on 09/16/14 at 11:25
a.m., the DoN indicated she had
interviewed other residents and there
were no other complaints about
Terminated CNA #1.
2. Resident #F's record was reviewed on
09/16/14 at 1:15 p.m. The resident's
diagnoses included, but were not limited
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to, dementia and heart disease.

A progress note, dated 07/06/14 at 5:40
p.m., indicated the resident had an
incident which occurred earlier in the
day, which the resident was struck by a
thrown fork on her left leg. The note
further indicated Nursing immediately
removed the CNA and followed the
procedures. The note further indicated
the ISDH (Indiana State Department of
Health) and the local Police Department
was notified.

An, "Investigative & Reporting Form",
dated 07/06/14, and received from the
DoN on 09/16/14 at 9:55 a.m., indicated
the incident occurred on 07/06/14 at 1:30
p-m. The form indicated the resident was
sitting in the dining room waiting for
lunch and Terminated CNA #2 had taken
the resident's clean fork and gave it to
another resident and when Resident #F
inquired about her fork, Terminated CNA
#2 picked up the fork and threw it
towards this resident hitting her left
thigh. There was no injuries noted.

Interviews with the witnesses (LPN #4,
CNA #5, and NA #6) indicated
Terminated CNA #2 gave the resident's
fork to another resident and when
Resident #F asked her why she took her
fork, Terminated CNA #2 picked up

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

LDBD11 Facility ID: 000120 If continuation sheet

Page 5 of 14




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

PRINTED: 10/08/2014
FORM APPROVED
OMB NO. 0938-0391

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

1556214

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

ST ANTHONY HOME - CROWN POINT

X2) MULTIPLE CONSTRUCTION

00

STREET ADDRESS, CITY, STATE, ZIP CODE
203 FRANCISCAN DR
CROWN POINT, IN 46307

X3) DATE SURVEY

COMPLETED
09/16/2014

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

another fork and threw it towards the
resident, the fork hit the resident in the
left leg then fell to the floor and
Terminated CNA #2 told Resident #F to
pick the fork up and use it.

An interview with Terminated CNA #2
indicated when she handed the fork to
Resident #F it dropped on the resident's
tray. Terminated CNA #2 denied
throwing the fork at the resident or saying
anything negative to the resident.

The conclusion of the investigation
indicated the facility substantiated the
abuse allegation.

During an interview on 09/16/14 at 11:25
a.m., the DoN indicated (Terminated
CNA #2) was placed on suspension, then
terminated.

This Federal Tag relates to complaint
IN00156004.

3.1-27(a)(1)
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F000225
SS=D

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

The facility must not employ individuals who
have been found guilty of abusing,
neglecting, or mistreating residents by a
court of law; or have had a finding entered
into the State nurse aide registry concerning
abuse, neglect, mistreatment of residents or
misappropriation of their property; and report
any knowledge it has of actions by a court of
law against an employee, which would
indicate unfitness for service as a nurse aide
or other facility staff to the State nurse aide
registry or licensing authorities.

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

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

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

F000225

10/03/2014
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Based on record review and interview the 1.1 Resident E was assessed by
facility failed to report an allegation of the charge nurse. Scrat(’:he.s
. L were noted to resident E’s right
abuse timely to the Administrator of the thigh. Licensed staff monitored
facility, related to scratches on a area for complications with none
resident's leg received during care, for 1 noted. Upon notification to the
of 5 residents reviewed for abuse in a D|?N ?.nd A?mblnlstrator, the Hed
) allegation of abuse was reporte
total sample of 5. (Resident #E) to the Indiana State Department
of Health. The identified
Findings include: associate was immediately
placed on administrative leave. A
. . thorough internal investigation
'
Resident #E's record was rev1ewed on was completed with appropriate
09/16/14 at 10:15 a.m. The resident's action taken.
diagnoses included, but were not limited
to, dementia and hypertension. 1.2 Other residents could
potentially be affected by this
o ) practice; however, no other
An, "Investigative & Reporting Form", allegations occurred that day.
dated 09/04/14, received from the Charge Nurse was immediately
Director of Nursing (DoN) on 09/16/14 at re-educated on immediate / imely
955 indicated an incident d notification of Administrator and
->> a.m., idicated an Incident occurre DON when an allegation of abuse
on 09/03/14 at 11 p.m. The form further is initially reported. DSD /
indicated CNA #3 reported the resident designee re-inserviced staff on
became combative during care and held Z‘:jm?d.'atte t/ tlmeldyggt'l\ilcart]lon to
. , ministrator an when an
Terminated CNA #1's hand. CNA #.3 allegation of abuse is initially
reported Terminated CNA #1's reaction reported.
was to grab the resident's right thigh.
The resident received four superficial 18-3 The/EClere.(:tor of Sﬁmal .
C . ervice / designee will conduc
scratches noted to his right inner thigh. thirty (30) random staff interviews
on all shifts weekly for four (4)
The form indicated the Administration months, then twice monthly for
had not been notified of the allegation f'}’? (5) n;grtnhs ft‘?fr. unt.derst:mdlng
. of immediate notification o
until 09/04/14 at 8:30 a.m. (9 1/2 hours Administrator and DON when an
later). allegation of abuse is initially
reported.
During an interview on 09/16/14 at 11:25
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a.m., the DoN indicated the allegation 1.4 The Social Services Director
had not been reported until the following / des'g”ee_ W'!I report random'staff
. . . interview findings to the Quality
morning. When investigated, the Assurance (QA) Committee
Supervising Nurse indicated Terminated monthly for nine (9) months. The
CNA #1 was at the end of her shift and QA Committee will monitor data
had already left the building, so no other presenFed for any trendg, apd
. . .. determine if further monitoring /
resident was at risk. She indicated the action is necessary for continued
facility's policy had not been followed. compliance.
This Federal Tag relates to complaint ;051 4Correction date is October 3,
IN00156004. '
3.1-28(c)
F000226 | 483.13(c)
SS=D DEVELOP/IMPLMENT ABUSE/NEGLECT,
ETC POLICIES
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect, and abuse of
residents and misappropriation of resident
property.
F000226 1.1 Resident E was assessed by 10/03/2014
Based on record review and interview, the charge nurse. Scrat(,:he's
. . e were noted to resident E’s right
the facility failed to ensure the facility's thigh. Licensed staff monitored
abuse policy was followed, related to the area for complications with none
resident's right to be free from abuse and noted. Upon notification to the
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not immediately reporting an allegation DON and Administrator, the
of abuse to the Administrator of the allegatlon. of abuse was reported
. K . to the Indiana State Department
facility, for 2 of 5 residents reviewed for of Health. The identified
abuse in a total sample of 5. (Residents associate was immediately
#E and #F) placed on administrative leave. A
thorough internal investigation
Findi include: was completed with appropriate
ndings melude: action taken. 1.2 Other
residents in this associate’s care
A facility policy, dated 10/01/94 and could potentially be affected by
revised 09/14, received as current from this |n.d|;/|dual. Ildentc"f'ed
.. . " associate was placed on
the Admmlstrator,' and titled, "Alleged administrative leave. Other
Abuse/Neglect/Mistreatment of a residents in this associate’s care
Resident/Misappropriation of Resident that shift were assessed by Unit
Property (Investigation of Same)", Manager with no other injuries of
. " . . unknown origin noted and none
indicated, ...A.ny forrp of r.es1dent/pat1ent voiced concern of abuse.
abuse...of a resident...is strictly forbidden Director of Staff Development
under all circumstances...Any associate (DSD) / designee will re-inservice
who witnesses or becomes aware of an strif;ont.thettyr;ss Zfdab_“_s‘:' t|tmely
o . notification to the Administrator
a?t of abuse...vylll 1mmed1a.tel?1 contact and DON, how to recognize
his/her SuperVISOI‘...WhO will in turn burnout in yourse|f and other
immediately notify the Facility associates, and when to report
Administrator or designee...Once report burnout to your supervisor. 1.3
£ patient/resident ab has b d The Director of Social Service /
ol pa 1e'n. rest en. 2_1 use...nas efan made, designee will conduct thirty (30)
the Facility Administrator or designee random staff interviews on all
shall be informed immediately within shifts weekly for four (4) months,
two (2) hours of occurrence...To ensure the”tLW'?e mogthlyt fo’;jf"’e (f5)
. . . months for understanding o
all residents/patients will be {ree from all immediate notification of
forms of abuse and neglect... Administrator and DON and how
to recognize burnout in yourself
1. Resident #E's record was reviewed on and other associates. _
09/16/14 at 10:15 a.m. The resident's Reinforcement of understanding
: o o o will be immediately provided and
diagnoses included, but were not limited documented to those who are
to, dementia and hypertension. unclear or unsure. 1.4 The
Social Services Director /
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An, "Investigative & Reporting Form", designee will report random staff
dated 09/04/14, received from the interview findings to the Quality
. - Assurance (QA) Committee
Director of Nursing (DoN) on 09/16/14 at monthly for nine (9) months. The
9:55 a.m., indicated an incident occurred QA Committee will monitor data
on 09/03/14 at 11 p.m. The form further presented for any trends, and
indicated CNA #3 reported the resident de:ermme if further r;wonltortl.ng / q
. . action is necessary for continue
became combative during care and held compliance. 1.5ryCorrection
Terminated CNA #1's hand. CNA #3 date is October 3, 2014. 2.1
reported Terminated CNA #1's reaction Resident F was observed by the
was to grab the resident's right thigh. Llcent§ed Prtactlcal Nulrste cl;otr any
- . . negative outcomes related to
The resident received four superficial allegation of abuse; no negative
scratches noted to his rlght inner thlgh outcomes were observed.
Physician and family notified of
The form indicated the Administration Iiamﬁto? daktg of a!ggtatlon(.j
. . acility took immediate an
haq not been notified of the allegation appropriate action and reported
until 09/04/14 at 8:30 a.m. (9 1/2 hours this incident to the Indiana State
later). Department of Health. The
identified associate was
. . . immediately placed on
The.: su.mmary of the interview with CNA administrative leave. A thorough
#3 indicated, "(CNA #3's name) was internal investigation was
rendering care with (Terminated CNA completed with appropriate action
#1's name) to this resident. During care taken. 2'? Other residents in this
this resident was combative & began associate's care could potentially
T g be affected by this individual.
swinging at them. (CNA #3) then Identified associate was placed
suggested to (Terminated CNA #1) that on administrative leave. Other
they return later & let this resident calm ;Esldehr?:ts in this assomzti’s Lcjafte
. . at shift were assessed by Uni
down. (Termmated. CNA #1) continued Manager with no other injuries of
to rendel‘ care & thlS reSIdent gl‘abbed unknown origin noted and none
(Terminated CNA #1) hand/arm. (CNA voiced concern of abuse.
#3) then stated (Terminated CNA #1) Dt;rggtolfgf Staff DeYlf'OD_ment ,
reaction was to take hold of this resident's ( )/ designee wi re-inservice
) i . staff on the types of abuse, timely
right thigh, squeeze, & say, 'if you scratch notification to the Administrator
me, [ will scratch you.'" and DON, how to recognize
burnout in yourself and other
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The interview with Terminated CNA #1 associates, and when to report
indicated she was rendering care with burnout to your supervisor. No
. other allegations occurred that
CNA #3 and the resident had grabbed her day. Charge Nurse was
hand and squeezed it, and she was able to immediately re-educated on
get her hand free. Terminated CNA #1 immediate / timely notification of
denied being upset with the resident and Adm|n|.strator and DON .vyhen an
. allegation of abuse is initially
indicated she was unaware of the reported. DSD / designee
scratches on the resident's right leg. re-inserviced staff on immediate /
Terminated CNA #1 denied telling the timely notification to Administrator
resident she would scratch him and agd DON wthe”n an allﬂeg:tlog gf
. . Vs abuse is initially reported. 2.
taking a hold of the resident's thigh. The Director of Social Service /
designee will conduct thirty (30)
The conclusion indicated the allegation random staff interviews on all
of abuse was substantiated and the CNA f:lftstweekly fotrhfloufr (‘? m(()g)ths,
. . en twice monthly for five
(Termmated.C.NA #1) was terminated months for understanding of
from the facility and reported to the State immediate notification of
agency. Administrator and DON and how
to recognize burnout in yourself
. . . and other associates.
During an 1ntele1€.w on 09/16/14 at. 11:25 Reinforcement of understanding
a.m., the DoN indicated the allegation will be immediately provided and
had not been reported until the following documented to those who are
morning. When investigated, the unclear or unsure. The Director
S ine N i dicated il" ated of Social Service / designee will
upervising Nurse indicate e@1na c conduct thirty (30) random staff
CNA #1 was at the end Of hel‘ Sh]ft and interviews on all shifts Week|y for
had already left the building, so no other four (4) months, then twice
resident was at risk. She indicated the modnthli/ fo(:.ﬂve &5) morljthst for
e . understanding of immediate
facility's policy had not been followed. notification of Administrator and
DON when an allegation of abuse
2. Resident #F's record was reviewed on is initially reported. 2.4 The
09/16/14 at 1:15 p.m. The resident's SOC'a' SerV'ﬁ‘eS D';ectoz / .
. . .. i i t
diagnoses included, but were not limited cesignee wi report rancom sta
) ) interview findings to the Quality
to, dementia and heart disease. Assurance (QA) Committee
monthly for nine (9) months and.
A progress note, dated 07/06/14 at 5:40 The QA Committee will monitor
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p.m., indicated the resident had an
incident which occurred earlier in the
day, which the resident was struck by a
thrown fork on her left leg. The note
further indicated Nursing immediately
removed the CNA and followed the
procedures. The note further indicated
the ISDH (Indiana State Department of
Health) and the local Police Department
was notified.

An, "Investigative & Reporting Form",
dated 07/06/14, and received from the
DoN on 09/16/14 at 9:55 a.m., indicated
the incident occurred on 07/06/14 at 1:30
p-m. The form indicated the resident was
sitting in the dining room waiting for
lunch and Terminated CNA #2 had taken
the resident's clean fork and gave it to
another resident and when Resident #F
inquired about her fork, Terminated CNA
#2 picked up the fork and threw it
towards this resident hitting her left
thigh. There was no injuries noted.

Interviews with the witnesses (LPN #4,
CNA #5, and NA #6) indicated
Terminated CNA #2 gave the resident's
fork to another resident and when
Resident #F asked her why she took her
fork, Terminated CNA #2 picked up
another fork and threw it towards the
resident, the fork hit the resident in the
left leg then fell to the floor and

data presented for any trends,
and determine if further
monitoring / action is necessary
for continued compliance. 2.5
Correction date is October 3,
2014.
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Terminated CNA #2 told Resident #F to
pick the fork up and use it.

An interview with Terminated CNA #2
indicated when she handed the fork to
Resident #F it dropped on the resident's
tray. Terminated CNA #2 denied
throwing the fork at the resident or saying
anything negative to the resident.

The conclusion of the investigation
indicated the facility substantiated the

abuse allegation.

This Federal Tag relates to complaint
IN00156004
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