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F 280, to the resident’s care -

F 280" Continved Erom pages 74

- 08/30/14 fo eneure he was aware of the above

rconcems. ' He stated he was aware and had heen |

- hotified by facility staff, No other CONCams were
©expressed. ' '
!

: 1 8. On 08/30/14 at 3:05 PM, the Attending
; Physigan for Resident #1 and Resident #2 was
contacted by the Vice President of Clinical
' Services. The Physician stated ha was wall

i

i

vaware of (Resident #2's) change in behavior, He !

- notified and Dpdated concerning both residents

j : ; stafed he informed the surveyor he hiad been
P snd #2).

T

|

' residents with identified skin areas were reviewed ,

[l - 9. Based an the weekly skin assessments, all
, Hin the weekly Guality of Care meetings by the

: Interdisciplinary Team on 07/25/14 and 08/07/44.

} * A Quality Assurance process was implemented

| t by the Administrator on 08/28/14 to monitar on a

! i continuing basis this Allegation of Compliancs

| through a daily manitoring meeting during which
' the Administrator, DON, Assistant DON, charge

| | nurses and therapy team review Physician

‘ . Orders, nursing supervisor regorts, 24-hour

i ' nursing communication sheets, care plan

i Frevislons, conduct daily physical rounds in the

! - facility, review incident reporting and ensure

i appropriate Physician and legal represeniztive
"notifications. The daily monttoring will continga
; Yor the next three (3) months and weekly

thefeafter,

; The fécif"fty will a{so' utilize: the Interact )t Stop and

- Watch Program to gather input from all staf
regarding any changes noted of observed wits
1 &Ny regident's behavior or otherwize.

H
i

plan,

A quality assurance
process 13 in place to
audit 10% of records
on a monthly basis to

ensure compliance.

‘This andit will be
completed by the
Director of Nursing or
the Assistant Director
of Nursing, The DON
will audit 10% of
records on a monthly
basis to ensure
compliance and
identify any deficient

practice. This andit is

in addition to the audit
conducted daily in -
morming meeting
which provides
frequent monitoring to
ensure the facility is
maintaining :
compliance. Onee a
Stop and Watch tool
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I the absence of the'Administrator, the DON will
"assume the responsibilly. On weekends, the ‘
Charge Nurae will compete this proc:esa. i

1 The DON will conduct a c;uai ty-assurance audit
“for accuracy of clinical records on 10% of {acorcis
jona rnontﬂly basis to ensure compirance

§ 10, For c:oz%tmuea monitering of the Allegation of
Comphzam:a a member of the goveming body,
 either the Executive Vice President ar the Vice
. President of Ciinical Services, will be in
‘attendance at monthly guality assurance
meetings for the next three (3) months

; The State Survey Agency validated the
] ’ i{*r?pi@rnantation of the faciity's AQC a3 follows:

1 Copies of skin assessments, performed by
| licensed staft, for Resident #1 on 07/28/14.and
08/05/14 were reviewed. No concerns were o
!revealed during this review. A review of the o '
. complete assessment by the Physician on :
L 07/31114 revealed no concems. :

i {2, Areview of every 15 minute checks of {
Resldent #2 by nussing steff, for the period of
L 07726114 through 07/30/14, revealed no
_concerns. Observation of Resident #2 on -
1 09/04/14 at 10:05 AM, revealed the resident to be |
. ithing in the dining reom with a staff member .
| playing cards, Intarview with SRNA #6 on !
09/04/14 at 10:02 AM, revealed she was
{ mesigned to do 1:1 with Rasident #2_ Intervisw
with the Administrater on 09/11/14 at 1:55 PM,
 confirmed Resident #2 was started on 111
tnonitoring on 08/28/14 and the mm ’D}”IHQ wes
ongolﬂq :

I pREF ; {EACH DEFICIENCY MUST 85 PRECEDED 8Y FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION,
Tas REGULATORY OR 130 IDENTIFYING INFORMATION) s CTAG [ CROSB-REFERENCED TO THE APPROERIATE Dave
o e _ . BEFICIENCY) '
F 280 Continued From page 80 o 2801 - _ '
pag £ 280 has been initiated by a

‘staff member, one

- MDS Coordinator

copy is immediately
given to the lcensed-
nurse and the other

copy is given to the _
DON for follow up -

and discussed in the
interdisciplinary daily
morning meeting,

Upon completion of

the assessment by the
licensed nurse, any

new problems, orders

or interventions would ¢
be applied to the care
plan. In addition, all

Stop and Watch forms
are ciscussed in the '
daily moming
meetings to make the
interdisciplinary team

of possible changes in
condition of residents

and the need for care
plan revisions. The - |

§

| S—

FORM CME-258710:2-30) Previous Viersions Obsolste Event 1205871 Facility 10, $00835

i continuation sheat Pags 81 of 123




coo L2014 G0 1AY

DEPARTMENT (F HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

®

PRINTED: 11/24; éOui
- FORM APPROVED
OMB NO. 938-0391

Fa
—
N
>

STATEMENT OF DEFICIENCIES - HXT) PROVIDER/SUPPLIER/CLIA

{35 MULTIPLE CONSTROCTION i(_‘?{'S) DATE SURVEY

MAME CF PROVIDER OR SURPLIER

MAYSV!LLE NURSING AND REHAR JTATJC}?Q I’AL!LIW

AND PLAN OF CORRBCTION DENTIRGATION MUIMBER: A BUILDHG COMPLETED
- C
| 185207 8. wile 09112014

STREET ADDRESS, 4Ty, STATE e fo OE
620 PARKER ROADL
MAYSVILLE, ®Y 41055

PROVIDER'S PLAN OF CORRECTION (K5

|
;
|
|
|
3 The facilily provided the in-service SIQn in
b sheets for training of the Administrator and the

: DON on 08/26/14, by the Vice President of

. Gltnical Services, related to the following:

P accuracy of Lhrzzaai records related tn

i tocumentation and notification of the Physician

| , and the POA; the definitions of abuse:
tdentfﬂcation reporting and anveatmmtn{}n of .

" Administrator on 09/11/14 at 1:47 PM, and the
$ DON on 09/11/14 at 1:35 PM, revealed both had
; attended the in-service fraining and were able o
verbaifze their understanding of the education.

4 The facility pmwded a copv of the in-service
- sign-in sheets for 08/29/14 and 08/30/14. Review ;
tof the records revealed training was provided for
i alt staff regarding the following: accuracy of the
Lhmr:.ai record; documentation and notification of .
" the Physician and the POA; definitions of abuge
| ; identification, reporting and investigating sbuse;
i and revision of care plans.

!
I fntemew with SRNA #10 on 091 1714 2t 2:25 PN,
"tevealed she had attendad the N-service related
J Yo abuse. Interview with § SRNA/Restorative #9,
| . 0N 08/11/14 at 123 PM, revealed she had
" attended the in-service re!ated o abisse snd how §
} i o respond, Interview with the Housekeeping ‘
| ; Supervisor on 08/11/14 at 1:30 PM, revealad she
: * had attended the in-services related o abuse, '
; i documentation, and notification. Interview mth
J . Maintenance staff on 09/11/14 at 1- 12 PM,
| ‘reveaied he had attended the abuse in-services,
i ¢ Interview with the Activity Assistant, on 09/11/14 _
! &t 1:26 PM, revealed she had received training o
| t abuse and attended the in-service on 08/30/14.
- Interview with RN #2, on 08111714 at 1:25 PM, ;

i abuse, impiementation of the facility's Protection 5
. Policy; and care pian revisions. inferview with the |

Falo SUMIAARY STATEMENT OF LJEFiCIENCJi:S o _ )
F”F(Ef-‘ix : [EACH GEFICIENCY MUST BE PRECFDED 8Y FULL- FREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATDRY OR L0 DENTIFANG mronam;@m TAG CROSE-REFEREMCED TO.THE AFPROPREATE: AKTE
_ DEFICIENCY) '
}:" O x . ) - .
28 Continﬂed From pags &1 F 280 attends the daily

morning meeting and
ensures compliance
with the revision of
resident care plans
based on the ‘
information reviewed;
physician’s orders,
incident reports, and -
musing
cormumcation
reports. The charge
‘mirses complete the
daily audit process on
the weekends. The
results of the audit
from the weekend
charge nurses are
reviewed by the.
Adminstrator, DON
or ADON on the
following work day.
‘The Administrator has
the documentation of
the completion of the
daily audits and the
weekend andit

|
FORM Crﬁwzﬁ»ﬁ?{ﬁﬁ 88} Previods Virgions Obsolale Event Iy 2023811
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f 3: Jdd _ COﬂimUECf From page &2 _ F 2895 documentation from
f revealed she attended the in-service on 08/29/14 s |
- ‘ A Rt : & 3
- ; refated to abuse, documentation, notification, charge murses is
' forwarded to the k

" reporting, identifying, investigating, and ravision
tofcare plans. o '

" &. The facility provided a copy of audits

i completed, beginning 08/30/14 and ending

, U9/02/14, for all resident records regarding

' acourate notification of the Physician and the
 legal representative, and a review of resident
~assessments and care plans to ensure _
! completeness and accuracy. Review of the audit |
i completed on 08/30714, related to residents who
triggered on the MDS assessment for bekaviors
tthat affect others, revealed the care plans

. reflectad current inferventions. Interview with RN :
- #2IMDS Nurse, on 09/11/14 at 1:06 PM, revealed ;
i all resident records were raviewad for ;
. docutentation, Physician and POA notification,
 current behaviot interventions, and complete and |
» accurate assessments and care plans. '

- 6. The facility provided inferview audiis completed
. on 08/30/14 for female residents, and on :
09702114 for male residents, regarding whether
+ they had been touched inapproptiately by a male
Tesident or anyone since residing at the facility.

_ I No concerns were voiced by any residents.

7. Interview with the POA for Resident #2, on

| 0904714 at 8.20 AM, revealed she had spoken

~with the vice President of Clinical Services and

| the Adminisirator. She confirmed she was not
sure when she was first notified, but she was now :

taware of all allegations of inappropriate behavior
on the part of Resident #2, and was awars of

“actions taken by the facility.

i

Interview with the POA for Resident #1, on

Adminigirator for
review. Any issues
noted through this
process regarding
notification receives
immediate followed up
and the appropriate
interventions/actions
occur. The results of
the daily auditing and
monitorieg will be
made part of the
monthly QA meeting
by the Administrator
and will continue for
the next 6 months.

5. 09-15-14

F282

It is and was on the day of survey
the pelicy of Maysville Nursing
and Rehabilitation Facility to
provide care by persons in

.
I

“ORM CME-2567(07-58) Frevioua Versibns Dbeolane Event I 208814
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F 2801 gg:*i’“eg F‘rc;m page 83 , _ F280  accardance with each resident’s
i 09/10/14 at 4:30 PM, revealed he had spaker ; : e P :
. with the Vice President of Clinical Services and L written care plan.
"told her we wag aware of the inappropriate , ’ . , :
i behavior toward his mother, as he had been toid 1. Resident #2°s care E
, by Tacility staff _ o plan was revised by
| 8. Interview with the Aitsnding Physician for f the MDS nurse on the
, Resident#1 and Resident #2, on 09/10/14 at 5:35 ! following dates: 07- :
tPM, reveaied he had spoken with the Vice _f 26-14. 07-30-14. 08-
1 President of Clinfeal Services and was aware of ; T !
_ Resident #2's change in behavior, i ; - 04-14, and. 08-28-14
?9 o B o ‘ o ' with a problem of
: 9. Review of the Quallty of Care meeting minutes o .
_revealad residents with identified skin areas were | nap Ij?ropnatc
| reviewsd on.07/25/14 and 08/07/14. Interview behaviors™ and
j . revealed the team met daily to monitor care plan e
i . [Tevisions, incident reporting, and appropriate fifteen minute
l - notification of the Physician and POA. The , monitoring, transfer to
% - medical record sudit is scheduled to be nitiated .
|  09/17/14 and completed by the end of each | Bospital and a ;
| . month. Review of the audit tool utitized to monitor , ro0my/wing change.
]‘ + 10% of resident records for accuracy on a ‘ ; O 08-29:14 at 9:00 P,
: - 1 monthly basis revealed ne concerns. ; ' ' : -
| : t M., one-on-cne
l £10. interview with the Vice President of Glinical monitoring for ‘E
. Services an 09/11/14 af 5:00 PM, revealed she or ; Tt 3, )
j 'he Executive Vice Fresident of Clinical Bervices ; Reszdént #2's aI;icgﬁd
| i wauld attend the monthly QA meeting for three _ targeting behavior was
g,(a) months, Monthly QA mestings are scheduled | added to the care pian.
HOS917/14, 1011514, and 11/15/14. . .R ident #1°g car
F 282, 483 20(k)(3)(7) SERVICES BY GUALIFIED F 282 . hesigert #1's care
J PERSONS/PER CARE PLAN L - plan did not change as

Tha servines provided or arranged by fthe faciity
" must be provided by qualified persohs in

. aocordance with each resident's written plan of
&are. ‘ .

i : a result of the contact
by Resident #2.

TORM CMS-2E67(02-88) Pravious Versions Qbsoleta

Event ID: 2008817

Facillty 10: 100353 if continuation shest Page 84 of 123 .




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

PR;NTED VA0 4
T FORM APPROVED
OB NO, 0828-0351

BTATEMENT OF OEFICIENCIES X1y PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMAER:

185707

{XE) MULTIPLE CONSTRUCTION

A, BUILDING COMPLETED
iahidling 09/ 12014

{53y DATE SURvey

NAME QF PROVIDER DR SUFPLIER

MAYSVILLE NURSING AND REHABILITATION FACILITY

ETREEY ADDRESS, CITY, 8TRTE, ZP CODE
B20 FARKER ROAD
MAYSVILLE, K‘;’ 41055

) PRWIDER S PLAN OF CORRECTION - 55

Fa SUMRMARY STATEMENT OF DEFIDIENCIES ‘ G .
PREFTS . - EACH DERCIENCY MUST BE PREGEDED BY FULL PREF {EACH CORRECTIVE ACTION SHOULD 8F COMPLETION
TaG * REGULATORY OR LS IDENTIEYING INFORMATIOH) TAR ° CROSS-REFERENCED TO TAE APPROPRIATE UATE
i . " DEFICIENCY)
F 282 , Continued From page 84 F 282; - 2 All resuient care p}ans
i ‘ wete reviewed starting -
‘ Ths:. REQU%REMERT is not met as evideneed on 08-30-14 and -
ng on 09-02-14 by.
Basad on interview, rword review and review of e.ndl g Y
' the facility's policy, it was determined the facility the Director of
*failed to have an effective system in place to - Nursing, MDS staff,
¢ ensure residents’ Comnprehensive Care Plans o
. wers implemented lo ensure supervision and Admlss‘:mm ‘NW% and
~Tesidents were protected from abuse for one {1 Administrative nurses
' of eiqht (8) samipled res:dents (Resident #2)- for completeness and
! interviews with nurses and State Registsred accuracy. All licensed
| _Nursing Assistants (SRNAs) revealed Resident . staff are aware that the .
'#2 was observed teuching Resident #1 . :
i Inappropriately on several different occasions. cars? plan ,18 to be
 On 07/26/14, a visitor pointad af Resident #1 and revised with any
. _ Resident #2 and told & ERNA "you need to do change in the
' samething about this”, as Resident #2 was . » ; diti
 observed with his/her hand inside the waist band resident’s condition
; of Resident #1's pants. On 7/28/14, Resident#2 utilizing the
: had hisfher hand under Resident's #1%s shit. On . eation §
§ 07130114 sought out Regidant #1, displayed communication form,
| inappropriate behaviors (touching - The DON, MDS staff,
i inappropriately}, was difficult to redirect, and was ADON/Admissions
! sent out to the hospital for & psychiatrie (psych) ,
g ~ fevaiuation. On 08/04/14, Resident #2 was nuzse, arid
If i raadmitted and the resident's care plan was administrative nurses
" revised to perform every fifteen (15) minute : "
' checks of the resident, However, review of the audlﬁed all 41‘%1&%{
: "Monitoririg” forms revealed no documented care plans o ensure
evidence the every fiftean ( 18} minutes checks accuracy to reflect
“were completed 06/04/14 thyough 08/G8/4. On ) tions
£ 08/04/14 Resicent #2 was observed on twa (2) curtent nterventions -
i Separate oceasions that day o have more than and physician’s orders
" half of his/her hand in Resident #1's pants, ance K ; C
ough observation,
" near Resident #1's pubic area down the front of throug
i the resident's pants and the other time In the [
‘ : groin ates up the resident’s pant's leg. n |
FO?{M CMS Eﬁﬁ'f 02- 99} Prewrma Vefsff}m Chaolole Evenat 1D: 202344 Facillty ix, 100333
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rom pag 282, communication of

? addition, sta¥ interviews revesled Resgdent #2
. tried unsuccessfully on other cocasions to seak
" out Resident #1, however, staff Intarvened before
. he/she was able to touch Resident #1. On _

' 08/09/14 at 10:40 AM Resident #2 was found in
J‘ Resident #1's room again, redirected out of the

" room; however, continved to retym. Resident #2
-} was sent back out to the hospital an 08/09/14 for A

another psych evaluation. (Refer fo F- 223)
[

The facility's failure to have an effective system in't

' place to ensure the Comprehensive Care Pian

, was implemented for supervision and protection
* of other residents fo prevant further abuse was

: likely to cause serious injury, harm, impairment,

“or death. The Immediate Jeopardy was identified :

[ on 08/29/14 and was determined to exist on

0712614 4. !

The facility provided an acceptable credible

: Allegation of Gompliance (AOC} on 09/09/14, with |
_ the facility alleging removal of the Immediate '
Jeapardy on 09/03/14. The Immediste Jeopardy !
was verified tobe romoved on 08/M3/14 sdorto

| exiting the facility on 09/11/14, with remaining

| non-compliance at 42 CFR 483. 20, Resident ‘

fAssessment £-280 Care Plan Revision witha @
Scope and Severity of "D while the facility .

! develops and implements a Plan of Cortection, |
Cand the facility's Quality Assurance continues to
" monitor to ensure cam;mance with systemic
changes.

The findings include:

Rewew of the facility's policy itled, "Care !
! Plans- Comprehensive" dated 08/01/13, revealed |
. the an individualized comprehensive care plan ¢
| which included meastrable objectives and

P front line staff and
- comparison of
documented needs in
| relationsghip to the care
plan. :
Daily the |
interdisciplinary team
reviews the |
physicians’ orders,
DUTSing SUpervisor
. reports, daily, the 24
hour nursing
communication sheets
and incident reports.
The Interact II Stop
and Watch Program is
also used to ensure
care plans are up o
date and accurate, All
staff were educated on
the importance of care
. . plan interventions and
- the proper
implementation of -
such interventions on
8/29/14 and completed

2
k)
H

FORM CIME-2667{02-9%) Pravios Versions Obsolale
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f nursing, mental and psychelogical needs was :
, developed for each resident. The Policy reveskad

 are plans were develaped based on a tharough

passessment which included the the Minimum
_ Data Set (MDS) Assessment.

 Interview with staff revealed Resident #2 was

* seeking out Resident #1 and/for displaying

| inappropriate sexuat behavior towards Resident
. #1 on 07/26/14, 07128114, 07/30/14, QB/04an4,
and 38/09/14.

. Review of Resident #2's medical record revesled |
I an admission date of 04/21/12, with diagnoses
: which included Diabetes, Parkinson's Diseaze
"and Dermentia Without Behavioral Disturbances. |
I Review of the Quarterly Minimum Data Set

. (MDS) Assessment dated 06/26/14, revealed the ©

 facility assessed the resident as having a score of »

DON. All new hires in
the nursing department
are educated on _
resident care plans and
the implementation of -
interventions during
i their training and
orientation period.
A quality assurance
process is in place to -
audit 10% of records
on & monthly basis to ;
ensure compliance, i

| fifteen {15} out of fifteen {15) on the Brisf This audit will be .

. Interview for Mental Status (RIMS), which o

indicated no cognitive impairment. Review of the C(Z‘:mpif:t@d b% th(j’
i Comprehensive Care Pian, revealed Resident £2 Director of Nursing or
“had an Limdiaif% c;.ira plan for s?cffhntaractla; ‘ the Assistant divector. -

‘| impatred related fo inappropriate behavior with an : . .
_intervention for every fifteen (15} minute checks - The DON will audit
| dated o?fzﬁm 10% of records on a
Evaan though Resident #2 was on the avery ﬂftean , monthly bé"ﬂb o :
! . ensure compliance and

i (158) minute checks staff interviews revaaled

" reports of Resident #7°s behaviors continuing.

FInterview with LPN #2, on 08721714 at 1:20 PM

. and 09/10/14 at 3:50 AM, which revealed she WS |

Hinformed of an incident where Resident #2 had

» his/her hand under Resident #1's shirt by a SRNA |

“on O7/28/14; interview with SRNA#7, on 09/04114 |
| &t 2:25 PM which revealed Resident #2 had baen

. redirected from Resident #1's room thres {3) to

* identify any deficient
: . practice, The results of
this audit are made
part of the facility’s

FORM CM&-ES&"’{Q.’E 28 Previguy Versions Obaolate -
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Administrator and
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r

| ptan or ret.

~-sentto fhe hospital on 07/30/14; interview with
VLPN #6, on 08/25114 at 2:45 PM, which revealed
; during a morning meeting on B7/20/14 another
" nurse.came and got the Director of Nursing
: {DONY, and and the DON cameé back to inform
, the Administrator Resident #2 had besn
P atternpting to get at Resident #1 again. LPN #6
; stated Resident #2 was sent to the hospital for a
pbych evaluation that dayy, 077/30/14,

t Iﬂtemaw, oft 09/04/14 at 2:25 PM, with SRNA #7
j revesled sha obseived Resident #2 on 08/04/14
“in Resident #1's room with Resident #1's pant's
i feg pushed up to the thigh ares, and Resident #2 -
“with his/her hand up inside the pant's lsg to the
- i groin arsa. Additionally, interview on 08/21/14 at
- 120 PM, with SRNA#2, revealad she observed
i Resident #2, on 08/04/14 in Resident #1's roarm
. With more than half of Resident #2's hand down
f the front of Resident #1's pants where hefshe
. was "no doubt” touching” Resident #1's “pubic
* area" with his/her fi fingers.

i . ‘

" Interview with LEN #11 on 08729414 at 3:25 PM,
i revealed she dldn't know if every fifteen (15)

 minutes checka were addﬁd to Resident #2's care

‘ Hosp;tal recond review revealed Resident #2 was |
f admitted to the hospital's behavior unit, o
i diagnosed with Hypersexuality, and ori 08/04/14
was transferred back to the facility. Review of
i Resident #2' care pan ravealed on 08/04/14,
_evely fifteen (15) minute checks to be compisted. ;

' However, review af the "Moritoring” forms '
i revealed ho documented evidence the every
fiftean (153 minute checks were complé‘ter} from
08104/14 through 08/08/14.

H

H
i

- | AND PLAR OF CORRECTION IBENTIFICATION NUMBER, A SULDING COMPLETED
) 185207 B, WING 0oi 214
NANME OF PROVIDER DR SUPPLIER i ATREST ADLRESS, CITY, §TATE, ZIP COOE
L . ) , 820 PARKER ROAD
| MAYSVILLE NURSING AND REHABILITATION FAGILITY
i . S MAYSVILLE, KY 41088
xario SUMMARY STATEMENT (3F DEFICIENGIES o PROVIDER'S PLAN OF GORRECTIN C
PREFIX | (EACH DEFICIENGY MUST BE PREDEDED BY FULL FREFIY (EAGH CORRECTIVE ACTION SHOULD B COMPLETION
TAG REGULATORY OR LS IDENTIEYING INFORMATICH) CTAG CADES-REFERENCED TG THE APPROPRIATE DATE
; . , : - DEFICIENGY)
F282 " Contined From page 87 F 282" . :
. Ry ‘ . ‘ ) F 262 QA meeting monthly -
 four {4} times daily by her prior to hirm/her being : .
by the Clinical QA

tean and will continue

for the next 6 months.
Thiz auditisin
addition to the audit
conducted daily in
morning meeting

~ which provides

frequent monitoring to
ensire the facility is
maintaining
compliance, Once a
Stop and Watch tool
has been initiated by a
staff member, one
copy is immediately
given to the licensed
riurse and the other
copy 1§ given to the
DON for follow up
and discussed in the
interdisciplinary daily
morning meeting, -
Upon completion of
the assessment by the
licensed nurse, any
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F,.282. Continued From page 88 N - F 2825 new probiems, orders

Interview with LPN #3 on 08/29/14 at 800 PM, -
revealed she had cared for Resident #2 “or Over -

I @ year'; however, was unsure what his/her care

| Plan interventions were. ‘

{ Interview with Registered Nurse (RN} #1 on i
08/26/14 at approximately 7:40 PM, revealed she

E was unsure what Resident #2's care plan zaid;

t however, knew from shift report she was to

. monitor the resident's whereabouts. '

- Coordinator revealed MDS staff reviewed and

 from review of Physician's Orders and information
. from the morning meeting. She indicated she did :
‘not recall haaring anything about the every fifteen
:{15) minute checks. However, the MDS
. Coordinator stated Resident #2°s care plan noted

“every fifteen (15) minuie checks. f

Interview with the Administrator, on 08/29/14 at
H6:45 PM, revealed changes in residents e
¢ conditions of behaviors were reported to aif staf
' through every shif: report. Additional interview,
[ on 09/04/14 at 7:80 PM, with the Administrator
. fevealed she was not cerfain why from 08/04/14
' through DB/0&/4, the avery fifleen (15) minute
- checks for Resident #2 were not completed ang |
“documented as done per the care plan, She
i stated, howsver, the every fifieen {18} minute
. checks should have been completed as per the
'care plan. Per mierview, the faclity fait through
i the every fifteen (15) minute checks was how
- Resident #1 was kept safe

et e

The facility providad an accepiable credible
' Allegation of Compliance (AGC) on 09/09/14 thal ,

 Interview, on 09/11/14 at 8:40 AM, with the MDS .

' revised care plans daily, Monday through Frigay, .

i

© or interventions would

be applied to the care
plan. In addition, all
Stop and Watch forms
are discussed in the

* daily moming

meetings to make the
interdisciplinary team
of possible changes in
condition of residents
and the need for care
plan revisions. The
MDS Coordinator
attends the daily
morning meeting and
ensures compliance
with the revision of
resident care plans '
based on the
information reviewed:

physician’s orders,

incident reports, and
ntrsing

| COTRIUICation

reports. The charge
nurses complete the

g
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i T
F 282 i Continued From page 89 B .- FoB2 daily audit process on

; alleged remaval of the 1 effective 068/03/14,
" Review of the AOC revealed the facifity
i lm;;)leamenied the following:

’ 1, Resident #1 was assessed 'by means of a head |
' to toe skin assessmant on 07/28/14 by an LPN, |
and again on 08/05/14, Both skin assessments

the weekends: The
msﬁlts_of the andit
from the weekend
charge nurses are

1eviewed by the

Yingicated Resident #1's skin was intact with po i Administrator, DON
i redness. A complete assessment of Resident #1 . : :
; was conducted by the Physician on 07/31/14 and | or ADON on the
dccum_enfgd as fo{iows: ‘ia(fvanced demgntz‘a, ! following Wgrklda}'f'l :
1 etherwise, no significant issues to deal with. The Administrator has

Chartis reviewed, {Resident) is seen, Her axam |
“is unchanged. Plans: for ongoing care by current
 writfen arders”.

2. After the incident on 07/25/14, Resident #2
WE.‘S ramoved from the arga and 1:1 supetvision
(for one hour} by activities staff was provided,
Efollowed by every 15 minute checks by nursing

; staff. On 08/29/14 at $:00 PM, 1:1 moniforing .
was Initiated, as directed by the Administrator, for
i Resident#2, Th = will be ongomg :

the documentation of
the completion of the -
daily audits and the
weckend audit
documentation from
charge nurses is
Torwarded to the

Administrator for

|3, On 08259714 at 9:15 PM, an in-service was ‘; review. Any issues
. conducted by the Vice President of Clinical : )  thi

_ Services for the Administrator and Director of noted throug Fhls
: Nursing {DON) on the following; definiticns of ; - process regarding

“abuse; reporting obligations related to abuse

notification receives

! allegations; identification of abuse; investigation i i . .
. of abuse allegations; implementation of the : mmediate follaqvmd up
! facility's Resident Protection Policy; and accurﬂcy : and the appropriate
'+ of the ofinical record. The Administrator and the i : . :
! : nterventions/actions .
- DON were able to verbalize understanding of the i e
i education, : : OCCUT.
i 09-15-14

i f4, On 08/29/14 at 10:30 PM, 08/30/14 af 10:30 i
AM and 08/30/14 at 1:00 PM the Sogial Sarvice

" Director, Dietary Manager, Activity Director and -

FORM Ch5-
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!

 all ficensed staff were in‘serviced by the

' tecords, as related to documentation and
netification of the Physician and the Power of
| Attorney or legal representative.

On 08729714 at 10:00 PM, 08/30/14 at 10:00 AM,
and 08/30/14 at 2:00 PM, all staff were
Vin-serviced by the Administrator and the DON

: related o accuracy of the clinical record.

p at 10700 A and 10:30 AM and 08/30/14 at 1,00

. of abuse; reporting obligations of abuse
allegations; identification of abuse; investigation

" of abuse allegations and implemantation of the

- facility's Resident Protection Policy; accurasy of

“the clinical record; and revision of care plans. A

s question and answer period was held at the

eonclusion of all in-services (o establish

" competency,

“Twelve (12} emploveas out of the facility far
medical leave, maternity jeave or vacation wara

' be permitted to work until they have been
i educated, .

{ &, All residant records were reviewed by the

*Murse, and administrative nurses, starting on

: B8730/14 and ending on 08/02/14, to ensire

" accurate notification of the Physician and lsgal

i representatives.  All residents who figgered on
. therMDS assezsment for behaviors that affect
tothers were raviewed on 08/30/44 fy MDS staff

Admipistrator and the DON on accuracy of clinical,

EOn 08/29/14 at 10:00 PM and 10:30 PM, 08/30/44

PM and 2:00 PM, the Administrator and the DON
* educated all staff on the following: the defiaitions

. educated by the DON via tslephone. No staff wil

. DON, Minimum Data Sef (MDS) staff, Admission .

: and administrative nurses to ensure the care plan
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' ' DEFICIENCY) : L
F 28? . Continued From page 91 E o2l - A

_ reflected cutrent intervantions. All resident
1+ assessments and care plans were reviewsd by
. the DON, MDS staff, Admission Nurse and
“administrative nurses, starting on 08/30/14 and .

| dacoyracy.

1 8. All fernale residents were questioned by the

- Social Service Director and the Activity Director

' on 08/30/14, beginning at approximately 9:30 AM, |
' regarding whether they had been touched

inappropriately by a male resident of anyone

| answered "No”. Aif male resident were

. interviewed by the DON and the administrative
fnurses on 09/02/14, beginhing at approximately
. 10:30 AM, regarding whether they had been '
_touched inappropriately by a male resident ar
fanyone slnce they had resided at the fam ity Al
. responded "No",

1 7. As confirmed by Resident #2's Power of
, Aftorney, the Charge Nurse of the facility made
" her aware of the initial cceurrence and
i subsequenily updated her related to Resident
'#7's continusd persistence in propelling toward
{ Resident #1's room. On 08/06/14 the facility
Administrator met with Resident #2's POA at i
; 5 tength to discuss future plans, room changes, etc.
1 On 08130114 &t 10:45 AM, the Vice President of !
A Clinical Services met with Resident #2's FOA o
! validate she was nofified of all allegations of
; Inappropriate behavicr and actions faken by the

fac:zllty

, Reszdent #1's son was contacted by the Vice
{ President of Clinical Services at 4:00 PM on
; 08/30/14 to ensure he was aware of the above
' concems. Me stated he was aware and had been |

i ending on DS02/14, tc} ensure completaness and '

“since they had resided at the facility. Al residents .

—rrrs
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i 8, 0n J8/20/14 af 3;086 PM, the Attending ‘ !
. Physician for Resident #1 and Resident #2 was |
! contacted by the Vice President of Clinical

; Services. . The Physician stated he was well

* aware of (Resident #2's) change in behavior, He
stated he informed the surveyor he had been ] :
notified and updated concerning both residents

(#1 and #2). ;

S.Bassd on the weekiy skin assessments, all |
residents with identified skin areas were reviewed
. in the weekly Quatify of Care meetings by the

Hnterdiscipiinary Team on 07/25/14 and 08/07/14.

" AQuality Asstrance process wags impiemented
i by the Administrator on 08/29/14 fo monitor on &
. continuing basis this Allegation of Compliance

* through a daily monitoring meeting during which
; the Administrator, DON, Assisiant DON, charge
nurses and tharapy team review Physician
orders, nursing superviser reports, 24-hour
nursing communication sheets, care plan
revisions, conduct daily physical rounds in the
fasility, review Incident reporiing and ensure
approptiate Physician and iegal representative

- netifications. The daily monitoring will coniinue
for the next three (3) months and weeakly

i thereaftar, '

, ‘ . I .
! The facllity wilt alza utilize the Interact || Stop and !
. Watch Program to gather input from all staff ;

‘ regarding any changes noted or chservad with

; any resident's bahavior or ptherwise. !

{ In the absence of the Administrator, the DON will | ;

" assume tha responsibility. On weekends, the ;

STATEMENT OF DEFICIENCIES XV PROVIDERSUPPLIERICLIA (#2) MULTIPLE CONETRUECTION X3 DATE BURVEY
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F 282, Continued From page 93
_Charge Nurse will compeie this process.

: The DON will conduct & quality assurance audit |
for accuracy of clinical records on 10% of records
ona monihly basis o ensure compliance. §

i 10. For coniinued menitoring of the Alt egatlon of
. Compliance, a member of the goverming body,
gither the Exacutive Vice President or the Vice

; President of Clinical Services, will be in : :
attendance at monthly quality assurance
 meetings for the next three (3) months.

* The State Survey Agency validated the
¢ iImplernentation of the facility's AOC as follows:

f 1. Copies of skin assessments, performed by
. licensed stafi, for Resident #1 on 07/28/14 and-
* 08/05/14 were reviewed. No concerns wers

i revealed during this review. Areview of the
complete assessment by the Physician on

10713114 revealed no concerns.

' 2. Ateview of every 15 minuts checks of

- Resident #2 by nursing staff, for the period of
07726114 through Q7/30/14, revealed no

| concermns. Observation of Resident #2 on
08/04/14 &t 10:05 AM, revealed the resident io be |

l sifting in the dining room with a staff member

. playing cards. Intervisw with SRNA#6 on

7 D8/04/14 at 10:08 AM, reveaied she was

; assigtied o do 101 with Resident #2_ Interview

“with the Administrator on 09/19/14 at 1:55 P,

; confirmed Resident #2 was started an 1:1

~monitoring on 08/29/14 and the monitoring was

{ ongoing. .

3. The facility pravided the in-service sign in
. sheets for training of the Administrator and the

FORM CME-25687{02.85) Pravious Versions Obsolate Evert ID: 2058014
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- DON on 08/26/14, by the Vice President of
' Clinical Services, refated to the folicwing:
j accuracy of clinics! records related to
. documentation and netification of the Physician
! and the POA; the definitions of abuss;
: identification, reperting and investigation of
" abuse; implementation of the fagil lity's Protection 4
i Palicy; and care plan revisions. Interview with the
. Administrator on 08/11/14 at 1:47 PM, and the -
" DON on 0%/11/14 at 1:35 PM, revealed both had
i attended the in-service training and were able to
~verbalize their understanding of ths education.

i 4. The facility provided a copy of the in-service

_' sign-in sheets for 08/29/14 and 08/30/14. Review
' of the records revealed training was providad for .

, all staff regarding the following: accuracy of the
clinical record; documentation and notification of

I the Physician and the POA; definitions of abuse:
(Identification, reporting and investigating abuse:
a«and ravision of care plans.

Iniervsew with 8 RNA#’?Q on 99411414 at 2:25 PM,
i revealed she had attended the in-service relafed
; 1o sbuse. interview with SRNA/Restorative #0,
Yon 0941714 at 1:23 P, revesisd she had
i atlended the in~service refated to abuse and how |
to respond. Interview with The Housekeaping _
Supervisor on 09/11/14 at 1,30 PM, revesled shs
‘ hati attended the in-services related to abuse,
dccumenmtmn and notification. interview with
| Maintenance staff on 09/11/14 &t 112 P,
revealed he had atiended the abuse in-services.
FInterview with the Activity Assistant, on 09/11/14
: &t 1:26 PM, revealed she had received training on |
abuse aryd attended the In-servica on D8/30/14.
Einterview with RN #2, on G9/14714 at 1:26 PM,

' related to abuse, documentation, hotiffication,

: revealed she aftended the in-service on 08/28/14 | P
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F 282! Contirued From page 95
: reparting, identifying, investigating, and revision
! . of care plans.

i 5. The facility provided a copy of audits

. completed, beginning 08/30/14 and ending

" 09702714, for ali resident records regarding
accrate notification of the Physician and the

. legai representative, and a review of resident

" assessments and care plans to ensure :
i completeness and accuracy. Review of the audit ,
. completed on 08/30/14, refated to residents who
triggered on the MDS assessment for behaviors
that affect others, revealed the care plang _
; reflected current inferventions. Interview with RN
#2INDS Nurse, on Q8/11/14 at 1:05 PM, revealed
" all resident records were reviewed! for
documentation, Physician and POA nofification.
current behavior Interventions, and complete and
accurate assessmentz and care plans.

8. The facility provided interview audits complatad |
fon 08130414 for female residents, and on '

; 09/02/14 for male residents, regarding whether

% - they had been touched inappropriately by a male !
* resident or anyone since residing at the facility,

: No concerns were voiced by any residents.

£7. interview with the POA for Resident #2 on

09/04/14 at 9:20 AM, revealed she had spoken

Wit the vice Prasident of Clinical Services and

the Administrator. She confirmed ghe was not “

sure when she was first rofified, but she was now '

aware of all allegations of inappropriate behavior

j 0n the part of Resident 2, and was aware of
actions taken by the faciiity, : -

i

; Interview with the POA for Residant #1, on

09110714 at 4:30 PM, revealed ne had spoken

§ with the Vice President of Clinical Services and

F 262,

H

“ORM ChS-2557(N2-08) Praviaus Versions Obeolete Event 1D 205917

Facifity ID: 100333 ¥ eontinuation shest Page 96 of 123




-
e

oid

AL AN
(7340

DEFARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FQR MEDICARE & MEDICAID SERVICES

-~ o ioAine
i

) AN
T NS

L 4

PRINTED: 142472014
FORM APPROVED
OME NO. 0038-0291

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

i (X1} PROVIDER/SUPPLIERACLIA

X2 MULTIPLE CONSTRUCTION

{43} DATE SURVEY

t IDENTIFICATION NUMBER: ! A BULDING COMPLETED
f c.
! 185207 B, wildis 919014

NAME OF PFROVIDER (R SUPPLIER

. MAYSVELL_E WURSING AND REHABILITATION FACILITY _

STREET ADDRERS, 0Ty, STATE, ZIF CONE
820 PARKER ROAD
MAYSVILLE, KY 41088

b

55=1, ADMINISTRATION/RESIDENT WELL-BEING

; Afacility must be administered in a manrer that

~ enables it to Use its resources effectively ahd =
| efficiently {6 attain or maintain the highest

. practicable physical, mental, and psychosocial
‘well-being of each resident. ' ‘ ;

i .
H - i
! [

D oo SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFC . (EACH DEFICIENCY MUST BE PREGEDED v FULL FREFIY {EACH CORRECTIVE AL TION SHOULD 8F SOMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION;) TaG CROBH-REFEREMCED 10 THE APPROPRIATE LATE
. DEFICIENGY) :
~ F 2821 Continued From page 86 Fogp’ F490

fHold her we was aware of the Inapproprizte .
; behavior toward hig mother, as he had basn told P ;
by facility staft o i * Itis and was on the days of {
-~ At , * survey the policy of Maysville

, ;8- Interview with the Attending Physician for. ! r I o :
* Resident #1 and Resident #2, on 369;10;14 at 5:36 Nursing and R?“?‘W“‘“{ . *
1 PM, revealed he had spoken with the Vice 4 Facility to be administered in a
, President of Cliical Services and was aware of } manner that enables it to use its
! Resident #2's change in bahavior, T ) ) '
- i resources effectively and
. 9. Review of the Quality of Care mesting minutes | i efficiently to attain or maintain

- i revealed residents with identified skin arsas were ; ; e ol
. Feviewed on 07/25/14 and 0807414, interview th? highest practical p %1} §ica].3
with the Adminigirator, on 09/41/14 at 510 P, mental and psychosocial well-
i revealed the team met daily to monitor ¢are plan being of each resident.
revisions, incident reporting, and appropriate
* notification of the Physician and POA. The : ~
i medical record audiﬁs scheduled to be initiated 1. The Vice Pfesldenﬁt of
08/17/14 and completed by the end of each Clinical Services for
‘month, Review of the audit tool utitized to monitor : Maysville Nursing and
. 10% of rasident records for acouraty on ; : _— L
- monthly basis revealed no concerns. ‘ Rehabilitation Facility
P Inforvi A : : provided education to
10. Interview with-the Vice Fresident of Clinical i ' iryi] Chrmtag
! Services on 0911/14 at 5:00 PA, revealed she of | - the Administrator and
. the Executive Vice President of Clinical Services ; ! Director of Nursing
" would aftend the monthly QA meeting for thres ; regarding
 (3) months. Monthly QA mestings are scheduled L L .
09117114, 1015014, and 111914, . E tmplementation of the
F 490! 483.75 EFFECTIVE F 490, facility’s policies,

physician notification,
updating resident care
plans and maintaining
clinical records, The
twao residents affected

_
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i This REQUIREMENT is rmt mel as ewdemﬂd
i byt

! facility's policies, it was determined the facility's
ﬁf\dmmrstratzcn failed to have an effective sysfern
"in place to ensure policies and procadures were
i implemented to ensure each rasident was free
from abuse and ensure care plan intervantions

1 related 1o supervision were implemeantad 1o

| prevent reaccurrence of potential abuse. The
facility's faillure affected two (2) of sight (8)

I sampled rasidents (Residents #1 and #2).

lntervuﬁw;», with nurses and State Ragistersd
{ Nursing Assistants (SRNAs) revaaled Resident

. #2 was observed touching Resident #1

" inappropriately on several differant occasions.

i On 07/26/14, a visitor pointed at Resident #1 and
_Resident #2 and toid a SRNA "you need to do

i someathing about this”, as Resident #2 was

' of Resident #1's pants

07/30/14 sought out Resident #1, displayed
Uinappropriate behaviors (touahmg

" sent out to the hospital for a psychiatric {psych)
fevaluation. On §8/04/14, Residant #2 was

tires that day to have more than half of hisher

i hand in Resident #1's pants, once near Resident

"#1s pubic area down the front of histher pants

i and the other time in the grein area up the pants
 leg. In addition, staff interviews revealed

| Resident #2 tried unsuccessiufly on other

* Based on interview, rec,orci review and review of

i ohserved with histher haﬂd inside the waist band J
On 7728114, Resident §2 ¢
. ¢ had hisfher hand amdér Resident's #1's shirt. On

: inappropriately), was difficult to radiract, and was

Teadmiited and was observed on two (2) separale

; woeasions to seek out Resident #1: however staffi

“intervenad before hefshe was able to touch

(xdyln SUMMARY STATEMERT OF DEFICIENCIES I PROVIDER'E PLAN OF CORRECTION £
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EATH CORRECTIVE ACTION SHOULD BE C COMBLETE
TAG REGULATORY QR [BC IDENTIFYING INFORMATIORN TAG CACSS-REFERENGED T0 THE APFROERIATE CATE
o . © . DEFICIENGY) :
]
F 4801 Continued From page 97 CE4npt -
S o s by the alleged -

deficient practice were
Resident #1 and
Resident #2. Resident

- #1 did not exhibit any
negative affects related
to the inappropriate
behavior of Resident
#2. Resident #1 was
assessed by nursing
staff on 7/29/14 and
8/5/14 and by histher

- physician on 7/31/14 i
with no issues noted
and plan of care
remnained the same.

2. All staff (Heensed and
unlicensed) were in-
serviced between 08-
29-14 at 10:00 P M.,
08-30-14 at 10:00
AM. and 08-30-14 at
2:00 P.M. by the
Adminigtrator and

| Director of Nursing -
; . covering aceuracy of
clinical records, o
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_Resident #1. On 08/09/14 at 10:40 AM Resident

' #2 was found in Resident#1'a room again,

i rediracted out of the room; however, continued to

refum. Resident #2 was sent back out o the :
s hospital en 08/09/14 for another psych evaluation.
 Interview and record review revealed the facilty

' failed to impiement polficy and procedures related

i to abuse, revision/implernentation of cars plans,
netification of residents’ physician and
“responsible party, and maintaining accurate

i clinical records. (Refer to F-157, F-223, F.225,
F 228, F-280, F-282, and F- 514}

The facility Administration’s faliure to have an
effactive system in place to ensure the policies

' and procadures wers Implemented o ensure
e.;ax,h resident was free from abuse andg to ensure
‘care plans were revised with interventions
{ regarding supervision were implemented was
llkeiy {0 cause sericUs injury, harm, impairment,
‘or death. The Immediate Jeopardy was identifisd
i on 08/28/14 and was determined o exist on ;
Ci?fciﬁf‘? 4. '

The facility prc}wded an acceptable cradible
* Allegation of Compliancs (AOC) on 09/08/14, w ith
; the Tacilify alleging removal of the Immediate !
Jeopardy on 08/03/14. The Immediate Jeopardy
“ was verified to ba removed on 09/63/14 prior o
; exiting the facility on 09/11/14, with remaining |
“nen=compliance st 42 CFR 483 78, :
: Administration, F-490 effective Adm inistration,
with a Scope and Severity of "0 while the fasility .
| develops and implements a Plan of Correction,
and the facility's Quality Assurance continuas to

 monitor fo ensure residents are fres from abuse., .

i

; The findings include:

STATEMENT 0F DEFICIENCIES (1Y PROVIDERISUSPLIERICLIA {X2) MULTIPLE CONSTRUCTION £43) DATE SURVEY
AT BLAKN OfF CORRECTION IDENTIFICATION NUMEBER: if - ‘ COMPLETED
A BUILDING -
_ G
185207 8 WG 0G/14/2014
NAME OF PROVIDER OF SUPPLIER "ETREET ADDRESS, OITY, STATE, ZiF COOE '
) . £20 PARKER ROAD
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: MAYSVILLE, KY 41066
SUMMARY STATEMENT OF DEFICIENCIEES j[n} : PROVIDER'S PLAN OF JORKRECTION (X5
(EACH DEFICIENCY MUST BE PRECERED 5Y FULL, PREFX {EACH CORREOTIVE ACTION SHOUJLD BE { COMPLETION
REGULATORY GFR L5C IDENTIFYING INFORMATICN TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
' DEFICIENCYY .
' [ s ' ; .
 FA80 | Gontinued From page 98 F 400 R
| M pag o definition of abuse,

reporting obligations,

identification of abuse,

invéstigation of abuse
aliégaﬁons and
implementing of the
facility’s Resident
Protection Policy.
There were twelve
employees that were
educated by the
Darector of Nursing
via phone due to
FMLA, maternity
leave or vacation. -
All fernale residents
were interviewed by
the Social Service
Director and Activity
Director on 8/30/14 as
1o whether they had
been touched
inappropriately by a

- male resident or
- anyone since residing

here. All mude
residents were

-

i

1
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.-Investigation”, undated, revealed all reports of
" resident abuse, neglect, and injuries of unknown
- i saurce shall be promptly and thoroughly

investigated by facility management, Per the

' Policy the investigation was to include

interviewing the residents involved in incidents,
glaff members who were present at the time of

i the incident, the person reporting the incident,

' members and visitors. The Policy revealed the
- investigation was fo include review of

Yand review of events leading up to the incident.

Review of the faciity’s policy titled, “Abuse
: Reporting"”, undated, revealed the person

1o the Charge Nurse, who was o complete an

i Incident Report Form and immediately examine
and interview the resident. The Charge Nurse

fwas to document histher findings of the

. examination and inferview in the resident's

" medical record and report the findings to the

i Administrator. Continued review of the Policy

revealed upon receiving reports of abuse the

t Administrator or DON would immediately report

, the incident to the State Survey Agency, Aduft

* Protective Services and other agsncies as

i appropriate,

i Review of the faciity's policy titted, "Care 3
. Plans-Comprahensive” dated 08/01/13 revealsd

! plans were revised as infermation about the
resident and the resident's condition changed,

I The Policy revealed the Care

- Planning/Irderdisciplinary Team was respansible
! for the review and Updating of care plans when

i

P assessmants of residents were angeing and care ;

i

. Gther residents, the residents' roommates, family

~documentation and the residents' medical record

. Gbserving an incident should immediately repaort it :A

<
, 185207 B.wiig 09/11/2014
NAME OF PROVIDER OR SUFPLER , STREET ADDRESS, UFTY, STATE, 7IF CONE ' '
. © $R0 PARKER ROAD ‘
MAYSVILLE NURSING AND REHABILITATION FACILITY N
: ‘ ! MAYSVILLE, KY 41056
{X4Y 153 f SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION : Xy
FREFIX (EACH DEFICIENDY MUST BE PRECEDED BY FULL BREFI, {EAGH CORRECTIVE ACTIIN SHOULD 88 " COMPLETION
TAG REGULATORY OR LEC IDENTIFYRG INFORMATION, TAG CROSS-REFERENCED TO THE APPRUFRIATE |, DATE
‘ . ‘ . DEFICIENGY)
F 490" Continued From page 99 = 490, : '
' § Dt ’ p g. DV : F 490, questioned by the
i Review of the facility's policy titled, "Abuse _ : -
v DON and

administrative nurses

on 9/2/14 as to

whether they had been
touched

inappropriately by a :
male resident or ,
anyone since residing
here. The answers
were Unanimously

[ )

nao,

3. The facility is utilizing
! the Interact Il Stop and
: © Watch Program to
gather Input from all
staff as to any changes
noted or observed with
any resident’s
behavior or otherwise, !
On 8/29/14 an in- i
service was conducted
by the Vice President
of Clinical Services
for the Adminisirator
l
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BUNMARY STATEMENT OF GEFICIENTIES

i FROVIDER'S PLAN OF GORRECTION P s

: the desired outcome was not met.

Rewew of the faciily's prlL‘y’ titted “Change ina
I Resident's Condition”, dated 08/01/13, revealed

- the Nurse Supwsaor!bharge Nurse was to notify
fthe resident's Attending Physician or Qn-Call

i Physician when there was an incident involving
the resident. Continued review of the facitity ponw
f revesled notifications of a change in sohdition

; wera to be made within twenty-four (24) hours,
em:ept in the case of & medical emeryency.

" Documsntation® dated 08/01/13, revealed 2if

i services provided to the r@ﬁldpnt or any ehanges
- in residents’ medical ar mental condition, should
" be documented in the resident's medical racord,

i Further review revealed all incidents, accidents,
_ar changes In the resident's condifion musl be
lecarded

Fntefviews with facility staff revealed the .

¢ Administrator was knowladgesble of Resident
_#2's inappropriate touching of Resident #1 since
F07/26/14, when she was notified of the first
; incident by LPN #1/Charge Nurse. However, the
" Administrator failed to ansure immediate

{ notification of Resident #1's and Resident #£7'c
. Physician and family/responsible patty afier the
“incident on 07/26/14. Staff interviews revealad
; Resident #2 continued to seek out Resident #1,
“and s total of four (4) ) allegations wers raported to §
 the Administrator rﬂgardmg Resident #2 tmuchsng
Resident #1 inappropriately. However, the
| Administrator failed to ensiire Incident Reports
 regarding the incidents of all eged sexual abuse
by Resident #2 ware completed: failed to ensure

1 the reporting of the alleged sexual abuse to the

. appropriate Stats Agencies; failed o ensure

Revxaw of the faclity's poticy tiled, "Charting and

Ay
PREFY {EACH DEFICIEMCY MUST 8E PRECEDED BY FULL t OPREFY (EACH CORRECTIVE ACTION SHOULD BB SOMPLETION
TAG RE{:UL'%TOF'\’ CR LG IDENTIFYING INFORBATION; TAS CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 450" Continued Fram page 100 F 490 L
PR i and Director of

‘Nursing covering the
: definitions of abuse,
T reporting obligations
“of abuse allegations
and the
implementation of the
facihity’s Resident
Protection Policy and
accuracy of the clinical
record. The
Administrator and
! Director of Nursing
were able to verbalize
understanding of the
‘ education. The
question and answer
peried at the
i conclusion of in
services provided all
staff the opportunity to
ask any questions of
material that wasn't
clear to them. Answerg
were immediately
- given. All staff was
educated on 8/29/14

¥
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MAYSVILLE NURSING AND REHASILITATION FACILITY
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e PROVIQER'S ALAN OF CORRECTION (X3}

| investigations were conducted after the incidents;
“fafled 1o ensure Resident #1 was physicaily |
(i assessed {or potential injury after each incident |
and, failed to ensure Resident#1's and Resident '
i #2's care plans were revised to ensure increased
; Supervision of Resident #2 and protestion for
“Resident#1. In addition, inlerviews with staff
i revealed the Administrator had told them notto
_document Resident #2's behavior in the resident's’
i medical record. :

. .

" Interview with the DON, on 08/22/14 at 10:20 AR,
1on Q8/28/14 at 7:40 PM, at 800 PM and 8:30 PM
“on 09/10/14 at 10:00 AM and 0911714 at 855 ‘
{ AM, revesled the Administrater did not instruct

_her or anyohe elsa to complete and Incident

' Report or start an Investigation related to the

- incldents.

s Interview with the Administeator on 8/256/14 at :
, 3145 PM and at 8:45 PM and on 08/04/14 at 7:50
t PM, revealed she was Tiesl informed of Resident
. #2 having “inappropriate sexusl behaviors” on

- 07/26/14. The Administrator revealed she told
; LEN #1 to initiate gvery fifteen {15) minute checks :
" of Resident #2. Per interview, she stated an

i investigation would be completed if the facil ity felt

like there was abuse; however, she did not have

i staff complete an incidant Report or initiate an

_investigation on 07/26/14, becavse she did not

! see the incident with Resident #2 as abuze. The
. Administrator stated she did not have staff i
! complate [ncident Reports affer any of the aIieged
_incidents involving Residant #£2, gs she did not
view them ag reportable events. She statad she
| did not fest Resident #2 had acted willfully dus to
aome reparts of the resident havi rig confusion, |

3

!
i

_ Cantrnued interview with the Admmrstrator o

(X4} 1D SUMMARY STATENMENT OF DEFICIENCIES
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE . CORMPLETIH
TAG i REGULATORY DR LSC IDENTIFYING INFORMATION] TAl | CROSS-REFERENCED TO THE ASPROPRIATE pATE
e RE ; DEFIGIENCY) - =
. _
F 480 ' Continued From page 107 F 490

and 8/30/14 covering.

the aceuracy of the P
climeal record which
includes the care plan
process and revisions

and implementation of
mterventions. -

A QA process has

been implémcnted as

of 08-29-14 by the f

Administrator to :

monitor on a continual i

basis, the residents”

condition through

daily méxning

meetings where the -

_ Adminigtrator,
Director of Nursing,
Assistant Director of
Nursing, charge nurses
and therapy team
review physician’s
orders, mirsing '

i supervisor reports, 24

hour nursing

i
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F 430" Continued From page 102
‘revesied Resident#2's Physici’an was Updated
regarding the resident's 'inappropriate sexyal
| behavior'; however, there was no dacumenied

. first notified on 07/30/14 regarding hisihar

behavsozs and she had not notified Resident #1's
; POA of any of the allaged incidents as she had
P ot considered thert abuse. The Adminisirator

Resident #1's POA of the alleged incidents. The'

t of Hypersexuaiity was just “taken through repart”

twhy the every fitteen {15} minute checks for
Resident #2 were not performed and documented

: however, stated the checks should hrave baen
compleﬁed as the facility felt that was how
- Resident #1 was kept safe. Per interview, it was
“hursing judgment whether of not to document
; resident behaviors, and her expectation was for
" documentation to be somewhere in residents'

E 490

evidence of when the Physician was first notified. |
- The Administrator stated Resident #2's POAwas

: stated she was Unsure if anyons had sver notifisd

t Administrator revealed Resident #2 was nat care
planned for Hyparsexuallty because the diagnosis |

from the hospital. She stated she was not certain

E

a5 completed for 08/04/14 thiough 08/08/14; ;

~1record. The Adminisirator stated she had not told |

nurses net to documeant in the residents’ medical

t records. ' o

| The facility provided an acceptabie credible

~ Allegation of Compliance (AQC) on 09/08/14 that

i alleged rernoval of the |J affective 09/03/14.
Review of the AOC revealed the facility
m@iemer}i:eé the following;

{ 1. Resident #1 was assessad by means of a head'
{o toe skin assessment on 07/28/14 by an LPN,
i and again on 08/05/14. Both skin assessments
_indicated Resident #1's skin was intact withno |
j redness. Acomplete assessment of Resident #1 °

communication sheets
and incident reports.
This will ensure
P physician notification,
care plan updates,
clinical records or any |
allegations of verbal
abuse, sexual abuse,
! physical abuse, mental
: abuse, corporal
puimshment and
involuntary seclusion
are immediately
reported to the
' Administrator,
mvestigated and
reported to the
appropriate state
agencies. Stop and
- Watch forms that are
initiated and
completed by staff are
“discussed in the daily
moming meetings to
make the . 5
interdisciplinary team
of possible changes in

i
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, pegs condition of residents.
fwas conducted by the Phys;cuaﬁ on 07/31/14 and i ; o .
. doctmented as follows: "advanced dementia, The daily morning
- otherwise, no significant issues to deal with, i meetings are .
. Chart is reviewed. (Resldent) is seen. Her exam ducted '7\; fondas
iis unchanged. Plans: for Dr@gomg care by current ; . conducted Monday
_written orders* i through Friday and the
o ' , i audits are completed
2. After the incident on (7/2614, Regident #2 : ) 'p i
| was removed from the area and 1:1 supervision by the Administrator. ’
{for one hour) by activities ztaff was provided, In the absence of the
| foliowed by every 15 minute checks by nursing .
|
- staff. On 08/29/14 3t 8.00 PM, 1.1 monitoring Administrator, the
DON and/or ADON,

j wais initiated, as directed by the Administrator, for |
Resident #2. This will be ongoing. !

| 3. On D8/29/14 at 915 PM, an in-service was i

. conducted by the Vice Presidant of Clinical

t Services for the Administrator and Director of
Nurslng (DON) on the following: definitions of

I abuse; reporting obligations relzted o ahuse
_ allegations; identification of abuse: investigation’

! of abuse allegations; implementation of the
fachity's Resident Pmteemn Paiicy, and accuracy

{ of the clinical record. The Administrator and the
' DON were able to verbalize understanding of the

} i edUcation.
i

i 4. On 08/29714 at 10:30 PM, 08/30/14 at 10:30

i AM and 08/30/14 at 1:00 PM, the Soclal Service
- Director, Dietary Manager, Activity Director and

i all licensed staff were in-serviced by the
Administrator and the DON on aceuracy of clinical
! records, as related to documentation and
" notification of the Physician and the Power of H
i

On 98/29f‘i4 at 10 o0 P, 08/30/14 at 10:00 AM,

i and 0830714 at 2:00 PM, all staff were ;
in-serviced by the Administrator and the DON | ;

. charge nurses are

or charge nurse will
conduct the audits. -
The charge nurses
complete the process
on the weekends, The
results of the audit
from the weekend

reviewed by the
Admmnistrator, DON :
or ADON on the ‘
following work day.
The Administrator has
the documentation of
the completion of the
daily audits and the
weekend audit
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’ reEatad to accuracy of the clinical record, : : ocm?nen a 1<_n‘ om
charge nurses is
On 08/26/14 at 10:00 PM and 1!3 30 PM, 08/30/441 forwarded to the
&t 10:00 AM and 10:30 AMand 08/30/14 at 1:00 , istrator for
. PM and 2:00 PM, the Administrator and the DON Administrator for
"educated ali staff on the following: the definitions Teview. Any igsues -
| of abuse; reporting obligations of abuse : : [
, Allegations; identification of abuse; investigation’ noted through .ﬂnﬂ :
' of abuse allegations and implementation of the process regarding
Hacility's Resident Protection Policy; accuracy of _ notification will
the clinical record; and revision of care plans. A+ ‘ . diately b
 question and answer period was held =t the immediately be
: conclusion of all in-services to establish followed up on and the
comperezmy. appropriate actions
Tweive (12) employees out of the facility for 5 oceur. All audits will
" medical leave, maternity leave or vacation ware ' be taken to the QA
educated by the DON via telephone. No staff will ! ' rtee by il i
, be permilied o work unil they have been comnutiee by the
educaiead : Admnistrator
i reviewed by the QA
& Al re;-,sdem records were reviewed by the vie . v the Q :
L DON, Minimurm Data Set (MDS) staff, Admission committee monthly
« Nurse, and administrative nurses, starting on : and will continue for
OB[JO;’M and ending on 08/02/14, 10 ensure ' T .
i gccurate notification of the F’hymman and legal ) the next 6 months.
- representatives. All residents who triggered on 5. 09-15-14 ' i
i the MOS assessment for behaviors that affect
i _ i othérs were reviewad on 08/30/14 by MDS staff
“and administrativa nurses to ensure the care plan
 reflacted current interventions. All resident
. assessments and care plans were reviewed by
*the DON, MDS staff, Admission Nurse and
i administrative nurses, starting on 08/30/14 ang _
“ending on 09/02f14 0 ensure completeness and i
i acmrary |
' 6 Al! fornale residents were questioned by the
i Souial Service Director and the Activity Director E ]
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F 490 Continued From page 105
on 08/30/14, beginning af approximately 9:30 AM,
- i regarding whether they had been touched !

lnapproprlaiei?y by & male resident or anyone

| since they had resided atthe facility. Al resider 3ts
answared "No". All male resident were :

i interviewed by the DON and the administrative
nurses on 09/02/14, beginning at approximatefy

¢ 10:30 AM, regarding whether they had been
touched | appropr dehf by a male resident or
r anyone since they had resided at the facility. All
rasponded “No", .

§ - .
7. As confirrmed by Reswdent #2's Power of
i Attorney, the Charge Nurse of the faciliy made
her aware of the initial sccurrence and
i subsequently updated her related to Resident
"#2's continued persistence in propelling toward
- Resident#1% mom, On 08/05/14 the facility
Administrator met with Resident #2's POA at
 fength to discuss future plans, room changes, ete,
"On 08/30/14 at 10°45 AM, the Vice President of |
: Glinicat Services met with Resident #2's POA to
“validale she was notified of il allegations of
- Inappropriate behavior and actions ’{aken by the

*facility.

! Resident #1's son was contacted by the Vice
, President of Clinical Services at 4:00 PM on
L38/30/14 to ensure he was aware of the above
_econcerns, He stated he was sware and had been |
f notified by faciily staff. No other concems were
_expressed,
. On 0B/30/14 at 3:05 PM, the Atfending
 Physician for Resident #1 and Resident #2 was
contacted by the Vice Presidgent of Clinics! ’
| Services. The Physician stated he was wel; :
~aware of (Resident #2's) change in behavior He
[ j stated he informed the surveyor he had been :

]

F 490
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ji | notified and updated corcarning poth residents
‘ ' (#1 and #2). '
! 9. Based on the weekly skin assessments, ali
i residents with identifisd skin areas were reviewsd |
. in the weekly Quality of Care mestings by the .
 Interdisciplinary Team on 07/25/14 and 68/07/14. i

* A Quality Assurance process was implemented
; by the Administrator on 08/29/14 to monitor on a
“cantinuing basis this Allegation of Compliance
 through a daily monitoring meeting during which
the Administrator, BON, Assistant DON, charge
i ' nurses and therapy team review Physicizn

| Orders, nursing supervisor reports, 24-haur
Nursing communication sheets, care plan

i revisions, conduct daily physical rounds in the

. Tacility, review incident rapoting and ensure
 appropriate Physician and legal representative

i ; Motifications. - The daily monitering wilt continue
" for the next three (3) months and weekly

! theraafter,

H

* The facility will also utilize the Interact If Stop and |
. Watch Program to gather Inpid from all staf
* regarding any changes noted or observed with

- | any resident's behavior or gtherwise.

i the absence of the Administrator, the DON wil !
. assume the responsibility. On weekends, the
' Charge Nurse will compete this process.

" The DON will conduct a quality assurance audit
i Tor aocuracy of dfinical recards on 10% of records |
. on & monthly basis to ensure compliance,

i
i

! 10. For continued monitoring of tha Allegation of
! ! Compliance, a member of the governing body,
i aither the Executive Vice President or the Vice
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President of Clinical Services, will be in
"attendance at monthly guality assurance
¢ meetings for e pext thres (3} months,

The State Survey Agency validated the
implementation of the facility's AOC as follows:

P Copras of skin assessmants performed by

. licensed staff, for Resident #1 on 07/28/14 and

L 08/05/14 were reviewed. No concerns were
i revealed during this review. A raview of the

. complete assessment by the Physician on

1 07/31714 revealed no concerns.

2. Areview Of every 15 miinute checks of

! Resident #2 by nursing staff, for the period of
; 07726114 through 07/30/14, revealed na

" concerns. Obzservation of Resident #2 on

1 09/04/14 at 10:05 AM, revealed the resident to be |
. Sitting in the dining room with a staff member

* playing cards. interview with SRNA#5 on

: 09704714 at 10:08 AM, Tevealed she was
~assigned 1o <o 1:1 with Resident #2. Interview
{with the Administrator on 09/11/14 at 1:55 PM,

. confirmed Resident #2 was startad on 11

" monftoring on 08/28/14 and the mmmtcrmg Was

ongoing.

£ 3. The facility provided the in-service sign in

; *; shests for training of the Administrator and the

i "DON on 08/29/14, by the Vice President of

i Glinical Services, related 1o the following;
“accuracy of clinical records refated fo
documentation and natification of the Ph}’ElC’laﬂ

‘and the FOA, the definitions of abuse; »
ientification, reporting and investigation of !
: abuze; implementation of the facllity's Protection :'
' Policy; and care plan revisions. Interview with the |

i Administrator on 09/11/14 at 1:47 PM, and the’

F 490,

i
i

i
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, DON en 09711714 al 135 PM, revaaled both had
" attended the in-ssrvice training and were able 1o
verbalize theilr understanding of the education.

+ 4. The facility provided a copy of the in-service

all staff regarding the following: accuracy of the

, the Physician and the POA; dafinitions of abuse:
“identification, reporting and investigating sbuse;
s and revision of care plans.

"to abuse. Interview with SRNA/Rastorative #9,
. on 0811714 at 1.23 P#, revealed she had

1o respond. interview with the Housekeeping

{had attended the in-services related fn abuse.,
documentation, and notification. Intervisw with

Maintenance staff on 09/11/14 at 1:12 PM,

, reveaied he had attended the abuse in-services.

* Interview with the Activity Assistant, on 09/11/14

" gbuse and attended the in-senvice ot 08/30/14.
Interview with RN#2, on 06/11/14 at 1:25 PM,

related o abuse, documentation, notification,

|

- reporting, identifying, mvestzgatmg and revigion

( | of care plans.

* 5. The facility provided a copy of audits
completed, beginning 08/30/14 and ending
08/02/14, for afl resident records regarding

i acturate notification of the Physician and the
" legal representative, and a review of resident
i assessments and care plans o ensure

sign-in sheeis for 08/29/14 and 08/30/14. Review |
- of the records revealed training was provided for

citriical record, decumentation and nobification of
Interview with SENA#10 on 09/11/14 at 2:25 PM,
revealed she had atterdded the in-service related

" attended the in-service refated to abuse and how |

“Supervisor on 03/11714 at 1,30 PM, reveaied she

; 8t 1:26 PM, revealed she had received training on :

revealed sha atiended the in-service on 08/25/14
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; compieiensss and accuracy. - Review of the audi ;
completed on 08/30/14, related to residdents whg

friggered on the MDS assessment for behaviors

- that affect others, revealed the care plans .
reflected current interventions. Interview with RN .

 #F2AMDS Nurse, on 09/11/14 at 105 PM, revealed

all resident records wers reviewed for )

| documentation, Physician and POA notification, !

, Current behavior interventions, and complete and ;

f ' accurate agsessments and care pigns, ;

; '8 The facility providsd interview audits completed :

! i on 08/30/14 for famais residents, and an :

| . U9/02/14 for male residents, regarding whether

i “they had been touched inappropriately by a male ,

’  resident or anyone since residing at the facility.

I “No concems were voiced by any residents,

|

|

l

7. Interview with the POA for Resident £2, on

H 05704114 at 9:20 AM, revealed she had spoken
; with the vice President of Clinical Services and
the Administrator. She confirmed she was not

; sure when she was first notified, but she was now
“aware of all allegations of inapproptiate behavior
©1on the part of Resident #2, and was aware of '
; . actions taken by the facility.

_ - Interview with the PGA for Resident #1. on
? (U9/10/14 at 4:30 PM, revealed he had spoken
- with the Vice President of Clinical Services and
 told her we was aware of the inappropriate
i behavior toward his mother, as he had been told
; by facility staff.
8 Interview with the Attending Physician for -
" Resident #1 and Resident #2, on 09/10/14 at 5:35 i
i PM, revealed he hag spoken with the Vice ;
. President of Clinical Sarvices gnd was aware of |
"¢ Resident #2's changs in behavior.

i

F 4901
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" 4. Review of the Quallty of Care meeting minutes
;reveaied residents with ideniified skin areas wers
raviewed on 07/25M14 and OB/07M4. Interview
: with the Administrator, on 09/11/14 at 510 PR,
“revealed the team met daily to monitor care plan -
| revisions, incident reporting, and appropriate

© hatification of the Physician and POA. The
rnedicat record audit s scheduled to be initiated

, 09717114 and completed by the end of each

"month. Raview of the audit tool utilized to moenitor |,
. 10% of resident records for accuracy on a :
montiﬂy basis revealed no concermns,

‘1 0. Interview with the Vice President of Clirical
{ Services on 09/11/14-at 5:00 PM, revealed she or |
the Exacutive Vice President of Clinical Services !
i would atlend the monthly QA mesting for three
{3} monthe. Monthly QA meetings are scheduled
097114, 101814, and 11419114,
F 514 483 75(D(1) RES
' ' RECORDS-COMPLETE/AC CURATE/ACCES QIB
(LE

- The facility must maintain clinical records on each |
resident in accordance with accepted professional
; standards and prachices that are complete; E
" accurately documented; readily accessibie; and
i systernatically organized.

i The chinical record must contain sufficient
“information o ideniify the resident; a racard of the ;
i resident’s assessments; the plan of care and”
services provided, the results of any
| preadmission screening conducted by the 8tat@
~and progress noles. )

1

i

|

FORN OME-2587[02-58) Previous Versions Obsoleta

t

!
T

CE 400 -

F514

It is and was on the days of

survey the p'alicy of Maysville _
Nursing and Rehabilitation :
¢ Facility to maintain accurate,

i complete, and organized clinical
information about each resident
that is rcadﬂy accessible for

resident care.

F 514,

Resident #1 and Resident
#2's ehinical record
reflects their current care
needs, plan of care and

1.

1

Event 1D: 205371

Facility 1D: 100333 if coplinuation shegt Page 111 of 123




Dec. & 2014 10:35AH ‘ Vo 1765 B 16777
¢ : _

) S - PRINTED: 14/24/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES . o FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' g OMB NO._0233-0391

STATEMENT 0OF DEFICIEMCIES (%1 F‘RGWDER]EUFPL!EH}CLEA 2 MULTIPLE CONETRUCTION {X3) DATE SGR"\EEY
AMD PLAN OF CORRECTEON IDEN?;HCATEON NL_!MBEF:; A BUSLDING COMF’LETE&
| : o _ ™
185207 Bowain : 09/11/2 (m
HAME OF PROVIDER OR SUFRLIER BTREET ADDRESS, CiTY, BTATE, i?f*’ oQbe
: ‘ 820 PARKER ROAD |
MAYSVILLE NURSING AND REHARILITATION FACILIT . i . :
‘ - - Y | MAYSVILLE, KY 41056 \
R s SUMMARY STATEMENT OF DEFICIENCIES : oo PROVIDER'S PLAN OF CORRECTION PopEe
PREFIY, , (EAGH REFICIENCY MUST BE PRECEDED BY FULL . PREFE (EACH CORRECTIVE ACTION SHOULD 88 DOVFLETION
TAG REGULATORY OR LECIDENTIFYING INFORRATION) : TAG -, CROSE-REFERENCED TO THE APPROPRIATE BATE
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F 5141 Continued From page 111 o ; .F 514 : . . : n
- : , behaviors/interventions
g"hls REQUIR:MENT is not met as evidenced ! noted, The facility’s
 Based on nterview, récord review and review of | medical records statf and
. the facility's policy, It was determinad the faciity : administrative nurses
f faited to have an effective system in place to . : P completed chart andit on

. ensure clinical records were accurate and

: " complete o ensure documentation of alieger ; Resident #1 and Resident

; sexual behaviors/abuse of residents for two £2) of | . #2 on 8/30/14 for
. eight (8) samp led res;fdents (Re idents #1and ; - lot d
£2) | ; completeness an

; : - accuracy. The results of

" Interviews Qv‘ th nurses and State Registered f the audit were forwarded

. Nursing Assistants (SRNAs) revealed Resident ; ' o

"#2 was observed fouching Resident #1 ‘ , to the Administrator and
 inappropately on several different occasions. f DON., ;

On 07/26/14, a visitor pointed at Resident #1 and | .
i Resident #2 and told aFSRNA "you need to do 2. All resident records were
“sorething about this", as Resident #2 was P ; audited for completeness
{ observed with his/her h:ar;d inside the walst band -
, 0f Resident #1's pants. On 7/28/14, Resident #2 : by the i&cﬂlt} > medical
*had his/her hand under Resident's #1's shit, On : records staff. This audit
1 07/30/14 sought out Resident #1, displayed ‘ began on 08-30-14 and
mappropnate behaviors (tmschmg 5 ey ;
s inappropriately), was difficult o redirect, and was o oc}ncluldled on 09 0,2 14. '
“sent out fo the hospital for a-psyahiatric (psych) ; In addition, all resident
‘ evalyation, On 08/04/14, Resident #2 was i ’ care pla_ns wWere l‘e*griewed’
readmitiad and was observed on M (2) separate i .
| ocoasians that day to have more than half of : ; starting on 08-30-14 and
 histher hand in Resident #1's pants, once near ending on 09-02-14 by the
! Residant #1's puble ares down the front of the ‘  | Director of Nursing, MDS
creskient's pants and the other time in the groin =~ CL i
L area up the resident’s pant's leg. In addition, staff | staff, Admissions nurse,
-interviews revesled Resident #2 fried ' _ and Administrative ourses |
: unsuccesstully on ofher cccasions o ssek out 5 '
; Resident #1; however, staff Intervened before ! ; .
“ he/she was able 1o touch Resident #1. On _‘ 5 , ;
1 08/09/14 at 10:40 AM Resident #2 was found in 1 ; X

FORIM CM35-2567(02:98) Previous Versions Chsolets Buvent I0: 20581 Faciltty {f: 100333 ¥ continustion sheat Page 112 of 125
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i ancthar psych evaluation.

Furfh:ﬁrmore interviews revealed even though
i nursing staff observed and reported the above
alinqed abuse of Resident #1 by Residant #2,

{ they were informed by the Administrator not to

plaue o ensure clinical records were accurate

i has caused, or is likely to cause, serious infury,
“harm, impairmant, or death to a resndant The
Himimediate Jeopardy was identifled on 08/26/14

, &nd was determined to exist on 07/26714

H

¢ The faciiity provided an ar;ceptab e credible

“DRM Cm&iﬁﬂ?tﬁi’«ﬁs} Previows Verslenz Obeolele

“the faciltty afleging removal of the Immediate

s Jeopardy on 08/03/14. The Immediatz jeopardy

was verified to be removed on 09/03/14 prior to

s exiting the faciiity on 08/11/14, with remaining

; hen-compiiance at 42 CFR 483, 75,

" Administration, F-514 Clinical Recerds with a

i Soope and severity of "D" while the facility

_ devslops and impiements a Plan of Correction,
fand the facility's Qual ity Assurahce continues o

; monitor to ensure compliance with systemic

uhangea

we findings include;

; document the incidents. (Refer to F-223, F wd&r(}}

" and complete piAced residents in a sHdetion that

. Allegation of Compliance (AQCZ) on 09/05/14, with -

Revww of the facility's pohcy fitled, "C‘har‘mg and .

' Documentation” dated 08/01/ 13, revaaled &

: sarvices provided 1o the resident, or any chaﬁges

i residents’ medical or mental condition, should

I Resident #1's room again, redirscted out of the
 Foom; however, continued to refurn. Resident 47
was sent back out to the hospital on 08/08/14 for

i The facility's failure Io have an effective systamin

of completeness and
aceuracy.
3. Anin-gervice was
conducted by the Vice
~ President of Clinical
Services at 9:15 P.M. on
08-29-14 for the
Administrator and
Director of Nursing
covering the accuracy of
the clinical record, that the
record is readily '
accessible, and organized,
The Adminigirator and
Director of Nursing were
able 10 verbalize
understanding of the _
education. Nurses, Social
Service Director, Dietary
Manager, Activity
Director, and licensed
- statf were in-serviced on
the accuracy of clinical
records and all staff was
in-serviced related to
documentation on (8-29-
14 at 10:30 P.M., 08-30-

Event 1020591
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F 514 Continued From page 113
. be: documented in the resident's medical record.
* Further review revealed afl incidents, accidents,
. OF changes in the resident’s condmn must be
femrded P

Intew‘iew with staff revaaled Resident #2 was :
{ seeking out Resident #1 andfor displaying 5 ;
inappropriate sexus! behavior towards Resident '
| #1 on 07i26/14, 07728114, 07130/14, OB/O4/14, i
. and 08/08/14.

 Interview with LPN #1 on 08/22/14 2t 1.00 PM,
with LPN #6 on 08/25/14 5t 7.30 AM, LPN #2 on
(08721414 at 1120 PM, and on 08/10/14 at 8:50 ,
A, LPN #10 on 08/21/14 at 320 PM, LPN #5 on ,

! 08!2-4/‘%4 at §:30 PM, revealed they were told not

; to docurnent any inappropriate behavior by

i ‘Resident#Z, Interviews revealed when they

| called the Adminisirator, they were told by the

’ “Administrator whether to "document or notie T

t document”. : : ’

: Review of Resident #1's medical resard revealed

, the facility admittad the resident on 12/12/13, with |
diagnoses which included Anxiety, Dementia and i
, Alzheimer’s Disease. ‘Review of the Quarterly :
“Minimum Data Set (MDS) Assessment dated !

| D8/07/14, revealed the faciity assessed Resident '
#1 to have a Brisf intenview for Mental Status i
H{BIMS) score of 007 out of fifteen (15), which
. indicated severe cognitive impairment.

| Continuad review of Res dent #1's medisal recofd
 revealed no documented evidence of the alleged
! sexual abuse incidant on 07726114, OT/28/14, or

. The two incidents an 08/04/14.

l : Rew@w of Resident #2's medical record revealed ;'
; the facility admitted the resident on 04121112 with

i

14 at 10:30 AM., and 08-

30-14 at 1:00 P.M by the
Adrunistrator and
Director of Nursing, This
tacility does not utilize
agency staff. There were
twelve employees that
were educated by the
Director of Nursing via
phone due to FMLA,
maternity leave or
vacation, A question and
answet period wag held at
the conclusion of all in-
services to establish
competency. The question
and angwer period at the
conclugion of in services
provided all staff the
opportunity to ask any
questions of material that
wasn't clear to them.

Answers were

immediately provided. In

“addition, staff was

questioned by the
presenters during the in-

j . | diagnoses which included Parkinson's Disease,
Event 16 208811
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F 514" Continued From page 114 »
| Cerebrovascuiar Disease and Demantia Without
. Behavioral Disturbances.. Review of the-Quarterly:
FMDE, dated 06/26/14, revealed the facility ‘

» agsessed Resident #2 1o have g BIMS score of
fifteen {18} out of fifteen {15) which indicated no

F cognitive Impairment. Continued review of -

. Reswdent #2's medicg! record revealad no

f documented evidence of: the alleged sexual

. abuse incident on 07/26/14; or of netification of

 the Physician or family/responsible party of the

Linciderd. In addition, there was no documentation
of the incident on 07/28/14, or the two incidents

: on D8/04/14,

"Interview with with SRNA#8 an 08/04/14 at 2:272
PPM and SRNA#T on 09/04/14 &f 225 P,
revealed Resident #2 conlinuad to seek out
 Resident #1 and was observed going to Resident :
#1's room and had to be redirectsd away from
‘there: however, review of the record revealed no
. documented evidence of this behavior in
- Resident #2's medical record.

Further review of Resident #2's medical recard
' revealed the resident was readmitted on 08/04114
. from the hospital, with checks every fiftesn (15)
“minute checks, However, review of the
i "Monitoring” forms revealad rio documented
" evidence the every fifteen {15} chacks were
tperformed 08/04/14 through 0B/08/14.

Hiterview, on 08/28/14 at 345 PM and 09/04/14
. @t 7:56'PM, with the Administrator revealed she
‘was no sure why the every fiftesn (15) minute

| checks were no documented; however, she ;
“indicatzd they should have been documented on
! the "Monitaring” forms as they were a part of the
_ clinical record. Continuad interview with the
t Administrator revealed she had not informed

F 514, service to ensure their
understanding of the
maierials being presented,
The documentation
requirements of the
SRNASs i the resident
clinical record are the
daily Activities of Daily
Living (ADL) flow sheet -

“and bowe! log. SRNAs
* were educated by the
: Administrator and DON
: on 8/29/14 and 8/30/14
covering the necessity of
complete and accurate
. documentation in the
clinical record, All new
hires that have
documentation
requirements inthe
residents’ clinical record
are trained regarding
complete and accurate
documentation during the
iraining and orientation
period by their preceptor

i
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F 514 Continued From page 115 F 514 C and tht‘:‘. Nurse Alde
~; hurses hotto document, and her expectation was | P ' Coordinat
' : oordinator.

for there to be documentation somewhere in the

s chart. The Administrator revealed it was up to

- hurses to use their nursing judgement on whether i
| to dacumenti or not document residents’

behawors i

The facnlity provided an acceptable cradible
| Allegation of Compliance (AOC) on 09/09/14 that |,

i alleged removal of the |7 effective 09/02/14, '

“Review of the AOC revesled the facility i
! implemented the following:

L 1. Resident #1 was assessed by means of 4 head
; o toe skin assessment on 07/28/14 by an LPN,
“and again on 08/05/14. Both skin asseszmants

i indicated Resident #1's skin was intact with no
redness. Acomplete assessment of Resident #1
{ was conducted by the Physician on 07/31/14 and ;
- documented as follows: "advanced dementia, '
‘ otherwise, no significant issues to deal with.
: Chart is revxewed (Resident) is sean. Mer exam
is unchanged. Plans: for ongoing care by current

j written orders”, ;

{2, After the incident on 07/26/14, Resident#2 |
j was refnoved from the area and 1:1 supsrvision
* {for one hour) by activities staff was provided,
; foliowed by every 15 minute checks by nursing
utdﬁ On 08/29/14 at 6:00 PM, 11 monitoring
& initiated, as directed by the Administrator, for
. Rear{ient #2. This will be ongoing.

3 Cn 08!29;'1&5 2t 8115 PM, an In-service was
i conducted by the Vice President of Clinical

. Services for the Administrator and Diractor of

! Nursing (DON) on the followirig: definitions of
. abuse, reporiing cbligations ralatad to abuse O
! ailewiions; identification of abusa; investigation !

-4 A Quality Assurance
© process is in place to aundit
10% of the current clinical
records on a monthly basis
to-ensure compliance. .
The audits will be
5 conducted by Director of
: Nursing or the Assistant
Director of Nursing. This
audit will continue for
next six months, The
DON will audit 10% of
records on a monthly basis |
! to ensure compliance and
identify any deficient

practice. The results of
this audit are made part of -
the facility’s QA meeting
monthly by the Clinical _
(A team and will g
continue for the next 6 ;
months. This auditis in
B addition to the andit
conducted daily in
morning meeting which

t

]
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F 514 Continued From page 16 provides frequent :

' of abuse allegations; implementation of the
“of the clinical record. The Administrator and the

“education.
i - :

4. On 08729114 at 10:30 PM, 08/30/14 at 10:30
AM and 08/30/14 at 1:00 PM, the Social Service
. Director, Dietary Menager, Activity Director and
" all licensed staff were in-serviced by the

records, as Telated to documentation and
| natification of the Physician and the Power of
_Altorney of legal representalive.

On 08720014 at 10:00 PM, 08/30/14 at 10:00 AM,
and 08/20/14 at 2:00 PM, all siaff were
 in-serviced by the Administratar and the DON
"related to accuracy of the clinical record.

3t 10:00 AM and 1630 AM and 08/30/14 at 1.00

. of abuse; reporting obligations of abuse

F allegations; identification of abuse; investigation
-, of abuse allegations and implementatian of the

 facility's Resident Protection Policy, accuracy of

. the clinfcal record; and revision of care plang. A

“questic and answer period was heid at the

; conchusion of all in-services 1o establish

competency. -

‘Twelve {12) employees o-ut of the Tacility for
medical leave, maternity leave or-vacation were

| be permitted to work until they have been™
i aducated, . o

i facility's Resident Protection Palicy; and acclracy

PM arid 2:00 PM, the Administrator and the DON ;
educated alt staff on the following: the definitions

F 514

i DON were able to verpalize understanding of the

. Adminisirator and the DON on aceuracy of clinical

On B8/29/14 at 10:00 PM and 10:30 PM, 08/30114°

educated by the DON via telephona. No staff will |

H

monitoring to ensure the
facility is maintaining

compliance.

5. 09-15-14
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5 Alf resident records were reviewed by the :
| DON, Minimum Data Set (MDS) staff, Admission
Nurse, and administrative nurses, starting on
! p8/30/14 and ending on 09/02714, 1o ensure
. accurate notification of the Physician and legal
" representatives, All residents who triggered on
. the MDS asgessment for behaviors that affect
" pthers were reviewed on 08/30/14 by MDS staff
and administrative nurses to ensure the care plan
reflected current intarventions, Al resident ;
! assessments and care plans were reviewed by
_the DON, MDS staff, Admission Nurse and i
! administrative nurses, starting on 08730114 and
ending on 09/02/14, ta ensure completeness and
" acouracy. !

5. All fermaie residernts were guestioned by the
} 8ocial Service Director and the Activity Director
_on 08/30/14, beginning at approximately 3:30 AM, ‘:
' ragarding whether they had been touched ;
, inappropriately by a male resident or anyone
" since they had resided at the facility, Alfresidents
¢ answerad "No”. All male resident were s
interviewed by the DON and the administrative
nurses on 09/02/14, beginping at approximately
- 10:30 AM, regarding whether they had been
ttouched inapproprisiely by a male resident or
. anyone since they had resided at the facility. All
* responded "No'.

*7. As confirmed by Resident #2's Power of _
+ Attornay, the Charge Nurse of the facility made

" her aware of the injtial ocourrence-and ‘

| subseguently updated her refated to Resident
. #2's continued persistence in propelling toward

| Resident #1's room. On 08/05/14 the facility

" Administrator met with Resident #2's POA at ;
! length to discuss future plans, room changes, etc. ’
; On 08/30/14 gt 10:45 AM, the Vice President of
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Chmcai Serviges met with Resident #2's POA to
i validate she was notified of all allegations of
inappropriate behavior and actions taken by the

i facility,

' Resident #1's son was contacted by the Vice
i President of Clinical Services at 4:00 PM on

. notified by facility stafl. No other concerns were
cxpressed

8 On 08:’30!14 a% 05 PM, the Atfending
! Physician for Resident#1 and Resident#2 was
. contacted by the Vice President of Clinical
* Services. The Physician stated he was wafi

" stated he informed the surveyor he had besn
| nofified and updated concerning both residents

(1 and #2)

i 9. Based on the weekly skin assessments, at
residents with identified skin areas were reviewsd |

! in the waekly Quality of Care meetings by the
Enterdiscéplinaz’y Team on 07/25/14 and 08/07/14.

| A Quality Assurance process wWas imp ementea
by the Administrator on 08/28/14 to monitor on a
; continuing basls this Allegation of Compliance
Ehruugh a daily monitoring meeting during which

i the Administrator, DON, Assistant DON, charge

" purses and therapy team review Physician

| orders, NUrsing supervisor repors, 24-hour

_nursing cornmunication shests, care plan

| revisions, condct dally physical rounds in the

facility, review incident reporting and ensure

t appropriate Physician and legal representstive

1 notifications, The daily manitoring will contlnue

' for the nevt three (3) months and weekly

C08/30/14 to ensure hé was aware of the above - |
L concems, He stated he was aware and had been

| aware of (Resident #2's) change in behavior. He
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F 814, Continued From page 119
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i The facility will also utitize the Interact 1l Stop and
. Watch Program to gather input from all staff
‘ regarding any changes noted or ohserved with
i any resident's behavior or otherwise. i

i the absence of the Administrator, the DON will |
i assume the responsibility,. On weskends, the
. Charge Nurse will cornpete this process,

t The DON will conduct a quality assurance audit
. for accuracy of clinical records on 10% of records
: on & monthly basis to ensure compliance. i

: 10. For continued monitering of the Allegation of

Co;r;phanaa a member of the goveming body, |

" either the Executive Vice President or the Viee |
: President of Clinical Services, will dg in '
. attendance at monthly qualily assurance
* meatings for the next three (3) months,

The State Survey Agency validated the
‘ implementaiion of the facility's AOC as follows:

1 Coples of skin assessments, perforrmead by
!zcensed staff, for Restdent #1 on §7/28/14 and
 OB/05/14 were reviewed. NO cangems wele
. revealed during thiz review. Areview of the
f complete assessment by the Physiclan on
1 07/31/14 revaaled no concerns. i

i 2. Areview of every 16 minute checks of
. Resident #2 by nursing staff, for the period of
" 07/26/14 through 07/30/14, revealed no
i concerns. Qbservation of Resident#2 on i
. 09/04/14 at 10:05 AM, revealed the resident to be
" sitting in tha dining room with a staff member :
: playing cards. Interview with SRNA#6 ori

F 514!

i
i

FORM CMS-2587{02-53} Previods Verspng Opsolete Event 10 205813

Faciity [D: 100332 if continuation sheet Page 120 of 123




L2014 10:27AM

=
[e:3

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

e d

L S

vl
WA
SFE
TR
Pl
(S

PRINTED: {1/24/2014
FORMAPPROVED
OMB NO. 0935-035

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
ARD PLAN OF CORRECTHOM ENTIFICATION NUMBER:

£ MULTIPLE CORSTRUCTION

A BULDING

I(X&) DATE SURVEY
COMPLETED

B, WING

.

091112014

% .
| . .

" ' 188207
{

AME OF PROVIDER QR SUPPLIER

- MAYSVILLE NURSING AND REHABILITATION FACILITY

| STREET ADDRESS, CITY. STATE, ZIP CODE
- 520 PARKER ROAD
MAYSVILLE, KY 41056

SUMMARY STATEMENT OF DEFICIENCIES

4D |
PREFIX (EACH DEFICIENGY MUST BE PRECEDED HY FLILL
TAG REGULATORY GR LSC IDENTIFYING INFORMATION

!

1¥] . ‘
BREFT
TAG !

PROVIDER'S PLAM OF CORRECTION {8
{EACH CORRECTIVE ACTION SHOULD BE ;. COMPLETION
CROSS-REPERENCED TO THE APPROPRIATE DATE
DEFICIEMNE Y

I3
H
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DQ!D&!M at 10:08 AM, ravaaled she was
¢ assigned to do 1:1 with Reasldert #2. htarview
with the Adrinistrator on 09711114 &t 1:55 P,
! confirmed Resident #2 was started on 11
moritoring on 08/28/14 and the monitoring was

ohgoing.

3. The facility provided the in-service sign in
sheats for fraining of the Administrator and the

" DON on 08/28/14, by the Vice Prasident of

i Clinical Services, related to the fallowing:

. accuracy of clinical records related to

: decumentation and nofification of the Physician
and the POA; the definitions of abuse;
identification, reporting and investigation of

Administrator on 0871114 at 1:.47 PM, and the

" DON on 09/11/14 at 1-35 PM, revealed both had
I attended the in-setvice training and were abls o
| verbalize their understanding of the education.

. 4. The facility provided a copy of the in-sarvice

of the records revaealed fraining was provided for
! all staff regarding the following: acouracy of the
clinical record; documeantation and notification of
the Physician and the POA; definitions of abuse;
. identification, reporting and investigating abuse;

: and revision of care plans,

revealed she had attended the in-service related
to abuse. Interview with SRNA/Restorgtive #9,
on 08/11/14 at 1:.23 PM, revealed she had

. to respond. inferview with the Housekeeping

| Supervisor on 09/11/14 at 1:30 PM, revealed she
- had attended the in-sarvices ralaled to abuse,

+ atiended the in-service related to abuse and how |

abuse; implementation of the facilfty's Protection
Policy; andg care plan revigions, Interview with the .

;
|

L sign-in sheets for 08/28/14 and 0B/30/14. Review |

| nferview with SRNA #410 on 08/11/14 at 2.25 PAL |

i
!
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| 6. The Tacility !;;rowded interview audits completed

: documentation, and notification. Interview with
Maintenance staff on 02/11/14 at 1:12 FM, i

i tevealed he had attended the abuse in-senices. -

. Interview with the Activity Assiatant, on 05/11/14

fat 1:26 P, revealed she had received ¢ raining on ,

, abuse and attended the In-sarvice on 08/30/14.
Vinterview with RN #2, on 09/11/14 3t 1:25 PM, i
; revealed she attended the in-service on 08/29/14
" related to abuse, documentation, notifi cation,

i reporting, identifying, investigating, end revision
0?' care plans,

5 The facility provided a copy of audits
cr.:mplatad beginning 08/30/14 and ending
; 09/02/14, for all resident records regarding
" accurate nofification of the Physu:: ian and the
1 legal representative, and a review of resident ;
~assessments and care plans to ensyre ‘
i completeness and dccuracy. Review of the audit |
_complated on 08/30/14, related fo residents who
triggared on the MDS assessiment for behaviors
. that affect others, reveaiad the carg plans i
' reflected current intervenfions, Nierview with RN
. #2MDS Nurse, on 09/11714 at 1:05 PM, revealed !
“all resident records were reviewad for .
: documentation, Physician and POA notification,
“current behavior interventions, and complets and ;
; accurate assessments and care plans, )

on 08/30/14 for female residents, and on :
} 09/02/14 for male residents, regarding whather :
ihey had been touched inzppropriately by = male
esident or anyone since residing at the facility.
L No ConCems were voiced by any residents.
. 7. Interview with the FOA for Resident #2, on
F08/04/14 at 9:20 AM, reveated shie had apnkam
- with the vice President of Clinical Services and -
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' the Administrator. She confirmed she was not :
: sure when she was first notified, but she was now |
. aware of ail allegations of inappropriate behavior
_on the part of Resident #2 and was awsre of
actions taken by the facility,

interview with the POA for Resident #1, on
F09/10/14 at 4,30 PM, revealed he had spoken
Ewith the Vice President of Clinical Services and

; told her we was aware of the inappropriate i
“ behavior toward his mother, as he had been told

! by facility staff

; 8. Interview with the Attending Physician for

Resident #1 and Resident #2, on 08M10/14 at 5:35 .

FM, revealed he had spoken with the Vice ‘
: President of Clinical Services and was aware of !
- Resident #2's change in behavior. :

§. Revizw of the Quality of Gare meeting minutes |
_ revealed residents with identified skin areas were |
Freviewed on 07/26/14 and 08/07/14. Interviaw
: with the Administrator, on 09/41/14 at 510 P,

. revealed the tearn met daily ta menitor care plan

* revigions, incident reporting, and appropriate

i nolification of the Physician and POA. The

. medical recerd audit is scheduled o ba initiated

- 09/17714 and completed by the end of each

tmonih, Review of the audit toa! utilizad to monitar |

. 10% of resident records for accuragy an & !
- morifly basls revealed no concems. L

; 10, Interview with the Vice President of Clinical .
_ Services on 09/11/14 at 5:00 PM, revealed ghe or ;
“ the Executive Vice President of Clinical Sarvices

| would attend the monthly QA meefing for three

. (3) months. Monthly QA meetings are scheduiad
F0BM714, 1015014, and 11749714,
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