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5 bt ! T
. F Of:i{)E INITIAL COMMENTS ‘ F OO{}; Maysville Nursing and
i chabilitation Facility does not
; AMENDED , . believe, nor does the facility
: An Abbreviated/Partial Extended Survey admit that any deficiencies exist.
_investigating KY00022 110 was initisted on L ag o
| U8/10/14 and conciuded on 0911714, . F Maysville Nursing and
i KYD0022110 was substantiated with defiGieicies | Rehabilitation Facility reserves all
cited, Immediste Jeopardy was idenfified on ) - his t test the surve 5
1 08/29/14 and was determined fo exist on + nights o contest the survey )
07/26/14 in the areas of 42 CFR 483 10 Resident ; : findings through informal dispute
. Rights, F-157, 42 CFR 483.13 Resident Behavior ‘  Tesolution, legal appeal
? grilfc; Facility Péacti;;e, F.223, F-235, and&F-ziv.‘S; 47" _ proceedings o1 any administrative
i 483.20 Resident Assessment, F-280 and i - amFirm o J
! ! ) 3. This plan of
 F-282, 42 OFR 483.75 Administration, F-490 and . orlegel pri’imdm% I zi;é:an
| F-514 ail at a Scope and Severity (3/S) ofa "y, | vorrection does not cons
i Substandard Quality of Care (8QC) was identified t admission regarding any facts or
V @42 GFR 483,13 Resident Behavior and Facility ! crrcumstances surrounding any
; Practice_, F-223, F.225 and F-226. The facility alleged deficiencies to which it
i twas notified of the Immediate Jeopardy on k responds; nor is it meant to
| . 08/29/14, :: : .
J P : - establish any standard care,
5 F Based on the findings of the Abbreviated Survey it contract, obligation or position.
| was determined the facility had an ireffective Maysville Nursing and ,
[I g{ﬁt‘im to dmﬂzmﬁf\’; ibug’i"e re?;‘fff .’?;‘d protect " Rehabilitation Facility reserves all
: er residents fom abuse, CINLY a88ps5e : ‘ ) [N oy X i
i ; Resident #2 fo be cognitively intact at the end of P rights to raise allp ‘%Sh}“}jia. A
g _June 2014, and on 07/26/14 at approximately . contentions and defenses m anj
g £ 4:30 PM, State Registerad Nursing Assistant . type ot civil or criminal claim,
‘ : (SRNA) #1 reported to Lisensed Practical Nurse l action or proceeding. Nothing
a - {LPN) #1/Charge Nurse a visitor had tapped her ! contained in this plan of . ‘
f fon the arm and sasid, "you need to do something rection should be congidered :
 about this". SRNA#1 observed Resident #1 and © correchon st - Hons
| Resident #2 in the hallway where Resident #2 ' asawaiver of any I?Oi@m}aﬁ}’
P - had his/her hand in the waist band of Resident i applicable peer review, uality
! : gi 's ganttialﬂtewiewz with sstiff re\;?ajef :  assurance or self-critical
* Residant #2 continued to seek cut Residant #1 ‘ . i L
. . ‘ o2 1 rivileges which
lon ather oceasions and was found with histher . . § examination priviieg '
_hands tovching Resident #1 inappropriately ; }
TITLE '(;:san TE

o . ! ‘
ASDQATOR?ZTI}ECTOR‘S OR%EWQUPPLE?T REZRES?NTF\TNES SIGNATURE J L

WD lz]uliy

A1y dsfclency statam@n?e@ng with an astedsk () danofes a deficiency which the
-} Except for nursing homes, the findings shated above ars disclosabls 50 days
provided. Far nursing homes, the above fintfings and plans of corraction are disclnsabls 12

ther sateguards provide sufficient protection to he pafients, (Ses instructions

Mowing the date of survey whethat or not a pian of comaction &

ay2 following the date theee documents ars Made availabie to the facility. ¥ deficiencies ame cited,

“egram paticipation,

inatiution my be excused forr: c}rrezfing providing 4 i determinbd that

an approved plan of corection (s requizits to continues
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SUMMARY STATEMENT OF DEFICIENCIES

Haylo
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL

.

I1N] : - PROVIDER'S PLAN OF CORMELTION . X3
PREFIY (EACH CORRECTIVE ACTION SHOULD BE . © LOMPLETION
TAG CROSB-REFERENCED TO THE APPROPRIATE . DATE
' DEFICIENGY) :

TAG REGULATORY OR LAC IDENTIEYING INFORMATICH, i

i
{

F 00G, Confinued From page 1
. 2gain; however, there was no documented
!evidance the facllity implemantad facility poficies
i or interventions to protest Resident #1 from
further allaged abuse by Resident #2. Staf
tinterviews revealed there were at least four {4)
] ; alleged incidents of abuse by Resident #2
| 3 towards Resident #1 which were reported to the
I Administrator who told staff not to report the !
_alleged abuse to Resident #1's Physician or POA
tor document the incidents. Resident #£2 was-sent |
; out to the hospital for a psychiatric (psych)
"evaluation, retumed to the facility and continued
{10 seek out Resident 1. Interview and record |
; feview revealed ne documented evidence ;
j * Resident #1's Physician or Power of Attorney
i (POA)Legal Representative was immediately
- notified of the incidents and no documentad ;
" evidence the facility initizted an investigation into
i the incidents of alleged abuse and reported the
_Incidents to the appropriate State Agencies.
| Additionally, staff interviews and record raview
; fevealed no documented evidence the facility
“ensured interventions were implemented tor
! Resident #1 or Resident #2 to prevent further
, @buse, no documentad evidencs the facility i
! revised the residents’ care plang, andno
i docurnented evidence physical assessment of
Resident #1 was performed fo identify possible
| | physical injuries, ‘ . ' '

"The facility provided an acoeptable credible

s Allegation of Compliance (AOG), related to the
Immediate Jsopardy on 09/09/14, with the facility :
b alleging removal of the Immediate Jecpardy on |
1 08/03/14. The State Survey Agency validated the |
" Immediate Jeapardy was removed on 08/G3/14,

I as alleged with remaining nen-compliance at 42

, CFR 483.10 Resident Rights, F-167: 42 CFR

+ 48213 Resident Behavior and Facllity Practice,

FO00, Maysville Nursing and

. Rehabilitation Facility does not

' waive, and reserves the right to

* aggert in any administrative, civil,

or criminal claim, action or

proceeding. Maysville Nursing

and Rehabilitation Facility offers

' its responses, credible allegations

; of compliance and plan of
correction as part of its on-going
effort to provide quality care to
residents, :

Maysville Nursing and
Rehabilitation Facility strives to
provide the highest quality care
while ensuring the rights and

i safety of all residents. o

F157

It is and was on the dates of
“survey the policy of Maysville
Nursing and Rehabilitation
Facility to notify the resident,
resident’s physician and, if
known, the resident’s legal
representative of aneed to
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Faciity IDx 100333 I continuation shest Fage 2 of 123




L G2

164

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

{

.
veg,

PRINTED: 1172472014
- FORM APPROVED
COMB NG ($938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IBEMTIFICATION NUMBER:
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§8=J7 (INJURY/DECLINE/ROOM, ETC)

A facility misst Immediately inform the resident:
: consult with the resident's physician; and if
. known, rotify the resident's legal representative
- or an interested family member when there is an
{ accident involving the resident which resulls in |
. injury and has the potential for requiring physician |
Cintervention: a significant change in the resident's |
‘ physical, mental, or psychosocial status {ie., a
 ceterioration in health, mental, or psychosocial
 status in either fife threatening conditions or
: clinical complications); & need to alter treatment
¢ signfficantly {i.e., 2 need to discontinue an
. existing form of freatment due to adverse
! consequences, or io commence a new form of
i freatment); or & decision to transfer or discharge
, the resident from the tacility as specified in
F8483.12(a),
i ' a
' The facility must also promptiy notify the resident -
sand, [fknown, the resident's legal representative |
| erinterested family member when there is .
. change in room or roommate aasignment as
Fspecified in 5483, 15(e¥(2). or a change
i resident rights under Federal or State law or
. fegulations &s specified in paragraph {(b)1) of
' this section.

| E i

PO SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (X5} ‘,
PREFIY 1 {(EACH DERCIENCY MUS_T BE PRECEDED RY FLiL PREFE (EACH CORRECTIWE ACTION SHOULD BE DOROMPLETION
TAG REGULATORY DR LSC IDENTIEYING INFORMATION) - TAG CROSE-REFERENCED TU THE APPROPRIATE DATE
. ' ' ' ) : BEFICIENGY) '
_F- 000, Contintied From page 2 ; F OQE}E ' .
: P - i ! ‘ i significant] ge the resident
, F-223, F-225, and F-228; 42 CFR 483.20 ; - sigmhcantly change the resic
Resident Assessment, F-280 and F-282: 42 CFR | i plan of care,
§ 483.75 Administration, F-480 and F-514 3t & P ; - o
i Scups and Sevedity (S/5) of & "D" while the facility 1. . On08-30-14 at 10:45
develops and impiernents the Plan of Correction : 3 s
| (POC) and the facility's Quality Assurance AM. the Vl“f .
| monitors the effectiveness of the systemic :. President of Clinical
| changes. _ _ ! ; Services met with
| F1571453.10(b)(11) NOTIFY OF CHANGES - ' Fi57!

Resident #2's Power
of Attorney ( P.O.A),

. to validate she was
notified of all
allegations of
inappropriate behavior
and actions taken by
the facility. Resident -
#2’s physician was
contacted on 08-30-14 .
at 3:05 P.M. by the
Vice President of
Clinical Services, who
stated he was well
aware of the resident’s
change in behaviors.
He stated that he
informed surveyors he
had been notified and
updated concerning
both Residents #1 and -

H
£
:

J

“ORMm CMS-2567 [02-88) Previous Versions Obalsle Eveanl [Dn 205311

Facilipy 102 100333 if confindation sheet Page 3 of 123




ALf
S HY

(NS}
L 4

¢ Deco L0200

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

EES

4]
[Pl
<

5 4
Mo

/

8 5] I's
i b n

pa

;
PRINTED: 11/24/3044

FORM APPROVED -

OB NO, 09380381

STATEMENT OF DEFICIENCIES 1) PROVIDERSUPFLIERICLIA

J (42} MULTIPLE CONSTRLCTION

(X3 DATE SURVEY

' Based on interview, record review and review of

1 the facility's paiicy, it was determined the facility
failed to have an effective systern in place to

i ensure residents' Physicians and lega '

i reprasentative were immediately notified of an

' (8) sampled residents (Residents #1 and #2),
i {Refer to F-223)

HInterviews with nurses snd State Registered

i Nursing Assistants (3RNAs) revealed Resident
: #2 was observed louching Residant #1
“Inappropridtely on several different ograsions.

; Resdent #2 and told 8 SRNA “you nead o do
something about this®, as Resident #2 was

| Of Resident #1's pants. On 7/28/14, Resident #2
. bad his/her hand under Resident's #1's shirt. On
| L 07/30/14 sought out Resident #1, displayed -

i inappropriate behaviors (touching

i . Inappropriately), was difficult to redirect, and was
Fsent out to the hospltal for a psychiatric (psych)

] ¢« evaluation, On 08/04/14, Rasident £2 was

toccasions thal day to have more than haff of

i his/her hand in Resident #1's pants, cnce near
. Resident #1's pubic area down the front of the
!resident's pants and the other time in the groin

interviews revealed Resident #2 trieg
J unsuccessiully on other pocasions fo seek oyt

alleged sexual abuse incident for two (2) of sight

£ On 07/26/14, a visitor pointed at Resident #1 and

I observed with his/her hand inside the waist band

| . feadmitted and was observed on two (2) separate |

| area up the resident's pant’s leg. In addition, staff

§ of the contact between

i Resident #2 and

- Resident #1. He stated
lie was aware and had

been notified by

facility staff. No other
concemns were noted.
2. All staff (including- ‘
licensed staff) were in-
: serviced on 8-29-14 at
, 10:00 P.M., 08-30-14
at 10:00 A M., and 08-
30-14 at 2:00 P.M. by
the Administrator and
: ; Drirector of Nursing
f > (DON). This in-
5 . service covered the i
accuracy of the clinical |
record, in relation to
the documentation and

P

| ' notification of

1

AMO BLAN OF CORRECTION IDENTIFICATION NUMBET: A BULDING CONMPLETED
- | co
185207 B WG ) 69112014
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE .
520 FARKER RDAD
MAYSYILLE NURSING AND REHABILITATION FACILITY
o ’ . MAYSVILLE, KY 41056
FOT N FUMMARY STATEMEMT OF DEFICIENCIES i i . PROVDER'S PLAN OF CORRECTION ; S
PREFIX ; (EAGH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIN (EACH CORRECTIVE ACTION SHCULO RE COMPLETI
TAG REGULATORY OR LEC IDENTIFYING IMFORMATION TAG CROJG-REFERENCEDR TO THE ARPPROPRIATE DATE
o DESICIENGY)
F 167 Continued From pags 3 | F 457 : - i
: o ip g o ! - #2. Resident #1'g son ;
* The facility must record and parfodically update |
 the address and phone number of the resident's was contacted on 08-
. legal reprasentative or interésted family member. § 30-14 at 4:00 P.M. by
| _ C o  the Vice President of
1 This REQUIREMENT is ot met as evidenced | : Clinical Services to !
by: : b ensure he was aware i

o]

;
-
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AND PLAN OF CORRECTION IDENTIFICATION HUMBER A, BUALDING . COMPLETED
A G
i 185207 B winG 081112044
NAME OF PROVIDER OF SUPFLUIER ’ j STREET ADDRESS. CITY, STATE, 2IF Cong :
SR K _ , 20 PARKER
RAYSVILLE NURS%?\?G AND REHARILITATION FACILITY j MA‘:’SVELié R;:DMDG“
. " H 0
COI I SUMMARY STATEMENT OF DEAICIEMIIES o, FROVIDER'S PLAN OF GORRECTION L
PREFIL | (EAUH DEFICIENCY MUST BE PRECELED 8Y FuULL . OPREFF T {EACH CORRECTIVE ACTION SHOULD BE CCOMPLETION
TAG RECULATORY OR LSC IDENTIEYING INFORMATI O o TAG CROSS-REFERENGED TO THE ARPRROPRIATE DaTE
o : DEFICIENCY)
F 157 " Continued From p'age# o : F 15?; " physicians and P.O.A
" Resident #1; however, staff intervaned before : . o legal representative

! he/she was able 1o touch Resident #1. On
: 08/09/14 at 10:40 AM Resident #2 was found in

Resident #1' toom again, redirected out of the . . All female residents were
Froom; however, continued to return. Resident #2 L : . .
. ’ o ; . Interviewed by the Social Service
| Was sent back out to the hospitat on D8/09/14 for n‘ e . . o
_another psych avaluation. . Director and Activity Director on
oy o ; . 8/30/14 as to whether they had |
oemore, inferviews reveaed even though ~ been touched mappropriately by s

_ nursing staff observed and reported the above | : ) .

“alleged abuse of Resident #1 by Resident #2, , . male resident or anyone since ‘

+ they were informed by the Admimistrator not to . residing here. All male residents

. document the incidents, or conduct nofifications f " , . i

to the Physician or Power of Attorneys (POAS) for . were questioned by the Director

« Resident #1 and Resident #2. o ; of Nursing (DON) and
administrative nurses on 9/2/14 as

'The facility's failore to ensure an affective systerm
to whether they had been touched

f fwas in place to ensure the Physician ang POGA, ors i

, legal representative, weie immediately hotified of ; . inappropriately by a male resident
a polential incident of sexual abuse was likely o ’ . .

fcause risk for serious infury, harm, impairment or + Oranyone since residing here. The

: death. The Immediate Jeapardy was identified on ,  answers were unanimously “no.”

08/29/14, and determined fo exist on 07/26/14. 5 Licensed staff conducts weekly

* The facifity was notified of the Immediate . .
s Jeopardy on 08/29/14, f skin assessments on all residents
. o . f in the facility,

* The facllity provided an aceepteble credibie :

; { Allegation of Compiiance (AOC) on 09/09/14, with | . : P .
f : the facifity alleging removal of the Immediate A c%ally monitoring
[ " Jeapardy on 09/03/14. The Immediate Jeapardy system began on

: i was verlfied to be removed on 09/03/14 priof to 08-79-14. The

[ , BXiting the facility on 09/11/14, with remaining :

‘ “Aon-compliance at F-157 Notifications of : Interact IT Stop ffnd
: Changes, al & Scope and Severity of “D" white : Watch Program is
, the facility develaps and implements s Plan of being used to

* Correction, and the facllity's Quality Assuranes
i centinues to monitor to ensure Physicians and
_l=gal representatives are notified in the avent of
" an incident, accident or changes in the resident's |

ORM CM3-2587(02-58) Previous Versions Obsolete - Event ID: 208041 Facifity ID: 100333 If continuation shaet Page & of 122
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185207

(L2 MULTIPLE CONSTRUCTION

A, BILDING
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(%3¢ DATE SURVEY
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G
09/11/2074

HARE GF PROVIDER OR BURPLIER

MAYSVILLE NURSING AND REHABILITATION FAGILITY

STREET ADDRESS.
£29 PARKER ROAD
MAYSVILLE, KY 41055

GITY, S“?“A‘TE P COGE

i . © PROVIDER'S PLAN OF CORRECTION

i candition,

‘E T?se findings include:

l

. the resident's Attending Physician or On-Call
' Physician when there was an incident involving

Ievea{eci notifications of a change in condition
' were to be made within twenty-four (24) hours,
texceptin the caze of a medical emergency,

' Record review revesloed Residant #1 was
i admitied by the facility on 12/12H3, with
. dizghoses which included Advanced Dementia

by increased confusion at nig “}*E) Anxisty and
D;abetaa

5 Reco{d review revealed the faciiity admitted

i ' Resident #2 on 04/12/12 with disgnoses which
!  included Parkinseon's Disease, Coronary Artery
1 Dz&aaae (CAD), Hyper‘tens;o;% and Demani

] : !ntervrew with LEN #1 on 08/22/14 &t 1:00 ?”M

' stated staff was told on 07/26/14 by the

|

; | i the waist band of Resident #1's pants. She
!

? i Administrator not fo document Resident 22'

. behaviors, but start every 15 minute checks. She

. Review of the famhty;a policy tited "Change in a
'Resident's Cendition”, dated 08/01/13, revealed
i the Nurse Supervisor/Charge Nurse was ta netiy |

‘ [ the resident. Continued review of the facility policy

reveafed on 07126114 "sometime"” gfter 2:00 PM
 SRNA#1 reported Resident #2 had his/har hand

* Alzheimer's Dementia with Bebavior Dzstumance :
i Sundown Syndrome (& syndrome characterized

¥

I

I P stated nether the POAS for Residents #9 ang #9,

i | nor the Physician, were notified.

i ' Interview with the Director of Nursing (DONj, on |

1 08/29/14 &t 8:00 PM, revealed she reported to the

will alert the
Administrator, and.
in her absence, the
Director of
Nursing of any
required
notifications. On
weekends, the
charge nurse will
complete this
process. The
INTERACT
quality
improvement

program is utilized

to improve the
eaﬂy
identification,
evaluation,
management,
docomentation,
and
COmMUNICAtion
~ about acute
?r:hanges in
condition of

G0 SUMMARY STATEMENT OF DEFICIENCIES ()
PREF(Y {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SOULDEE - ; COMFLETION
TAG | REGULATORY OR LAC ICENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE orTE
, ‘ DEFICIENGY)
F 187 Confinued From page 5 af) i
om pag F 157, all staff. This tool

L
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HIENTIFICATION NUMRER:

A BUIRDING

185207 'sA WING

(X3} RATE SURVEY
COMPLETED

o

0971172014

MNAME OF PAOVIDER OR SUPFLIER

MAYSVILLE NURSING aND REHAEELITATIQN FACILITY

820 PARKER ROAD

STREET ADERESS, CITY. 8TATE, ZiP 0ODE

4

i MAYSVILLE, KY 41086

{58

(LPN}#10,

* Admilnistrator, on 0728714, # was reported to her

i Resident 22 was in the haflway pulling on
Resident #1's shirt. However, inferview with LPN

CF10, on 08/04714 at 310 PM, Regident #2 was .

; found in Resident #1's roam with his/fher hand up |
under the resident's shirt. Record raview :

i revealed no documented evidence the Physician |
or the POA for Resident #1 or Resident #2 was

' notified of the incident '

" Review of Resident #1's tecord revealsd no
t documentad evidence of this incident with

. Resident #2 and no documented evidence the ;
- Physician or family were notified. [

Interview with SRNA#7, on 03/04/14 at 2:25 PM, ,
revealed on 08/04/14 when Resident #2 returned '
 from @ hospitalization, she entered Resident #1's
_reom and observed Resident #2 with his/ber hand :
' pushed up under Resident #1's pant Jeg o the
. groin area, SRNA#Y further stated she removed
" Resident #2 from Resident #1's room and i
: reported the InCident to Licensed Practical Nurse

: Interview with SRNA#2, on 09/04/14 &t 2:40 PM
“and on 09/10/14 at 3:25 AM, revealed on

| D8/04/14 she observed Rasident #2's hand more |
ihan halfway down Inside the front of Resident

' #1's pants, and she reported it (o fhe nurse.

| However, review of Resident #1's clinical record
| i revealed no decumented evidence the resident's
. POA or Physician were notified of the allegad i
5 ' sexual abuse incidents by Resident £2 on o

: 08/04/14 after hisfher return fo the facility from

5 - the hospital. Review of Resident #2's record

i

 ravealed no documented evidence the POA or
f . Physician were netified of these two incidents on

facility, When an
acute change in
condition occurs,
the Stop and
Watch Tool can be
used by State
Registered Nursing
Agsistants
(8RNASs) or other
staff to identify
changes in
residents and
clearly
communicate those
changes to the
licensed nursing
staff. This written
tool 1s used by
staff who has
direct contact with
residents and is in
a position to
observe changes,
including
_rehabilitation
therapists,

L EAVD SUMMARY STATEMENT OF OBFIGIENCIE S o BRDVIDER'S PLAN OF CORRELTION . ,
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FLLL PREFIY (EACH CORRECTIVE ACTHON BHOULD BE COMFLET 01
TAG © REGULATORY OR LSG IDENTIFVING INFORRMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE Gt
- : ; DEFICIENCY)
F 157 Contintied From page & P , :
. . pag : residents in our
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| 08/04/14,

Interview with Resident #1's POA, on 08/22/44 st 5

12018 PM, revealed when he was visiting one
een approached in the hallway by another -

i resident but nothing happened. He stated the -

_Nurse said it was not a sexual thing. He further

 stated that nurse no longsr worked at the facility.

i Continued inferview revealed the POA had not

. been told anything else by anyone at the Tacility.

]

¢ Inkerview with the DON and the Administrator, on

08/29/14 at 3:45 PM, revealed on 07/30/14

' Resident#2 continued 1o seek out Resident #1.
. Resident #2 was observed in the doorway of

" Resident #1's room reaching for him/her

: Continued interview with the Administrator, on -

08/28/14 a1 5:45 PM, revesiad Resident #2's FOA,

' was first notified of the behaviors by the

¢ Administrator on 07/30/14. She further stated

. thare was ho documented evidence of when the
' Physician was first notified of the incidents.

interview with Resident #2's PGA, on 09/04/14 at
*10:20 AM, revealed she could not remember the
i date she was notified of an incident regarding

. Inappropriate behavior, she thought the

* Administrator had called on 07/26/14 but maybe i

i was 07/30/14.

Interview with the Attending Physician for

|
‘

i

.; Resident #1 and Resident #2, on 08/22/14 at 4:00]

- PM, revealed he was made awars of Resident
I'#2's sexual behaviors toward Resident #1 on
i 07730714, and he gave an order to send Resident

“#2 for a Psych evaluation, He stated he was not

| made aware of the behavior on 08/04/14 upon

night, he was told by a nurse that his mother had |

services, and _ !
: dietary staff. Any {
i . employee that i
notices a change in
: a resident can
i obtain a Stop and i
Watch duplicate ¢
form at the nurse’s
stations, Once a
Stop and Watch
toal has been
mitiated by a staff
member, one copy
18 immediately
given to the
Lcensed nurse and
the other copy is |
givento the DON
for follow up. All ;
staff of the facility |
was trained when |
the program was
initiated in August
2011 and all new
employees are :
trained during their

f
§
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A St | i page o B 5T orientation period.
. Resident #2's return to the facility, but was
+ notified on 0B/09/14 and ordered 'o send the All staff will be
y resident back to the hospital for ancther psYGh _ educated a
evaluation, : : P .. s
Rluatio . . - minimurn of twice
; The facillly provided an acoeptable credibla l annually on the
~ Allegation of Gorplisnce (ADC) on GQfPQJ? 4 that ; SBAR “Stop & ;
falleged rernoval of the IS effective 09/07/14, : "
. Review of the AOC revealed the facility :' Waﬁch andas
implermented the following: - ‘ needed. The ;
H . |
; . . ! v . : 5 i
. 1. Resident #1 was assessed by means of a headf ; Adnlfnlﬁifﬁt()f, o
o toe skin assessment on 07/28/14 by an LPN, | ' - DON, ADON ‘
fand again on 981'051’1«? Both skin assessinents and/or departrnent
s Indicated Resident #1's skin was infact with na ‘ o
“redness. A complete assessment of Resident #£1 | SUpervisors
I was condurted by the Physician on 07/31/14 and (housekeeping
documented as follaws: “advancad dementia ) : o
| ] ar I3
otherwise, no significant issues to deal with, " sup E:I'V%SC)I‘, dictary
[ * Chart Is reviewsd. (Resident) is seen. Her exam | Supervisor,
! % pnc,hanged;‘ Plans: for ongaing care by currert medical records
written orders”, ; . .
. supervisor, activity

|

! i

f . 2, After the incident on 07/26/14, Resident #2

| “was removed from the area and 1:1 sUpervision

i i (for one hour) by activities staf was provided,

J | followed by every 15 minute checks by nursing

J ; staff. On 08/29/14 at G:00 PM, 1.1 monitoring
] i was Initiated, as directed by the Adrministrator, for :
| . Resident#2. This will be ongoing. :

| i 3. 0n 0829714 at 9115 PM, an in-service was

; _ tonducted by the Vice President of Clinical

! ' Bervices for the Administrator and Director of

| i Nursing (DON) on the following: definitions of

. abuse; reporting obligations related to abuse

" allegations; identification of abuse, investigation

: of abuse allegations; implementation of the i
 facility's Resident Protection Policy; and acouracy |

supervisor, MD§
Coordinator, SSD,
and Maintenance
Director) will
conduct these
trainings for their
respective
departments as
needed. All staff
were re-educated

FORM CMS-2567(02-99) Previods Virsions Obsulete Event ID: 208541
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L of the clinical record. Tha Administrator and the
| education.

4. 0On'08/29/14 at 10:30 PM, 0B/30/14 at 10:30
CAM and 08730014 at 1:00 PM, the Social Service
: Director, Dietary Manager, Activity Direclor and
all licensed staff wers in-serviced by the

i records, as related to documentation and
. hotification of the Physician and the Power of
“ Altorney or legal representative.

. and 08/30/14 at 2:00 PM, all staff were
"in-serviced by the Adminisirator and the DON
s related o accuracy of the elinical record.

Fat 10:00 AM and 10:30 AM and Q8/30/14 st 1:00

" of abuse; reporting oblioations of abuse
i aliegations; identification of abuse, investigation
. of abuse allegations and implementation of the
. facility's Resident Protection Policy, aceuracy of
! the clinical record; and revision of care plang. A
. question and anawer perind was held at the
. conclusion of all in-services to establish
' competency. ' ’

Twelve {(12) employees out of the facility for
_medical leave, maternity leave or vacation were

i be permifted to work untl they have been
. educated. '

i B, All resident records were reviswed by the

!
;’
!
!
|
H
|
|
|
|
|
i
\'
| DON, Minimum Data Set (MDS) steff, Admission |

DON ware able to verbaiize understanding of the

t Administrator and the DON on accuracy of clinicat !
j On 08/29/14 at 10:00 PM, 08/30/14 at 10:00 AM,

| On 08/26/14 at 10:00 PM and 10:30 PM, 08/30/14,

: PM and 2:00 PM, the Administrator and the DON |
. educated all staff on the following: the definitions

f educated by the DON via ielephane, No staff wii

——7
203 MLALTIPLE COMETRUCTICNN kl(&f) DATE SURVEY
A BUILDING COMPLETED
_ - -5
B WING 051172014
- STREET ADDRESS. CATY, STATE, 2IF OODE
529 FARKER ROAD :
MAYSVILLE, KY 4{05¢
o PROVIDER'S FLAN OF CORRECTION P
FREFIX (EAGH CORRECTIVE ACTION SBOULD BE CQMPL__E_T'}FDF! :
TAG CROSR-BEFERENCED TO THE APERODRIATE CATE
CEFICIENGY)
E 57, - '
7 on SBAR and
“Stop & Watch” ;
by the v
Administrator and :
1
? DON on 8/29/14 =

and 8/30/14 and
mstructed that one
copy i§ o be given
to the charge nurse
and the other copy
be given 1o the
DON. Any
resident that
_gxperiences a
change in
condition 15
reviewed for the
effective use of the
- Interact II program
: - including the Stop
i and Watch tool
' and the Situation,
Background,
Assessment,
Recommendations
P (SBAR) form. The
? SBAR Form/Acute

i
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; OB/30/14 and ending on 09/02/14, to ensure

" accurate notification of the Physician and legal

i representatives, Al residents wha triggered on
. the MDS assessment for behaviors that affect

" others were reviswed on 08/30/14 by MDS staff

. reflected current interventions. Al resident
' assessments and care plans were reviewed by
i the DON, MDS staff, Admission Nurse and
. administrative nurses, starting on 08/30/14 and

j acouracy.

*8. All Female residents were guastioned by the
| Sucial Service Direcior and the Activity Director

Fregarding whather they had been fouched
i . inappropriately by a male resident o anyone

| - janswered "No”. All male resident were
interviewed by the DON and the administrative
“nurses on D8/02/14, beginning at approximataly
; 10:30 AM, regarding whether they had been
| touched inappropriately by a male resident or

! anyone since they had resided at the facility. Al
j responded "No'™ '

i 7. As confirmed by Resident #2's Power of

, Attorney, the Charge Nurse of the fadility made
" her aware of the initial accurrencs and

i subsequently updated her refated to Resident
#2's continued persistence in propelling toward
t Resident #1's room. On 08/05/14 the Tacility

| Admiristrator met with Resident #2's POA at

‘tength fo discuss fullre plans, room changss, efc. :

| © 10N 08/30/14 at 10:45 AM. the Vice President of
i . Clinical Services met with Resident #2's POA 1o
 validate she was natified of alt allegations of

tand administrative nurses o ensure the care plan |

fending on 09/02/14, to ensure completeness and

. o1 08/30/14, beginning at approximately 930 Ak, i

“since they had resided at the facllity, Al residents :

Note is designed to -

enhance the
nursing evaluation
“of and
documentation on
_residents who have
a change in
condition and
improve
commumication
with primary care
providers. Tt is
intended to be used
as a change in
condition progress
note and should
replace, rather than
add to, other
documentation,
Competency of all
staff will be
established -
through daily
- reviews of resident
~ status and evidence
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| F 157 Continued From page 10 £ 9571 Ch K
! : .. . . . arnge 1 H
£ Nurse, and administrative nurses, starting on i : g n
Condition Progress
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T pag . o7 of the usage of the
. Inappropriate behavior and actions taken by the : CL
acility, ' , above mentioned
i . ' o ‘ tools (utilization of
! ~Resident #1's son was contacted by the Vice et
’ | President of Clinicat Services st 4:00 PM an . thek_STcap & Wa C}l)
0873014 to ensure he was aware of the sbove | ? ' Daily reviews of
Jconcerns. He stated E;e was aware and had been j resident’s status
. notified by facility staff. No other concerns were ' hieved by
lexpressed, are achieved by
- review of any

'e. on 08/30/14 at 2:05 PV, the Attending

" contactsd by the Vice President of Clinical
i Services. The Physician stated he was well

P stated he informed the surveyor he had baen
. hotified and updated concerning both residents
TP (#1 and ¥2).

*9. Based on the waekly skin assessments, al

in the weekly Quality of Care meetings by the

' A Quality Assurance process was Implemented

" continuing.basis this Allegation of Compliance

i through a daily monitoring meeting during which
" the Administrator, DON, Assistarit DON, charge

: nurses and therapy team review Physician

j _Drders, nursing supervisor reports, Z4-hour

I nursing communication shests, care plan

. revisions; conduct daily physical rounds in the
FHacility, review incident reporting and ensure

i . appropriate Physician and legal representative
4  potifications. The daily ronitoring will continue
‘ : for the next thres (3) months and weekly
Hthereafter,

i
i

v Physician for Resident #1 and Resident #2 was

. by the Admiristrator on 08/29/14 to monitor on a

_aware of (Resident #2's) change in behavior, Me |

i i residents with identified skin areas were reviewed ;

Hnterdisciplinary Team on (7/25/14 and 08/07/14.

change in

condition of any

; regident noted

from the nursing
i comumunication

sheats, acute

monitoring log,
physician’s orders

) and incident

reports, this will
ensure that staff
have identified the
change and react
appropriately by

completing an

SBAR “Stop &
Watch” form and

proper

notifications to

i
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‘ Watch Program to gather input from sl stafi
- regarding any changes noted o nhserved with
- | any resident's behavior or otherwise.

i assume the responsibifity. On weskends, the
. Charge Nurae will compete this process.

| The DON will conduct 2 quality assurance audit

~on a monthly basis to easure compliance.

I

. Compliance, a membar of the governing body,
"either the Executive Vice President of the Vice
; President of Clinical Services, will be in
. attendance at monthly guality assurance
Fmeetings for the next three (3) months.
D _ :
. The State Survey Agency validated the
. ! implementation of the facility's AQG as follows:
|
' . 1. Copies of skin assessments, performed by
Hlicensed staff, for Resident #1 on 07/28/14 and
[ 0B/05/14 were reviewed, No concerns wers
- revealed during this review. A review of the
' complete assessment by the Physician on
1 07/31/14 reveated no concems.

' 2, A review of every 156 minute checks of

{ Rasident #2 by nursing staff, for tha period of
1 U7/26/14 through 07/30/14, revealed no
 concems. Observation of Resident #2 an

-+ Eliting in the dining room with a staff member
" playing cards. Interview with SRMA #8 on

; L 09/04/14 at 10:09 AM, revealad she was

§ | Assigned to do 111 with Resident #2. Interview

10. For continued menitoring of the Adlegation of

'+ The facility will also utiize the Interact i Stop ard

i

"In the absence of the Administrator, the DON wil

; for accuracy of clinical records on 10% of records ©

]

H

09704714 at 10:05 AM; revealed the resident (o be |
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: - physician and

| POA. If there are
questions related to
notification during
the daily review,
the Admimistrator
will review the :
clinical record as
needed. '

Members of the
fac:iii{y’s Quality
Assurance (QA)
committes include:
Administrator,
Assistant
Administrator,
Director of - '
Nursing (DON),
Assistant Director ¢
of Nursing o
{ADON), Social
Service Director ¢
(55D, Dictary :
Supervisor,
Housekeeping
Supervisor,

H

v
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, Maintenance
, With the Administrator on 09/11)74 at 1:55 P, E ' -
confimmed Resident #2 was started on 1:1 ; Supervisor,
* monitoring o 08/29/14 and the: monitoring was ' Activity DPirector,
| ongoing. : Director of
{ . . .
{3 The faci ity provided the in-service e;gn in , Financial Services, ;
i sheets for fraining of the Administrator and the : Minimum Date Set
. DON on 08/28/14, by the Vice President oFf i
! Clinical Services, related to the following: : (MDS)
i accuracy of clinical recards related to j Coordinator,
. documentation and notification of the Physician ‘
“and the POA; the definitions of abuse; ; Ci?lzsu.ltapt ‘
| identification. reporting and investigation of ‘ Pharmacist, and
ebuse; implementation of the facility's Protection | Madical Director.
Pohc:y, and care ptan revisions. interview with the s ha
{ Administrator on 08/11/14 at 1:47 PM, and the A QA process has
i DON on 09/11/14 at 1:35 PM, revealed both had : been implemented as |
, attended the in-service training and were ahls to . 0 ' )
fvarbalize their understanding of the education, 1 of 08. ”‘9 14 by the !
; Administrator to - :
4. The facility provided a copy of the in-gervice MOTHIOr 07 a continual
919;’3 in sheets for 08/28/14 and 08/30/14. Review : basis. th idenits’
! of the records revealed training was provided for 5 asis, © Iest ents
all staff regarding the following; accuracy of the i coudition through
cimmal record; documentation and notification of : T :
¢ £ I
the Physician and the POA; definitions of abuse; : dﬂl}lmorml £
;dentif cation, reporting and m\eesﬁgmng abuse; ! meetings with the
and revision of care pians ' Administrator,
| Interview with SRNA#10 on 08/1/14 a{ 2:25 P, Assistant _
revealad she had attended the in-service refated Administrator, !
Lo abuse. Inferview with SRNA/Restorative #9, e i
; irector of Nurging,
i on 09411714 at 1:22 PM, ravealed she had ; ! D ) . DE.
. aftended the in-service related to abuse and how i Assistant Director of
1o respond. Intarview with 1&16 %oucek%pmg ; . - Nursing,
; Supervisor on 06/11/14 at 1:30 PM. revesied she i .. -
_nad attended the in-services related fo apugs, j administrative nursss,
t documentation, and notification, Inferview with | :
i Maintenance staff on 09/11/14 at 112 P,
" Fackity iD: {00343 i cordinuation sheat Page 14 of 123
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PREFI | [EAGH DEFICIENCY MUST BE FRECEDED BY Ful! FREFX {EALH CORRECTIVE ACTHON SHOLLD BE | COMPLETION
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i : _ DEFICIENCY
F 157 Continued From page 14 7 o .
S finued page 1 o FIs7,, Activity Director,
t revealed he had attended the abuse in-services. ‘ . '
| Intefview with the Activity Assistant, on 09/11/74 Social Services
Lt 126 PM, revealed she had received training on Director,
- abuse and attended the in-service on 08/30/14. r Dot
i Interview with RN #2, on 09/14/14 at 1:25 PM, : Hougd‘?ﬁepm%’ A
; revedled she aftended the in-servica on 08/26/14 K 5 Supervisor, Financial
 refated to abuse, docurnentation, notification, -! ’ Services Director
' reparting, identifying, Investigating, and revision
- j of care plans. ' : charge nurses and
S The factity - ; therapy team. The
. 5. The facility provided a copy of audits - e -
Feomnpleted, beginning 08/30/14 and ending A(‘hmn “‘“&m UON’ ‘
: 09/02/14, for all resident records regarding i and/or ADON wili
~ j accurate notification of the Physician and the ; review all incident
legal representative, and a review of resident . .
| agsessments and care plans o ensus ‘ rs:ports, nursing report
- completensss and acouracy. Review of the audit ; sheets, acute i
completed on 08/3(/14, refated to rasidents who toring log
P : ! ogs, and
ggered on the MDS assessment for behaviors momlttirm:g £5;
i that affect others, revealed the care plana physician’s orders to -
 reflected current interventions. Interview with BN ' verify appropriate
 #2/MDS Nurse, on D911/14 at 1:06 PM, revealsd | fication. Tf there
“all resident records were reviewsd for notiheation. If there ;
i documentation, Physician and POA notification, are questions related to
; SUrrent behavior intervertions, and complete and ¢ notification during the
accurate asgessments and care pians, ; . .
_ : daily review, the
: 8. The facility provided inferview audits Completed j Administrator will |
. 0n 08/30/14 for female residents, and on : iew the clinical ;
+ 05/02114 for male resicents, regarding whether review the elimcal .‘
i they had been touched inappropriately by a male , . recotd as peeded for _
. resident or anyone since residing at ghe facility. ; residents with _'
“No concerns were voiced by any residents. o L [
P - ' | identified concerns.
( 7. Interview with the POA for Rasidant #2, om ; The charge nurse will
09704714 at 9:20 AM, reveaied she had spoken ; .
| with the vice Presiden of Clinical Sarvices and ) completo this process
| the Administrator. She confimed she was not ’ : _ ;
, Sure when she was first notified, but she was now ; ] : ]

Event 10: 208811
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f‘ (X403 : SUMMBRY STATERENT OF DEFICIENCIES B PROVIDEFA'S PLAN OF CORRECTION P s f
PREFY, (EACH (EFIGIENCY MUST BE PREGEDED BY FilLt | PREFIX {EACH CORRECTIVE ACTION SHOULD B2 . COMPLETIGN
! TAG REGULATORY OR LS DENTIFYING INFORMATION; ' TAG CROSA-REFERENCED TO THE AFPROPRIATE | oate
| : DEFICIENGY) ;
i F157iCcont ' ; i
3 ‘Lonnnuedkanlpgge15N . ‘ F?ﬁ,; on the weekends or in :
gmmmdmmw%MmcmmmmmﬂMEMWX; . ° ;
| on the part of Resident #2, and was awars of P the absence of the -
; actions taken by the Tacility. . ' : Administratos, DON,
: Interview with the POA for Resident #1. on agdz‘(ir ADON. This
; O9/10/14 at 4:30 PM, revesied he had spoken i " will alert the
- with the Vice President of Clinical Services and: | ) Administrator of the
1thmwem%awmewmeMammWMa | : L . d
- behavior toward his mother, as he had been toid i required physician an
by facility staff P.O.A. or legal
8 Inferview with the Attencing Physicien for representative of
, Resident #1 and Resident #2, on 09/10/14 at 5:35 notification which
FPM. revealed he had spoken with the Vice ' need to be made. The
j i President of Clinlcal Services and was aware of i co -
* . Resident #2's change in behavior. Administrator wi
’ _ : : check records for
£ 8, Review of the Quality of Care meeting minutes | ;
- ; o - , : 1a
: revealed residents with identified skin areas were ; i ap p ri:)p n‘a -
- reviewed on 07/25/14 and 08/07/14. Interview ; notihcations. lnthe
; t with the Administrator, on 09/11/14 at & 10 P, absence of the
‘  reveaied the team met daily to monitor care plan Administrator. the -
j  revisions, incident reporting, and appropriste Adminstrator, e
r * notification of the Physician and POA. The ' Director of Nursing,
fInedical record audit @ scheduled to be initiated ¢ : ; 3 ;
f : ' ' : ssistant Director of
! . 0911714 and completed by the end of each ; i As ll ant :
| “month. Review of the audit tool utilized to monitor : i Nursing, or charge
E § 10% of resident records for BCCurAacy on a ! i nurses will complets
| ; men h.y basis revealed no concemns ; . this process. The daily |
H10. Interview with the Vice President of Glinical | morning meetings arg
'  Services on 09/11/14 at 5:00 PM, revealed she or | conducted Monday "
) " the Executive Vice President of Clinical Servicas . "
|  would attend the monthly QA meeting for thee through Friday and the
i i {3} months. Menthly QA meelings are scheduled | audits are completed
‘ "og M4 . i ‘ C L
} 0917714, 10/1614, and 11/19/14. i . by the Administrator.
| i . . o i

“ORN CAIS-2587(03-98) Provious Varaions Qbacdals Ewant /1020881
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- NAKE OF PROVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIF CODE , -
’ . - ' s 820 PARKER ROAD '
MAYSVILLE NURSING AND REHABILITATION FACILITY
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C xan SUMMARY STATEMENT OF DEFICIENGIES 0 RROVIDER'S PLAN OF CORRECTION i
PREFX ? [EAQH DEFKIERSY MUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTHIN GHOWMD BE i COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPEOFRIATE DATE
S - BEFICIENSY) :
F 2231 Continued Erom page 16 F o3t "
A P9 B r “‘%3’: In the absence of the
 The resident has the right to be frea from verbal, Administrator, the -
" sexual, physical, and mental abuse, comoral DON and/or ADON,

¢ punishrment, and involuntary saclusion.

" The facility must not use verbat, mental, sexual
i or physical abuse, corporal punishment, or
- involuntary seclusion.
i . _

. This REQUIREMENT is not met as evidenced

" by '

! Based on interview, recard review and review of
; the facility's policy, it was determinad the facility
failed to have an effsctive system to protect ane
E{1} of eight (8) sampled residents from abuse

_ : (Resident #1). The fachity failed to Implement

! _ policy and procedures (o initate an nvestigation
: of alleged abuse and implemeant interventions to
; brevent racumence. ;

“ Interviews with nurses and State Registered

. Nursing Assistants (SRNAs) revealed Resident

- #2 was observed touching Residant £4

i inappropriately on several different aecasions,

i On 07/26/14, a visitor pointed 2t Resident #1 and |
- Resident #2 and told a SRNA "you need 1o do
! | something about this”, as Resident #2 was .

i observed with his/her hand inside the waist bang |

f ' of Resident #1's pants. On7/28/14, Resident #2
[ , i had histher hand under Rasident's #1's ghirt. On
|
i
|
|

- 0773014 sought out Resident #1, displayed ;
" inappropriate pehaviors (touching i
v inappropriately), was difficult to redirect, and was ;
: 8ent out to the hospital for a psychiatric (psych)
“evaluation. On 08/04/14, Resident #2 was :

 feadmitted and was observed on two (2} separate
_ oceasions that day to have more than half of )
! his/er hand in Resident #1'3 pants, once near

t

i

or charge nurge will
conduct the audits.
‘The charge nurses
complete the process
on the weekends. The
results of the audit ‘
from the weekend :
charge nurses are
reviewed by the
Administrator, DON
or ADON on the
following work day.
This QA process will

be ongoing. The
Administrator hags the
documentation of the
completion of the
daily audits and the

. weekend audit -
documentation from
charge nurses is
forwarded to the:
Administrator for
review. In addition,

i

*0R0A CNI5-2567(02.88) Pravinus Vierslons Obsclete Event iD: 203841
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COMPLETED 1
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{ NAME OF FROVIDER OR SUPPLIER o STREET ADCRESS, CITY, STATE, ZIF CO0DE f’"j
: . . ' 820 PARKER ROAD '
MAYSVILLE NURSING AND REHABILITATION FACILITY ' ' : :
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P SUMMARY STATEMENT OF DERICIENCIES wo PROVIDER'S FLAN OF CORREGTION ST
PREFIN (EACH DEFICIENCY MUST 82 FREGEDED BY FULL . PREFIX (EALH CORRECTIVE ACTION SHOULD g . CORFLETION
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! ) e : i 5 ‘ o e ) :
F223; Continued From page 17 F 2._3: 10% of all resident |

; Resident #1's pubic area down the front of the )
resident's pants and the other Ume in the groin
“atea up the resident's pant's leg. in addifion, staif !
tinterviews revealed Resident £2 tried !
 Unsuccesstuily on other occasions to seak oyt

. Resident #1; however, staff infervenad before

" he/she was able to touch Resident #. On

: 08/08/14 at 10:40 AM Resident #2 was found in

; Resident #1's moom again, redirected out of the :
, Foom; however, continued to return. Resident 42 X
“was sent back out 1o the hospital on 08/00/14 for
" another psych svaluation. i
’ -  Furthermare, interviews revealed even though

i Nuksing staff observed and reported the abovs

f ‘ alleged sbuse of Resident #1 by Resident #2,

] i they were informed by the Administrator not to

| incidents, or conduct notifications

. document the .
{POAs) for -

} “to the Physician or Power of Attorneys
+ Resident #1 and Resident 42,

i D :
; , The Taciiity's failure to have an affestive system in |
! place o ensure residants rémained free from
! ‘abuse was fikely to cause risk for serious injury,
| i harm, impairment or death, Immadiats Jeopardy
; ; was dentified on 08/29/14 and was determined 1o
| exist on 07/26/14. The facilily was notfied of the |
| Hrmmediste Jeopardy on 08/25/14, i
,’ . The faciiity provided an acceptable credible ;-
| * Allegation of Compliahce {ADC) on 05/08/2014, ;
Fwith the facility alieging removal of the Immediate
« i Jeopardy on 08/03/14 . The Immsdiate Jecpardy |
~was verified to be ramovad on 08/03/14, prior to
“exiting the facility on 09/11/14, with ramaining
‘non-compliance at 42 CFR 483,13 Rasigent
; Behavior and Faciliy Practice, F-223 at 2 5/9 gl
- "D" while the facility develops and implements the
" Plan of Correction {POC) and the facility's Quality ;

records are being

; audited by the DON

ﬁmnthly to ensure that
any notification issues
have been identified
and corrected
regarding any resident
change. The above
mentioned audits are
made part of the
monthly QA meeting
and will continue for ‘!
the next ¢ months. ;

5. 09.15-14 ;

. Fan

It is and was on the days of
survey the policy of Maysville : I
Nursing and Rehabilitation |

Facility to assure residents are

free from verbal, sexual, physical,

SR CME-2587(02-89) Previoue Yersions Ohaolals “Event iy 205973

Facifity 1D 100333
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F 223} Continued From page 18

i AssUrance program monitors 1o ensire residents

. _arefres from abuse, :

i Thefindings include:

F223 ond mental abuse, corporal.
. punishment and involuntary
- seclusion.

i

|

' Review of the facility's policy titled, "Abuse
; Reporting”, undated, revealed the facility would

ot comdone resident abuse by anyone, including :

! ether residents. Policy review révealed tha

: defintions of abuse were provided fo assiat staff -

_members in recognizing incidents of abuse, and

+ sexual abuse was defined as, but not fimitad to

- sexual harassiment, sexual cogroien, or sexual
aszauil. Continued review of the facility's poficy
trevealed, upon receiving a report of suspectad

~, abuse, the Charge Nurse was to axamine and

“interview the resident, and record the findings of

Hthe examination in the resident's medical record.

. The Policy revesled upon receiving information

“concerning abuse, the Birector of Nursing (DON)

i Was 1o request a representative of the Sogial

. Services Department (33D} monitor the

‘resident's feelings concerning the incident and

i the Tesident's reaction to histher Ivolvement in
the investigation. According to the Policy, any

; documented.

i Record review for Residant 31 revealed tha

*concerns and conversations were fo be

 Tacility admitted hinvher or 12/12/13, with

+ diagnoses which included Demeniia, Alzheimer's
: Disease, Anxiety and Diabetes. Reviow of the

s
i

CQuarterly Minimurm Data Set (MDS) Assessment,
! dated 08/07/14, revealad the facility assessad
. Resident #1 to have a Brief Interview for Mental

1. On07-26-14, based on
the report given to the
Administrator by the
charge nurse,

f “Resident #2 was
noted to have his hand
at the waist band of }
Resident #1°g pants ™ - J
Resident #1 was -
immediately protected.
One-on-one
supervision (for one
hour) by activity staff
and every fifteen
minute checks were
initiated on Resident
#2 by nursing staff. :
On07-28-14, it was |
reported that Resident |
#2 was noted to be
“pulling on the ghirt of
Resident #1."

Status (BIMS) score of "00", which indicated the B ! , Resident #2 Wwas J
i resident was severely cognitively irmpaired. ‘ separated from | _
| Record review for Resldent #2 revealed the . ‘ | :

Even! iD: 203811 Fauliy 1D: To0333 ffwminust?;n shewt Page 19 of 123
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F223: Ccnbnued Erom page 19 F2os . X
Pag 223, Resident #1 and the

i facility admitted the resident on 04/21 12, ti“]
_diagnoses which included Difficulty Wa slking, Lark
! of Coordination, Cerebrovascutar Diseage,
; Dementia Without Behavioral Disturbances and
_Parkinson's Disease. Raview of the Quarterly
! MDS Assessment, dated 06/26/14, revealed the
1 Tacliity assessed Resident #2 o have a BIMS
“score of fifteen (15) out of fifteen {15} indicated
fhe resident was cognitively intact. Review of
. Resident #2's Comprehensive Care Plan

' Jevealed an undated problem for “soclal

i intaraction irnpaired related to m%ppmpnate
; behavior,

nterview with LPN #1 on 08/22/14 at 1:00 PM.
 revea fed on 07726114 “sometime” after 2:00 PM, ¢ i
" SRNA# reported to her a visitor had tapped the '
i SRNA on the arm and said. "yous need to do '
. Something about this”, indicating Resident#7 and
‘Resident#2. LN #1 std*@d SRNA# repored to
i her, she observed Resident #1 and Resident #2
in the hallway where Resident #2 had his/her
* hand in the waist band of Resident #1's pants.
: Continued interview revealed LPN #1 reported
- SRNA#1's observations io the Administrator by
 telephone, and the Administrator told LPN %1 not
; to document the incident, LPN #1 stated when
* nurses made calls to the Administrator, they were
 W0ld to documerit or not to document incidents by
“the Administrator. She stated the Administrator
£ told her not to document Resident #2's behavior
. in the Nurse's Notes. LPN#1 declined to say if
*she had been told not to document sornathing
: befare, stating, "l would rather not answer that®
LPN #f revealed she had not physically assessed
! Resident #1 for any possible injuries after SRNA
| #1's reported allegation.

| Interview with SRNA #1 on 08/25/14 at 4:35 PN, 5

- fifteen minute checks
“continued, On 07-30-
14, Resident #2 was

admitted to the

© hospital for an

inpatient psychiatric
evaluation and
returned to the facility
on (¥-04-14 at
approximately 6:00

PM. Resident # 2 was

then readmitted to the
hospital for a second
mpatient psychiatric
evaluation on 08-05-
14 and returned to the
facility on 08-12-14 at
approximately 3:30
PM. Resident#2
was moved to a
separate unit of the
facility on 08-12-14
upon refizn from
second hospitalization.
On 08-29-14, one-on-
one was initiated and

i
1

H
I

]
i
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! revealed she observed Resident #2 baing :

1 sexually inappropriale 1o Resident 21 - She stated
she observed Resident #2 having hisfher hand

tinside the waist fine of Residant #1's pants.

. Continued interview revealed a visitor touched
heron the anm and said, "you might want fo do

i something about this”. SRANA#1 stated she gid

" not remember the date of the incident, but

: thought it accurred between 4:30 PM and 5:00

. PM. BRNA #1 indicated she had reported her

' observations to LPN #1.

. Atelephone interview with LPN #58 on 0a/28/14 at

F7:30 AM, revealed LPN #5 overheard the ‘

; conversation between the visitar and SRNA #1 on :

07726114, concerning the need for an intervention

| between Resident #1 and Resident #2, LPN #6

. Staled LPN #1/Charge Nurse tefaphonad the

- Administrator to report the Incident and whan

1 LPN #1 got off the telephone with the.
Administrator she said the Administrator sald not

i to document the incident in the Nurse's Nofes.
Continued interview with LIPN #6 revealed, hursas

‘ were "supposed to call the Administrator” and she |

 told the murses "whether to document or not".

"LPN #8 staled she "horesthly”. did not know it

i thiere would be “reprisal” if she had documented |

. the incident According to LPN #6, she had heard .

Hfrom the Administrator nat to docurnent on other -

-, incidents; however, "would rather not disouss”
-t that : .

- Continued review of Resident #2'
; Comprehansive Care Plan revealed the undated

" problem for "soclal inferaction impaired related 16 | -

| Inappropriate behavior" was updated on 07/26/14
 regarding the résident being "redirected from -
{ room 129" (Resident #4's foom) with an *

. Intervention for avery fifteen (18} minute checks.

(X3 1D SUMMARY STATEMENT OF DEFICIERCIES
PREFY {EACH DEFICIENCY MUST 8E FRECEDED By FLiL PREFI (EACH CORRECTIVE ACTION SHOULD 8E . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) oG CROSS-REFERENCED TO THE APPROPRATE DAYE
. _ . : DEFIC?ﬁNQY} :
F 223" Continued From page 20 Foza L
page 2y, 223 ; continues. A hedd to

toe assessment for

Resident #1 was

documented on 07-29.

14 by licensed staff

and again on 18-05-14.

Both assessments

| revealed skin was

5 intact with “no issnes
noted”, asevidenced
by documentation,
Resident #1 was
immediately protected
by the separation of
him/her and Resident
#2 on T/26/14.
Resident #2 was
placed on 1:1

~ monitoring by nursing
staff for one hour and
then every 15 munure
checks initiated by
nursing staff,
All residents were

A interviewed by the

' Social Service
Director on 08-30-14

t

QR CME-CEET(02-99) Pravious Varsians Qisolate

Event 10208511
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Fz23, Conﬁnued From page 2 23, _ o
' page 7 Fezs, and 09-03-14 asking if =,
Rewew of the "Momm;ing" *‘orms revealed - they had ever been
: Resident #2 was on every fifeen (1 5) minute ; touched
~checks from 07/26/14 at 10:00 PM to 07/26/14 at o . e
i 9 45 PM . ] ; mappropt‘mtély by i
male resident or
Everj tmumh F’Psrdent #2 was on svery fiftean : ;e
ce residin
. {(15) minute checks, interview with LPN #2 on anyone Si,ﬁ_ ding
| 08/21/14 at 1:20 PM, and on 09/10H4 at 9:50 at the facility. The
: AM, revealed o Mr:-nday 07128714, SRNA#2 answers were
reported o her Resident #2 had hnsfher Frand _ : v “NO”
funder Resident #1'5 shit. She stated shie did nof | unanmousty .
. consider tfus appropriate behavior, and indicated P i Skin assessments are
“ she reparted the incident to the DON 25 socn as ;
erformed on all
: she was made aware of i LPN #2 explained P . . ,
“when an Incident occurred, the nurse reported it residents by licensed
i o the Administrator or the DON and waited for , nursing staff on a
instructions on what to de. Continued interview : -
revealed LPN #2 did not document the incident weckly ?3_313‘ )
- because she was told in the morning shift change _ All staff (including
report not to document behaviors batween ; ! Repistered
: Resident #2 and Resident #1. LPN #2 stated she g‘ '
did not feel comfortable with being tid not to Nurses(RNs),
i documnent Resident #2's behaviors toward Licensed Practical
' Resident #1; however, she verbally passed it on ) \
Ho the next oncoming nurse, but did remember ’ Nursis(LPKS)j .
- who that nurse wae, Further intarview revealed ; Certified Medication
PLPN #2 did not perform a physical exam on ‘ Technicians (CMTs),
: Resident #71 for possible injury and did not State Reoi Y '
' complete an inudem Repor as per facility policy. and State Registered
i There was no documented evidence LPN #2 took Nursing Assistanis
" any action to ensure Resident #1 was profected qQ A o & i1
| fror further patential abuge by Resident #£2. (LmAS) were
_ _ ’ serviced on 08-29-14
Hnterview with LPN #10 op 08/21/14 at 3:20 PM, at 10:00 P.M., 08-30-
. revealed on G7/28/14 it was reported to her in ‘ .
{ shift change report by LPN #5 that Resident #2 14at 10:00 AM. and
é ; was on every fifteen (15) minuie checks because :
| ~ * helshe had sexual behaviors towards Resident ‘ N
' Event 10: 208511 Faciify i 100333 - If condinusiion ahes: Pagé 22 af 123
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#1. She stated she was aiso told by LPN #5 in
“repart net to document any inappropriate
 behavior by Resident #2, Continued interview

frevealed the LPN #2/Charge Nurse told her
Resigent #2 was found in Residant #1's room -

fwith his/her hand up under the resident's shirt
LFN#10 stated LPN #2 told her she had called

tthes DON because the Administrator was oyt of
the facility.

Interview with LPK #5 on 08/24/14 at 8:30 P,

s were "supposed te eall the Adminisirator or the
BON for incidents and then receive instructions
ron what to do”. LPN #5 reported nurses had "a
hist of ineidents™ which required "calling the

j . copy of the list; howsver, a copy was never
fhrovided.

- Interview with LPN #6 on 08/29/14 at 2:45 FM,

P frevealed during s meeting on 07/30/14, at
; approximately 930 AM, LPN #11 came into the

i LEN #86, the Administrator told har io call

" the resident "out” fo the hospital LPN #85
| indicated she notified the Physician as per the
| Administrator's instructions an 07/30/14.

trevealed she did not feel comfartable with thase ;
instructions, but had passed the information along

P fto the next nurse during shift repart Subsequent |

interview with LPN #10, on 00/04/4 at 3:10 FM,

meeting and asked to speak to the DON auiside
fof the mom. Contirued interview revealed afiar & i
. few minutes the DON came back info the meeting
“andd told the Administrator Resident #2 was “irying ’
L0 o tewards” Resident %71 again, Accordingto ¢

: Resident #2's Physician and gat an order to send |

j

t Administrator” about. The Surveyor requested a.

i

(Ao x i ]
PREF S {EACH DEFIGIENCY MUST BE PRECEDED 3Y FULL PREFIY {EACH DORRECTIVE ACTION SROULD BE ¢ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROZS-REFERENCED TC THE APPROPRIATE DATE
: - DEFIZIEMCY;
A i
F2231 Continued From page 22 . '
PEgE 22 on 08-30-14 at 2:00 -

rovealed she was old "in report” not to docurment |
resident behaviors in the Nurse's Notes, but was
“not sure who told her this. LPN #5 stated nurse

PM. bythe
Administrator and
Director of Nursing

. covering the definition |
. of abuse, reporting
i obligation of abuse
: ~ allepations,
identification of abuse,
investigating abuse
-allegations and the
implementation of the
i facility’s Resident
Protection Policy.
Thig facility does not
utilize agency staff. A
(uestion and answer
period wag held at the
conclusion of all in-

“services to establish
competency. On
8/29/14 an in-gervice

- was conducted by the

- Vice President of
Chinical Services for
the Administrator and

E Director of Nutsing

¢
i

-

ORW CME-28567102-08) Previses \rsions Dbsolsts

Event 1D 208011

_ Faciity I0x 100333

- If continuation shest Page 27 of 123
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i Review of Resident #2's Comprehensive Care
. Plan revealed the undated problem for "social
firderaction impalred related to inappropriate

i behavior" was updated on 07/30/14 stating the

MO A ¥ =0T
fs LAN QOF CORRECTION £ BUILDING
c.
_ . 185207 B, winG 0871172044
MAME OF PROVIDER OR SURRLIER STREECT ADDEESS CITY, 8TATE, Zik CODE
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Tag REGULATORY OR LSC IBENTIFYING IHFORMATION) Tas CROSS-REFERENCED TO THE APPROPRIATE DATE
i . o DEFICIENCY)
i
F 223

' reskient was sent to the hospital psych unit P

i ‘
Interview with SRNA #7 on 09/04/14 at 2:25 PM.

I'revealed she had fo redirect Resident #2 away

i from Resident #1's room three {3) to four (4)
times daily before Resident #2 went out to the
¢ hospital on 07/30/4.

" Interview with SRNA #8 on 00/04/14 at 292 PAg,

; revedlad she had redirected Rasident #2 from

" Resident #1's room ons or twice, maybe more |
H often, before Resident #2 went to the hospital on
07130114

- Gontinued review of Resident #2's medical recard
revealed & "Patient Information” form, dated

; 07/30/14, which nioted Resident #2 waes
transferred o the hospital on 07/30/14. Review

fof the Form revealed Resident #2's mental status -

- wag documented fo be alert and oriented fimes )

"three (3), which indicated the resident was alert

s and oriented to person, place and time., The :

_Form noted Resident #2 had a BIMS scare of ten )

H{10) out of fiftaen (15), which indicated the

, resident was now assessed as moderstely ;

‘cognifively impaired. Continued review of the

i Form revealed Resident #2 had displayed

" “Inappropriate behaviors with females {tauching

i Inappropriately), difficulf to redirect”, and !

. continued “to repeat behraviors.” Raview of the

! “Transfer and Discharge” form dated 07/30/14 :

- revealad the reason checked for transfer was "the i

i safety of individuais in our facility Is endangered”.

i Continued review of the "Transfer and Discharge®

i covering the
P - definitions of abuse,
reporting obligations
of abuse allegations
and the '
implementation of the
facility’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
period at the
conchusion of in
P services provided all
staff the opportunity to
ask any questions of
material that wasn’t
clear to them. Answers
were immediately
. given. One hundred
i percent of staff were
educated on 8/29/14 or

i

Event |0 20801

Faelliby 121 1003332
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F 223, Continued From page 24 F 2,?;‘3E ' 5 - ?
: e i . There
. form revealed the reason “..as set forth in the i : 8/30/14. Th re._W_ere :
" clinical record” was cocumented to be : twelve employees that
 "inappropriate behaviors with females”, ) S, - were educated by the
. { t .
' Review of Resident #2's hospital record revealed | s DON on 8/29/14 or
; the resident was admitted fo the hospital Eo : - 8/30/14 via telephone
" Behavioral Health Unit from the Emergency f : o T el .
. 5 _ - edical
i Room (ER) on 07/30/14 at 3:37 FM for sexually ; due to Family Medic
Inappropriate behaviors with fermales, and on .‘ Leave Act (FMLA),
= admi;:sism was alert fo person, piace and time. ‘ matermnity leave or
j Conlinued review of the hospital records revealed ‘ _ ion. N
. Resident #2's history was taken by phone by the | 1 vacagon. No
“hospital's Licensed Clinical Social Worker ; employees were
« (LCSW) from an unidentified facility Regwtered -~ itted to work unatil
'Nurse (RN), The LCSW documented Resident | PEHRTHEA IO we
L #1 recently had began to "experience sexualizad 5 completion of in
E Eehavio;s”}mwa;gs aDnaEher r@ga‘denf Whho had servicing as of .
- wevere Alzheimer's Disease. Per the hospital o o !
| documentation the facility RN told the hospital | 8/30114. Itis this
LCSW “for the past two (2) days” Resident #2 ! facility’s policy to
i had beean "Whemﬁngf uptoa “pariz‘culaar"'resédeht ; i : educate all pew
. and was fouching hisfher genital area without the _ o
"resident's consent. Further raview of the hospital employees on the
j Tecord revealed Resident #2 was admitted to the “Resident Protection
hospital's Behavioral Health Unit because of the S :
 "seriousness” of the resident's “sexually i P 011'c§.7 }lpan hire, and
-, dggressive behaviors”. In addition, review of the amimimum of ftwo - .
' hospital record revealed 3 Physician's Progress ' : e Ao
° times annually in May
» Mote, dated 08/03/14 at 7:.37 AM, which noted i . ;
 Resident #2 had a diaghosis of Hyparsexuality. ‘ and October. These 1
j Hospital record review revesied the hospital ? services are provided
 discharged Resident #2 back fo the facility on .
L 0B/04/14. - by the Human
; : Resource Director,
' Fusther recard review revealed the facility Administrator, DON,
: readmitted Resident #2 on 08/04/14 io the sarme 38D and/or
“room, on the same hall as Resident 21 Review SSD and/ox i
: of the Admission Nureing Assessment revealed _ !
_the resident was assessed {o he oriented to ; _ |
Bvent 00 205011 Faciity J00 100333 If continuation shest Pa:;‘* 35 0f 123
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| : : = DEFICIENCY)
F 223" Continued From page 25 | o T
I Ombudsman. Licensed

 person, place and time. Review of Resident #7' :

; Comprehensive Care Plan revealed it had been nurses were educated

_revised to include an intervention for fifigen (15} f ‘on the definitions of
s minute checks to start on 08/04/14. However, bus .- ‘ i
. review of the “Monitoring” forms revealed no ' ' A abuse, reporiing
| documented evidence every fifteen (15) minuts : ~ i . - obligations of abuse
i ggg‘é{; ;vere completed from 08/04/14 trough : allegations and the
‘ ; ' 1 - implementation of the
3 . Staff interviews revealed on 08/04/14 after facilitv’s Resident i
' ' Resident #2's return from the hospital two (2) : i Prot . tion Polic
j separate incidents occurred in which Resident #2 A ; Totee ;mn aley
_Wwas observed, once by SRNA#7 and at another | : which included the
Hime by SRNA#2, with his/har hand up inside : ‘= assesgment of 1on-
- Resident #1's pant's leg, ‘ ; _ )
=' ‘ mterviewable residents
gogﬁgr{‘;ed imm";ﬁiw withbSRNA #7 0n 09/04/14 af i with any allegation of -
27 . revealed she cbserved Resident#2 i : ' Ly '
!" . Resident #1's room on what she belisved tobe | ‘ abus‘e. All n@W- hires '
i ; U8/04/14, the day Resident #2 was re-admitad to ) : receive education on
f “the faciity from thez hospital,. SRNA#Y reported | . the facility’s Resident
] : Residant #1's pant's keg was pulled up and ; ) . \
E _Resident #2 had his/ner hand up the pant's legtc Protection Policy
i the groin area. She stated she was uncertain E during their orientation
! } zvgg ;j?l?} had reparted it to, but thought it was , and again during their
:! ; ) _ ; : training period with
! “Inferview, on 08/21/14 &t 3:20 PM and 0910444 the preceptor. There |
! } &t 3:10 PM, with LPN #10 ravesled she indicated . ) .
; she had not had anything reported to her aboyt : { will be ongoing
; ' Resident #2 having his/er hand in Resident #1's | ~ auditing and
pants. Sha slated she recalled another nurse, ‘ ‘ - S Facilite
' LPN #2 reported to her Resident #2 had his/her o monitoring of facility
staff to ensure

|

] .

f " hand up in Resident #1's shirt one (1) time: ‘
' however, could not recall the exact date. : o knowledge of the

facility’s Resident

{ revealed she had observed Resideni #2 in
. Resident #1's room on Monday, 08/04/14, the day |

FORM CMS-2867(02-95) Praviows Versions Obagiete : Evert 1 208841 Facllisy 107 140333 . ¥ continuaiion shest Page 25 of 122
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F223, Continued From page 26. . A ; F 223 ‘ P tection Poli
~Resident #2 had retymed from the hospital. The j rotec 1?n © I?y_
' SRNATeborted Resident #2 had more #han half of! : through in-servicing, !
; his/her hand in'the front of Resident#1's pants Ifaproblemis .
Cand stated, "no doubt” Resident #2's “Hingers . i TR
i were touching” Resident #1's "pubic area”. - : identified at any time,
_Gontinued inferview reveated SRNA#2 reported immediate corrective ;
i the m;xd,ent o LPH #2. 5 : ; action would occur.
Interview, on 08/21/14 at 120 PM, on 00/08/14 at | ; Competency of all
] : 1 9750 PM and on 09/10/14 at 9:55 AM, with LPN ; : staff will be ' _
| #2 revesaled she could only recall SRNA #2 : ; . ) oy
: L informing her on 07/28/14 of Resident £ having _ established through _
, his/her hand up In Resident #1's shirt. She \ * daily reviews of - !
indicated she did not racall SRNA#2 informing ‘ o] :
: L g ) sident s nd
i : her of any other Incidents regarding Resident #2's m. et stattis anf
" behaviors. : evidence of the usage
( P , of the above
i Interview with SRMA %5, or 08/21714 at 1:00 PM , ’ ioned tools. Dail
| fand on DY/D4/14 st 2:45 PM, revealed ; mentioned toois. Daily
! . approximatety two (2) weeks prior to 08/21/14, reviews of all
tuncertain of exact date, she had witnessed : P et ate '
; . " v s1aent’s status are
; Resident #2 go into Resident #1's room and try to ; re:sz'd . L
“reach for the resident's genital area. She ) achieved by review of
; explained however, the overbed table was in the : any change in
- waly and Resident #2 could not reach Resident . dits fan
} #7's genital area. Continued interview revealed i coz? thon of any
she and LPN #11 then intervensd and removed : - resident noted from
. [ Resident #2 from Resider}t #V's room. .* the nursing

| Review of Resident #2's record revesled a commumication sheets, i

_ Nurse's Note dated 08/06/14 timad 10:40 AM | acute monitoring log, |
~: which stated Resident #2 “eniered ancther - : _ YT T T
- female resident's room”, was removed and sept p h}i*smma s orders :and
~ " to activities, : P , mcident reports, this

- will ensure that staff
have identified the

Interview with the Administralor on 08/29/14 at |
| 3:45 PM, revealed on 08/09/14 it was reported to ;
. her Resident #2 was "trying” i go to Resident '
I#1's room, was “easily redirected”, but "when ataffi

ORM CMS-2587(02.9%) Frevious Versloas Ghsciele . Event D 2OBOH Faciiily [0 100333 I continuation sheet Fage 27 of 123
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F 223" Continued From page 27 _
! left” he/she would “go right back" te Resident #1's

. foom. She stated she told ataff t0 "go ahead and | ;

Fnotify” the Physician and have Resident #2 sent

i back out to the hospital for another psych

awa?uahon becatse of his/her "cortinued .
; approachec;” to Remrdent#l

i Review of Rasident #2's "Menitoring” forms
~revesled on 08/00/14 every fifteen (15) minute
i checks were documented baginning at 10:45 A~
. which were documenied until 1:45 PM, and at

f

§2:00 PM it was documented the resident was o

. of the facility. Review of the Transfer and

Djscharge Farm, dated 08/09/14, revealed

i Resident #2 was transferred back to the hospital

wzih the reason checked for fransfer asg "the
 safety of individuals in our facility is endangered”

i

Continued review of the "Transfer and Discharge" !

tform revealed the reason Resident $#2 was
transfen’ed to the hospital was for “inappropriate
Hbehaviors toward faale residents”. Review of
the "Patient Infarmation” form, dated 080914,
| revealed Resident #7's mental status was

; documentad to be alert, and had "again went to
femaie room-irtending inappropriate behavior”,

' Revgaw af the hospital record for Resident #2

i revedled the resident was again admitted to the

" hospital Behavioral Health Unit on 08/08/14 at
{ 3.07 PM. Review of the Physician's Note, dated
08/0%/14 at 3:20 PM, revealed Resident #" had
: stated hefshe had beem 8 "bad boy" and was
feuching the fadies. Confinued review of the Mote
i revealed Resident #2 had also stated he/she had -
. been trying fo touch the |adies for a long time and

! finally "got my hands on one today”. Continued
review of the hospial record revealed Resident -
| #2 was assessed by haspital staff to be alert to

person and place, and to the current Presidant.

i

i i PROVIDER'S PLAN OF CORRECTION P e
PREFI (EACH CORRECTIVE ACTION SHOLLD 88 CComPUETION
TAG CROSS-REFERENCED TO THE APPROPRIATE ;. DATE
DEFICIENGY) : '
F 223’ L - ;
o change and react - r

:

1
i

- copy 18 to be given to

‘with staff re-

appropriately by _
completing an SBAR
“Stop & Watch” form.
All staff were re-
educated on SBAR

and “Stop & Watch”

by the Administrator
and DON on 8/25/14
and 8/30/14 and
instructed that one

the charge murse and
the other copy be
givento the DON. If !
there are questions :
related to alleped

abuse during the daily
review, the
Administrator will

review the clinical

record as neéded. Any
identified concerns

will be followed up

education. .
Competency will be i

L
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 Interview with Resident #2 on 08/20/124 at 7:08

. “Houched someone | was not sUpposed "
“Gontinued interview revealed Resident #2

know how many fimes hefshe had touched

Resident#1 "here”, and pointed and rubbed
- his/her hand over the genital area. Resident #2
¢ further reported touching Resident #1 inside

Interview with with Resident #1's POA on

P 0B/22/14 at 1215 PM, revesled he was visiting
_ one night andt was told by a2 nurse, who no
i worked at the facility, Resident #1 had been

. Approached in the hallway by another resident,
' but nothing happened and the nurse said it was

; reported he/she "ked" Resident #1, and did not

. PM, revealed the resident was aware he/she had .
" ouched Resident #1 nappropriately, and stated,

' Rasident #1. _Resident #7 stated hefshe touched

fonger

not a "sexval thing”, He stated he had not been -

" told of any other incidents, and reported he was
|y unaware there were other incidents,

: Interview with Residen

“10:20 AM, revealed she

i could not remember the date che was notified of

an incident regarding ineppropriate behavior by
; the resident towards another resident

| Interview with Resident#1's and Resident #2'

t#2's POA, on 09/04/14 at |

ANIE FLAN OF CORRECTION IDENTIFICATION NUMBER: A EUHLDING | COMPLETED - -
E o o .
. 188207 B wNG 08/11/2014 |
. NAME OF PROVIDER OR SUPPLER _ STREETADDARSS, CITY, STATE, 2P C'.’J_’Jﬁ 1
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_ . - . . MAYSVILLE, KY 41056
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE C COMBLETION
“TAG I REGULATORY OR.LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T0 THE APPROPRIATE ATz
e : ) I ’ DEFICIENCYY
F 223 ; Continued From paga 28 Fooat . L
f 1 PAas 2 : established with
R . - o i ! ; f !
' Record review revealed the facility readmitied respect to new hires
- g:(tESidEﬂ? #2 t?_; the fz’imht‘j oh 08/'1?;14 with . i through Sig}]atura o1y i
lagnoses of Hypersexuality and ementia with YT :
| Behavior Disturbances, FKeview of the Admission the “Policy for Ad”_l"
Nursing Assessment, dated 08/12/14, revealed | i Protection’ form that ;
' ! Resident iented to person, pl ’ ! -
‘ Rasident #2 was oriented to pg{gpﬁ, place and this policy is :
; ime on readmission to the facility. . :
’ ' thoroughly reviewed

and a question and
Answer sesgion
between staff and

i instructor. The
elements of the
facility’s ‘Resident
Frotection Policy’ are
reviewed on each

! employee’s annual
evaluation by their
supervisor. In addition,
the facility provides
employees with an
informational card that

g ¢an attach to their

name tag or be kept in
therr pocket which
includes the clements
of the “Resident
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page < k223 Protection Policy” as

i attending Physiclan, on 08/20/14 a1 400 M,
. fevealed he became aware of Resident #9's
' sexual behaviors toward Residert #1 on

- 07/30/14, and gave an order fo send Residént #2

o the hospital for a psych evaluation, The

! Physician indicated he was only aware of

; Resident #2's behaviors on 07/30/14 and an
L 0B/09/14,

|
. Iterview with the Social Service Director (85D,
0N 08/22/14 &t 10.06 AM, revealed she indicated
+ she was told that Resident #2 was going intc

| Resident #1's room on 07130714, butwas not told

~anything else about Rasident #2's behaviore.

i The 5D stated no other residents had made any
. Gormplaints about Resident #2 therefore, she did
“not investigate or interview other residents and no |

L one asked her to investigate or question the

; residents. She further stated she was uncertain if,f

“any other residents were questioned o

s examined, Conlinued interview revesled if thare
. was an incident, the Administrator would ask har

' to conduct interviews with the staff and residents, |
, However, the Administrator did not ask her fo
Investigate any incidents involving Resident #1

¢ and Resident #2, '

Vinterview with the DON, on 08/22/14 at 1020 AM _'
i and on 08/28/14 &t 7:40 PM, at 8:00 PM and 8:30 |
. PM, revealed she was first notified of Resident
'#2's behaviors towards Resident #1 on 07/28/14
Maraund noen”, She slated sha “immediately” j
lexted the Administrator who sent the Social

t Worker to parform a BIMS on Resldent #2. The

- DON ravealsd it was reported to her Resident 87
“had been sitfing in Resident #1's “doorway in the .
i hall pulling on” Residert #1's shit. She stated

" shé couldn't say if family or the Physician was

 notified because "nuthing happened” and the

b

an additional resource.

A QA process has

been implemented as

: of 08-29-14 by the

! Administrator to

' monitor on a contimzal
basis, the residents’
condition through
daily morning
meetings where the

5 Adminigtrator,

| Director of Nursing,

Agssistant Director of

Nursing, charge

nurses, Administrative

nurses, MDS

Coordinator, S5D,

Activity Director, and

therapy team meets,

The Administrator,

DON, and/or ADON

will review all incident

reports, NUrsing report
sheets, acute
monitoring logs,

i

|
!
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BAR forms,
Admmrstrator did not instruct anyone that she R >
 was aware of to start and investigation, physician’s orders to
Accordmg to the DON, the every fiftesn (15) identify potential

! minute checks were continued, an assessmant

. was performed on Residert #.2 to determine the

" reason for the change in the resident's behavior.
; bhe stated it was her “understanding” there was

"no distress” noled lo Resident #4 b per the nurses;

examinations were performed an other
i non-interviewable residents after the incidents

 was told in the "momsng meefing” on 07/30/14
" Resident #2 was "seeking oUt” Resident #1.

P Contined interview with the DON revealed on
 U7/30/14, Resident #2 was observed "heading
ftowsrds” Resident #1's reom, was siopped by
: staff and redirected to an activity and the

" Administrater “moved forward® with sanding

i Resident #2 out to the hospital.

 Interview with the Administrator on 8/29/14 =t

Lthe evening” t was the first tme she was
i informed of Resideni#2 having "inappropriate

fthe “first thing” staff toid her on 07/26/14 was

" waisthand" of Rasident #1's
i she thought it was LPN #6 who calied and

| documentation of the phone call. The

sexual behaviors”, Tha Admmmtramr reportad

f therefare she did not conduct an assessment of i
. Resident #1 for potential injury, The DON séatecf '
* she had not "talked” to Resident #2 "about the |
cincident”. Perinterview, she stated no physical

- whieh occurred prior fo Resident #2 being sent
" out to the hospital on 07/30/14. She staled she

. 345 PM and at 6:.45 PM, revesled on 07/26/14 ini

. Resident #2 had his/her hands "down” Resident

L2's panis however, after she asked questions it
: Was "said” Reaidert #2 had his/her "fingers in the |
s pants. She stated

“reported this to her; however, stated she had no ]

_ Adrninistrator revealed she told LPN #8 to keep

incidents involving
alleged abuse and
ensure the “Rcsident
Protection Policy” is
followed as required.
Any allegations of
abuse will be reported
immediately to
required state
agencies, This will
ensure physician
nofification, care plan

‘updates, clinical

records or any
allegations of verbal
abuse, sexual abuse,
physical abuse, mental
abuse, corporal
punishment and =~
involuntary seciusion
are immediately
teported to the
Administrator,
mvestigated and

T
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" Resident #2 on one on one (1:1) observations
[ until she called her back, The Administrator
stated she called and spoke to the Corporate

- LEN #1 and told her to initiate every fifteen {15)

! minute checks, She stated she asked 7 there

wers any other chﬂmgsﬁ: to Resident #2, and LPN
VHT told her "no, nat really”. Per interview, the

Admmz-s rator stated she ssked LPN #1 what

 #1 told her fifteen (15). She stated the two (2)

' residents should have been separated and

i protected. Thie Administrator stated she had not
felt Resident #2's behaviors were “wilifu! at any
Ttime" because when he/she was "questionad®
hefshe didn't "answer appropriately to the
questions being asked" which "showed cognitive
impairment”. "‘ﬁe statad the every fiffeen (153

,"kept the residents safe”. According to the

- Administrator, the DOMN reported to her on

: 07/28/14 a nurse had told her Resident #2 had
: "hold of’ Resident #1's shirt, "pulling or the
; bottorn of the shirt”.  The Administrator explained |
i ‘ she asked the DON if a physical assessment was

“"root cause” for the “changes” in histher

"assessment of Resident #2 was completad, and
LF“N #2 reported the assessment did nat reveal

i had the Social Worker reassess Resident #£2's

“ BIMS on 07/28/14, and the Social Worker

raportead the resident's BIMS as "saven (7)" after
e reassegsment. Perinterview, it was reported |
| [0 the DON on 07/30/14 Resident #2 was '
“wontinuing to seak” ot Resident #1. Residert |
| #2 had gone to Resident #1's doorway and was
' reaching toward him/her, She stated the DON

i behaviors. The Administrator indicated a phymoa{

| "any reason for the changes”. She stated she |

eI
FREFD. EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORREGTIVE ACTION SHOULD A | COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFCRMATION) TAG - CROSE-REFERENCED 7O THEAPPROPRIATE | DAIE
i DEFICIENGTY) '
P : |
223, Continued From page 31 B 223, E
; : page 31 e reported to the '

i ! Nurse, and then called the faciiity and spoks o

' Resident #2' last assessed BIMS were, and LPN |

!

I minute checks were how the facility "felt” § fhey had’

cc;mpleted on Resident #2 to try to determine the |

appropriate state
‘agencies. The daily
moming meetings are
conducted Monday
through Friday and the
audits are completed
bj?’ the Administrator. -
In the absence of the :
Adminigtrator, the ;
DON and/or ADON,
or charge nurse will
conduct the audits.
The charge nurses
complete the process
on the weekends, The
results of the andit
from the weekend
charge nurses are
reviewed by the
Adminmstrator, DON
or ADON on the
following work day.
The Administrator has
the documentation of
the completion of the
daily audits and the

i
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.- Notified her of this information, and she had

" "them” call the Physician for "a psych eval” The

f Adiinistrator revealed Resident #2's Physician
. had been "Updated” of Resident #2's
“inappropriate sexual behavior” on n7zen4;
» however, there was no documentation of when
 the Physician was first notified.

, Gontinued interview with the Administrator on
FOB/20/14 at 3:45 PM revealed Resident #£2

i returned to the facility on 08/04/14, with no

. ‘report’ of behaviors or issues, and "appeared” o

" be the same "as we all knew" him/her, friendly

L Ang cooperative, The Administrator stated;
however, on 0B/09/14 after she was notifisd of ,

! Residant #2 sl trying to go into Resident #1'e

, room, being redirected out of the room

'right back, Resident #2 was sent to the hospitai

+ again for another psych eval

ishe stated Resident #2 was readmitted to the
y facllity, 08/12/14, to ancther unit after the fasl

and going |

“hospitalization for psych evaluation and there had

+ been no furiher "episcdes of behaviars” towards
_Other residents. The Administrator stated she

“had not toid the nurses not to document or not to

#1

 Additional interview with the Administrator, of

; Feport Resident #2's behaviors towards Resident

{ 09/04/14 3t 7:50 PM, revealed she was uncertain |

. why the every fifteen (15) minute checks for

- Resident #2 were not performed and documented

: 25 being dane for 08/04/14 through (8/08/14;
“however, stated the fifleen (18) minute checks

i should have been compieted. She stated the
“every fifteen (15} minutes checks of Resident #2
{ were how the facillty %alt they kept Resident #1

. safe. - :

i

H

s

i
i

documentation from _
charge nurses is
forwarded to the

- Administrator for
- review. In summary,

the review of this
information daily and
discussions of resident
changes will alert the
Administrator to any
situation which would
require reporting
alicgéd abuse and
protection of residents
and any need for staff
re-education and
follow-up. This QA

“process will be

ongoing. The Social
service Director
interviews all residents

. quarterly based on

their MDS schedule.
During each interview,
residents are
interviewed to identify
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NAME OF PROVIDER OR SUFPLIER ] STREET ADDREESE, CITY, 37ATE, ZIP CODE
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Eam SUMMARY STATEMENT OF BEFICIENCIES : o FROVIDER'S PLAN OF CORRECTION, -
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TAG REGULATORY OR LC IDENTIFYING INFORMATION; -+ ¢ - 1ag | CROSS-REFERENCED TO THE L\FPRDPRM: DATE
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Fa23 5 c'o'nﬁnﬁea From page 33 . O Foms o -
‘ ' pag | : F "23; any potential abuse of ;
?he faciity provided arr ameptable credible ; : any type. The 88D
 Allegation of Compliance (AOCY an 09/09/14 that ; attends daily morning
i allegad removal of the 1 effsclive D9/03/14. ? 5 ' tin .d s alerted
F{ewew of the AQC revealeg the facil zty meeling an lh. erte
1mpieme~:«ntad the fciiowmg to any resident
: ? changes such as mood,
‘l Resident #1 was assessed by means of @ head g' ' o i
| to toe skin assessment on 07/268/14 by an LPN, | behavior, and physical
; “and again on 08/05/14. Both skin sEsassments f or emotional which
tindicated Resident #1°s skin was infact with no ; T
| Tedness. A complete assessment of Resident #1 : c,ouifi be indicative of
was condusted by the Physician on 07/31/14 and | i possible abuge. The
' documented as follows. “advanced dementia. : SSD interviews any *
. otherwise, no significant ssues to deal with. ‘ . .
* Ghart is reviewed. (Resident) is seen, Her exarn : - resident with the
[ Is unchanged. Plans: for ongoing care by current | . above noted changes

~wiritten orders”. . ; : . .
] s ; as identified, or as

. 2. After the incident on 07/26/14, Resident #2 needed, in additionto !
~was removed from the area and 1.1 supervision the quarterly

i (for one hour) by activites staff was provided, ; - - -

_ followed by every 15 minute checks by riursing assessment completed.

Lstaff. On 08/29/14 al 9:00 PM, 11 monitoring. In addition, heensed
. was inttiated, as directed by the Administrator, for | . . —
Reslf:}ent #2. Thiz will be ongoing. : ; stadf conducts weekly
: ; skin agsessments on all
3 On 08/29/14 at 3:16 PM, an in-servics was : residents which would
| conducted by the Vice President of Clinical . ! o .
Services for the Administrator and Director of ; ~ also identify any
l Nursing (DON) on the following: definitions of i ; concems for
abuse, reporting obligations related to abuse ) : : .
[ allegations; identification of abuse; investigation | mte%’vzcw?ble o
| of abuse allegations; rmpieme&r}tahon of the ‘ noninterviewable
facility's Resident Protaction Policy; and accuracy | : _ residents, Any .
| of the clinical record. The Adminisirator and the | ‘ . i PR
. DON wera able tn verbahze ur;dﬂrstandma of the i conceras are reported
- education. *
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' ' " ¢ strator
4. On 08/28/14 at 10:30 PM, 08/30/14 2t 10:30 o 1o the Admini :
. AMand 08/30/14 &t 1:00 PM, the Sacial Servics ‘ for investigation. The
i [“Mrector Dietary Manager, Activity Director and o results of the daily
Hicensed siaff were in-sarviced by the i ' ditine and :
Admmzstmmr and the DON on accuracy of clinical’ Auditng and
| records, as related to documentation and ;: * © . monitoring will be -
. hatification of the F’hyﬂsaman and the Powarof - .:. i made part of the
i Attarney or legal representative. ! : . :
{ monthly QA meeting :
1 andooaéf;gnf at 100000 P[\;l! Gﬁszmm at 10:00 AM, . ; by the Administrator ;
an 30/14 at 2:00 PM, ali staff were | : et g - :
| in-serviced by the Administrator and the DON ! and will continuie 1ot
rﬂated to aceuracy of the clinical record, the next 6 months.
i 5. 09:15-14
On 08/20/14 at 10:00 F’M and 10,30 PM, O&F’O!M P : ‘
Fat 10:00 AM and 10:50 AM and DB/30/14 at 1:00 o : , ' ,
i PM and 2:00 PM, the Administrator and the DON | ' : _ ’
educated all staff on the following: the definitions _' f
i of abuse; reporting obligations of abuse : : : Sy
&IIF‘QBHOhb identification of abuse; investigation ’ :
| of abuse aliegations and implementation of the
f:’acusty‘s Resident Frotection Policy; accuracy of :
"the clinical record; and revision of care plans, A L '
| question and answer period was heid st the ) i
_ conctusion of all in-services to astablish |
{ compatency. ;
HTwelve (12) employees aut of the fauﬁy for =
; i medical leave, maternity leave or vacation wem f
! " educated by the DON via telephone. Na staff wil
; | be permitted to work until they have been i
educ:ated ‘ ‘ '

5 All resident records were reviewed by the : S ' ;
' DON, Minimum Data Sef (MDS) staff, Admission | : ' ' :
i Nurse, and administrative nurses, starting on | : : _

Lo * 08/30/14 and ending on OQ:‘OPJM to ensure : : o

| acoyrate notification of the Physician and legal | g ;
" representatives. All remdentb who triggered on E _

L
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1 Rasident #1's

. the MDS sssessment for behaviors that affact

fothers were reviewed on 08/30/14 by MDS staff |
i and administrative nurses to ensure the care plan .

. reflected cutrent interventions. All resident

t assessments and care plans were raviewed by

- the DON, MDS staff, Admission Nurse and _

 administrative nurses, starting on 08/20/14 and |

: ending an 09/02/14, to ensure completeness and

accuracy

6 All fernate residents were questioned by the

t Social Service Director and the Activity Director

; ©n 03/30/14, beginning at appraximately 9:30 AM. !

regardmu whether they had hesn totched ‘

; inappropriately by w male resident or anyone

since they had resided at the facility, All fES!deﬂta
| answerad “No”. Al male resident were

_Interviewed by the DON and the administrative
inurses on 08/02/14, beginning at approximately

- 1030 AM, regarding whether they had been

f touched mappropﬂately by & male resident or

; anyone since they had resided at the facility. Al

responded “Na",

? As confirmed by Resident #2's Power of :
{ Attomey, the Charge Nurse of the facility made i

. har aware of the nitigl occurrenss aned Q .

f aubsequenﬁy updated her related i Resident

. #2's continued persistence in prope fing foward

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

; Administrator met with Resident #2's POA at
Hlength to discuss future olans, room changes, efc.
. On 08/30/14 st 10:45 AM the Vice President of
! Clinical Services met with Resident #2's POAtD i
i validate she was notifiad of ail allegations of | :
mapompnaﬁe behaviot and actions taken by the ; '

far:tilty

son was contacted by the Vice | i

Event 1 20851
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223 Continued From page 36
~ President of Clinical Services at 4:00 PM on
+06/30/14 to ensure he was aware of the above i
. concerns. He stated he,was aware and had. heen
' notified by facility staff, No other concernis were
; BXpressed,

M

| 8. 0n 08/30/14 5t 3:05 PM, the Altending
Physician for Resident #1 and Residenf #2 was

s contacted by the Vice President of Clinical

Services. The Physician stated fie 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

i (F1and #2),

i
i

| 9. Based on the weekly skin assessments, all :
[ Tesidents with identified skinareas were reviewed
' in the weskly Quality of Cars meetfings by the ;
Anterdisciplinary Tearn on 07/25/4 and 08/07/14. :

A Quality Assurance process was implernented
Ry the Administrator on 08/29/14 to monitor on a
continuing basis this Allsgation of Compliance
through a daity monitaring meeting during which
| the Administrator, DON, Assistant DON, charge
nurses and therapy team review Physician
F orders, nursing supervisor reports, 24-hour
nursing communication sheets. care plan
 ravisions, conduct daily physical rounds in the
facility, review incident reporting and ensure .
" appropriate Physician and legal representative
 netifications. The daily monitoring will continue
 for the next three (3) months and weslkly
 thereafter, ;

. [he facility will also utilize the infaract I Stop and
t Watch Program to gather input from al} staff

: regarding any changes noted or observad with
"any resident's behavior or otherwise.

"ORM UM3-2667£02-89) Previsus Vertions Cheolels Event ID: 203811
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In the absence of the Administrator, the DON will
P assume the responsibilily, On weekends, the
- Charge Nurse will compete this process.

; The DON will conduct a quality aseurance audit
~for accuracy of clinical records on 10% of records :
i ona monthly basis o ensure compliance.

' 16, For continued monitoring of the Allsgation of

. Compliance, a mernber of the gaverning body,

efther the Executive Vice President or the Vice

| i President of Clinical Services, will be in
attendance at mornithly quaiity assurance

P meetings for the next three (3} maonths.

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

i 1. Goples of skin assessments, performed by
licensed staff, for Resident#1 on 07/28/14 and

0805114 were reviewed. Mo concerns were

| revealed during this review, A review of the

9 - complete assessment by the Physician on | _ '

# i 0713114 revealed no concerns. f :

! i 2. Areview of every 15 minute checks of
f " Resident #2 by nursing staff, for the periog of
| 0726014 through 07/30/14, revealed no
: concarns, Observation of Resident #2 on ‘
! L 09/04/14 at 10:05 AM, revealed the resident to be |
| , Sitting in the dining room with a staft memper
! ' playing cards, Interview with SRNA #6 on
| 09704714 5t 10:08 AM, revealed she was
| “assigned to do 1:1 with Resident #2. Interview
; with the Administrator on 09/11/14 ai 1:55 PM,
' ' confirmed Resident #2 was started on 11
: monitoring on 08/28/14 and the moriitoring was
" ongoing.
FORM CRAS-2587 (012.99) Previous Varsions Obadlets Bvant ID: 205871
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5. The facility provided the in-service sign in
i sheets for training of the Administrator ang the
“IDON on 0872914, by the Vice President of

', Clinical Services, refated to the following:

faccuracy of clinical records refated to

. dosumentation and notification of the Physicizn

*and the POA, the definftions of abusa:

; Identification, reporting and investigation of

abuse; implementation of the facility's Protection

; Policy, and care plan revisions. Interview with the |
Administrator on 08/11/14 at 1:47 BM, and the

: DON on 05/11/14 at 1:35 BM, revealad both had

' attended the in-service fraining and were able to

: verbalize their understanding of the education.

; 4. The facility provided 2 copy of the in-service

* gign-in sheets for 08/29/14 and 08/30/14. Review
; of the records revealed training was provided for

“ ail staff regarding the following: accuracy of the

. clinical record, documentation and notification of

- the Physician and the POA; definitions of ahuse:

; ientification, reportng and invesfigating abuse:
"and revision of care plans,

Inferview with SRNA#10 on 08/11/14 at 2:25 PM,
. fevegled she had attended the in-service related
Lo abuse. Interview with SRNA/Restorative #9,
_on 09/11/14 at 1:23 PM, revesled she had ,
i attended the in-service related to sbuse and how
t respond. Interview with the Housekeening ;
: Supervisor an 02/11114 at 1:30 PM, revealad she
had attended the in-services related to abuse,
--documentation, and natification, Inferview with
* Mairitenance staff on 09/11/14 at 1:12 PM, E
_revealed he had aftended the abuse in-services.
tInterview with the Activity Assistant, on 09/11/14 |
a8t 1:28 PM, revealed she had recefved fraining on
 abuse and afiended the in-service on 08/20/14.

Event I10: 208817
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F 2221 Continued From page 39
 Interview with RN #2, on 09/11/14 at 1.25 PM,

revealed she attended the in-service on 08/29/14
! related to abuse, docurnentation, notification,

. reporting, identifying, investigating, and revision
; " of care plans.

E. The facility provided a copy of audits
! completed, beginning 08/20/14 and ending i
. 0810214, for all resident records regarding
" acourate notification of the Physician and the
1legal represaniative, and a review of resident
assessments and care plans to ensure
: Fcompleteness and accuracy. Review of the audit |
| . completed ori 08/30/14, related to residents who
| “triggered on the MDS assessment for behaviors

i that affect others, revealed the care plans i
| reflected current interventiona. Interview with RN
| | #2MD5 Nurse, on 09/11/14 gt 1.05 PM, revealed -
. all resident racords were reviewed for
t documentation, Physician and POA notification,
. current behavior interventions, and complete and !
' accurate assessments and care plans,

“8. The facility provided interview audits complated :
| ; on 08/30/14 for famals residents. and on

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

i | they had been toushed Inappropriately by a male ;
 resident or anyone since residing at the facifty.
¢ Na concems were voiced by any. residents,

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

; 08/04/14 2t 9:20 AM, revealed she had spokan
“with the vice Presider of Clinical Services and

1 he Administrator. She confirmed she was not

" sUre when she was firg; nofified, but she was now ;
i aware of all allsgations of inappropriate behavior

" on the part of Resident #2. and was aware of

i actions taken by the facility.

PREEFX {EACH CORRELTWVE ACTICN SHOULD BE
TAG CROZS-REFERENCED TO THE APPROEBRIATE DaTE
T DEFICIENCY;
A3 ;

Paass

4
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“The facitity must not amploy individuais who have
: bean found guilty of abusing, neglecting, or
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' Interview with the POA for Resident #1, on ; L
| 0910714 at 4:30 PM, revealed he had sg:mken ' S o .
with the Vice President of Clinical Services and It is and was on the day of survey .
’Lolg her \s\;e wa;é iware 0:. the 1r}ipp£oprtata the policy of Maysville Nursing .
A ¢ 4 P 1: x L) T
bf; fa:;;i)t; Smw?fr ig mother, as he had been toid i and Rehablhtatmn Facility to
i ! report alleged violations, conduct
8. Interview with the At endmg Physician for ; . aninvestieation of all alleged
i Resident #1 and Resident #2, on D9/10/14 at 5:35° i , . gato ) £
PM revealad he had spoken with the Vice i violations, report the results to
? P{e‘?{ljden{ oiChmcal Services and was aware of proper authorities and take
 Resident #2's changs in behavior. | necessary corrective actions.
Q Review of the Quality of Care meet ing minutes . . ‘
Prevealed residents with identified skin areas weré 1. The facility did not
. reviewed on 07/25/14 and 08/07/94. interview . initiate a formal abuse
" with the Administratar, o 09/11/14 &t 510 P, : Hoati 07
revaaled the team mat dally to moniter care plan mvestigation, on B/
! revisions, incident reporting, and appropriate 26-14 based on the -
« notifi c«:’ﬁen of the Phys[rlan and POA. The ¥ ;
. report given 1o the
- medical record audit is scheduled to be initiated ' P . g N .
: 09/17/14 and completed by the end of each 3 . Admunistrator by the
mo?th Review of the audit toel utilized fo monitor ’ charge nurse. '
; 10% of resident records for accuracy on a Py -
monthly basis revealed no concems. Resident #2 was ,
- : . ; noted 1o have his hand
10. Interview with the Vice President of Clinical 15t g
at the waist band of
¢ Services on 09/11/14 at 5:00 PM, revealed she or | . e "
' the Executive Vice President of Clinical Services Resident #1's pants.
s would atterd the monthly QA mesting for three Resident #1 was
" (3) ronths. Monthly QA meetings are scheduled : : -
 09/17/14, 1011514, and T1/19/14. immediately profected.
F 2257 483 13()(IXm-(il, (c)(2) - {4) F 225, One-on-one

supervision (for one ¢
hour) by activity staff |
-and every fifteen

FORKM CME-2587(02-99) Previous Versions Obaolete Event {0 2015411
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G0 SUMMARY STATEMENT 0F DEFICIENCIES 0 o
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F 225 Continued From pag 55! , |
ae5  Continued From page 41 F225 minute checks were

i mistreating residents by a court of law; or have
had a finding entered info the Stals nurse aide

| registry concerning abuse, negledt, mistreatment
of residents ar misappropriation of thelr property;

tand report any knowledge It has of actions by a
court of law against an employes, which would
i mdlcate unfitness for service 35 a nurse aide or
other facility staff to the State nurse alde registry
{ or licensing authorities.

! The facility must ensure that ail aglleged violations

- Involving mistreatmeni, neglact, or abuss,

Fineluding injuries of unknown soeurce and
misappropriation of resident property are reported |

‘ immediately to the administrator of the facility and
. to ofher officials in accordance with State law

! through established procedures {(inchiding to the

. =tale survey and certitication agency).

. The faciiity must have evidence that all alleged
! violations are thoroughly invastigated, and must
. prevert further potential sbuse while the

~ invastigation is in progress

 The results of all investigations must be reported

. to the adminisirator or his designated

! fepresentative and to other officials in accordance

. with State faw (inciuding fo the State survey and

- | certification agency) within & working days of the i

. incident, and if the alleged violation is verified
P appropriate carrective action must be taken.

| This REQUIREMENT Is not met 25 evidenced
by

| Based on interview, record review w and review of

the facility's policy, t was determined the faciity
i ! failed fo have an effective system to ensure all

initiated on Resident
#2 by nursing staff.
On 07-28-14, it was
reported that Resident -
#2 was noted to be
“pulling on the shirt of
Resident #1,°
Resident #2 was
separated from
Resident #1 and the
fifteen minute
menitoring continued.
In addition, the social
services director
completed a cognitive
assessment, which
revealed a BIMS score
of 7 out of 13, which
18 indicative of
severely impaired
cognitive ahilities, A
complete skin
assessment was also
completed on Re51dent
#1, with no issues
noted on 07-28-14 by

i

! ‘ _ i

1
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F 225, Continued From page 42 A
allegations of resident to resident sexual abuse

{ were thoroughly investigated, ensure allegations

, were immediately reported {0 the appropriate
! State Agencies, and (o ensure residents wera
i protected from further abuse for ana (1) of eight
(8 j sampled residents (Resident #1). :
l
Interviews with nurses and State Registered
! Nursing Assistants (SRNAz) revealed Resident
. #2 was observed touching Resident #1
mapprr»pnately on saveral different oonasions.

| On 07/26/14, 8 visitor pointed at Resident #1 and

. Resident #2 and told a SRNA "you need to do
sﬁmethlng about this", as Resident #2 was

; observad with his/her hand inside the waist band

"of Resident #1's pants. On 7/28/14, Resident #2
j had hisfher hand under Resident's #1's shirt. On |

' 07/30/14 sought out Resident #1, displayed
i inappropriate behaviors (Eam:hmg

" inappropriately), was difficulf to redirect, and was -

“zent out to the hospital for @ psychiatric (psych)
- evaluation. On 08/04/14, Resident #2 was

readmitted and was observed on two (2) separats °

i fimes that day to have more than haif of histher -

"hand in Resident #1's panis, once near Resident

| #1's pubic area down the front of his/her pants

and the other fime in the groin area up the pants

Heg. In addifion, staff interviews revealed
, Resident #2 tried unsuccessful ly on other

i oocasions to seek out Resident #1; however, stafl

i
f

, Iffervened before hefshe wag able to touch

‘Resident #1. On 08/09/14 Residant #2 was
i Tound in Resident #1's
" of the room; however, contiitued to return,

| Resident #2 was sent back out to the hospital on

5 FOOM aga, redirectad out

!

08/09/14 for ancther psyéh evaluation. fnterview |

] and record review revealed the facility failed o
reported these allegations of ahuse (o the ,
| appropriate State Agencles, failed to investigate

i
3

F s

i checks initiated by

L male resident or

licensed staff. No
allegations of gexual

- abuse or assault were

 reported. Resident #1

was immediately
protected by the
separation of him/her’
and Regident #2 on
7/26/14. Resident #2
was placed on 1:1
monitoring by nursing
staff for one hour and
then every 15 minute

nursing statf.

All residents were
questioned on 08-30-
14 and 09-03-14, asto
| whether they had been
E touched

: inappropriately by a

£

anyone since residing
at the facility. The
Angwers were
unanimousiy “NO™,
Skin assessments are

FORM CMS-2587(02-58) Previoys Verslons Ohsoleie
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; the allegations and failed to protect residents
" from further potential abuse. The facility failed to
i investigate the incidents involving Resident #2 as
. possible sexual abuse and report the atieged
fabuse 1o the State Agencies. Therefore, the ‘
: famhty tallad tc ensure a physical examination of !
' Resident #1 and other non-interviewable :
i residents was performed to assess for possible
~injury, and failed to interview other interviewable
i residents regarding Resident #2's behaviors.
{Refal to F-223)

1

The facility's failure to have an effective system n

place to ensure allegations of resident to rﬂStdem -
I sexual abuse were investigated thoroughly, fo
. ensure residents were protected from abuse and
o imrediately report the incidents to the '

; appropriate State Agencies, was likely to cause

* risk for serioos injury, hamm, impairment or death,
{immediate Jeopardy (1) was identified on
0B/25911 4 and was determined to exist on
T07/26/14. The facilly was notified of the
i Immediaie Jeopardy on 08/28/14. i

; The facility provided an aceeptable credible

" Allegation of Gompliance (AQC) on 09/09/2014,

i with the facility alleging removal of the Immediate !
.leopardy on 09/03/14. The lmmediate Jeopardy |
f was verified fo be removed on 09/03/14, priortn
exiting the facility on 09/11/14, with remaining i
i non-compliance at 42 CFR 48313 Resident

. Behavior and Facllity Practice, F-225 at a Scope |
L& Severity (S/8) of & "D” white the faciiity '
develops and implements the Plan of Correction
(POC) and the facility's Quality Azsurance ;
: program monitors to ensure all aflegations of

" abuse were thoroughly mvestagated anhd tha

i allegations of abuse were immediately reported tcs

" the appropriate State Agencies, !

-
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performed on all

residents by licensed
staff on a weekly

basis.

3. On 08-29-14 at 8:15

P, an in-service was

condueted with the
Administrator and

Director
the Vice

of Nursing by |
President of

Clinical Services,
covering the
definitions of abuge,

reporting obligations
of abuse, allegations,

identification of abuse, i
investipgations of abuse
allegations and the
implementation of the

facility’s Resident
Protection Policy. All

staff was in-gerviced
on (08-29-14 at 10:00

F.M,

08-30-14 at

10:00 A M., and 08-

30-14 at

2:00 P.M. by

the Administrator and

!

I
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F22 5 Con’rmu@d From page 44 25 , .
Page j F2 53 Director of Nursing on
The f‘ndiﬁqs include: ' the above mentioned
‘ topics. The in-services
Rev:ew of the facility's pol;cy fitled, “Abu@e i ] ifically rovi d
| Reporting’, undated, reveaied the fagilty revealed Specilically reviewe ;
. the person cbsarving an incident of resident the need 1o
' abuse or auspecting resident abuse was o i j ;
: _ Co e , : immediately report
: immediately repart such incidents to the Charge Y
" Nurse and the Administrator or Direcior of i occurrences to the
P Nursing (DON). Per the Palicy, upon recelving & P Administrator so an
_report of suspected abuse, the Charge Nurse investigati be
Cmust” complete an incident Report Form and IIlV 1g& :'EOD can
| obiain a "written, signed and dated siatement nitiated, if necessary.
fram the person reporting the incident'. The There were twelve
' Policy stated "upon receiving reports of' abuse .
. the Adrninistrator or DON would “immediately” ; employees that were
report the incident to the State Survey Agency, educated by the
: Adult Protective Services (APS) ang other . o - s
agencles as sppropriate. Continued review of the | 1:?11‘61;{01‘ of N}HSing
f Policy revealed an “immediate investigation” via phone due to
- would be made and results provided to the FMLA, maternity
Administrator within five (5} working days of the . g
- ocurrence of the incident, and reported fo the leave or vacation. A
Staze Agencies within the five working days. question and answer
; i .
! , Review of the facility's policy titled!, "Abuse period v_vas held at t_he ;
J  investigations”, undated, revealed all reports of conciusion of each in-
| resident abuse, neglect and mjuries of unknown service to establish
: source shauld be promptly and thoroughly |
il i investigated by facility management. The Policy competency. .
' stated the Administrator, or histher desighee With any allegation of
i would investigata af!egt?ti incidents and review abuse, the employee is
~completed documeniation forms and review . :
{ residents' medical records to determine avents - ~ required to report to
; leading up to the incident. The Policy revealed the charge nurse whe.
' the Administrator or hismer designee as part of th e ts th
; the investigation would interview: the parson(s) €0 reports the
“ reporting the incident; eny witness o the incident: ;
i the resident (as med a:aliy appropriata); stafl on i |

Evert [k 208813
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F 225 Cont:rfued From page 45 i F 225; allegation to the
all shifts who had contact with the resident dusing - L The
 the period of the alleged incident: the recident's Admimistrator. The
. roommate, family members, and visitors. Also, charge nurse and :
" as part of tha investigation the resident's
| Fhysician was to be consulted as nesded o 5 Administrator untzatca
determing the resident's current level of cognitive |, the Investigation
! function and medicat condition, and all events immediately with
leading up to the alleged incident were to be i
' reviewed. ' assegsment of the :
P _ - resident(s), interviews !
, Interview with staff ravealed Resident #2 was e
I seeking out Rasident #1 and/or displaving with any witnesses
« inappropriate sexual behavior towards Resaden ; : (which may be
i #1(1083?3;&??4 O7/28M14, 07/30¢14, DB/DAM 4 ' executed by }
A0 | Administrator, DON,
Uinterview with LPN #1 on 08/22/14 at 1:00 PM, E ADON, supervisory
; revealed she reported Resident #2's behavior . PN
- skee
towards Resigent #1 on 07/25/14 to the staf }%ous }:3 e
{ Administrator and the Administrator told LPN #1 supervisor, medical .
_not to document the incident, LPN #1 stated L records supervisor, !
'when nurses made calls to the Administrator, they P —r '
. were told to document or not to docurment ' ACtvITY sup M“’lsmnf
“incidents by the Administrator, LPN#1 further MDS Coordinator,
i revealed she had not physically assessed SSD. and licensed ;
. Resident #1 for any possible injuries and did not T ' '
i complete an incident Report as pey facitity policy, : nurses), and
. > ' : : notification of
Cnterview, on 0872114 at 1.20 PM and on hvsici d
 09/10/14 at 9:50 AM, with LPN #2 revealed she prysician an
“reported the incident on 07/28/14 to the DON as | responsibie party. The
5001 as she was informed, However, she did not | ‘ completion of the
documen’t what happened hecause she was told ? e
i in morning shift change report not to doctiment ! formal investigation is
hehaviors between Resident #2 and Resident #1, ° ’ conducted by the
! LPN #2 revealed after reporting the incident fo : o .
tha DON, she had not performad a physicz Admunistrator and/or
i examination on Resident #1 for possibie imjury
c‘md had mi completed an Incident Report after ; _
Facility T 10033% if continuation shaat Page 48 of 123
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* R'eviéw of the "Pati eniinfarmaﬁon form dated
07130114, revealed Resident #2 was ransferred
Ho the hospital dus 1o "inappropriate behaviors

E‘Pdlrtﬁ-ct"’ and continued "o repeal behaviors.”

!nterwew with SRNA#7 on 09/04/44 at 2:25 PM,
“revealed she ohserved Resident #2 i Residant
i #1's room on what she believed to be 08/04/14,

L from the hospital. SFNA#7 reported Resident

' Resident #2 had hiz/her hand up inside the pant
i leg to the groin area. She stated she was

fitwas LEN#10
T Interview, on 08/21/14 at 3:20 PM and 09/04/14

“she had not had anything reported to her about
i Resident #2 having hisfher hand up in Resident
“#1's pant's leg. She stated she recalled anothey

; nurse, LPN #2 repmﬁed to her Resident #2 had

. histher hand up in Resident #1's shirt one (1)

Hime, however, could not recall #he exact dale,

1ntervqew with SRNA#2, on 08/21714 &t 1:20 P\,
- revealed she had observed Resident #2 in

' Resident #1's room on 08704114, the day
| Resident #2 had returned from the hospital. The

i his‘her hand down the front of Resident #4's
_ bants and stated, Resident #2's "finjers were
! touching” Resident #1's

; with fernaies (tadching inappropriately), difficult to ;

_the day Resident #2 was re-admitfed 1o the facuaiy

- . #1's pant leg was pushed up {0 his/her thigh, and

uncertain who she had reported it to, but thought

80310 PM, with LPN #10 revealed she indicated |

SRNA reported Resident #2 had more than half of
“public area”, Continued
. Interview revealed SRNA#2 reparted the incident |

ANTI PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILONG COMPLETED
: 5
185207 B Wik 02014
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1 ;
 F 225 Contied From page 45 F 225 |
Rag 25, DON and reported to
f the incident, as per facility policy. According to g . L
LEN #2, fam%;ry nvses waited for instructions Appropriate agencies.
: from the Adminis trd or of the DON on what to do. All staff are educated
on the reporting

procedures of abuse
allegations. The
question and answer

period at the

conclusion of in
services provided all
staff the opportunity to
ask any questions of

* material that wasn’t
i clear fo them. Answers
were imimediately
given. One hundred
percent of staff were -
educated on 8/29/14 or
8/30/14. There were
twelve employees that
were educated by the
DON on 8/29/14 or ;‘
8/30/14 via telephone i
“due to FMLA,
: matermty leave or
P - vacation, No
employees.were
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to LPN#2 However, there was no documentead
! evidence the facllity reported or investigated the.
~allegation of sexual abuse.

; Review of Rasident #2's record revealad
Murse's Nota dated 08/09/14 which stated

i Rasjdent #2 "entered another female resident's
room’. Interview with the Administrator on

; Resident #2 was "rying” to go fo Resident #1's
TGO,

Request& were made by the State Survey Agency
“for any Incident Reports and investigations

| 07/26/14 and 08/04/14; however, the facility
i denied the requests,

' Interview with the DON on 69/10/14 at 10:00 AM,
: revealed | was facility policy to interview other
“residents and to interview, examine and not 1o
¢ bathe the alfeged victim when there was an

. allegation of abuse. The DON siated she had

exted the Administrator about e incident on

; 07728714, However, the DON stated the

to the DON, no physical assessments were

| parformed on Resident #1.0r other
non-interviewable residents, and no intarviews
L with inferviewable residents were conducted. The
. DON sigted the Administrator had nat informed
* her to complete an Incident Repor, 50 she had

: not completed one ().

;

B:55 AM, revealed the facility always did Incident |
i Reports on resident falls or skin tears; however
for residerts’ behaviors i boiled down to whether

P OB8/29/14 at 245 PM, revealed on 08/08/14 it was E

i regarding Resident #2's allaged sexual abuse on .

" Administrator had notinstructed anyone that she
¢ was aware of to sfart an investigation. According ©

i Coniinued interview with the DON on 08/11/14 &t

| STATEMENT OF DEFICIENCIES (£ PROVIDER/SUPFLIER/CLIA (02} MUETIFLE CQUQTR[_J(_,T[QN (X3 GATE SURVEY
AN PLAN OF CORRECTION OENTIFICATION NUKBER: A 5!_  BINE COMPLETED
I C
188207 B wine - 08/11/2014
NAME OF PROVIDER OR BUPRLIER | - sTREETADDRESE GiTY, RTATE, ZIF COOE
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o ' ( DEFICIENCY)
F 225 Continued From page 47 Foz S -
%2, Confinued Fram page F 225, permitted to work until

completion of in
servicing as of
8/30/14.  Licensed
nurses were educated. .
on the definitions of
abuse, reporting
'_Gb}igations of abuse
allegations and the
- unplementation of the
facility’s Resident
Protection Policy
which included their
‘ responsibility of
? initiatingan
investigation of
alleged abuse and the
' assessment of non-
interviewahble residents
with any allegation of
abuse on 8/29/14 and -
8/30/14 by the i
Admimstrator and '
DON. All new hires -
receive education on
the facility’s Regident
Protection Policy

]
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. F 225! 'Continuad From page 48
{ there was aninjury or not. She reported staff
: were supposed o complete an Incident Reporton

i

F 225’

during their orientation
and sign review and

" any behavior which causad physical or emotional ; understanding of the
Hinjury. The DON stated typically, if there was not ) '

j an injury and the ncident did ngt affect the Adult Protection

_resident emotionally an Incident Report was not policy and again

tdone. Perinterview, she stated staff was during their training
; instructed to call the Administratar if a bahavior . .

" oceurred, and the Administrator decided if if was period with the

' reportable or not. The DON revesled i an preceptor.

1 incident occurred the resident was assessed and A QA process has

typically Soclal Services foliowed up with all
Yincidents. Per interview, she sfated she did not
i train the Yacifty's nurses that el Incidents ware o
. be put on Incident Reports, such as skin earg
i which were not put on Incident Reparts.
I
Interview with the Social Service Director (350),
Con 08/22/14 at 10:00 AM, reveaaled she was toid

been implemented as
01 08-29-14 by the
Administrator to
monitor on a continual
basis, the residents’

i that Resident #2 was going inte Resident #1's condition through

. room, but was aware of Resident #2's behaviors, | daily morning

' Continued Interview revealed the Administrator ", C

. did not ask her to investigate any incidents meetings where the
Administrator,

; invoiving Resident #1 and Residen{#2.

i Further interview with the Administrator, on
. 08/04/14 at 7:50 PN, revealed she did not have
! stafi complete Incident Reports because she did
i pot see the incidents with Resident #1 and
_ Resident #2 as reportabls; She stated it was up
' to the hurses and their nursing judgement {
i whether or not fo docurmnent residents’ behaviors.
. The Administrator revealed the facility's policy
 was o report incidents of abuse immediately, but
; she did not consider the incidants involving
' Resident #2 as abuse because accagionally the
| resident was confused: therefore, no
; Investigations were' completed.

T

Director of Nursing, -
Asgistant Director of
Nursing, charge

nurses, S8D, Activity

- Director, MDS
~ Coordinator, .

adminisirative nurses
and therapy team

. meet. The
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F 225 Continued From page 49
_ The faciiity provided an acceptable credible

¢ alleged removal of the L effective 08/03/14.
. Review of the AOC revealed the facility
lmplement&d the fol Iow:ng

' to toe skin assessment on 07/28/14 by an LPN,
* and again on U6/05/14. Both skin assessments
¢ indicated Resident #1's skin was intact with o

tdocumented as follows: "advanced dementis,
; otherwise, no significant issues o deal with.

i Written orders”.

2. After the incident on 07/26/14, Resident #2

i was removed from the area and 1:1 supervision
{for one hour) by activities staff was provided,
“followad by every 15 minute checks by nursing

: staff. On 08/29/14 at 9:00 PM, 1:1 monitoring

Reeaﬁe}m #2. This will be ongoing.

_ 3‘ On 08129114 at 2115 P, an in-setvice was

* conducted by the Vice President of Clinical

; Services for the Administrator and Direstor of
Nursing {DON) on the following: definitions of

- abuse; reporting obligations related to abuse

; allegations; idenfification of abuse; inv&atigatien
_of abuse allegations; implementation of the

-7 of tha clinical record. The Admimistrator znd the

i education.

4. On 0820114 at 10:30 PA, 08/30/14 26 10:30

CTedness, A complete assessment of Resident #1
"was condusted by the Physician on 07/31/14 and X

Chsrt fs reviewed. {Resident) is sean. Her exam .
Lis unchanged. Plans: for ongoing care by {,Lzrrmt

_was initlated, as directed by the Administrator, for

* Allegation-of Compliance (AOT) on 09/09/14 that

1. Resident #1 was assessed by means of @ head?

i

H

facility's Resident Frotection Policy; and accuracy | :

DON wers able to verbalize understanding of the | -

F2z 5 ' _Administratm; DON,
B © and/or ADON will
review all incident
reports, nursing report
sheets, acute
"moz}itoriﬂg logs,
SBAR forms, and
physician’s orders to
dentify potential
incidents involving
alleged abuse and
ensure the “Resident
' Protection Policy™ is
followed. Any
allegations of abuse
wiil be reported
immediately to
required state
agencies. The review
of this information
daily and discussions
of resident changes
will alert the
Administrator to any
situation which would
require reporting
alleged abuse and

i

.

FORM CME-2567(02-99) Previcue Versions Obralsts

Event 0. 20581

Facilty 1D 100333 i continuation shest Page &0 of 123




" DEFARTMENT OF MEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Ma 1789 e 1 3
o /0y i o

BFE

PRINTED: - 11/24/2014
FORI APPROVED
OB NO. 0938-0391

STATEMBNT OF DEFICIEMCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDEHTIFICATION NUMBER:
185z07

(%2) MULTIFLE CONSTRUCTION ' (X3 DATE SURVEY
A, BUILDING - | COMPLETED
B. WING 09H1/2014

- MAME OF PROVIDER OR SUPPLER

MAYSVILLE NURSING AND REHABILITATION FACILITY

STREET ADCRESS. CITY, STATE, ZIP CODE
§20 PARKER RUAD ‘

MAYSVILLE, KY 41056

. AM and 08/30/14 at 1:00 PM, the Social Service

~ Director, Dietary Managsr, Activity Director and

“all hcensed staff were inerviced by the

Administrator and the DON on aceyracy of clinical,
records, as related to documentaton and

‘nofification of the Physician and the Pawer of

; Attorney of legal representative,

L On 08/2914 at 10:00 M, GB/30/14 at 10:00 AM,

; and 08/30/14 at 2:00 PM, ail staff wera
in-serviced by the Administrator and the DOXN

‘ related o acturacy of the clinical record.

“at 10:00 AM and 10:30 AM and {}P/BD;’M at 1:.00

. 2ducated ail siaff on the following: the definitions

" aof abuse; reporting obligations of abuse

i allegations; ientification of abuse; investigation
. of abuse allegations and 1mplemen§atyon of the
fauhtys Resident Protection Policy; accuracy of

1 the climcal record, and revision of care plans. A
question and answer period was held af the

L conelusion of ali in-services to establish ;

; competency. i

- Twelve (12) employees out of the Tacility for ;
medml eave, matemity leave or vacalion were
. " educated by the DON viz telephons. No staff wall
| bat permitted to work untl] they have been
edumt&d

! 5 All resident records were rﬁwewmd by the ;
- DON, Minimum Data Set {MDS) staff, Admission. .
l Nur&e ard administrative nurses, starting én '
| j 08/30/14 and anding on 09/02/14, to ensure

|

. accurate notification of the Physician and legal : _

i representatives. All residents who triggered on  .°
; the MDS assessrnent for behaviors that affect

C}n 5381,39/’14 at 10:00 PM and 10:30 PM, O?:;!BO;"MA

i PM and 2:00 PM, the Administrator and the DON

o - SUMBAARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX ! {EACH DEFICENCY MUST BE PRECEDED 8Y FULL PREFT {EACH CORRECTIVE ACTION BHOULD BE { compLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE | PATE
. . : DEFICIENCYS :
F 225 Continued From page 50 C 025 " o
‘ Pag k226 protection of residents. |

- The results of the daily

- Administrator, the -

auditing and
monttoring will be
made part of the
monthly QA meeting
by the Administrater
and will continue for
the next & months.
The facility also
utilizes the Interact 11
Stop and Watch
Program 1o gather
input from all staff as
to any changes noted
or obéerved with any
residenit’s behavior or .
otherwise. In the
absence of the

Director of Nursing, :
Assistant Director of
Nursing or charge
nurse will assume this |
respongibality. For :
continued monitoring E
of thig alleged

FORM CRE-2567 (02-20) Previous Versions Obscizie Event [D: 20361
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(

| reflected curent interventions. Al resident

“the BON, MDS stalf, Admission Nurseang

©accuracy.
|
6. All female residents were quastioned by the

_regarding whether they had been louched
s inappropriately by a mala resident or anyone
_answered "Nov. All male resident were

*10:30 AM, regarding whether they had been
Houched mappm;}riﬂtely by a male resident or

rezsponded "No.
7' As confirmed by Resident #2's Power of

¢ her aware of the initial cocurrance and
~subsequently updated her related to Resident

. Resident #1's rcom. On 08/05/14 the faciity
" Administrator met with Resident £2'a POA at

[va lidate she was noiified of all allegations of
i facility.

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

. others were reviewed on Oafdtifmby MDS staff
"and administrative nurses 1o ensure the care plan

. assessmants and care plans ware reviewed by

i admmiastratlve nurses, starting on 08/30/14 and
_ending on 09/02/14, o ensure completenass 8nd

' Bocial Service Director and the Activity Director
i @n 08/30/14, beginning at approxdmately B30 AM,

; since they had resided at the facility. Al I Tesidents
Hinterviewed by the DON and the administrative

. ourses on 09/02/14, beginning al approximately

. anyone since they had resided at the faciity. Al

! Attorney, the Charge Nurse of the faciiity made
' #2's continued persistence in propelling toward

1 length 1o discuss fulure plans, roem changes, elc.’
Qn 08/30/14 at 10:45 AM, the Vice President of
! Clinical Services met with Resident #2's POA 1o

" inappropriste behavior and actions Eakt‘;‘ﬂ by the

i

XAy i { :
ﬁgg}m : (EACH DEFICIENCY MUST SE PRECEDED Bv FULL FREFIY (EACH CORRECTIVE ACTION SHOULD BE ComPLETION
TALG REGULATORY OR LSS IC)ENT}FYFNG INFORMATION) TAG CRQSS-REFEREHCEQ TO THE APPROBHIATE 0aTE
o ' ‘ , DEFICIENCTY) '
! R .
F 225 Continued From page-51 F 205 P
‘ Peg 2 deficient practice, a

3
i

1

member of the

3 ' governing body, which .

- will be either the i

Executive Vice
President or Vice

; ~ President of Clinical

| Services, will be in’
attendance at the
monthly quality
assurance meetings for
the next three months.
There will be ongoing
anditing and
monitoring of facility
staff 10 ensure
knowledge of the
facility’s Resident

i Protection Policy

through in-servicing.

If a problem is -

identified at any time,

immediate corrective

action would occur.

All depariment

supervisors, charpe

nurses and

E
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' . DEFICIENCY) |
F 228 Conti ' i oy ‘ . ' .
i Continued From page 52 Fa2s, adminiserative staff

+ 08/30/14 1o ensure he was awars of the above

; concems. He stated he was aware and had been '
_notified by facility stafi. No other concerns were
" expressad, ;

i 8. On 08/30/14 st 3.05 PM, the Attending

i Physician for Resident #1 and Resident #2 was
contacted by the Vice President of Clinica

i Services. The Physician stated he was well :

1 aware of {(Resident #2's) changs in behavior. He

, stated he informed the suveyor he had been ‘

_notified and updated concerning both residents

L1 and #2).

- 9. Basad on the weekly skin assessments, all |

; residents with identified skin areas were reviewed |

. in the weekly Quality of Care meetings by the ,‘

; irderdisciplinary Team on 07/25/14 and 06/07/14. ¢

¢ A Quality Asgurante procass was implemeantied

. by the Administrator on 08/28/14 1o monitorona .

_continuing basis this Allegation of Compliance

" through a dally monitoring meeting during which

i the Administrator, DON, Assistant DON, charge

: hurses and therapy team review Fhysiclan

. orders, nursing suparvisor reports, 24-hour

" aursing communication sheets, care plan

i revisians, condust daily physical rounds in the

i facility, review incident reboriing and ensure

. appropriate Physician and legal represantaiive

" notifications. The dally monitoring will continue
© ¥ for the nexd three (3) months and weekly

i thereafter.

" The facility will also utilize ihe Interact il Stop and
" Watsh Program fo gather input from all staff

{ regarding any changes noted or observed with |

; any resident's behavior or otherwise.

i
H

(MI)S assessment
nurses and nurse aide
coordinator) will ,
periodically question 5
staff on the facility’s :
Resident Protection

Policy to ensure staff

is competent and
understands all

glements of the policy.
Once a Stop and

Watch tool has been
initiated by a staff
‘member, one copy 18 ;
immediately given to
the licensed nurse and
the other copy is given
to the DON for follow

up and discussed in the
- iterdisciplinary daily
: - morning meeting. All
staff of the facility
were trained when the
program wag initiated
and periodically
thersaiter. All new
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SLUMMARY STATEMENT OF DEFKIENCIES

PROVIDER'S PLAN OF CORRECTION

e

. 1 In the absence of the Administritor, the DON will
! - .assume the responsibility. On weekends, the
| | Charge Nurse will cormpets this DECEss,

The DON will conduct & guality assurance audit
for accuracy of clinical records on 10% of reerords
“on a monthly basis to ensure compliance.

i
10, For continued mon;tormg of the Al!egaﬁm of
I Compliance, a member of the governing hody,
; efther the Executive Vice President or the Vice
 President of Clinical Services, will be in
i attendance at monthiy qualily assurance
Cmeetings for the naxt three (3 manths.

Thé State Survey Agency validated the
' implémentatiar; of the facility's AOC as follows:

1 Copfps of skin assessments, performed by
{licensed staff, for Resident #1 on G7/28/14 and
& 08/05/14 were reviewsad. No concerns wera
“revesled during this review, A review of the
- complete asseasment by the Physician on
0713114 ravealed no concerns.
!
2. Areview of every 15 minute checks of
-1+ Resicent #2 by nursing siaff, for the period of
. 07126114 theough 0730114, revealed no
: soneems, Obsarvation of Resident #2 on

- sitting in the dining room with & staff member
; Playing cards. Interview with SRNA#5 on
06/0414 at 10:09 AM, revealed she was
i assigned to do 1:1 with Resident #2, Interview

with the Administrator on 03411714 at 1:55 PM
i confirmed Resident #2 was started on 1:1
_monitoring on 08/29/14 and the manitoring was
| ongoing, '

; 58/04114 at 10:05 AM, revealed the resident to be :

i

dunng their orientation
period. Any resident
that experiences a
change in condition is
L reviewed for the
effective use of the
Interact I1 program
including the Stop-and
Watch tool and the
SBAR form. Licensed
nurses conduct an
assessment of the
resident(s) noted on
the Stop and Watch for
a change in condition,
If the assessment leads
to further concerns
b related possible abuse,
i _ the licensed nurse will
then initiate the
facility’s Resident
Protection Policy;
including a proper
mvestigation,
protection and
reporting procedures.

oD i
PREFX -[EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PF:.,WFH : (EACH CORRECTIVE ACTION 3HOULD BE GOMPLETION
TAG REGULATCORY OR LEC IDENTIFYING INFORMATION? TAG CROSS-REFERENGCED TO THE APPPQPRW’E QATE
: o . CEFICIENCY}
(ﬂ & ek 2 j .
antinued From page 53 Fazh employees are trained
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" 3. The facility provided the in-Service sign in~
i sheats for training of the Adminisirator and the
DON on 08/28/14, by the Vice Prasident of
' Clinical Services, refatad to the following:
taccuracy of clinical records related 4o !
. documnentation and notification of the Physician
“and the POA; fhe definitions of abuse:
Videntification, reporting and investigation of _
- abuse; Implemantation of the facity's Protection ¥
Pc}hcy, and care pian revisions. Intervisw with the ;
' Administrator on Q5/11114 at 1:47 PM, and the
' DON on 09/11714 at 1:35 PM, revealad both had
1 attended the in-service training and wers able to
: verbalize their Lrnderstandéﬁg;; of the educaiic}n‘

4. The facility providad a copy of the in-sefvice

. Sfgn-in sheets for (8/29/14 and 08/30/14. Review

" of the recoids reveaied training was provided for ¢ :

::aié staff regarding the following: accuracy of the ; i
clinical record; documentation and notification of

the Physician and the POA; definitions of abuse:

" identification, reporting and investigating abuse;

fand revision of care plans

lntemew with SRNA #m on 09/11/14 at 2:25 PM,
i ‘ revesled she had altended the in-zervice related
i 1o sbuse. Interview with SRNA/Restorative #9,
, on 0814714 at 1:23 PM, revealad she had i
" attended the in-service related to abuse and how
Hlorespond. Interview with the Housskeeping
: Supervisor on 09/11/14 at 1:30 PM, revealed she
had attended the in-services related to ablse, | :
' documentation, and notification. Interview with
: Maintenance staff on 08/11/14 at 112 PM, o
_revealed he had attended the abuse in-services.
*Interview with the Activity Assistant, on 09/41/14 P
fat 1:26 PM, revealed she had received training on
| abuse and attended e i in-service on 08/30/14,
CInterview with RN #2, on 09/11/14 at 1:25 PM,

moming meetings and

“audits, any concem
noted from the review
of nursing report
sheets, incident

" reports, and
physician’s orders

would be investigated
and immediate action
oceur if necessary. The
daily morning
meetings are
conducted Monday

* through Friday and the
audits are completed
by the Administrator.
In the absence of the

- Administrator, the |
DON and/or ADON,

- or charge nurse will
conduct the audits,
The charge nurses
complete the process

.on the weekends. The

resulis of the audit
from the weekend

BND PLAN OF CJGFERECTIQN IDENTIFICATION NUMBEF: A BUILDING COMPLETED
: G
_ 1BE207 B. Wik g9/142014
MANE OF PROVIDER (3R SUPPLIER ‘ STREET ADDRESS, SITY, STATE, TP CGDE '
- _ . ] | 620 PARKER ROAD
- BIAYSVILLE NURSING AND REHABILITATION FACILITY :
. E . ) . _ MAYSVILLE Y 41058
oL BUMMARY STATEMENT OF DEFCIENCIES s B . PROVIDER'S PLAN OF CORREDTION (8
FREFY (EACHDEFICIENCY MUST BE PRECEDED BY FUt) PREFI {RACH CORRECTIVE ACTION SHDULD RE i COMPLETHON
CHAG REGULATORY OR LC m&mrmmc !NfORMATEDN] TAG CROSE-REFERENCED 70 THE APPROPRIATE BATE
. : o | DEFCIENCY) ’
F 225" Continued From page 54 F 225 o
_ 9 <2 Through the daily

¥

H
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My SUMMARY STATEMENT OF DEFICIENCIES ’ in ) PROVIDER'S PLAN OF CORRECTION ) x5
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F 225 Continued From nage 55 Foos' o
e 3 s
o pag | charge nurses are

L

: reveaied she aftended the in-service on 08/29/14
. refated to abuse, documeéntation, notification, :
rep{:artmg ientifying. investigating, and revision

i of care plam

5 The facility provided a copy of audits -
mmpleted beginning 08/30/14 and ending
FOS/02/14 for all resident records regarding
; accurate notification of the Physician and the
. legal representative, and @ review of resident
' assessments and care plans o ensure i
' completeness and accuracy. Review of the gudit |
i completed on 08/30/14, related to residents who
. friggered on the MDS assessment for behaviors
' that affect others, revealed the care plans
iteflected current interventions. Interview with RN
| #2/MDS Nurse, on 09/11/14 at 1:05 PM. revealed
. all resident rewrcics ware reviewed for
" documeantation, Physician and POA notification,
i current behavior interventions, and compiete and -
, accyrate asﬂ.eas:ﬂenr and cars plans. :

6. The facility provided interview audits campieted
1 on (8/30/14 for female residents, and on
- 09702/14 for male residents, regarding whether
' they had been touched mappropristely by a male
i resident or anyone since residing at the faciiity,
Na cencerns were voiced by any rament:

7 intemrawwrm the POA for Resident #” on
1 08/04/14 at 9:20 AN, revealed she had spoken
“with the vice Prewdeﬂt of Clinical Services and
‘ the Administrator. She confirmed she was not

! sure when she was first notified, but she was now
; aware of gl allegations of inappropriate behavior
“on the part of Resident #2, and wag &ware of

. i actions taken by the facility.

Interview with the POA for Resident #1, on i

~ noted through this

reviewed by the.
Administrator, DON
or ADON on the
following work day,
The Administrator has
the documentation of
the completion of the
daily audits and the
weckend andit
documentation from
charge nurses is
forwarded to the
Administrator for
Teview. Any issnes

process regarding
notification will
nmediately be
followed up on and the
appropriate actions
oceur, This QA
process will be
ongoing. The results of
the daily anditing and
monitoring will be !
made part of the

FORM CS-2367(02-98) Pravicls Versions Dhsolate ©

Event §0; 2035814 Facility 1 160333

i continuatlon shest Page 56 of 123




LT

{)A“

Jec, 4 2014 4

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

T
[
Pl

PRINTED: Y1/24/20 4
FORM APPROVED
OME NO. (938-0397

| STATEMENT OF DEFICIENCIES. (X1} PROVIDERISUPPLIER/CLIA
ANQ PLAN OF CORREOTION IDENTIFICATION MUMBER:

185207

(42 MULTIPLE CONSTRUGTION

{X3) DATE SURVEY
COMPLETED

! A, BUILDIMG

BOWHES

L
091172014

MAME OF PROVIDER OR SUPPRUER

MAYSVILLE NURS%F&G AND REHABILITATION FACILITY

STREETADDRESS, GITY, STATE, 2P COSE
628 PARKER ROAD
- MAYSVILLE, KY 410386

X010, SUBMARY STATEMENT GF DEFICIENCIES
FREFIY & (EAGH DEFCIENCY MUST BE PRECEDED BY FULL
TaG ;. REGULATORY OR LEC IDENTISYING INFORMATION)

v
PREF
TAG

PROVIDER'S PLAN OF CORRECTION )
{EACH CORRECTIVE ACTION SHOULD &8 P COMPLETION
CROSS-REFERENCED TD THE APPROFRISTE DT
DEFICIENSYS :

F 225, Gontinued From page 56
, B6/10714 at 4:30 PM, revealed he had spoken
. With the Vice President of Clinical Services and
“lokd her we was aware of the Inappropriate

" by facifty staff.. i
8. Interview witﬁ the A'itending Physician for
i PM, revealed he had spoksn with the Vice

' Resident #2's change in behavior.

i

i reviewed on 07/25/14 and 08/07M4, Interview
~with the Adivinistrator, on 08/71/14 at 510 P,

; revisions, incident reporting, and appropriate
_ notification of the Physician and POA. The

" medical record audit is scheduled to be inifiated

: U9/17114 and completed by the end of each

_ 1 10% of resident records for accuracy on a
4 ; monthly basis revealed no concerms. L

10, Interview with fhe Vice President of Clinicai

§Wollc attend the monthly QA meeting for three

P 09/17/14, 1011514, and 11/16/14.
- F 226, 483.13(c) DEVELOPAMPLMENT
| 55=J. ABUSE/NEGLECT, ETC POLICIES

. policies and procedures that prohibit
{ mistreatment, neglect, and abuse of residents
; and misappropration of re'séderyi property.

. behavior toward his mother, as he had been iold

Resident #1 and Resident #2. on 09/10/14 at 5:35(E

President of Clinical Services and was aware of

‘revealed the feam met dailly to monitor care plan

~month. Review of the audit tool utilized to monitor

{2) months. Monthly QA meetings are schaduied

i The Tacility must develop and implement written

-9 Review of the Quiality of Care meeting minutes i
' revealed residents with identified skin areas were

Services on 09/11/14 at 5:00 PM, revealed she of |
' the Executive Vice President of Clinical Services

F 226,

“monthly QA meeting
by the Administeator
and will continue for
the next 6 months,

5. 9-15-14

F226

Itis and was on the days of

 survey the policy or Maysville
- Nussing and Rehabilitation

Facility to develop and implement
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F228° Continuad From naae 57 Fa26 SR
. ; rad : =26 ~written policies and procedures
that prohibit mistreatment, neglect -

! This REQUIREMENT is not met as evidenced

oy : -
, Based on interview, record review and review of
“the faciily's policies, it was determined the facility ¢

i failed to have an effective system to ensure i P 1.
, policies and procedures were implemented )

relatad Io abuse for one (1) of eight (8) sampled . }
t residents (Resident #1), - i

_A ‘misappropr
. property.

“nterviews with nurses and State Registered
» Nursing Assistants (SRNAs) revealed Resident
| #2 was observed touching Residsnt #9
inapprapriately on sevaral different oceasions, ‘
- On 07426714, a visitor pointed at Resident #1 and |
; Resident #2 and told a SRNA "you need to do {
I“ . 8something about this”, as Resident #2 was
; ' observed with nisher hand inside the waist band
’ 1 of Resident #1's pants. On 7/28/14, Residant #2
; , had his/her hand under Resident's #1's shirt. On :
! 1 07/30M4 sought out Resident #1, displayed : -
. + Inappropriate behaviors (touching K
li . Inapproprtately), was gifficult fo redirect. and was |
|
|

‘ sent out 1o the hospital for & psychiatric (psych) !
: evaluation. On 08/04/14, Residant #2 was ;
, readrnitted and was abserved on two (2) separats
ftimes that day to have more than half of histher
] ¢ hand in Resident #1's pants, once naar Resident .
! - #7T's pubic area down the front of histher pants
f * and the other time in the groin area up the pant's |
] 118 inaddition, staff inierviews revealed :
! Resident #2 tried unsuccassiully on other R
' t oceasions to seek out Resident #1, however, staff!
. imtervensd before hefshe was ableto touch :
‘Residant #1. On 08/09/14 at 10:40 AM Rasident -
1#2 was found in Resident #1's raom again, .
, redirected out of tha room; hawever, continued to |

| 3 " and abuse of residents and

fation of resident’s -

The facility did not
initizte a formal abuse

investigation on 07-
26-14 based on the
fepoi‘t given to the
Administrator by the
charge nurse,

Resident #2 waz noted

to have his hand at the
waist band of Resident
#1's pants while
sitting in the south unit
hallway. Resident #1
was immediately
protected. One-on one
supervision (for one
hour) by activity staff
and every fifieen
minute checks were
completed on Residént
#2 by nursing staff,
On 07-28-14, it was

ORRE OMS-2567(07-99) Frevious Versiona Obeolate Event I0: 205911 Facility 10 100333
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i i m pag F226, reported that Resideat

, eturn. Resident #2 was sent back out to the

" hospital on 08/08/14 for another psych evaluation. .g

Finterview and record review revealed the facility

- isiled to reported these allegations of abuse fo
T . the appropriate State Agencies, failed o
"investigate the allsgations and falled to protect

 F-225)

- i residents from further potentiz! abuse, The !

! o facifity falled to investioate the incidents involving
Resident #2 as possible sexual abuse and repon i

Hhe alleged abuse fo the State Agencies par the

¢ facility's policy and procedures. (Refer to F-223,

F The facifity's failure to have an effective system in
: place to implement its abuse policies and :

procedures 1o prevent abuse was likaly to cause

' risk for serious injury, har

- Himmediate Jeapardy (IJ) was iderntified on
, 08/29/14 and was determinad to exist on
7126/14. The faclity was notified of the

I Irmrnediate Jecpardy on 08/26/14.

rm, impairment or death. ;

 Allegatian of Compliance
fwith the facility alleging re

_and Severfty (S/5) of a D
* develops and implemanis

! procedures are impiemen
i are free from sbuge,

‘ The findings include:

L.

; The facility provided an acceptabie crodiple

(ADC) on 09/0%2014,
movat of the Immediate

P Jeopardy on 09/03/44 . The Immediate Jeopardy |
. , was verified to ba removed on 09/03/ 14, priar o~
! - axiting the Tacility on 09/11/14 with remaining

{ non-compliance at 42 CFR 48313 Resident

: Behavior and Facility Practice, F-226 at 3 Scope

" while the facility
the Plan of Correction

i - 1 {POC) and the facility's Quality Assurance .
' . brogram monitors to ensure policies and

ted to ensure residents |

#2 was noted to be
~ “pulling on the shirt of
Resident #1.7
Resident #2 was
separated from
Resident #1 and the
fifteen manute
monitoring continued.
In addition, the social
services director _
completed a cognitive
agsessment of Resident
#2, which revealed
BIMS score of 7 out of
15, which is indicative
-of severely impaired
cognitive ahilities. A
complete skin :
assessment was also ;
completed on Resident
‘ #1 by licensed staff,
‘ with no igsiles noted
on 07-29-14. No
L allegations of sexual
: abuse or assaull were
reported. ‘Resident #1

FORM CMS-2587(02-08) Previous Varsions Obsalete

Event I0: 205911
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; Review of the facifity's policies titled, "Abuse -

; residents or visitors, and any incident of or
. suspicion of abuse was o be immediately
reported to the Chargs Nurse and the

 the parson reporting the incident, The

 the incident fo the State Survey Agency, Aduft
Profective Services and other agencies as
‘appropriate. The Adminisirator or his/her

i designes was 10 "immediately” and thoroughily

. Investigation was 1o inchude review of the
residents’ meadical records and completad
sdocumentation forms, The Administrator or
; histher designee was also to inferview: the

visitors, and consult the Physician, The DON
_ twas to have Social Services {55) monitor the

, reported to the Siate Agencies within five (5)
working days. . ‘ o

s ; Interview revealed sllegations of sexual abuse
; . and/or inappropriate behavior by Resident 2
F “towards Resident #1, which were reparted io

; and 08/09/14, were not documentad in the

i Investigate all reports of resident abuse, and the

. person(s) reporting the incident; any witness to
“the incident; the resident if medically appropriate
F staff members on all shifts who Had contaet with
l‘ ' : the resident when the alleged incident occurred;
! ., [he resident's roommate, family manbers, and

 resident. Resuits of the investigation ware io be

' Administrator or Director of Nurging (DON). The
: Gharge Nurse was {o. examine and interview the
; resident and docurnent the findings in the medical
_record; complete an Ineident Repart form; and,
“obtain a written, signed and dated statement from |

E

s Administrator or DON was 1o immediately report -

i
b

toccur on 07/26/14, 07/28/14, 07130114, 06/04/14, |

i

Reporting", undated, and "Abuse fnvestioations”
* lindated, revealed the faciity would not condene
i resident abuse by anyone including staff or other

protected by the
separation of him/her
and Resident #2 on
7/26/14. Resident #2
was placed on 1:1
menitoring by nursing
staff for one hour and
then every 15 minute
checks initiated by
nursing staff,

All residents were

~ questioned on 08-30-

14 and 09-03-14, as to
whether they had been
touched
inappropriately by a

“male resident or
anyone since residing
here. The answer was
unanimonsly “NQ?,
Skin assessments are
performed on all
residents by licensed
staff on a weekly
basis.
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. medical record, incidents feports were not

_ completed, Resident #1 was not assessed for
- potential injury, State Agencies were not notified,
: and investigations were not conducted per the
famlt;y & policy.

?he State Survey Agenc:v requastad Incidant
. Reporis and investigations regarding Resident
#2's alleged sexual shuse of Resident #1 for

$ 07{26/14 and 08/04/14; howevar, the facil ity
. denied the request and did not provide the
requested documentation. Therefore, no

i Yacility as per facility policy was provided to the
-, Slate Survey Agency for review.

F inferview with LPN#1 on D8/22/14 at 1:00 P,
With RN #6 an 08728114 at 7-30 AM, LPN 2 on
08!'21/?4 at 120 PM, and on E]Qr"i(}i“lé at 350

to document any inappropriate behavior by

; #1 was notassessed after each incident for

“potention injury and no incident reports were |

‘ comploeted, However, per the faciiity's policy
: stated the Charge Nurse was to examine and

? in the medical record; complete an Incident

Report form; and, obiain a written, signed and
_ dated statement from the person reporting the

fincident, In addition, interviews with staf

- revealed the were to call the Administrator after

“each incident and the Administrator determinesd
I what should and should not be documanted.

! Interview with the DON 6 0910114 at 10:00 AM
i revesled the Administrator led interviews and
. gave directions on who was fo be interviewed -

L

interview the Tesident and document the findings

i

documented evidence of an investigations by the ;

|AM, LPN#10 on 08/21/14 at 3:20 PM, LPN #6 or,
. 08724714 al 8:30 P, revealed they were lold not f

* Resident #2. Further infervisw revealed Resident ;

3. On08-29-14 at 9:15
P, an in-service
was condncted with
the Administrator and
Director of Nursing by
the Vice President of
Clinical Services,
i covering the
| definitions of abuse,
reporting obligations
of abuse, allegations,
identification of abuse,
? mvestigations of abuse
: allegations and the
implementation of the
facility’s Restdent
Protection Policy and
staff were re-educated
on SBAR and “Stop &
Watch” and instructed
that one copy is to be
siven to the charge
nurse and the other
copy be giventothe
- DON. All staff was in-
serviced on 08-29-14
2t 10:00 P. M., 08-30-
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~when incidents occurred. : L4 at 10: =L 20 -
. 08-30-14 at 2:00 P.M. -
. interview with the Administrator on 09/04/14 at by the Administrator

' 7:50 PM revealed she had not considered any.of

{ the incidents involving Resident #2 touching

“Resident #1 inappropriately as abuse as Resident

| #2 was someltimes confused. She stated she
. had never notified Resident #1's POA of any of
*the incidents s she hadn't considared it abuse
; and first natified Resident #2's POA on {J"?BWM
~when the resident was sent out to the hospital

interview, on 08/22/14 at 10:00 AM, with the
" Social Service Director (S8 revealad she had
; bean told Resident #2 was going into Resident

#1's room, and indicated Resident #2 was having ;

| inappropriate behaviors” which ware "ot his
. norm” and hefshe was "confused”. The 880

i

stated she had not received complaints from any

residents, therefore she had not investigated or
“interviewed other residents, as per facility policy.
i bhe stated she did not "just...go around asking
guestions”, and was uncertain if any residents
! were guestioned or examined after the incidents
. Involving Resident #2. The S3D stated "usually”
"if an incident ocourred the Ad ministrator would
. ask her to conduct inferviews with staff and
“residents; howsver the Administrator had rnot
y askad her to investigate any incidents invalving
Resrdeni #2 and Resident #1.

: Gontinuecﬂ interview on 09/04/14 at 750 PM with

! the Administrator revealed she did not have steff

. complete Incident Reports because she did not
! see the incidents with Resident #1 and Resident
. #2 as reportable to State Agencles. The

{ Adminlstrator revealed the facility's policy was'to |

rszpof’: incidenis of abuse immediately, however,
she had not considered the incidents involving

and Director of
Nursing on the abov:

mentionéd topics. The
5 in-services specifically
reviewed the need to

- immediately report
ocourrences to the
Administrator so an
investigation can be

There were twelve

employees that were

: educated by the
Director of Nursing
via phone due to
FMLA, maternity

leave or vacation. A
question and answer

| period was held at the
conclusion of each in-

servics to establish
- competency. The

- question and answer

period at the

inifiated if necessary.

o
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From page Fe2s, conclugion of in
© Resident #2 as abuse because he/she was ices provided all '
m:casnonaﬂy confused. ' SEIVICES Proviaed a
! staff the opportunity to
The facility prowdecﬁ an acceptable Cl’E‘d!biﬁ ; ey : Co :
i sk any questions of
_Allegation of Compliance (ADC) on 09/09/14 that | E k m%y 4 \
‘ material that wasn’t

: allened removal of the 1J effective 09/03/14,
; Review of the AOC revealed the facility
mpte,m@mpd the following:

to toe skin assessment on 07/28/14 by an LPN,
' and again on 08/05/14. Both skin assessments
i indicated Resident #1's skin was intact with no

i documented as follows: "advanced dementia,
. otherwtse, no significant issues to deal with. -

i ; whiften ordars”.

i 2. After the incident on 07/26/14, Resident #2
. was removed from the area and 1,7 supervision
 {for one hour) by activities staff was provided,
 followed by every 15 minute checks by nursing
, staff. On 08/29/14 at 8:00 PM, 1:1 monitoring
was initiated, as directed by the Adminiatrator, mr
Ramdeﬂt #2. This wili be ongmng

3. On 08/29/14 ot 8:15 F‘M. anin-sevioe was
- eonducted by the Vice Presidant of Clinical
“Services for the Administrator and Director of
 Nursing (DONj) on the following: definitions of
. @buse, reporting obligations relafed iv abuse
atlegations; identification of abuse; investigation
| of abuse allegations; implementation of the i
facility's Resident Protection Policy; and accuracy
{ of the clinical record. The Administralor and the
+ DON were able to verbalize understanding of the

1, Residen! #1 was assessed by means of a head-

i

_redness. A camplets assessment of Resident #1
“wae conducted by the Phyaician on 07/31/14 and °

" Chart fs reviewad. (Resident) is ssen. Har exarm
tis unchanged. Plans: for ongoing cars by current

clear to them. Answers
were immediately

e provided. One hundred

percent of staff were
educated on 8/29/14 or
8/30/14. There were
twelve emplovees that
were educaied by the
DON on 8/29/14 or
8/30/14 via telephone
due to FMLA,
maternity leave or
vacation. No |
employees were
; permitted to work mml
| completion of in
servicing as of
8/30/14. Licensed
nurses were educated
on the definitions of
abuse, reporting
gbligations of abuse

“ e

DR CME 2567 (02- 38) Pravious Versiohs Obsciets Evant 1D; 205811

Facility Iy, 100823

If continuation: shest Page £3 of 123

s



DEPARTMENT OF HEALTH AND HUMAN SERVICES
. CENTERS FOR MEDICARE & MED|CAID SERVICES |

PRINTED:
FORM

ME242014
PREOVED

OMB NG 0538-0383

edusatlon
$

(4 on 08}29;“?4 at 10:30 PM, 08/30/14 at 10:30

AM and 08/3014 at 1:00 PM, the Social Service

Dueatof Digtary Manager, Activity Diractor and
s all licensed staff wetre in-serviced by the

| recards, as related to documentation and
. ¢ hotification of the Physician and the Power of
o Attemey ar lagal representative.

i On 08/’291‘14 at 1000 PM, 08/30/14 @t 10:00 ANF
. and 08/30/14 at 2:00 PM, all staff were
" In-serviced by the Administratar and the DON
i related to accuracy of the clinical record.

" On 082914 at 10, i)G PR and 10:30 P, 08/30/14
izt 10:00 AM and 10:30 AM and 08/3 DfM at 1:00

educatad all staff on the following: the definitions

of abuse; reporiing obligations of abuse

; silegations; identification of abuse; investigation
of abuse allegations and implemantation of the

Hacility's Resident Protection Policy; accuracy of

the clinical record; and revisiop of care plans. A

Cquestion and answer period was held &t the

i conclusion of all in- Sewrcev to establish

competency.

tTwelve (12) employeas cut of the facility for
. medical leave, malemily leave or vacation wers

: be permitted to work untii they have been
, educated. :

4. All resident records were reviewed by the
, DON, Minimum Data Set (MD3) siaff, Admission |
- Nurse, and administrative nurses, starting on ‘
; 08730714 and ending on (9/02/14, 10 ensurs i

f Administrator and the DON on accuracy of clinical:

 PM and 2:00 PM, the Administrator and the DON

" aducated by the DON via telepione. No staff wilt ©

_ ; R "
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; ' ) PEFICIENTY) )
F ”.Zh Confinued From page 63 036, o
p g F 228, allegations and the

implementation of the
facility’s Resident
Protectiont Pohey -
which included their
responsibility of
initiating an
investigation of
alleged abuse and the
assessment of non-
interviewable residents
with aﬁy allegation of
abuse. All new hires
receive education on
the facility’s Resident
Protection Policy -~
during their orientation
and again during their
training period with
the preceptor. All new
hires provide their -
signature for review
and understanding of
the facility’s Adult
~ Protection policy.
4, A QA process has
been implemented as
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220 Conlinued From page 64 F 3:2.5i -~ of (8-29-14 by the

; acturale notification of the Physician and l=gal
representatives. Afl residents who tiggered an

t the MDS assessment for behavidirs that affact ;
, others were reviewed on 08/30/14 by MDS staff

| assessments and care plans were reviewead by
_the DON, MDS staff. Admission Nursa and

P administrative nurses, starting on 08/30/14 and
s ending on 090214, to ensure completeness and |
!' HCCUFACY. St

16. Alffemale residents were questioned by the
; Social Service Director and the Activily Difsctar :
~on 08/30/14, beginning at approximately 930 AM,
f regarding whether they had been totched
; Inappropriately by-a male resident or anyona ;
since they had resided af tive facility. All resldents
fanswered "No". All male resident were ’
i Interviewed by the DON and the administrative
. urses on 09/02/14, beginning at approximately
*10:30 AM, regarding whether they had been
Ftouched inappropriately by & male resident or
2hyone since they had resided at the facility, Al
‘responded "Ng",
i
; 7. As confirmed by Resident #2's Power of
. Attorney, the Charge Nurse of the facilily made
** her aware of the inifial occurrence and '
 subsequently updated her related to Resident
#2's continued parsistence in bropefiing towarg -
' Hesident #71's room. On 08/05/14 the facility
- Administrator met with Rasident #2's POAaf
length to discuss future plans, room changes, etfc. i
On 08/30/14 at 10.45 AM, the Vics President of
’ | Clinical Services met with Resident #2's POA to
. validste she was natified of af aliegations of o
* inappropriate behavior and actions taken by tha
i facility. : :

~and administrative nurses to snsure the care plan = -
‘reflected cument interventions. Al resident '

Administrator to
o monitor on a continual
‘ b&sis,'thé residents’
condition through
daily morning
- meetings where the
 Administrator,
P Director of Nursing,
-’ Assistant Director of
: ~ Nusing, S8D.
Activity director,
administrative nurses,
charge nurses and
therapy team review
physician’s orders,
Dursing supervisor
reports, 24 hour
- nursing
comrmunication sheets
and incident reports.
The facility also
utilizes the Interact I
E Stop and Watch
Program to gather
input from all staff ag
to any changes noted
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N Re&nden‘z #1's son was contacted by the Vics

8 On D8/30/14 at 3:05 PM the Attending ;
! Physician for Resident #1 and Resident #2 was
: cohigcted by the Vice President of Clinical
, oervices. The Physician stated he was wall ~
" aware of (Resident #2's) change in behavior, He

¢

9. Based on the weekly skin assessments, all : member of the
residenta with identified skin aress were reviswed - .
¢in the weekly Quality of Care meetings by the )

:through a dally monitoring mesting during which
the Administrator, DON, Assistant DON, charge

; orders, nursing supervisor raports, 24-hour ) - s
nuwmg cormmunication sheets, cara plan ! monthly quality
! revigions, conduct daily physical rounds in the

Tha facility wilf also tifize the inferact Il Stop and .
Watch Program lo gather input from all staff :

STATEMENT OF OEFICIENCES T PROVIDER/SUPPLIERICUA (A2 MLRLTIPLE CONSTRUCTION (X3 DATE BURVEY
AND PLAK OF CORRECTICN DENTIFICATION NUMBER; . . COMPLETED
A BUILDING
. . o
185207 B. WG DOMA/2014
HAME OF PROVIDER OR SURPLIER STREET ADDRERR, OITY, 3TATE, ZIP QOLE :
e ' | 820 PARKER ROAD :
MAVEVILLE NURSING AND REMABILITATION FARILITY ) g
k _ _ o MAYBVILLE, KY 416856
Ky i . SUMMARY BTATEMENT OF DEFICIENCIER ’ i . PROVIDER'S PLAN OF CORRECTION - {5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREFR {(EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG - REGULATORY OR L3C IRENTIFYING INFORMATION) TaG CROSES-REFERENCED TO THE APPROPRIATE QaTE
L o ' : ' DERICIENGY) )
F2 b Lanznnueef From page 65 - F 226 ot observed with any

resident’s behavior or

 President of Clinical Services at 4:00 PM on | otherwige, In the
08/30/14 to ensure he was aware of the above . ahsence of the

¢ concerns. -He stated he was aware and had bean | ; - -
 hotified by facility staff. No other concerns were | _; Administrator, the
expre ssed. : _‘ Director of Nurging,

Assigtant Director of i
Nursing or charge |
nurse will assume this
responsibility. For

: stated he informed the surveyar he had been : continued monitoring
. natified and updated concerning both residents : T
{#1 and #2). of this alleged

deficient practice, a

governing body, which-

Enterdnbmphnaw Team on 07/25/14 and 08/07/14. ? will be either the

A Quality Assurance process was nmpiemenied E};e-r.?unve v}'cf '
- by the Admiristrator on 08/29/14 to monitoron g President or Vice
* continding basis this Allegation af Compliance | President of Clinical

Services, will be in
' nurses and therapy team review F’hysm;an ; attendance at the

assurance meetings for

: tacility, review incident reporting and ensure . the next three months, |
apprmpnate Physlcian and legal representsiive ! : e el
_ Inotifications. The daily monitoring will continus Ttds this facility’s
, for the next three (3) menths :»:md weeklv , ; policy to educate all
i :
: ihar&aftet _ : : _ new employees of the
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188207

HAME OFf PROVIDER QR SUPPLIER

| MAYSVILLE NURSING AND REHABILITATION FACILITY

STREET ADDRESS, CITY S'E'A_TE_, 2P CODE
520 PARKER ROAD
- MAYSVILLE, KY 41056

i regarding ahy changes noted or obaerved with
| any residant’s behavior or otherwize, - '

assume the responsibility. On weekends, the
| Charge Nurse will compete this process.
' The DON will conduct 2 quality assurance audit

, a0 a monthily basis fo ensure compliance,

+ 10. For continued monitoring of the Aflegation of
. Compliance, a member of the governing body,
* either the Executive Vice President of the Vice

i President of Clinical Services, wifl be in

. attendance ai monthly quality assurance

' meetings for the next three (3} manthe,

" The State Survey Agency validated the
fimpiementation of the Tacility's AOC as follows:

|

|

l’ " 1. Copies of skin assessments, parformed by

{ fiicensed staff, for Resident #1 on 07/28/14 and
! . ; 08/05/14 were reviewed. Mo concems were

; ' revealed during this review. A review of the

i : complete assessmeant by the Physician on

i 07/31/14 reveated no concerns,

! ; _

i & A review of every 15 minute checks of

" Reslident #2 by nursing staff, for the period of
§ 07/26/14 through 07/30/14, revealed no

. concemns. Observation of Rasident #2 on

, sitting In the dining room with a staff member
' playing cards. Interview with SRNA #6 or

; i 0504714 at 10:09 AM, revealed she was
“assigned to do 101 with Resident 22, inferview
i with the Administrator on 09/11/14 at 1:55 PM,
. confimned Resident #2 was started on 11

i In the absence of the Administrator, the DON will :

ffor accuracy of clinical records on 10% of records

3

' 09/04/14 at 10:06 AM, revealer the resident to be

E

i_ i SUMMARY 3TATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION (X5
| PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFi {[EACH CORSECTIVE ACTION SHOULD BS GORPLETION
{0 TAS REGULATORY OR LSO IENTIFYING INFORMATION TAC CROSS-REFERENCED T( THE APPHOPRIATE RATE
. . : DEFICENCY) .
i F 226 Continue 3 26 g i i
| 2 onfinued From page 66 F 2‘_‘“5 ‘Resident Protection

- Policy” upon hire, and
© aminimum of two
times annually in May
and October, These in
. services are provided
z' by the Huoman
5 Resource Director,
Administrator, DON,
SSD and/or
Ombudsman. In
addition, the facility
provides employees
with an informational
card that can attach to
their name tag or be
' kept in their pocket
1 _ which includes the
elements of the
“Resident Protection
Policy” as an .

additional resource.

There will be ongoing
auditing and
‘momtoring of facility
staff{o ensure

" knowledge of the

i

£
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STATEMENT OF DEF?G!ENCES (X1} PROVIDERISUSELIERICLIA

X2y MULTIPLE CONSTRUCTION

(33} DATE SURVEY

momtormq on (8/29/14 and the monitoring was
; ongoing.

'3 The facifity provided the in-service sign in
i sheets for training of the Administrator and the
. DON on 08/28/14, by the Vice President of
* Clinical Seivices, related fo the following;
i accuracy of clinical records related to
~documentation and notification of the Physician
fand the POA; the definitions of abuse;
 identification, reporting and investigation of
ahuse; implementation of the facility's Protention ;
a F‘oha,y; and care plan revisions, {interview with {the
r Administrator on 08/11/14 at 1:47 PM. and the
DON on 09/11/14 at 1:35 PM, revealed both had
! attended the in-service training and were able to
i verbaiize their Understanding of the education.

V4. The ,f-aciiiiy provided a copy of the in-service
i sfgn-in sheats for 08/29/14 and 08/30/14. Review
af the records revealed training was pravided for
all staff regarding the following: accuracy of the
r‘!mrca record, documentation and notification of !
the Physician and the POA; definitions of abuse: | ;
identification, reporting anzf investigating abuse;
and revision of care plans. g

i mtewiew with SRNA#10 on 09/11/14 at 2:25 FM,
. revealed she had attended the in-service refated
“fo abuse. Intarview with SRNA/Restorative #4,
: on 09/11/14 at 1:23 PM, revealed she had .
attended the in-service related to abuse and haw ;
{o respond. Interview with the Housekeeping f
. Suparvisor on 09711714 at 1:30'-PM, reveajed she |
| " had attended the in-services related to abuse, i
- ldocumertation, and netification. Interdew with
| , Maintenance staff on 09/11/14 at 1:12 P,
§ ' revealed he had attended the abuse in-services, |
g Interview with the Activity Assistant, on 09/11/14 .

Protection Policy
through im-servicing
and penudn
questioning of :;mff by
charpe nurses,
administrative staff
(MDS assessment
nurses and muse aide
coordinatoryand
department ,
supervisors. A
minimum of 25% of
employees are
questioned, and then in
serviced monthly by
their department
supervisor on the
“Regsident Protection
Policy” and SBAR.
“Stop & Wateh”, Ifa
problem is identified
at any time, ivmediate
corrective action
would occur. The
Social Service
Director interviews all

AND PLAM OF CORRECTION IDENTIFICATION HUKMEBER: £ Bl BN COMPLETED
oo G :
185207 E. WING DuM 2014
HAME OF PROVIDER OR SUPPLIER ‘ : , I STREET ADDRESS CITY. STATE. 217 CODE
. 620 PARKER ROAD
MAYSVILLE BURSING AND REHABILITATION FACILITY
_ . _ MAYSVILLE, KY 41056
v SUMMARY STATEMENT OF DEFICIENCIES ' s FROVIDER'S PLAN OF CORRESTION R )
PREFE {EACH DEFICIENCY MUST BE PRECEDED 8Y FLLL . PREFIX {RACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG F REGULATORY OR LSC IDENTIFYING IMFORMATION) TAG CROBS-REFERENCED T0 THE APFROPRISTE | DATE
P i . i DEFICIENCY) , :
FRB(tue
antinued From page 67 F 226 tacility’s Resident

L
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PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFRX (EACH DORRECTIVE ACTION SHOULD BE i COMPLETION
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S o i DEFICIENCY) ‘
- F 2261 Continued From page 88 - N 3 : o
m page 88 F228 residents quarterly:

* abuse and aliended the in-sarvice on OB/20/14.
nterview with RN #2, on 00/11/14 at 125 P4,

i related to abuse, documentation, notification,
. reparting, identifying, investigating, and revision
i of care plans.

5. The facility provided a copy of audiis
xcompleted beginning 08/30/14 and ending
08/02114, for all resident records regarding
t accurate notification of the Physician and the
legal represantative, and & raview of resident
! assessments and care plans to ensure

" completed on 08/30/14, related to residents who

! triggered on the MDS assessment for behaviors
that aftect others, revealed the care plans
treflected current interventions.

Eall resident records were reviewed for
. documerntation, Physician and POA notification,

i ac:curate assessments and ¢are plans,

on 0830114 for female residents, and on
| DO0A4 for male residems, regarding whethar

' resident or anyons since mstding ai the faciiity.
1\*0 ooncamns wele voicad by any residents,

7 Interview wﬁh_the POA for Resident #2, on

" 09/04414 =t 9:20 AM, revesaled zhe had spoken

i with the vige President of Clinical Services and
"the Administrater, She confirmed she was not

i sure when she was first notified, but she was now |
_aware of all allegations of Inappropriate behavior
fan the part of Resident #2, and was aware of :

; completeness and accuracy. Review of the audit

|6 The f.ac Elty provided interview audils comp eted

_they had been touched inappropriately by a male

cat 126 PM, revealed she had recaived training on

revealed she attended the In-service on 08/28/14

;

1

fnterview with RN
 #2MDSE Nurse, on 09/11/14 at 1:05 PM, revesied |

~rrent behavior interventions, and complete and .

! based on their MDS
schedule, The 8SDr
attends daily moming
meeting and is alerted
to any resident

' changes such as mood,

behavior, and physical

or emotional which
could be indicative of
possible abuse. The
58D interviews any
resident with the
above noted changes
as identified, or as
needed in addition to
the quartetly
assessment completed.

During each interview,

residents are _

wterviewed to identify .

* any potential abuse of

i any type. In addition,

; licensed staff conducts

' weekly skin

assessments on all
residents which would

i

i
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‘The resident has the right, untess adjudged
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D SUMMARY STATEMENT OF DEFICIENGIES D . PROVIDER'S FLAN OF CORRECTION %)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFR (EAGH CORRECTIVE ACTION SHOULD BE §COMPLETION
TG BEGULATORY L}R LS5 IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TC THE APPROPRIATE DATE
: DEFIGIENCY)
[l T PRPRP ; : - - -
228 Lo@ﬂnued From page 89 Fz225 also identify any
1 acbons taken by the facility, ' .
L . goncerns tor :
Interview with the POA far Resident #1, or inferviewable or
09/10/14 at 4:30 PM, revealed he had spoken “oniftervi
: With the Vice President of Clinical Services and n()r'nnt mewa(bie
" toid her we was aware of the inappropriate residents. During the
ge!;a\n'@tr m;wgrcf his mather, as he had been told monthly Resident
: A - . .
{ by JaCilly § Council meetings, the
. H . :
* 8. Inferview with the Attending Physicizn for residents are presented
; Resident #1 and Resident #2, on 09/10/14 at &: 25, : :
related to
" PM, revealed he had spoken with the Vice ‘ qlfesn{}m
" President of Clinical Services and was awars of nustreatment or E
: Resident #2's change in behavior. inappropriate -
6. Review of the Quality of Care meeting minutes bcl}awprs tmm other
- revealed residents with identified skin aress were | residents or staff. Any
reviewed on 07/25/14 and 08/07/14, Interview concerns are reported
-with the Adminlstrator, on 08/11/14 at 5:10 PM, e
: revealed the team met daly to monitor care plan to the Administrator ;
revisions, incident reporting, and appropriate . for invesugation. Once |
' notification of the Physician and PCA. The g g o
i medicaf record audit is scheduied to bs nitiated a Stop anfi ,Waﬁﬁh tool
09/17/14 and completed by the end of sach - has been initiated by &
L month. Review of the audit too! utifized to monitor . staff member, one
. 10% of resident records for ACCUTEGY an & - .
“monthly basis revealed no concerns. - , copy 1s immediately
i ) : 1 , - given to the licensed
.10 Interview with the Vice Prasident of Clinicat ! i !
‘ " Services on 09/11/14 at 5:00 FM, revealed she or nmselanq the other
i | the Executive Vice Prasident of Clinical Services copy 1s given to the
! : v;c):uid aiengheﬁr;?ogg?y QAimeeting forh ’ge;a . DON for follow up.
*{3) months. Monthly QA meetings are schadule AT o fa s
; 05/17/14; 10/15/14, and 11/19/14 T . All staff of the facility
F280 483.20(d)(3), 483.10(k)(2) RIGHT TO ' F 280° were traned when the
58=J PARTICIPATE PLANNING CARE-REVISE CP

program was iniiated

!
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K - SLMARY STATEMENT OF CEEICIENCIES o PROVIDER'S FLAN OF CORRECTION - oy
PREFIXY -, {EACH DEFICIENCY MUST RE PRECEDED By FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE T COMPLETION |-
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: S . . DEFICIENTY)
‘. 80, Cenfinued From pags 70. F 280. in August 201 1and all

- ineompetent or otherwiss found lobe
! incapacitated under the laws of the State, to
: participate in planning care and freatment or
. ; changes in care and treatment.

* A comprehensive care plan must ha deveioped !
: within 7 days after the completion of the :
- compiehensive assessment; prepared by an .
" interdisciptinary team, that includes the aftending
i physician, a régistered nurse with responsibility
, for the resident, and ather appropriate staff in ,
discipfines as determined by the resident's needs,
hand, fo the extent practicable, the participation of
 the resident, the resident's famity or the resident's |
. legal representative; and periodically reviewad
“and revised by a tsam of qualified persons afler
f each assessment,

3
H

I

*This REQUIREMENT is not met as avidenced

Eby .
. Based on interview, record review and review of |
~ the facility's policy, it was determined the faciity !

Hailet! to have an sffective system to ensure the -

; Comprehensive Care Plan was reviewed and
Tevised to implement interventions to provide

* Fappropriate suparvision of residents and protect
 residents from abuse for twa (2) of sight {8
. Sampled residents (Residents #1 and #2),

; Interviews with nurses and State Registered
- Nursing Assistante (SRNAs) revealed Resident
H#2 was observed touching Resident #1
'} Inappropriately on several different occasions. |
On 07/26/14, a visitor pointed at Resident #1 and ;
| Resident #2 and told & SRNA "youi need to do

new employees are
trained during their

* orientation period. All
staff will be educated a
minimum of twice _
annually on the SBAR

tool and “Stop &

Watch” and as needed.
: The Administrator,

DON, ADON and/or
department
Supervisors
(housekeeping _
supervisor, dietary
supervisor, medical
records supervisor,
activity supervisor,
MDS Coordinator,
SSD, and Maintenance
Director) will conduct
these trainings, All
staff were re-educated
on SBAR and “Stop &
Watch” and instructed
that one copy is to be

- given to the charge

FORM CMS-2537(02-89) Pravious Virsions Qbsoists

- BventiD: 208w

Facility iD: ?ﬁOBSJS‘

¥ coniinuation sheet Page 71 of 123




 DEPARTMENT OF HEALTH AND HU%‘@&H SERVIC ES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED, 124712014
FORM AFPROVED
OME HNO. GQE&OSS“’H

STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERACLIA

(2} MLLTIFLE CONSTRUCTION

(533 DATE BURVEY

AND PLAN OF CORRECTION loemﬁﬁmﬁou HUMBER: A BUILOMNG COMPLETED
o . G
' bi -l .
| 185207 B YANG i 99Met4
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY. 8TATE, ZiF CODE
' o . 520 PARKER ROAL - :

MAYSVILLE NURSING AND REHARILITATION BPACILITY e

' . o : o MAYSVILLE, KY 41058
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F. 80, Continued From page 71 F280 nurse and the other

something about this", as Resident #2 was

| observed with his/tier hand inside the waist band |
; Of Resident #1's pants. On 7/26/14, Resident #2
" had histher hand under Resident's #‘] sshirt On °

| 07/30/14 sought out Resident #1, dispiayed
_inappropriate behaviors (touch:nq

“Inappropriately), was difficult to redirect, and was |

; sent out'to the hospital for a psychiatric (psych)
“evaluation, On 0B/04/14, Resident #2 was

i readmitted and was observed on two (2) separate ; ;

. limes that day to have more than half of hisher

“hand in Resident #1's pants, once near Rasident .

C#1's puble area down the front of his/her pants

and the other tima in the groin area up the pant's

Ve, tn addition, staff interviews revealed
Rﬁaidant #2 tried unsuccessfully on other
“eccasions to seek out Resident #1¢ however, siaff
Fintervened before hafebe was 'abte to touch

; Resident #1. On 08/09/14 Resident #2 was

ﬁ:sund in Resident #1's room again, redirected out

¢ of the room, however, continued to return,
Resident #2 was sent back out to the haspital on

{ 08/09/14 for anothet psych evaluation. interview ;

. and record review revealed the facility failed o
‘revise Resident #2's and Resident #1's care

¢ plans to provide adequate supervision and

. protection to prevent further incidents. (Referto

fF.223) o

]“he: facility’s failure tc:\ ha‘.fe an effective system &n
: place to ensure the Comprehensive Care Plan
“was reviewed and revised to implemant
{ interventions to provide adequate supervision and
_hrotection to prevent further incidents was likely
''to cause serious injury, harm, impatiment, or
: death. The Immediate Jeopardy was identified on i
' 08/29/14 and was determined ta exist on '
i 0?’!?6!14

copy be piven to the
DON. This re-
o - education took place
on 8/29/14 and
i 8/30/14 by the
Administrator and
DON. Any resident
that experiencesa
change in condition is
reviewed for the
effective use of the
! Interact II program
" including the Stop and
Waltch tool and the
SBAR form. Licensed
nurses conduet an
assessment of the
resident(s) noted on
the Stop and Watch for
a change 1n condition.
If the assessment ieads. "
- to further concerns
related possible abuse,
the licensed nurse will
then initiate the
" facility’s Resident

S
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Assessmeant, F-280 Cara Plan Revision, with a
i Scope and Severity of "D" while the facility
. develops and impiements & Plan of Gorrection,
" and the facility's Quality Assurance continues to
i monitor iy ensure compiance with systemic
_changes,

i The findings include:

! Review of the facilify's policy fled, "Care
. Plans-Comprehensive” dated 08/01/13, revealed
' care plans were developed based on a thorough
1 assessment which included the the Minimumn
. Data Set (MDS) Assessment. Continued review
'revesled care plan interventions were designed
, after careful consideration of the reiationship
“hetween the resident's problem areas and their
j ceuses. Policy review revealed however,

j resident's condition changed. The Policy
revealad the Care Pisnnma:’int&rd}ﬁmalmary Team

I'was respansible for the review and updating of
care plans when the desirad outcome was not

{ met. ' :

’ £ntervic=w with =taff revealed Residerd #2 was

I seeking out Resident #1 and/or displaying
. iappropriate sexua! behavior towards Resident
1 #10n 07126014, 07/28/14, 07130014, DB/04/14,

STATEé,ﬁENf QF DEFICIENCIES HEDY PROVIDERISUPELIERITELIN {52} MULTIPLE CONETRUCTION {43y DATE BURVEY
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F 280.. %)nt;nued From p:;;ge_ 72 bie eradit F 280 Protection Policy; i
1 Tha facility provided an acceptable credible ' ; - .
Aliegatm of Compliance (ADC) op 0900714, wit a %nc-lud;ng '3 praper
he facmty glteging rermoval of the immediats Canvestigation,
| Jeopardy on 09/0314. The Immediate Jeopardy protection and
_was verified to be removed on 090314 prior to . ocedur
*exiting the facility en 09/11/14, with remaining Ieporting procedaures.
| non-compliance at 42 CFR 483.20, Resident Through the daily

,_ assessments of residents wers ongoing and care
' plans were revised regarding the resident and the

and QB/GQ! 14. : ‘ i

morning meetings and
audits, any concern b
noted from the review
of nursing report

sheets, incident

reports, and

physician’s orders
would be investigated
and immediate action
occur if necessary. The
daily morning

meetings are

conducted Monday -
through Friday and the
audits are completed
by the Administrator,
In the absence of the

Administrator, the

DON and/or ADON,
| or charge murse will ‘
conduct the audits. |

S
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+ 1. Record review revealed the facility &d'"ﬂl el
Res;dpm #2 to the Taciity on 04/21/12, withy
| diagnosss which included Dementia Without
¢ Behavioral Disturbances, Diabetes and
. Parkinson's Disease. Review of the Quarterly
FVED‘-?. Assessment dated 06/268/14, reveaied the
facility assessed Resident #2 with a Brief
. mtew‘aﬁ:w for Mental Status (BIMS)
{15} out of fiteen (15) which indicated the
1 resident was cognitively Intact.

' Review of Resident #2's Comprehensive Care

i Plan, revealed the resident was care planned for
. social interaction impaired ralated to
“inappropriate behavior which was undated.

i Review revealed on U7/26/14 thic care plan was

. updated with redirecting Restdent #2 from reom

129 (where Resident #1 resided), and an

* intervention was implemsanted for every fifteen

_(15) minute chacks. Continued review of the care

' plan revealed it was updated on: 07/30/14, with
| infarmation regarding Fesident #2 being sent to
the hospital for 2 paych evaluation; 0B/04/14,
'when the resident returned from the hospital, and
i the every fifteen {18) minute checks were once
~again implemanted; (08/06714 when Resident #2
fwas sent back out [0 the hospital for another

: psych evaluation; and 08/12/14 when the resident |

' returned from hospital and anintervention
fimplemented for a room change to another unit
1 Howaver, review of the Comprehensive Care

grare of ffﬁ@ﬁr%

i

' Plan revealed no documented svidence the care

! pian wae revised o include interventions to

. pravide increased supervigion of Resident #2 o
* prevent further alleged sexuat abuse incidents
tawards Resident #1,

! Review of the hospital record reveajed Resident
¢ #2 was diagnosed with Hypersexuality, was

complete the process

on the weekends. The

results of the audit

from the weekend:

charge nurses are

‘ reviewed by the

; Administrator, DON
or ADON or the

following work day.
The Administrator has
the documpentation of
the completion of the
daily audits and the
weekend audit
documentation from
charge nurses is
forwarded to the
Admimstrator for
review, Any issues
- noted through this

process regarding
gotification will
immediately be

followed up on and the
) appropriate actions
¥ oceur. This QA

H
H
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. Continued From page 7 F 280 process will be

d!Scharge(f from the hospital and transfen ed back -
"o the faciity on 08/04/14. However, review of ;
i Resident #2's care plan revealed no documented _
_ evidence the care plan was revised © include the
diagnosi:“s of Hypersexuality with interventions put |

| in place to address the problem. Review of the ‘
. Gare plan revealad the facility again injliated every
f“ fieen {'l 5} minute chacks of Res:dem #2. ;

Revlew of the hospital record for Resident #2

* revenled the resident was again admitied to the
i hospital Behaviaral Health Unit on 08/08/14 and \
. readmitted to the facility on 08/412/14 with

' diagnoses of Hypersexuslity, However, review of ©

+ Resident #2's care plan revealed no docurmnented

. evidence the care plan was revised (o inciude the

" diagnosis of Hypersexuality with interventions put

i In place to address the problem.

" 2. Record review revealed the faciii!:y admifted
' Resident #1 to.the facility on 12/12/13, with
. diagnases which included Dementia, Alzheimers
* Disease and Anxiely. Review of the Guuarterly
: MDS Assessment dated 08/07/14, revealed the
facitity assessed Resident #1 with a Brief
Hinterview for Mental Status (BIMS) score of "00"
;out of fifteen (15) which indicated the resident
: was severely cognitively impaired.

Re\new of Restdent #1's Comprehensive Care

" Plan, dated 12/24/13, revealed numerous care

- plans in place. However, further review of the
. Comprehensive Care Plan ravealed no
' docurmented evidence it was updated of revised
 for this severely cognitively Impaired residant's ;
pratection and safety from further aflsged sexunl !
fabuse by Resident #2. ;

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

ongoing, The results of
the daily auditing and

| momtoring will be
made part of the
monthly QA meeting
by the Administrator
and will continue for
the next 6 months,

5. 09-15-14

F280 o X

Itis and was on ﬂl_ﬁf day of survey
the policy of Maysville Nursing
and Rehabilitation Facility to
assess a resident using the
quarterly review mstrument at
least every three months.

1. Resident #2°s care
plan was revised by
the MDS nurse on the
following dates: (7~
26-14, 07-30-14, 08-
04-14, and 08-28-14

. with & problem of
i “mappropriate

i
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- Cootdinator revealed MDS staff reviewed and

Frevised care plans daily, Monday through Friday, )

. from review of Physician's Orders and information |

~from the moming meeting. The MDS Caordinator,

i stated the floor nurses did not usually update or

, Tevise residents’ care plans. She stated she did

“not rermember Resident #2's alleged sexual

i abuse incidents being discussed in the morning

- meetings, and stated Resident #2°s care plan did |

"not address the alleged abusive behaviors.

; However, she indicated Resident #2's care plan
should have been revised to address the alleged

t abusive bahaviors. ‘

! Interview with. the DON, on 09/11/14 at 8:55 AM,

: revealed care plans were reviswed and revisad

by the MDS staff as necessary from the daily

‘ morning meeting information and review of fhe

; Physician's Ordeys. She stated however, she
was unsure If Resldent #2's sexually abusive

t behaviors were discussed in the moming

. meetings, and indicated if not the MDS staff

fwould not have known to review and revise

: his/her care plan.

{ Inferview with the Administrator, on D8/29/14 st |
6:45 PM, revealed changes in residents' -
Econditions or behaviors were reported to all staff
through every shift report. However, she stated |
MDS staff were respensible for updating arid
| revising restdents' care plans daily, Mondsy
- through Friday, based on review of the
i Physician's Orders and information obtained
during the moming meeting. The Administrator
Frevealed she did not think "floor staf® updated _j
; residents’ care plans: She further stated the care .
" plans for both Resident #1 and Resident #2
j should have been revised. - i

interventions of every
fifteen minute
monitoring, transfer to
hospital and a
toom/wing change.

On 08-29-14 at 9:00 P.
M., one-on-ome
monitoring for
Regident #2°s alleged
targeting behavior was
added to the care plan.
Resident #2 was
immediately placed on
one on one monitoring
following the incident
on 7/26/14 and then
every 15 minute
checks were initiated
through 7/30/14,
Regident #2 was also
transferred to St
Elizabeth to receive
inpatient psychiatric
evaluations on two
cceasions, 7/30/14 and
8/6/14. Resident #1

FORM CMS-2567(02-38) Previous Versions Obsalote

Everg 120381

Fagility (C: 100333

if contifivation sheal Page 76 of 123




Dee. L2014 9:55AY
) : PRINTED: 112412014
DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
LCENTERS FOR MEDICARE & MEDICAID SERVICES . . _OMB NG, 03338-0-353“;1
H .
| STATEMENT OF DEFICIENCIES (41 PROVIDER/SURPLIER/SLIA | {X2) MULTIPLE CONSTRUCTION : (X3) DATE SUmvEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING . COMPLETED
' C .
188207 B WG . L 09101
| NANE OF PROVIDER OR SUFFLIER STREET ADDRESE, CITY, 3TaTE, ZIF CoDE
§ .
: R B20 PARKER ROAD '
MAYSVILLE NURSING AND REHARIL ATION FACHLITY y
. T ACH f MAYSVILLE, K¥ 41085
) SUMMARY STATEMEMT OF DEFICIENCIES . i FROVIDER'S PLAM OF CORRECTION st
FPREFD | (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREF {EACH CORRECTIVE ACTION SHOULD pE . COMPLETIGN
Tag REGULATORY GR LSCIDBNTIFYING INFORMATION) AR CROBE-REFERENCED TO THE APPROFRIATE DATE
) . : o DEFICIENCY) : :
F 280 Confine - " e
2B Continued From page 74 F 280 was asgessed by means

i The facility provided an acceptable credible

Allegation of Compliance {

 alleged removal of the 1J effective Gors/{4.
-1 Review of the AQGC revealsd the facility
implemented the fallowing:

1. Resident #1 was assessed by means of a head
10 tos skin assessment on 07/28/4 by an LPN,
: and again on 08/05/14. Both skin assessments
“indicated Resident #1's skin was intact withno
i redness. A complete assessmeant of Resident #1 !

- dacumented as follows: “advanced dermenta,

AQC) on 08/09/14 that )

£

H

i

i

i . was conducted by (he Physician on 07/31/14 and
i

written orders”

! education.

 otherwise, no significant issues to deal with :
Chart is reviewed. (Resident} is seen, Her exam 3
tis unchanged. -Plana: for on

2. After the incident on D7/26/1 4, Regident #2
was removed from the area and 1-1 Supervision
H{for one howr} by activities staff was provided,

; followed by every 15 minute checke by nursing
“staff, On 08/20/14 at 9:00 FM, 1:1 monitaring

i was initiated, as directed by the Admi
‘Resident £2. This will be ongoing.

] .2 0n 08/29/14 at 515 PM, an in-service was
F conducted by the Vice President of Ciinical

. Services for the Administrator and Director of
*Nursing (DON) o the foliowing, definitions of
i abuse; reporting obiigations refated to abuse
allegations; identification of abuse, investigation
+ of abuse allegations; mplementation of the

facility's Resident Frotection Po
 of the clinical record. The Administrator and the
, DON were able to verpaliz

i ’ : '
"4, On 08/29/14 at 10:30 PM, 08/30/14 5t 10:30

e understanding of the

going care by current

nistrator, for

licy; and acouracy |

b

of head to toe skin
assessment by licensed
nurses on 7/29/14 and
8/5/14. The 88D
attempted to interview
Resident #1 on 8/7/14
and the assessment is
documented with no
18sues noted. The
nurse’s notes include
specific entries for
Resident #1 on
727114, 7/28/14,
7/30/14, 7/31/14,
8/1/14, 8/3/14, 8/5/14
mdicating the he/she

- 'was exhibiting no

distress or change in

- behavior.
- All resideént care plans

were reviewed starting
-on 08-30-14 and
ending on 9-02-14 by
the Director of
Nursing, MDS staff
Admissions Nurse and
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: ' DEFICIENGY)
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F 250 E Lnnfm;ned Z{ci:} page 77 oMt . F280° - Administrative nurses
AM and D8/30/14 at 1:00 PM, the Social Servica : . o ed
; Director, Dietary Manager, Activity Director and for COmPICtGHCSb and
all ticansed staff were in-serviced by the i P accuracy. The DON,
Acimmtstrator and the DON on accuracy of clinical , MDS staff :
records, as telated to documentation and i 5 s s
I notifi cation of the Physician and the Power of ADON/Admissions
. Attorney or legal representative. : ? nutse, and
J ’ M M\‘ . - _ﬁ.
O 08/29/14 at 10:00 PM, 08/30/14 at 10:00 AM, admiivisirative munses
band 08/30/14 at 2:00 PM, all staff wers audited alt resident '
. i In-serviced by the Administrator and the DON care plans 1o ensure ;
related to accuracy of the cilnlr:ai record, .
; accuracy to reflect
O 08/29/14 at 16:00 PM and 10:30 PM, GS!BMM current interventions
Fat 10:00 AM and 10:30 AM and 08/30/14 at 1:00 ; s .
P and 2:00 PM, the Administrator and the DON and physician’s orders
edcated all staff on the fallowing: the defiritions ! through observation,
; of abuse; reporting obligations of abuse commmtnication of
- allegations; identification of abuse: investigation 1 affand
i of abuse allegations and implementation of the - front line staff anc
facility's Resident Protection Palicy; accuracy of | comparison of
i the clinical record, and revision of care plans, A documented needs in
quesﬁon and answer period was held at the .
i conclusion of all in-services to establish f relationship to the care
_competency. : plan. -
. | a1
| Twelve (12) emplovees out of the facility for ; 3. Daily, the
- Imadical leave, maternity leave of vacation were : Administrative team
“educated by the DON via telephone. No staff will : :
) g .
i be permitled fo work: undil they have been mvwﬁ the :
_aducated ; physician’s orders,
i ' nursing supervisor
5 All rewdeﬂtreccrcfs were reviewed by the i the 24 hour
{ DON, Minimum Data Set (MDS} staff. Admission ! ‘ Teports, the 24 hou |
. Nurse, and administrative nurses. starting on nursing
i . . .
0&'3(?/ 14 and ending on 09/02/14, to ensure ; communication sheets
. accirate notification of the F’hygjman and legal
Frepresentatives. Al residents who triggered on _
-the MDS assessment for behaviors that affec! ; b
Evaat 1) 205011 If continuation shee] Fape 78 o 123
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_ 1reflected cument interventions. Al resident

- Uthe DON, MDS staff Admission Nuree and
i aCC‘UF&C\f
i regarding whether they had been toliched”
. inappropriately by a male resident or anvone

; answered "No®. All male resident were

- 10:30 AM, regarding whethsr they had been
“touched mappmpnateiy by & male resident or

rt‘%aponded "Mo”,

? As confirmed by Residant #2's Power of

. hier aware of the initial ocourrence and
submquenﬂy updated her related to Resident

*Resident #1's room. On 08/35/14 the Tacility
i Adminjstrator met with Resident #2's POA at

{ validate she was nofified of afl gllegations of

:somt‘y

-' Remde:ni #1's son was contacted by the Vice
i President of Clinical Services a14:00 PM on

| -, others were reviewed on 08/30/14 by MDS statf
“and administrative nurs es to ensure the care plan

assessments and care plans weri reviewad by
admmmir«twe nurses, staring on-08/30/74 and

endzng on D9/02/14, m ensure compiet@ness and '

6. Alt fernale residents wers questioned by the
. Sockal Service Director and the Activify Director
" on 08/30/14. beginning at approximately 9.30 AM

interviswed by the DON and the administrative
i nurses an 09/02/14, beginning at approxirnately

; @nyone since they had resided dt the facility. Al

Atza::-mey, the Charge Nurse of the facility made

| #2's continued persistence i propeliing toward

; inappropriate behavior and actions taken by the

i

Fsince thay had resided at the facility. All remden*g l

“length to discuss future plans, room changes, et |
- 1 On 08730714 at 10:45 AM, the Vice Presigent of
. Clinical Services met with Resident #2's POA to

¢

L]

The Interact IT Stop

and Watch Program is

also sed to ensure

_ -care plans are up to

! date and accurate,

- Nurses have been

[ instructed to update

~ the care plan by
utilizing
comrmunication forms.
All licensed nursing
staff are responsible
for revising resident
care plans and were
educated on ensuring
the revision of care
plans on §/29/14 and
8/30/14 by the
Administrator and
DON. This procesgis |
completed by the :
licensed nurse utilizing
a communication form
and/or attaching a :
copy of the new order .

.

(2l

1
7
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