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: i
F 000 | INITIAL COMMENTS ' £ 000’ Te the best of my knowledge and bhelicf, as _
an agent of Boyd Nursing and Rehahititation

!
l
' Center, the following plan of correction
constitutes a written allegation of e
substantial complianee with Federal

Medicare and Medicaid Requirements.

- An Abbrevialed Survey Investigating
. KY#00019205 was Initiated on 1011512 and
| concluded on 10/24/12. KY#00019205 was
: substantiated with deficiencles cited.
: Dﬂc&:ncﬁ; wg: c:t::g '\:\étah the highest scope Preparation and cxceution of this plan of
and seventy cited a . o
F 2501 483.15(g)(1) PROVISION OF MEDICALLY F 25| Correction docs ot constitute an admission
88=D [ RELATED SOCIAL SERVICE or agreement by the provider of the truth
of the facts alleged or conclusions set forth

The faclity must provide medicaty-related social ' J in the alleged deficlencies. This plan of

serftceSb:(; ail:i? C;!; 3‘:’:;2&2;”;:3 grg;ensgsoc!a! | correction is prepared and/or executcd

. Practicabie physic solely because t is required by the provisiong

we!l being of each resident. of Foderal and State Law. |
' It is the policy of Boyd Nursing and f

, i Rehabilitation Center to provide . .

.5 Thts REQUIREMENT s not mel as evidenced i medically-related social services to attain 6°§ ‘

by “ ‘.. +
| Based on interview, record review and review of maintain the highest practicable physical, [ "2
the job description for the Soclal Services mentat, and psychosocial wetl- bemg of each !

i

! Director (S5D), It was determined the faclilty B i resident.
, failed 10 D;;OV:?ehSO?‘ﬂ' Services to altain or 5 | The Social Service Dircctor has conducted ;'
maintain the highest practicable phystcal, menta : _
" and psychosoclal walt-baing for one (1) of six ) followed ups on the psychasoofft wett be{ngl
" sampled resldenls (Resident #1). On 10/06/12 at | of Resident #lrelsted to incident of 10/08/1 2l

| ; 12:30 PM Resident #2 entered Resident #1's | { oni0/1L/12, 10/18/12 and tt/01713, } .
j foom and made sexual comments to the resident No edditionat follow-upthesdgd. l
| and inappropriately loushed Resident #1 in the (
 private area. The facky fafled to ensure the SSD L '
{  documented foliow ug Wilviews with the atleged _

! victim, Resident #1, or updated Resident #1's

i
. Comprahenhgive Rwwof Care following the i f
. ateged Inappropriate sexual behavior of Remideft |
H #z i

|
!

v

!

i
l The findIngs Include: [
| ;
LABQRATO )raacmns OR PRQYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

ﬂ/a:hgsﬁﬂfﬂ[ d T~/ :;1

Any defldiency statdmant ending wilh i ssterisk {*) denoies & deflsloncy whidh e Fistiiution may be excused m corr that
other saféguards trovide sufficient profection to the pafferty, (Sas instraallonn.$ Sarwzt e mming fomes, mmwmm%%?
foliowing the date of survey whethereor not & pian of correction 13 provided. For nursing homee: teshowe ﬂm and pians of correction are disclosalg

days following the date these documerts are mads svallable to the faditty. | deficlencles ara cited, an approvad pian of corveetion s requisite io ocm:nued
program pariicipation,

f"'T‘"

R DATE
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| Chart audits ave being conducted by ICDPT
including Social Service Director to he finalizell

. by 11720712 to determine if alt residents have
| reccived follow-up as needed for medically-

| related social fssucs and these follow-ups are
documented.

The Social Service Dirsctor will reccive
additional cducation by the Director of
Nursing op 1 1/16/12 regarding the
importance of fotlow-up and documentation
i of medicatty-related social issucs.

The Director of Nursing will meet with the . |
Social Service Director weekly x 4 weeks
to discuss outstanding medically-related sk
social issues and assist with fol low-up as o=k
needed. The Director of Nursing will review :
two charts per week for four weeks to cnsure |
that appropriate follow-iip has been completed
and documented. The Director of Nursing
will discuss ber findings of weekly
raceting with the Administrator for further
monitoring and continued compliance.

l

}

F 250 | Continued From page 1 [ F 250:{

Review of the facr!!ty iob description for 1he Social l [

; Services Director, {no date), revealed the job of '

- the 38D is to meet the residents’ and families' ;

emaolional, financlal, spiritual, educational and

» social needs and to enhance the quatlty of ife

! through individual, group and Interdisciplinary
aclivity, Furither review revealed key

’ responsibllities are to document prograss and

| update plans of care at the interdlsciplinary care
' canferences; assess the emotional needs of the
' rasident and ensure those needs are met by lhe
[ facillty or through the use of outslde agencies and |
- acts as the resident advocate,

]
'
e

!

I

]

i

i

i

; |
" Record review revealed the facility admitted 5
[ Resident #1 on 05/20/12 with diagnoses which |
. Included Multiple Sclerosts, Cerebral Vascular |
i

i

:

i

!

' Accident and Aphasla.

i Review of the Quarterty Minimum Data Set

r (MDS} Assessment, dated 10/05/12 revealed the |

' factilty assessed Resident #1 with a Brief

[ Intarview for Mental Status (BIMS) of fourteen

! (14) out of fifteen (15), indicating Resldent #1 was !
[ orlani@c-ane cognitively intact,

l Review of an intake form revealed the facility se?f
: reported an altegation which stated Resldent #2

| entered Resident #1's room and asked him/her

! "to suck pussy”. Review of faciltly's staff

[ statarhents revealed a visllor (Resident #4's |

. daughter} reported to SRNA #1 that Resident #2 ’

| ! was talking to and touchlng Resident #1 in a | !
| "privatf area’ but was Unable to hear what was J i O

i’ }

being said. S
8 i lnterv!ew with SRNA #1, on 10/17/12 at 11:30 AM, | ,
! L .
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F 250" Continued From page 2 ‘ F 250! }
| i

I revealed he was passing tunch trays when a
, Vigitor came o hitm and told him of the incident

i his/her wheelchair, he returned Resldent #2 to

f
[ Interview with LPN #1, on 10/17/12 at 9:10 AM,

'report It to the House Supervisor for that day
| (Staff Developmen! Nurse).

f Interview with the Staff Development Nurse

i {House Supervisor on the day of the alleged

i Incldent an 10/08/12), on 10/17/12 at 1:30 PM,
i revealed an investigation was Initiated and

f Physiclan was notifled and orders recetved to
; send Resident #2 for a Gerlatric Psychological
i evaluation,

i
Review of the Nurse's Notes for Resldent #1,

. Nurse interviewed Resfdemt #1 as to whether
| hefshe felt safe or if anything was bothering
" him/her.

i Interview with Resident #1 on 10/19/12 at 9:45
| AM, rgvealed Resident #2 touched him/her

' between the legs and made a sexuatly

; Inagpfopriate comment.

{interview with Resident #1, Further review
| revealed Resident #1 was non-verbal but

; occurring belween Resident #2 and Resident #1.
i He stated whan he ammived at Resident #1's room,
[ Residen! #2 was trying to back out of the room in

; his/her room and reported the Incident to LPN #1.

! revealed her involvement with the incldent was to

| Resldent #2 was placed on 1:1 supervision, the

dated 10/06/12 revealed the Staff Deveiopment

. Revlaw of facility Nursing Notes, dated 10/111/12
l at 3:08 PM, (five days after the Incldent), revealad
an entry by the SSD wal documented her Initlal

|
|

f

|
f
|
|
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185418 3. WiNG 10/24/2012

NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
12800 PRINCELAND DRIVE
BOYD NURSING & REHABILITATION CENTER
ASHLAND, KY 41102
x4) 10 ! SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S FLAN OF CORRECTION
i eREFx | (EACH CORRECTIVE ACTION SHOULD 8E

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) [ TAG ‘I CROSS-REFERENCED TO THE APPROPRIATE
; OEFIGIENCY)

! i

| |

F 250, Conlinued From page 3 i F 250i
communicated with haad nods, gestures and !

{ writing his/her answers. Review of the Nots i
revealed Resident #1 |ndlcated he/she felt safe g

L and was not bothered or dlisturbed by the alleged I

!

. incident. it was documented that lhe S8D

" encouraged htm/her to speak with the SSD If

| he/she felt unsafe or disturbed by the incident In |
i the fulure. Further review of the Nursing Notes f
l revealed no further documentation to follow up on ]

o
- \i!‘e‘.&?“.:f’";’ How
¥

i

|

i

!

{ the psychosociat wetl-being of Resident #1 by the |
i Review of the Comprehensive Plan of Cara 5
i Fevealad there were no interventions to monltor !
f Resident #1's psychosoclal Interventions put tn ;
- place after the alleged Incident, as indicated in =~ |
I'the S5D's job description, [
i

|

f
}
|
| . ,l i
“Interview with the SSD, on 10/18/12 at 12:50 PM,
| revealed she had been employed by the facility | }
. foflowing graduation and had been at the facitty | i
} about eleven months. She furthar stated that she ; :
would docurnent the initial interview with a2 f
: resident but did not document her follow up
j intervlews nor did she update the care plan with
' any interventions to promole the psychosocial
| well-belng of Resident #1. Conlinued intorview

f
|
o
,' |
| !
ran 10/23/12 at 210 PM, reveated she was 8 ;’ fl
f |
|
I !
|
|

[T o

; member of the Interdtsciplinary team that met
; weekly to update care plans as needed and
Resident #1's care plan shoutd have been

[ revised,

[ interviews with the Director of Nursing, (DON)

i and the Adminisirator, on 10/23/12 at 1:30 PM,
'revealed they expected the $SO to document

f psycho-social interventions, follow ups and

! update the residents’ care plans as appropriate.

L i e

|
|
|

'E{I%g;“-,iu‘r‘ '

|

|
13

g

{

[ !
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i Rehabititation Center to ensure residents have

SS:i)é PARTICIPATE PLANNING CARE-REVISE CP
: I a right, unless adjudged incompetent or

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MED|CARE & MEDICAID SERVICES OMB NO, 0838-0391
'STATEMENT DF DERICIENCIES (X1} PROVIDER/SUPRLIE R/CLIA X2) MULTIPLE CONSTRL
ANDY PLAN OF CORRECTION IOENTIFICATION NUMBER! (D MULTPLE peTion {xs)ggﬁfe%%f Y
A BULDING
C
| 185418 8. WING - 10/24/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE. 2IP° CODE
BOYD NURSING & REHABILITATION CENTER 12300 PRINCELAND DRIVE
ASHLAND, KY 41102 .
(x4)10 | SUMMARY STATEMENT OF DEFICIENG IE5 : 0 PROVIDER'S AN OF CORRECTIO i 5
PREFIX | {EACH OEFICIENCY MUST BE PRECEDEO BY FULL [ PREFX ] {EACH coaREcrﬁ?E ACTION $HOULON8E acu@ﬂon
TAG ! REGULATORY OR LSC IOENTIFY NG INFORMATION) I Y- CRO$S-REFERENCED TO THE APPRUPRIATE OATE
i j ’ OEFICIENCY)
: | ; !
I : . . .
F 280, 483.20(d)(3), 483.10(kX2) RIGHT TO j F 280 It is the policy of Boyd Nursing and '
| |
|

' ;ﬁr;‘e:;d tg:tt :,-ag t:’lﬂlgzi‘f:&is; aiiiUd ged : | otherwise found to be incspacitated under the [
| Incapacltated under the laws of the State, to I | laws of the State, to participate in planning |
' participate in planning care and treatment or ! cate and freatment or changes in care and f
! changes in care and treatment, i . treatrnent, |
i
; i ’ The care plans for resident #2 was updated by ’
! \i\d &O?E;rg hensif\{e c;re plan !m:{st t:; g}eve!oped ! | the IDCPT on 10/31/12 to reflect the cument |
: i ays after the completion ) i I : . i !
| comprehansive assessment; prepared by an J _ mmrvcnuons.to address the inappropriate |
: interdisciplinary team, that includes 1he altending f f:t’!‘“a' bel;“‘”m' sviewed by the IDCPT b i
care plans were reviewed by PT by

| physlcian, a registered nurse with responshllity
11/09/t2 te deterraine that each care ptan was

' for the restdent, and other appropriate staff in i .
f discipitnes as determined by the restdent's neads, f updated, accuratc and reflected the current

i and, lo the extent practicable, the participation of | neads of the rasident. !
| the resident, the resident's family or the resident's | ' l
 lagat representative; and periodically reviewed l
| and revised by a team af qualified persons after ’

| each assessmend [
| J
l !

b

The IDCPT was re-educated by the Director
of Nursing on 10/31/12 regarding the
imporiance of reviewing and revising M‘#ﬁw
resident status o a daily basis to cnsure that
rosident needs arc assessed and recorded

|
!
put in place on the current resident plan of carf:.

| !
: Fhis REQLEREMENT Is not met as evidenced current carc ptans weekly, and randomly ;
thageafler, for four weeks to determing that l

p

&y :
k Based on interview, recard review and review of t I oare plans are sccurate and reflective of
|
i

;' the fat;,é!ity slﬁﬁcﬁ! m wa's det;trdmined the facility current residents needs. The results will

| 2N to perlodically review and revise ‘ d X thiy C o ;

i Comprehenelve Plans of Care for one{1) of six be forwarded to the o ty O mecting for i
(8) sampled residents, (Resident #2). further monitoring and continucd comp mee;

|
: | h
t Onrthree {3) separate occasions, Resldent #£2 [ P o
fexhiblted saxually inappropriate behavior towards J .I
offrer residants, The facility failed to identify the | ;

| |

finappropriate behavior and failed to ensure

{
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NAME OF PROVIOER OR SUPPLIER
BOYD NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
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peagio | SUMMARY STATEMENT OF DEFICIENGIES
PREFIX | (EACH OEFICIENCY MUST BE PRECEDED BY FLLL
TAG |  REGULATORY ORLSC IDENTIEYING INFORMATION)

1o | PROVIDER'S PLAN OF CORRECTION . (i5)
(EACH CORRECTIVE ACTION SHOULD 8E GOMPLETION

PREFIX

TAG | CROS3-REFERENCED TO THE APPROPRIATE

OEFICIENSY|

OATE

F 280 { Continued From page 5
| Residenl #2's care plan was revised o [nclude
. Inlervention to address the Inappropriale sexual
i behaviors. (Refer to F-323)

;l The findings include:

| Review of the facility's policy enlitled,

- Comprehensive Plan of Care, daled 08/01/12,
[ Pollcy number N-C-008, revealed a residan('s
i care plan should be updated whenever a

. significant change ccours.

. Review of the facility’s policy entliled, Behavior

: Changes (Reslident), policy number N-B-003,

| dated 08/01/12, revealed the resldent

| inlerdisciplinary plan of care was o be undated If
' Ihere were behavior changes.

|
i Review of the clinical record revealed Ihe faclitty

- admilled Resldenl #2, on 03/22/12, with

! diagnoses which Included Demeniia with

. Behavior Disorder, Depressian Disorder, Anxlely
| and Diabetes Mellitus i1,

' Review of the Admissicn MDS Asssssment,

‘f daled 03/29/12, revealed Ihe feelity assessed

- Resident #2 with a Brief Interview for Mental

| Status (BIMS) of six (08) out of fifteen (15),
 indicating Resldent #2 was severely mentally

i impalrad. Fulher review of a Quarterly MDS,

| dated 09/24/12, revealed an assessed BIMS of
, fve (5) oul of fiflean {15), Indicaling sever

! cognitive mpairment.

!
' Review of Residen| #2 admission care plan,

.10 make inappropriate sexual comments to staff
. with an Inlervenlion lo re-direc! him/her when

idaled 03/22/12, revealed Residen #2 was known

|
|
|
|
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NAME OF PROVIOER OR SUPPLER
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(X410 SUMMARY STATEMENT OF DEFICIENGIES
PREFIX | (EACH OEFICIENCY MUST 2€ PRECECED 8Y FULL
TAG . REGULATORY OR LSC I0ENTIFYING INFORMATION| J

i

10 , PROVIDER'S FLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE

TAG | CROSS.REFERENGEO TO THE APPROPRINTE

OEFIC/ENE Y|

! {10}
| pomELETION
4 CATE

i
F

i

F 280 ; Conlinued From page 6
. Inapproptiale commenlts were made. Furlhe:
- review of Reslden| #2's care plan (daled
£ 1/05/12), revealed he/she was known |o make
. verbalizalions of a sexual nature with
i Inlerventions Io observe for Increased behaviors,

. Review of the SRNA care plan for Residen! 42 I
| daled 09/2012, reveated "behaviors was an i
- observational area noled on Ihe care plan:

! however, *verbal” or “physical" was nol marked
{ as an area to menitor.

I Inlerview wilh Housekeeper #8, on 10/18/12 al
i 4:20 PM, 1evealed she had no direct knowledge |
- of any Inappropriate commenlis made by Resideni
| #2- just here-say. She furthe: stated Ihal about
; two (2) days before Ihe alleged incidenl involving J
I Resident #2 and Residenl #5, she had witnessed f
I‘ Resident #2 in the door way of Resident #5% i
{

, foorn just wearing a T-shirt. She further slated

* she re-directed him/her back lo hig/her room, lold
an aide (unable to ramamber tha hama i lhe ;
aide) so theyeould help him/Mhes finish dressing

fan’d later tofd a nuise (unable 1o remember the

b name).

|
| Interview wilh Resldent #5, on 10/1812 al 4:40 |
. PM, revealed thal Resient #2 had enlered 1
| hismer room several weeks ago and asked |
. him/her if he/she wanted to have sex, did he/she |
e 88 sex and how did you gel sexinhere, |
| Further interviaw révealed the inapprepriate (
. comments made him/her feel scared al the (Ime. |
! Hedohe turther slated he/she had reported the [
Incident to SRNA #9. J
[

|
; Interview with SRNA #8, on 10/19/12 at 9:30 AM, |
. tevealed Ihal some lime around 08/61/12, L

|

J
|
|
[
!
|
I

i

|
|

I
|
J'
[

:

L
|

H
!
i
1
¥
|

)
i
i
i

e A

O T HE
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ASHLAND, KY 41102

SUMMARY STATEMENT OF OEFICIENCIES : o PROVIDERS PLAN Of CORRECTION
(EACH OEFICIENCY MUST BE PRECEDED BY Full, ! PREFIX |EACH CORRECTIVE ACTION $HOLLD BE
REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE
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l
€
] Residen| #5 Iold her aboul the Incident wilh I
Residen! #2 coming Inlo his/her room and asking f
! if he/she wanled Io "make love™. She further .
" stated she was unable lo remember who she l
 reported il to; (review of facilily documents, dated
| 10/19/12, revealed thal SRNA #0 fiad reported |
I the incident lo Licensed Praclical Nurse (LPN) I
|
!

(#1, while she was on break).

| Interview wilh LPN #1, on 10/16/12 al 9:20 AM,

- ravealed while they wete on break, SRNA#3 had |

[ "talked" aboul Ihe incidenl involving Resident #2

[' and Residenl #5. Further Inlerview revealed she

| assumed since il was break |hal SRNA #8 had

| reported the incident lo Ihe nurse [hat was nol an
break. She further stated hat she had lold the

| SRNAS not to report hings to het while she was

i on break. There was no documented evidence

| that LPN #1 reported the Incldent.

l Review of Resident #2's Comprehensive Plan of
1 Care, dated 03/22/12, revealed Inere was no !

" documented evidence Residen! #2's sexual '
! hehaviors had been assessed or (hat '
' interventions had been put i place lo address

{ Ine sexual behavlors, l

: Review of Nurse's Noles for Residenl #6, daled | et

F10/18/12 at 2:38 PM, revealed Resident #8 w« N

i reporled to an SRNA al 2:15 PM of an incident e

‘that occurred around Ihe firsl of Oclober Involving

f Residenl #2. The Note ravealed Resident #6 i

! stalad he/she was In Ihe courtyard when Residenl |
§
i

| #2 approached himugr and asked If he/she f , —

wanled to laltk: when asked whal he/she wanted

i to talk aboul, he/she said "sex”. Residenlt #6 told

i him/her "ne" and he/she wenlt on to talk about the |
! war. !
|
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PM, revealad Residenl #2 approached him/her

. whal he/she wanled |o lalk aboul, he/she said
"sex”, thal he/she wanled o lick him/her “all

s over”. Resident #8 told him/her "no” and
Residenl #2 wanl or |o talk aboul the war.

| Resldenl #8 staled he/she did nol report the

I him/her.

H

i Care, daled 03/22/12, revaaled there was ro

| documented evidence Residen| #2's sexual

i behaviots had been assessed or [hal
interventions had been pul In place {o address
[ 1he sexual behaviors.

| Review of the facility's Investigallon, daled

' Resident #2 enlered Restdenl #4's room and
| asked If he/she could lick hisfer “pussy”,

i Regiden| #4 slaled ha/she lold him/her "no”,
Lpushed the call light and tofd Resldent #2 1o

 Resident #4, he/she did nol know what he/she™
was missing.

| revealed he answered Resident #4's call light
- around 8:30-10:00 PM. Further intarview

! revealed he tbok Resldenl #2 back lo histher
| room and returned to Resident #4's rocm to

], interview with Residenl #6, on 10/18/12 al 12:20

i and agked f he/she wanled to talk: when asked

. Incldeni becausa he/she fell Iike Resident #2 was
!'nel in his/her fighl mind and woauld nol hurt/touch,

| Review of Resident £2's Comprehansive Plan of

10/06/12, revealed on 10/04/12 around 9:30 PM,

" leave. Further review revedted Residen! #2 lold

i Interview wilh SRNA #11, on 10/18/12 al 1:40 PM,

|

chack on him/her. He further stated Resident #4 ]
did nal relay to him what had happened, ust that
i he/she wanled a Velcro "STOP" batrier placed on

|X4] 10 | SUMMARY STATEMENT OF OEFICIENCIES 1 [ls] PROVIDER'S PLAN OF CORRECTION [5.5.)]
PREFX [EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
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.’ . ! DEFIC/ENCY)
] |
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F 280 Conlinued From page 8
! the door and the door pulled closed a bil more,
! Further interview with SRNA #11 revealed he told
| & nurge aboul Residen| #2 belng In Raglden| #4's
i toom and that he had pul ihe Velcro barrler on

the door per request.

fInlerview, via telephone, wilh Residenl #4, who

! had been discharged, on 10/18/12 al 2:25 PM,

| revealed Reslden| #2 had come inlo hisfher room

. on Ihe evening of 10/04/12 and made ‘

| inappropriale sexual commenis lo him/her ., I

| Further inlerview revealed he/she lold Resideni J
|

' #2 to leave and pul the call lighl on. Hefshe
i further staled Ihal after the SRNA had removed
. Resident #2 Io his/her room, |he SRNA came
" back and checked on him/er. Residen| #4
slaled Ihat SRNA #11 volunleered lo gel a Veloro |
- barrler for the door and lo pull the docr Io a litlle
| more, Resldenl #4 staled thal he/she did not |
f steep wall thal nighl. -

i Rasidenl #2 was pul on every fifteen (15} minule

! checks for forty-aigh| (48) Hours; howsver, review
; of the Care Plan revealed the care plan was not |
" revised o reffacl this inlervention and he ;

! inlervention was only carried oul for two (2) strfe, r

f Review of the twenty-four {24) report revealed l
i
!

- Interview wilh the Ditectes.af Nursing, on f
| 10/24/12 a1 9:35 AM, revagled she thought the |
f care plans were a work in progress. She stated |
: the MDS Nurse bad the primary responsibilily for |
1 the Caie Plans. She slaled the nuises could
! revise and update Ihe Care Plans. She continusd |
] lo slated the MDS nurse had been In thal position |
. a short time, but Reslidenl #2's Care Plan shouid |
! have been revised afler each behavioral incidsnt. :

[

!
|

r
F 280!

X4l . SUMMARY STATEMENT OF DEFIC/ENCIES T
] (BACH CORRECTIVE ACTION SHOULD BE | comMpTIoON -

i

Y ¥
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Interview, on 10/18/12 al 9:20 AM, wilh the MDS

[ Nurse tevealed Ihe facilly's care plan process
i wag messy and vague,
| new {o the position bul the care plans lacked

| ‘ndlviduality. He stated the cate plan should have

" been revised to inciuda more individuallzed

interventions lo agdiess Resident #2's behaviors.

] Inlerview with the Adminisirator, on 10/24/12 al

8:45 AM, revealed she had nol had any Iralning In

' care plang and left thal up o nursing,
F 323 J 483.25(h) FREE OF ACCIDENT
§s=g  HAZARDS/SUPERVISION/'DEVICES

J
‘ The facility musl ensure thal the residen|

| environmenl remains as free of accident hazards

| as i8 possible; and each residenl receives
! adequale supervision and assistance devices lo
| p avenl accldents,

|
|

| This REQUIREMENT is nol mel as evidenced
by
Based on cbservallon, interview, record review
: and facilily policy review, Il was determined (he
i facillty feiled lo ensure residenls’ safety through
" monitoring and sipervislon for four (4) of six (6)
f sampled residents. The facilty falled lo ersure
. adsguate supervision was provided to preven|
| resldent o resident sexual abuse.

! Tha facility failed |o adequalely assess Resident
; #2's inapptopriate sexual hislory and falled to

| revise the Plan of Care to address Residenl #2'=

E changes in sexual behaviers [hat would be

He further slaled he was

|
|
l
|
|

F 280

!

F323 f It is the policy of Boyd Nursing and {
i Rehabititation Center to ensure that the
resident environment remains as free of# Y
accident hazards as possible; and each i
resident receives adequate supervision !
and assistance devioes to prevent accidents. l

|

'Reszdcnt #2 was placed on 15 minute checks forl
forty-cight hours following his return from the
1 pexiatric behavioral unit on 10/12/12, Res:dentf
[#2 carc plan was revised on 10/31/12 by
IDCPT to reflect interventions Lo provide
‘ sppropriate supatvision in order to ensure othen
i1esident's safety, !..
'Bchavior assessments were completed onall” "
| residents om 10/23/12.by the Staff Devclopin ‘. '
i Cotwdinator, Medical Records (LPN} and & staf
LPN to casure that any residem i
i e:xlubmng behaviors that might potentially l
| affect the safety or psvchosocial well-being of f
a other residents have been recognized. l
I :
[

H
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F 323% Conlinued From page 11
f effective in managing Ihe resident's behaviors
and prolecling other residenls of the facllity, }

REGULATORY OR LEC IDENTIFYING INFORMATION) f
i

| Residen| #2 was re-admilled Io Ihe facility and

: had a plan of care developed relaled (o the

! resitlent making inappropriale sexusl comments

‘o slaff, daled 03/22/12, Somelime between Ihe

l first and second week in September 2012,

- Residen! #2 enlered Residen| #5's room and
asked him/her how do you gel sex around hereg,

J’ did he/she wanl sex and did he/she miss sex,
Residant # 5 reported the incident Io Slate

i Registared Nursing Ass'stant (SRNA) #9, There

| was no evidence Ihe facillly invesligaled the

“incidenl or revised the Plan of Care Io address

| the resident's sexually Inappropriate comments

i‘ lowan ds residents. Sometime during ihe lasl

| waek In Seplember 2012, Residant #2

F approached Resident #§ in Ihe facllity's courtyard

. oulglde and asked tha residenl if he/she wanled

| to lalk aboul sex and asked him/he if hefshe

: could lick mim/her al over, On 10/04/12 sl

| approximately 9:30 PM, Residen| #2 enterad

 Reaier| #4's room and asked the resident if

| he/she could lick hisMer "pussy”. Although

I Rasident #4 anly tald SRNA #11 thal helshe

‘ wanled Residenl #2 oul of his/het room and

| wanted & efeprsign placed across the doorway,

: thare was ngevidence the facllity invastigated Ihe

| incidenl lo determing ¥ there was an

! inappropriate sexual behavior pattemn, to pul

| Intervantions in place |o supervise and monllor

.r' Resident #2 to preven| further incldence. On

1 10/05/12 al app oximalaly 10:00 AM, Residen|

i #4's rodinmate lold SRNA #5 thal Resldenl #4

! had lold himMer what had happaned on 10/04/12, |

th the facility inittaled every fifleen (15) |

. minute visual checks on Residen| #2 at 2:30 PM l

| on TOPOMR; e facifity fased Lo 1evise the plan of |

i ¥

|
|
!
|

% 3231 Any resident identified thas exhibiicd these .
] behaviors carc plans were reviewed and :
i updated by IDCPT by 1 1/09/12 to reflect f
f interventons to ensure other resident's safety. l
| All facitity staff received additional education ©
| on 10/18/12 no later than t0/22/12 by the SDC
| and/or designee regarding the importsnce of' ‘1"‘ .
immediately reporting resident behaviors to the
supervisor as outlined ln the facility Resident J
|
|

Advocacy Protocols. Additiona! education
inctaded the importance of cnsuring that each
resident receives adeguate supervision and
assistive devices 1o prevent accidents and ensufe

resident safety was given to all staff by SDC or
LL/09/12 no later than 1119712, [

. The Administrator, DON and Staff |

: Devetopment Coordinator will make )

f compliance rounds at beast three times per

i weelk for cight weeks in order to visually !

! monitor resident behaviors. Additionalty,

’ these personnel will interview a total of at ]

| least five direct care staff members and five |

: residents per week on different shifts to f

} ensurc that all resident behaviors are bei:n v;-jw
reported as required so that interventions "]

| can be implemented to ensure the safety of

!

I

all residents.

Lo

y_—

prysalll
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F 323 ; Conlinued From page 12
| care, failed |0 ensure staff was aware of (he
| Ntervenilon and failed lo ensure |he fiflaen (15)
" minute checks were complated, On 10/08/12 al
| approximately 12:30 PM, Resident #2 entered
. Resldent #1's room and asked Resident #1 if
I'he/she could "suck pussy” and then Residenl #2
i louched Residen| #1 in the groin atea.

l |

TAG REGLLATORY OR LSC IDENTIFYING INFORMATION] | TAs '
! OEFICIENGY ‘

{ FICIENGY| f

F 323 The tesulls of these compliance rounds
. and slaff Interviewswill be discussed al ‘s
" he weekly Focus Meeling {(a sub-committée -
[ of the monthly CQI Meeling) and
| forwarded lo the monthly CQI Commitlee
. meeling for further moniloring and
continued compliance
[ 11/30/12

! The facllity failed Io Idenlify Ihe Incidenls as
-abuse and failed to idenlify Resident #2's
I behavior as arisk lo (he other residenls. The
fachlty falled lo Implement inlerventions lo ensure
I residenls' safely and failed lo provide adeguale
| supervision lo prolec| residenls and prevenl
i recurrence of sexually Inappropriale behaviors
- lowards residenls. Additionally, |he facliity falled
| lo idenlify other incidenls of abuse/neglect
through the assessmenl of all residents of the
J unil after 10/05/12 lo ensure adequale
| supervision was provided Io prolact 1esidenls
' - from further abuse.

|
|
J
|

|
!
|
.*
|
!

{ The findings include:

|
: Review of Ihe facllily's Abuse Policy, undaled,

! revedled sexual abuse included bul was nol
. limited lo sexual herassment, saxual coercion, or

- sexual assaull, Further revisw of the sheel

l related lo ideniificalion revealed 1he Minkmuarm-
Dala Sel (MDS) process was ussd lo delermine

| residen|s at risk for abusing othes residenls, ;
appropriate intervenlions would be develcpa®ta .’/ :

! prevent occurrances utilizing the interdisclplinary i
Cete Plan and to monltor Ihe residenl for any

i changes thal would trigger abusive behavior.

|
| o |

|
[
J
I

\
E

' Review of |he facility's pollcy lited "Benavior |
Facly 10; 100689 If conlinugtion shéel Pode 13 of.22 ...
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| Changes (Resident)", dated 08/01/12, tevealed

. tesidents were [0 be monitored for proximity 1o

| olher residenis, providing safety measures lo

f prevenl behavioral outbur sl Ioward others and

" Ihal observations and intervenlions were lo be

' objaclively documented In Ihe resident’s medicsl
' record.

! Review of (he clinical record revealed the facllily
. admilfed Residenl %2, on 03/22/12, with

| diagnoses which included Dementia wih

] Behavior Disorder, Depression Disorder, Anxiety
I'and Dlabeles Melltus Il

; Review of the Admission MDS Assessmenl,

| daled 03/29/12, revealed the facility assessed

" Residan| #2 wilh a Brlef Inlerview for Mental

i Status (BIMS) of six (08) oul of fifleen (15),

J' ndicaling Residenl #2 was severeiy menially

. impaired. Further review of a Quarterly MDS,

| daled 08/24/12, reveaied an assessed BIMS of
. five (8) oul of fifteen (15), indicaling severa

| cognitive impalrment.

- Review of Resldent #2 acdmission care plan,

: daled 003/22/12, revealed Resident #2 was kKnown
lo make inappropriale sexual commenls lo staff
| with an Inlervenlion to re-dirgcl him/her when

| inappropriate commenls were made.

E Review of the SRNA care plan for Residen| #2,

. 0ated 08/2012, revealed "behaviors” was an

| observational area noled on |he cara plan;
“however, “verbal” o "physlcal” was not marked
J a5 an area o monlior.

| Interview with Housekeeper #8, on 10/18/12 al

l 4:20 PM, revealed she had no direct knowledge

|
|
|
|
|

|
|
|
!
f

FORM CMS-25687(02-99) Previous Versions Obsofole

Evenl ID-GEFM1

Faciy 10: 100689

1 continuaion shest Page 14 of 21

Trdia

R A
Lok e



111372812 15:46 6863283879 BOYDNURSING PAGE  28/45

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR e Apiesj2012
CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO., 0338-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION (X3) OATE SURVEY
AND PLAN OF CORREQTION ICENTIFICATION NUMBER: COWPLETED
A, BLILDING
¢

A WING
185418 10/24/2012

NAME OF PROVIDER OR SUPPLIER STREEY AODRESES, CITY, STATE, ZIP CODE
12800 PRINCELANOC DRIVE
BOYD NURSING & REMABILITATION CENTE
R ASHLAND, KY 41102

(X440 SLIMMARY STATEMENT OF CEFICENCIES | o PROVIDER'S PLAN OF CORRE CTION P xg

PREFX | IEACH DEFICIENCY MUST BE PRECEOED 3Y FULL | PREFX {EACH CORRECTIVE ACTION SHOULD BE ]

TAG REGULATORY OR LEC /DENTIFYING INFORMATION| . TAG { CROSS-REFERENCED TO THE APPROPRIATE
; DEFICIENCY|

i

F 323 Continued From page 14 | Fa2s
‘ of any inappropriale comments made by Resldenl , "
#2- jusl here-say. She “urther stated |hal about ]

| Iwo (2) days before Ihe alleged incidenl involving . ‘k

: Residenl #2 and Residenl #5, she had wilnessed I
- Resident #2 In the door way of Resident #5's |
' room jusl wearing a T-shirt. She further slated JV
she re-dlrected him/her back to his/her room, lold
l.’:m aide {unable to remember Ihe name of the I
[ aide) so Ihey could help him/her finish dressing |
“and later told & nurse {unable lo remember the J

I name).

| |

lirlerview wilh Resident #5, on 10/18/12 al 4:40 | Z

| M, tevealed Ihal Residernit #2 had entered |
his/her roam several weeks ago and askad

| him/her If he/she wanted |o have sex, did he/she j

_miss sex and how did you gel sex in hare, ‘
i Further interview revealed |he Inappropriale | |
. comments made him/her feel scared at the time. -
| He/she further slated he/she had reported the
,incident lo SRNA #8, l

I‘ Inlerview with SRNA #9, on 10/18/12 al §:30 AN,
revealed thal some I'me around 09/01/12, !

: Resldent #5 |old her about the incident wiih |

. Resident #2 coming inlo his/her toom and asking

| if he/she wanled to "make love", She further

. 5laled she was unable to remember who she

| reported it 10; (review of facility documents, datad |

; 10/19/12, revealed Ihat SRNA#9 had reported |
' the incident to Licensed Praclical Nurse (LPN)

| #1, while she was on break).

l

)

' Inlerview with LPN #1, on 10/19/12 al 9:20 AM, |
| revealed while theywere on braak, SRNA #8 had
"talked” about the Inclden| .nvolving Resident #2 j |

| | ¥

| and Resgident #8. Further inlarview revesied sha {
! ; i
»

"assumed since it was break thal SRNA #9 had
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|
1

|

|
: ? | |
F 323 Continued From page 15 J F 323 !
i reported the incident to the nurse that was not on | ,F |
- break. She further stated that she had told the | ! ’
| SRNAs not to report things to her while she was |
, on break. There was no documented evidence |
- that LPN #1 reported the Incident,

| Interview with the Director of Nursing (DON), on
| 10/18/12 al 4:30 PM, revealed she had no prior
" knowiedge of tha Incident between Restdent #2
| anc Residen! #5.

|

i Further review of Resident #2's care plan (dated
; 10/05/12), revesled he/she was known to make

i verbalizations of a sexual nature with

il interventions to observe for increased behaviors.

j

|
|

J Review of Resident #2's Comprehensive Pian of
| Care, dated 03/22/12, revealed there was no

. documented evidence Resldent #2's sexual

I behaviors had been assessed or that

i interventions had been pul in place to address

J the sexual bahaviors. Review of Regident #2's

i

; eMAR (a form the facility used to document
| resident behavors), dates October 2012,

: revealed an intervention to monitor for behaviors
! every shift, however, further review revealed no

g behaviors were marked on the eMAR document.

|

j: Raviow of Nurse's Notes for Resldent #6, daled {
C10/18/12 at 2:38 PM, revealed Resident #6 : i
reported to an SRNA at 2:15 PM of an incident ’ Il
|

|
|
|
|

! that o¥cured around the first of Qotober involving

' Residenl #2. Ths Note revealed Residen| #8 ’
| stated haishe was In the courtyard when Resldent
| #2 approached him/her and asked if hefshe |
. wanted to talk; when asked whal he/she wanted | ]
| to talkc sbow, aishe said “sex”. Resident #6 told | l

|
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F 323J Continued From page 16

i himther “no” and he/she went on to tatk about the

!' war.

i Record review of Resident #6's Admission MDS
Assessment, dated 08/24/12, revealeg the facilily

| assessed the resldent with a BIMS score of

| fourteen( 14} of fifteen (15), Indicating the resident

- was oriented with na cognitive impairmenl.
! Inlarview with Resldent #6, on 10/18/12 at 12:20
'PM, revealed Resident #2 approached him/her
| and asked i he/she wanted to talk; when asked
| wha! he/she wanled to talk about, he/she gaid
1 "sex”, that he/she wanled to lick him/her *all
I' over”. Resident #& told him/har “no” and
Resldent #2 wen! on (o talk about the war.
! Resident #6 staled he/she did not report the
| incident because hefshe felt ke Resldent #2 was
' not in hts/her right mind and would no! hurt/touch,
J himfer.

j Revlew of ResMent #2's Comprehensive Plan of

| Care, dated 03/22/12, revealed #are was no
documented evidence Resident #2's sexual
Emhawors Had been assessed or that
rnterventions had been put in piace to address

| the sexunt Dehaving, Review efResident #2'.
eMAR, dated October 2012, reseeiyd ep-

' intervention to monitor for hetaoms every shift

I however, firther review revealed no behavigrs

i were marked on the eMAR dozument.

;' On 10/18/12 at 8:00 AM, the Administrator

i reported an inciden! involving Resident #2 and

l Restdent #4 that oocurred on 10/04112 1o the
investigative leam.

’ Revlew of the facility's invesligation, dated
| 10!05/12 revealed on 10/34/12 around 9:30 PM,

B T S

F 323

|
|
|
|
|
|
’!

l

H

|
|
|
|
|

|

i |

!
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! |
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F 323 Continued From page 17
l Resident #2 antered Resldent #4's room and
- asked if he/she could lick hismher "pussy”.
} Resldent #4 stated he/she Ieid him/her *no” j
" pushed the call ight and totd Resident #2 1o ‘
! leave. Further review revealed Resldent #2 torld |

i Resident #4, he/she did not know what he/she
I was missing. i

|
|
|

"Interview with SRNA #11, on 10/t8/12 at 1:40 PM,
r reveated he answered Resident #4's cal light
laround 9:30-10:00 PM. Furlher intarvew

| revealed he tock Residen! #2 back lo hisMer

, roem and returned to Resident #4's room to

i check on him/her. He further staled Residant #4
{ did not relay to him what had happened, Jusl Ihat
- he/she wanted a Velcro "STOP” barrler placed on
!'the door and the door pulted closed 2 bit more.

- Further Interview with SRNA #11 revealed ha told
| & nurse sbout Resident #2 being in Resident #4's
| roem and that he had put the Velcro barrer on

[ the deor per request, ]
; Interview, via telephone, with Residen) #4, who
" had been discharged, on 10/18/12 at 2:25 PM,
; revealed Resident #2 had come into his/her room |
“on the evening of 10/04/12 and made :
I Inapproglifié sexual comments o him/her, |
: Further interview revealed he/she totd Resident
1#2 to leave and pul ihe calt ight en. Ha/spe

| further staled that after the SRNA Mad removed

’ Resident #2 to his/her room, the SRNA came
back and checked on him/her. Regldent #4

( stated thal SRNA#11 volunleered o get a Velcro

; barrier for the door and to pull the door to a little |
; more. Resident #4 slated that he/she did not I
I sleep well thal night, r

i IMtervisw with the Administrator, on 10/18/12 at

10 PROVICER'S PLAN OF CORREC TION ] 1%5)
FREFN ] (EACH CORRECTIVE ACTION SHOWLO BE ] COMPLETION
TAG . CROSS-REFERENCED TO THEAPPROPRIATE |  OATE
QEFICIENCY) F
i g
: :
F 323 J !
I ;-'
| |
! 1
| P
i
i
!
i
|
1
|
|
|
!
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F 323 Continued From page 18
| 8:20 AM, revealed she had invesligated the
incident involving Resldent #2 and Residen! #4
i but did not report il because she felt itwas an ]
J isolated Inctdent and Ihere was no willful intent
due to Resident #2's cognltlon. She further i
J

stated Restden! #2 was placed on every fifteen
, {18) minute checks for forty eighl (48) hours.
! Review of the (15) minuta check sheel revealed | R
! the checks were started on 10/05/12 at 2:30 PM
’ and continued untll 5:45 AM on 10/08/12. There
' was no documented evidence the {13) minute
i' checis were carried out past 5:45 AM on
10/06/12.

H 1

Dinterview with LPN #1, on 10/18/12 arounc 1:45 | | |
| PM, revealed she did not remember the night I | !
- shift nurse passing along the (18) minute checks |

| for Resident #2 and admilted she did not look at
- the twenty four (24) hour report sheet unlit 1ater ]
[ on 10/06/12, ‘

| Although Resident #2 was supposed to be "
| supervised and on every fifteen minute visual l
I checks on 10/06/12, Residen! #2 entered |
i Rasldent #1's room somelime around noon and
askad Kim/Mer "o suck pussy™ and touched

| Ragiden! #1 in the groin area, Review of facillty's J
3 ; slaff statements revealed 2 vislor (Resldent #4's ‘

+ daughter) reported to SRNA #1 that Resident #2 |
' I was lating to and touching Resident #1in a I
| "privale ares’ bulvwas unable to hear what was f
,; belng said, f

] Interview with SRNA #1, on 10/17112 al 11:30 AM,
: revealed Kb was passing lunch trays when a i j
1 vigitor came to him and tofd im of the incidenl |

1 oceurring between Resident #2 and Residen! #1, l § ]

F

Evan 10:8EFM11 Facifity I0; 100588
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i He stated when he arrived at Resident #1's room,
* Res!den| #2 was trying to back out of the room in
! his/her wheslichair, he relurned Residant #2 to

¢ his/her room and repotted the incldent to LPN #1.

| Interview with LPN #1, on 10/17/12 a1 8:10 AM,
i revealed her involvernent with the incident was to
; report o the House Supervisor for that day

| (Slaff Devalopment Nurse).

; Interview with the Staff Development Nurse

| (House Supervisor on the day of the aleged

. incident on 10/06/12), on 1071 7/12 at 1:30 PM,
!revealed an investigation was inftialed and

| Resident #2 was placed on 1:1 supervision, the
: Physiclan was notified and orders recelved to

| send Resldent #2 for a Gerlatric Psychological
i evaluation.

,l Revlew of the Nurge's Notes for Resident #1,

j daled 10/06/12 revealed the Staff Development

¢ Nurse inlarviewed Resident #1 as to whether
hefshe feit safe or if anything was bothering

. him/her.

 Interview with Resident #1, on 10/19/12 at 8:45

! AM, revealed Resident #2 touched him/her

’ between in the groin area between his/her legs

| and staled he/she wanted lo "suck pussy’,

! Further interview revesled she was embarrassed

| by the ingidenl,

' Review of Residenl #2's glinical record revealed

o 40 dogumenled avidence of the sexually

. Inapproprials behaviors being decumented on the

l behavior logs and there was no documentad
i evidence lhat behaviors were charted in the

} hiurses Molew. &5 per faclliity policy. Further
|
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? review of SRNA Care Card revealad no
| documented evidence the Care Card was

| of Care 10 include increased supervision or
l moniloring to ensure safety of other residents.

!
f
|
|
?

g
|
|
|

!
!
!
|
b
!
!

updated to monitor for behaviors. There was no
. docurnented evidence the facility revised the Plan

i
i

|
|

F 323]
|
|
1
|

|

D ( PROVIDER'S PLAN OF CORREC TION
1
|
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