DEPARTMENT OF HEALTH AND HUMAN SERVICES

) ECELYE M

CENTERS FOR MEDICARE & MEDICAID SERVICES B NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA X2} MUETIPLE CTION :} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ég Ef; - 8 2013 L‘ COMPLETED

1N c
185379 B vane e e 07/09/2013
NAME OF PROVIDER OR SUPPLIER STRE wrorraeeEmt Branch
MARTIN COUNTY HEALTH CARE FACILITY §2M
' INEZ, KY 41224
(X4) ID SUMMARY STATEMENT OF DEFIGIENGIES 13 PROVIDER'S PLAN OF CORRECTION ¥5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 | INTTIAL COMMENTS F 00C . .
Martin County Health Care Facility does
An abbreviated survey (KY20374, KY20386) was 32;3:&3; ﬁ?std(};;;g; a('gl:}?lﬁ th?;e:;g
conducied on 07/09/13. KY20374 was e i wourvas tho tieht e
unsubstantiated with no deficiencies. KY20386 ar a%ilnlg reseges ;e ?gh ‘ ::!fm es
was substantiated with deficient practice cited at SUrvey. ings through formal disputo
D jevel, resolutions,  formal  legal  appeal
£ 224 | 483.13(c) PROHIBIT F 224 Pmc“’"‘g?“gs’ e administrative legal
55=0 | MISTREATMENT/NEGLECT/MISAPPROPRIATN proccedings. This plan of correction does
not constitute an admission regarding any
The facility must develop and implement written facts or circumstances surrounding any
policies and procedures that prohibit alleged deficiencies to‘whmh it responds.
mistreatment, neglact, and abuse of residents Nor is meant to establish any standard of
and misappropriation of resident property. care, contact obligation or position, and
Martin County Health Care Facilify
reserves all rights to raise all possible
contentions and defenses in any type or
civil or criminal claim, action, or
proceeding. Nothing contained in this
plan or correction should be considered as
a waiver of any potentially applicable peer
This REQUIREMENT is not met as evidenced review, quality assurance or self-critical
by: examination privileged which Martin
Based on interview, record review, and facility Counnty Health Care Facility offers it
policy review, t was determined the facility failed responses,  credible  allegations  of
to ensure facl_hty policies that had been developed compliance and plan of correction as part
to ensure residents were free from of its ongoing efforls to provide quality
misappropriation of resident property were care fo our residents.
Implermented for one of three sampled residents
(Resident #2). Resident #2 expired on 03/17M3,
at the hospital, and the facility falled to ensure
Resident #2's parsanal property was returned to
the next of kin or to notify the next of kin prior to
the facllity disposing of the property.
The findings include:
A review of the facility's policy titled, "Resident's
Parsonal Effects Released,” dated 01/09/03,
TIILE X8} DATE
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Any deficiency statement ending wilh an aste
other sateguards provide sufficiant protection |
following the date of survey whether or not a pl
days following the date these documents are made avai

program pacticipation.

)
risk (4 denotes a deficiency which the i

nstitullon may bs excused from comecting providing it is delermined that

o the palients. {See Instructions.) Excapt for nursing homes, the findings stated above are disclosable 60 days
an of comection is provided. For nursing homes, the above findings and plans of corection ate disclosable 14

able 1o the facility. if deficiencles are ciled, an approved plan of correction is requisite to coninued
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- Favaaled, it was the pﬁilcy of the facddy o2 pmtect
the personal effects of 2 resident who had been
transferied or discharged from the Bicllity. The
“palicy. alsd revealsd the pargonal affectsof

- residents would be glven fo the next of kin unless
the' facﬁ:ty Rad been otherwise iristriicted By the -
residerit or histher representaisve gis addﬁzon the
: 530 iy iIndicated the reszdent’s perse}rsai eﬁects

ﬁs’zateﬁi if the: personai effec:ts of res:dems wWhr, had
béen permanently discharged were not picked up

- | withier 14 days, the Hems wouid be d;speseﬁ ofgy
c e facmiy ‘However, the policy did net mcéuﬁe

notification of the resident's’ represema?sve pﬂ{ii’ :

'-ta disposing of a ?ﬁSiﬁef}i'S persona pmper’iy

A revigw, pf__thfes medicat :rﬁe;g;o;d fo_r_ Resident #2
' revealed the fagiiity admilted the resident on

E01I0T with diagnoses including Alzieimer’s
Deimentia; Chroric Obstructive Pulmonary.
i}:saase Setzure D:smder, amf Ceﬁgestme Heart

_mventory for Res;dent #2 datad ?‘Ef{)‘ﬁfﬁ?

Resident #2 was admitted wath h;sih@r eyegia&ses;

‘and fw other personat propeny. Documentation
i the nurse’s notes dated 03713713, at 100 FM_:

revea!ed Ressdent #2 was transpoz‘ied ia %:he

'-gerv_'icas n-s_%_e_s da_ted G3i18i13_reve_aied _Res;d_en%t
-#2 expér.ezd atihe hmspitai an 1('}3?18!13.

A miemew ccnducted wﬁh Res;dent #2‘5 farmiy

- mernber on 07/0813, at 120 B, reveaied

; pessonal Berms that be!eﬁged 7] Reswent #2

“while at the fachity included two tuilts, & Bible; &
_scrapbook, and slothing) Continued intendisw.

X revea fed that, fzzncwmg ﬁfse ;’es:deﬁfs deeth the .

the pehcy of MCHCF -that the facility

- enstre. - that’. persenai propecty . be

- returhied ‘o the next of kin ‘or to notify”
Cthe next “of kin prior io the facility .
disposing . of  the  properfy” when a'

. resident s d:scharged “The faciiity staff

g seatched throughout the. facility for the: :

| j parsanaf beiangmﬁs of resident #2.

12y Al residenits/responsible- parties ‘who
“I' - have been discharged from the facility |
- withinthe fast .30 days have been @
_ ;eomacted by the facilities/social worker
persotial |
fbeloncmﬁs WEre -erther retinned o1
;dxsposed of 'in a mammer accerdmg 1o

cmi’zrm ithat - their

o ;fam}mes pgiicy

3} f’(}pﬂn ‘admission the. Emkkeaper will -
- givethe responsibie partya copy of the ©
facitities .policy “Residents Personal §

. Effécts. Released”,. which' details how

long the famhty will: keep personal :

“effects. The facility will keepa copy of

“the. policy szgﬂed by ‘the resident’s |
fo | their |
iacknawiedgemem Qf the ;}ohcv The
e S;}crai “Warker will document in record ¢

Urepresemiative’ pmef

- who received resident’s personal gffects

- upon discharge- and ' ensure’ personal’
+ belongings were rettirned/disposed of in |

accer{ianc& th facskﬁes peimy
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family member's sibling had been told by the
faciity that they would store the resident's
personal property until the family returned to pick
up the items, and had not been given a
fimeframe. The family member stated histher
sibling had been having medical issues and had
been unable to return to the facility to pick up the
itemns untll 06/24/13. Al that time, according to
the family member, hisfher sibling was told by the
facility they were unable to locate Resident #2's
belongings and that the facility had disposed of
Residant #2's personal belongings. Resident
##2's family member stated the facility fafled to
notify himfher, of his/her siblings, that the faciity
planned to dispose of Resident #2's personal
properly prior to disposing of the itenis. The
family member stated at the time of the interview
histher sibling was In the hospilal, therafore an
interview with the family member's sibling was not
attempted.

An interview conducted with the Housekeeping
Supervisor on 07/09/13, at 3;20 PM, revealed
when a resident expired the housekeeping staff
would pack the resident's personal properiy in
boxes, label the boxes with the resident's name,
and then place the boxes in a room gcross from
the nurses' station for storage, According lo the
Housekeeping Supervisor, the personal proparty
waould be kept in the storage room for "a few
days" and than would be placed in the outside
storage building. The Housskeeping Supervisor
stated if the family did not come to the facility to
collect the resident's personal items within a few
days, the Social Worker (SW) would notify the
famiiy to pick up the parsonal items. The
Housekeeping Supervisor stated she had placed
Resident #2's personal belongings in the storage
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As part of the facilities  Quality
Assurance Program the social worker
will conduct an audit monthly fo ensure
that all admissions have been made
aware of the “Residents Personal
Effects Policy” and that discharged
residents personal effects are taken care
of according to policy. These findings
will be given to the Quality Assurance
Team to ensure compliance with the
policy. After one year of established
compliance the audits will be conducted
quarterly.
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roora following the resident's death, and then had
{aken the belongings to the outside storage
building on 03/28/13. According to the
Housekeeping Supervisor, "after a few waeks"
she disposed of Resident #2's personal
belongings (toifetries, puzzles, unmatched socks,
and a television} in the trash and placed Resident
#2's clothing in a closet to be used for residents
who are in need of clothing. The Housekeeping
Superviscr stated she placed Resident #2's Bible
on a table in the activity room. However, the
Housekeeping Supervisor stated sha had not
obssrved any pictures, scrapbook, or quilis in the
resident’s personal property, and was unaware if
the SW had gotten in contact with the family prior

.o the disposal of the resident’s parsonal property.

An internview conducted with Housekeeper #1 on
07/00/13, at 4:20 PM, revealed she had assisted
Housekeeper #2 with packing up Resident #2's
personal property after the resident expired.
Housekeeper #1 slated they placad the resident’s
personal belongings in boxes, iabeled the boxes
with the resident's name, and left the boxes on
the resident's bed because they thought the
family was coming to pick up the items.
Housekeeper #1 stated the items remained on
the bed for "at least a week,” and then were
placed in the storage room in the facility by the
Housekeeping Supervisor. Housekeeper #1 did
not recall a Bible, quilts, or any pictures in
Resident #2's belongings. However, she did
recall a book the resident had written songs in, as
well as blankets and clothing In the resident's
belongings.

An interview conducted with Housekeeper #2 on
0770913, at 4:30 PM, confirmed she and
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Housekeeper #1 had packed Resident #2's
personal property into boxes. Housekeaper #2
stated after they packed the tems into the boxes,
the boxes were labeled with the resident's name
and placed back on the resident's bed because
they thought the resident’'s family would return to
the facility for the items. According to
Housekeeper #2, the resident's itams remained
on the bed for "a week or two." Housekeeper #2
siated she recalled a scrapbook that Resident #1
had written songs in, a Bible, and pictures in the
resident's belongings, but did not recall any quilis.

An interview conducted with SW #1 an 07/08/13
at 4:45 PM revealed it was the fadility's policy to
store a resident's personal property for no fonger
than 14 days after the resident had been
discharged or expired, and then dispose of the
iterns. The SW stated Resident #2°s family
member came in "a day or two" after the resident
oxpired to pick up the resident's glasses and i
stated he/she would return for "the rest” of the
resident's personal property. However, according |
to the Social Worker, the family member never i
coniacted the facility again regarding the
resident's personal property. The SW stated she
attempted unsuccessfully fo call the family
member once (unsure of the date), and had not
tried again prior to the Housekesping Supervisor
disposing of Resident #2's personal property.

An interview conducted with the Administrator en
07/09/13, at 5:15 PM, revealed she became
aware on 05/24/13 that Resident #2's belongings
had been disposad of when the resident's family
members came fo the facility to collect them. At
that time, according to the Administrator, she
learned from staff that Resident #2's personal
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praperty had remained on the resident's bed for
one fo two weeks before staff had taken them to
the outside storage building. The Administrator
acknowledged there was no documentation that
the facliify had contacted/notified Resident #2's
family members prior to the disposal of the
resident's personal properdy. According fo the
Administrator, the facility does not inform
residents and/or their family members at the time
of admission of the facility's policy to store the
resident's personal belongings for 14 days aftera
resident had been discharged or expired. The
Administrator stated the facllity had a system in
place to monitor for the misappropriation of
residents’ personal property through the Quality
Assurance program, and had not idendified any
concerns refated to Resident #2's personal
property.
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