DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/07/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
185177 B. WING 01/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
505 WILLIAM THOMASON BYWAY
GRAYSON MANOR NURSING HOME LEITCHFIELD, KY 42754
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECGTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INJTIAL COMMENTS {F 000}
Based on implementation of the acceptable
POC, the facility was deemed to be in compliance
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PLAN OF CORRECTION
An Abbreviated Survey investigating complaints GRAYSON MANOR NURSING ;
KY#22511, KY#22477, and KY#22441 was HOME SURVEY 4} |
conduciad on 11/18/14 through 1112614 to .
detarmine the facility's compliance with Federal COMPLETION DATE OF E\VED i
requirements. KCY#22511, KY#22477 and November 26, 2014 REC
KY#22441 were unsubstantiated with an 4115
unrelated deficiency cited at a Scope and AN 0
Severity of 8 "E". EO
F 312 | 483.25(a){3) ADL CARE PROVIDED FOR F 312! y L
55=E | DEPENDENT RESIDENTS 'F312 ‘
A residant who Is unable to carry out activities of
daily living receives the nacessary services to .
maintain good nutrition, grooming, and personal | Resident’s #1, #2, #3, #4, and #6
and ocal hygiene. | were given a shower or bed bath by
the Certified Nurse Aides that were
assigned to giye baths on
This REQUIREMENT is not met as evidenced November 28™ 2014,
by: . .
Based on chservation, interviaw, record raview All SNF/NF reﬂde?ts bathing
and review of the facillty's policy and procadur, it schedules were reviewed from m
was detamined the faclity failed to provide the November 24" thru November 30
necessary sarvics to mainiain personal hygiens 2014, Those residents found to
for five {5) of nine (9) sampled residents have only been offered less than
(Residents #1, #2, #3, #4, and #8). Residents #1, | two baths in that week was given a
e e shower by Dirctorof Nursng,
atandard of practica, %estoranve Nurse LPN, Personal
are ‘Cpordmator CMA and the
The findings include: '2A(;l]q411nISMtor on December 2,
1. Reviaw of the facility's policy titled "Shower”,
{undated), revealsd the purposes of the On November 24, 2014 the class
procadure are o promots cleanlinees and |that Grayson Manor sent to
comfort, to ralax the resident, to stimulate H .
e e }Ehmbethtown Community College
LABORATORY DIRECTORS OR PROVIDERISUPPUER REPRESENTW t8) DATE -
Jﬂ-!;%;_z %J” 4////]/’([5}' W
Anydlﬁdnncylhhmntmnwlmunuwc')dsnomam&hu\unlnmwt:rlmlvbcm d from ltinemh\odnm

other safeguards provide sufficiant protection 1o the patients . (See instructions,) Except for nursing homes, the fiadings lmad lbovc sre discicaabis 90 days
foliowing the dats of survay whethar ar not a plan of comection is provided . For nursing homas, the above indings snd plans af cormection are disciosable 14
days foliowing the date thess documants are made available to the faciity, If deficencles are citad, an approved plan of carscion is requisite to continued
program panicipation,
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¥ 312 Continued From page 1

rasident's skin, Staff should document the
signatura and title of tha parson documenting the
data. In the event the resident does not recaive
the bath as care planned, tha charge/siaff nurse
must be notified for further assessmant of the
resident andfor to develop alternate care.

Interview with Director of Nursing (DON), on
1172514 at 9:30 AM, ravealed the facility's policy
does not address how often residants are to
receive showen or baths. She stated the
facility's standard of practica relatad to hygiens
was utllized from (Mosby's taxtbook for Long
Term Cana Nurging Assistants aixth edition page
280), which states Geriatric residents require a
complete bed path or shower twice a week with
partial baths taken the othar days. The DON
further stated the residents should be recaiving
two showers a waek and given a bed bath prior to
physiciane appointments, if requestad.

Record review revealed the facility admitted
Resident #1 on 02/26/09, with diagnoses which
included Congestive Heart Failure, Diabetes
Mellitus Typa )I, and Alzheimer's Disease.

Review of tha annual Minimum Data Sat (MDS)
assessment, dated 01/13/14, revealed the facility
assessed Resident #1's cognitive status as
severely impaired with a Brief Interview of Mantal
Status (BIMS) score of a *3", indicating the
reskient was not interviewable, Tha resident
requires asaistance of on staff with part of the
bathing activity.

Raview of the Profile History Report (Certified
Nurse Aide {CNA}Care Plan), dated 13/19/14
through 11/25/14, revealed Rasidant #1 raquirad
limited assistance of one with bathing.

F 312|for Nurse Aide classes got their
results and could start to work
without restrictions. On August 29

2014 Grayson Manor received a
'waiver from the De ent of
Medicaid to teach nurse aid classes
and on September 15, 2014 ]
Grayson Manor received a waiver

from the Department of Medicaid
in order to teach the classes On-

Line, On November 19, 2014 the
first on-line class was tested and we
received their results on December
08, 2014. On December 08, 2014
the second on-line class of nine
students was started. On December
08, 2014 two CNAs were promoted
to dedicated bath aides. The
Director of Nursing RN,
Restorative Nurse LPN, Personnel
Care Coordinator CMA and
Administrator will give baths as
needed for example if routine bath
aide is absent and a
not found one or all of the above
will give baths. All staff was
educated on December 1, 2014 by
the In-service Coordinator
regarding residents who are unable
to carry out activities of daily living
to make sure the residents recejve
the necessary services to maintain
good nutrition, grooming and
personal and oral hygiene. A post-
test was given and staff was

lacement is
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Raview of the Bath Type Detailed Report
{computar ganerated flow sheet for care
providad), for 10/18/14 through 11/18/14 revealad
tha resident had three (3} showers (on 10/24/14,
110714, 111MB/M14) during the four (4} week
period of ime and the resident should have besn
cfferad eight (B) baths/showers during this tima.

2. Record review revealed the facility admitted
Resident #2 on 08/28/05 with diagnosas which
included Alzheimer's Disease, Hypathyroidism,
and Obesity.

Review of the annual MDS assessment, dated
04/11/14, revealed the facility assassed Resident
#2's cognition as seversly impaired with a BIMS
score of "4" indicating the resident was not

| interviewsable. The resident is totally dependent

: ona one person for bathing.

Review of the Profile History Report, dated
111714 through 11/25/14, revealed Resident #2
required limited assistance of one with hygiene.

Review of Bath Type Detailec Report, for
10/19/14 through 11/19/14, ravealed the resident
had five {5) showars/baths {on 10/27/14,
1073114, 11/03/14, 11/10/14, and on 11/17114)
during the four (4) week period and the resident
shoulkd have been offerad eight (8) baths/showars
during this time.

3. Record review revealed tha facility admitted
Rasidant #3 on 10/24/14 with diagnoses which
included Amputation of Leg Unilateral Balow
Knea, Anemia, Muscie Weaknass, and

Hypertansion.

post test. If staff did not make
100%, they were not allowed to
work until the test was retaken
with a score of 100 % Those staff
that did not comply with education
training were removed from the
working schedule unti! this has
been completed. This education
included the importance of good
nutrition, grooming and personal as
well as oral hygiene. This will
specifically address the importance
of maintaining a bathing schedule
and preventing other inadequate
care as well as plans for
interventions in the event the
schedule is not followed.

On December 08, 2014 the Quality
Assurance Coordinator
implemented an audit on the
activities of daily living in residents
who are unable to accomplish these
by their self. This includes but is
not limited to bathing, grooming to

insure grooming and bathing
schedules are followed, and
residents receive the care needed.
The charge nurses will conduct this
audit daily for 7 days then weekly
times four weeks then monthly
times 3 months then quarterly
maintaining 100 % compliance.

FORM CMS-2587{02-09) Previous Vera:ors Qbsolsle

Event ID; MYBS1Y

Facily 10: 300180

If continuatian shest Page Jof 8




PRINTED: 12/110:2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
| ES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/BUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185177 B. NG 11/2812014
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NOR NURSING HOME 908 WLLIAR e
S = H LEITCHFIELD, KY 42784
(X410 BUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION om
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coMmENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaG (;51058-F!EFERENgE'I:‘:!:’I ?NI:‘“HE APPROPRIATE DATE
Di

F 312 | Continued From page 3

Review of the admission MDS assesament, dated
11/05/14, ravealed the facility assessad Resident
#3 as moderatsly impaired with a BIMS score of
“10" indicating the residant was interviewable.
The resident requires limited assistance of two
parson for parsonal hygiensa and bathing did not
occur during the observation period,

Review of Profila History Report, for 11/18/14
through 11/25/14, ravealed Residant #3 required
limited assistanca of one (1) with bathing.

Review of the Bath Type Detalled Report, for
10/24/14 through 11/19/14, revealed the resident
did not recaive a showar/bad bath until one (1)
weak after admission.

Intarvisw with Resident #3, on 11/26/14 at 8.45
AM, revaaled the first showar the residant
raceived was a weak after he/her was admitted.
The residant staled he/she didn't think he/she
should have to ask for a bath and he/she thought
staff would ask about giving some type of bath or
shower.

Intarview with Residant #3's Niece, on 11/18/14 at
4:30 PM, revealed the resident has been

admitted here for thres (3) waeks and has only
had two (2) showers. She steted whan she asked
a nursa about it she was told they have

scheduled shower days two (2) times a week and
the residant had not been cleaned up betwean
the shower days.

4. Record review ravealad the facility admitted
Regidant #4 on 05/17/10 with diagnoses which
included Lata Effects Carebrovascular Disagse,
Hypertansion, Muscular Wasting and Disuse
Atrophy.

F 312| The Quality Assurance Coordinator

will monitor the audit results and if
problems are identified the
problems will be taken to the
Administrator and Nursing
Administration which includes the
(DON, Restorative Nurse, Quality
Assurance Coordinator, and two
RAI Nurses) immediately. Nursing
administrations role in this QA
audit is to review any QA problems
identified brought forth by the
Quality Assurance Coordinator and
initiate alternative measures
accordingly. Problems identified
and alternative measures initiated
will be discussed at the scheduled
QA Committee meeting. QA
Commitiee members include Joey
Vance, Administrator, Vanessa
Logsdon, Director of Nursing,
Linda Duke RN, Quality Assurance
Coordinator/Nurse Aide Trainer,
Julie Mudd LPN, Restorative
Nursing, Tracy Pharris LPN, RAl
Nurse, Trent Blacketer, PCA
Pharmacy Consultant, Sherry
Dennis, Dietary Supervisor, Debbie
Clack, Activity Supervisor, Ed
Cubbage, Maintenance Supervisor,
Allen Chambers, Maintenance,
Alexis Chitwood, Social Services,
Emily Lawrence, Social Services,
Carry Sweet, Medical Records,
Brenda Elmore, Housekeeping
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F 312 | Continued From page 4 F 312| Supervisor, Tonya Tilford LPN,
| Wound Care/Infection Control,
Review of the snnual MDS assassment, datad Rhonda Downard, _Ward Clerk,
08/19/14, revealed the facility assessed Resident Angie Edwards, Dietary, Margaret
#4's cognition as cognitively intact with & BIMS Saltsman, Housekceping. Jamie
scura_of 13" indicating the resident was Pagel Certified Nurse Aide,
Intarviawable. The resident requires total Christal Butler Certified
dependancea and two person physical assist with Medication Aide, Patricia Gibson
sthing. e . * >
bahing Assistant Dietary Supervisor,
Review of the Profile Histary Report, for 08/22/14 Angela Payton, LPN, RAI Nurse,
through 11/25/14, revealed Resident #4 required Dr. Kenneth Green, Medical
| assistance of two with bathing and has total Director. This audit will be 2014
bowsl and bladder Incontinence. conducted as part of the Facility’s | Y/
Quality Assurance Program

| Revisw of the Bath Type Detailed Repon, for
10/18/44 through 11/19/14, revealed the resident
received or refused five (5) showers {on 10724/14,
10/27/14, 11/04/14, and 11111415 and refused a
showsr on 10/28/14) during the four (4) weak
period and the resident should have been offerad
Qight (8) showera/baths during this time.

Intervisw with Resident #4, on 11/18/14 at 3:16
PM, ravealed he/she has not had a bath for two
(2) weeks and he/she didn't gat a showar last
weak bacause they pulied the bath aid to work
the floor. The resident continued (o state they
might give me a bath if | ask them but | haven't
got one yet.

5. Record review reveaied the facillty admitted
Resident #8 an 08/01/08 with diagnoses which
included Aizheimer's Diseass, Insomnia, and
Anxiety.

Reviaw of tha gquarterty MDS assessment, dated
08/20/14, revealed tha facility assessed Resident
36's cognition as moderately impaired with a
BIMS score of "8" indicating the resident was
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inlarviewable. The resident requires total
depandanca and one parson physical assist with :
bathing.

Review of the Profila History Report, for 09/03/14
through 11/25/14 revenled Resident #8 requimd
assistanca of ona with bathing and has
incontinenca episodea with bows! and bladder,

Review of the Bath Type Detailad Raport, for
10/19/14 through 11/19/14, ravealad tha resident
had six baths/showers (on 10/24/14, 10/28/14,
103114, 11/0314 and 11/1114) during the four
{4) waek period and the resident should have
been offarad aeight (B} showers/baths during this
lime.

Intarview with CNA #1, on 11/18/14 at 230 PM,
revealad the residents ara missing their baths
because thera is not enough stafl. Sha stated
they have stopped giving baths on Wadnesdays
and the weekands due to staffing problems.

Intarview with CNA #3, on 11/20/14 at 1:50 PM,
ravealed she works as a CNA and a bath aide.
Sha statad residents are not getting baths
becausa of tha shortage of staff and they try fo
gel every resident a shower ai laast once a week,
She revealed they are nat abla to complets all
scheduled baths In one day, and that today she
had ninetaen (19} baths to give at 11:00 AM. She
stated if they pull the bath side to work the floor
no one gets a shower and she doss not think the
residents are getting bed baths if they miss their
shower.

Interview with CNA #4, on 11/20/14 at 3:10 PM,
revealed she works most of the time with the !
rastorative program but due to the staffing |
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shortage hag been trying to help out. She stated
on 11/15/14 ghe had documanted on her notes
thet she shaved all the male residents bacause
ghe noliced they all neadad shaving and thera
was no bath aide scheduled that day. 1

Intarview with CNA #2 on 11/20/14 at 3:40 PM,
ravaalad he thinks tha residants are suffering
because wa can't get everything done and thay
don't get tha amount of baths that they should
becausa we don't have enough showar aids. Ha
stated the showsr aides ame pulled a lot from first
shift to either work the floor or work othar shifis.

Interview with LPN #1, on 11/26/14 at 10:30 AM,
revealed she was aware that some of the
rasidents were only getting a bath avery seven (7)
1o eight (B) days and she was letting the Charge '
Nurse know avery day who is on the bath list
daily. She stated if they don't have a shower aide |
scheduled the nurse side on the floor is '
rasponsible to give a bed bath but dua to staffing

: problems that's a lot of baihs.

LPN #1 statod she didn't think regidents hava
gone longar than aight {8) to tan (10) days without
a bath and the bath gides are getting pulled at
least two times a weak to work on the floor. She
dlso stated thay have stopped giving showers on
Saturdays dus to the problem with schaeduling.
She stated sha is the cne responsible to reassign
baths and make changas if neaded.

Intarview with Director of Nursing (DON), on
11/26/14 at 10:00 AM, revealed no staff membar
has reported to har that the baths are not gatting
dons. She staiad the bath aides bring & shower
list to LPN #1 {Charge Nursa for Restorative and
Bath Aides) each day after compieting the
showers, She stated the baths are scheduled by
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mom numbers. Sha ravaalad rooms twenty aight
(28) thraugh sixty four {84) are givan an Mandays
and Thursdays and rooma forty five (45) through
sty three (63} are given on Tugsdays and
Fridays and Wadnesdays are used as make-up
days. The DON further stated the residents who
do not receive a shower &re movad to the top of
the list for the next bath day. She stated she did
not think it was acceptable for a rasident o go a
waek without 8 shower or bed bath.
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