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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MERIGARE & MEDRICAID SERVICES . . _OMB 0, 95 -0381
ETATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA () MUITIPLE GONRTRUGTION {3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
JA BLAILDING
188207 B.Wik@ —~- 12/08/2011
NAME OF FHIVIDER OR SUPPLIER STALET ADDRESS, OITY, BTATE, ZIP CoDE
620 PARKER ROAD
MAYSVILLE NURSING AND REHABILITATION F'AIGILITY MAYSVILLE, KY 41066
DMMARY STATEMENT OF DEFICIENCIES D PROVICER® FLAN OF CORREGTION %
F%“E)sg& (EA(?H DEFIg?ENGYTMUST BE RRECEDED BY FULL PRERXK ACH CORRECTIVE AOTION SHMQULD BE oami*kg;'lou
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Taa |  CANSR-REFERENCED TO THE-APPRUPRIATE
DEFICIENCY)
F OQO INITIAL COMMENTS F 000 FE CEIN ﬁ
R ' 2% e
"+ | AStanderd Recariification Survey was initlated 1?{. JAN ~3 2072
on 12/06/11 and conciuded on 12/08/11, and a |
1.Ife Safatly Code Survey wag conducted 12/07/41. BY: '
Deficlancies were clted with the highest Soope e !
and Severlty of a "D
F 246 | 483.16(e)(1) REASONABLE AGCOMMODATION | - F 248} 246 483 B
b | OF NEEDS/PREFERENCES 246 483.15(e)(1) REASONABLE
ACCOMMODATION OF
Aresldant hae the fght to reslde and recelve NEEDS/PREFERENCES
sarvloes in the faollity with reasonable , :
acoommodations of Individual needs and |t is apd was on the day of survey the
preferennea, exsept when the health o safely of ' oliey of Maysville Nursi g
the individual or other residania would be policy .o M ysville Nursing and
endangerad. ' Rehabilitation Facijlity to ensure
residents are provided and receive
reasonable accommodations of
This REQUIREMENT [g not met a8 evidenced individual needs and preferences.
Ba{sed ?n obsgrvaﬁu;\; lgiervltfaw 'T?ydfreagr? . 1. Regident #21 remains ih the facility
raview, it was datermined the i8¢ ity falled to ! . i .
ensure accommodation of neetls were met as and has not had emy negative effects
evidenced by the aall system being out of reach : related to the call light placement
for ona {1} of twenty-four (24) residents ( during survey.
Resldent #21). _
2. Al resident call lights are being
¢ findin de: ) . , .
The findings include monitored shiftly by the licensed
Heviaw of the dlinical record revealed fesident o : ithi
#21 had diagnoses which Included Pulmonary nul-s1.nglf taff to ensure they aro within
Embollst, Gongeetive Heart Fallure, Cetobral regident’s reach.
Vasculgr Accldent and 8yncope, :
3. The nurse side coordinator
Review of the Admission Minimum Data Set . provided education fo all staff on the
(MDS) Assessment, dated 11/01/11, revealed the diok :dent call lights withi
{adlllty assesaed Resident #21 aa cognitivaly need to have resigent© ights within
intacL. The resldent soored a fliiesn (15) out of reach, In-scrvice date of 12-16-2011.
AR ; ER AEPRESENTATIVE'S SIGRATUFR ME. GO

. _ /=242

sifant anding with an astarisk ("} denctes
olhar gateguards provids sutficient prolection to the pationis,
follswing Ihe date of survay whelber or not & plan of porreotian
days faliswlng the dats thesa dosuments ara made avallable 12
program pattielpaiion,

# daficlangy which the (neYtution may he excusad from eermecting providing it'Ie determingd that

(Seo alrusilons.) Exaept for
s provided. ot aursing homes, iha above findingz and plens of gorrsollen are disolosable 14

{ha facifty. I deficienclea are oited, an approved plan

nuraing homes, the findings stated shove e distioanbla @0 days

of covgation i requlstta to confinued

FOTM CMB-2867(02-95) Provioud Vorelone Obssiato Event ID:VFYTH
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. PEPAHTMENT OF HEA_LTH AND HUMAN 8EFMCE$ FORMAPPROVED
GCENTERS FOR MEDICARE # MERICAID SERVICES - : __QomB NO. 0p38-0381
BTATEMENT OF DEFIGIENDIES XN PROVIDER/BUPPLIEFUCLIA {%=) MULTIFLE CONSTRUCTION (X9).DATE BURYEY ,
AND FLAN QF CORRECTION IDENTIFICATION NUMBER: A 8U . COMPLETED
. , BUN.DING
185207 B.WiNa 12/08/2011
[ AME OF PROVIDER OR SUPPLIER STREET ADDHESS, GiTY, STATE, ZIP CODE ' :
520 PARKER ROAD
MAYSVILLE NURSING AND HEHABILITA‘HGN FACILITY MAYEVILLE, KY 41005 |
NT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION 0
a1 e e b FOEFOIENORS L | paEe e o RRECTVE ACTION EHOULD BE | coMLemen
TAG . AEGULATORY OR LSO IDENTIFYING INFORMATION) TAQ GROS3-BEFERENGED TO THE APPROPRIATE
DEFICIENCY)
: . . e
E 246 | Contlnyed From page 1 E 248 4 ‘A},S part thh; facmt}_' OREOINE. .
fifieen (15) based on a Brief Interview of Mental | - contipuous quality assurance program
Atatus conducted by the facllity, . | the Assistant Director of Nursmg or

Review of tha Comprehensiva Care Plan, dated charge muse will andit 10% of all

eV eheng n, date . . .
11/03/11, revealed tr;le resident was at rigk for resident call light placoment daily.
tefle and trauma reiated to mobiity defict and These andits will be made part of the
history of syncape. . The plan of care alse noted facility’s QA program for the next six
Rasldent #21 needed extensive assiptance with h

roUtin care needs, tolietihg and hygfena. montis.
Interventions llsted on the gace plan included,
"keap osll bell Within reach, encourage resldent to 5. 12-17-2011.
fing oall ight and ask for ausiatance, and respond
to call ight*." ‘

Observation, on 12/08/11 at B:50 AM, revealed
Resident #21 in the wheelchalr at bedalde. The
call ball was wrapped around the bad rafl and
covered overwith ihe bedapread and out of reach
of the resident.

Interview with {he resident, on 12/08/11 at B:50
AM, revealed the resldant was unable to locats
he call ball syatem,

Interview with Certified Nursing Asaietant CNA)
#7, on 12/08/11 a1 B;00 AM, ravealed the
resident would not hava been able to utliize the
call system . Further inferview revesled the
rasident had a soft volee and it would be difficult
io haar If he/she had verbally tried 1o call out for
acsintance, '

interview with Cettified Nursing Aaglstante #5 and-
#8, orl 12/08M1 at 12:05 PM, revealed they fallsd
1o anaure the call bell waa within reach after
assisting the resident out of bed and Into the
wheelchalr.

F 281 | 483.20(k)(8)()) SERVICES PROVIDED MEET F 281
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This REQUIREMENT s not met as avidented
by

Based on oheervailon, interview and record
raview, the fadility failed ta ensure professionel
standards of qualityfor one (1) of twenty-four (24)
residents by not follewling a physiclan’s order or
the fegident's plan of care for oxygen 1o be
administerad at twa (2) liters pernasal sannuia

‘| tor Regldent #21. Obssrvations, on 12/07111,

vavealed the oxypen flowmeter set at thras (2)
fiters.

The findings Include;

Review of the olinfeal ragord revaalsd Resident
221 had diagnoses which included Pulmonary
Erdbeliem anhd Gongeative Heart Fallure.

Review of the Physiclan’s December Ordara
reyealed oxygen o be administerad at two (2)
lters/minute per nasal cannula es hesded for
congestive hear fallure,

Review of the Comprehenelve Gara Plan, dated
14/03/11, revealed Resident #21 had impalred
breathing patterns with shortness of hreath and
oxygen orderecd at two-(?) fiters/minute a8
needed.

Review of the gllnloal revord revealed Residant
#21 had returnéd 16 the fachlty from an outpatient
emergancy room visk on 12/07/11, intervisw, on

Ewmergency Room rolated to decreased
O, saturations and respiratory
copcerns. While at the ER she was
receiving 3 Liters of oxygen pet

orders had not been verified by the
'. ettending physician.

It js and was on the day of survey the
policy of Maysville Nursing and
Rehabilitation o provide or arrange
gervices which meet professional
gtandards of quality.

1, Resident #21 remains in the facility.
She had no {1} effects from recelving
3L of oxygen. Orders wero verified.
Resident received 2L of oxygen.

2. All residents with oxygeo orders
were audited by the Director of
Nursing to ensure acenrate delivery is
being provided on 12-09-2011.

sinute via nagal cannula. Readmission. |

- PAGE 16/22
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MEgN G LAIS LAY 1
. DEPARTMENT OF HEALTH AND HUMAN BERVICES FORM APPROVED
CENTERS FORMEDICARE & MEDICAID SERVICES : ‘ OMB NO, 0838-038
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (Xa) DATE BURVEY s
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING COMPLETED
136207 B.WiNg 12/08/2011
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, STATE, ZiP CODE '
) 520 PARKER ROAD
MAYSVILLE NURSING AND REHABILITAﬂOﬂ PACILITY . MAVSVILLE, KY 41088 _
\RY GTATEMENT OF DEFIGIENGIER ! PROVIDER'S PLAN OF GDRRECGTION {5
%ﬁéﬁ: tm?;f gg&m EN‘{)Y MUS%E PRECEDED BY FULL FHEDFDC {EACH CORRECTIVE ACTION SHQOULD BE W“g,&%ﬁ"""
TAQ BEGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED T THE APPROPRIATE
' : ' : ~ - DEFIQIENCY)
F 261 { Continuad From page 2 F281] F281 4832000 SERVICES
83-D | PROFESSIONAL STANDARDS PROVIDED MEET PROFESSIONAL
The servicea provided or arrangad by the Iﬂaclllty STANDARDS
'ds of ity
must mest protesslona! standards of quality Residlent #21 was sert to the

FORM OMB-2867(02.58) Pravious Vargions Obscote

Evert IiVP7TE

Facifity ID; 100332
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1 IR Ry VA AL
. DEPARTMENT OF HEALTHAND H_UM_AN SE_HVICES FORM APPAOVED
~ CENIERS FOR MEDICARE R EDICAID & RVIGES . R OMBNO. O 33-03_ 1
GTATEMENT OF DEFICIENCIES XN PROVIDER/BUPPLIBR/CLIA * | (X2 MULTIPLE CONEBTRUGTION (%3) DATE BURVEY _
AN PLAN OF GORREQTION IDENTIEICATION NUMBER: A BLILOING COMPLETED - -
_ 105207 8. WING . —— ' 1z/08/2011
NAME OF PROVIDER OR SUPFLIER §TREET ADDREES, GITY. SYATE, ZIP CORE
AVSVIU ON FACILITY 620 PARKER ROAD
MAYSVILLE NURSING AND REHABILITATION F. " AYS\_FILLE, KY 41 D'Eﬁ o ]
iy o SUMMARY STATEMENMT OF DEFICIENCIES ) FROVIDER'S PLAN OF CORRECTION )
ACH DE T 66 PRECEOED BY FULL EACH CORREGTIVE ACTION gHOULL BE COMPLETIAN
?@ng é%um%ggtaﬁg?gamwme INFORMATION) FBr,EEm céoes-nﬁﬁaneggglg 1?;1 gﬁ)ﬁ APPROPRIATE eRE

- F281| Continued From page 3

12/07/11 at 3:00 PM, with Licenisad Practice!
Nurse #2 revealed tha regident returned to the
tacllity arourid 1:00 PM.

Record review of the Nurses' Notes revealed the
ratident had returned on 12/07H1 and had
axygen In placa hawever no flow rate was Hsted,

Opservatlon, on 1 2/07H1 & 4:00 PM and 5:00
P, revealedihe yesident was racsiving oxygen
via nasal caphula at a fiow of three (B) :
litarg/minute.

Interview, on 2107711 &t 4:30 PM, with the
Certiftad Nursing Assigtants (CNA) #7 and #B,
aasigned to oare for Rasident #21 revealed the
nurea |s rasponeible for ensuring the oxygen flow
ta corract, '

| interview with CNA 318, on 12107111 el 445 PM,
ravegled ghe oan verify the seitings but never
adjust the sstiings of oxygen flow. She further
stated when the ooncentrator Is toved it
oceaslonally changss the delivery eetings.

inferview with Ligenasd Praciical Nurse (LPN) #1,
on 12/07/11 at 510 PM, roveslad the oxygen was
ordered to be altwo (2) iters/minute and should
be &t (2) liters/ minute, Obaervation at that time

ravealed LN #1 adjusted (he delivery from three
(3) fiters/minute 1o two (2) Viters/minute as
arderad. ' ,

F 328 | 483.25(K) TREATMENT/CARE FOR SPECIAL
28-p | NEEDS

The factlity must snsure that residents tecelva
proper treatment and care for the following

apaolal sevioss:

F 2811 4elivery of oxygen al the beginning of

F 28

-

3. The n—u.rsing staff will cnsure'proper

ench shift. In addition, the pursing
assistants will verify proper delivery of |
0O, while providing care. This .
information will be on the purse aide
care plan.

4. As part of the facility’s ongoing
quality assurence the Assistant

Director of Nursing will audit all
resident’s receiving 0Xygen weekly to

~ ensure proper delivery is being |
provided. This practice will continue

for the next three months and then
quarterly.

5, 12-10-2011.

FORM GMS-25R7(02-88) Previous Varsions Obselete Bvant iivP7Ti
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- , ' : CPMINLEU seerievi
 DEPARTIENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERG FOR MEDICARE & MEDICAID SEBV\CES : , . OMB ND, 0838:03 1
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUFFLIER/CLIA [ {2 MULTIPLE ODNETRUCTION ' (%2) DATE SURVEY
AND PLAN GF CORRECTION: IDENTIFIGATION NUMBER: COMPLETED
A BUILDING e
185207 B, WiNG — — 14/08/2011
NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESE, GiTY, STATE, ZiP GODE :
| _ ' 820 PARKGR ROAD
MAYSVILLE NURBING AND AEHABILITATION I"AGILlTY MAY SVILLE,_ KY 41086
{%4) 1D " BUMMARY STATEMENT OF DEFICIENCIER o] PROVIDER'S FLANOF CORRECTION o)
PREFIK {ERCH DESICIENGY MUST BE PRECEDER BY FULL PRERY {EACH CORRECTIVE AGTION BHOVLD BE OGNPLETION
A& AEAULATORY ORLEG IDENTIFYING INFORMATION) TAQ CROG8-AEFEREHOED TO THE APPROPRIATE DAY
: : DEFICIENCY)
, - : F328 4832.25(K)
Foz8 lc‘]’““l;‘“"d Feom page 4 . F328| TREATMENT/CARE FOR SPECIAL
njeotions;
Parehteral and enteral flulds; | NERDS
Colostomy, ureterastomy, of ljeostomy care; -
Trasheostomy cere; : _ Tt i3 and was on the day of survey the
Tracheal suailoning; : : policy of Maysville Nursing and
-Hesp\ratary GArg, + | Rehabiljtation Facility to engure
Foot care; and i g . '
Progthesas. residents receive proper treatment and

care for special services.

Resident #21 was sent back to the

X .
This REQUIR EMENT Ja not met as avidenced facility from the (ool EUergeacy

by: -
Based on facilty polioy, observation, interview Department. Her visit to the ER related
and recard review, the faclity falled 1o ensuce to decreased oXygen saturation and
residenta recelve proper treatment and care L Whil e ER
rolated to the adminlsization of oxygen for one (1) respiratory conceimns. fle at the |
of twenty-four (24) residents. Resfdent #121' wen she was receiving 3 Liters of oxygen
obierved to have axygen ata flow rale o three inwte via nasal cannula.
{5) ers/minute Instead of two (2) lters/minute &3 per yuiaute via B
ordered. : Readmission orders had not been

) verified with the resident’s attending
The findings include: physteian.
Review of the fallity polloy "Managing - 1. Regident #21 remains in the f:a.(.‘:lﬁty. |
Resplratary Therepy®, undeled, revealed nasel She had no i}l effects from recelving
;:Iannula lﬁ an opﬂon)L:]sed }o deliver fow oxXygen 31, of oxygen. Orders wexe verified.

ow, such @s twa (2) iters minute. Nuraing _ ' : o]
gonsiderations Induded monltering the reldent R emde-x'mt received 2L of OXYEED-
Sgﬁo;ﬁgn i?; fgaluaﬂm of the tesidents 2. All _.residents with oxygen orders
piratory ’ were audited by the Director of

Roview of the olinial record revealod Fasidant Nursing to ensure accurate delivery is
421 hud diagnoaes which included Pulmanary " being provided on 12-09-2011
Emboilsm and Congestive Heart Fallure. ' '
Review of the Physiclan's Decamber Ordets

FORM CNB-z8a7(02:05) Prvious Versiony Obsolole pvent IDVET7H Fachity [D: 100333 It continuation ehsst Page 6ol
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_ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORAM APPROVED

ERS FOR MEDICARE & MEDICAIR SERVICES NS OMB NO. 0928-0301
STATEMENT OF DERICIENGIES (1) PROVIDERISUPPLIER/CLIA {32} MULTIPLE CONESTRUGTION (X9} DATE SURVEY.... .

AND PLAN OF CORREGTION IDENTIFICATION NUMBER: : . GOMPLETED -
A BUILDING
185207 B. Wina 12/08/2011

NAME OF PROVIDER OR SUPPLIER
MAYSVILLE NURSING AND REHABILITATION FACILITY

DTREET ADDRESS, CYTY, STATE, ZIP COLE
£20 PARKER ROAD
MAYSVILLE, KY 41058

EORM OMB-2L67(02-58) Pravious Verslons Obsalole

Evant ID: VAT

() 1D UMMARY STATEMENT OF DERICIENGIES “Ip PROVIDER'S PLAN OF GOHHEﬁﬂON ﬁr
PREEIK (8AGH DEFIGIENCY MUST BE PRECEOED BY FULL PREEIX (EAGH CORRECTIVE AOTION SHOULD BE: coufleriot
TAG REQULATORY O LSG IRENTIFYING INFORMATICN) TAG CAORSREFEAENCED 10 THE APPROPRIATE -
. : ' DEFICIENDY)
_ , . | 3. The nursing staff will ensure proper

. F 828| Continued From page b : F828| delivery of oxygen at the beginning of

revealed oxygen fo be adminiatered at two (2} each, shift. Tn addition, the nursing

(ere/minute per nasal cannula s neaded for . . o :

congestlve hean fallurs. : agsistants will verify proper deliver of

: 0O, while providing care. This

Peview of the Gamprahensive Cate Plan, dated information will be on the nurse aide

11/03/11, revealed Rezldent #21 had impaired " l

breathing patterns with shortnegs of breath and carc pan.

oxygen ordered at two (2) iiters/minute 8 - _

needsad. 4. As part of the facilify’s ongoing

Reviow of Resldent #21's clinioal record fevealed | quelity assuraice the Asslstait

aview of Resioen '3 glinlcel recor gale : . \ "

the resident had returned to the facilty from an D“j“t‘“, of Nursing will audit all

outpalient emergeney roem vislt on 12/07/11. resident’s receiving oxygen weekly to

1__';“:9“{1'9\'; ﬁn 12/?52&)‘:;23100 Pf“ﬂ-d ‘«;’}f‘lh L!ciagsed ensure propet delivery is being

ractical Nurse revealed the resident i ; . .
returned fo the faclity around 1:00 PM, provided. This practice will contipue
- , for the next three montls and then
1 Racord review of Nurses' Notes revealed quarterly.

Resident #21 had returned on 12/07/11 and had '

oxygon in plgoe, however, 10 fiow rate was listed. 5. 12-102011

Obaarvalion of Rasident #21, on 12/07/11 =t 4:00

PM and 5:00 PM, revealed the resident was

reoalving oxygen via nasal cantuia at & flow rate

of three (3) llers/minute. ‘

Interview, on 12/07/11 et 4:30 PM, with the

Certilled Nursing Assistants (CNA} #7 and #B,

assigned 1o are for Aesldent #21 reveeled the

nurse is responsible for ensuring tha oxygen flow

Is conect, Cantinued interview with CNA#7

revealsd ahe had never been toid to check the

fiow rate. Furthet Interview with CNA #8 revealed

the equipment may havée beon aceldentally

bumped by someone providing care to the

resldent and the flow rate changed without

anyone's knowlsdge.

Fatiily ID; 100823 i cnnlinuallnn.shes! Paga 6otB
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- 12-27-'41 18:34 FROM- T-718 P@13/@15 F-322
N IXNHE1T. T&TAPTEM YD
* DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
' ZR8 £ & MEDICAID SERVIGES - . 0 El __0. 0938-0381
BTATEMENT OF DERICIENCIES (41} PROVIDERA/SUPPLIER/GLIA (%2) MULTIPLE CONBTRUCTION 3 DATE gURVEY © |7
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
A GUILDING .
180207 B. Wia 12/08/2011
NAME OF FROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE '
620 PARKER ROAD
MAYSVILLE NURSING AND REHABILITATION PAQIL!TV | maveviLLe, K atoss
9 1D "~ BUMMARY STATEMENT OF DEFIOIENGIES D PROVIDER'S PLAN OF CORRECTION e
FREFTX (EAGH DERCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GoMFLETION
Ta@ | - REGULATORY OR LBG IDENTIFYING INFORMATION) TAG cnuss-a;r:sﬂﬁgggg o gi\;l}E ARPROFRIATE A
F 828 | Continued From page 6 ' F 828
Interview. with ONA #8, on 12/07/11 al 4145 PM,
revealed cho can verlfy the settings but naver
adjust the gattings of oxypen flow. She furlher
stated when the concenirator Is moved [t
occaslonally ohangea the dallvery settings.
Interview, on 12/07/11'ai 5:1Q PM, with Licatsed
Practlosl Nurse (LPN) i1, revealed tha oxypen .
was orderad fo bo &t two (2) Mters/minute Instead
of thrae (3) liters/minute the resident was
observed to ke receiving end she made the
correclion ta retient the rate of flow as ordered. ,
B ' ) CONTROL, PREVENT SPREAD,
The faciiity must establish and maintaih an LINENS '
-infection Control Program designed o provide &
TN I L
T . . .
of disease and Infeation. 1;?1;6}; 1<]3vfI\/Ia:.'s]\:u}.lehNursmg a&d o
chebilitation Facility to establish an
(e) Infection Control Program malntain an Infection Contro), Program.
;?ggﬁ%?g“&;g:ﬁﬁ;ﬁ’ﬁh an Infeotion Contral designed to provide a safe, sanitary
(1) Investigates, vontrals, and prevents infections , and comfortable environment and to
l(n )1he faoliity; 4 A : help prevent the development and
3) Dacldes what progedures, alich as [solation, teqd : e 4t
| should be applied to an Individual resident; and transmission of digease and fnfection.
(8) Maintains & record of incidents and gorrective "1 The feedi .
actions refated 1o infactions, -+ 1he 1eeding pump which had the
: dried brown material on it has been
{b) Preventing Spraad of Infeotlon cleaned and properly stored.
(1) When the Infection Control Program property st |
determines that a resident needs Isolation to : ) . |
prevent the spread of infeciion, the facliity must 2. Al f:eedmg l?umps were Elmdmd_ by
laclate the resident. the Assistant Director of Nursing to
(2) The facilily must prohlblt emplayaes with & engure they were cleaned and stored
communicable diseass or infected skin lesions propetly on 12-09-201).
FORKM CM&-Z67({0246) Previous Variens Obsoleto Factiy 10: 100333 It conunuELUn e et8f Pups 7 of B
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19-77-111 19:35 FROM- T-713 D1@147015 K-¥d
. DEPARTMENT OF HEALTH AND HUMAN SERVIGES rF(JF!M APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES | OMR NO. 0638~ 91
STATEMENT OF DEFICIENCIES i) PROVIDEA/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION | (x6) DATE SURVEY .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BULDING
, , 186207 B wie 1zfoB/aot1 |
RAME OF PROVIDER OR SUPPLIER STREET ADDAETS, OITY, STATE, ZIP CODE
820 PARKER ROAD
\{
MA SVILLE.NUFISING gﬂn REHABILITATION FACILITY MAYSVILLE, KY 41058 |
o | SUMNARY STATEMENT OF DEPICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
BREFIX (BACH DEFICIENCY MUST BE PREGERED BY FLLL PREFIY (FACH CORRECTIVE ACTION SHOULD BE | COMPLETON
TAGR AEQULATORY OR LBC IDENTIFYING INFORMATION) TAG 0R0SS-RAFERENCED T0 THE APPROPRIATE DATR

DEFICIENGY)

F 441 | Continued From page 7 .

{rom direot contact with residents ar thelr food, if
dliraol contact will ranemit the dizease.

(3) The faollity must require statf to wash thelr

nand washing i indicated by accepted
profassional practice.

{c) Lingnzs

Personnel must handie, store, process and
{ransport lInens so as {0 prevent the spreed of
infagtion. i

This REQUIREMENT i not mot 68 avldenqed

by:
| Based on obsetvation, Interview, record teview,
and raview of faalllty's potioy and procedures it
was detarmined the facility falled fo have an
affective system In place to pravent the
devalopment and ranamission of digease and
| infoction. The facility failed to ensure rosldent
equipment such as tube feeding pumps were
stored in & manner {0 prevent infeollon of
sontamination.

The findings Includs:

Review of the faollity's polisy nfaction Control
Program Overview", dated 2007, revealed
preventlon of infeotion includes policles, _
procedures and agepllo praotices are followed by
parsonnel in performing preoedures and in
diainfection of equipment.

Obaarvation, on 12/06/11 at 10:34 AM, revealed &
tube feeding pump was atored in the medioation

hands aftet each direct regident pontact for which .

3. An in-service was conducted by the
F441| Administrator and Director of Nursing
with all licensed staff to discuss the
facility’s infection control program

and specifically the cleaning and
storage of medieal equipment. 12-16--
2011, i

4. As part of the facility’s ongoing
Quality Assurance program the
Assistant Director of Nursing will
 audit all feeding pumps stored and
clean weekly. This practice will
continue for the next six months.

5, 12-17-2011.

- FOTM OMS-2667{0m9%) Praviaus Versions Obsolate . Bvant IO VATTH

Fegilty 1D 100333 ‘ il continuation eheel Page B ot



P1/@3/2612 13:20  GPG5648835

12-27-¢11 19:35 EROM- )

_ DEPARTMENT OF HEALTH AND HUMAN SERVICES
" GENTERS FOR MERICARE & MEDICAID SERVICES

OMNRF

- PAGE 22/22

T-718 FU15/815 F-322 -

CIN YL bty PR g b 8

FORM APPROVED

RTATEMENT OF DEFIGIENCIES vl PrOVIDER/BUPPLIER/CLIA
AND PLAN OF GORRECTION IOENTIFICATION NUMBER:

186207

040) MULTIPLE CONBTRUCTION
A BUILDING

B. WING N

Q . 0838-0391
[X3) DATE BURVEY
coMpLETES |

12/08/2011

NAME or-‘mownsﬁ CR suépusn
MAYAVILLE NURSING AND HEMABILITATION FACILITY

£20 PARKER ROAD
MAYSVILLE, KY 41056

STREET ADDRESS, GITY, 8TATE, Zip CORE

008} 1D
PREFX
. TAQ

SUMMARY STATEMENT OF DEFICIENGIES .
{EACH DEFICIENGY MUST BE PRECEDED 8Y FULL
REAULATORY OR B0 IDENTIFYING IMFOHMATION)

DEFICIENGY)

m | FROVIDEA'S PLAN GF CORRECTION "}3@”
PREFIX (EAGH CORHEGTIVE AGTION SHOULD BE 00 oN
TAG - CROSR-REFERENGED TO THE APPROFRIATE DATE

F 441

Continued From page 8 :
rootn as olaan hut with further observation of ke
faading pump dried brown ateral was noted on
the bollom side of the pump.

interview, oh 12/06/11 at 10:35 AM, with Licensed
Practioal Nurse (LPN) #1, revealed the tube

Jeading pump was a clean machine bacauss it

wae stored in the medication room. Eurther

Linterview validated the tuba feading maohine had |

dried brown materal on the boltom side therefore
meking the feeding pump cirty. LPN #1 further
indicated the process was not followed based on
infection contral procedures. Confinued interview
ravealed, once & feeding pump Ig cleansd it -
shouid be placed In & bag onea It hae been
gleaned and ready for use. :

F 441
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