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{F 000} | INITIAL COMMENTS {F 000}

Based upon implementation of the acceptable
PoC, the facility was deemed to be in compliance
12/15115, as alleged.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the inslitution may be excused from comecting providing itis determined that
ather safeguards provide sufficient protection to the patients. {(See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are ciled, an approved plan of correction is requisite to continued
program participation,
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Publie reporting for this coltection of information is estimated to average 10 minutes per response, Including time for reviewing instructions, sean:mg ;xalg data sources, gathering and
maintalning data needed, and completing and reviewing the collection of Information. Send comments regarding this burden estimate or any other aspect of this collection of information
inciuding suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Papenwork

Reduction Project (0938-0390), Washington, D.C. 20503.

{Y1) Pravider/Supplier/CLIA/
Identification Number

185142

(Y2) Multiple Construction
A, Building

B. Wing

. (Y3) Date of Revisit

12/22/2015

Name of Facillty

HERITAGE MANOR HEALTH CARE CENTER

[ Street Address, City, State, Zip Code

401 INDIANA AVE
MAYFIELD, KY 42066

This report is completed by a qualifled State surveyor for tha Med|care, Medicald and/or Clinical Laboratory Improvement Amendmants program, to show those deficiencles previously
reported on the CM5-2567, Stalement of Deficiencies and Plan of Comection that have been comected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identificallon prefix code previously shown on the CMS-2567 (prefix codes shown to tha left of each

requirement an the survey repart form).

(Y4} Item {Y5) Date {Y4) Hem (Y5) Date (Y4} Item (Y5)  Date
Carrection Correction Correction
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1D Prefix F0225 1211512015 ID Prefix F0226 12/15/2015 ID Prefix
Reg. # 483.13(c)1Mil}-(ili}, (c}2) - Reg. # 483.13(c) Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix 1D Prefix
Reg. # Reqg. # Reg. #
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LsSC
Correction Correction Carrection
Completed Completed Completed
1D Prefix 10 Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC | LsSC LsSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsSC | LsSC LsC
Reviewed By | Reviewed By Date: ‘ Si |Date:
Stto Agency Rl AW i
Reviewed By — Reviewed By Date: Signature of Surveyor: Date:
CMS RO

Followup to Survey Completed on:

11/18/2015

Check for any Uncorrected Deficlencies. Was a Summary of
Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE COH (X3 DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION NUMBER ALY COMPLETED

c
185142 B.WING 11/18/2015
NAME OF PROVIDER OR SUPPLIER
HERITAGE MANCR HEALTH CARE CENTER MAYFIELD, KY 42058
X410 SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION | o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGLULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY} |
| |
F 000 | INITIAL COMMENTS F 000 This Plan of Correction is the conter's credible
| alfegation of compliance. |
| An Abbreviated Survey investigating Complaint , ) |
Preparanon and 'or execution of this plan of correcti
#1(Y24024 was conducted on 11/08/15 through does not constunte adnussian or agreement by the T
| 11/18/15  Complaint #KY24024 was provider of the trh of the facts alfeged or conclustons
substantiated with deficiencies cited at the set forth in the statement of deficicncies. The plan of
highest Scope and Severity of a "D". correciion is prepared and'or executed solely becansd
F 225 | 483.13{c)($)iid-{iii), (c)(2) - (4) E 225 it 15 required by the provisions of federal and siate faw-

55=D | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the Stale nurse aide

| and report any knowledge it has of actions by a
court of law against an employes, which would
indicate unfitness for service as a nurse aide or
or licensing authorities.
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
1o other officials in accordance with State law
State survey and cerlification agency)

The facility must have evidence that all alleged
prevent further potential abuse while the

investigation is in progress

to the administrator or his designated

The facility must not employ individuals who have

registry concerning abuse, neglect, mistreatment
of rasidents or misappropriation of their property,

other facility staff to the State nurse aide registry
The facility must ensure that all alleged violations
misappropnation of resident property are reported

immediately to the administraler of the facility and

through established procadures (inciuding to the

violations are thoroughly investigated, and must

The results of all investigations must be reported

F225 12/i5/15
Resident# | was transferred 1o an acute

setting on 10/26/15where he/she was |

examined and returned to the facility.
Upon return, Resident #1was placed on
alert charting and the care plan was
reviewed and revised by the
Interdisciplinary Team, which censists
of, but is not limited 10, the Executive
Dircctor, Director of Nursing, Rehab
Director, RN Unit Manager, RN Case
Manager, RN Assessment Coordinator,
Registered Dietician, Social Services
Director, and Activity Director,
Resident #1agreed to consult with
Mental Health services and treatment
is ongoing,.

CNA #1 was interviewed by the RN
Director of Nursing on 10/24/15, and
stated that he/she was in the room when
Resident #1 stated “there is somcone on
tap af me”. CNA #1 attempted o reassure |
Resident #1 by stating “There is no one
here but me”. CNA #1 indicated that the
hallucination was reported to LPN#1.

Z !
wECTOR'S OR PROVIDE R/SUPPLIER REPRESENTATIVE'S SIGNATURE

{:,Xe.c»dv ve Dln.- c'l’l [

TILE N8} DATE

Any deficincy stalement ending with an astensk {*) denoles a daficiency which the institution may be excused from comecting providing it is determinad that

/.z_/.u 45

ather Tateguards provide sulficient protection 1o the patients (See instructions ) Except for nursing homes, the findings stated above are disciosable 50 days
folowing the date of survey whether or not a plan of correction is provided For nursing homes, the abave findings and plans of correction are disclosable 14
days follawing the date thesa documents are made available to tha lacily i deficiencies are cled, an approved plan of correchon is requisite to continued

program participat:on.
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(X410 SULIMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION A8
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TAG REGULATORY OR LSC IDENTIF YING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY})
F 225 | Continued From page 1 ! F 225

represeniative and to ather officials in accordance
| with State law {including to the State survey and
! certification agency) within 5 working days of the
| incident, and if the alleged violation is verified
I appropriate corrective action must be taken

| This REQUIREMENT 1s nol met as evidenced

by
Based on interview, record review, and review of

the facility "Abuse-Resident Cara" policy, it was
determined the facility failed to report an
allegation of abuse immediately fo the
Adminigtrator for one (1) of four (4) sampled
residents (Resident #1) Cerlified Nursing
Assistant (CNA) #1 reported to Licensed Practical
Nurse (LPN) #1 on 10/24/15 that Resident #1 had
alfeged someone was on top of him/her in bed.,

| however, LPN #1 failed to make the Admiristrator

| aware of the allegation

The findings include:

Review of facility policy titled "Abuse - Resident
Care", dated 07/28/14, revealed all alleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source and
misappropnation of resident property are reported
immediately to the Administrator of the facility and
to other officials in accordance with State law
through established procedures

Record review revealed Resident #1 was
admitted to the facility on 10/01/14 with diagnoses
which included QOrthopedic Afiercare, Late Effects
of Cerebrovascular Accident, Quadriplegia,
Chronic Pain, Bipolar Disorder, Schizophraenia

| Depression, Anwety, Muscle Spasms, and

This Plan of Correction is the center’s credible
aflegation of comphance

Preparation and’or excention of this plan of correctiop
doex not constitnte admission or agreement by the
provider of the sruth of the focts alleged or conclusions
sef forth m the statement of deficiencies  The plan of
correction is prepared andor exeewied sulely becausy
| iy reaquured by the provisions of federal and state I

| On 10/23/13 during the night, Resident #1
made an allegation of rape, and was
immediately transferred to the ER for
evaluation and treatment.

Residents with BIMS 8 and higher were
| interviewed by the Social Services
Director 10/26/15 and asked whether
they had ever been abused in the facility
ar had they ever witnessed another
resident being abused, All responded
“No”.

Residents with BIMS under 8 were
provided skin assessments by licensed
stafT members on 10/26/13, with no
noted concerns,

Staff education was initiated by the
RN Staff Development Coordinator on
10/26/15 regarding the facility policy
for reporting abuse. All staff will be
educated by 12/15/13, and those who
have not received the education will
not be allowed 10 work until the
education is completed, Abuse
reporting guidelings are included

in the new hire process, and will

be provided by the SDC.
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F 225 | Continued From page 2 F 225

Neurogenic Bladder Rewew of the annual
Minimum Data Set (MDS) assessment, dated
08/25/15, revealed the facility assessed Resident
#1's cognition as moderately impaired with a Brief
Interview of Mental Status (BIMS) score of (12)
twelve which indicated the resident was
interviewable

Review of an Abuse Investigation revealed
Resident #1 made a sexual abuse allegation on
the night of 10/24/15 to CNA #1 who reported it to
LPN #1, however, LPN #1 failed to raport the
allegation to the Administrator  The following
night on 10/25/15, CNA #16 reported to LPN #6
that Resident #1 reported he/she was raped on
10/24115 LPN #6 reported the allegation to the
Administrator on the early morning of 10/26/115
and an investigatron was initiated

Interview with CNA #1, on 11/14/15 at 12 24 PM,
ravealed on 10/24/15 she reported to LPN #1 that
Resident #1 had reported to her that someone
had been on top of him/her in the bed

Interview with LPN #1, on 11/13/15 at 1 36 PM,
ravealed CNA #1 reported Resident #1 stated
someone was on top of him/her in bed on
10/24/15 in the middie of the 3 00 PM-11 00 PM
shift. She stated she did not report the allegation
of sexual abuse o the Director of Nursing {DON)
or Executive Director (ED) She said she had
"dropped the ball” and in hindsight aceording to
policy, she should have reported it

interview with LPN #6, on 11/11/15 at 11.21 PM.
revealed she had received a report of sexual
abuse of Resident #1 from CNA #18 during the
early morning of 10/26/15, but the incident was
supposed 1o have happened the day before. LPN

This Plan of Carrection 1s the center'’s credible
aflegation of compliance

Preparation and'or execution of this plan of correchio
docs not constinute admission or agreement by the

provider of the truth of the facts alleged or conciusion
set forth in the statement of deficiencies The plan of
correction iy prepared andor executed solely becaus:

if 18 required by the provisians of federal and state la

1]

In addition, Adult Protective Services

has provided a Power Point presentation
regarding Abuse, Misappropriation,

and neglect on 12/09/15. Staff members
who do not attend the presentation will be
provided a copy of the presentation by
the RN SDC.

Random interviews (10 identify potential
concems of abuse) of ane resident from
each of the four (4) bails will be conducted
3 times weekly for one month by the
Executive Director and /or Director of
Nursing Services. Then the interviews

will be conducted 2 times weekly by the
ED and/oer DNS for one month, and then
one time weekly for one month,

The Quality Assurance Performance
Committee which consists of, but is not
limited 1o, Exccutive Director,

Director af Nursing, Social Scrvices
Director, Activity Director, RN Case
Manager, Medical Director,

Dietary Departinent and Rehab Services
will review the education and the resuits
Any concerns will be addressed with
cducation and or counscling. The reviews
will continue monthly and as needed.
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN QF CORRECTION (%5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1AG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRCFRIATE DATE
OEFICIENCY)
F 225 | Continued From page 3 F 225
#6 stated she informed the DON and ED of the
allegation

Interview with Registered Nurse (RN) #1, on
11113115 at 12 17 PM, revealed on 10/25/15, CNA
#1 reported 1o her that on 10/24/15, Resident #1
alleged sexual abuse and the allegation was
reporied to LPN #1 on the previous night RN #1
stated she was not aware of the allegation and
LPN #1 should have started an investigation
according to facility policy and the allegation
should have been reporied to her Supervisar and
DON immediately. RN #1 further stated she
reported the allegation to the DON

Interviews on 11/16/15 with LPN #2 at 8 27 AM
and with LPN #3 at 8 33 AM, revealed if they
ware toid of an allegation of sexual abuse of a
resident by a CNA, they would report it to their
supernviser

Interview with the Director of Nursing {DON), on
11717115 at 12 10 PM, revealed allegations of
abuse should be raported immediately if
suspected, reported, or seen, and the process is
10 notify administration {DON and Executive
Director) The DON stated slaff need to
investigate and venfy the situation

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226

55=D | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement wtten
policies and pracedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropnation of resident property.

FORM CPAS-2557{02-99) Previous Versions Obaolote Event ID:vas7 1 Facity ID 100481 If continuation sheet Page 4 of 7
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/01/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
C
185142 B.WING 1171872015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE ZiP CODE
GE MANOR HEALTH CARE CENTER 401 [NDIANA AVE
A
HERITA MAYFIELD, KY 42066
(X410 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION XS)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIOM SHOULED 8E COMPLETION
TAG REGULATCRY QR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRDPRIATE DATE
DEFICIENCY)
F 226 | Continued From page 4 F226 This Plan of Correction is the center's credible
This REQUIREMENT 1s not met as evidenced allegation of compliance
by ‘
Based on interview. record review. and review of Preparition andor execution of this plan of correction
| the facility "Ab R.ESI dent Care" ! e «does nor constinute admission or agreement by the
j e aCl‘ ity use-‘ : ; ) policy, provider of the truth of the facts alfeged or conclusiods
determined the facility failed to implement the set forth in the starement of deficrencres. The plan of|
facility's Abuse policy related to reporting correctivn s prepared andor executed solely becausd
allegations of abuse immediately to the it is required by the provisions of federal and state low
Administrator for one (1) of four {(4) sampled
residents (Resident #1). Certified Nursing F226 12/15/15

Assistant (CNA) #1 reported to Licensed Practical
Nurse (LPN) #1 on 10/24/15 that Resident #1 had
alleged someone was on top of himvher in bed;
hawever, LPN #1 failed to notify the Administrator
immediately per facility policy.

| The findings include

Review of facility policy titled "Abuse - Resident
Care”, dated 07/28/14, revealed all alleged
viclations invelving mistreatment, neglect, or
abuse, including injuries of unknown source and

| misappropnation of resident property are reperted

immed:ately {o the Adminisirator of the facility.

Record review revealed Resident #1 was
admitted to the factity on 10/01/14 with diagnoses
which included Orthopedic Aftercare, Late Effects
of Cerebrovascular Accident, Quadriplegia,
Chronic Pain, Bipolar Disorder, Schizophrania,
Depression, Anxiety, Muscle Spasms, and
Neurogenic Bladder

Review of an Abuse Investigation revealed
Resident #1 made a sexual abuse allegation on
the night of 10/24/15 to CNA #1 who reported it to
LPN #1_ however, LPN #1 faited to follow the
facility's policy and failed to report the allagation
10 the Administrator immediately. The following
night on 10725115, CNA #16 reported to LPN #6

Resident# 1was transferred to an acute
setting on 10/26/1 Swhere he/she was
examined and returned to the facility.
Upon return, Resident #lwas placed on
alert charting and the care plan was
reviewed and revised by the
Interdisciplinary Team, which consists
of, but is not limited to, the Exccutive
Director, Director of Nursing, Rehab
Director, RN Unit Manager, RN Case
Manager, RN Assessment Coordinator,
Registered Dietician, Social Services
Director, and Activity Director,
Resident #]agreed to consult with
Mental Health services and treatment
is ongoing,

CNA #1 was interviewed by the RN
Director of Nursing on 10/24/15, and
stated that he/she was in the room when
Resident #1 stated “there is someone on
top of me”. CNA #] attempted to reassure
Resident #1 by stating “There is no one
here but me™. CNA #[ indicated that the
hallucination was reported to LPN#I.
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FORM APPROVED
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 FROVIDER'S PLAN OF CORRECTION xSs)
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y
F 226 | Continued From page 5 F 226

that Resident #1 reported he/she was raped.
LPN #6 reported the allegation to the
| Administrator on the early morning of 10/26/15
| and an inveshgation was initiated.

Interview with CNA #1, on 11/14/15 at 12:24 PM,
revealed on 10/24/15 she reported to LPN #1 that
Resident #1 had reported to her that somecne
had been on top of him/her in the bed.

interview with LPN #1, on 11/13/15 at 1:368 PM,

| revealed CNA #1 reported Resident #1 stated
someone was on top of him/her in bed on
10724115 in the middle of the 3 00 PM-11.00 PM

| shift. She stated she did not report the allegation

! of sexual abuse o the Director of Nursing (DON})
or Executive Director (ED) per the facility’s policy.
She stated she had "dropped the ball”

Interview with CNA #9, on 11/12/15 at 3 52 PM,
and interviews on 11/13/15 with CNA #13 at 1048
AM and CNA #14 at 11:28 AM revealed an
allegation of abuse should be reported to
Supervisor immediately

Interviews on 11/168/15 with LPN #2 at 8 27 AM
and LPN #3 at 8:33 AM. revealed if they were told
of an allegation of sexual abuse of a resident by a
CNA, they wauld report it to the Administrator
immediately

Interview with the on 11/17/15 at 9:14 AM with
Staft Development Coordinator {SDC) revealed
that all staff were educated on the facility’s Abuse
Policy and are told to report allagations of abuse,
and suspicions immadiately She stated the
CNAs report allegations to the nurse and the
nurse then reports the allegation to the DON or
ED.

This Plan of Correction is the center’s credible
aflegation of compliance

Preparation and'or execution of tus plan of correciin
does not constitwe adimssion or agreement by the

provider of the truth of the facis alleged or canclusior]
set forth i the statement of deficiencies The plan of
correction s prepurred aneb'or executed solefy hecansd
it 15 required by the prowisions of federal und state lay

)

On 10/25/t5 during the night, Resident #1
made an allegation of rape, and was
immedialely transferred to the ER for
evaluation and treatment.

Residents with BIMS 8 and higher were
interviewed by the Social Services
Director 10/26/15 and asked whether
they had ever been abused in the facility
or had they ever witnessed anolther
resident being abused. All responded
“NO“.

Residents with BIMS under 8 were
provided skin assessments by licensed
staff members on 10/26/15, with no
noted concerns,

Staff education was initiated by the
RN Staff Devclopment Coordinator on
10726/15 regarding the facility policy
for reporting abuse. AH staff wili be
educated by 12/15/15, and those who
have not received the education will
not be allowed to work uatil the
education is completed. Abusc
reporting guidelines are included

in the new hire process, and will

be provided by the SDC.
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Interview with the Director of Nursing (DON), on
11/17/15 at 12:10 PM, revealed it is the facility's
policy for allegations of abuse to be reported
immediately if suspected, reported, or seen, and
the pracess is to notify administration {(DCN and
Executive Director).

This Plan of Correction is the center’s credible
allegation of compliance

Preparation and or exectition of this plan of correction
does not constitute admission or agreement by the

prowder of the truth of the facis ulleged or conclusnn
set forth in the statement of deficicncics. The plan of
correction is prepared and or executed solely becansi
it 15 requitred by the provisions of federal and state iny

1)

In addition, Adult Protective Services

has provided a Power Point presentation
regarding Abuse, Misappropriation,

and neglect on 12/09/15. Staff members
who do not attend the presentation will be
provided a copy of the presentation by
the RN SDC.

Random interviews (to identify potential
concerns of abuse) of one resident from
cach of the four {4) halls will be conducted
3 times weekly for one month by the
Executive Director and /or Director of
Nursing Services. Then the interviews

will be conducted 2 times weekly by the
ED and/or DNS for one month, and then
one time weekly for one month.

The Quality Assurance Perfornmance
Committee which consists of, but is not
limited to, Executive Director,

Director of Nursing, Social Services
Director, Activity Director, RN Case
Manager, Medical Director,

Dictary Departiment and Rehab Services
will review the education and the results
Any concerns will be addressed with
education and or counseling. The reviews
will continue monthly and as needed,
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