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. An offsite revisit survey was conducted and

- based on the facility's acceptable plan of

‘ carrection, the facility was deemed 0 be in
compliance as aileged on 01/23/16.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made avaitable fo the facility. if deficiencies are cited, an approved plan of cofrection is requisite to continlied

program participation.
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. : i} ] have enclosed the Plan of G
£ 000 | INITIAL COMMENTS | pogg T OO . Loyl
; Correction for the above-referenced |

acility in response to the Statement
of Deficiencies dated 12/28/2015.
While this document 1s being
submmitted as confirmation of the

An Abbraviated Survey fo Investigate #00024084
wus Initiated on 12/09/15 and conciuded on
12/10i16. Complaint #00024084 was

substantlated and deficlent practice was identified 5

and cited. C el s . -
F 2761 483 20(), 483.20(k)1) DEVELOP £ 57¢ tacility’s on-going efforts to comply
gg=p  COMPREHENSIVE CARE PLANS with all statutory and regulatory
; requirements, it should not be
A facility must use the results of the assessment construed as an admissicn of

-ty develop, review and revise the resident's

| comprehensive plan of care, agreement with the findings and

- ‘conclusions in the Statement of
| The faciity must develop & comprehensive care é}}@ ficiencies.

olan for each resident that includes measurable JE his document. we have outlined
ohjectives and timetables io meet a resident's {In this document, we have ounne

medical, nursing, and mental and psychosocia ‘specific actions in response o

needs that are jdentified in the {Zl)ﬁ}jﬁf@hﬁﬁﬁé\fe idennified sgues. We have not
| assessment provided a detailed response to each

The care plan must describe the services that are allegation ar ﬁﬁdi_ﬂ%& nor have we
fo be furnished to attain or maintain the resident’s identified mitigating factors.
highest practicable physical, mentai, and
' psychosocial well-being as required under
§482 25, and any services that would otherwise
be required under §483.25 butare not provided
due fo the resident's exarcise of rights under
548510, Inchuding the right o refuse reatment : . E "
undder 8483 10(b)4). _ It is the policy of Brookdale 1/23/15
. T ¥ ¢

Richmond Place SNF o develop a
. comprehensive care plan for each

resident that includes measurable

This REGIHREMENT is not met as svidenced
by

Rasad on inlerview, recard revisw, and review of . objectives and timetables fo meet a

the faciiity's poficy, it was determined the facﬁxty residert’s medical, nursing and

failed fo ensure the comprenensive Care Plan i .. ; .
psychosocial needs that are identified

described the services o be furnished to attain or

maintain each resident’s highest praclicable i the comprehensive assessment.
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oiner safeguards provide sufficient profection to the patienis. (See instructions.) Excent for nursing hormes, tha findings staled above are disclosable 36 days
fallowing the date of survey whether or not 2 plan of carreciion is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the date these documents are made available to the facility. I deficiencies are clted, an approved plan of coprection is requisite to continued
program participation.
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SURMARY STATEMENT OF DEFICIENCIES

PROSIGER'S PLAN OF CORRECTION

rasidents. Resident #1 experienced four (4}

{ resident and the resident's condition changed.

physical well-being for one (1) of six (B) sampled

episodes without a BM for three (3} or more days |
hetween 10026015 and 112215, In addiiion, the |
Advanced Registered Nurse Practiioner (ARNF)
assessed the resident to have constipation on
10726115 and again on 120145, However, Ihe
facility did not develop a care plan to address the
resident’s constipation and did not initiate
iterventions 10 promote reguiar bowel funation.

The findings includs:

Review of the faciity's policy tlec "Care Plans -
Comprehensive”, revisad December 2010,
ravealed @ comprahensive care plan was o be
maintained for =ach resident that identified the
highest leve! of functioning the resident could be
expecied to attain, Continued review revealed
resident assessmenis ware ongoing and not
fimited 1o the Minimum Data Set (MDS)
assessments. Further raview revealed the care |
plan was o be updated as information about the

Review of the clinical record revested Resident
#1 was admitted by the facilily cn 10/13/15 with
diagnoses which included General Muscle
Weakness and Dementia.

Review of the ARNP's assessment and progress
noles, dated 1072915 and 12/01/15, revealed
Rasident #1's "Problemn List” included
Constipation.

Review of the Medication Administration Record
{MAR) for 10/13/15 through 12/05/15 revealed

Resident #1 received a daily scheduled dose of
Senna at hediime “for constipation”. Continued

developed to monitor bowel status
regularly with progressive actions
identified regarding constipation.

Resident #1 was discharged pror to
these findings. The MDS
(oordinator responsible for updating
the care plan for Resident 1 was
educated regarding the “Care Plans-
Comprehensive © policy to ensure
the care plan meets the resident’s
medical, nursing and psychosocial
needs {inciuding constipation) and as

identifted in the comprehensive
assessment by the Director of
Clinical Services on December 10,
2015.

The care plans for all residents will
be reviewed to ensure a care plan
that meets the resident’s medical,
nursing and psychosocial needs
{(including constipation and
incorporating the newly identified
bowel care protocol) and as
identified in the comprehensive
assessment has been developed by
January 22, 2016 by 3 MDS
Coordinators (2 RN/1 LPN).

|

[y i
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL f {(EACH CORRECTIVE ACTION SROULD BE |
T REGULATORY OR LaC IDENTIFYING INFORMATION) j CROSS-REFERENCED TO THE APPROFRIATY | DATE
; DEPICIENCY} ,
i
. : - A Bowel Care Protocol was
F 279 Continued From sage 1 F 279 A Bowel Care Protocol w
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F 279 Continued From page 2 £ 979 The MDS Coordinators will be
| review revealed beginning 11/21/15, Resident #1 educated regarding the “Care Plans-
raeceived Milk of Magnesia 30 miiliiifers evary Comprehensive” policy {o ensure the

other day “for constipation”. Further review of the

"~ = S e 1 al ‘Zt"" B = "
MAR revealed the faclity did administer care plan meets the resident’s

medications for constipation PRN {as needed), medical, nursing and psychosocial
5 1003145, 1ATHS, and 117254 8 3T res e pa e d
on 10/16/15, 10/31/15, T1/17HS, and 1122313, necds (including constipation) and as
however, the PRN medicalions wers not Sy e o L
identified in the comprehensive

administered striclly as ardered by the Physiolan A S
{refer to F300). assessment by the Regional MDS
Specialist on January 12, 2016.
Heoview of the BM Report {or the period between
10 BI1E and 12/65M5 revealed no documentad
evidence Resident #1 had a BM 10/22/15 through

| The Director of Clinical Services

10724715, 10/26/15 through WYE8/AE, 111115 {DCS), (RN), the Assistant Director
through 11714415 or 11/19/15 through 1121715, of Clinical Services (RN), will audit

a minimum of 6 charts per week for

Review of the comprahansive Care Plan, initiated _
4 weeles to ensure a care plan that

on 1013715, reveaied the facilily did not assess

Resident #1 fo have the problaem of constipation - meets the resident’s medical, nursing
Hroushout histher stay at the facility, ¢ .
throughout histher stay at the facility, and no 'and psychosocial needs (including
interventions ware developad or implemented o LT fasid o
address the concern o promote gaod bowsl constipation) and as 3 entified in the
- health and function. comprehensive assessment has been
developed.

interview with the MDS nurse, on 12710115 at
2:10 PM, revealed she was responsible for

undating the Care Plan as indicated by each The results of the andit will be

resident’s status and any change In condition. forwarded monthly to the Quality
g fai ' sesy 3 ihamsely - g i
She explained the MDS assessments themselves Assurance Commitiee,

and some assessments utiized by the staft

nusses fed dicectly into the care plan. Continued  (Medical Director, Director of

interview revealed issues discussed in the daily “Clinical Services, Administrator.
moring meeting aisc were an indicator for Assistant Director of Nurging, and
necessary revisions to the Care Plan. Pharmaey Cana : .
Subsequent interview with the MDS nurse, on  Pharmacy Consultant) for review to
12/10/1% at 7:00 PM, revealed she did not recail . maintain compliance. 129
any discussions in the morning meetings 4375
regarding Resident #1's censtipation. She stated E
the only way she would have known io revise the
FORM OMS-2567(02-58) Previous Versions Obsolele Event 1D GO4B 1 Faciity I0: 1605724 If continuation shest Page 3of 10
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F 2781 Continued From page 3 Fa7s
Care Plan for constipation was I somecne loid
ber o

fnterview with the Direcior of Nursing, on

1200015 at 530 PM, revesled identified problems
should be careplanned. However, regarding
| Rasident #1, the DON stated she did not think the
' resident's bowel status indicated a problem.

F 308} 48325 PROVIDE CARE/SERVICES FOR | F308) It is the policy of Brookdale 1/23/16
55=0 HIGHEST WELL BEING Richmond Place SNF tor each

resident to receive and the facility fo

Each resident must receive and the faciity must

i A : i .
| provide the necessary care and services o attain | | provide the necessary care and
'-’,' 41 ot e bieeo i ¢ A i |
or maintain the highest practicable physical, { services fo atfain or maintain the
lmrqi and psychoesocial well-baing, in
highest prs“mdb : physical, mental,

a{dai*ce with the comprehensive assessment
- .:_nd plan of care,

aﬂd psychosocial well-being, in
srdance v;n&ca wa chensive

I assessment and plan re.

LA Bowel Care Protoco! was

. s - . P - N
This REQUIREMENT s not met as evidenced i developed by the Director of Clinical
D“-. i -y . . . . -~

! Services, RN with guidance from

Basad on inferview, record review and review of

facility policy, t was determined the faciiity falled the Medical Director on January 7,

to ensure one {13 of sk {6} sampled residents 216, The howel care protocol
. I rgm e 5 { H '
received he necessary care and services (o indicates that we will monitor bowel

attain or mainiain the highest practicable physical j .
well-being. Resident #1 did not have a bowel status regularly with progressive
rmovement {2M) for the four-day period between actions identified regarding no
H1A0/15 and 11715115, The faciity did not Bowel Movement in 3 dave. The
administer the resident’s prescribed PRN {as Bowel Protocol indicates ”'_h he
needed) medications for constipation, as ordered >owel Frotocol ndicates that the
bowel status to be monitored

by the Physisian, during this period,
= regularly by the charge nurse and/or
TR freinoe inelide | . - . .
| The findings include: ! the Unit Manager. If no BM in 3

| |
|
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S 08 Cantinued B : F 308 Adaue S st e
309 Continued From page 4 F 309 days, administer medication and/or

interview with the Administrator on 12A10/15 at Autritional inferventions to .
ventions to promote
740 P&, and the Director of Nursing (00N} on : o }' -

. P BMn .
12410418 at 758 P, reveaied the facilily did not i BM patterns as ordered and il no
| results to contact I.h.c physician to

nave 7 wrilien policy related to a bowal
managemeant program which inchuded abtamn further orders,
interventions to be Initiated when a resident
exhibited signs of constipation, or an inabiilly to
have a regidar B,

| Resident #1 was discharged prior to

_ ~ these findings. The Unit Manager

Review of the giinical record revealed Resident (LPN) 1‘{331”)();‘15‘;{})}(} for monitoringe

#1 was admitted by the facility on 10/13/15 with | howel care was educated by the

dizgnoses which included General Muscle “ Jel bare Was saucdied by the

| Wenkness ard Dementia. Director of Clinical Services on
December 10, 20135 regarding

Raview of the admissi iclan Orders Syt b e - -

Review of the admigsion Physiclan Order expectations of bowel care

[revealed the following directives: Mitk of ey
| Magnesia 30 cubic cenfimeters (coy orally every menitoring and follow up (including ;

hwanty-four hours as needed for canstipation if ro ensuring PRN medications are
?\M in th}ree {3} dqy.b_‘ Besccodyk! deauye _ administered).
Suppository 10 milligrams (mg) aevery wenty-four
{ hours as naedad for constipation, tc ba "H“L ards for all residents were
I aedministered the next day if no resulis irom the . hat !i had not
| Wik of Magnesia; Fleet Mineral Gil Enema o be reviewed to ensure that @ )
administered 1 ecta iy on the nexd shiflt if no rasuits | g{);ﬁ}_@ over three days &&"z‘ihom a howel
after suppositoty given, gaétum@e Saiutdcm 30 myg movement and without follow up
orally every twenty-four hours as needed for . . AT foat
v . ) ervention as ordered by the Unit
constipation, Docusate Sodium 100 mg by mouth nervention as ¢ r‘_kmd bv’ﬁ o
| every twelve hours as needed for constipation; Managers within the past 3 days (2

 and Miral ax Bowder 17 grams by mouth every CRNL ILPNY by January 22, 6015,
twenty-four hours as needed for constipation. ' '

Review of the Advanced Registered Murse The I)irgc.toz* of Clinical Services
Practitioner's (ARNP) assessment and progress : (RN) will educate the Assistant
notes dated 10/29/15 revealed Resident #1's ' Director of Clinical Services (RN},

"Problem: List” included Constipation. the 3 Unit Managers {3 RN/LLPN)

| |
| Review of the BM Report for Navember 2015 | regarding appropriate bowel protocol
'revealed no documerted evidence Resident #1 on January §, 2016.
had a BM for four {4) conseculive days between
Evert 1204811 Facility 1D 1005724 If continuation sheet Page §of 1€
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£ 309 Continued From page 5
11915 and 111515,

Reaview of the November Medication
Administration Record (MAR) reveaied no
documented evidence Resident #1 was given any
PN (as nesded) medications for constipation
aftor thres (3) days with no BM, as ordeded by the
Physician.

interview with ithe Unit Manager and the DORN, on
12710415 at 5:30 PM, revealed the fachiity's
nrogess for bowel managemen! was hased on
the Phvsician's orders, not a written protocol that
applizd fo avery resicent. Cortinued interview
revealed after three (3} days with no documented
B, the facility's cormpuiter documentation system
generated a list of resilents who fall In that
ategory. On the fourth day, PRN medicalions
wers to be administered as ordered, according fo |
the computer-generated fist printed by the night |
shift nurse on the third day without a BM. Further
interview revealad the Unit Maneger was E
responsible for follow-up of residents who
appearad on the fist No explanation was given
as o how none of the ordered medications for
constipalion were given to Resident #1 after three
{2) days with no BM.

bnterview with the Administrator, on 121015 =t
7:48 PM, revealed it was her expeciation for all
medications, including PRN medications, to be
administersd as orderad by the Physician,

F 312, 483.25{a)(3) ADL CARE FROVIDED FOR
s5=p | DEPENDENT RESIDENTS

A resident who is unable fo carry out activities of |
daily living receives the necessary services (o
maintain good nulrition, grooming, and personal

Di

FORS CMS-2567(02-98) Previcus Versions Chealate " Evenl 1D GO4B1

Fasility {0 1095724

All nurses RNs/LPNs will be
educated by the Director of Chinical
Services (RN} and the Assistant
Director of Clinical Services (RIN)
and the Ulnit Managers {2 RN/LLPNY
by January 22, 2016 regarding bowel
care protocol mncluding monitoring
for no BM and actions following

~identification of no BM in 3 davs.

[he Director of Clinical Services
(DCSY, (RN}, the Assistant Director
of Clinical Services (RN}, will andit,
a minimum of & charts per week for
4 weeks to ensure that bowel care
monitoring and protocol for no BM
in 3 days has been followed.

The results of the audit will be
forwarded monthly to the Quality
Assurance Committes,

(Medical Director, Director of
Clinical Services. Admunistrator,
Assistant Director of Nursing, and
Pharmacy Consultant) for review {o
maintain compliance.

It is the policy of Brookdale 1/23/16
Richmond Place SNF to provide the
necessary services to maintain good -
nutrition, grooming, and oral

hygiene. S
if confinuation shee! Page § of 10
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and oral hyglens,

This REGUIREMENT is not met ag svidenced
by

Based on ohservation, interview,. record review
and review of photographs provided by the
complainznt, it was determined the facifity failed
o snsure twe (2) of six (8] sampled residents
{Residenis #1 and #6) received adequate nafl
care o maintain good 1nacmés’%g when the
residents were unable o carry out the activitie
daily zvmg {ADLs) s;*depehdentiv (Activities «
da:, fvirg refers to saff care tasks, including

personal hyglene and groomirg:

3 of
of

The findings nchude:

interview with the Adminisirator, o 12110415 af
740 P, revealed the facility did not have a
speoific written policy retalad to nall care.

1. Review of the closed cilnical record revealed
Resident #1 was admitled by the faciily on
10/13/18 with diagnoses which included Status
Post Right Femur {thigh bone) Fracture, General
Muscle Weakness, and Demeﬁtia( oniinued
review revealed the resident was discharged from
the facility on 12/6/15

Review of the Admission Minimum Data Set
(MDS) Assessment, dated 10/20/18, revealed
Resident #1 required exiensive assisiance with
personat hygiene. Review of the comprehensive
Care Plan related to ADLs, initiated on 10414415
and ravised on 10/27/15, revealed Resident #1
was impaired for self-performance of ADLs and
staff were to provide assistance as indicated. |

|

A 10 SUMMARY STATEMENT OF , 5
PREE (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 88 E
TAG EGLLATCRY OR L8C IDENTIFYING NFOREMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE Lt
i DEFICIENCY)
E 2312, Continued From page 8 F 312 ,
were cleaned

The nails of resident #¢
on 12/10/15 by the Unit Manager
(LPN). Resident #1 was transferred
out of the center on 12/05/15. The
Unit Manager (LPN) was educated

' regarding monitoring of nails cn the
unit by the Director of Clinical
Services on 12/10/15. The SRNA

- was educated on 12/10/15 by the
Unit Manager regarding provision of
nail care for Resident #6.

Unit Managers (]
d the nails of all
i nails were

COn 12/10/15 ,ti
PN, 2 RN) che
residents o enswe a
trimmed and cleaned.

The Director of Clinical Services and
the Assistant Director of Chinical
Services educated the Unit Managers
{2 RN/ILPN) on December 10, 2015

regarding monitoring nail care and
pf:zsonai grooming during daily
rounds to ensure appropriale
personal care is provided to all
residents.
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188482 5. WANG 1008
HAME OF PROVIDER OR SUPPLIER STREST ADDRESS, CITY, STATE, 21 CODE
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8 ' ‘ LEXINGTON, KY 40808
SUBMARY STATEMENT OF DEFICIENCIES ! | FROVIDER'S FLAN OF CORRECTION .
L (EACH DEFICIENGY MU CEDED 8Y FULL ’ = [EACH CORRECTIVE ACTION SHOULD BE | COMPLEYICH
TG REGULATORY OR L3C [DE NG THEORMATION) | CROSS-REFERENCED TO THE APPROPRIATE | OATE
; ! DEFICIENCY) ;
F 312 Continued From page 7 IoF 312; The Director of Clinical Services, the
: ’ Assistant Direcior of (_,hﬂ;cal
interview with the Complainant, on 12110018 & | Servic )
2 th tne Lomplainant, on & an*m@ﬂd;zegi it Manager (2
355 PM, revealed Resident #71 did not receive ] RNAL PN will odu & ;g; fanager (2
. . N “ . . S ‘ ik =
nail care from the date of admission on 1013715 | : PN 7hi ol all ‘3§ NA
urdil 13/09/15 when the Complainant reported | that nail care 5h{}uld be p}‘omded
his/her concern during 8 mesting wn:, the facility, twice weekly {(on shower davsy and
The Complainant stated the resident’s nails were as needed on anv other das E: >
cleaned and irimmed after the meeting, but . - il any uiher day by
e 4 i . January 27, 201¢
reported no regular pail cleaning was provided WATY o, 200,
after that date, up o and ircluding the day o .. . N S
FThe Tinit Mamacers £ RNZTE PN |
Resident #1 transferred o another facility 1 *_i‘“ U m‘t Managers (2 RQN" Hi_}”} ‘
(12105/15), will audit personal care inchuding
: nails during rounds on each gnit at 2
eview of a photcgraph dated 1107715, provided | minimum of 10 residents per week
bg the Complainant, revealed the resident’s nafls | e
were long with rough edges and a large amount | tor 4 weeks to ensure that persenal
of dark brown substance underneath the nalls. care including nail care 15 provided.
interview with the Ombudsman, on 12/08/15 at The results of the qudit will be
1:30 PM, revealed she attended a meating with LIE TESUILS 0 Lhe audil wWill 5e
the Complainant and Resident #1 on 11/09/15. forwarded monthly to the Quality
Contirued interview mvfai@ i‘he BON, éhe}l_}m’t Assurance Commitiee,
- -t - T 4 f= - . N - o ~
Manager (U?m and the 5 c:tai Norke {SW) wers {Medical Director, Director of
aiso present at the meeting. Ombudsman : o
stated she observed the resi derz:‘a nails to be Chinical Services, Administrator,
“ang and dirfty”. Assistant Director of Nursing, and 1
) _ , o Pharmacy Consultant} for review to 1/23/16
interview with the UM, on 12/10/15 al 530 PM, mainiain compliance
revesled she observed Resident #1°s nails to be IR comphance. 1
long and jagged on 11/G8/15. She stated she | !
trimmed and filed the resident’s nailg after the |
| meeting, but did not recall i the nalls were dirty. :
I ]
Interview with the DON, on 12/10/15 at.5:30 PM,
revaaled she monitored Resident #1's naiis affer
the meeting on 11/09/15 when she made rounds,
and despite the Complainant's report, did not feel |
there was any continued problem with nail care
for the resident. ‘ i [
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2. Chnical record review revesied Resident #6
was admittad by the facility on 07724714 with

diagnoses which included Alzhelmers Disease.
Review of the Significant Change MDS :
Assessmeni, dated 09/11/15, ravealed Resident |
#6 required extensive assistance for ADLs. E

Observation, on 1270915 at 110 PM, revealed
Resident #6 sitting in a Beota chair in the
common area jounge. Continued observation |
ravealed a plack substance beneath the

| rasident's fingernafis.

Subsequent obsaervation, on 12/10M15 at 2:30 PV, %
revealed Resident £8 ing in bed. The resident's ;
fingernails were noted to be fong with jagged |
erges, and o black subsiance beneath the nails, :

interview with Certifled Nursing Assistant {CNA)
#1, on 12/10/15 at 2:35 PM, revegled she was
assigned to care for Res d‘?ﬁi #6, and

; acknowiedged the resident’s hails were long and
dirly. She stated she had not cleaned or rimmed
the resident's nafis. She further stated she had
meen fratned on how o provide nall care, but she
L did not know the facility's poficy related o her

' responsibility for providing the care. Caontinued
interview revealed CMA#1 thought staff working
“light duly” were assigned fo make rounds and :
| provide nail care,

interview with Licensed Practical Nurse (LPN) #1,
on 12/10/15 at 2:58 PM, revealed she had not
| ohserved Resident #8's nails. She stated the
CNAs should check the nalls svery shift and
provide cleaning and trimming daily as neaded.

Interview with the Unit Manager, on 12110015 at
FORM CMS-2567(02.88) Previous Viersions Checlele Event I GO4B T Farility 00 1005724 if confinustion sheet Page 9 of 10
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| Further interview with the Administrator, on

Coné%meé From page 9

534 P, reveated nail cere should be provided
tw:ce waekly on shower days, and as needad on
other davs.

1210M 5 at 740 PM, revealed T was her

s expectation for a«‘*mci" resident’s nails I be
c;eané—d and irirpmed §f recessary on shower
dayo, and anytime betweaen shower days as
neaded.

|
|
|
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