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F 000 | INITIAL COMMENTS F 000| Brownsboro Hills acknowledges Teceipt
of the statement of deficiencies. The
An abbreviated survey investigating KY #16220 response to this statement of deficiencies
was inltiated on 04/19/11 and cancluded on and Plan of Correction does not
04/20/11. Complaint KY #16220 was constitute any admission that any
unsubstentiated; however, regulatory violations deficiencies are accurate, The Plan of
were cited. ' Correcion is submmtted as & writien
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 allegation of compliance,
sae=p | PERSONS/PER CARE PLAN
The services provided ar amanged by the facliity It is the facilities policy to be in
must be provided by qualified persons In compliance with this regulation.
accordance with each resident's written plan of
oare. 1. Resident #3 was rcassessed by
Physicien and new orders were recejved
to discontinue the heel lift boots.
This REQUIREMENT is not met as evidenced
by: 2. (3) otber residents in the facility
Based on obaervation, interviaw and record were identified as having otders for heel
review the facllity failed to follow the care plan for Jift boots: heel lift boots were found in
ane (1) of three (3) sampled residents. Resident place on all (3) residents as otdered.
#3 was not wearing the heel protectars as
Z;cli.:red by the physician and indicated per pian of 3. Nursing staff wore re-cducated on
’ following the resident Care Plan
. i ; i ds
The findings Include: and following orders with regay
frind to adaptive equiptent. The DON/ADON
Record review (RR) of the clinical record for will QI monitor beel protectors to assure
Resident #3 revealed an admission on 05/13/10 they are in place as ordered 5x/ weeks x4
with the diagnosis of Osteomylitls, Dlabetes weeks, then monthly x3 months, then
Mellitus, Hypertension, Renal Insufficiency, Colitls quarterly.
and Hypoxemla. RR of the physliclan orders
dated 01/13/11 revealed an order for Heel LIft 4. The findings will be reviewed the
Roots (Ij{.B) at all times, may remove for bathing RM/QI meeting monthly X3 months
and Activities of Daily Living Care (ADL). RR of then, quarterly to ensurc the facility
the Treatment Administration Record (TAR) dated is following the residents Care Plan.
04/11 revealed the treatment for heel lift boots at ' o ‘ 4/29/11
all times (may remove for bathing and ADL) and
was intialed and circled for the 7-3 shift on six (8)
of the last eigyz(e) day shift (04112, 13, 15, 16, 17
(ABORATORY D‘@W PROVIRER/SUPPLIZR REP! A IGNATURE TITLE {X8) DATE
/ Y fomn € 7 ¥ Ay ;wéjfm;/c X 5-¢ R0//

/i Any defiolency statemert ending with an astarigk () denctes a deficlency whic

other safeguards provide

sufficlent protection Lo the patianta. (See Inelructions,

h the Institution may be excused from corresting providing it js determinad that
) Except for nurasing homes, the findings stated above are disclosable 90 days

follewing the date of survey whether or not a plan of correction Is provided. For nuraing homes, the above findinga and plans of corraction am disclasable 14

daya following the date these documents are made ava

program parlcipation,

{lable to the faclllty. If deficlenciea ate cltad, an approvad plan o

{ corraction I3 requlslte to continued
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and 19/11). RR of the care plan dated 01/13/11
revealed the resident Is care planned for heel lift
boots g5 ordered.

The facllity failed to provide a policy related to
care planning on 04/20/11.

Observation of Resident # 3 on 04/20/11 at
8:35am and at 9:43am revealed the rezident was
not wearing the HLB while lying in bed.

Interview with Licensed Practical Nuse (LPN) #1
on 04/20/11 at 11:20am revealed the facliity did
not have hesl lift boots in the room available for
Resident#3. LPN #1 reported sha/he had Intlaled
the TAR:and circled his/her initials to Indicate the
HLB were not used.on the day shift of 04/12,
04/13, 04/15, 04/18, 04/17 and 04/19/11 when
he/she was caring for this resident. LPN #1
reported the HLB were not in the room and no
attempt to locate them was made. L.PN #1
reported Reslident #3 had the HLB in the past, but
did not have any in the room. LPN #1 reported
he/she is a fioat nurse, works on the various
units, and doesn't know everything about the
residents because she/he floats. LPN #1
reported the care plan is to be followed and the
care plan ghould ba followed., It was his/her
responsibility to follow the care plan when
providing care,

Interview with the Assistant Director of Nursing
(ADON) on 04/20/11 at 3:25pm revealed there Is
no one particular asslgned person to track the
interventions and care to be provided on the care
plan. She reported she relies on the charge
nurses to complete the tasks assigned anhd care

as ordered by tha physicians' as noted on the

F 282

FORM CIMS-2587(02-08) Previous Verslons Obsolele Event ID: 7G8011

Facllity 1D: 100197 If continuation aheat Page 2 of 3

=

e
DY W A N
Q gm e Lo 1Y




PRINTED: 04/28/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
]
B, WING
186348 04/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2141 SYCANIORE AVENUVE
BROWNSBORO HILLS NURSING HOME '
R M LOUISVILLE, KY 40206
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ) (6)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
F 282 | Continued From page 2 F 282

care plan.

Interview with the Director of Nursing (DON) on

04/20/11 at 3:40pm revealed there was not a
tracking system in place to ensure the

Interventions were completed by the staff. She

reported she relles on the charge nurses to

complete the tasks assigned In accordance to the

physician orders and care plans.
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