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A Recertiflcation Survey/Abbreviated Survey
related to ARO KY00014804 and KY00014915
was initiated. on 08/26/10 and concluded on .
00/28/10. ALlle Safely Code Survey was
conducted on 09/28/10. Deficlencies were cited
with the highest scope and severity of a "G".
ARQ #KY00014804 was unsubstantiated with no
deflclent practice identifled, ARQ #KY00014915 _ ,
was substantiated with deficlent practice cited. / 3 ';S}’ |0
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 244
85=D | OF NEEDS/PREFERENCES

Aresident has the right to reside and receive
gorvices in the facllity with reasonable
accommodations of individual needs and
preferences, excopt when the health or safety of
the individual or other residents would be
endangetred,

This REQUIREMENT is not met as evidenced
hy:

Based on observation, interviaw and policy review
It was determined the facllity failed to ensure the

‘| call light was accessible for one (1) of ten (10)
sampled residents {Resident #5).

The {indings include:

Observation on 09/27/10 at 8:40 AM and on
08/28/10 at 9:10 AM revealed Resident #5 sitling
in the recliner. However, tha call bell was tied to
the siderall of the bed. The resident was unable to
reach the call light,

RECEIVE
[ NOV U Y 2010

Interview on 09/27/10 at 10:00 AM with Certifled
Nursing Assistant (CNA} #8 revealsd sha thought

LABORATORY DIRE 1D RfiU FLIER REPRESENTATIVE'S S8IGNATURE TITLE ,' {6y DATE
. ‘ , X !.!m Ca&/{, A}/ o

Any deflclency. statement ending with an astetisk (*) denotes a deficlency which the Iinstitution may be excused from correcting providing It Is determined that
othar safequards provide sufficlent protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosabls 80 days
following the date ol survey whether ar not a plan of correction is provided. For nursing homes, the above findings and plans of correctlon are dlaclosable 14
days following the date these documants are mads available to the facllity. If deflciencles are clted, an approved plan ol corraction Is requlisite to continued
program participation.
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483.15 Reasonable Accommodations of Needs/Preferences

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of Correction is prepared solely as a matter of compliance
with federal and state law.

The Forum at Brookside ensures that reasonable accommodations of the individual
needs/preferences will be provided to the Residents, except when the health or safety of
the individual or other Residents would be endangered.

With respect to the specific resident cited, The Forum at Brookside ensures that Resident
#5 received a dual call light system on 10/14/10 to ensure the residents call light was
attached to her bed and her chair at all times. The resident moved to our Personal Care
Unit on 10/15/10.

With respect to how the facility will identify residents with the potential for the identified
concern and take corrective action, The Director of Nursing completed a room audit on
10/15/10 of all residents to ensure that call light length was adequate and the proper
numbers of call lights are present. On 11/4/10 an audit was conducted by the Director of
Nursing and the Admission Director of 100% of the residents in the Nursing Facility to
ensure adequate environmental accommodations in the rooms and a verbal interview was
also conducted with these residents to ensure the resident’s needs were being met by the
facility.

With respect to what systematic measures have been put into place to address that stated
concern, The Forum at Brookside’s Licensed Nurses are completing room rounds every
two (2) hours on a daily basis and signing off on their assignment sheet after completion
of their shift which began on 10/15/10 and will be an ongoing check. Room rounds are
also being conducted twice a week at random times and dates by Administrative staff
with findings reported to the Director of Nursing or designee on a weekly basis; meeting
generally occurs Wednesday at 10:30am unless schedule does not permit and alternate
time is scheduled; these room rounds will include an interview with the resident to ensure
all reasonable accommodations of the resident’s environment are being met. A healthcare
staff meeting will be conducted beginning 10/16/10 through and completed on 11/7/10;
inservicing the staff on policy and procedure of answering call lights and reasonable
accommodations of individual needs and preferences. '

With respect to how the plan of corrective measures will be monitored, the Director of
Nursing or designee will track and trend all discrepancies and schedule further education
of staff as needed and will report all environmental needs immediately to the proper
department for repairs or ordering of equipment. The Director of Nursing or designee will
report all findings and solutions to the Quality Assurance Committee on a quarterly basis
per performance improvement reporting calendar.
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she moved the call bell to the chair after she took
the resident to the bathroom. Continued intarview
revealed she was aware the call bell was to be
within the resident's reach.

Interview on 09/28/10 at 9:20 AM with the Director
of Nursing revealed the call light should have
been placed within the resident's reach after the
rasident was transtferred to the ¢hair and befare
the Certitied Nursing Assistant exited the room,
as the facllity's policy stated.

Review of the facility's Answering Call Lights
Policy, dated 01/01/01 revealed call lights were to
be placed within the resident's reach before staff
exlted the resident's room.

483.20(k){3)(l)) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meel profassional standards of quality.

This REQUIREMENT is not met as avidenced
by:

Based on observation, interview and record
review It was determined the faciiity falled to meet
professional standards of quality tor taur {4) of ten
(10) sampled resldents {Residant #3, #4, #7, and
#10). The facility assessed Resident #10 on
admilssion to require a bed in a low position,
develaped an Initial Plan of Care with an
approach to adjust the resident's bed height; and,
identifled Resident #10 was a fall risk and
required a low bed with positioners on the
Certifled Nursing Assistant (CNA)
Assighment/Care Plan . However, the facility
failed to ensure the bed was maintained In that
position and the resident sustained an injury to

F 246
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the perineum. :

Resident #7's Inltlal Plan of Care indicated the
resident's bed was to be in the lowest position;
however, the resident's CNA Assignment/Care
Plan did not indicate to maintain the rasident’s
bed inthe lowest position.

Resident #4's Physician's order for tracheostomy
care had not heen followed and Residant #3's

‘| right arm sling was not in place, nor was the
proper padding for the sling provided per
Physician's orders.

The findings include:

1. Closed record review revealed Resident #10
was admitted to the facility on 05/17/10 with
diagnoses which included Dementia, Behavioral
Disturbance, Alzheimer 's Disease and
Depression. Revlew of the admission Data
Coltection Tool dated 05/17/10, revealed the
facllity assessod Resident #10 to have short term
memary deficit, to be continent of bowel and
bladder, and to ragulre one (1) person physical
assist with fransfer and ambulatlon,

Review of the Bed-Safety Device Risk Review
Toal dated 05/17/10, revealed the facility
assessed Resident #10 as requiring Y2 bed-safety
rall ag an enabler to promote independence and
safely, and a low bed with positioners for safety
and independence.

Review of the Initial Plan of Care dated 06/18/10,
rovealed Resldent #10 had an alteration in
memory which required verbal and visual cues.
Resident #10 had altered mood and behawvior and
was taking psychotropic medications, The
resident also had impalired physical functioning
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and requirad asslstance with transfers and
ambulation and had altered Activities of Daity
Living {ADL's} which required assistance with bed
mobllity and tollet use. Resident #10 had an

initial care plan for falls with an approach to adjust
the residenl's bad helght so the resident's feet
would be planted flrmly on the floor during
transtars. '

Review of Resident #10's CNA Assignment/Care
Plan revealed the resident required a one person
assist with transfers utilizing a gait belt. The CNA
Assignment/Care Pian identified the regldent as a
fall risk and indicated the resident's bed to be a
Jow bed with positioners.

Review of the Care Plan Conference Summary
dated 05/27/10, two (2) days prior to the injury,
revealed Hesident #10 was receiving
Rehabilitation Therapy for assistance in using a
slide board. The Summary indicated Nursing
Services was to provide ADL assistance, safety
precautions, and medication administration,

Review of the Hospltal's Admission Summary
dated 05/29/10, revealed Resident #10 was
admitted te the hospital with diagnoses which
included rectal blseding secondary to a ractal tear
of three (3) to four (4) centimetsrs (cm) in length,
hypoxemia and fever of 103 degrees Fahrenheit.
Further review of the Summary revealed Resident
#10 had Dementia, was qulte agitated and was
trying to get aut of bed.

Interview with Certiffed Nursing Assistant (CNA)
#1 on 09/27/10 at 2:50 PM revealed Resident #10
had self transferred and was found by CNA#1,
sltting on the tollet. Interview with CNA #1
ravealed he noted there was blood in the toilet,
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CNA #1 stated, Rasldent #10's roommate told
him-that Resident #10 had sat on the brake
extension of the wheelchair. Upon Interview with
CNA#1, the CNA stated, the CNA
Assignment/Care Plan should have besen
reviewad prior to caring for Resident #10. CNA
#1 stated, he didn't know the resident that well
and was unaware the-bed was to be i the lowest
position.

Interview with the Director of Nursing (DON) on
09/27/10 at 11:38 AM, revealed the facllity's
Investigation of the.injury determined CNA #1 did
not place the bed in the lowast position. Review
of the fagllity's investigation dated 06/04/10
rovealed Resident #10's "personal wheelchair
wasg found with a right brake oxtension that was
bant. Itis presumed that Resldent #10 Injured
him/herself while transferring from the bed into
the wheelchalr and sat down on the brake
extender”. Interview with the DON on 08/27/10 at
12:00 PM, reveeled CNA #1 falled to-follow the
CNA Assignment/Care Plan by not placing the
bed in low position. Further Interview with the
DON on Q9/27/10 at 3:30 PM, revealed CNA {#1
was unaware the bad went to & lowar position and
CNA #1 has since been re-educated. Per
interview with the DON on 09/28/10 at 11:15 AM,
the injury would not have occurred if the bed had
baen in the lowest position.

1 2. Resident #7 was admilted to the facility on
09/22/10 with diagnoses which included
Hemiplegia, Intracranial Hemorrhage and
Dysphagla with Gastrostomy Tube Placement.
Based an the Admission Data Collection Tool
dated 09/22/10 at 8:00 PM, the facility assessed
Reslident #7 to be severely impaired with decision
making, non-weight bearing and required total
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assist for transfers, The Admisslon Data
Coliection Too! revealed, the facllity had assessed
the resident to be totally dependent with all
Activities of Dally Living {ADL's).

Review aof the Nurses' Notes dated 09/22/10 at
6:00 PM, revealed Resident #7 was alert, had
right side weakness and the left side was flaccid
and required the use of a lift for transfers.
Revlew of the Nurses' Notes dated 09/27/10,
ravealad Resident #7 required total assist with
ADL's.

Review of the Initlal Plan of Care for Resident #7
dated 09/22/10, revealed the resident had an
alteration in ADL ability related to a
Cerebrovascular Accident (CVA) and requlred
assistance with tollet use and bed mobillty. The
resident was also assessed to require assistance
with transfers using a mechanical lift. Under the
fall saction of the inltial Plan of Care, Resldent #7
was assessed to be a moderate risk for falls
related fo the CVA and requlred refetrals to
Physlcal Therapy and Occupational Fherapy and
the bed was to be in the lowsst position.

Review of the Certified Nursing Assistant (CNA)
Assignment/Care Plan dated 09/28/10, revealed
Resident #7 was a fall risk, was unable to use
his/her left sicde of body, and had right side
weakness. However, the CNA Assignment/Care
Plan did not reveal that the resident's bed should
be in the lowest position.

‘Interview with the Assistant Director of Nursing
(ADON) on 09/28/10 at 2:10 PM, revealed the
admission Nurse created the CNA
Agsignment/Care Plan and the ADCN updated
the CNA Assignment/Care plan with any new
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| Tracheostomy. Review of the Admisslen

orders.

Interview-with the Director of Nursing {DON} on
09/28/10 at 3:11 PM, revealed hefshe was the
one who complaeted the CNA Assignment/Care
Plan for Resident #7. and didn't realize the low
bed was not on the CNA Assignment/Care Plan,

Interview with CNA #6 on 09/28/10 at 3:07 PM,
revealed the CNA was the one who cared for .
Resldent #7 on 09/28/10. Per interview, the CNA
was not aware the resident's bed was suppose to
he in the lowest position based on the CNA
Assignment/Care Plan.

3. Resident #4 was admitted to the facility on
07/28/10 with dlagnases which Included Brain
Injury, Resplratory Fallure, Spinal Cord Injury and

Minimum Data Set (MDS) dated 08/09/10,
revealed Resident #4 was totally dependent with
all ADL's and hed & diagnosis which included
attention to trachsostomy.

Review of the Rasident Assessment Protocol
Summary (RAPS) datad 08/09/10, revealed
Resident #4 was In & motor vehicle accident and
sustained a traumatic braln injury. All of Resident
#4's needs were ahticipated by staff. The RAPS
also revealed Resident #4 had a tracheostomy
with humidification that required cleaning at least
two (2) times per shift.

Roviow of the Physician's Telephone Orders
dated 08/02/10, revealed Resident #4 had an
order to have a tracheostomy dressing change
two (2) times per shift,

Reviaw of the Short Term Problem List Included in

FORM CMS-25667(02-99) Previous Vel.'sluns OCbsolete
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the Comprehansive Plan of Care daled 08/09/10,
revealed Resident #4 required tracheostomy care
two (2) times per shift.

Review of the Treatment Record {TAR) for August
and Septamber 2010 revealed Resident #4's
tracheostomy was changed only one (1) time per
ghift aven though a new order had heen recelved
on 08/02/10 for two {2) time per shift,

Interview with the Director of Nursing (DON) on
09/27/10 at 3:00 PM, revealed the order for

trachgostomy care should have been placed on
the TAR by the Nurse who ¢completad the order.

4. Record roview revealed Rasident #3 was
admitted on 08/10/10 with & Fractured Right
Humerus which resulted from a fall at home on
08/06/10.

Review of the Physlclan's arders dated 08/24/10,
reveated an order which stated the resident's arm
sling may be removed for thirty (30) minute

-1 periods, wear sling most of the time. Further
raview of the Physlcian's orders revealed an order
dated 09/13/10, which stated "sheepskin or other
form of padding to elbow in sling for comfort and
protection- therapy will provide".

Ohservatlan on 09/26/10 at 12:00 PM, revealed
the sling was not in use and thers was no
evidence that padding was provided. The
Occupational Therapist (OT) came into the
resident’s room, applied the slihg and the resident
complained that the mesh hurt his/her elbow. The
OT put a folded pillowease in the sling.

Observations on 09/27/10 at 10:30 AM and 11:00
AM, revealed the sling was not in use,

‘ORM CMB-2667(02-688) Pravlous Verslons Obsolate Event ID: 0U3G1H Fagliity D: 100551 i cantinuation shast Page 8of 14
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483.20 Services Provided Meet Professional Standards

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of Correction is prepared solely as a matter of compliance
with federal and state law.

The Forum at Brookside will ensure services provided to the Residents will meet
professional standards.

With respect to the specific residents cited, The Forum at Brookside ensures that although
Resident #10 did not return to the facility after hospitalization; the CNA received 1:1
training regarding following the CNA careplan and positioning beds in the lowest
position on 6/4/10. Resident #7, although the resident’s bed was kept in the lowest
position; the CNA careplan was adjusted to reflect “bed in lowest position” on 10/5/10.
With respect to Resident #4, a new order was received that changed the tracheostomy
treatment to once per shift and as needed, the order was also transcribed to the treatment
administration record on 9/27/10. With respect to Resident #3, the right arm sling is being
checked every 2 hours during room rounds; resident remains non-compliant. A non-
compliant careplan was initiated on 10/15/10, as well as documentation in the nurses’
notes.

With respect to how the facility will identify residents with the potential for the identified
concern and take corrective action, The Director of Nursing, Assistant Director of
Nursing and Staff Development Coordinator completed an audit of 100% of the Nursing
Facility resident’s careplans, CNA careplans on 11/4/10 to ensure accuracy. A 100%
audit of all Nursing Facility Residents Treatment administration records and Medication
administration records was completed by the Director of Nursing on 11/3/10 to ensure all
orders and treatments were implemented. Any discrepancies to be found were corrected
immediately. An audit of 100% of the Nursing Facility Resident’s fall assessments was
completed on 11/7/10 by the Director of Nursing, with updated and corrected Safety
Status Sheets for the resident’s rooms.

With respect to what systematic measures have been put into place to address that stated
concern, The Director of Nursing, Assistant Director of Nursing and Staff Development
Coordinator completed educational inservicing to all healthcare staff on CNA careplans,
policy and procedure on physician orders, and nursing careplans beginning on 10/16/10
and were completed on 11/7/10. On 10/14/10 the third (3") shift nurses began checking
all new orders to ensure placement in the accuflo system or on the treatment
administration record daily for implementation as part of the 3 shift nursing duty
checklist. The Director of Nursing or designee will complete a monthly audit of all
medication and treatment orders and administration records to ensure accuracy. The
Assistant Director of Nursing receives a copy of all new physician orders on a daily basis
to continuously update changes to the CNA careplans as needed.



With respect to how the plan of corrective measures will be monitored, the Director of
Nursing or designee will complete a monthly audit of all current resident’s nursing
careplan, CNA careplan and treatment records to present to the Quality Assurance
Committee on a monthly basis for 6 months per performance improvement calendar; then

on a quarterly basis thereafter.
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Obsetrvation at 12;00 PM, revealed the sling was
in use; however, no padding was noted in the
sling.

Interview on 09/27/10 at 11:40 AM with the
Rehabilitation (Rehab) Director, revealed that she
was unaware the resident required a sling and
was unsure why the sheepskin or padding was
not provided. Furlher interview revealed the
Nurses and Certified Nursing Assistants (CNA)
were rasponsible for ansuring the sling was on
the resident and OT was responsible for training
the nureing staff how to apply the sling.

The Rehab Director was unable to provide

| dacumented evidence the nursing staff were
tralned in the proper application of the sling and
padding.

interview on 09/27/10 at 3:15 PM, with the
Director of Nursing (DON) revealed it was
Nursing and Therapy's responsibllity to ensure
the sling was worn most of the time. The DON
stated the resident was non-compliant and
removed the sling at times. Howeavaer, there was
ho documented evidence of non-compllance.

F 323 | 483.26(h) FREE OF ACCIDENT F 323 _ [ l_,—g-,.fo
£8=G HAZARDSISUPEFNISION/DEV!CES

The faclity must ensure that the resldent
snvironment remalns as free of accldent hazards
as is possibie; and sach resident recelves
adequate supervision and assistance devices to
prevent accidents. '

This REQUIREMENT is not met as evidenced

FORM CMS-2667(02-0D) Pravicus Verslons Obsaolete Event ID; OU3A1H Faallity 1D: 100551 If continuation sheet Page 9 of 14
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Based on interview and recotd review It was
determined the facility failed to provide an
ehvironment free from accidents and hazares for
onhe (1} of teh {10) sampled residents (Resident
#10). The facllity assessed Resident #10 as
requiring the bed to be In the lowsest position,
However, Resident #10's bed was left in an
elevated position and the resident sustained an
injury when an unassisted transfer from the bad
was atiempted. Resldent #10 sustalhed a
penetraiing wound to the perlneum, which
required surgical intervention.

The findings include:

Closed record review revealed Rasident #10 was
admitted to the fagility on 05/17/10 with diagroses
which Included Dementia, Behavioral
Disturbanca, Alzheimer's Dlsease and
Depression. Review of the Data Coltection Tool
dated 05/17/10, revealed the facility assessed
Resldent #10 to have short term memory deficit,
to be continent of bowel and bladder and required
one (1) person physical assist with transfers and
ambulation,

Review of the Bed-Safety Device Risk Review
Tool dated 05/17/10, ravealed Resident #10 was
assessed to require Yz bed-safety rails, which
were to bs used as an enabler to promote the
resident's independence and safety, and a low
hed with positioners for safety and Independence.

Review of the Inltlal Plan of Care dated 05/18/10,
revealed Resident #10 had an alteration in
memaory which required verbal and visual cues.
The resident had altered mood and behavior and
was taking psychotroplc medications. Resident
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#10 also had Impaired physical functioning and
required assistance with transfers and
ambulation. The resident's Activities of Daily
Living (ADL's) were altered, which required
assistance with bed mobility and tollet use.

Review of the CNA Assignment/Cars Plan
revealed the resliient was (dentifled to be a fall
risk and the resident was to be in a low bed.

Review of the Care Plan Conference Summary
dated 05/27/10, two (2} days prior to the incident,
revealed Hesident #10 was receiving
Rehabilitation for assistance in uslhg a slide
board. The Summary also indicated Nursihg was
to provide ADL assistance, safety precautions and
administer medicatians,

Review of the Hospital's Admission Summary
dated 05/28/10, revealed Resident #10 was
admitted to the hospital with dlagnoses which
Included rectal blseding secondary to a rectal tear
of three (3) to four {4) centimeters (em) in length,
hypoxemia and fever of 103 degrees Fahrenhelt.
Further review of the Summary revealed Resident
#10 had Dementia, was quite agitated and was
trying to get out of bed.

Revlew of the Hospital's Discharge Summary
dated 06/10/10 at 9:26 AM, revealed Resident
#10 was admilted to the hospital from the facility
for an injury the resident sustained when he/she
Jumped ar fell off the bed onta a wheel chair |
axtended brake handle, which caused a
penetrating wound. Resident #10's discharge
diagnoses includad a psnetrating wound to the
perineum, Anemia with probable acute blood loss
component, Toxic Metabolic Encephalopathy and
Non-ST elevated Myocardial infarction. The
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Based on interview and record review It was
determined the facllity failed to provide an
environment free from accldents and hazards for
one (1) of ten (10) sampled residents (Resident
#10). The facliity assessed Resident #10 as
requiring the bed to be In the lowest position.
However, Resldent #10's bad was laft in an
alevated position and the resident sustained an
injury when an unassisted transfer from the bed
was attempted. Resident #10 sustained a
peneirating wound fo the petineum, which
required surgical intervantion.

The findings include:

Closed record review revealod Resident #10 was
admitted to the facility on 05/17/10 with diagnoses
which included Demsentia, Behavioral
Disturbance, Alzheimer's Disease and
Depressicn. Review of the Data Collection Tool
dated 05/17/10, revealed the facility assessed
Resident #10 to have short term memory deflclt,
to he continent of howe! and bladder and required
one (1) person physical assist with transfers and
ambulation,

Raview of the Bed-Safety Device Risk Review
Too! dated 05/17/10, revealed Resident #10 was
assessed 1o require ¥z bed-safety ralls, which
were to be used as an enabler to promote the
resldent's independsnce and safety, and a low
bed with positioners for safely and independence.

Review of the Initial Plan of Care dated 06/18A0,
revealad Resident #10 had an alteration in
memory which required verbal and visual cues.
The resident had altered mood and behavior and
was taking psychotropic medications. Resident
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#10 also had Impaired physical functioning and
required assistance with transfers and
ambulation. The resident's Actlvities of Daily
Living (ADL's) wers altered, which required
assistance with bed mobility and tollet use.

Review of the CNA Assignment/Care Plan
revealed the resident was identifled to be a fall
tisk and the resident was to be in a low bed.,

Review of the Care Plan Conference Summary
datet 05/27/10, iwe {2) days prior to the incident,
revealed Reslident #10 was recelving
Rehabilitation for assistance in using a slide
board. The Summary also indicated Nursing was
te provide ADL assistance, safely precautlons and
administer madications.

Review of the Hospltal's Admission Summary
dated 05/28/10, revealed Resident #10 was
admitted to the hospital with diagnoses which
included rectal bleeding secondary to & rectal tear
of three (3) to four (4) centimeters (em) in length,
hypoxemia and fever of 103 degrees Fahrenhelt.
Further review of the Summary revealed Resldent
#10 had Dementla, was quite agitated and was
trying to get out of bed.

Review ol the Hospltal's Discharge Summary
dated 06/10/10 at 9:26 AM, revealed Resident
#10 was admilted to the hospital from the facliity
for an injury the resident sustained when hefshe
jJumped ar fell off the bed onto a wheel chair
extended brake handie, which caused a
penetrating wound. Resident #10's discharge
diagnoses included a penetrating wound to the
petineurn, Anemia with probable acute blood loss
component, Toxic Metabolic Encephalopathy and
Non-8T elevated Myocardlal Infarction. The

Fa23
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investigation dated 06/04/10 revealed Resldent

Discharge Summary also revealed Resident #10
required surgery, which was psrformed by a
Coloréctal Surgean, to.repair the penetrating
wound to the perineum. After surgery, a draln
had to be left In place to the wound. Further
raview of the Hospital's Discharge Summary
revealed, Resident #10 received a ten (10) day
course of Intravenous (IV) Zosyn for presumed
wound Infection.

Intarview, on 08/27/10 at 2:50 PM, with Certified
Nursing Assistant (CNA) #1, wha cared for the
tesident revealed he found Residant #10 sitting
on the toilet. The CNA noted there was blaod in
the tollet, and reported this to the Nurse. Further
Interview with CINA #1 revealed Resident #10's
roommate told him the resident had gotten ¢caught
on the extended brake handle on the wheel chair,
Interview with CNA #1 ravealsd the resident's bed
was not in a low position. The CNA stated he
didnt know the resldent that well and should have
looked at the CNA care plan.

Interview with the Director of Nursing (DON) on
09/27/10 at 11:38 AM, revealed the outcome of
the facllity's investigation of the incident revealed
CNA #1 did not place Resident #10's bed In the
lowest position. Review of the facllity's

#10's "personal wheelchair was found with a right
brake extension that was bent. It is presumed
that Resident #10 injured him/herseif while
{ransferring from the bad Inta the wheelchair and
sat down on the brake extender”.

Further interview with the DON on 09/27/10 at

12:00 PM, revealad CNA #1 falled to Implement
the resident's CNA Asslgnment/Care Plan. The
DON stated during the Interview on 09/28/10 at
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F323
483.25 Free of Accident Hazards/Supervision/Devices

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of Correction is prepared solely as a matter of compliance
with federal and state law.

The Forum at Brookside will ensure that the resident’s environment will be free from
accident hazards as is possible.

With respect to the specific residents cited, The Forum at Brookside ensures that although
Resident #10 did not return to the facility after hospitalization; the CNA received 1:1
training regarding following the CNA careplan and positioning beds in the lowest
position on 6/4/10. Resident #7, although the resident’s bed was kept in the lowest
position; the CNA careplan was adjusted to reflect “bed in lowest position” on 10/5/10.

With respect to how the facility will identify residents with the potential for the identified
concern and take corrective action, on 11/4/10 a 100% audit of Nursing Facility
resident’s rooms and common areas was completed by the Director of Nursing and
Admissions Director to ensure the environment was free of potential accident hazards as
is possible, and that all accommodations for supervision and assistance devices were in
place.

With respect to what systematic measures have been put into place to address that stated
concern, The Staff Development Coordinator, Assistant Director of Nursing and Director
of Nursing inserviced all healthcare staff on prevention of accidents and hazards and
supervision, following CNA careplans, Fall Safety Program and Safety Status Sheets
beginning 10/16/10 and completed on 11/7/10. The Forum at Brookside’s nursing staff
are completing room rounds every two (2) hours on a daily basis and signing off on their
assignment sheet after completion of their shift which began on 10/18/10 and will be an
ongoing check. All incidents/accidents will be reviewed in a daily meeting; Monday
through Friday to evaluate cause and implement and evaluate interventions. Daily
meeting will include: Nursing, Rehab, Admissions and Administration. Room rounds are
also being conducted twice a week at random times and dates by Administrative staff
with any potential hazards to be reported immediately to the Director of Nursing or
designee. ‘

With respect to how the plan of corrective measures will be monitored, the Director of
Nursing or designee will complete a monthly audit of ali current resident’s nursing
careplan and CNA careplan to present to the Quality Assurance Committee on a monthly
basis for 6 months per performance improvement calendar; then on a quarterly basis
thereafter. The Director of Nursing or designee will submit a report monthly to the Safety
Committee and a Quarterly Report to the QA Committee in regards to corrective



measures that were implemented to ensure the resident’s environment remains as free of
accident hazards as is possible.
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-1 11:15 AM, the incident would not have occurred if
the bed had been in the lowest position. Iterview
with the DON on 09/27/10 at 3:30 PM, revealed
CNA #1 was unaware the bed went to a lower
position; however, the CNA had been
re-educated.
F 614 | 483.75())(1) RES F 514 [ [P0
ss=n | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE .

The facility must mainteain clinical records on each
resident In accordance with accepted professlonal
standards and practlces that are complete;
accurately documented, readlly accoessible; and
systematically organized.

The elinical record must contain sufficlent
Information to identify the resident; a record of the
rasident's assessments; the plan of ¢are and
setvices provided; the results of any
preadmssion screening conducted by the State;
and progress notes.

This REQUIREMENT Is not met as evidenced
by: ‘ _

Based on Inferview and raecord review it was
determined the facility failed to accurately
maintain the clinical record for one (1} of ten (10)
sampled residents (Resident #4), Resident #4's
order for tracheostomy care on 08/02/10 was not
transcribed cnto the Treatment Administration
Record {TAR).

The findings include:
Record review revealed Resident #4 was

admitted to the facility on 07/28/10 with diagnoses
which Included Brain Injury, Respiratory Failure,
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Spinal Cord Injury and Tracheostomy. Review of
the Admission Minimum Data Set (MDS) dated
08/09/10, revealed Resident #4 was totally
dependent with all Activities of Daily Living.

Review of the Resident Assessment Protocol
Summary (RAPS) dated 08/09/10, revealed
Rasident #4 was in a motor vehicle accident and
sustained a traumatic brain Injury, All of Resident
#4's neads were anticipated by staff. Review of
the RAPS revealed Resident #4 had a
tracheostomy with humidifieation that required
oleaning at least iwo (2) times per shift.

Review of the Physiclan's Telephone Orders,
dated 08/02/10, revealed Resident #4 was
ortlered to have a tracheostomy dressing change
two (2) timas per shift.

Review of the Short Term Problem List, dated
08/09/10 that was included in the Comprehensive
Plan of Care, dated 08/09/10, revealed Resident
#4 required tracheostomy care two (2) times per
shift.

Review of the Treatment Administration Record
(TAR}) for August and Septembar, 2010 revealad
Resldent #4's tracheostomy care was performad
only one (1) time per shift even though a hew
order had been recelved on 08/02/10 for two (2)
time per shift.

Interview with the Director of Nursing (DON) on
09/27/10 at 3:00 PM revealed the order for
iracheostomy care shouid have been placed on -
the. TAR by the nurse who completed the order.
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483.75 Resident Records-Complete/Accurate/Accessible

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of Correction is prepared solely as a matter of compliance
with federal and state law.

With respect to the specific resident cited, The Forum at Brookside ensures that a new
order was obtained on 9/27/10 for Resident #4 changing the tracheostomy treatment to
every shift and as needed. The treatment administration record was also updated with the
new order on 9/27/10. A complete audit of Resident #4’°s medical record was completed
by the Director of Nursing on 9/29/10 to ensure records were complete, accurately
documented, readily accessible; and systematically organized.

With respect to how the facility will identify residents with the potential for the identified
concern and take corrective action, The Director of Nursing completed an audit of 100%
of the Nursing Facility Resident’s medical records to ensure records were complete,
accurate, readily accessible, and systematically organized. The audit was initiated on
9/29/10 and completed on 10/1/10. Any discrepancies found were corrected immediately
on the date of review.

With respect to what systematic measures have been put into place to address that stated
concern, inservices for all nursing staff were conducted by the Staff Development
Coordinator, Director of Nursing and Assistant Director of Nursing beginning on 9/16/10
and completed on 11/7/10 regarding policy and procedure for completing and
maintaining accurate medical records including physician orders, and
treatment/medication records. On 10/14/10 the third (3*%) shift nurses began checking all
new orders to ensure placement in the accuflo system or on the treatment administration
record daily as part of the 3" shift nursing duty checklist, this checklist is turned in to the
Director of Nursing daily for review. Copies of all new orders are given to the Director of
Nursing, Assistant Director of Nursing or designee for review of completeness, accuracy
and implementation.

With respect to how the plan of corrective measures will be monitored, the Director of
Nursing or designee will complete a monthly audit of all current residents medical
records fo ensure records are complete, accurate, readily accessible and systematically
organized and present a report to the Quality Assurance Committee on a quarterly basis
per performance improvement calendar.
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‘A Llfe Safety Code survey was conducted on
September 28, 2010. The facility was found to
not meet the minimal requirements with 42 Code
of the Federal ragulations, Part 483.70.
Deficiencies were c¢ited with the highest Scope
and Severity of an "F".

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
58=D
Doots pratecting corridor openings In other than
required enclosuires of vertical epenings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solld-bonded core
woud, o capable of resisting fire for at least 20

| minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There s
no impadiment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted. 19.3.6.3

Roller latches are prohlbnted by CMS regulattons
in all heaith care facllitles.

This STANDARD is not met as evidencad by:
Based on observation and interview It was
determined the facility falled to ensure there were
neo impediment to the closing of the corvidor firg
doors,

{

g, . '
LABOHATORY DI TOR'S O COVIDER]SUPFLIER AEPRESENTATIVE'S SIGNATURE TITLE (}(6) ATE
LS
< - El oo ,mt@@,._-_ |9

Any deflclency statement ending with én. asterlsk (’s denotes a deficlency which the Institution may be excused from correcting providing It s determined that
other safeguards provide sufficlent protaction to the patlents. (See instructions.) Except for nursing homes, the findings siated above are disclosable 90 days
following the date of survey whether or not a plan of corvaction Is provided, For nursing homas, the above findings and plans of cotraotlon are disclosable 14
days following the date these decuments are made avallable to the facllity. 1f deflclencles are clted, an approved plan of correction 1s requisite to continued
program participation,
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K018
NFPA 101 LIFE SAFETY CODE STANDARD

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of correction is prepared solely as a matter of compliance
with federal and state law.

1. Corrective Action for the Residents cited by Deficient Practice
With respect to the specific residents cited, there were no specific residents cited.
2. Identification of Other Facility Residents that may be affected

With respect to how the facility will identify residents and staff with the potential for the
identified concern and take corrective action, The Forum at Brookside will ensure that all
staff are inserviced regarding items that my impede the closing of the corridor fire doors
by 11-3-10.

3. Implementation of Systemic Measure

With respect to what systematic measures have been put in place to address the stated
concern, The Director of Plant Operations or his designee will monitor that the corridor
fire doors are not impeding in closing during monthly fire drills. Employees will be
inserviced upon hire and ongoing as needed based upon the findings of these fire drills.

4. Monitoring of Corrective Action

With respect to how the plan of corrective measures will be monitored, the Director of
Plant Operations or designee will perform monthly fire drills to monitor that the corridor
fire doors are not impeded in closing. The results of the audits will be monitored and
evaluated monthly at the Quality Assurance Committee for six months, then quarterly.
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No furnishings or dececrations of highly flammable
character are uged. 18.7.5.2,18.7.5.3, 18.7.5.4

This STANDARD Is not met as evidenced by:
Based on abservation and Intarview it was
determined the facility falled to ensure that no
combustible decorations were used In the facility,
according to NFPA standards.

Ths findings Include:

Ohservation during the tour of the building, on
09/28/10 at 10:30 AM, with the Maintenance
Director, revealed thirteen (13) resident rooms
with hanging decorations on the doors. The
resident rooms were numbered 5, 6, 10, 11, 13,
23, 24, 27, 29, 33, 34, 35, and 38,

Interview with the Maintenance Director, on
{9/28/2010 at 10:30 AM, revealed being unaware
of the requirement related to the naed of these
decorations being flame retardant.
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The findings include:

Observation during the fire alarm test, on

09/28/10 at 1:45 PM, with the Malntenance

Director revealad one of the double doors ta the

C-hall corridor was heing blocked from closing by

the Ice cart. .
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Interview with the Maintenance Director, an

09/28/2010 at 1:45 PM, indicated he had

JInformed staiff at the nursing station {o make sure

there was no impadiment to the closing of the

doors during the fire alarm test.
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K073
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K073
NFPA 101 LIFE SAFETY CODE STANDARD

Responses to the cited deficiencies do not constitute an admission or agreement by
the facility of the truth of the facts alleged or conclusion set forth in the Statement of
Deficiencies. The Plan of correction is prepared solely as a matter of compliance
with federal and state law.

1. Corrective Action for the Residents cited by Deficient Practice

With respect to the specific residents cited, there were no specific residents cited.
Specific doors were cited in which doors of resident rooms 3, 6, 10, 11, 13, 23, 24, 27,
29, 33, 34, 35, and 38 had hanging decorations that were not flame retardant, the Forum
at Brookside treated these decorations on 9/28/10 with flame retardant spray.

2. Identification of Other Facility Residents that may be affected

With respect to how the facility will identify other residents that may be affected, The
Forum at Brookside treated all hanging decorations on all doors with flame retardant
spray on 9/28/10. -

3. Implementation of Systemic Measure

With respect to what systematic measures have been put in place to address the stated
concern, The Forum at Brookside will send a letter to all resident’s and/or responsible
parties notifying them that all decorations brought into the facility must be brought to
attention of staff in order for them to be treated with flame retardant spray. This
information will also be given to all new residents and/or their responsible party on
admission. The facility will put an identifying marker on the decoration once it has been
treated with flame retardant spray in order to identify those decorations treated verses
those that need to be treated.

4. Monitoring of Corrective Action

With respect to how the plan of corrective measures will be monitored, the Director of
Plant Operations or designee will perform monthly audits of all door decorations for six
months, then quarterly audits after that to ensure that all door decorations have been
treated with flame retardant spray. The audits will be reviewed by the quality assurance
committee monthly for six months then quarterly thereafter..
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| nFPA Standard NFPA 101.2000 Edition 19. 7. 5.
4 o _
Combustible decorations, shall be prohibited in
any hsalth care occupancy unless they are
flame-retardant.
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