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An Abbraviated Survey was iniliated on 04/14/115
and concluded on 04/18/18, tn investigzis
KY23084. The Division of Heslth Care
substantisted the allegation with deficiencies
cited, ;
F 279 483.20(d), 483.20(k)(1) DEVELOP E 278
§5=0 ; COMPREHENSIVE CARE PLANS

Preparation sudfor exccution of this plan of
correction does sot constituts admisslon or

A facility must use the results of the assessment ngreement by the provider af the truth of
to develop, review and revise the resident's favts alleged or the conclusions set forth in
comprehensive plan of care, the statement of deflciencies, The plan of

corvection is prepared and/or executed
The facility must develop a comprehensive care solely because it is required by the

provisions of the feders! and state law.

plan for each resident that includes measurable
cbjectives and timstables to mest a resident's

medical, nursing, and mentzt and psychosccial F 279 N 189
needs that are Identified in the comprehensive
assessment, b Resident# § care plan {CP) was
gvixcd!updaﬂlcd un 04-14-15, Resident #1 has
The care plan must describe the services that are | sinee been discharged (DICY) %
to be furnished to attain or maintain the resident's | 2. All residents have the potential to be
highest practicable physical, mental, and | affecied by this practice. All resident's CP will
psychosocial well-being as required under be reviewed by the our MDS coordinators by

§483.28; and any services that would otherwise 03/28/15 for accuracy.

be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, inciuding the right to refuse treatment
under §483.10({b}(4).

This REQUIREMENT is not met as evidenced
by.

Hased on observation, interview, record review ;
and facility policy review, it was determined the
facility falled to develop a comprehensive care
plan for ane (1) of four (4) sampled residents

{Resident #1) addressing the risk of dehydration

LABORATORY DIREQTHR'S OR PROVIDER/SOFPUER REPRESERTFWES SATORE TTE N P8 DATE §
X f ¥ i (W f W i X a'lz_ . @fﬁ /;( 5‘““" Mi .
Any daficiency s{atam@ endling vlth an ssistsk {*) denoles g daficlsncy which the inatitution may bs axcused from cormeting providing 1 Is datemmined that

oihar safequarda provide suflcisst protaction to the patients. {Sea Instructions.} Bxcep! for numsing homas, the findings stated sbove am distiosable 90 days

foflowing tha date of survay whather of not 3 plan of corraciion ia provided, For nursing homes, the sbovs findings and plans of comaction ane dizcipnsiia 14

dsys following the dats these documents am mads svailabls i the facliity. i deficlencles ame oited, an appraved plan of comaction is requisita o continued

program participation,
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from the usa of duretics.
Tha findings Include:
Review of the facility's policy regarding Hydration, 3. All resideat's daily orders will be reviewed
dated 02/12/15, revealed the Dieticlan calcuiated n Q;gggixgﬂ;%s T;lgmal mesting by the
daily fluld requirements for all residents annually ( h am. s team
or with changes In condition. Increased fluid ﬁﬁﬁ“ﬁﬁﬁfgﬁfﬁ‘;ﬁﬁ;ﬁ%ﬁ?ﬂ 052318
needs may cccur if the resident recalved Registered Dietitian (RD), Socisl sm'ces,
diurstics. Each resident’s fluid needs must be Unit Managers (UM) and MDS coordinators.
caleuiated based on objective data regarding the Any residents with orders for a diuretic will
rasident hgvc a1 accuraie C’R The MDS coordinators
:}:&;pdz:;c zhi;:c Emdmm CP daily with any
T o e h
Review of Resident #1's Nursing Notes, dated diuretic, 1 focurate CP with use of a
04/08/15 at 8:02 PM, revealad the resident
racelved a diuretic daily and had eaten and taken )
fuids poorly on 04/08/15 and 04/09/15 and was s DONADON ol randornly selec 4
lathargic, Tha resident did arouse; however, after Giuretic, or 4 mesks e e 30 OFder for
. e CP compsred
stimulation the resident fell back to sleep. The i the orders for accuracy. Then monthly for 3
physician ordersd, on 04/09/15, for the resident to months. The DONJADON will repost any
be sent lo the emergemcy room for evaluation. ?:f:m ﬁ;wdiﬁw to QAP commitiee monthiy
el
Review of the quarterly Minimum Data Set (MDS)
assessment, dated 02/02/15, revealed the
resident was not interviewable and had a
cognitive defict. The resident required the limited
assistance of one person with eating meals,
transfers, and hyplena. The resident required
extensive assislance with dressing, and was
nonambulalory and the resident was
frequently incontinent.
Heview of Resident #1's Comprehensive Care
Plan, dated 07/09/14, revealed the resident
required meal trays to be set-up and meal
consumplion was monitored dally. Thers was no
avidence the facility developed a care plan to
addrass the resident's risk for dehydration related
to the daily administration of a diuretic. There was )
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no avidence the faclilty monitored fuids
consumed or established fluld intake goals as
assessed by the Dislician. :

Review of Resident #1's Meal Inteke Recond,
dated 04/08/15 and 04/08/15, revealed the facility
did not record the arasunt of fulds the resident
rank for those days,

Review of the Discharge Summary from the

hospital, dated 04/13/15, ravesiad Resident #1
was admitted to the hospital, on 04/09/15, with |
diagnoses of Metabolic Encephelapathy, Urinary |
Tract Infection and Dehydration. Resident #1 was |
a patient in the hospital during part of the survey.

interview with Certifiad Nurse Alda (CNA) #1, on
04/14/15 at 10:40 AM, revealed Resident #1 was
able to plck up a glass and drink; however, the :
rasident had o have cues and reminders to drink. |
She stated she did not know how much the
resident drank in a day or how much the resident -
needed o drink in 2 day. She siated Auld inteke
was not recorded for residents unless the nurses
lold them fo record It Sha stated the resident
was very steepy and did not eat or drink on
04/G9/15 before she went to the hospital, She
stated the Nurse Alde Care Plan did not provide
any information on how much the rasidant
nesded (o drink. She stated residents could gat
sick if thay did not eat or drink fuids.

Interview with CNA#2, on 04/14/15 at 11:06 AM,

ravealed Resldent #1 would drink fluids; however,
the resident was sick a week ago and was eating
and drinking very little even when raminded. She

stated the facility did not record resident fluld
intake and there was nothing on the Nurse Aide
Care Plan regarding the resident's fluid intake,

Farg
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She staled she did not know how much fuld the
resident nesded to drink. She stated the nurse
did not tell the skalf what to do whils the resident
was sick,

Interview with LPN #3, on 0414115 at 3:30 PM,
revaaled Resident #1 was lsthargle and not
drinking or gating much on the day before or the
day the resident went to the hospital and could
not estimate how much, She stated the physician
visited the facllily and ordered blood work dona,
She stated the physiclan then ordered the
resident sent to the hospital for svaluation,

Interview with the Director of Nursing, on
04714718 at 4:18 PM, revesled residents on
diuraties should have cars plans to address the
intake of flulds; however, the resident did not
have a care plan for the risk of dehydration. She
stated Intakes of Quids and the amount the
resident required wers not addressed on the
comprahenslva care plan or on the nurse aide
care plan. She stzled the use of diurstics could
cause dehydration and hospitalization.
483.25(a){(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who Is unable io carry out activities of
daily living receives the necessary services to
maintain good nuirition, grooming, and personal
and oral hyglenae,

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, racord raview,
and review of facllity's policy, it was determined

F 278

F a1z
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the facilty falled to provide two (2} of four (4)
sampled dependent residants with oral care and F37 N0
nail care (Residents #2 and Rasident 24),
i. Residents #2 and #4 were provided nail
The findings Include: care and oral care immedistely on 04-16-15 05-29-15
when found 1o be nesded,
Raview of the facllily’s policy Tor BattvShower, . . .
dated 01/26/15, revealsd a bath/shower cleansed ?@f;ﬁ?: :’;i ?:::233 ﬁ’iﬁ;‘&?ﬁd by
the body, refreshed the resident, and provided this deficient practice. An audit of o}l residents
increased ciroulation. The bathishowsr included was conducted on §4-21-15 or 04-24-15 by the
shampooing the residents’ halr. There was no ;?m; mwgﬁ; “;:i mm{ ififlﬁ ﬂihmfécgi; ?g;ﬁ
28 CRIT ANd  OF8 Caie, (LTHess w 3
mantion of oral care in the policy. The nail care and oral care e p‘?’mi ded by
§ ! the nursing staff s needed after the sudi
Review of the facility’s policy for Bed Bath, dated condogied, e aiiee fhe audit was
017268118, revesled fngemall snd toenall cara
were complated whean a bed bath was recelved, 3 The nursing staff was | e
. X E & aursing WHS i SRrVICEO on
There was no mention of oral care in the policy. Iaf ’(gf is ?m g‘»} &sxf_;-g by the )
1. Review of the clinical racard for Resident #2, care nd oal coe o the resdents cvenyiey
ravealed the facliity admitied the resident on
01718715 with diagnoses of Senlls Dementla,
Peripheral Vascular Disease, Fraquent Falis and 4. The DON or ADON will rndormly select 5
Stenosis of the Lumbar Spine. residents per week for 4 weeks, then monthly
;x;; 3 rrf;:snﬁxs, mdchmcﬁk that each resident hag
Review of the quarterly Minimum Data Set (MDS) 70 nat) care Rad oral care. The Direcior of
assessment for Resident #2, dated 03/04/15, Noraes Ao hasitant Direcios of
o0t any negative
revealed the resident had a BIMS scors of ten findings in QAP! committze monthly for 4
{10) of 2 possible ffleen {1580, The resident months,
requirad sxiensive assistance from staff for bed The DON or ADON will continue to do
mobility, transfer, dressing and hygiene, The ;i“é‘;m d;?“? monihly and report any
resident was incontinent of bowal and bladder erosice than 4 et o mpHance
frequently. )
Review of the Cars Plan for Resident 82, dated
0118415, revealed the resident was assisied by
staff to bathe, nall care was completed by staff as
needed, and the resident was assisted by staff in
mobifity 33 needed,
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Observation of Resident #2, on 04/14/15 21 2110
P4, revealed the resldent was sitting in a
whaeichalr in the room. The resident had long
{agged fingarmalls with a black substsncs under
tha nails, in addition, the resident had a brown
liquid substance coming from the mouth and
spreading into the beard. The resident did not
answer tha quastion appropriately of whal the
liguid was,

interview with Certified Nurse Alde (CNA)#2, on
0414715 at 10:40 AM, revesled residents
received nall cara on bath day which was wice 2
waek, She sisled the disbatic residants and
rasidants with thick nalls wars ssen by tha nurss
or the podiairist for loenall care. She stated
residents recelved oral care In the moming and
as neaded, She stated she had provided
Raesident #2 with care and had received training
to do oral care and nail care,

Intervigw with CHNA#S, on 04714115 at 2:29 PM,
ravaaled residents were given nall care on bath
days {twice awesk). She siated Resident #2
would frequently reluse care, however, if you
went back in 2 few muniles, the rasident would
agres 1o the care, She slated the rasident had
besn bathed and dressed that moming. She
shated she did not notice the stale of the
resident's nails nor did she see the blackish liguid
comning from the resident's mouth down Info the
facliial halr. She stated she provided care for
Resldent #2 today and had no explalnation of the
resident's condiion. She stated she had recelved
training on oral cars and nall care.

interview with LPN 21, on 0414415 af 3:32 P,
ravesled she did make rounds on residents o
ensure they were clean and cared for. She

F3iz
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stated she last mada rounds earlier that moming.
She staled the CNAs wera trained on aral care
and nall care and were to tell the nurse if there
were problems compleling the resident's cars.

2. Review of the clinical record for Resident 24,
ravesgled the fadliity admitled the resident with
diagnoses of Schizophrenia, Hypertension, and
Congestive Heart Fallure on 08/28/14.

Review of the quarterly MDS assessment, daled
02103115, for Resident #4, revealed the facility
assessed the resident as cognitively intact. The
resident required extensive assistance with
transfers, bed mobility, drossing, and hyglena.
The resident required tola! assistancs with
hathing and the resldent was occasionally
incontinent.

Raview of Resident #4's Care Plan, dated
(525114, ravesled the resident received
sssistance with hed mobility and poshioning every
shift. In addition, the resident required assistance
with activities of dally living.

Obsarvation of Resident #4, on 0411415 st 19215
AM and 2:20 PM, revasled the resident had ‘
crumbs and dandrufl ke particies all over the
pants ard shirt,

interview with Resident #4, on 04/14/15 gt 2,20
PM, reveaied the resident was nol aware of the
state of histher clothing.

Intarview with CNAR, on 04714715 ot 2020 PM,
ravealed rasidents were bathed twice a3 wesk and
received 2 parlial bath on other days. She stated
nail care was provided on bath days. She stated
oral cars was provided dally and as needed,

4110 SUMMARY STATEMENT OF DEFICENCIES i PROVIDER'S PLAN OF CORRECTION a5
PREFIY [EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX EACH CORRECTIVE ACTION SHOULD BE
"G REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFISIENCY)
¥ 312 Confinued From page § F312

FORM CMS-2587(02-68) Pravious Yorsions Obsolate

Bvad 10087714

Foullley 10: 106242

if continuation shest Page 7of §




PRINTED: 04/28/2015

DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
S TATEMENT OF DEFICIENCIES {%1} PROVIDERIGUPPLIERICUA (X2} MULTIPLE CONSTRULTION {43) DATE SURVEY
AHOPLAN OF COARECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
G
185095 8, WiNG 0471812015
NAME ©F PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2iP CODE
, 3118 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLOREEK LOUISVILLE, KY 40220
oD | SUMMARY STATEMENT OF DEFIDIENCIES i PEOVIDER'S BLAN OF CORARECTION 8y
paESRE | (EACH DEFIENCY MUST BE PRECEUED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
ey REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE DBATE
DEFICIENCY)
£ 312 Continued Fram page 7 F 312

interview with LPN #3, on 04/14/15 at 315 PM,
revesiad the nurses supervized the nurse aldes
1o ensurs resident care was completed; howevsr,
ihara were imes when the unit was very busy.

Interview with tha Assistant Director of Nursing,
on 04/14/15 at 11:10 AM, revealed rasldenis
recaivad a bath twice a waek and a partial bed
bath on the other days. She stated resident's
were encouraged (o wear pajamas lo bed at
night, and to receive baths on bath day along with
nail care and grooming. She staled some
raskients refused and the nursss depended on
the CNAs lo notify tham If the resident refused
cara,
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