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F 000 INITIAL COMMENTS F 000 This plan of correction ig to serve
as Hursthourne Care Centre’s
A standard health survey was initiated on cradible allegation of compliance.
05/10/13 and concluded on 09/12/13 and a Life Submisglon of this plan of
Safety Code survey was conducted on 09/10/13, correction does not constitute
Deficiencies were cited with the highest scope an admission by Hurstbourne
and severity of an “F", with trge_faci!ity having the Care Centre’s or its
oppartunity to correct the deficiencies before management company that the
remedies would be recommended for Imposition. allegations contained in the
F 160 | 483.10(c)(8) CONVEYANGE OF PERSONAL F160 i
FUNDS UPON DEATH survey report is a true and
88=C accurate portrayal of the
) . isi f nursing care and
Upon the death of g resident with a personal fund provision arnu -
deposited with the facility, the facility must convey other services in thi's fgc:hty.
within 30 days the resident's funds, and a final Nor dt_aes this submission
accounting of those funds, to the individual or constitute an agreement or
probate jurisdiction administering the resident's admission of the survey
estate, allegations,
This REQUIREMENT is not met as evidenced FJet
by: ence CONVEYANCE UPON DEATH
: , . . . Itis the practice of Hurstbourne
Based on interviews and record reviews, it was
determined the facility failed to close resident ((j:arehCentrg to_c?nsurg ;;I’p‘r"”
accounts within thirty (30) days of their death for | eath of a Resident with a
four (4) of four (4) accounts reviewed and failed personal fund deposited with the
to follow their admission agreement. facility, that the facility will convey
within 30 days the Resident's
The findings include; funds, an final accounting of
those funds, to the individual or
Review of the facility's Resident Admission & probate jurigdiction administering
Information Packet revealed the facility would the Resident’s estate.
convey, within thirty (30) days of the resident's .. On9/26/13, discharged Resident
death, their funds and a final accounting of funds 1/4 account was reopened and
to ;he: rejsxdent‘s' representative or probate closed for a 2nd time to initiate
Jjurisdiction administering the estate. the Resident Fund Management
Review of resident trust accounts revealed there Servics Status Change Form.
cou eale The Resident Fund Management
i were twenty (20) deaths between 01/01/13 to ¢ Residen g ?
I(XE) DAT

, TME

Y A PP

other safeguards p)

ide sufficient protection to the patients. (See instruetions.) Except for nursing homes, the findings stated above are disclosable 80 days

Ay defibiency sta‘:@ént‘é’ndmg with an asterlK (*) denotas a deficiEhcy whioh the institution may ba excused from correcting prowiding f is determined that

following the date

survey whather or not a plan of corraction is provided. For nursing homaes, the above findings and plana of correctlon are disclosable 14

days following the date thess documents are made avaliable to fha facilty. H deficiencies are cited, an approved plan of corraction is requisite to co% .

program participation.
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" 77| Continued From page 2
Cl l_O O o N’T Service Statgs Change Form was
'\ ‘ faxed to National Datacare on
&%& \ 6o 9/11/2013 by the Business Office
P Manager.

Discharged Resident 2/4 account
was reopened and re closed for a
2nd time to initiate the Resident
Fund Management Service Status
. Change Form. The Resident
Fund Management Service Status
Change Form was faxed to
National Datacare on 9/11/2013
by the Business Office Manager.
Discharged Resident 3/4 had
funds deposited into the Resident
Trust Management Fund Account
on 9/13/13 by the corporate office
to offset negative balance left by
Social Security take back. Funds
cleared the Resident Trust
Management Fund Account on
9/13/13. A Resident Fund
Management Service Status
Change Form was faxed to
National Datacare on 9/13/13 by
the Business Office Manager.
The account was closed on
9/24/13.
Discharged Resident 4/4 had
funds deposited into the Resident
Trust Management Fund Account
on 8/11/13 by the corporate office
to offset negative balance left by
Social Security take back. Funds
cleared the Resldent Trust
Management Fund Account on
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"1 Continued From page 2
9/12/13. A Resident Fund
g J (.OO COi\fr , Management Service Status
) Change Form was faxed to
National Datacare on 9/13/13 by
P } . the Business Office Manager.
O}/%L b The account was closed on
’ 9/13/13.
All Residents have the potential

to be effected by the alleged
. deficient practice upon death.

The Business Office Manager and
the Business Office Assistant
were reeducated by the Nursing
Home Administrator on 9/26/13.
Regarding Hurstbourne Care
Centre's system that upon death
of a Resident, the facility wil
convey within 30 days the
Resident's funds, a final
accounting of those funds, {o the
individual or probate jurisdiction
administering the Resident's
estate. The Business Office
Manager will be notified of a
Resident's death within 72 hours.
The Businsss Office Manager will
initiate the Resident account
closing, complete the account
closing and place the validation of
account closing in the deceased
Resident’s financial file,

I V. Upon death of a Resident, the
Nursing Home Administrator will
validate the Business Office
Manager has initiated and
completed closure of the Resident
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DEF
F 160 | Continued From page 1 F 180 account using a QI Monitoring
_09/01/1 3. Of the residents with accounts, fou_r (4 Tool by 10/24/2013. The facility's
in all, two (2) of the accounts showed a negative Quality Assurance Committee
balance with one closed and the other remaining consists of the Nursing Home
open with & negative balance. Administrator, Director of Nursing,
The first resident account had a date of death of Assistant Director of Nursing,
06/14/13, the account closed 08/15/13, one tvitios Director, Social Services
rmonth late. - . ' .
The second resident account had a date of death - Director, BU'STESSMOﬁ[geer
of 04/20/13. The closing of the account on Manager, Dietary Manager.
05/08/13 was rejected because of a negative Housekeeping Manager, h
balance of $342.00. The account was not Maintenance Director and the
officially closed untit 06/03/13, foutteen days late. Medical Director. The facility’s
The third regident account had a date of death of Quality Assurance Committee '
03/2713, the account closed 05/03/13, seven (7) met to review the alleged deficient
days late. practice and subsequent plan of
The fourth resident account had a date of death carrection. The plan of correction
of 07/28/13. The account is still open as of and plan to monitor ongoing
09/05/13 with a negative balance of $653.74. compliance was accepted by all
: ; . CQuality Assurance Team
Interview with the tacillty Accountant, on 09/13/13 Members. The Quality Assurance
at 9:10 AM, revealed there were residents with Team will meet on October 18,
accounts that were not closed within thirty (30) 2013 to review the observed
days of their deaths and two (2) of the resident tice and audit tools, weekly,
accounts showed & negative balance. With a ?ra?‘ coks month!ys for three
negative balance the facility has to replace the or tour w 1 quarterly, thereafter
funds to create a zero balance before the account months and quarterty, t s
could be closed. to validate all Remdgm'g s i(;coun
F 241 | 483.15(2) DIGNITY AND RESPECT OF F 244 2:;2 gfa%;‘giZ?hW'th‘“ thirty
ss=0 | INDIVIDUALITY . :
V. Compliance Date: Qctober 25,
The facility must promote care for residents in a 2013
manner and in an environment that maintains or
enhances each resident's dignity and respect In
full recognition of his or ber individuality.
This REQUIREMENT is not met as evidencsd
by:
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Based on observation and interview, it was
determined the facility failed to ensure residents
were freated with dignity as evidenced by staff
tailing to knock on regidents' doors prior to
entering five (5) of eleven (11) residents' rooms
aon the Subacute it unit during breakfast delivery
on 09/11/13.

The findings include:

Interview with the Director of Nursing, on
09/12/13 at 5:10 PM, revealed the facility did not
have a policy for resident dignity.

Observation of the breakfast room fray delfivery,
on 09/11/13 at 7:42 AM, revealed nursing staff
delivering trays to resident rooms 28, 29, 36, 38
and 40 without knacking or requesting permission
to enter the residents’ rooms,

Intarview with Certified Nurse Aide (CNA) #3, on
09/11/13 at 2:08 PM, revealed she should have
knocked on the doors prior to entering resident
rooms. She stated she had received training on
resident dignity and just forgot to knock. She
stated the residants room was private and their
home.

Interview with CNA #4, on 09/11/13 at 2:12 PM,
revealad she had received training on protecting
resident dignity and respecting their room as
home. She stated she should have knocked
before entering residenta’ rooms.

interview with Licensed Practical Nurse (LPN) #1,
on 09/11/13 at 2:26 PM, revealed she supervised
the CNAs on the unit and she had never noticed
staff not knocking on doors prior {0 entry. She

| stated the residents' rooms were their homes and
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F 241/ Continued From page 2 F 241 F 241
DIGNITY

iL.

M.

It s the practice of Hursthourne
Care Centre to promote care for
the Residents in a manner and in
an environment that maintains or
enhances each Resident’s dignity
and respect in full recognition of
his or her own individuality.
Residents residing in rooms 28,
29, 36, 38 and 40 will be
assessed by the Director of
Nursing to ensure that no
negative outcomes existed
secondary to the alleged deficient
practice. Completion date
10/24/2013. Staff will knock on
the doors prior to entrance into a
Resident's room.

All Residents have the potential
to be effected by the alleged
deficient practice, Staff will knock
on the doors prior to entrance into
a Resident’s room.

The systemic change includes all
staff will knock on the Resident
door prior to entrance into a
Resident room. All staff will be
reeducated by the Nursing Home
Administrator, Director of Nursing
or the Assistant Director of
Nursing regarding the Resident
Rights and Dignity Policy and
observed, daily, to ensure all staff
is knocking prior to entry into a
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4 Resident's room. Education will
F 241 Continued From page 3 F 241 be competed by 10/24/2013. The
staff should respect that. She stated the staff Interdisciplinary Team Members
was nervous due to the presence of surveyors. consisting of Nursing Home
Administrator, Director of Nursing,
Interview with the Director of Nursing, on Assistant Director of Nursing,
09/12113 at 5:10 PM, revealed staff were Nurse Manager, Activities
educated to knock prior to entering a resident's Director, Social Services Director,
room to maintain respect for each resident, Business Office Manager, Dietary
F 253 483.15(h)(2) HOUSEKEEPING & F 253 Manager, Housekeeping
8= MAINTENANCE SERVICES Manager, Maintenance Director)
The facllity must provide housekeeping and ;ﬁ; ﬁ-lldrﬁgte?g Zigiion&gf 1o
maintenance services necessary to maintain a Resident's Rooms. to gnsure staff
sanitary, orderly, and comfortable interior. is compliant with the systemic
change of knocking on residents’
This REQUIREMENT is not met as evidenced doors prior fo entering will be
by: completed by 10/24/2013.
Based on observation, interview, recard raview The facility's Quality Assurance
and facility policy review, it was determineid the Committee will meet on 10/18/203
facility falled to maintain a sanitary, orderly angd" to review the alleged deficient
comfortable interior on four (4) of five (5) units practice and subsequent plan of
| within the facility. Stained, faded carpeting was correction. The plan of correction
three (3) shower rooms were found to be dirty. entering the Resident’s Rooms, to
unit in un-sampled Resldent F's room was not fg:,t; ;‘tzcg :‘;%e c:;;l:rtlg?ri?gﬁ%n
funetioning sufficiently to cool the room, and fiies il b let dp 3 shift g-
and gnats were observed in the building. Wit be compieted on all 3 shifts
including & weekend day to
The Findings Include: ensure staff is compliant with
knocking on Resident's Room
Review of the facility's Mealthcare Services doors prior to entering the room
Group, Inc., Housekeeping: Floor Care was approved and accepted by
In-service/Policy (Dated 01/01/2000), revealed all Quality Assurance Team
the facility's carpets were to be vacuumed daily to Members. The Quality Assurance
remove dust and dirt. Carpet bonneting was to be Team will mest to review the
parformed monthly to remove clinging dirt from observed practice and 10 staff
: member observation audit tools, :
FORM CMS-2567(02-99) Previous Versions Obsolete Evant ID; S6HX11 Factin  weekly, for four weeks, monthly 4 of 35
for three months and quartetly,
thereafter to validate all is
knocking prior to entry into a
Resident's room.
V. Compliance Date: @ett: Bt
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F 253 Continued From page 4 F 253 E 253
carpet fibers, shampooing of the carpet was to ‘ HOUSEKEEPING &
oceur at least annually, and stain removal MAINTENANCE
chermicals werea to be Used as needed, SERVICES
Review of the Healthcare Services Group, Inc., T .
House Keeping /In-service: 7-Step Dailyp gas thg practice of Hurstboume
Washroom Cleaning, Policy/in-service (Dated, ‘ are entrg to prowde:
01/01/2000), revealed shower rooms were o be hougekeepmg and mamtgnaqoe
inspected and cleaned daily using a 7-step services necessary to maintain a
process. Trash should be picked up and sanitary, orderly, comfortable
discarded before the floor was mopped. interior.
Showers, toilets, sinks, and floors were to be I. The carpet in the 100 hallway will
disinfected with a germicidal agent. After be cleaned, repaired or ordered
disinfection, the metal fixtures were to be shined, for replacement as necessary to
mirrorg were {0 be cleaned, trash was to be maintain a sanitary, orderly and
emptied, and fresh linars were to be placed in homelike environment
(eceptaples. Spot cleaning of walls, partitions, by the Operations
light switches, and door handles was to occur Director and/or third party
daily. contractor by 10/24/2013.
The faqility did not provide a policy regarc‘iir;}g K,gfbfg‘f:;,f;g'?;ﬁrzguéf funt
i'_ﬁggﬁéﬁ%;ﬁ?ggﬁ:ﬂ?p'acemem of fumishings ordered for replacement as
: necessary {o malntain a sanitary,
Review of an air conditioning room audit orderly and hqmehke environment
performed on 08/16/13, and provided by the by" the Op orations
facility's Director of Operations, revealed Director and/or third party
sixty-one (61) of the seventy-six (76) air contractor by 10/24/2013,
conditioning units in resident rooms were The carpet in the sub acute Tunit
determined to be in bad working order. Fifteen will be cleaned, repaired or
(15) units were determined to be In good working ordered for replacement as
order, - necessary to maintain a sanitary,
orderly and homelike environment
Review of the commercial pest control by the Cperations
agreement, dated 02/06/03, revealed a.contract Directer and/or third party
with Integrated F’e_st Management Services for contractor by 10/24/2013.
scheduled ingpections/treatments on a monthly .
basis, with unlimited on-call service to all areas of
the facility interiors and perimeters.
FORM CMS-2567(02-89) Pravious Versions Obseolete Event ID: 86HX14 Facitity 10: 100845 If continuation sheet Page 5 of 36
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F 253 | Continued Erom page 5 F 253 The carpet in the dementia unit

Obaservation, on 09/10/13 at 8:30 AM, during the
initial tour of the facility revealed many stained
and/or faded apots in the haliway carpeting on the
following units in the facility: the 100 hallway,
sub-acute 1, sub-acute 2, and the Dementia Unit,
Large gouges and scratches were observed on
dresser drawer sets and on bedside tables in
rasident rooms on the foilowing units: the 100
haliway, rooms 106 A {(also missing a drawer
knob}, and 106 B, 108 A, 108 Aand B, 115, and
117 A and B; Sub Acute |, rooms 22, and 30 B;
Sub Acute 2, rooms 28, 33, 38, 35, and 40; and
on the Dementia Unit, rooms 208, 209 (also a
handle missing from a drawar and bottom drawer
off its slides), 211 A (also the bottorn dresser
drawer off its slides), 212 A and B (alzo a miasing
handle from a drawer), 213 Aand B, 214 Aand B,
215 B, and 220.

Observation, on 08/11/13, at 11:25 AM, of the 100
hall shower room revesled wadded up pieces of
paper toweling scaltered about on the wet floor, a
plagtic disposable razor was found on the floor by
the wali, a partially empty bottle of shower gel (no
resident's name} was sitting on top of one of the
grab bhars in the shower stall area; two (2) plastic
combs containing hair (no resident names) were
found by the sink; and two pairs of disposable
gloves were wadded up and iying on the sink
counter top.

Obsarvation, on 09/11/13 at 1:25 PM, of the
Sub-Acute 1 and 2 Unit's shower room ravealed
two (2) pairs of plastic gloves that were wadded
up and lying on the fioor, a blue shirt balled up
and lying in the corner of the room, two sinks, one
of which was labelad as broken, and a black
comb with a targe amount of hair placed on the

will be cleaned, repaired or
ordered for replacement as
necessary to maintain a sanitary,
arderly and homelike environment
by the Operations Director and/or
third contractor by party
10/2472013.

The 100 Hallway furniture
Room 106A missing knob was
replaced.

Room 108A & B's dressers and
overbed tables gouges
scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 108A the damaged
dresser and overbed table

will be repaired by

the Operations Director by
10/24/2013.

Room 109A & B's dressers and
overbed tables gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 115 dresser and
overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 117A & B’s dressers and
overbed tables gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.
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. ‘ Room 22 dresser and
F 253 | Continued From page 6 F 253 overbed table gouges

counter top near that sink. The black skid stripg
were significantly wom to the point of being
almaost non-existent across the shower room's
tiled floor.

Observation, on 09/12/12 at 11:20 AM, of the 100
hall shower room revealed a wadded up pair of
disposable gloves was again on the sink in the
same place the used gloves were observed on
09/11/13 at 11:25 AM. The same bottle of opened
and unlabeled shower gel was sitting on the grab
bar of the shower stall, a hair brush and a comb
(both unlabeled, and with hair in them) were out
on a counter top, and a container of open bleach
wipes was sitting on top of a counter top, not
stored. A small cabinet affixed to the wall was
available for storage, but it was open and not
secured in any way.,

Interview, on 09/12/13 at 11.00 AM, with Licensed
Practical Nurse (LPN) #1, revealed a resident's
clothing should be bagged and taken back o the
resident's room for the facility's laundry services
pick up. The residents' personal hygiene items
should not be left uniabeled and un-stored in the
shower room(s), and used disposable gloves
should be disposed of in the tragh immediately
after use. The problem with improper storage,
lack of |abeling, and improper disposal of used
itens was the petential for a break in infection
control, resulting in the spread of infections.

interview, on 09/12/13 at 11:30 AM, with the Unit
Manager for the 100 hall revealed nursing staff
was respansible for ensuring personal hygiene
supplies were returned and stored in the
residents room after showers, Disposable gloves
should be disposed of in the tragh immediately

after use. Used plastic razors should be

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 28 dresser and

overhed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 30B dresser and
overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 33 dresser and

overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 35 dresser and

overbed table gouges

Scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 38 dresser and

overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 40 dresser and

overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 208 dresser and
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overbed table gouges
F 253 Continued From page 7 F 253 scrapes will be repaired by the
P p y

disposed of in sharps containers, and combs and
brushes should be labeled with the residents'
names and should be appropriately stored after
use. CNAs were responsible for cleaning up the
shower room after each shower, and the |
housekeeping staff performed daijly deep cleaning
of the shower rooms. The problem with improper
storage of personal hygiene items and improper
disposal of gloves and razors was the potential
for cross-contamination and disease
transmission.

Intetview, on 09/12/13 at 2:50 PM, with the
Director of Nursing Services (DNS), revealed
CNAs were responsible for cleaning up the
shower rooms after each shower and for
sanitizing the equiprment. Housekeeping staff was
responsible for deep cleaning the shower rooms
dally, and as needed. The concern with not
keeping the residents’ personal hygiene items
labeled, separated, and stored would be the
potential for the spread of infections.

Observation, on 09/11/13 at 9:00 AM, revealed .
Unsampled Resident F sitting in his/her raom in a
wheelchair, neat the air conditioner {&/c) unit.

Interview, on 09/11/13 at 9:00 AM, with
Unsampled Resident F revealed he/she did not
think the a/c in hisher room was working
sufficiently and the room had been tncomfortably
warm during the summer months. Unsampled
Resident F stated he/she had mentioned the a/c
unit issue to two (2} Certified Nursing Assistants
(GNAs) who said they would report the
ralfunctioning a/c unit, but Unsampled Resident
F did not think it had been repaired.

Observation, on 09/11/13 at 8:30 AM, revealed a

Operations Director by
10/24/2013.

Room 209 misging
handle from drawer was
replaced and the bottomn

drawer was put back on it's slide,

by the QOperations Director by
10/24/2013,

Room 211 the damaged
dresser and the overbed table
will be repaired by

the Operations Director by
10/24/2013.

Room 212A & B's dressers and
overbed tables gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 213A & B’s dressers and
overbed tables gouges

scrapes will be repaired by the
Operations Director by
10/2472013.

Room 214A & B's dressers and
overbed tables gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 215B dresser and
overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Room 220 dresser and

i

FORM CM3-2667(02-89) Previous Varsions Obeolete Evant 1D: 86HX11

860/0E0 4 O Xvd

Fagility |

[ 100845 If continuation; sheet Page 8 of 35

Wy vE:11 QHL/ETOZ/LT,



PRINTED: 0o/24/2013

] FORM AFPROVED
Office of Inspector General
$TATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X&) MULTIFLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
100645 8. WING 08/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2200 STONY BROOK DR
STBOURNE CARE CENTRE AT STONY BR
HUR R N LOUISVILLE, KY 40220
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'E PLAN OF CORRECTION (<5)
PREFIX (EACH DEFIGIENCY MLIST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION S8HOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIQIENGY)
- | Continued From page 2 comfortable environment not to
r‘ o? 53 exceed 81 degrees.
- - : Pest Control Company was
? notified on 9/12/13 regarding gnat
| POy & like insects and flies by the

. Operations Director. The Pest
P Control Company proviged
~ treatment on }

A room to audit will be completed
of all Resident rooms, common
areas and shower rooms to
identify the items requiring
replacement or repair. The
shower rooms were cleaned; all
personal care items and bleach
wipes were removed. The sink
faucet was repaired. This worn
skid stripes will be removed when
shower room is renovated. A lock
was installed on the shower room
cabinet.

il. All of the Residents have the
potential to be effected by the
alleged deficient practice.

Il. The systemic change inciudes
Administrative development of a
Quality Assurance Room Round
Sheet to be utilized by leadership
staff. Education completed by
10/24/2013. All staff will ba
reeducated by the Nursing Home
Administrator, Director of Nursing
or the Assistant Director of
Nursing to communicate
housekeeping and maintenance
concerns by 10/24/2013.
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overbed table gouges

scrapes will be repaired by the
Operations Director by
10/24/2013.

Sub-Acute 2 Shower Room was
Cleaned and sanitized. The
disposable gloves, hairbrush,
comb and container of bleach
wipes were discarded by the
Director of Nursing on

9/12/2013. Clothing was
removed & taken to laundry by
Director of Nursing on 9/12/2013.
The small gtorage cabinet

on was cleaned Sub Acute 1

and secured by the Director of
Nursing on 09/12/13. The broken
sink will be repaired by the
Operations Director by
10/24/2013.

The floor skid strips

will be replaced by the
Operations Director by 10/24/13.
Resident F's air conditioner will
be assessed by the Operations
Director by 10/24/2013. The unit
is functioning properly t0 ensure a
comfortable environment not to
exceed 81 degrees.

HVAC units in the Resident
Rooms will be assessed by the
Operations Director by
10/24/2013 to ensure proper
functioning and will be repaired or
replaced as needed to provide a
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© 77y Continued From page 2 :
V. The Quality Assurance will be
): &S:g 69 Co %L 5/ & completed by leadership staff 3
T ' times each week to monitor each
) Resident room to ensure the
' i Resident Rooms, bathrooms and
shower rooms are clean, furniture
and flooring are in good repair.
Any performance improvement
opportunities will be documented
on the Quality Assurance Round
Sheets escalated to the Nursing
Home Administrator and/or
Manteca Director for immediate
interventions. The Nursing Home
Administrator and/or the
Maintenance Director will
complete a 10% audit of Quality
Assurance Round Sheets. This
audit of the Quality Assurance
Round Sheets will ensure
Resident Rooms, bathrooms and
shower rooms are clean, furniture
and flaoring are in good repair will
review the Quality Assurance
Room Round Sheet and initiate
appropriate interventions, 3
days/week for 4 weeks, weekly
for 4 weeks, monthly for 3months
and quarterly, thereafter. The
facility's Quality Assurance
Committee will meet on 10/18/13
to review the alleged deficient
practice and subsequent plan of
correction. The plan of correction
and plan to monitor ongoing
compliance was accepted by all
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F 253 | Continued From page 8 F 253 Quality Assurance Team
fly circling the medication cart on the 100 hallway, Members. The Quality Assurance
near the common area. Team will meet to review the
_ observed practice and audit tools,
Observation, on 09/11/13 at 2:26 PM, revealed weekly, for four weeks, monthly
gnat-like insects buzzing around the medication for three months and quarterly,
cart on the Sub-Acute Il unit. thereafter to validate all Resident
) ) rooms, common areas and
Obsegvat!on, 09/1 2/1:_? at 10:50 AM, revealed shower rooms requiting cleaning,
gnat-like insects buzzing arcund the cornmon furniture repl :
e placement or repajrs
area and the nurses’ station on the Sub-Acute I are resolved
Unit. Rasidents were seated In the common area V. Compliance Date: October 25,

at this time. ' 2013

Interview, on 09/12/13 at 2:30 PM, with the
Diragtor of Facility Operations revealed he
performed room rounds on 08/15/13 and
idantified Issues with in the bullding where
rapait/replacement of furnishing/fixtures/blinds,
plaster/walls, etc., was necessary. He stated he
had started patching seratched door surfaces,
and planned to re-stain all doors to resident
rooms. The Director of Facility Operations
provided a copy of the room audit, He stated he
would be obtaining three (3) bids for replacement
of the air conditioning system for the entire
facility. He had received two (2) of the necessary
bids. He stated that untll the new system was
installed, Advanced Mechanical Company was
making repairs to the existing air conditioning
system. This agency also conducted weekly
audits of the building and provided treatment for
pests including flies, gnat-like insects, and any
other insects/pests on an as needed basis.

Interview, on 05/12/13 at 2:35 PM, with the
Fagility's Administrator, revealed the facility
planned to replace the carpets and floors in all
resident rooms and hallways by January 2014,
The administrator stated chairs, bed gpreads, and
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F 253 | Continued From page 9 F 253 F 279
window coverings would be replaced. She stated COMPREHENSIVE CARE PLANS
she had a bid from a designer, but she had not
placed the order for the new furnishings, spreads, It is the practice of Hurstbourne ,
and window coverings. The administrator stated Care Centre to use the results of f
the facility had tried to repair/replace damaged the Resident’s assessment to
chests of drawers and bedside tables when they develop, review and revise the :
were identified. Resident's plan of care. The |
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Fe7e facility develops a comprehensive |
$5=0 | COMPREHENSIVE CARE PLANS care plan for each Resident that ]
- includes measurable objectives |
A facility must use the results of the gsses.’sment and timetables to meat a !
to develop, review and revise the resident's Resident's psychosocial needs ;
comprehensive plan of care. that are identified in the |
The facility must develop a comprehensive care _clz_amlpr;a hcdaps IY?. asse_?_sment[.DT
plan for each resident that includes measurable 16 Interdisciplinary Team (IDT) ,
objectives and timetables to meet a resident's will review Residents #1, 2, 8 &
medical, nursing, and mental and psychosocial 9's medical record, most recent
needs that are identified in the comprehensive MDS and care plans by
assessment, 10/25/2013. Each care plan for
Residents #1, 2, 8 & 9's were
The care plan must describe the services that are uUpdated to reflect the current
to be furnished to attain or maintain the resident's status of the Resident. The
highest practicable physical, mental, and Resident and/or Responsible
psychosocial well-being as required under Party were consulted by a
§483.25; and any services that would otherwise member of the IDT to discuss
be required ur_\der §483.25 hut are not provided Rasident preference and
due to the resident's exercise of rights under Interdisciplinary Team
§483.10; lncludmg the nght o refuse treatment recommended interventions by
under §483.10(b)(4). 10/18/13. MD notified as needed.
The Interdisciplinary Team
. . ] consists of the Director of
E:::ls REQUIREMENT is not met as evidenced Nursing, Assistant Director of
Based on observation, intetview, record review, Nursing, SQ?'al Services Director,
and review of the facility's policy Care Plans, it MDS Coordinator and the
was determined the facility failed to develop a Registered Dietitian, Dietary
comprehensive plan of care for four (4) of tha
FORM CMS-2567(02-28) Previcus Veraione Obaolete Event 1D: BEHX1{ Facliity ID; 100845 if continuatlon sheat Paga 10 of 35
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twenty-four (24) sampled residents (Residonts
#1, 2, 8, and 9}, The facility failed to develop a
plan of cara addressing the nutritional needs of
Resident #8. The facllity failed to develop a
comprehensive plan of care regarding the
psychoactive medications ordered for Residents
#1,2, and 9,

The findings include:

Review of the facility's policy regarding Care
Plans, revised 08/01/11, revealed the facillty must
develop a comprehansive care plan for each
resident that includes measurable objectives and
timetables to meet the resident's nursing,
medical, mental and psychosocial needs that are
identified In the comprehensive assessment.

1. Review of the ¢linical record for Resident #2
revealed the facility admitted the resident on
05/17/13, with the diagnoses of Agoraphobia,
Anxiety, Panic Disorder, and Post Traumatic
Stress Disorder, The facility assessed the
resident using the Minimum Data Set (MDS), on
08/17/13, with a Brief Interview for Mental Status
(BIMS) score of fifteen (15), indicating the
resident was coghitively intact. The Tacility
assessed the resident with a mood symptom
frequency score of nine (9), indicating mild
depression. Further review of the clinical record
revealed the resident's refusal to leave the room,
to go to therapy or activities, or get out of bed.
The resident was started on two (2) psychoactive
medications for Anxiety and Depression.
However, review of Resident #2's care plan
revealed neither the medications nor
corresponding behavior were addressed.

Observation and interview of Resident #2, on
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F 279 Continued From page 10 F 279 Manager and Activities Director

il

as needed.

All Residents with a change in
condition have the potential to be
effected by not developing a
nutritional or psychoactive care
plan. The Director of Nursing
and/or the Assistant Director of
Nursing reviewed the Residents
with nutritional concerns and/for
psychoactive medications to
ensure their plan of care was
updated accordingly. Any
Residents with a change of
condition will be documented on
the 24-Hour Status Change
Report by 10/24/2013.

The systemic change will include
any Resident identified with a
change in condition will be
documented by a licensed nurse
during the respective shift in
which the change In status occurs
on the 24-Hour Report by
10/24/2013. The Interdisciplinary
Team will review the stafus
changes, complete
reassessments as appropriate,
update the care plan to reflect the
current status of the Resident the
following business day, effective
10/24/2013. The Resident and/or
Responsible Party were consulted
to discuss Resident preference
and Interdisciplinary Team
recommended interventions. MD
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09/11/13 at 10:11 AM, revealed the resident lying Haaomp eted by October 25,
in bed, watching television. The resident All I : il
revealed he/she prefers to stay in room with the ll licensed nurses will be
door closed. ;Jeedgcaﬁdt :y g\e pt:reitg c»ft
ursing e Assistant Director
Interview with Registered Nurse (BN) #2, on of Nursing to identify Resident
| 09/12/13 at 2:20 PM, revealed the care plan was status changes and note on the
used to inform the nursing staff how to care for a 24-Hour Status Change Report,
resident, The RN revealed the Unit Manager wag review the status changes,
responsible to ensure the care plans wera complete assessments as
completed and up to date. appropriate and update the
Resident plan of care b
Interview with the Sub Acute 1 Unit Manager, on 10/24/201% prior to rem?fm-ng to
09/12/13 at 2:22 PM, revealed Resident #2 was work. The Director of Nursing, the
on the medication for Depression and Anxiety. Assistant Director of Nursing and
The Unit Manager revealed nursing was the Unit Managers will review the
responsible to document any side effects and to status changes Monday through
know any contraindications associated with the Fridav. 1o vagl' ute staff);ra
medication. The Unit Manager revealed this was g t'y,' thx Residant tiat
the only responsibility of the nurse and this did dentifying the Resident status
not need to be care planned, The Unit Manager changes and noting the changes
| revealed the resident's physician was responsible on the 24 hour report and update
to monitor for behavior, and improvement or the care plan to reflect the current
| decline with the medication. The Unit Manager status of the Resident by
revealed nursing was not responsible for the 10/24/13.
- psychosocial aspacts of the resident's care and IV. The Director of Nursing or the
| the Social Setvice Director was responsible for Assistant Director of Nursing will
any such related care plans. conduct an initial audit 10
Residents of the Resident care
Interview with the Social Service Director, on plans to validate staff are
08/12/13 at 2:40 PM, revealed the facility had a identifying the Resident status
Grad_u{al Dose Reduction (GDR) meeting with the changes and noting changes on
physician every third monday of the month. The the 24-Hour Status Change
Social Service Director revealed she maintained Report, reviewing the status
the behavior review record for the resident and chang és completing
developed a coordinating care plan to address ’ )
the residents needs. reassessments as appropriate
Review of the Behavior Review Record provided
FORM CMS-2567(¢2-98) Previous Versions Cbaolate Event 1D $8HX11 Facifity iD} 100648 If continuation sheet Pags 12 of 35 '

860/LED "4

MAL!




PRINTED: 09/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED);
CENTERS FOR MEDICARE & MEDICA|D SERVICES OME NO. 0938-0391;
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY |
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED ;
185289 B WING 09/12/2013 .
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE 5
2200 STONY BROOK DR :
HURSTBOURNE CARE CENTRE AT STONY BROOK LOUISVILLE, KY 40220
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5) }
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROBSHEFERENGED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 279 | Continued From page 12 F279
by the Social Service Director, dated 08/15/13,
revealed the resident was stable, but refused to and updating the care plan to
get out of bed. Review of the Comprehensive reflect the current status of the
plan of care revealed a concern with inadequate Rasident by 10/24/2013. The
sleep patterns related to refusal to wear a BiPAP monitoring will continue with an
at night with a goal to improve sleep, audit of 10 Residents/week for
four weeks, 10 Residents for
Further interview with the Social Service Director three months and 10 Residents,
revealed the care plan did not address the quarterly, thereafter. The facility's
resident's actual problem of refusal to get out of Quality Assurance Committee will
bed. In addition, the care plan did not include the meet on 10/18/13 to review the
targeted behavior, behavior monitoring, alleged deficient practice and
?;tz%cea':;%*xnssused, or nonpharmacologic subsequent plan of correction.
; The Quality Assurance Team will
Interview with the Director of Nursing (DON), on meet to review the observed
09/12/13 &t 5:12 PM, revealed resident care practice and audit tools, weekly,
plans should include the residents psychosocial for four weeks, monthly for three
symptoms, medications being used, diagnosis, months and quarterly, thereafter
reason/rationale, exhibiting behavior, and any to validate care plans are current
nonpharmacological interventions. and consistent with Resident
assessments, -
Compliance Date: October25;
208 /0 2L 73 per TE S
2. Observation of Resident #1 on 08/10/13 at !
11:20 AM, 11:52 AM, 3:14 PM, 4:05 PM, revealed by P 10152
the resident in bed and sleeping. /- '
Review of the clinical record for Rasgident #1,
revealed the facility admitted the resident with
diagnoses of Dementia, Hypertension and
Decubitus. The facility completed a Signiticant
Change Minimum Data Set (MDS) agsessment
on 07/23/13 which revealed the resident had a
cognitive impairment, required extensive
assistance with daily living tasks, was incontinent
of stool and received an antidepressant. The
resident had lost over twenty (20) pounds in the
tast aix months related to frequent iliness and had
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a poor appetite.

Review of the comprehensive care pian for
Resident #1, revealed the resident received an
antidepressant, added to the care plan on
01/05/12, to improve appetite. An activity care
plan was initiated on 12/03/12 to address the
resident's decline in activity attendance related to
sleeping frequently, The resident was to be up in
a gerichair and observed for mood changes,
steadiness, balance, muscle coordination and
ability to turn and position self ag possible side
effects of the antidepressant. The facility was
unable to provide documentation showing a
comprehensive ¢are plan was developed to
address the resident's weight loss.

Interview with CNA #3, on 09/11/13 at 2:12 PM,
revealed Resident #1 slept most of the time and
no longer got up in a chair during the day. She
stated the resident was not able to turn or

position self, She stated the resident had
declined due 10 a poor appetite She stated the
resident rarely yelled out any more and slept most
of the time.

interview with Licensed Practical Nurse (LPN) #1
and #4, on 09/11/13 at 2:26 PM, revealed the
resident had lost over twenty (20) pounds in the
last several months due to several illnesses.
They stated the antidepressant was not effective
as an appetite stimulant and the resident had a
very poor appetite. Thay siated the side effects
for Remeron included drowsiness and dizziness.
They stated the resident never complained of
dizziness; however, she said he was sleepy
frequently and did nap most of the day.

Interview with the Director of Nursing, on
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09/12/13 at 5:10 PM, revealed Resident #1's care :
plan should have been developed to address the
resident's weight loss with interventions to stop or
minimize the weight loss and complications from
the weight loss. i

3. Obsetrvation of Regident #9, on 09/10/13 at
12:32 PM, revealed Resident #9 sitting up in the
room watching television.

Review of the clinical record for Resident #9

revealed the facility admitted the resident with
diagnoses of Demantia with Depression and |
Congestive Heart Fallure. The facility completed |
aAnnual MDS assessment on 07/05/13 which
revealed the resident was cognitively intact, !
required assistance with daily living tasks and E
was continent of bowel and bladder, The resident i
received an antidepressant and a hypnotic for !
sleep.

Review of the comprehensive care plan, dated
08/056/13, revealed Resident #9 received
psychotropic medications for depression and
insomnia and had the potential for changes in
mood related to the diagnoses. Side effects were
listed; however, they were not specific for the
medications received. The facility was unable to f
provide documentation that a care plan was
developed to address the specific psychotropic
medications, the dosages and the specific side
effects possible for sach medication.

Interview with LPN #6, on 09/11/13 at 2:26 PM, ;
revealed the care plan did not address the
spacific medications or dosages Resident #9
received. She stated the possible side effects, for ;
each of the medications, were not listed on the i
care plan. She stated some of the common side ;
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effects for both medications ware missing.

Intarview with the DO ’ , on 09/12/13 at 5:10 PM,
revealed the care plan should include the
medications and the speacific side effects for each
medication in order for staft to be aware of which
drug was causing side effects.

4. Review of the clinical record revealed
Resident #8 was admitted 1o the facility on
08/02/13 with diagnoses of Dementia with
Behaviors, Anxiety State, Chronic Anemia,
Chronic Pulmonary Heart Disease, a history of
Urinary Tract Infections (UTIs), and Stage [ and
Stage 1l Pressure Ulcers. The facility assessed
Resident #8 using the Minimum Data Set (MDS)
on 08/09/2013, and the Care Area Assessment
Summary (CAAS) section of the document
revealed the resident triggered for Nutritional
Status, Further review of Resident #8's clinical
record revealed there was no nutrition care plan,

Reviaw of the physician's orders ravealed the
following medications/niutritional supplements for
Resident #8: Resource Arginaid, Thera M,
Vitamin C, Zinc Sulfate, and Remeron 15 mg,
daily. Further raview of the clinical record
ravedled traatrment orders for Resident #8's
pressure ulcers and a Pureed Diet with Nectar
Thickened Liquids. In addition, Resident #8's
weight had changed from 153.0 pounds to 149.6
pounds (2.2%)} since admission, and he/she
required assistance with eating.

Interview, on 09/12/13 at 1:05 PM with Registered
Nurse (RN #1), revealed Resident #8 triggered
for Nutrition during the initial MDS assessment,
but a care plan did not currently exist for nutriton. i
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RN #1 stated the purpose of & comprehensive
care pian was to ensure the interdisciplinary staff
knew how to eppropriately address all of Residant
#8's care needs, and it should have included a
plan with nutrional goals and interventions. RN #1
stated nutrition intervantions wera particulary
important for Resident #8 because he/she was
currently under treatment for pressure ulcers,
his/har history of UTls, and his/her need for
assistance with eating.

Interview, on 09/12/13 at 1:10 PM, with the
facility's Registered Dietician (RD) revealed
Nutrional Status was a necessary component for
Resident #8's comprehensive care plan because
adequate protein ingestion and hydration were
key components for healing in the presence of
skin breakdown.

Interview, on 08/12/13 at 1:30 PM, with the MDS
Director revealed Resident #8 should have had &
nutrition care plan within hig/her Comprehensive
Plan of Care because it was an area that
triggered via the MDS assessment. Resident #8's
compromised skin condition, his/her nead for a
mechanically altered diet, and hissher need for
assistance with eating should have been
addressed with measurabla goals and
interventions, but apparently, this was not done.

Interview, on 09/12/13 at 2:50 PM, with the
Director of Nursing (DON) ravealed the MDS staft
was responsible for ensuring the care plan
addressed all care areas iriggered through the
MDS assessment, and Resident #8 should have
had a nutrition care plan. Raesident #8 had risk
factors, including, but not limited to his/her current
skin breakdown that required careful attention to
adequate protein, vitamin, mineral, and fiuid
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The services provided or arranged by the facility
must be provided by qualified persong in
accordance with each resident's written plan of
caré.

This HEQUIREMENT is not met as evidenced
by:

Based on ohservaiion, intarview, record review
and facility policy review, it was determined the
facility failed to follow the comprehensive care
ptan for one (1) of twenty-four (24) sampled
residents (Resident #1). The facility failled to get
Resident #1 out of bad and into a gerichair.

The findings include:

Review of the facility's pollcy regarding Care
Plans, dated 09/01/2011, revealed the facilty must
develop a care plan to meet the residents’ needs.
The care plan wag oriented to prevent a decline
in function. ANl direct care staff must follow the
care plan.

Observation of Resident #1, on 09/10/13 at 10:52
AM, 11:20 AM, 11:52 AM, 12:25 PM, 1:45 PM,
2:40 PM, 3:14 PM and 4:05 PM, revealad the
resident was in bed.

Review of the clinical record for Resident #1,
revealed the facility admitted the resident with
diagnoses of Chronic Pressure Ulcer, Dementia,
Diabates, and Hypertension. Thae facility
completed a Significant Change Minimum Dala
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intake. FEIAICES BY QUALIFIED
F 282 | 483.20(k)(3)(l) SERVICES BY QUALIFIED Foge| SERVI SBPER CARE PLAN
s8-0 | PERSONS/PER CARE PLAN PERSONS/

it is the practice of Hurstbourne
Care Centre to ensure services
provided and arranged by the
facility are provided by qualified
persons in accordance with aach
Resident's writien plan of care.

|. Resident#1 will be reassessed by
a licensed nurse to identify if
Resident desired to be placed in
the Geri Chair, be in the hall
and/or participate in Activities for
socialization. The assessment will
be completed by 10/24/2013. The
Resident and/or Responsible
Party will be consulted to discuss
Resident preference and
Interdisciplinary Team
recommended interventions. The
Interdisciplinary Team will review
the assessment and the care plan
will be updated to reflect the
current status of the Resident.
MD notified as needed. The
Interdisciplinary Team consists of
the Director of Nursing, Assistant
Director of Nursing, Social
Services Director, MDS
Coordinator and the Registered
Dietitian, Dietary Manager and
Activities Director.

Il. All Residents with a Geri Chair
have the potential to be effected
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Set (MDS) assessment on 07/23/13 which of failure to follow the |
revealed the resident had a cognitive impairment Compfehen&}lve care p_ian. !
and required total assistance with all daily fiving IIl. The systemic chaljge Inc!udes'the
tasks. The resident was unable to assist with development and implementation
transfers out of bed. The resident was of Resident specific CNA
incontinent of stool. Assignment Sheets to delineate |
Resident to ensure compliance
Faview of the comprehensive carg plan for with the Resident plan of care by
Resident #1, revealed the resident had chronic 10/24/2013. All licensed nurses
pressure uicers and the goal was to minimize the and CNA's will be reeducated by
risk of further pressure ulcers. Staff wereto the Director of Nursing or the
assist the resident wu}h mobility and transportation Assistant Director of Nursing to
to activities, The resident enjoyed the out of follow the Resident CNA's
doors, music events and sitting in the commeon

Assignment Sheets to ensure
compliance with the Resident’s
written1 plan of care by
10/24/2013.

ared.

Interview with the guardian of Resident #1, on
09/10/13 at 12:25 PM, revealed the gerichair,

used for Rasident #1's mobility outside the room, Iv. The_Dtrectqr of Nursing or the i
was no longer ever in the room. She stated the Assistant Director of Nursing will ;
resident had not been out of bed for activities or conduct an initial audit of 10
socialization in a long time. She stated the Resident care plans and Resident ;
resident had always enjoyed sitling in the specific CNA Assignment Sheets :
commaon area and going to music events. to ensure compliance with the :
Resident’s written plan of care by ;
Interview with Certified Nurse Aide (CNA) #5, on 10/24/2013. This audit will be j,
09/11/13 at 2:08 PM, revealed the resident used completed weekly for four waek, i
to get up in the gerichair several times a week manthly for 3 months and j
and she did not know when this stopped or why it ' quarterly, thereafter. The facility's
stopped. She stated nothing had ¢hanged to Quality Assurance Committee will
prevent the resldent from getting out of bed that meet o 10/24/2013 to review the

she was aware of. She siated residents needed

to be out of bed and room for enjoyment. alieged deficient practice,

subsequent plan of correction

Interview with Licensed Practical Nurse (LPN) #7, V. Compliance Date: October 25,
on 09/11/13 at 2:10 PM, revealed Resident #1 2013

was o get up in a gerichair and needed total
assistance of staff. She stated sometimes the
resident refused o get up. She stated the nurse |

FORM CMS-2587(02.99) Previous Versione Obsolete Bvent 1D 36HX11 Facility iD: 100845 If continuation sheet Page 19 of 36

860/770 ' ON XV



|
‘ PRINTED: 08/24/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND ¥ LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185289 B. WING 09/M12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
K 2200 STONY BROOK DR
HURSTBOURNE CARE CENTRE AT STONY BRQO LOUISVILLE, KY 40220
(Xa) ID SLMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued Fram page 19 F 282
was responsible to ensure the care plan was 309 :
| followed by the CNA. She stated she had not QUALITY OF CARE: !
seen the resident out of bed in weeks and was ' i
not sure when staff had stopped getting the It is the practice of Hurstbourne 1
resident up. She stated it was important fOf _ Care Centre to ensure each ;
residents to be aut of their rooms for socialization, Resident receives and the facility ;
Interview with the Director of Nursing, on provides the ere 2;(3;',6;';32?“
0912/13 at 5:10 PM, revealed the nurses were services to a au::_ a ble physical !
responsible to supervise the CNAs and make the highest practi g e p‘ Y . ) |
sure the care plan was followed. She stated mﬁ?ntai_and psych Sool?hwﬁ - |
mobility was important to prevent skin break being, in accordance with the !
dawn, comprehensive assessment and |
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 plan of care. ; :
s5=D | HIGHEST WELL BEING . Residents #1's Code Status was |

Each resident must receive and the facility must
provide the necessary care and services to altain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on obsearvation, interview, record review,
and review of the f{acility's policy Coordination of
Hemodialysia Services, it was determined the
facifity failed to provide the necessary care and
services for two (2) of the twenty-four (24)
sampled residents (Resident's #1 and #7). The
facility failed to ensure an Interchange of
information necessary for the care of Resident #7
existed between the facility and the dialysis
center. In addition, the faciltiy failed to degignate

reviewed by the Social Services !
Director, new Physician’s order i
was written and placed within the

medical record on 10/5/13.

Resident #7 no longer resides in

the facility.

All Residents leaving the facility .
for dialysis have the potential to ;
be effective when Resident E
specific clinical documentation is
not sent with the Residents o

-dialysis. Current facility residents i
were reviewed by the Director of ‘
Nursing/ Director of Nursing :
/Nurse Manager to ensure that 5
those receiving outside dialysis i
services have a dialysis
communication form in use on
dialysis days as a form of
communication between the
facility and the dialysis center by
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the code status of Resident #1 in the medical
record.

The findings include:

1. Review of the facility's policy Coordination of
Hemodialysis Services, revised 09/01/11,
revealed residents requiring an outside End
Stage Renal Disease (ESRD) facility would have
services coordinated by the facility to include care
planning, nursing, medications, nutritional, social
services, activities, and physician services.

There would be communication between the
facility and the ESRD {acility regarding the
resident.

Review of Resident #7's medical record revealed
the facility admitted the resident on 11/02/11 with
the diagnoses of Congestive Heart Failure,
Cirrohsis of the Liver, Renal Disease, and
Diabetes. The resident was readmitted, on
09/06/13, with ESRD and g dialysis cathefer. The
facility assessed the resident using the Minimum
Data Set, dated 08/08/13, as having a Brief
Interview for Mantal Status (BIMS) score of 15
indicating the resident was cognitiviely intact.

Interview with Resident £7, on 09/10/13 at 11:46
AM, revealed the resident started dialysis the day
bafore and felt very tired and worn out. The
resident revealed he/she was transferred to the
dialysis center in an amubulance and was given a
lunch fo take with them. Observation of Resident
#7, on 08/11/13 at 10:56 AM, revealed ths
resident was trasterred to the dialysls cemter via
ambulance.

Further review of the medical record revealed no

commuriication forms between the dialysis center

10/24/2013. Any discrepancies
noted were immediately corrected
by the Director of N irsing/
Director of Nursing /Nurse
Manager. All Residents have the
potential to be effacted if the .
current Resident code status 18
not properly transcriped on the
menthly physician order sheets.
Current facility residents were
reviewed by Director of Nursing/
Director of Nursing /Nurse
Manager to ensure that the code
status is transcribed on the
monthly physician's|order sheets,
by 10/24/2013. An
discrepancies noted were
immediately corrected by the
Director of Nursing or the
Assistant Director of Nursing.
The systemic change includes the
development of dialysis
communication folder in each of
the respective Resident’s Marjs to
ensure a dialysis communication
will be provided for|each visit to
the dialysis clinic. The Director of
Nursing completed|a reeducation
of the licensed nurges, Social
Services Director, Social Services
Assistant and the Medical
Records Clerk regarding the
requiremeant to have a current and
accurate code status in the
medical record by 10/24/2013.
The Director of Nursing or the

lil,
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closed.

Review of the clinical record for Resident #1,
revealed the facllity admitted the resident with
diagnoses of Hypertension and Diabetes and
physician orders for a Full Code in the event the
resident had a cardiac arrest. The facility
completed a Significant Change Minimum Data
Set {(MDS) assassment on 07/23/13 which
revealed the rasident had cognitive impairmentis
and was dependent on staff for all care, The
resident had declined over time and the guardian
agreed the resident would become a Do Not
Resuscitate (DNR) on 08/12/13. The physician
wrote orders for the DNR on 08/12/13. Monthty
orders to continue care and medications for
09/2013 were placed in the clinical record and
signed by the physician on 09/06/13. These
orders indicated the resident was a Full Code.

Intetview with Licensed Practical Nurse (LPN) #1,
on 09/11/13 at 10:42 AM, revealed the monthly
orders did indicate Resident #1 was a Full Code
and she was not aware of the error. She stated a
nurse reviewed the monthly ordars for accuracy
each monih then placed the orders on the clinical
record for the physician to sign. She revealed
she did not know how the DNR order was
missed. She stated the monthiy orders, for
09/2013, should have been changed to reflect the
resident's DNR status. She stated the clinical
record was the source of information regarding all
residents resuscitation status. She stated the
resident could have been resuscitated
accidentally.

Interview with the Director of Nursing, on
09/12/13 &t 5:10 PM, revealed a 100% audit of

4 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S FLAN OF CORRECTION )
é’}iééﬁ’( (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTtht‘:HOULD BE CoMPLETION
TAG REGULATORY-OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ,
DEFICIENCY) |
F 309 | Continued From page 22 F 309 is current and consistent with the

code status had recently been completed by staff

V. Compliance Date: Octaber 25,

most recent Physician Order by
10/24/13. The Director of
Nursing and the Assistant
Director of Nursing completed a
100% audit of Resident receiving
dialysis to ensure interchange
transpires between the dialysis
clinic and the facility oy 10/24113.
The Director of Nursing and/or the
Assistant Director of I‘rlursing will
% Resident’s medical records for
the code status compliance and &
Resident medical racords for the
dialysis communication process,
weekly, for four weeks, monthly
for three months and quarterly,
thereafter. f
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and this error was not discovered. She stated the SANITARY CONDITIONS :
error should have been recognized and ' . §
corrected. She stated this error could have It is the practice of Hyrstbourne ;
{ resulted in Incorrect actlon being taken by staff if Care Centre to store, prepare, ;
a resident had a cardiac arrest. distribute and serve food under ;
F 371 1 483.35()) FOOD PROCURE, F 371 sanitary conditions.
55D | STORE/PREPARE/SERVE - SANITARY I. The Residents on 100 Hall whom

The facllity must -

(1) Procure food from sources approved or
congidered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

o

This REQUIREMENT is not met as evidenced
by:
Based on observation and interviaw, if was
determined the facility failed to ensure food wag
served, by two (2) of five (5) nursing staff
members, using sanitary practices on the 100
Unit. Two staff members were observed 1o place
one hand under 2 mea! tray and Jift the tray up to
shoulder level while delivering the meal tray. This
position allowed the staff members hair to touch
the dishes on the trays.

The findings include:

Interview with the Director of Nursing (DON), on
09/12/13 at 5:10 PM, revealed there was no
policy addressing how meal trays should be
carried 1o avoid contamination.

were served meal trays were
assessed and the madical
records were reviewed by the Unit
Manager on QOctaber 8, 2013 to
ensure there were na negative
outcomes.
Il. Al Residents receiving meal trays
from the 2/5 nursing staff had the
potential to be effected by the
alleged deficient practice to
ensure food is served ina
sanitary manner. No Residents
identified were negalively
impacted related to gxeai services
on 9/11/13, per the Director
Nursing's Review. The Residents
on 100 Hall whom were served
meal trays were assessed and
the medical records were
raviewed by the Unié Manager on
October 8, 2013 to insure there
were no negative outcomes as a
rasult of the alleged deficient
practice. :
lll. The systemic change includes the
Director of Nursing or the ‘
Assistant Director of Nursing
reeducation of all CNA's
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Qbservation of the 100 Unit during breakfast
service, on 09/11/13 at 8:23 AM, revealed two (2)
of five (5) nursing staff delivered meal trays to
residants’ rooms. The staff held the {rays by
placing one hand under the tray and lifting the
tray up to shoulder level altowing their hair to
touch dishes on the tray.

interview with Certified Nurse Aide (CNA) #4, on
Q9/11/13 at 2:12 PM, revealed she had received
no training on how to carry a meal tray and never
thaught about her hair contamingting the dishes
on the tray. She stated the practice was not
sanitary and any germs in her hair could be
passed to the resident's food.

Interview with CNA #5, on 09/11/13 at 2:20 PM,
revealed she was not aware her hair was
touching the dishes on the residents meal trays
and she had not received any trainng on carrying
meal trays to avoid contamination. She stafed it
was an infection control problem and should not
be done.

Interview with the Director of Nursing, on
09/12/13 at 5:10 PM, revealed meal trays should
be delivered to residents without contamination
from halr.

483.60(b}, (d), (e} DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obiain the services of
4 licensed pharmagcist who establishes a system
of records of receipt and disposition of all
controfled drugs in sufficlent detail to enable an
accurate reconciliation, and determines that drug
records are in order and that an account of alt
controfled drugs is maintained and pericdically

Farn

F 431

regarding the propef method to
carry, deliver and serve Resident
meal trays under sahitary
conditions with subquuent return
demonstration by October 24,
2013,

Effective October 18, 2013, the
Nursing Home Administrator, Unit
Managers and/or the Dietary
Manager will observe meal tray
delivery to ensure CNA's are
properly carrying, delivering and
serving Resident meal trays
under sanitary conditions for 5
meals, weekly for folir weeks,
monthly for three months and
quarterly thereafter. On
10/24/2013 the facility's Quality
Assurance Commitiee met to
review the alleged deficient
practice and subseqhent plan of
correction. The planjof correction
and plan to monitor angoing
compliance was accepted by all
Quality Assurance Team
Members. Any deficient practice
will be immediately addressed
with appropriate interventions
initiated.
Compliance Date: October 25,
2013

i
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i - STORAGE OF DRUGS !
reconciled. ;
Drugs and biologicals used in the facility must be lé:r;hgepgﬁgtﬁee%fsﬂfestboume
labetad_m accordance with currently accepted medications are administered to
professional principles, and include the Resldents und it
approprigte accessory and cadtionary esidents under saniiary [
instructions, and the expiration date when cpndrt«ong o
applicable. I, Eight of eight medication carts
interior and exterior, pill crushers,
In accordance with State and Federal laws, the cup bins, drawers and sharps
facility must store all drugs and biologicals in containers will be cleaned and
locked compartments under proper temperature sanitized, by 10/24/2013, by the
controls, and permit only authorized personnel to “Unit Managers.
have access to the keys. ' Il All Residents have the potential
. ' fo be effected by the alleged
The facility must provide separately locked, deficient practice of failing to !
permanently affixed compartments for storage of ensure medications were 5
controlied drugs listed in Schedule I of the administered under sapitary ‘
gomprehensive Drug Abuse Prevention and conditions
ontrol Act of 1976 and other drugs subject to oy
abuse, except when the facility uses single unit 1. lee systemic change Includ&s the
package drug distribution systems in which the Director of Nursing's 10/5/2013
quantity stored is minimal and a missing dose can development of a cleaning
be readily detected. schedule and reeducation of all
licensed nurses o ensure the
method of cleaning, proper
‘ sanitizing and overall cleanliness
This REQUIREMENT is not met as evidenced is maintained in an orderly
by: . fashion each respectiv
Based on observation and interview, it was medication cart. Reedycation of
detag‘mlqed the facility failed to ensure all licensed nursing staff by the |
medlcanons were agiminista(ed to residents Director of Nursing or the P
undgr sz?mtary conditions.  Eight (8) of eight (8) Assistant Director of NPrsing was |
: medication carts were found soiled Inside and completed to ensure the method i
outside. of cleaning, sanitizing and
The findings include: maintenance in an Grdgriy fashion
Interview with the Director of Nursing (DON), on ; :
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