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An onsile revisit was conducted an 06/02/11 and
it was determined the iImmediate Jeopardy had
been removed as of 06/01/11, al F221, F280,
F323, and F450 based on an Acceplable
Adlegalion of Compliance dated BB02/11. i
Continued non-compliance ramaining at a scope
and severity of an "L" at 42 CRIF 483.13 Resident
- Behavior, F221, at 42 CRF 483.20 Resident
: Agsassments, F280. at 42 CRF 453,25 Quality of
. Care, F323 ang at 42 CRF 483.75 Administration,
FA490. The Administralion of the facliity falled to
have g systern in placa to ensure continuad
compliance of the deficient practice. The facility
“ has not analyzed the data from the completed
audits and has not presented the data to the
Cruality Assurance Committee for review.

The non-Immediate Jeopardy deficiencies cited
- during the abbreviatedipartial extended survey on
. 0511311 ware not reviewed for compliance during
: the 08/02/11 revisit as the facility had not
subrnitted a plan of correction (POC). Therefore,
the statement of deficiencies delalls daficient
praclice remaining at F221, F2B0, F323, and
- F480 and also includes the nondmimediate
Jeopardy deficlencies identified during the
08/13111 abbreviated/partial extended survey.
{F 221} . 483 13(a) RIGHT TG BE FREE FROM
5=, PHYSICAL RESTRAINTS

- The resident has the right to be free from any

physical restrainls imposed for purposes of

s discipline or convenience, and nol required fo
treat the resident's medical symplomns.

: l"his REQUIREMENT is not mat as evidencad
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correctly. This Plun of Correction

hy State and Foderal Law,

{F 221}

This Plan of Comection constiutes

the written allegation of compliance for the
delwiencies cited. However, subnussion of
this Plan of Corveclion is sol an adwission
that a deficiency exists or that ane was cited

subrmined to mest requirements ¢stablished
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thy:
Hased on interview, it was determined the

mmediate Jeopardy identified during an

| abbreviated survey [05/13/11) had been removed;
however, non-compliance continued to exist as
the facility had not completad the svaluaiion of

: the restraint audits and assessment by the

~Quality Assurance Committee.

- The findings include:

1.Interview with the DON, on 08/02/11 at
12:45pm, revealed she had completed side rail
assessments on all residents. No residenis were |
identitied as using side ralls as a restraint. Flve |

‘ (&} residents were idenlified as using reslraints, f

“four (4} residents had lap buddies and ane (1) ;

. resident had a low chair. She confirmed the ‘

¢ monthly nursing summaries were nol completed
correctly regarding the use of side ralls az a
reatraint, The DON stated she has not conducted

s quarterly audils regarding restraints and any

. concerns addressed in the {QA) meetings,

H

- Interview with the Administrator, on 06/402/11 &l
3:00pm, revealed the Director of Nursing (DON]

- had compieted the audits regarding side rails and

¢ restraints. The findings are te be presented to

- him and disoussed in the June 2011 Quality

“Assurance (QA) meeting. According to the
Administrator, there has not been a QA meeling
since the audits had bean complated.

{F 2793 4B3.20(d}, 483.20(k}1) DEVELGR
59=0: COMPREHENSIVE CARE PLANS

+ Afacilty must use the results of the assessment
to develop, review and revise he resident's
- comprehensive plan of care,

H

i

i

IF 22

{F 279}/

o s
F221 G811
The Facility maintaing that it protects the

rights of the residents to be free from

physical or chemical restrabits Imposed i

the purposes of discipline or convenience,

anid not reguired to trear the medical

symptoms of the residents.

For the residents wha were determined 1o
have been affected by the alleged deficient
practice, the ADON, Lead LPN and MDS
¢ Cowrdinator compleled side rait
I assessmients, under the direction of the
Divector of Nawrsing, Based upon the side
rail assessments that ware completad on
May 10, 2011, it wes determined that none
of the alleged affected residents wers
restrained by the use of side rails,
D Additionalty, side rail assessments were
vompleted for all the residents i the facility,
The side raif assessiments thal were
compleled for all residents of the feility on
SH0AE derermined that side rails were nol
being used as restraints for any of the
residents of the laeitity. The side rail
assessment form that was esed 1o evaluate
the use of side rails confirmed that the side
rails that were boing used were enablers and
nol resteaints. 1o the event that the side rail
assessiment determines that the side rails are
being used as restrainis, the Factlity will
i follow its policy and procedure in the use of
ﬂ restraints. For the sisty-theee (63) residents
E who were still using side rails, the families
were informed aboat the risks and benefits
' of continued side rail use and consent was

received, The nurses Jicensod-practionl
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certified nursing assistants wene inserviced
on side rail assessments as part of the Bed
Safety with Emphasis on Entrapment
imservice. The Siaff Development
Couordinator completed this inservice which
included side rail assessment instructions for
all nurses, licensed practical nurses, certified
medication techs, and cerfified nursing
assistants on 312220101, A Hst of Residenis
was developed to identify those Residenss
who have special instructions for the use af
side rails, Lo one rail up, one raid down or
both rails down. The list of specialty
instructions is kept curvent by the Divector
of Nursing and is Jocated on both nursing
units and noded in the care plans and in the
CNAs care plan. The DON has assigned the
administrative nursing assisiant to perform
daily rounds 1o assure the side rails are in
proper pusition, The DON bas also
provided the ADON, Lead LPN. and Staff
Development Coordinatar with this list to
make duily rounds 1o moniter for proper
positioning of the side rails. Mhis action
began on M3/ 1. Subseguent to a
contference call on 6/1/11 with CMS on the
Facility’s allegation of complisnce, side rail
monitoring was increased 1o nceur cach shift
1o further assure proper positioning of side
rails, This action has been performed during
the report rounds for the incoming nurse and
oulgoing nurse on the unit, Each nurse signs
and dutes this acton has been completed and
trns the sheet o the DON daily, This
monitoring witl continue g shift for one
month beginaing 6/3/F1. The DON will
condinue to veport to the Adminisirmor the
rexulis ol the monitoring of proper side rail
poaitioning, This information has been




reported at the weekly Salery Comunittes
meetings by the DON,

Few vather residems that wiilize physiond
restraings, such as fap buddies ar fow
churiys, four residenrs were fdentified that
uge these devives af the Faciliy, The DON
waintaing o st of residents wio wxe
rustrabis. ANl fowr charts were reviewed fiy
the DON and 1t was confirmed ihat prior fs
appiving e restraing, other less restrictive
iterventinns had beep trivd and
documented. Each chart had wpdated care
plans, MD arders and vonsend forms that
the familydsnardion had heen notified of the
riske and henefite af the device, This aovion
was completed an 53008

P ather residents who may use these
devices going forward per fuciity pulicy the
provedure for the wse of these devices is gs
fottows: he Bterdivoiplinary feam wmeels {o
discuss the appropritteness of the deviee ia
enwnre less rexirictive means fove been
astempted withowt success. Unee the
determination has been niade that o physicod
rustraiim is needed, the family i consulied
abot the device und the risks wid benefits
of that device are provided, Weitten consent
is obtained from the family and o phvsician
oedir is wlew vbitained detailing the medical
Justification for the use of the restrain,
Worsing Stagf are then notified thol the
restraing is 1o be wsed and the Care Plan
and C.N.A. Care Plan are ypdated fo replect
the use of the restraint. Per Facility policy,
the rextraint elimination axsessment will be
campleted guarterly and pri




DO monitors 100% of physical resiraiags
For updated care plans, Jamily convenit and
phvsicier arders and reports this
informativn goarterty fo e reanbarly
sehedwled Quality Assurance Commiitiee,

Finaliy, the Staff Development Coordinator
urrder the direction of the DON has
developed an in-service for all nurses,
licensed practical nurses, certdfied
medication techs, and certified ntarsing
assistants o the definition and use of
physical restraints,  This mservice was
completed on 6/771 1L

This information has been reporied fo the
speciatly calied QA Mecting on 647711, The
frequency of this moanitoring may change
after the scheduted July QA meeting
dependent on the vuteome of the results 1o
daily or weekly, The results of this
mondoring was reported by the
Admimisirator o the QrA Commiities,

Regarding the Bed Safety Policy, the
Divector of Nursing and Administrator met
to review and modily this poticy (o assure s
accuracy, The Faeility's Bed Satety Policy
wits revised effective 5/153/2011. The Safety
Commiftee reviewed the revised Bed Salety
Policy on /032011, The Quality
Assurance Committes reviewed the revised
Bed Satety Policy on 87132011

According 1o the revised Bed Safity Policy,
the Director of Nursing and Safety Director
shall inspect all hospital beds at leust
quarterly o identify areas of potential




entrapment, As part of the correciive action
for the faciiiiy 1o assure this policy is being
followed, a1l facility beds have been
inspected weekly by the Safety Director for
ane month heginning the week of May 9"
arsd Nvishing the weekly monitoring, the
weel of May 30", A Bed Dimensional
Check off sheet has been used o measure
the distance between the zones of the bed
system and the matiress 1o assure proper
positloning to meet FDA guidelines and
address potential entraprnent zones, The
results of these inspections have heen
reportedt (o speciol called meetings of the
Safely Commitles focused on Bed Safety,

These specially ealled Safely Commitlec
meetings have heen conducted for four
weeks beginning on May 13% and continued
weekly through me 6%, The Salety
Commitiee chairperson has also met weekly
and a3 needed regarding the
bed salefy checks with the '\.dmmiwum”r'
The weekly meelings began the week of
May @ and continued through the week of
May 30", The Quality Assuranec
Comanittes has met and reviewed the
information that has been collested over the
past 4 weeks, The Administrator has
reported the findings to the QA Cemmitiee
af a specially called QA Meeting on Bed
Satery held on 67/11.

The Quality Assurance Comnittee has
recommended that the freguency of the
nyaniloring activity change from weekly to
reoftlily for the next three months, Unce
that timeline has been completed and the
information presented 1o the QA Copimitlee,




the monitoring freguency will possibly be
moved hack to quarierly, depending upon
the outcornes of the monthly monitoring
activity,

Responsibility: Director of Nursing and the
Administrator,
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The facility mus develop 2 samprehansive ca

- ptan for each resident thal includes mcaaumb B
objectives and limetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessiment,

- The care plan must describe the services that are

: 1o be furnished ta attain or maintain the resident’s

< highes! praclicable physical, mental, and
psychosocial well-being as required under

- §483.25; and any services that would othenwise

| be required under §483.25 but are not provided
due ta the resident’s exerclse of rights under
§483.10, inciuding the right to rafusc treatment

| under §483,10(b)(4). |

f 1§<: REQUIREMENT is not met as evidenced ;
f

Dased on chasrvation, interviaw, and record
review it was determined the facility failed to
ensure a comprahensive plan of care was
developed for one (1) of twelve (12) sampled
-residents (Residemt #5). The facility assessed
- Resident #5 as being at risk for falls; howaver,
there was no evidence a plan of care had been

developed,

- The findings include:

Record raview reveaied the facility admitted
Rasident #5 an 04/05/11, with diagnoses of status |
posi Fractured Right Humerus, Urinary f2etentian,
and Hypertensmﬂ. The {all assessmeni dated
04706111 assessed the resident as & twelve
{12)-high nsk for falls, The admission MDS daled
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F279 a8 1
The Facility maintaios that it develops
comprehensive care plans Fr each resident

that include measurahle ohjectives and

thinetables to meat the resident™s medienl,

sursing, and menial and psychosocial needs

that are identified in the comprebensive
assessmuent.

For the resident who was determined 1o have
been alfecied by the alleged deficient
practice, the ADON, Lead LPN and MDS
Coordinator completed a falls assessment,
under the direction of the Divector of
Mursing. This action was completed on
SO The Falls Assexsment indicated
that rhis rexident way af high risk of falls
aid @ care plan was developed (o reflect this
L oand intervestions were iy place (o winimize
Hee risk of fidls. This residents care plan
and caa. care plan were upduted (o reflect

shis change.

dor order i assure the facility continnes (o be
in copmpliance with the regadation, the
ADCHY, Lead LPN, and MDS Coordinaior
completed Falls Assexsments o all
resiclents of the facility an 30708 Al Care
Plans were gpglated og necessapy ot that
fime po reflect a fafls care plan was in plece
Jow all residends fdentificd 1o be al high rish

o for falls

Al pegistered murses and licensed practived
; auryes were reeducaied on the use of the foll
Dopisk axsexsment lool ¢ ;mz’um!m.m*az’n O
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| The resident has the right, unless adjudged

incompetent or atherwisa found 1o be

! incapacitated undor the laws of the State, to
| participate in planning care and trealment or
changes in care and lreatmant.

| A comprehensive care plan must be developead

“within 7 days after the completien of the
comprehensive assessment; preparsd by an

Linterdisciplinary team, thal includes the atlerding

; physician, a ragistered nurse with responsibility

| for the resident, and other appropriate staff in

disciplines as determined by the resident's needs,

| and, io the extent practicable, the panticipation of

i the resident, the resident's family or the resident's
legal representative; and pericdically reviewed

" and revised by a team of qualified persons after

: gach assassmant.

i

i - R-C
185305 5 e B 0610242011
HAKIE (3F PROMIDER (R SUPRLIER STREET ALIIRESS, €Ty, STATE, ZIP CONE
s L SURNE '
SPRINGHURST HEALTH AND REHAB 3001 N, HURSTBOURNE PEWY
LOUISWILLE, KY 40241
(x4 D SUMMARY STATEMENT OF DEFISIENCIES oo FROVIDER'S FLAN OF GORRECTION %55
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIN | (EACH CORRECTIVIE ACTION SROULD B COMPEETION
TAG REGULATORY OR LS HIENTIFYING INFORIATICN) TAG | CROSSREFERENGED T0 THE APPROPAIATE BATE
! DEFKAENECY)
A I
{F 278} | Continued From page 3 b 27gp
04/18/%1 coded the reaident as having a fall in the | * given on bed safety awareness by she Stuff
last month prior fo admission and a fall in the tast Iwevelonment Coordinater on 5712711,
ftwo (2)-six (6) months prior to admission that P o
 resulted in a fravture. There was no documented . The Direstar of Nursing has developed 4
" avidence of a fall care plan in the record, | monitoring too! going forward to assure that
‘ those residents who are identilied as being at
- Obsarvation on 08/13/11 at 11:30am, revealed high risk for Falls have & corrent
- the resident sitting in a chalr in the room. Aone ! comprehensive care plan that corresponds
“quarter {1/4) side rail was raised on the left side - with the falls assessment. Falls assessments
of the bed and one half {1/2) side rail was raised ' gre performed per Facility policy @
on the right side of the bed. . admission, readmission, quarterly, and as
) " L needed. ’
Interview with the MDS Coordinator, 05/08/11 at i
P RE sHR 1 o e ’ £ U N - . 3 i
‘ gabom‘n. IG\Ifeal;d a Eﬁ“ t{gﬂlﬂtpﬁnbshﬁumyh?ue | “The Director of Nursing will include the
| .:' ?2; C;mp ate‘,,gn“ eés Ein. f?ff}“;@ the ' results of these nudits quarterly at the
;1481 a5 }21\‘”85 asseesed as a nign Taji sk on o regalarly scheduled guality assumnce
ae ot . ' comnnities meelings o ensure continned
{F 280} 483.20(d)(3), 483.10(K)(2) RIGHT TO {F 280} Cmpliance with this regalation.
§5=D | PARTIGIPATE PLANNING CARE-REVISE CP ) =

Responsibility: Director of Nursing
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This REQUIREMENT is not met as evidenced
by:

I Based on interview, it was determined the ;

| Immediate Jeopardy identified during an

| abbrevialad survey (05/13/11) had been removed;

- however, non-compliance continued fo existas
the facility had not evaiuated the care plan audits

- by the Quality Assurance Commities,

. The findings include:

1. interview with the Director of Nursing, on
L 08/02/11 at 12:45pimn, revealed she conducted
aurits on the care plans to ensure the infermation
was camplete and accurate. According to tha
DON, side rail assessments were completed and
" the comprehensive care plan and the Certifled
Nursing Assistant care plans were updated to
refiect the correct number of side rails and the
specific type of spaciality mattrass to be utilized |
L by the regideni. The DON stated she will visualy
§ inspect all specially mattress to ansure
| correctness. Audits of the care plans will be
| complated maonthiy. The results of the audits will
: be discussed in the QA meetings lo ensure
continued compliance.

- On 06/02/11 at 3:00pm, Administrator interview

| revealed the DON was responsible for completing
the audit tool to ensure care plans weare

| completed and revised with current resident

Hinformation. He will review the audit tools and
discuss any concerns In the Quality Assurance

. {QA) meeting in June 2011. According to the

5 Administrator, the QA committee meetings will |

i ;

The Facility maintains that it provides the
resident the right, unless adjudged

¢ incompetent or otherwise found to be
incapacitated under the laws of the State, fo
parficipate in planning care and treatment or
changes in care and freatment,

i

Por the Residents who were determined o
be affected by the alleped deficient practice,
the facility has no low air loss matiresses in
the facility. The facility has two overlays
for residents who were determined to meet
the chindcal standards of care for the use of
mattress ovevlays., The Resident’s Care
Plans have been updated to reflect the use of
the overlay mattress and the C.INA Care
plans have also been vpdated to refiect the
use of everlay mattresses for these residents,
The Facility has a policy that outlines the
puidelines for the safe use of specially
maliresses and overlavs, This action was
completed on 3710/ Inservices were
conducted o educate the nurses, Heensed
practical nurses, certilled medical techs, and
certified nursing assistants on the proper use
of overlay matiresses by the manufacturer’s
representatives on 3710781, The content of
these inservices included the manulaclarer’s
suggested specifications, This information is
readily available al each nurse's station and
is also housed in the Director of Nursing”s
affice as part of the Bed Safely Awareness
packet. The Staff Inservice Director will
conduct inservices on overlay matiresses
going forward in orientation Tor now hires

[ oand nc pnaedad 4o geenye aneadne cogmaddogees
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The Director of Nursing has included an
audit toad for the use of overlay mafiresses.
The Care Plans reflect the use of the
smarrasses and the CN. A, Care Plans are
updated 1o reflect the use of the overlays.
The overlay matiresses have been monitored
weekly over the course of the past nuonth 1o
assure accurrey in the care plans and C.NA
care plans, The results of this monitoring
have been repartad to the Safety Commitise
specialty meetings on Bed Safety lsy the
Director of Nursing, The Administeator has
reported the findings. The Quality
Assurance Commitice has recommended
that the frequency of the monitoring activity
change from weekly to monthly for the next
three months, Once that timeline has been
completed and the information preseated 10
the (A Committee, the monitoring
frequency will possibly be moved back to
guarterly, depending upon the outoomes of
(he monthiy moniloring activity.

Responsibility: Direetor of Nursing and
Administraror,
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SS=F 'RESIDENT ASSESSMENTS

Afacility must mamzam all resident assessments
completed within the previous 15 months in the

resident's active record,

i
. This REQLIREMENT s not mat as evidenced
I by:

| Based on record review and interview it was

g determined the facility failed to maintain resident

i MDS assessments, completad within the

- previous fifteen months, in the rasident's active

' record or easily accessible to the staff andfor

( survey tear for ten {10) residents {#1, #2, #3, #4,
L5, HG, #8, #10, #11 and #12) of the twe%v:z {12}

| sampled residents.
* The findings include:

! | The facility could not provide evidence of a polic
' regarding the accessibility and siorage of the
. MDS assessments,

i Recard review revealed Quarterly MDS

i assessments dated: 02/28/11 lor Resident #5;

1 0311411 for Resident #10

L#11: 08018111 for Resident #12; 04/08/11 for

| Resident #1 and #8; 04714111 for Resident #4:
04£25/11 for Resident #3; and Admission MDS

- assessments dated: 03/11/11 for Resident #2 and |
. 04/14/11 for Resident #5, were not located in the
" clinioal record or stored whare staff colid readily

obtain them.

0321111 for Resident

¢ previous 15 months in the resident’s active

" Uipon review of the information of the

U the education that was provided by the
© cnmpnicr software vendor ok S48 and 3742,

: M].J.S inforaration and priming off the MDS
Do all residents.

f
i
{
!
|
i

 deficient practice for the group of residents

The Facility maintains that it maintains all
compleied resident assessments within the

record,

allemed affected residents, it was determined
that the Facility does maintain 13 months of
MDA in the computerized system.  The
Facitity policy wus developed October 25,
20110, and states the RAL will be majntained
electronicaily and is accessible at ul] times

to those autherized 1o review them,

including the unit nurse. The alfeged

ket were determined o not Save the MDS
infornation available was correcied through

Fach of the nursing walts as a prinfer
availahle (o use for printag off MDS as

3
Heeda,

The aducation ot was ,muw::/ o op site by
ffz«. computer seftware vendoe o 3710 and
5417 included instruction an fooking up the

The Director of Nursing printed out the
requested MDS forms for the surveyor who
had r\quesred therm on 578 1/1H and they
were in her office on the morning of

5/12/11. The Facilily has heen 1mnsi1]u’ming

FORM CME-2557(02-98) Previcus Versions Obsolete

Event I 036612

= 233
L EANEiFEA uuurlnz: un.wuuuu, &lllslbui l\&l}[il

l
.m|lr¥\_@ ilhr'q‘pﬁ s several months. If eontinuation shaet F‘ﬂqﬂ sol12

|
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| The MDS Caoprdinator was not available for
inlerview.

05/11/11 al 3:00pm, revealed the MDS
assessments were not avaiiable to staff, The

| MDS was needed off hours, the staff must call
| and print off the MDS.

who could print the MDS assessments at this
Ftime.

nterview with LPN #2. on 08/11/11 at 3:30pm,
revaaled he did not Know where the MDE
: assessments were kept, and stated when the
+ slale surveyor found cut, wolild they let him
| know.
i
!ntemew with the Assistant Direcior of Nursing

" off the compiter.
8 15am, ravealed she was part time and only

. staled she was not sure how to print the
| assessments for the surveyor,

Cissue, He did

| enntacted 1o see when she would be in the

Interview with the Director of Nursing (DCN), on

DON and MDS Coordinatar hiad to puil the MDS
assessments off the computer, Staff nurses did
| nr}t have access (o the computer, Presently, if an

. the DON or MDS Coardinator at home o coma in

The MDS Coordinator was
nat available and the DON was the only person

{ADONJ, on 05/11{11 at 3:45nm, revealed she did | t
| not know how to access the MDS assessmenis

mturwcwwitﬂ tha MDS Assistant, on 0612711 at

' worked on the quarterly MDS assessments, She

interview with the Administrator, on 06/12/11 at

* &35am, revealed accessibility of the MDS was an
@ not know if Ihe MDS requested on

| 0514411 had been printed or not. The DON was

13, WG RO
> i Nl
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The nugses and licensed practieal received in
house training oo the computerized system
o 541111 and 34240 The compuiers
were installed on the nusing onifs and are
accessible for reviewing,  Onguoing training
for new hires and agency staft will he
completed by the Stalf laservice Dnmtor
MDS Coordinalor, or the Lead LPN. This

{ action was compleled on 5731711

The Focdivg witl wssure that the MDA
Assonsmenis contimie o be readily available
by monitoring the Stafl's capabilities of
ccoessing antd printing the MDS theowgh

pandom chacks of the registere o puesey avd

licensed praviical nurses. The resudis of the
aiddits will be reported quarterly by the Suff
Education Coardingior o the regularly
scheduled quailty assurance compifive
OIS,

Responsibility: MDS Coordinator and Staft
Edueation Coordinator.

j

FORM: OB 2567(02-00) Pravious Versions Obeolske

Event 1 08542

oy 1) GO
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' The facility must ensure that the resident
" as is possible; and each resident recaives

prevent accidents.

- This REQUIREMENT s not met as evidencad
bgaxad on interview, it was determined the
Immediate Joopardy identified during an

! howaver, hon-compliance continues to exist

"the care plan audits, side rail/fall assessmient

i the Quality Assurance Committes.

The findings include:

i

‘reveatad all low air loss mattresses have been
have been completed on all beds and will be

. be discussad in the bed safety committes

s maetings held weekly. Side rail assessments,
care plan revisions, fall circumstance forms,

ensure continued compliance.

environment remaing as free of accident hazards

- adequate supervision and assistance devices to

. gbbreviated survey (05/13/11) had been removed;
- pending the evaluation of the bed safety checks,

. audits and completion of information on the fall
. gircumstance forms, had not been addressed by

' 1.intarview with the DON, on 06/02/11 at 3:00pm,
removed from the facility. The bed safety checks

sompleted weekly for four weels. The resuits will

speciality mattresses, and staff education wi be
' discussed at the next QA meeting In June 2011 10

4
i
i
i
i
!
H
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{F 286} Continued From page 7 {F 286)
| puiiding. The surveyar recelved the requested | F323 6/8411
| MDS on 05/12/11 at 8:452m. B
{F 323}, 483.26(h) FREE OF ACCIDENT L (F 323} The l*n‘uﬂsty maintains that i cgusm'e.s"thm )
ag=0  HAZARDS/SUPERVISION/DEVICES the 'ms:c‘lc.m environment remains as free of
accident hazards as is possible; and cach
resident receives adequate supervision and

assistanes devices o prevent accidents.

Regarding the specific instance that

. oceurred with Resident #1, the Facility s
reporied the incident in sccordance with
State and Federal regalations, The Facility
ook fmmediate action onS7E T o assure
" that the incident not reoccur by Investigating

! the cireumstatcees surrousiding fe

eif

i

ncident.

The findings wers inconclusive regarding
the root cause of the incident, However, ihe
Facility changed out the low air ks

mattress 1o & low air s mattress with
halsters and lowered the elecirie bud and
placed a mat on the floor o assre rusicent

safety. This was accomplisheid on

UL

fn respunse to the alleged deficiency, the

Facility removed the low air logs tiattresses
- from the building and is utilizing matiress
*overlays, One of the residents affecied by

the alleged deficiency had the low

air loss

maitress discharged and ne additional

interventions were detenmined necessary.
Therefors, there are two (2) maliress

averlays in the facility. Additionally, the
ADCIN, Lead LPN, and MDS Coordinator,

agsessients on all residents in the

effecfive 5OHEL. The Facility collected

as directed by the DON, complete

{ side rail
facility

information on she Evaluation for Use of

[SEP8 U e WO L P ¥ 41 T " 1i
Sy L=aS AN A E I RAAR Y M S E P AU R AR AN

FEIA GAS-2567 (D2-00) Provicts Yalsions Obsoleie

Eyrsed (3 O6TM312

Faellig B I8 o on « residents SHARENEETED

sheai Page 8 of 12




copnitive or feeling of socurity, information
from the personal preference of the resident
ar legal representative and includes o
thorough anatysis of multiple factors Tor side
pail use. The information collectad on this
form is then used o determine the risks
versus benefils of gide rail use in
conjunction with a physician order. Also,
care plans were updated effective 3/10/11 to
reflect the side rail assessments thar werg
completed. The resulis of this process were
documenied by the ADON, Lead LM and
MDS Coordinator as directed by the DON
into the resident care plans. The DON,
ADON, ang Lead LPN advised and trained
the RNs, LPMs, CMTs and CNAs on the
updaled care plans effective 5710411 The
C.N.A Care Plans were updated 1o rellect
the proper positioning of the side rails. The
Facility also completed bed safety checks
for alf beds in the Tacility. The hed safety
checks were conducted to assure proper
posiioning of e mattress in the frame 1o
meel FDA guidelines and address potential
enfrapmens zones. Bed safety chechy were
vonducted by the Safety Commitles
chairperson, social services director, ADON,
ane Lend LPN. This action swas intially
comploted on 311/, These aasessments
were revigwed with the Adiministrator on
SHEELE

The Administrator and DON reviewed and
modilied the Pacility Bed Safaty Policy
effective 3/13/11, The DON also developed
a Specialty Mattress/Overlay Policy for the
overlay mattresses effective 5/10/11
Inservices were conducted by the
manufacturer’s reprosentatives effective




0411 Al nurses, CNAs and CMTs
attended. The conteat of the insersices
inetuded the manufacturer’s sugpested
specifications and this information resides @
each nurse’s station s well as in the DON's
office. Going forward the Stall Inservice
Director will conduet hservices for new
employees and as needed, The Bed Sulety
Policy and the Specialty Mattross/Overlay
policy were presented fo the Safely
Commities on 533717 for reviow. The QA
Commitlee had a specially calied mecting to
diseuss the modified Bed Safety Policy and
Speciatty Mattress/Overlay policy, discuss
the care plans updates, side rail assessments
and &lls assessients relaled 1o the
immediate jeapardy thit bad been cired,
This mueting oceurred en the alterncon of
2/13/11, The Facitity Medical Director was

in atiendance,

" The Facility bas been monitoring i1s
performance related o this alleged
deficiency o assure that solutions are
sustined. According to the revised Bud
Safety Poliey, the Director ol Nursing and
Safety Director shail inspect all hospital
beds ar least guarterly o
identify areas of potential entrapment. As
part of the vorrestive action for the fucility
to assure this policy is heing followed, all
facility beds have been inspevied weekly by
lhe Safety Director for one month beginaing
the week of May @ and finishing the
weekly monitoring, the week of May aut,

A Bed Dimensional Cheek off sheel nas
been ised o measare the distance betwee
the zones of the bed system and the mattross
i assure proper positioning to meet FIA




guidelines and address polential eotrapment
sones. The resuits of these inspections have
heen reported to special called meetings of
the Sufery Committee focused on Bed
Safety, These specially valled Safety
Committee meetings have been conducted
for [our weeks beginning on May 13" and
contirped weokly through June & The
Safety Committee chairperson has aiso met
weekly and s needed regarding the bed
safety checks with the Administrator. The
weekly meetings began the week of May 9
and continued through the week of May
1™ The Quality Assurance Commitice bas
mel and reviewed the information that has
ficen collected over the past4 weeks. The
Adminisgrator has reporied the findings.

The Quality Assurance Committee has
recommended that the Trequeney ol the
manitoring activity change from weekly 1o
monthly for the next three manths. Qnce
that Uimeline has been vompleted and the
information presentad to the QA Commnitec,
the menitoring frequency will possibly be
moved back to guarterly, depeading wpon
the sulcomes of the monthiy monitoring
activily.

th

The Director of Mursing has included an
andit tool Tor the nse of overlay matesses.
The Care Plans reflect the nse of the
pattresses and the CUNL AL Care Plans are
apdared Lo reflect the use of the overiays.
The averlay mattresses have been monitorad
weekly over the course of the past morth to
assure agcuraey i the care plans and C.M.A
care plans. The results of this mamnitoring
have been reported to the Safety Commites




specialty moeetings on Bed Safety by the
[Hrector of Wursing, The

Administrater has reported the Nndings.
The Quality Assurance Commitiee has
recotmmended that the frequency of the
moniroring activity change from weekly o
maonthiy for the next three months, Once
thar fimeline has been completed and the
informalion presented 1o the QA Conuniitee,
the monitoring frequency will pussibly be
maved hack Lo quarterty, depending upon
the oulcomes of the monthly monitoring
aclivity.

Additionally, side rail assessnients were
complated for all the residents in the facility.
Rused ypon the side rail assesyments that
were completed on May 10, 2011, it was
determined that none of the alleged affected
residents were restrained by the use of side
raits. ‘The side rail assessments that were
completed for all residents of the facility on
5 10411 determined that side rails were not
being used as restraints {or any of the
cesidents of the facility. The side vail
assessrnent [orm that was used 1o evaluate
the use of side rails confirmed thal the side
ruils that were being used were ctablers and
ol restraints. In the event that the side rail
assessment determines that the side rails are
peing used as Testraints, the Facility will
foliow its policy and procedure in the use of
restraints. For the sixty-threa (63) residents
who were still using side rails, the families
were informed about the risks and benefils
of continued side rail use and consent was
received, The nurses, licensed practical
nurses, certified medication lechs and
certified nursing assistants were trained on

—
f
|
|
|




side rail assessments as part of the Bed
Safety with Emphasis on Eotrapment
mservice, The Staff Development
Caordinator completed this inservice

which included side rail assessment
instructions for all nurses, licensed practical
purses, certified medication rechs, and
certified nursing assistants o SSTZ20010 A
fist of Residents was developed Lo identify
those Residents who have special
instructions for the use of side ralls. Le, ane
rait up, one rail down or bath radis doven,
The list of specialty instructions is kept
curremt by the Director of Nursing and is
jocated on both nursing wnits and noted in
the care plans and in the CNAs care plan.
The DON hus assigned the administrative
nursing assistant fo perform daily ronnds o
aesure e side rails are in proper position.
The DON has also provided the ADON,
Lead LPN, and Staff Development
Coordinator with this to make daily rounds
to monitor for proper positioning of the side
rails. This action began on $713/11
Subsequent to a conference call on 671 with
CMS aboat the Faciliny’s allegation of
complianee, side rail monitoring was
increased 10 occur cach shift to further
assure proper positioning of side rails. Tiis
action has beers performed daring the report
rounds for e incoming nurse and ouigoing,
pirse oo the unit. Bach nurse signs and
dates o form az shift change indicating this
aotion hes oot completed and i the shees
into the DON daily. This monioring will
continue ¢ shifl Tor one month begimning,
&1L The DON will continue 1o reporito
the Administrator the results of the
monitoring of proper side rail positioning.




This infornation bas been reported at the
weekly Satety Committee mestings by the
DO,

For other residents that wilize physical
posteints, such as fap buddies or o
chairs, Jhur residents were identiiied that
wve these devices af the Faciliny. The DON
pcintains a list of vesidents who use
cesiraints. AN four charts were reviewed by
ihie DON and #t was confirmed that prior o
applving the restraint, other less vestricl e
irdervemions had bean irivd and
documented. Each chart had npdeated care
plans, ML orders andd congeni foraes thal
the familyewerdian had been ;mi;.‘fc(. af fhe
yisks and benefits of the deviee, This aciion
s complered on 3730081,

For other residents who may use these
devices geimg forward, per fucifity policy ti
procedure for the wse of these dev
FLUEN the interdisciptinary teai 'm'r'!‘. Y

diceuss the appropriateness of the device 1o
ersnre less restriciive meais have bz—*m
stempred without success. Onee the

determination has beer made thay a physical
pestraint is aeeded, the family is consulted
ahout the device and the visks and he‘m:;,féxc
af that device are provided. Written coi
is obtained from the family aud w physician
order iz olso ohtatned detailing the medical
*miizumun fow the use of the Fesipaig,
Wumzv Staff are then notified that the
vestroing is to be wsed and the Care Plan
and CN.A. Care Plast ave updated to reflec
the wse of the restraint, Per Facilie podicy,
the vestraing elimination assesyment witl be
compleied guarterhy ond pra,




PON maniiors 100% of physival restraings
Jor wpdated vare plans, family corsent croief
plysician ordees and reports $his
information gquarierly in the repulorly
soleduied Quality Assurance Usmibies.

Ihis information has been reported to the
specially called QA Meoting on 6/7/11. The
frequency of this mondtering may change
after the scheduled July QA meeting
dependent on the oulcome of the resutls 1
daily or weekly. The results of thiy
monitoring will be reporred by the
Administraios 1o the QA Commiites,

Responsibility: DON and Administrator




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS YOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/16z01
FORM APPROVED
OB NG 0928-0391

ETATEMEHT OF DEFOIENCIES X)) PROVIDERISUPPLIER/ACLIA
ANLY PLARL OF CORRECTION IDENTIFICATION RUSEER:

1853085

{33 (ATE BHURVEY
COMPLETED

R-C
06021701

22y ULTIPLE CONSTRUC TION
A, BUILTING

BoRANG

HARE OF PROVIDER OR SUPELIER

SPRINGHURST HEALTH AND REHAR

STREET ADDINESS, GITY, STATE, 2 000
3001 K. HURSTROURNE PRWY,
LOLUSVILLE, KY 40241

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFCIENGY MUST 8E PRECEDED BY FLHLL
REGULATCGRY GR LSC IDENTIFYING IKFORRATION

xas it |
RREFIK |
AG

fta ‘ BIHMADERS PLAK OF CORRECTION : 1X8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE D COKPLETION
TR CROSE-HEEERENCED TO THE APPROPRIATE DeTE
DEFICIENGY

{F 323}; Continued From page 8

. Agministrator intenview, on 06/02/17 at 3:00pim,
revealed resulis of the audits would be discussad
at the next Quality Assurance {QA) meating in
[ June 2011, The Director of Nursing will complete
all audits and report to the Administrator. The
audits include bed safety checks, the care plan
' updates, the side rall assessments, tha shift
 report regarding hed safely cheoks and side radl
" positlon, and speciatily mattrossss, According to
' the Administrator, there has not been a QA
- meeting held to discuss the results of the augifs
which had been completed, He was unable to
state how the facility is monitoring for continued
' compliance until the next QA sommities meeting,
{F 440} 5 483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

4 facillty must be administered in a mannar that

“@nables it lo use its resources effectively and
efficiently to attain or maintain the highest

| practicable physical, mental, and peyshosocla

well-being of each resident.

; This REQUIREMENT s not met as evidenced

" by

g Rased oh interview, it was determined the

" immadiate Jeopardy ldentified during an

abbreviated survey {05/13/11) had been removed,
however, non-complianca continuead to exist as
the facility had not evaluated the bed safety
checl, fall aszessment form, care plan, siderail

_and restraint audits by the Qualily Assurance

- Committes.
The findings include:

é 1. interview with the Administraior an ORI0ZIT at

«

{F 323}
A ©F400 67801
The Facility maintains that it is administered
in a manner that enables iLto use its
; resanroes effectively and efficiently 1o atlain
' ar maintain the highest practicable physical,
mental. and paychosocial well-being of each
- resident.

In response to the alleged deficient practice
the fucility has done the following: The
Administrator and DON have met o seview
and revise the Bed Safety Policy, The
Facility has determined to remove low air

F 400 fuss mattresses from the building and

{F 4890} incorporate the pse of Mmattress overlays,

" The Facility las developed a Specialty

" Mastresses/Overlay policy. The Taility has
performed bed safety checks on all beds in
facility and educated stad¥ on the updated

. Bed Safety Policy. the Specialty
Mattress/Overlay Policy and procedurcs for
keeping the care plans up o date arud the
CONLA Care plans current and aceuraie, The
Facility has compleied Falls

Assessments and Side Rall Assossments on

[ all residents and updated the Care Plans anil
CNLA, care plans tw a retleet proper side rail
positoning. '

The Administrator and Direcior of Nursing
L v participated in all of the mservices

i given to Stafl on Bed Safety, Side Rail

% Assessments, and Enfrapment Zones i

H

 assre that they are edueated as the Staff i
echiated on these topies. The
manfiolieers represaniative provided pn

.

s
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witd the faservice documentation marerial
that was provided for staff. The
Adminiviraivr and DON received additional
education through the Rentmeky Association
af Heaith Cure Facilities (KAHUF), of
witich it §s ¢ memhber, lo ensure the palicies
and procedures aud montloring process are
sufitcient (o mabiain contlnued complianee
with applicable regulations.

The Medical Divector has reviewed aind
vevised poficy and provedures I assure the
spstemic changes and policy revisions(Boed
Suafery Policy, Bed Overlay Policy) io
wirsee thet all changes were clinically
sound angd appropricte. The Medical
Dhireetor pavticipated i gquality mectingy
figld on 3713 and 677, The Administrator
hied mindtiple conversations about the gobicy
anid procedure vevisions

The Administrator hay reporied alt of the
progress jo the CECH of the organizadion
whe serves o the Governing Bady, The
Admisistrator Tas also fad meatings with
the Chairperson of the Board and the
Freeasurer with the CEQ of the governing
b, The CEO fas beap ivatved in
Conference Calls with the KANCF amd CMS
1o assppe that the Factliy is molntained
adnimistraiively 1o use iy resouwrces
witectively anmd efficiently

for atfain or manlain the highest practicable
physical, mental, and psychosocial well-
buzing for vach resident.

DON moniiors F00% of physical resiraings
fow famify consent and physician orders and

reporis this information quarterty o the




regtitardy sehedubed Queatity Assurance
Clomnittee.

The Facility has developed monitorng
technigues for assuring continued bed saloty
audits, side rail assessments, falls
assessmoends, updated the Resident Care
Plans and C.N.A, Care Plans to reflect the
compleled side rail assessments and falls
assessments. The Facility has reviewed the
use of side rails as potential eestraines for all
residents and discussed and obiained
sonsent afler explaining the risks and
benefits of continned side rafl use with the
residents and or the responsible parties and
obtained physician orders for those updated
assessinents, These actions have oreursed 0
assure the Facifily remains to be in
compliance with Facility policies and
standards of care for nursing faeilities.

AN of (hese actinns have been reparied to
the Adiministrator, the Safety Commitiee and
the Cuality Assurance Commiliee (o assure
continyed compliance with this regalalion,

Responsibility: Adminisirator
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{F 490} | Cantinued From page 9

| 3:00pm revealed results of the audits would be
| discussed at the next Quality Assurance {OA)
meeting in June 2011, The Director of Nursing wm
complete all audits and report to the .
: Administrator. The audits inciude bed safety
checks, the care plan updates and revisions, the
cide rail and fall assassments, the shift report
regarding bed safety checks and side rail
pnsztron and speciality mattrasses. According to
the Adminisirator, there had not been a QA
meeting to discuss the results of the completed
audits, He was unable o state how the {acility is
" monitaring for continued compliance untl the next
{ QA committee meeling.
{F 514} | 483.75()(1) RES 0
a5=0 1 RECORDS- COMPLETEACCURATEAGCESSIB
 LE

i

The faciity must maintain clinical records an each

resident in accordance with accepted professionat
: | standards and practices that are complete;

| accurately documentad; readily accassible; and
: systematically organized.
¥
2' The clinical record must contain sufficient
information o identify the rasident; a resord of the
. resident's assessments; the plan of care and
services provided; the results of any
preadmission scroening conducted by the Stale,
[ and progress notes.

This RECUIREMENT is not met as avidenced

l Bd‘sﬁ{ on record review, interview, cbservation
and review of the faciiity’s policy on Physician |
Order Verification it was determined the facility |

fatied to transcribe admission arders correctly for

; ;

{F 400}

P51 a8 T
The facility maintains that keeps clinical

records on erch resident in aceordance with
accepled professional standards and

practices that are compleles accurately
ducumunml readily scoessibie; ard
systematically organized.

i

Far the Regident who was affected by the
allegnd deficient practice, the ranscription
error was cortected and action was put in
place to make sure the foley catheter
irrigation was completed as ordered.

There were to other [oley catheters in the
facility at the time of the alleged deficient
practics,

T'o assure that (his situstion does nol oeeur
Cagain, the Director of Nursing dey cloped a
putiey on MD Order Verification to have e
ADON, Lend LN, e RN Bupervisor
revimy e aeenrsey of 100%% transcribed
WALD orders after they have been received by
the licensed practical nurses ar registersd
aurses on the narsing uaits,

Any errors that are d)suwucd are 1o be
corrected immediately, The nurse wha
caused the iranxur%pum error will rocetve A
wrilten counseling,

The DON witl periom an andit of 10% of
the ranycrihed orders quearterly. The ;
sutcomes of this mamtoring will be reportad

EORK LRS- ZEET02-88) Pravious Versians Sbeciale Evizerd 10 0600512
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- ohe resident (#6) of the welve {12) sampled

¢ resitients, The facility did not franscribe an order
| for irvigation of a urinary catheter; theretore,

: Resident #5 did not recelve the irrigation for three
Cdays.

The finclings include:

Review of the facility's policy M1, Crder
Varification, effective date 05/10/11, revaaled the
facility must maintain accurate clinical records on
wach resident in accordance with accepled
‘professional standards and practices. This policy
was to provide a double check system for
- accuracy of transcribing M.D, arders. When an
| order was received it would be transoribed
according to accepled standards. All orders :
“waotid be reviewed by the (Assistant Director of
- Nursing) ADON/unit manager/RN supervisor for
' accuracy. The MAR/TAR (Medication
- Administration RecordfTraatment Administration
- Racord) or other documerniation that the order
was transcribed on would be dated and initialed.
i if an error ocourred during tranacription, the error

i

¢ making the error would be documented,

- Record review revealed the facility adnutted
. Resident #5 on 04705/ 11 with diagnoses of
i Urinary Tract Infection, Urinary Retention
! secondary to BPH (Benign Prostatic |
| Hypertraphy), Secondary Acute Renal Faiture and |
- Dehydration, The hospital Discharge Instruction

| Sheet dated 04/06/11 indicatad the facility was o

change the residents' Foley catheter every 4-8
. wenks and irigate the catheler twice & day with

[would be corrected and giscussion with the nurse |

. steriie waler. in addition, It stateg see physiciang'
- note dated 03/23/11. Review of the physicians’

) ) i R-C
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Assurance Cogmitiee by the DON [ assure
conitinued compliance with this regrlation.

i

Responsibiliey: Director of Nursing,

FORM CMS-2807{02-08) Previous Versivsrs Obsalets

i
Euont [ ueDoE

Faclily % 100513

i coptinuation shoeet Page 11 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
DENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/16/2011
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERSUPPLIERICLIA
ABD PLAK OF CORRECTION IDENTIFICATION MURMBER.

185305

{8y UL TIELE CONSTRUCTHON I DATE SURVEY
COMPLETED
A DUILDING ~
- RG
CBVING e
o ‘ 06/02/2041

N.b AE OF FROVIDER OR SUPPLIER

SPRINGHURST HEALTH AND REHAB

STREET ADLRESS, CITY, STadE,

AP CTDE
3001 N, HURSTBOURNE PKWY,
LOUISVILLE, KY 40241

o)

note dated 03/723/11 ndi c,ated the facility was o
irrigale the catheter twice a day with sterile water,
| change catheter every 4-6 weeks, do not aliow
the cathetsr to pull on the penis and secure
cathater to the thigh. The admission orders
transcribed by the facllity, dated 04/05/11,

to bedside dralnage-yes-na (blank), change
catheter every 30 days-yes is circled, and cath
diagnosis- BPH. Page 5 of § indicated: F/C to

| BSLY, FIC care g shift, and change F/C g30d. The
orders did not indicate the catheter was to be
frrigated twice a day, secured fo the thigh, and
free from pulling oh the penis. A nurses note and
" physician order dated 04/08/11 indicated the

. facility did not obtain the order to irrigata the

[ catheter untit 04/08/11, thiee days after

1 admission,

interview with the ADON, on 06M10/11 at
12:40pm, revealed the floor nurse transcribes

; new admission orders, She reviews the arders

| the next day or as soon as she can, however, did

| not ses the ordel gither for three (3 } days,

' Sometimes it might be a coupls of days,

| Bspe :aiiy at the end of the month, it couid be

| three (3} days due to monihly review of the new

j MAH 5 ahd TARS.

Qbservation, on 0&13/11 at 11:30am, revealed
Resident #5 up in a chalr in histher reom, The
“catheter was secured to a leg bag tor drainage.

|

{

|

revealed a section for Foley Catheter gize (blank),

i

i
¢

H

H
H
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