Feb. 20. 2013 3:36PM  Kindred Northfield Centre No. 3313 P 2
DERPARTMENT OF HEALTH AND HUMAN SERVICES P R ORM Aredr201S
CENTERS FOR MEDICARE & MEDICAID SERVICES . . . OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING
185179 B, WING 01/1 0/2013
| NANIE OF PROVIDER UR SUBBTIER STREET ADDRESS, GITY, STATE, ZiF CODE | m———
, 6000 HUNTING RD,
KINDRED TRANSITIONAL CARE AND REHAB-NC_JRTHFIELD LOUISVILLE, KY 40222

e SUMMARY-S TATEMENT-O R DERICIENGIES:

i

-~ RROVIDER'S BLAN OF- CORRECTION — — — e (X6

The facility must inform the resident both oraily
and in writing in a language that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities durlng the stay In the facility. The
faciilty must also provide the resident with the
notice (If any) of the State developed under
§1919(e)(6) of the Act. Such notification must be
made prior to or upon admisslon and during the
resident's stay. Regeipt of such information, and
any amendments to it, must be acknowledged in
writing, -

The facility must Inform each resident who is
entltied to Medicaid benelits, In writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicald of the
items and services that are included in nursing
facility services under the Slate plan and for
which the resident may not be charged; those
other items and services that the facliity offers
and for which the residant may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified In paragraphs (5)
(x)(A) and (B) of this section.

A (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL | BREFIX (EACH CORREGTIVE AGTION SHOULD BE CoubLeTIoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS- HEFERENgEgIE%‘:;I}E APPROPHIATE DATE
DEF
F 000 | INITIAL COMMENTS " Foo0
A standard health survey was conducted on
01/08/13-01/10/13 and & Life Safety Code survey
was conducted on 01/08/13 wlth deficiencles
citad at the highest scope and severity at an "F*.
The {aclilty had the opportunlty to correct the .
deficiencies before imposition of remedies would
be recommended, .
F 156 483.10(b)(5) - (10), 483.10(b){(1) NOTICE OF F 156 ) S . .
§5=G | RIGHTS, RULES, SERVICES, CHARGES s oo theconteriscredivi

Preparation and/or execution of this plan of correction
does not constitute admlission or agreement by the
provider of the truth of the facts alieged or conclusipns
set farth in the statement of deficiencies. The plan of
carrection (s prepared and/or exécuted solely because
it s reguired by the provisions of federal and state law,

Fi156 Notice of Rights, Rules, Services,
Charges

It is the practice of Kindred Transitional
Care and Rehabilitation — Northfield to
notify each resident, in the appropriate
format, when services are no longer covered
under Medicare.

The SNF Determination on Continued Stay
denial notice is being sent to residents or

: responsible party when resident no longer

qualifies for Medicare benefits and is staying
at the center or leaves the SNF with
Medicare days remaining.

The facility provided unsampled residents A,
B, and C with appropriate letters on 1/14/13
addressing the information on how {0 contact
the Quality Improvement Organization.

2/18/13"

maomrw A'S OR Pﬂowb?s?? 75 ESENTATIVES SIGNATURE

Kottty

‘Any deﬁclency statemant ending with an asterlsk (*) denotes a deflelency which the institution may be excused from correcting provfblng Itis de:e
other safeguards provide sufficlant protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided.
days lollowing the date these documents are mada avallabls to the facllity.
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| including any eharges for services not covered

The faciiity must Inform each resident before, or
at the time of admlssion, and perlodically during
the resldant's stay, of services avallable In the
facliity and of charges for those services, .

under Medicare or by the facility's per diem rate.

The facllity must furnish a writtsn description of
legal rights which Includes:

A desecription of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing eligibillty for Medicaid, including
the right to request an assessment uhder section
1924(c) which determines the extent of a couple's
non-exemplt resources at the time of
ingtilutionalization and attributes to the community
spouse an equltable share of resources which
cannol be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certlfication
agancy, the State licensure office, the State
ombudsman program, the protection and
advooacy network, and the Meadlcald fraud contro!
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property In the
tacliity, and non-compliance with the advance
directives requirements,

The facifity must comply with the requirements

non coverage letter with appropriate appeal
‘rights were issued to them on 1/14/13.

b :
An audit was completed on. all residents |
within the last 90 days who were discharged :
to make sure letters were issued, Any:
resident found fo have no letter will have a
comected letter sent out by 02/12/13, The
letters of appeal that the facility provides to .
the residents have been revised to reflect the
name, address, and phone number of the .
Quality Improvement Organization. This
was completed on 01/31/13.
Social Services and or the assistant social’
services will maintain a tracking form to
ensure signed letters are returmned.
The SDC educated social scrvices, case
management, and the BOM on appeal letters, |
denial letters, and tracking forms. Staff was
determined  competent  through  re-
verbalization of instructions and testing of
knowledge. ‘
Case Management starting 01/17/2013 will .
track all letters on a form to ensure they are
all remmed, The Business Office Manager
will audit the Case Manager on a monthly’
basis for the next 6 months to ensure all
letters that are scot out are returned and
signed.
The Business Office Manager and/or Case
Manager will present the results of the
tracking form to the Performance ‘
Improvement committee for review monthly
for the next & months and will provide '
appropriate actiong as needed. The

'
1
1
[

Exceuntive Director is responsible for overall
compliance. ;
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specified in subpart | of part 489 of this chapter
related to malntaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and
provide written information 1o ali adult residents
concerning the right 1o accept or refuse medical
or surglcal treatment and, at the individual's
option, formulate an advance dlrective. Thls
Includes a written descriptioh of the faclity's

| policies 1o implement advance directives and

applicable State law.,

The facilty must inform each resident of the
name, speclalty, and way of contacting the
physiclan responsible for his or her care.

The faclity must prominently display in the facliity
weltten Information, and provide to residents and
appllcants for admission oral and written
information about how to apply for and use
Medicare and Medicald benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT Is not met as evidenced
by: ‘
Based on closed record review and interview, it
was determined the facility falled to snsure
Medicare A residents were Issued a "Notice of
Medicare Provider Non-coverags® letter upon
termination of all Medlcare Part A services for
threa (3) of three (3) closed record reviewed, The
facillty failed to issue a non-coverage letter, with
information on beneficiary appeal rights for those
residents that were discharged from the facllity
alter Medicare Part A services were terminated.
The facllity only provided that Information to those
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Continued From page 3.

resldents who continued to reside in the facility
after Medicare Part A services were terminated.

The findings include:

The facility did not have a specific policy related
to Non-coverage lstiers. The corporate
represemtative Indicated the faclilty followed the
federal regulation guldalines for Medicare
beneficiaries. The facility stated no resident had
requested an appeal.

Review of the facillty's admission/financlal
agreement revealed the facility provided
Information on how the resident could apply for
bensfits under Medicare and Medicaid. A copy of
a blank Natice of Medicare Non-coverage letter
was included In the admisslon packet and
provided to the resldent of responsible party
during the admission process.

1, A closed record review of Hesident #14's
clinical record revealed the facility admitted the
resident on 11/20/12 for skilied services under
Medlcare Part A. The record revealed the
resldent was discharged to home on 12/04/12

‘with remaining skliled days left. However, the -

facility failed to issue a Notice of Medicare
Non-coverage latter with appropriate beneflclary
appeal rights. ’ .

2. Aclosed record review of Resident #15's
clinical record revealed the facility admitted the
resident on 07/10/12 for skllied services under
Medicare Part A. The record revealed the
resldent was dlscharged from Medicare Part A
skliled services on 08/17/12 with remalning skilled
days left. However, the facllity failed to issue a

F 156
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Notice of Medicare Non-coverage letter with
appropriate beneficiary appeal rights,

3. A closed racord review for Unsampled
Resident A revealad the facility admitted the
resldent for skilled services under Medicare Part
A. The record revealed tha resident was
discharged to home on 08/26/12 with remaining
skliled days lefl. However, the facility failed to
issue a Notice of Medjcare Non-coverage letter
with appropriate beneficiary appeal rights.

Interview with the Case Manager/MDS
Coordinator, on 01/09/13 at 11:10 AM, revealed
she was responsible for Liabillly Notices &
Beneficiary Appeal letters after a resident's
Medicare Part A sKilled services were terminated.
She stated she only issued those letters io ‘
resldents whao will remaln in the facility under a
different payor source. She said she had not
provided the notice of non-coverage to residents
who were discharged from the facility even
though the residents had not exhausted all thelir
skilled days, :

Review of the Llabllity Notices & Beneficiary
Appeal letters provided to Unsampled residents
A, B, and G (who still reslde In the nursing facllity)
revealsd the notices had Information regarding
appeal rights; however, did not provide a
telephone number or address on how fo contact
the Quality Improvement Organization
(independent reviewer authorized by Medicare to
review the decision fo end skilled services).

Continued Interview with the Case Manager, on
01/10/13 af 11,00 AM, revegled the former case
| manager provided the notices and she was given

FORM CMS-2567(02-98) Previous Varsions Obsolets Bvent 1D:5D6311 Facliity ID: 100233




Feb. 20. 2013 3:36PM  Kindred Northfield Centre ‘ No. 3313 P 7

PRINTED: 01/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES COMB NO. 0838-0391
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: . COMPLETED
A BUILDING
B. WING
, 165179 01/10/2013
| NAME OF PROVIDER OR S0FFOER ™ STREET ADDRESS, CITY, STATE, ZIP CODE T
: ‘ - 8000 HUNTING RD.
HAB-NORTHF
KINDRED TRANSITIONAL CARE AND RE [ELD LOUISVILLE, KY 40222
iy i |~ — ———SUMMARY. STATEMENT-QF-BEFICIENGIES @ PROVIBERS-PLAN-OF-GORREGHON— - oty - -
PAEFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY OR L5C [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
C DEFICIENGY)
F 156 | Continued From page 5

the responsible about a month ago. Sha stated
she recelved a quick training from the former
case worker. She was told the Medicare notices
ware not provided to rasidents that were going
home, even if they had skilled Medicare days left.
She stated there was an online updated
informatioh regarding Non-coverage letters on
10/04/12, However, that was before this case
manager was respensible for the notices,

Review of the 10/04/12 corporate oniine updata
Information regarding Non-coverage lettars
revealed a quick grld reference that Indicated
Non-coverage notices wers to be provided to all
residents receiving Medicare Part A sKliled
coverage that had benefit days remaining. The
grid included those residents who were
discharged home or to another facility.

F 250 483.15(g)(1) PROVISION OF MEDICALLY
§58=0 | RELATED SOCIAL SERVICE

The facility must provide medically-related social
services to attaln or maintain the highest
‘practicable physical, mental, and psychosotial
well-being of each resldent.

This REQUIREMENT is not met as evidenced
by -

Based on abservation, Interview, and record
review, it was determined the facliity failed fo
Idemitlfy and assess behavior problems for twa (2)
of sixtesn (16) sampled residents and elght (8)
unsampled residents (Residents #4 and #9), The

of noncompliance with a treatment plan, distress
over famlly relationships, sadness, and long

facility failed to address Resident #4's behaviors -

F 156

F 250 | This Plon of Correction is the center's credible
allegation of complionce.

Preparation and/or execution of this plan of correction
does not constirule admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plon of
correction s prepared andfor executed solély becouse
it is required by the provisions of fedaral and state law.

F250 Provision of Medically related Social ~ 2/18/13
Service

1t is the practice of Kindred Transitional

Care and Rehabilitation - Northfield fo
identify and meet the needs of residents.

The Social Service Director and Social
' ‘Service Agsistant were in serviced by the
Executive Director on 2/4/13 on the policy
regarding identifying and meeting needs of
residents, |

]
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F 250 Continued From page 6 F 260} The issue relating to resident #4 is being
dlstance from family and friends. The facility addressed and discharge to a center closer to
falled to address Resident #9's noncompliance home is planned for the first weekend in
Witf’! Sa‘ety In order to imp'rove the res'dent\s Februal_-Y. Resident #9 ig wo[king with
abllity to manage the environment safely. social services his center appointed staff
Angel to remove items from the room. The
The findings include: Social Service Director and- Social Service
‘ 9 ’ agsigtant have been in serviced on |
documentation expectations and care plan
1. Observation of Resident #4, on 01/09/13 at - process by the SDC on 1/31/13
9:00 AM, revealsd the resident was teary-eyed . ' . ‘
and wiping eyss when talking about bsing far An andit of 100% the residents was -
from horne and famlly. completed by 2/12/13 on the content of |
Social Services documentation as it pertains .
Interview with Resident #4, on 01/09/13 at 9:00, to the regident needs,
AM, revealed the resldent was from another state
and missed contact with family and friends. The The results of the audit will be discussed at
resident stated support from the family was the monthly PI meeting for twelve months by
difficult dus to the distance from home and was the Social Service Director, The Executive
concerned regarding assests the family might be Director i ) i
taking. The resident verballzed feeling anxious o o 18 responsible to ensure the standard
and depressed and wanted to go home as soon as been met and is overall responsible for
as possible. The resident stated a discharge had compliance.
been planned for the upcoming weekend;
however, the resident had not made enough
progress so the discharge was cancelad. The
resldent revealed feelings of disappointment and
distress over the events and stated a long
hospital stay when very [l made things worse.
Review of the clinical record for Resident #4,
revealed the facility admitted the resident with
dlagnoses of Respiralory Failure, Congestive
Heart Fallure, Anxiety and Depression, The
facillty completed a quarterly Minimum Data Set
{MDS) assessment of the resident on 11/30/12
which revealed the resident was cognitively intact,
required extensive assistance with all care needs,
FORM CMS-2567(02-88) Pravious Versions Obsolste Event ID:6D8311 Facillly ID; 100233 “If continuation sheet Page 7 of 39
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folt tired and down and raceived antlandety
meadication and an antidepressant.

Review of the care plan for Resident #4, revealad
the resident received medications for Anxlely and
Depression; however, the resident's anxiety and
depression and the behaviors resulting from the
resident's medical condition and long hospital
stay were not addressed excapt for the resident
cuwrsing at the staff,

Revlew of the notes written by the psychlatric

“team on 08/19/12, revealed the resident was

focused on the conflict between children, thought
the son had stolen money and was tearful and
crying. On 11/29/12, the notes Indicated the
resident was distressed especially due to the
upcoming holldays. In addition, the resldent was
worrled regarding the removal of the
tracheostomy tube coming soon.

Interview with the Soclal Service Dirsctor (SSD),

on 01/09/13 at 5:00 PM, revealed Resident #4's
discharge was postponed due to lack of progress

- | with the résident becoming more independant,

He stated the resident refused io participate in
the restorative program frequently after
diacharged by physical and occupational therapy.
He was not able to locate a care plan addressing
the resident's behaviors or an updats of the
discharge plan last addressad on 08/20/12, He
stated the care plan should have addressed the
regident's anxiety and dapression as well as the
discharge plan changes.

He Indicated he was the team member
responsible for monltoring residents' behaviors
and psychotropic medications.

F 250
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F 250 | Continued From page 8 Fas0

Intarview with the Director of Nursing (DON), on
011013 at 9:00 AM PM, revealed her .
expectation was that the care plan team would
address the residents needs, She stated she did
nol review resident care plans for completeness.

2. Observation of Resident #9, on 01/08/13 at
10:30 AM, revealed the resident's room contained
three bookshelvas, a plastic multi-drawer storage
unit, a large reclining chalr, a dresser, and
numerus bags of personal clothing and items
storad on the floor and under the bed, In
addition, there were papers, books, and
magazines on the floor. The room was a
semi-private room and the other bed was not
accupied,

interview with Resident #9, on 01/08/13 at 10:30
AM, revealed the resident knew the room was
crowded. The resident staled that the items
mads the room more home-like, and the famlly
would bring In anything needed, The resident
staled the facility had asked several times for the
clutter to be removed; haowever, the resident had
ignored the requests, The resldent was
agreeable to decreasing the clutter after fire
safety isaues wers discussed.

Aeview of the clinical record for Resident #9,
revealed the resident had diaghoses of Anxlety
and Depression. The facility completed a
quarterly MDS assessment on the resident on
11/2112 which revealed the resident was
cognitively intact and required extensive
assistance with care needs. The resident
recelved an antlanxiety medication and an
antidepressant, The resident complained of |
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tiredness, feeling down and had dlfficulty
sleeping.

Review of the care plan for Resldent #9, revealed
the hoarding behavior of the resident was not
addressed.

Interview with the SSD, on 01/09/13 at 9:45 AM,
revealed Resident #8 did not have & care plan to
address the clutter problem. He stated the
resident was uncooperative with the facility
requests. He ravealed the problem should be
addressed by the care plan team to develop a
plan to assist Resident #9 In reducing the clutter

| in the room, making the room safer.

Interview with the DON, on 01/09/13 at 3:50 PM,
revealed her expsctation was that the residents’
care plans should address problems and the

hoarding behaviar should have been addressed.

Interview with the Social Services Dirgctor, on
01/09/13 at 5:00 PM, revealed the facillty did not
have a policy for management of resident
behaviors.

F 279 483.20(d), 483.20(k)(1) DEVELOP

8s=D | COMPREMENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and ravise the resident's
comprehensive plan of cars.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identifled in the compreheansive
assessment.

F 250

‘F279

This Plan of Carrection is the center's credible
allegation of complinnce,

Preparation endfor execution of this plan of correction
does not constiture admission or agreement by the
provider of the truth of the fagts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state lo,

F279 Develop Comprehensive Care Plans

It is the practice of Kindred Transitional 2/18/13

Care and Rehabilitation - Northfield to have

comprehensive care plans that include
] .
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The care plan must describe the services that are
to be furnished to aftaln’ or malntain the resident's
highest practicable physical, mental, and
psychosocial wall-belng as required under
§483.25; and any services that would otherwise
be required under §483.25 bt are not provided
due to the resldent's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by: '

Based on observation, interview, record view,
and review of the faclilty's policy, the facility falled
to develop comprehenslive care plans based on
the results of the Minimum Data Set (MDS)
assessments for two (2) of slxteen (16) sampled
residents and eight (8) unsampled residents,
Resldents #3 and #4,

The findings include:

Revlew of the facillty's policy, titled Care Plans:
Resldent Care/Assessments, dated 01/07/12,
revealed the Plan of Care was developed within
seven (7) days after completion of the MDS and
Care Arga Assessment (CAA), The care plan
would address the resident's needs, strengths,
and preferences identlfied In the comprehensive
assessment, The resldent's condition and the
effectiveness of the care plan would be monltorsd
by a team of qualifled persons who revised the
care plan quarterly, annually, in the event of a
significant change in the resident's condition, and
mors frequently if needed.

o (R | SUMMARY. S TATEMENT. QFLDRRICIENGIES - - »— ememem e[l -~ PROVIDER'S PLAN-OF-GORRECTION - —— ]
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION 8HOULD BE
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DEFICIENCY)
measireable objectivities and timelines to
F 279 Continued From page 10 F 279 meet resident’s medical and mental needs,

- The Interdisciplinary Care Planning team
will assess residents and complete a
comprehensive care plan based on the
assessment.

The care plan of Resident #3 was updated to
reflect at risk for falls. Appropriate
interventions, goals, and approaches were
placed on care plan of Resident #3 by MD$
Care Plan Coordinator. This was completed
on 01/10/2013. Resident #4 met with IDT
on 01/14/2013 and the family was called to
plan a discharge for the resident, A facility
eloser to the family was found in Tennessee,
and discharge planning was started on
01/15/2013 by social services.

All Nurging staff education was conducted
on proper care planning processes by the
Staff Development Coordinator. Staff

proper interventions. Staff educated on
identifying psychosocial needs appropriately
and documenting the needs on the care plan
with appropriate interventions by the Staff

Development Coordinator. Nurging and

01/29/2013, Education was completed by the
Director of Nurging Services and the SDC.

All residents were re-assessed for risk for °
falls on 01/29/13 by the Director of Nursing -
Services, the Asgistant Director of Nursing
and the MDS Care Plan Coordinator. All
residents at risk for falls have care plan
updates completed by 01/25/13. Any
regident who triggers during the MDS

educated on measurable objectives, goals & |

social services staff completed education on

R
COMPLETION
DATE

i
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assegsment process will have a care plan
F 279 Continued From page 11 F 279| completed for all areas triggered. Beginning !
1. Record review revealed Resident #3 was 01/10/2013 and ongoing. -
admitted to the facllity on 10/25/05 with dlagnoses r
of: Generalized Pain; Anemla; Aphasia; All residents were asse il
Hypertension; Typs Il Diabetes; Seizuré Disorder; needs ;‘i 01/18/2013 b;s&iﬁrri?’%c'}?oclal ’
and Esophageal Reflux. Review of the MDS team. . Al residents identified upon ‘
Annual Assessment, dated 12/12/2012, revealed . D '
Residant #3 triggered for falls within the CAA assessment were care planned and
summary. Hevi f Resid . appropriate interventions were put in place.
ry. Heview af Hesident #3's This was completed on 01/18/2013
compraehenslve cars plan, dated 12/12/12, § Was completed on : ;
revealed a care plan was not developed for falls, . .
Further Teview of 1he care plan and arrus) VDS The SDC educated all licensed staff on care |
assessment, dated 12/12/12, revealed Resident - planning processes, identifying psychosocial |
#3 required extensive assistance with Activities of needs and appropriate fall assessments. The
Daily Living (ADLs), Including transfer which education was verified through testing to
required two (2) staff members using a ensure all staff were competent in the care
mechanical lift, plan process. This was complsted on
01/18/2013. ‘
Observation, on 01/08/13 at 12: 01 PM, revealed X ) f
Reslident #3 was in a geri chair in the day area The Director of Nursing or clinical case -
adjacent to the nerth nurses' station. Resldent #3 manager will monitor through resident |
was dressed in a blue smock-type dress, and record review (care plan), monthly for three
covered with a blanket. Entaral feeding (Glucerna months, then at least quarterly, to assure
1.2) was infusing par pump at 60cc/hr. Resident each resident has a comprehensive care plan.
#3's eyes were open. The Executive Director is responsible for
overall compliance.
Interview, on 01/09/13 at 11:45 AM, with Certified
Nursing Asslstant (CNA) #4 revealed a
mechanical fift was used when transferring
Resident #3, -
interview, on 01/10/13 at 10:40 AM, wiih the MDS
Coordinator, reveaied Resident #3 should have
been care planned for falls based on the results
of the annual MDS assessment. In addition, she
sald the resident's history of a selzure disorder,
his/her visual limitationg, aphésia, and hlsther
total dependency on staff for ali ADLs including
extengive assistance with transfers placed
Faclfily 1D; 100233 If continualion sheet Pagas 12 of 39
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him/er at risk for falls. The MDS Coordinator
stated the MDS staff, licensed nurses, and other
interdisciplinary Team (IDT) members weare
rasponslble for ensuring comprehensive care
plans wera completed and were current. The
MDS coordinator did not know exactly why a falls
care plan did not exist, only that this triggered
areq was.apparently missed when the care plan
was developed,

F 279

Interview, on 01/10/13 at 10: 55 AM, with the
Director of Nurses (DON) revealad If & problem
triggered during an Initial, annual, or quarterly
MDS gssessment, it should be care planned by
the staff member who completed the
assessment. However, the MDS Nurse was
responsible for ensuring all comprehensive care
plans were complete. If a resident was Identified
to be at risk for falis, a risk assessment should be
conducted by the unit nursing staff, the nurss who
completad that assessment should update the
cars plan to reflect the inferventions inllated to
protact the resident. The ultimate goal of a fall
care plan was to ensure the resident was
protected from Injury.

2. Observatlon of Resldent #4, on 01/08/13 at
-10:30 AM, ravealed the resldent was observed to
be distressed and teary syed remembering the
long liness that brought the resident to the
facility.

{ Interview wlth Resident #4,-on 01/08/18 at 10:30
AM, revealed the resldent folt sadness and
anxiaty over belng away from family living in
another state.  The resident stated family

F 279
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Continued From page 13

support was limlted and there were problems with
a member of the family stealing money,

Revlew of the clinical record for Resident #4,
revealed the facllty admitted the resident with
diagnoses of Anxlety, Depression and Resplratory
Failure, The facllity completed an adrmlssion
MDS assessmaent on the resident on 09/14/12
which revealaed the resident felt down, tired and
took fittle pleasure in interests. The resident

‘received antidepressants and antianxiety

medlcations.

Review of the care plan for Resident #4, revealad
the resident's anxiely and depresslon symptoms
were not addressed on the care plan,

Interview with the Soclal Services Director, on
01/09/13 at 5:00 PM, revealed he was aware of
Resident #4's behaviors; however, he did not
develop a care plan for the behaviors and had no
explanation. Me stated the behaviors should
have been addressed to agsist the resident in
coplng with admission. '

Interview with the MDS Coordinator, on 01/10/13
at 10:20 AM, revealed each discipline was
responsible to davelop a care plan and social
setvicas should have addressed the behaviors,
She stated the care plan team normally
addressed behaviors and Resldent #4 should
have been addressed, She indicated that she
does not oversee the care plans of other
disciplines.

Interview with the Director of Nursing, on

01/10113 at 10:40 AM, revealed Resident #4's
behaviors should have been addressed by the

F 279
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F 279 Continued From page 14 F278
care plan team. She revealad she did not
oversee the care plans. -
F 2801 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 This Plan of Correction is the center's credible
a5=£ | PARTICIPATE PLANMNING CARE-REVISE CP allegation of compliance.

Freparation ond/or execution of this plan of correction

The resident has the right, unless adjudged doés not constirute admission or agreement by fhe

incompetent or otherwlse found to be - rovider of the truth of the facts alis
Incapacitated under the laws of the State, to ?gl forth mf the m;gmfm ,,ﬂi;;;'fﬁif "5{;’ ;ﬁfi;“

participate In planning care and treatment or correction is prepared and/or executed solely because

changes in care and treatment, . it is required by the provisions of federal and siatz law.

A comprehensive care plan must be developed F280 Right to Participate in Care Planning

within 7 days after the completion of the It is the practice of Kindred Transitional 02/18/2013
comprehenslve agsesament; prepared by an - ' Care and Rehabilitation - Northfield to allow
Interdisciplinary team, that Includes the attending residents to participate in care planning

physician, a registered nurse with responsibility reviews.

for the resident, and other appropriate staff in
disciplings as determined by the resldent's needs,
and, to the extent practlcable, the paricipation of

Residents 4, 5, 6, and 9 care plans were
assessed and updated to reflect all

the resldent, the resident's family or the resldent's appropriate interventions, goals, and
legal represantative; and periodically reviewed approaches. The MDS Care plan |
and revised by a team of qualified persons after coordinator completed on 01/14/2013 i

pach assessment.

_All residents with non-compliance with plans
of care were assessed and areas were
address on the care plans by the MDS care
plan coordinator and this was completed on

This REQUIREMENT is not met as evidanced 01/29/2013. All residents identified as

by: 4 having psychosocial needs were care

Based on obssrvation, interview, record review planned appropriately with measurable

and facillty pollcy reviaw, It was detérmined the goals, interventions, and approaches. This
tacility falled to revise four (4) of sixteen (16) was completed by Social Services on ‘.

sampled residents and eight (8) unsampled 01/18/2013,
résldents (Residents #4, 5, 6, and 9) care plans. :
The facillty failed to revise'the care plan for
Resident #4 when tracheostomy tubs was
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F 280 | Continued From page 15 F 280 All residents were assessed by tho MDS care :~‘

plan coordinator, Director of Nursing
Services and Assistant Director of Nursing
using bladder evaluation tools for
appropriate climination status. Care plans |
were updated with appropriate o
interventions. This was completed by !
01/22/2013, All staff was educated by the |

removed, when tube feeding was discontinued
and when the resident was digcharged from
therapies and transferred to restorative nursing.
The facillty failed to revise the care plan for
Resident #8 when hoarding behaviors began,

Findings include: SDC on 01/29/2013 for appropriate |
assessment and care planning of :

Review of the facllity's policy regarding Qualiity of - | elimination status and toileting needs. The |

Care, Revised 08/31/11, revealed a dacline or SDC tested staff competency through tests

lack of improvement was unavoldable if the and re-verbalization of instructions

resuli% of the Interventions were evaluated and regarding appropriate assessments and care |

revised, if necessary. plan technigues on glimination status and
toileting needs, This was completed on

Review of the facility's policy regarding Care
Plans, dated 01/07/12, revealed the care plan
would be consistent with resident's spacific
conditions, needs, risks, behaviors, preferences
and revised to reflect the resident's current

01/29/2013.

Review of all care plans was completed by
the MDS care plan coordinator on
01/29/2013. The revicw was to agsess that

status,
all interventions, goals, and approaches arc
' '| appropriate, All care plans were updated
1. Observatlon of Resident #4, on 01/08/13 at that were identified to have a problem by the
10:30 AM, revealed the resident did not have a MDS care plan coordinator.
tracheostorny or a tube feeding, The resident :
had nasal oxygen In place and the tracheostomy Al Nursing staff education was conducted .
site was covered. on proper care planning processes by the
. ‘ SDC. Staff was educated on measurable
Interview with Resldent #4, on 01/08/18 at 10:30 - objectives, goals & proper interventions,
AM, revealad the resldent no longer had a Staff educated on identifying goals and |
trachsostomy and did not receive tube feadings. interventions that need to be discontimued |

Review of the clinical record for Resident #4, §md deve}op ing new appropriate

revealed the facility admitted the resident with mte“fm?ns' (I)Eﬁu;??g%v{:thtg llsséag was-

diagnoses of Resplratory Fallure, Congestive completed on 0172 Y L1E DL

Heart Fallure, Depression and Anxiety. The Testing was completed on 01/29/ 20.1 3to

facility compléted an admission Minimum Data assess staff competency and education
kmowledge.
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Set (MDS) assesament on 09/14/12 which
revealed the resident had feelings of being down,
tired, and had little Interest In any events. The
resident received tube feeding and had a
tracheostomy. The resident was not compliant
with restorative nursing interventions.

Review of the Psychiatrist notes far 10/21/12,
revealsd Resident #4 expressed distress
regarding the relationship with the family. On
11/29/12, the resident revealed increased anxlety
and sadness regarding the upcoming holidays
away from family and concern over safety
regarding the plan to remove the trachaostomy.

| On 12/20/12, the resident was agitated and upset
with the staff over the care recsived.

Heview of the Nursing notes for 12/04/12,
revealed Resident #4 was placed in contact
precautions for a Urinary Tract Infection requiring
isolation.

Review of Resident #4's care plan, revealsd the
resident's concerns regarding the holldays,
concerns regarding the removal of the
tracheostomy, noncompillance with restorative
nursing and the effects of being in isolation were
not addressed by the interdisciplinary care plan
team. :

2. Observation of Resident #9, on 01/08M2 at
10:30 AM, reveaied the resident In bed with tha
head of the bed slevated. The resident's room
was cluttered with extra furniture filled with
personal items, books, magazines and papers,
There were numerous bags of belongings stored
oh tha fioor and under the hed,

e (A D o e SIMMARY-STATEMENT OF -DERIGIENGIBS-- v -+ o imar ) o o fomioc— PROVIDER'S AN OF SORREGTION- —moe - - gy .- --
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION S8HOULD 8E COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CHROS5-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 280 | Conllnued From page 16 F280) The Director of Nursing or Assistant

Director of Nursing will monitor and review
the letters sent by MDS to residents and -
families and through record review at least ,
monthly for twelve months to assure the .
special needs of residents are addressed.
Findings of auditis complted after initial
audits from 1/29/13 will be presented at PI.
committee monthly for 12 months by tha“

DNS. The Bxecutive Director is responsible '

for overall compliance

“The Director of Nursing or Clinical Case
Manager will monitor through record
review at least monthly for three months,
then at least quarterly, to assure the special -
needs of residents are addressed. The
Executive Director is responsible for overall
compliance
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1 Ghironlc Obstructive Pulmonary Disease. The

interview with Raesident #9, on 01/09/13 at 8:25
AM, revealed the resident had discussed the
condition of the room with the Soclal Services
Director; however, there were no plans 1o resolve
the clutter. The resident indicated a wilingness
to resolve the concerns,

Review of the clinlcal record for Resident #9,
revealed the facliity admitted the resident with
diagnoses of Depresslon, Anxiety, Diabetes and

facility completed a quarterly MDS assessment
on 11/21/12 which revealed the resident wag
cognilively intact, required extensive assistance
with care needs, and was incontinent,

Review of the care plan for Resident #9, revealed
the resident’s behaviors of hoarding were not
addragsed.

intarview with the Soclal Services Director, on
01/09/13 at 5:00 PM, revealed no plans wera in
place to resolve the clutter in Resldent #3's room.
He stated attempts had been made In the past to
have family members remove items; however,
the attempts weare not successful. He stated the
concern was not on the care plan nor had the
Interventions been revised to atternpt to unciutter
the resident's room. He stated no current plans
waere in place. .

3. Observation of Resident #5, on 01/08/13 at
11:00 AM, revealed the resident sitting in a
wheelchalr in the day room. A Gastro-leeding
pump was turned on with a rate of forty (40)

‘milliliters {cc's) an hour connected to the Gastrle
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tube of Resident #5, Observation, on 01/08/13 at
2:35 PM, rovealed Resident #5 In bed, sleeping,
with an infusion pump for tube feeding going at a
rate of forty (40) cc's an hour. Thers wera ho
observations of Resldent #5 eating food by
mouth.

Reviow of the clinlcal record for Residant #5
revealed the facilily admitted the resident on
12/09/08 with the diagnoses of Malignant
Neoplasm of the Brain, Kidney Failure,
Meningococeal Infection, Venous Thrombosls,
Hyperiension, Diabstes and a Selzure Disorder.
The facliity compisted an annual Minimum Data
Set (MDS) assessrent on 01/17/12 which
revealed the resident was not Interviewable and
had a feeding tube. Resldent #5 recelvad tube

feedings. Resldent #5 received nothing by mouth |

(NPQ) since 0B/13/12.

Review of the care plan for Resldent #5 revealed
a self care deflcit identified on 03/27/09 which
requlred assistance with the activities of dally
fiving (ADL's), including eating. An approach
dated 04/06/09 was listed to allow Resldent #5
enough time to fead his/hersell. The polential for
aspiration due to Impalred swailowing was dated
04/06/089 with the goal of not aspirating by
gagging with food intake, The problem of -
impalred breathing was Identified on 04/06/08
with the intervention date 04/06/09 as keeping
Resldent #5 upright for at least thirty (30) minutes
after eating. The potentlal of an Infection was
identified with an approach dated 04/08/09 to
observe Resident #5 for a loss of appelite.
intervention dated 08/25/10 was to have food
placed In individual dishes. An entry on the care
plan noted that on 08/13/12 Residant #5 became

F 280
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NPO due to a refusal to swallow food. Tha care
plan had not been updated to reflect the status of
Resldent #5 being NFO,

interview, on 01/08/13 at 12:10 PM, wlth Certifled
 Nurslng Asslstant (CNA) #5 revealed Resident #5
wastPO. Resident #5 received no oral food.

Interview, on 01/09/13 at 9:30 AM, with CGNA #6
revealed Resldent #5 never ate oral food.

Interview, on 01/09/13 at 11:40 AM, with the
Dletcian revealed she had updated the care plan
spacific to her department on 12/27/12, noting the
resident was NPO. She revealed she
independently updated the care plan and it was
riot through the interdlsciplinary team (10T). She
stated if another part of the care plan says
Resident #5 eats from individual dishes, it was
not updated,

4. Observatlon of Resident #86, on 01/08/13 at
8:40 AM, revealed the resident in bad in his/her
room. A high back wheelchair was present with
tippers on the back, The bed was against the
wall and a fall mat was on the floor beside the
bed. The same observation was made at 2:30
PM.

Review of the clinical record for Resident #8
revealed the faclfity admitted the resident on
10/12/07 with diagnoses of Cerebral
Degeneralion, Hypertension, Arthropathy,
Parkinson's and Abnormal Welght Loss. The
facility completed a quarterly MDS assessment
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on 10/30/12 which revealed Resident #6 was
always Incontinent of bowel and bladder,

Review of the care plan for Resident #6 revealed
a problem with routine care needs dated
10/12/07. An approach listed was to toilet upon
riging, before and after meals, at bedtime and as
needed. In addition, the care plan noted an
approach of a bladder training program. The CNA
was to chart the number of times Resident #6
was continent and the number of times Resldent
#6 was Incontinent under the bladder training
program. The inftiation date for the bladder
tralnlng program was 08/12/08.

Interview, on 01/09/13 at 9:30 PM, with Certified
Nursing Assistant (CNA) #6 revealed resident #6
was unable to tell staff when he/she nesded to
vald, She revealed there was no charling for a
bladder training program for Resident #6.

Interview, on 01/09/13 at 3:50 PM, with CNA #7
revealed Resident #6 used adult briefs and was
nol on a bladder training program. |n additlon,
she revealed her assignment sheet for Resident
#6 sald "incontinent®, not tolleting program.

interview, on 01/09/13 at 3:50 PM, with Licensed
Practical Nurse (LPN) #3 revealed Resident #6
was not on a bladder training program. She

| revaaled It was the responsibllity of the Unlt
Manager to update the ¢care plans.
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interview, on 01/09/13 at 3:52 PM, with Unit
Manager LPN #4 revealed she was not
responsible to update the care plans. She
ravealed everyone was responsible to update the
care plan as events occurred. She stated the
care plans were reviewsd during the morning
meetings and the MDS staff was responsible for
the accuracy of the care plan.

Interview, on 01/08/13 at 3:40 PM, with MDS
Nurse #1 revealed the other MDS nurse and she
were responslbie to update the care plan with the
MDS assessment, She revéaled if changes
occurred, they (MDS) may update the care plan
between MDS assessments. When an order was
written, the change should go In the care plan
section, she continusd, and the person making a
change In the rasldent's plan of care should
update the care plan. She revealed the objeclive
of the IDT was to make sure the care plan was
being followed through each discipline, She
revealed the importance of the 1DT was so that
ane disclptine was not doing somethi ng different
to counteract the other,

Interview, on 01/09/13 at 3:55 PM, with the .
Diractor of Nursing (DON) revealed a change in
status for the resldent, not just a physician's
order, would create an update for the resldent on
their care plan using a three (3) part form. She
revesaled the CNA assignmeant sheets would be
updated with the update of the resident's care .
plan. She stated the monitoring of the care plans
was done by the IDT. She revealed the IDT go
through the care plan during that resident's care
plan meeting and changes were immaediately

F 280
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updated an the care plan, However, as

-evidenced by Resldent #5 being fed through a

gastric tube and Resldent #8 not on a biadder -

training prograrn as noted on the care plans, the This Plan of Correction is the center'’s credible

care plans were not updated. allegation of compliance,
F 320 fﬁ\l&z};jg)EDHXgYﬂDE Gl-l’f\é'ng 1S FHEE FROM F 329, - Preparation and/or execuiion of this plan of correction
85=D N S8 H does not constitute admission or agreement by the .

. provider of the truth of the facts alleged or conclusions
Each resldent's dr ug regimen must be free from set forth in the statement of deficiencies. The plon of
unnecessary drugs. An unnecessary drug is any correctlon is prepared and/or executed solely because

drug when used in excessive dose {including it is required by the provisions of federal and state law.

duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for Its use; or in the presence of

adverse consequences which indicate the dose F329 Drug Regimen free From Unnecessary 2/18/13
should be reduced or discontinued; or any Drugs
combinations of the reasons above, It is the practice of Kindred Transitional
Care and Rehabilitation - Northfield to
Based on a comprahensive assessment of a review the drugs of each resident at the
resldent, the faclilty must énsure that residenta Inteidisplinary Team meeting,
who have not used antipsychotic drugs are not —
glven these drugs unless antipsychotic drug Resident #2 went to the hospital on -1
therapy Is necessary to treat a specific condltion 01/13/2013 and was re-admitted backon |
as diagnosed and documented in the clinical 01/15/2013. Resident admitted with low
record; and residents who use antipsychotic dose of Seroquel. Tabler Group evaluated
drugs receive gradual dose reductions, and and has decreased Seroquel doseage. This
behavioral interventions, unless clinlcally was completed on 01/22/2013.
contraindicated, in an effort to discontinue these » )
drugs, IDT team meeting held and all residents on I

psychoactive medications were assessed for _
appropriate diagnosis, and appropriate ;
gradual dose reductions. Thig was
completed on 01/19/2013. All resident
identified to have a need for a GDR were
evaluated by Tabler Group Psychiatric
services and orders received. This was
completed on 01/22/2013. )

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility failed to

l
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ensure ane (1) of sixteen (16) sampled residents
and eight (8) unsamplad resldents were free from
unnecessary drugs. The facility placed Resldent
#2 on an antipsychotic medication withoul a
gradual dose reduction attempted and no
documented evidence why a reduction may be
contralndlcated. The record revealed tha regident
exhibited no behavitora that would indicate the use
of the anfipsychotic medication. ‘

The findings include:

A tacility policy related to behaviors and the use
of antipsychotlc medications was requested
during the survey; however, the facility falled to
provide a speclfic policy.

Observation of Resident #2, on 01/08/13 at 8:15
AN, 11:00 AM, 12:30 PM, 3:15 PM, and 4:00 PM
revealed the resldent was In bed either sleeping
or walching teievision. Interview with the resident
during the 3:16 PM observation revealed the
resident was experiencing throat pain and the
nurse had glven him/her pain medication.

Review of the most current quarterly assessment,
dated 12/11/12, revealed no behaviors or mood
were observed during the assessment perlod.
The facllity assessed the resident 1o have no
cognition Impafrment. ‘

Review of the clinical record revealed the facility
admitted Resldent #2 on 10/04/11 with the
tollowlng diagnoses: Mallgnant Neoplasm of the
oral and nasal cavities; Diabates: Hypertension;
Atrlal-Fib; Supraventricular Tachycardia (SVT)
(fast heart rate); Osteocarthrilis; Acute Renal
Failure; and Neuropathy, Review of the admlssion
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F 329 | Continued From page 23 F 359 Monthly reviews of GDR will be held with

the IDT at risk group. Residents will be
reviewed for GDR and recommendations
made to Tabler Group or Medical Director.
|
Education completed on Federal Regulation
F 329 Drug Regimen is Free From .i
Unneccessary Drugs with all licensed staff
and Tabler Psychiatric Group on 01/19/2013,
This was completed by the SDC and ‘
education was verified using testing and
written education sources to determine
licensed staff competency, This was
completed on 01/19/2013,

Education completed on Federal Regulation
"' ¥329'Drug Regimen is Free From
Unnecessary Drugs will all staff and Tabler
Pgychiatric Group on 01/19/2013 by SDC
and DON. The DON and ED addressed this
issue with the Medical Director on 2/12/13 . -
' i
IDT will make sure that all GDR's are
appropriately  addressed  with  Tabler"
Psychiatric Group, if unable to address with |
Tabler, address with the medical director.

|
The Director of Nursing and/or Clinical Case
Manager will monitor through record review
(physician orders) and report review (Drug !
Regimen Review) monthly for twelve
months at the Performance Improvement '
meeting to assure residents do not receive
unnecessary drugs. The Executive Director
is responsible for overall compliance,

IDT will make sure that all GDRs are

appropriately addressed with Tabler

Psychiatric Group, if unable to address with
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Minimum Data Set (MDS) assessment, dated
10/11/11, revealad the restdent did not raceive
any psychotroplc medlcations. The facility
assessed the resident to have no cognltion
impalrment with a Brief Interview Mental Status
(BIMS) score of 186, The resident ia 71 years old,

Continued review of the clinical record revealed
on 02/23/12, a contract Psychlatrle Service came
to the nursing facillty and conducted an ‘
evaluation of the resldent's mood and behaviors.
The assessment revealed the resldent reported
anxlety regarding a recent biopsy and impending
visit to the oncologist to obtain the rasults, The
resident also reported insomnia. The Psychiatric
Nurse Practitioner ordered Seroquel 50 mg, one
at bedtime, for depression, anxiety, and insomnla,
The assessment noted no behavior disturbances,
On 03/05/12, the resident was seen by the same
Nurse Practitioner and the resident reported the
Seroguel 50 mg had been stopped dus to a
pharmacy consult report Indicating a potential
Interaction between the Seroquel and
Amiodarone (drug used to treat SVT). The
Pharmacy was called and Seroguel 50 mg was
restarted on 03/15/12, The resident was seen by
the Psych services on 04/12/12 without any
medicalion changes. Review of the most recent
visit conducted on.01/03/13 revealed the same
diagnoses of Major Dapression, Anxlety, and
insomnla. The resident remained on Trazodone
25 mg and Seroguel 50 mg at bedtime. The
resident's evaluation revealed the resident sitting
in their room eating. The report revealed the
resident was smiling and was more engaged In
conversation. The Nurse Practitioner (NP) wrote
no medicatlon changes, "will hold on course for
stability and consider GDR Seroquel next visit if

FORM CME-2587(0:2-00) Pravious Varslons Obsolats Evenl ID; 5D63 1 Facllity ID; 100233 If eontinuation sheat Page 25 of 89

s e




Feb. 20. 2013 3:40PM

DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Ki‘ndred Northfield Centre No.

3313 P

PRINTED: 01/24/2013
FORM APPROVED
OMB NO. 0938-0391_

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185179

{(X23) MULTIPLE CONSTRUGTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

01110/2013

NAME OF PROVIDER QR SUPPEIER ™" 7 mrem e mohmmmwton wee
KINDRED TRANSITIONAL CARE AND REHAB-NORTHFIELD

6000 HUNTING RD.
LOUIBVILLE, KY 40222

| GTREET ADBRESS, CITY, STATE, ZIP GooE

R YO = I

PREFIX
TAG

v e SUMMARY. S TAT EMENT. OF. DERICIENGIES e ] e[ e

{EACH DEFIGIENCY MUST BE PRECEDED BY FULL
HEGUL_ATORY QR LG IDENTIFYING INFORMATION)

DEFICIENCY)

oo et RAOVIDEA'S RLAN.OE . GORRECTION — e o oo (5
PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

F 329

Continued From page 25
stable."

Review of the Medication Administration Record
(MAR) for January 2013 revealad the resident
received Seroquel 50 myg every night for
depresslor/anxiety. Revléw of the Bahavior
monitoring shests from February 2012 through
January 2013 revealed no documented
behaviors. Review of the comprehensive care
plan, dated 01/08/13, revealed a care plan was
developed for drug related side effects regarding
the use of Trazodone for insomnia on 08/08/12.
Howaver, the ¢care pian was not revised 1o reflect,
the use of the medication Seroquel.

Interview with RN #1, on 01/10/13 at 8:15 AM,
revealed the staff nurse should monltor for
medication side effects but there was'not a place
on the MAR to documented that informatlon,

interview with the Director of Nursing (DON), on
01/10/13 at 9:15 AM, revealed she was
responsible for monitoring psychotrople
medications for Gradual Dose Reduction (GDR),
When asked how the facliity monitored
medications for slde effects or adverse effects
she stated the nurse would monitor but did not
document on the MAR, She indicated Psych
medlcations were to be monltored for glde sfiscts
by all staff but the certifled nursing assistants
(CNA) would have completed the behavior
sheets. She Indicated the residents who receive
psychotraplc medications are discussed during
the weekly at rlsk meetings. She stated residents'
behaviors are discussed and the commities.
members (that include a pharmacy representative
and Nurse Practitloner at times) would consider
whether the medicatlon should be continued,

F 329
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reduced, or discontinued. She stated the
interdiscipfine tearn (IDT) did nat attend thoge
meetings, The DON revealed the last at rlsk

"1 meeting was conducted on 12/12H12. She stated

due to the holldays, some of the meetings had
baan migsed.

Continued Interview with the DON revealed she
had approached the Nursa Praclitioner to
consider a GDA for Seroquel that Resident #2
was recelving; howsver, the Nurse Practitioner -
refused. When asked if the Nurse Practitioner
praved a clinlcal rationale for continuing the
antipsychetic medication without attempting a
GDR, she acknowledged there was not and she
staled there had not been a GDR attempted. She
stated the resident did not exhibit behaviors, only
anxiaty. '

Interview with the Nurse Practitioner, on 01/10/13
at 1:05 PM, revealed the resident exhiblted
anxiely regarding the cancer and she feit the
resident needed the medication. She stated the
resident told her antl-anxiety medications had not
worked In the past but he/she had taken Seroquel
before and It helped the resident to sleep. She
stated the resident did not exhibit any type of
behaviors that would indicate antipsychotic
medication use and did not have a diagnosis to
support, She confirmed the DON had approachad
her regarding GDR and she shouid have
atternpted but she did not. She sald she was
considering a reduction on the next visit, but
should have already attempted a GDR because
there were no gontraindications,

Review of a pharmaéy drug‘re'glman consultation
reporta for March 2012 through December 2012,

F 329
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revealed the pharmacist noted Resldent #2 was
on the Seroquel but did not requested a2 GDR.
The pharmacist documented no rationale for the
medication use and no recommendations was -
provided regarding the use of the antipsychotic
medication. Attempts to contact the contract
pharmaclst (three times on January 10, 2013)
prior to exlt of the survey was unsuccessful. A
message was left requesting a return call;
however, the pharmacist did not retum the call.
F 371 | 483.35(i) FOOD PROCURE,

88=F | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satistactory by Federal, State or local
authertlios; and

(2) Store, prepare, distribute and serve food
under santtary condltions

This REQUIREMENT is not met as evidenced
by:
Based on observation, intervisw, and review of
the cleaning schedule, It was determined the
tacility failed to ensure food was stored, prepared
and served under sanitary conditions as-
evidenced by drips, smears and brown particles
observed on the outsides of the coffes maker, the
tea machines, the dish warmer and observations
of the dish racks stored on the fioor in the dish

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECGTION - IDENTIFICATION NUMBER: GOMPLETED
A BUILDING
B. wWinG
185179 01/10/2013
'NAME GF PROVIDER OR SUBBLER i o e st STAEET ADDRESS, CITY, 8TATE, 2ZIF CODE =
6000 HUNTING RD.
RANSITIONAL EHAB-NORTHFIELD
KINDRED T CARE AND R LOUISVILLE, KY 40222 .
oAy | e BUMMARY-STATEMENT-QF-DEFICIENGIES < — = - om e {1 #eefpi e —-PROVIDER'S PLAN OF-GORRECTION-— -+ |- gy
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE AFPROPRIATE DATE
’ : DEFICIENCY) )
F-329 [ Continued From page 27 F 329

F 371 | This Plan of Correction is the center's credible
allegation of complianee,

Preparation gnd/or execution of this plan of correction
does.not constitute adinission or agreement by the
provider of the truth of the facis alleged or conclusions
set forth In the statement of deficiencies. The plan of
correction Is prepared andfor executed solely because
it is required by the provisions of federal and state law,

F371 Food Procure, Store, Prepare, Serve - 2/18/13
Sanitary

It is the practice of Kindred Transitional

Care and Rehabilitation - Northfield to
provide for a sanitary area for food
preparation.

All residents had the potential to be affected
by the condition of the kitchen. The
Nutritional Service Manager Gaston Diomi
conducted an in-service for all staff on
proper cleaning of the kitchen and
equipment on 1/13/13 Bach employee was
required to sign the assigned cleaning
schedule and acknowledge understanding of

washing room. o . .
9 QO . required duties,
The findings include:
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