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PREFEY
TAG

F 000 INITIAL COMMENTS

. An Abbreviated Survey, Investigaling
" KYQ0022620, was initiated on 01/06/15 and
fconcluded on OHO7E. KYQODZ2620 was
: unsubstantiated with unrefaled deficiencies cited
. ata highest Beope and Severity of a "D,
279 483, 20(d). 483.20(k}( 1) DEVELDOP
S=0y ! COMPREHENSIVE CARE PLANS

 Afacility must use the resulls of the assessment
o develop, review and revise the resident's
P comprehensive plan of care,

. The Facility must develop a comprehensive care

" plan for each resident that includes measyrabls

tobjectives and timetables o meet a resident's

: madical, nursing, and mental and psychosocial

. needs thal are identified in the comprehensive
assessment.

{ The care plan must describe the services that are
s 4 be furnished to altain or maintain the resident’s
. highest practicable physical, mantal, and
' psychosocial well-being as required under
“5483.25, and any senvices that woull otherwiss
| be required under §483.25 but are not provided
; due fo the resident’s exercise of rights under
| §483.10, nchuding the right to refuse realmant
Cunder §483.10{b){(4).

. This REQUIREMENT i5 not niet as evidencad
by:

i Baged on Interview and record review, it was

i delermined the facility failed fo develop

. Gormprahensive Care Plan io address the

' physical and verbal behaviors identified on

residents’ behavioral assessmants for one (1) of

10
FREFIY {EAGH CORRECTIVE ACFON SHOULD BE § COMPLETION
TAG CROS3-REFERENCED TG THE APPROPRISTE Dare
DEFICIENTGY)
F (00
The preparation and
execution of this Plan of
Correction does not
: constitute an admission or
279 agreement by the provider of

the truth of the facts alleged
or conclusions set forth in
the Statement of Deflciency.
This Plan of Correction is
prepared and executed
solely-because it is fec;uire:::l
by Federal and State Law. -

F279

Resident #1 expired on 1-2-
i

)

icial Service Director is

vie&lng all documentation

: s:an Caretracker reports of all

e brshaviors that have been
documented over the past 6
months to assure ali sa«wﬁ'v[g
behavior care plans have |
been identified and :
developed. This review will
be compiete by 2-10-15.

Tdrator

gxa; DATE

X105

mHORATOR‘f DIRECTOR'S oaiﬁzaﬁfqupp?i&ifEPRESEMATNE

\sfmfﬁ’er iclency slateraant ending with =n asierisk {*) denotes afmrmamywma,
alher safeguards provide suflicien! protection to the palianis. (See slivchons.
faliowing the date of survey whether or nel a plag of corraclion ia pravided, Fo
days foflowing the dala these decuments sre made availabls
program parlicipalion.

Evanl iD:QEE

FE}RM G Mo 2567{02—99} P!evkws \fmmna Obso?s'ge

i e F}»*; litution may be excused from correcling providing i is dmermfned ihat
tepl for aursing homes. the findings stated above are disclessble 30 dayy

¢ nursing homes. the above findings erd plans of correction gre disciosable 14

b the facllily. I deficinncies are eited, an approved plan of corraction i padsile (o continued
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F 279 Conlinued From page 1 F279 Continued

four {4) sampled residents (Resident #1).

Review of Resident #1's behavior syrmptom

! Plan contained no docurnenied evidence the
" behaviorat problerms were addressed,

¢ The findings include:

. policy related to creating and developing

and standards of cars to be followed, and

as assessed and needed.

“revealed the facility admitled the resident on

“Mellilus, Chronic Kidney Disease, Hepatic
fEncephatopathy (confusion/alierad level of
f Constiousnsess resulting from liver faiture),

Anxiely Record review revealed Resident #7

 facilily assessed Resident #1 10 have a Brisf
 Intervisw for Mental Siatus (BIMS) score

- indicating severe cognitive impairment.

* Continued review of the Quartery MDS

“ by the facility as having physical and verbal
¢ bahavioral sympioms, such as hitiing, kicking,

; agsessment an the Quarterly Minimum Data Sat

, (MD3}, dated 12/12/14, revealsd the facility had
_asgessed the resident to have physical and verbal
" behavioral symploms directed towards others.

" However, Resident #1's Cormnprehensive Care

¢ Interview with the Director of Nursing (DON) on
CBUOHS al 606 PM, revealed the faciity bad oo

residents’ Comprehensive Care Plans, but (he
 expectatfon was for tha MDS guidsline process

regidents’ Comprehensive Care Plans develaped
' Review of Resident #1's closed miedical record

12/05/13, with diagnoses which included Digbeles

tObesity, Magnesium Metabolism Disorder and

s "expired” on 01/02/18. Review of the Quarteriy
MD3 Assessment, dated 12/12/14, revealed the

i ! Assessment revealed Rasident #1 was assossed |

F 279
Re-education will be
provided to the Social
Services Directar on
developing behavior care’
plans by the Director of
Nursing and the Assistant’
Director of Nursing on 2-11-
15. Education on developing
behavlor care plans for the
Social Service Director will be
repeated on 2-17-15 and wil
pe condicied by the
Corporate Nurse Consultant.
The Social Service Director
will be responsible to ensure
the behavior care plan is
deveioped as appropriaté,

Social Service Director wifil
continue to review behaviors
using the Caretracker report
each day and will identify
and develop behavior care

plans as appropriate auicivig

Evenl 1D DG

Fatiiy 10 100431 i continualion shest Page 2 of &
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F 279: Continued From page 2
: pushing, scratching, grabbing, thieatening,

" accurred one (1) to three (3) days during the
i assessmant period.
[
Review of the facility’s Behavior Symploms
" Assessment document reveated dates of
H12/08/14 and 12/10H4. Review of the behavior
i symptoms assessed on 120814, revealed
. Resident #1 had one (1) incident of physical

t of the behavioial symptoms assessed on
121014, revesled Resident #1 had one (1)
_incident of verbal sympltoma directed at othars,

twere the behavioral symptoms assessed during
, the Quarterly MDS observation period.

P Report” revealed on 12/08/14 at 12:30 PM,
. Resident #1 "hil” staff, and an 12710714 at 500

Inferview, an 01/05/14 al 5:01 PM, with State

. Resident #1 was more confused during the last

“month hershe had resided at the facility. Per
Vinterview, Resident #1 had said ihings which did

t not always make senge, In addiion, SRNA#3

. Stated Resident #1 was never combative with hamr

" bul she had heard the resident was combative at -

tlmes with staff,

Intemew on {31!{216/’1:1 at 2:37 PM, with SRNA #{3

' revealed "about” the last manth before Residerit )
L#1 passed away hefshe was cognitively impaired.
; SRMA#8 slated when she wentinfo Resident

# 's reorm one (1) morning before the resident

* passed away hefshe was confused and threw a

' screaming and eursing fowards others which had _

' behavioral symptoms directed at others. Review
' Conlinued review of the document revealed those

' Review of Ihe facility's "Corporats Behavior Del arr
 AM the resident "screamed” and “curzed” al staff, |

i Registered Nursing Assistant {E;F’\’NA) #3 revealed | :

PREFIX A
A CROES-REFERENCED 7O THE APPROPRIATE BATE
DHEFICIENGY)
F27% Continued

F279°
5 Assistant Director of Nursing
will review care plans for :ail
residents with reported
hehaviors each month for 3
months and then guarterly
for 2 quarters. The first
review will be completed:bv
| 2-18-15, The findings will be
reported by the Director jof
Nursing for review by tha
facllity Quality Assurance
Committee to determineithe
need for additional reviets.

- 191
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"glass of liquid at the SRNA.

; Practical Nurse (LPN) #1 revealed she had cared
; for Resident #1 routinely pricr fo hisfher death,
Per interview, Resident #1's mental condition
ﬂuatuated and had declined prior fo hisie death.
'LPN#1 staled Resident #1 “gof angry” at limes
"and could be combative; however, had not ever
beﬂn combative lowards her,

i iniemew on O1/07HS at 2:09 PM and 4:00 PM,
« with the Secial Services Director (38D) reveatsd

and created residents’ behavior care plans for the |

' Resident #1 to have verbal and physical
"behaviors an the resident's 12/12/14 MDS

‘Assessment. Per interview, she had gathered lhe

tinformation regarding Residenl #1's behavigrs ¢

: afler reviewing the Dscember 2014 "aide

. behavior tracker which contained dociimentation

of Resident #1 having one (1) physical and verbal .
" behavioral Tepisnde. The B30 further reveated

she it know how it was missed, but after the

FMDS Assessment dated 12112114, Resident #1

‘had nesded a behavioral care pla developed Lo
" address hisiher hehavior problers and provide
interventions.

4

: Continued interview, on 01/07/15 at 5:068 PM, weih
 the DON revealed it was the S50 responsiblity |
o create residents’ bahavior care pisng. The '
. DON revealed Resident #5 was assessed Io have
"had verbal/physical behavicral issues on the

'42/12/14 MDS Assessment. Per interview, a
' behavioral care was supposed to be created for

| Resideni #1, based on the MDS Assessment, lo

i identify the problem and interventions to prevent

F 279: Continued From page 3 ;

i Inferview, on 0107715 at 10:51 AM, with Llcenved-

; shie performed the MDS behavioral assessments

fac.f!ﬂy The 5D revealed she documented ;

Fave
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FORM ChS-2567(02-09) Previous Veesions Obsolate Even! 10, Q8GN

Fadiity 1D: 100437 if conlinustion sheel Page 4 of §




o o Wl

i
o
Ly
-
Lty

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

TN

PRINTED: 01/22/2015
FORMAPPFROVED
OMB NO. 0938-0301

STATEMENT OF DEFICIENCIES X1} PROVIDERSURPLIERICLIA
AMD PLAN OF CORRECTION IDENTIFICATION NUKMEELR:

185277

(X3 DATE SURvVEY
COMBLETED

C
01/07/2015

(X2) MULTIFLE CONSTRUC TN
A BULDING

B. WiNG

HAME OF PROVIDER OR SUPPLIFR

HERITAGE HALL HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE. 21F COOE
331 SOUTH MAIM STREET
LAWRENCEBURG, KY 40342

ey SUMMARY STATEMENT OF DEFICIENGIES

[1a] PROVIDER'E PLAN OF CORRECTICN (L&

F 282 : 433.20()(3)(ii) SERVICES BY QUALIFIED
§8=0 . PERGONS/FER CARE PLAN

; The services provided or arranged by the farility
; must be provided by qualified persons in

, accordance with each resident’s written plan of

. cars.

| Tiis REQUIREMENT is not met as evidenced
oy

© Bazed on interview and record review, il was

- determined the facility failed to provide care in
Faccordance with each resident's written plan of
s care for one (1) of four {4) sampled residents

i {Resident #1).

; Review of the Minimum Gata Set (MDS)

, Assessment, daled 1212414, revealsd Rosident
. #1 required supsrvision with eating and two {2}

. person phwsical assist, Resident #1's

. Comprehensive Care Plan noted the resident

“only one (1) zide provided care for the resident at -
“times in hisfher room when assisting him/her with -
- ealing. :

* The findings includs:

i Interview, on 0107115 at 5:06 PM, with the

- Director of Nursing (DON) revealed the facifity

; had no policy related 1o following the plan of care:
. however, her expectation was for staff to follow

. Fesidents’ care plan intsrventions.

f Review of Resident #1's closed medical record

required hwo (2) staff in the resident’s room when
providing care. However, based on staff inferview

PREFIX (EACH DEFICIENDY MUST BE PRECEDED BY FULL PREFIK EACGH CORRECTIVE ACTION SHOUL CHMPLET
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAS CR{DSS-REFERENCED TO THE ﬂ%ﬁﬁo;?ﬁ?ég ’ m;gg&u
DEFICIENGY)
F 279 Continued From page 4 F27e
; and/or address his/her behavior problems. ’ F 287

F 282
Resident #1 expired on 1-2-
15,

Cares plans for all residents
will be reviewed by Director
of Nursing, Assistant Director
of Nursing and QA Nurse by
2+18-15 to ensure g
appropriateness,

Walldng rounds to Includs
one on one observations of
all residents will be '
completed by 2-18-15 by the
Director of Nursing, Assistant
Director of Nursing and Unit
Coordinators to assure and
observe accurate
implementation of the care
plan,

In-services for all nursing
staff will be held heginning 1-
30-13 through 2-6-15 for all
nursing staff on fe}ii(}winé

Q1919

care plans.
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F 282 Continued From page 5

facm!y en 12/05/13, and had disgnoses which
‘included Hapatic Em,e;:shampamy

" (confusionfaltered level of consciougness
“resulting from liver faliure), Diabetes Mellitus,
- Chronic Kidney Disease and Magnesium
*Metabolism Disorder. Review of the 12/12/14,

*for Resident #71 revealed a Brief Interview for
Mental Blatus (BIMS) score of five (8) which
“indicated the resident had severe cogrilive
simpairment. Continued raview of the MDS
P Assessment revealed the facility assesced
* Resident#1 as requiring two (2) person physical
- agsistance wilh eating.
: Review of Resident #1's Comprehensive Care
Plan, dated October 2014, ievealed a care plan
wzth a "problem/need” of the rasident requiring
slaff's assistance with Activities of Daily Living
; {Ai:)Ls) with an intervention of lwo {2) “people” in

- of Resident #1's aie care pan revealed two (2)
- peopla were required when care was mrovided in

; Ihe room.
' Interview, on OHO7/15 at 3:39 PM with the MDS
. making allegations of sbuse againgt staff, so
“have two (2} staff assist with sll ADLs. Per

lhi;rﬁ to be a "wilngss available”. Therefore,
' there should always be two {2) staff ;:srowcimq
c:are for Resident #1 in hisfher room.

k Jntetwaw, on 01/05/14 at 5:40 PM and on
010715 at 4:19 PM with State Registered
* Nursing Assistant (SRNA) #2 revealed she

‘revealed the resident was initially admitted lo the

' Quarterly Minimurn Data Set (MO8} Assessment

i the resident's reom when providing care. Review

. Coordinator revealed Resident #1 had a histary of
. histher Comprehensive Care Plan was revised to

interview, the pumpose of this intervention was for

i8]
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; C(NN.E’T'Q“J
TAG CROSS-REFERENCED YO THE APFROPRIATE BATE
GEFICIENCY)
Fagz

F 282 Continued

Thig in-service will be
repeated each month for 3
manths and then will he
repeated every 6 months for
a year. All newly hired
nUrsing staff will be trained
on importance of folfowing
care plans during
orientation.

The Unit Coordinators will
continue to complete '
walking rounds twice daily
and will monitor 10 residénts
pet hall to ensure that care
plans are being followed.
The unit coordinators will
report results of rounds o
the Director of Nursing, and
the Assistant Director of *

Nursing. ; =

gt‘i'l**
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F 282 Continued From page 6
; Foutinely cared for Resident #1 and was aware
- he/she had made allegalions of staff abuse in the
: past. SRNA#2 revesled Resident #1's care plan
- was for two (2) staff o provide care in higfher :
» foom; however, she feft this nesded to be clariffed
; because assistance was based on the type of
. Care provided. Per interview, when she assisted
« Resident #1 with meals in hig/her Fourn, another
; aide was not in the room with her and e
residert. SRNA#2 siated however, if the care
plan was for two (2) staff to be present jn
. Rezident #1's room during care, then another
; alde was supposed 10 be present when he/she
- Was peing assisted with eating.

Interview, on QU07H5 at 4 34 P, with the
Asaistant Direcior of Nursing (ADON) raveated
_she crealed the facility residents’ aide care plans

, which included Resident #1's aide plan. The

, ADORN revesled Resident #1's Compretensive

, Care Fian had an intervention for two {2} slafi o

“be in the room when care was provided. Per

interview, the care plan was not specific ta the

~care being performed as the intervention was

related o Resident #1's previous allegations of
staff abuse and was (o help "cover all bases” due .

"o hisfher confusion, According to the ADON,

lhere should been two (2) staff assisting with

' Residenl #1's care provided in hisfher foorm,

- Corntinusd interview, on 01/07/15 at 5:06 PM, wilh
ine DON revealed the interventlon on Resident .
‘#7's Comprehensive Care Plan for fwo () person
“assistance with ADLs was fo protect the staff ‘
retated (o the resident’s prior accusation of staff
abusa. The DON revagled it appesred the
Intarvention was nol "made clear to staff. She
- sfaled she expected staff to follow residents’ care |
 plans, therefore there should have heen fwo P

? F 282 Continued
F 282
The Director of Nursing wil:i

report on compliance of
following care plans no Ies_s
than quarterly to the faci]ify
Quality Assurance
Committee for 3 quarters
then as directed by the I
Quality Assurance ‘;2'_ ’ q,‘ (1 b
Comnutiee to ensure ¥

sustained compliance.

L
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staff in Resident #1's reom when care was

being
tprovided. as per histher care plan.

L ;E :.
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