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F 000 INITIAL COMMENTS F Q00
‘ F252 483.15(h)(1)
A standard survey was initiated on 10/16/12 and Safe/Clean/Comfortable/Homelike 11709712
concluded on 10/19/12. A Life Safety Coda Envivonment
survey was conducted on 10/16/12. Deficiencles
were cited with the highest scope and severlty of Responses to the cited defleiencies do
an "E" with the facility having the oppartunity to not constitute an adniission or agreement
correct bgfore remedies would be recommended 1 by the facility of the truth of the facts
for imposition. alleged or conclusion set forth in
F 252 483.15(h)(1) F sz | 2 ceed orconclusion set forthin the
88=D SAFE/CLEAN/COMFORTABLE/HOMELIKE Statement of Deficiencics. The Plan of
ENVIRONMENT Correction is prepared solely as a matter

of compliance with federal and state law.
The facility must provide a safe, clean,
comfortable and homelike environment, allowing Carrective Action for Residenis Cited
the resident to use his or her personal belongings by Deficient Practice

to the extent possible.
With respect to the residents rooms cited,
Room #1 peeling wallpaper has been

This REQUIREMENT is not met as evidenced . .
repaired and room painted, gouged areas

by:

Based on observation, interview, and record of drywall were filled and painted,
review, [t was determined the facility falled to multiple personal and medical supplies
provide & homelike environment for faur (4) of were consolidated and stored in stackable
forty (40} resldent rooms as evidenced by torn storage containers, (o provide a

wall paper and gouged/damaged dry wall in

vislble areas behind and to the sides of the comfortable and hemelike environment,

residents’ beds. In addition, room #1 had multiple to the exrent possible, Rooms #12, 26,

medical supplies placed throughout the room. and 29, the gouged areas of drywall were
filled and painted, wallpaper was

The findings include: repaired. All corrective actions were
completed by 11/06/12.

. Observation, on 10/16/12 at 9:30AM, during initial
tour revealed peeling wall paper behind the beds
inrooms #1 bed B, #12 bed A, #26, and #29 bed
A. In addition, gouged areas of dry wall were

Identification of Other Facility
Residents that may be affected by the

observed in rooms #1 bed B, #12 bed A, and #29 delicient practice
bad A,
With respect to how the facility will
IORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLIRE TITLE (xt) PATE
£r B350, LKA Dev) DL oF Nsg 1] g

+ deficiency statement/fending with an asterisk {*) denotes a deficlency which the insthutlan may be excused fram cc:ﬁ‘e)cﬁng providing It is determinged that
er safeguards provide sufficient protestlon to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
wing tha date of survey whather or not a plan of eorrection is provided, For nursing homes, the abuve findings and plans of correction ars disclosable 14
'8 following the date thess documents are made availabls to the facility. If deflelencies are cltad, an approved plan of correction is requislte to continued
gram participation.
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F 252 Continued From page 1 F252) identify residents with the potential for

Observatlon, on 10/16/12 at 10:00 AM, during
initial tour revealed room #1 bed B, with multiple
medical supplies stacked on top of the counter
along the window that was visible from the door.

Observation, on 10/17/12 at 8:10AM, found the
following medical supplies stored in roam #1: On
the left counter area and below on shelves were
10 blue chucks; 3 tracheostomy tubing
packages, mulliple bath supplies: a humidifier;
and 1 opened gallon of distilled water. On the
floor was 2 gallon jugs of distilled water, and a
large package of blue briefs. On the right counter
visible from the door was a pack of 12 briefs; 8
chucks, 8 bottles of 1000 ml sterile water; 2
boxes with different items for tracheostomy
care/needs: 13 suclion cathster sets; 8
fracheostomy care sets; 1 suction canister kit; 1
nebulizer kit; & nebulizer adapter kits; and 1
partial box of 25 split trach sponges.

Interview with Unsampled Resident C, on
10/18/12 at 8:45AM, revealed a request to pull
the privacy curtain further down because the
resident did not like to look at all the clutter on the
other side of tha room.

Interview, on 10/19/12 at 10:00 AM, with the
Director of Plant Operations revealed he was
aware of the damaged wall and torn wallpaper in
room #12, and he provided a copy of a work
order#5783, dated 10/16/12, for the scheduled
repair. The Plant operations manager stated he
was not aware of the damage in rcoms #1, #26,
and #29. Me stated he made monthly roam
rounds to identify potential safety hazards and
necessary repair work, bul he was not aware of
the wall damage in rooms #1, #26, and #29. He

the identified coneern and take comrective
action, The Director of Plant Operations
conducted a full facility room audit to
identify and improve any rooms that
appeat to not be safe, clean, comfortable
and provide a homelike environment, on
11/06/12.

Implementation of Systemic Measures

With respect to what systemic measures
have been put in place to address that
stated concern, The Director of Plant
Operations and Director of Nursing
conducted in-service (raining for nursing,
maintenance and housekeeping stall on
the proper procedures for identifying and
reporting resident room repairs, safety
hazards, minimizing clutter, cleanliness,
and how to place work orders was
completed 11/08/12. The Maintenance
department will conduct bi-weekly audits
of resident rooms to ensure all rooms are
safe, clean, comfortable and a homelike
gnvironment.

Monitoring of Carrective Action

With respect to how the plan of
corrective measures will be monitored,
The Director of Plant Operations will
gonduct monthly life safety inspections
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F 252 Continued From page 2 F 252 of all resjident rooms o review thc:-
could not provide a log that documented his completion of any concerns noted in the
monthly rounds, but he stated as soon as bi-weekly audits. All findings of the
problems were identified he assigned the repair audits will be reported at the Quarterly
work to his maintenance staff. Quality Assurance Committee Meeting
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282"\ auarterly for one year then as needed for
$5=E PERSONS/PER CARE PLAN any issues or concerns,

The services provided ar arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by

Based on observation, interview, record raview
and revlew of facility policy, It was detsrmined the
facility failed to follow the care plan for three (3) of
ten (10) sampled residents (#5, #7 and #8). The
facility assessed Residents #5, #7, and #B as a
high falls risk and implemented interventions for
bed and chalr alarms at all times.

The findings include;

Review of the facility's palicy regarding Fall
Management and Investigation Pragram, revised
10/15/11, under the section interventions and
care plan process revealed faciity staff, residents
and family members will be made aware of the
different interventions used with the resident
through the care plan process.

1. Review of the medical record for Resident#5
revealed the facllity admitted the resldent on
08/17/09 with diagnoses Including Bladder

F 282 483.20{k)(3)(11) Services by
Qualified Persons/per Care Plan

11/05/12

Responses to the cited deficiencies do
not constitute an admission or agreement
by the facility of the truth of the facts
alleged or concluszion set forth in the
Statement of Deficiencies. The Plan of
Correction s prepared solely as a matter
of compliance with federal and state law.

Corrective Action for Residents Cited
by Deficient Praclice

With respect to the residents cited,
Residents #3, 7, 8, audits of the resident
care plans were completed by the
Assistant Director of Nursing on
10/18/12, to determine that all alarm
nferventions were in place, A new falls
assessment was completed by the
Asgistant Director of Nursing on
10/24/12 for each resident. All alarms
were checked for functioning, correct
placement and all batteries were replaced
by the night shift charge
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F 282 Continued From page 3
Cancer, Esophageal Stricture, Memory Loss, and
Depression. Review of the Comprehensive Care
Plan revealed the facility had initiated a care plan
for high falls risk on 09/30/09. The resident did
net hava a fall from 09/17/11 until 04/23/12. The
next fall was documented on 06/21/12. From
07/14/12 until10/10M2 the resident had 20 falls
without significant injury. On 07/22/12 the facility
put an intervention in place for a floor mat alarm
after a fall. On 08/12/12 the facility put In an
intervention for a chair/bed alarm. The
interventions for floor mat alarm and chair/bed
alarms were included on the Certifisd Nursing
Assistants (CNA) plan report as well,

Observations, on 10/16/12 at 3:50PM, 10/17H2
at B:18AM, 9:145AM, and 10:50 AM, and
10/18/12 at 7:50AM, found Resident #5 sitting up
in the wheelchair or recliner with no alarm in
place. Continued ohservations, on 10/18/12 at
10:45 AM, revealed the resident in the recliner
dressing self. The floor mat was stepped on but
did not alarm. Ohservation, on 10/18/12 at 1:15
FM, revealed the resident sitting up in the
wheelchalr, dressing self, Thers was no chair
alarm on the whaeelchair, and when the floor mat
was stepped on It did not alarm. QObservation of
the alarm box revealed the switch was in the off
position.

Interview, on 10/17/12 at 10:45 AM, with CNA#2
revealad she was assigned to provide care for
Resident #5. She stated the resident did not
have alarms on the wheelchair and had not since
she had been here from July of this year.

Interview with CNA#2, on 10/18/12 at 10:45 AM,
revealed Resident #5 had a floor mat alarm and it

F 282 wmurse. Health Care stuff received in-service
training regarding proper placement of
resident alarms, checking resident alarms
every two hours as residents are toileted and
provided ADL care, fimely response to
setivated resident alarms, and review of
resident care plans on a continual basis. Staff
were I serviced on location to view resident
care plans, within the Care Tracker system
and in resident’s rooms by the Director of
Nursing and Assistant Direetor of Nursing
with completion on 11/08/12.

Ideatification of Other Facility Residents
that may be affected by the delicient
prictice

With respect to how the facility will identify
residents with the potential for the identified
coneem and take corrective action, an audit
of all care plans was completed by the
Assistant Director of Nursing to ensure all
alavm interventions were in place, on
11/08/12, All resident alarms were checked
for functioning and correct placement. New
hatteries were installed on all alarms on
10/18/12 by the night shift charge nurse. Fall
assessments were conducted on all residems
by the Assistant Director of Nursing and
completed on 11/08/12, Health Care staff
received in-service training regarding proper
placement of resident alarms, checking
resident alarms every twe hours as residents
are toileted and providing ADL care, timely
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F 282 Continued From page 4 F 282 | response to activated resident alarms, and

should be on when the resident was in the room.
She proceed to check the box and stated she
thought it needed a battery.

Interview with Registered Nurse #1, on 10/18/12
at 1:15 PM, revealed Resident #5 should have a
floor mat in use when the resident was in the
room.

Interview with RN #1, on 10/18/12 at 1:55PM,
revealed Resident #5 should have had a floor mat,
alarm and chair alarms. She stated she found

the chair alarm in the resident drawer. She stated
the nurse was responsible to check alarms every
shift 1o ensure they are on and functioning. She
stated we are all responsible to ensure residents
have assistive devices (o prevent falls. She stated
the resident will take off alarms and turn therm off. -

2. Review of the medical record for Resident #7
revealed the facility admilied the resident on
07/13/11 after a fall at home. The Residents
diagnoses Included Alzheimer Dementia,
Epilepsy, Macular Degeneration, Glaucoma, and
Right Hip Replacement.

Review of the comprehensive care plan revealed
a care plan for high risk of falls was developed on
07/21/11 with an intervention of a floor mat alarm,
and a pad alarm to bed and chair dated 07/21/11.
An intervention to observe frequently and place in
supervised area when oul of hed, was dated
1017111,

Observation, on 10/18/12 at 11:48 AM, revealed
Resident #7 in the dining room with three other
residents. There was no staff monitoring in the

dining room. The residents chair alarm was

review of resident care plans on a continual
basis. Staff were in serviced on location to
view resident care plans, within the care
tracker system and in resident’s raoms by
the Director of Nursing and Assistant
Director of Nursing with completion on
11/08/12.

Implementation of Systemic Measures

With reapect to what systemic measures
have been put in place to address that stated
concern, The Assistant Director of Nursing
will maintain an up-to-date master list of all
residents with alarms and proper placement
of the alarms, The Central Supply staff
member will change the batteries of all
alarms on a monthly basis and will keepa™
list of the date the batteries are changed.
Health Care staff received in-service
training regarding checking resident alarms
are placed correctly, praper placement of
resident alarms every two hours as residents
are oileted and providing ADL care, timely
response to activated resident alarms, and
review of resident care plans on a continual
basis. Staff were in serviced on location to
view rasident care plans, within the care
tracker systern and in resident’s rooms,
Director of Nursing and Assistant Director
of Nursing conducted in-service training
with Health Care staff by 11/08/12.

‘M GME-2667(02-88) Previous Verslons Obsolete BEvent 10:2WF211

Faellity 1D: 100851

If continuation shest Page 5 of 14




NOV-19-2012 MON 10:43 AM Brookside

FAX NO. 502 244 5671 P. 09
PRINTED: 11/02/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMS NO 0838-0381
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SLIPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185184 BN PSR e —— —— 10/19/2012
VAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZIF CODE
200 BROOKSIDE DRIVE
HE FORUM AT BROOKSIDE
THE LOUISVILLE, KY 40243
x4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE BATE
DEFICENGY)
F 282 Continued From page 5 F 282 Monitoring of Corrective Action

sounding and the resident was found by two
surveyors standing up beside the wheelchair
trying to put it under the table.

Interview with CNA#1, on 10/18/12 at 2:15PM,
revealed Resident #7 should nat have been in the
dining roam without supervision and, they should
have responded to the alarms immediately,

Interview with Licensed Practical Nurse #1, on
10/18/12 at 2:45 PM, revealed staff were trained
on accidents /supervision with the most recent
inservice last month. She stated last manths
training on accidents including alarms and they
should be checking them every 2 hours for chair
alarms, pad alarm and tab alarm, She stated the
nurses are responsible to check that the alarms
are In place. She stated if an alarm solnds, staff
should respond immediately. She stated Resident
#7 should have never been left in the dining room
unsupervised and it was unacceptable when they
did not respond immediately to the alarm. LPN #1
stated she believed the problem was the facility
couldn't get the staff to keep current and read the
care tracker for updates, and no ona was
assigned fo monlor the CNA's and nurses to
ensure they are providing the care as indicated
on the care plan.

Review of the medical record for Resident #8
revealed the facility admitted the resident on
07/03/12 with diaghoses inciuding, Interstitial
Lung Disease, Respiratory Insufficiency, Severe
Mitral Valve Regurgitation, and Paroxysmal Atrial
Fibrillation. Review of the comprehensive care
plan for Resident #8 revealed the facility
implemerted interventions on 07/11/12 for falls
prevention including a floor pad alarm whan in

With respect to how the plan of corrective
measures will be monitored, The Assistant
Director of Nursing will update care plans
daily with new physician orders, maintain
daily the master list of residents with
alarms, which will be aceessible to all staff,
Ri-weekly room rounds will be conducted
by Executive Director, Director of Nursing,
Director of Admissions, Food & Beverage
Director, Assistant Food & Beverage
Director, and Central Supply staff member,
10 ensure proper placement of resident
alarms and functioning of alarms. All
findings of the audits will be reported at the
Quarterly Quality Assurance Commirtes
Meeting quarterly for an ongoing basis.
The Director of Nursing will review all
audits on a monthly basis for an ongoing
basis.
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F 282 Continued From page 6

F 282

bed, and bed/chair alarms at al) times. This was
also included on the CNA care record.

Observation, on 10/18/12 at 9:30AM, revealed

. Resident #8 sealed in a recliner in his/her room
with na chalr alarm in place, ner were floor mats
in place by the recliner.

Obhservation, on 10/18/12 at 1:08 PM and at 1:20
PM, at the health care dining room, revealed
Resident #8 did not have a chair alarm in place.

Interview, on 10/18/12 at2:25 PM, with CNAZ#1
revealed she was not aware (hat Resident #8 was
to have a chair alarm in place at all times, and
she had not read the section in the CNA care
tracker where this information was recordead,

[nterview, on 10/18/12 at 1:45 PM, with RN #1
revealed she was aware that Resldent #8 had a
history of falls and that bed and chair alarms were
ordered to be in place at all imes. All direct care
staff was responsible for knowing which residents
were care planned for alarms, and for checking
the placement and functionality of the alarms.

Interview with the Director of Nursing, on
10/18/12 at 3:15 PM, revealed when a resident
had a fall, staff meet as a team to determine
changes in interventions, labs, and/or diet. She
stated the nurses should be chacking the alarms
every shift and documenting this action on the
Medication/Treatment record. She stated if the
resident had an alarm it should be checked every
two hours by the CNA. She stated everyone was
to respand (o alarms immediately, The DON
went on to say if staff are not dolng the
interventions put in place to prevent falls the
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intarventions are not effactive. She stated
someone did random room rounds and random
checks on residents to ensure alarms and
interventian are in place but no documentation of
this action was given to the surveyaor. F323 483,25(h) Free of Accident
F 323 483.25(h) FREE OF ACCIDENT F 323 Hazards/Supervision/Devices 11/09/12
58=E HAZARDS/SUPERVISION/DEVICES

The facillly must ensure thal the resident
anvironment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and asslstance devices to
prevent accidents.

This REQUIREMENT iz not met as svidenced
by.

Based on observation, interview, record review
and revlew of the facllity's polley, It was
determined the facility failed to ensure bed and
chalr alarms were in place (o alent staff of
potential falls for three (3) of ten (10} Residents
(#3 and #8) and falled to supervise and respond
to alarms for Resident #7.

The findings include:

Review of the facility's policy regarding Falls
Management and Restraint Reduction Strategies,
dated 10/30/01, revealed under sectlon 1.1
alternatives for residents with unsafe mobility
included: do not leave the resident alone while
transported to activities, meals, therapy and
bathroom; and provide fall prevention devices

Responses (o the cited deficiencies do
not constifufe an admission or agreement

by the facility of the truth of the facts
alleged or conclusion set forth in the
Statement of Deficiencies. The Plan of
Correction is prepared solely as a matter
of compliance with federal and state law.

Corrective Action for Residents Cited
by Deficient Practice

With respect ta the residents cited,
Residents #3, 5, 7, 8, audits of the
resident care plans were completed by
the Assistant Director of Nursing on
10/18/12, to determine that all alarm
imerventions were in place. A new falls
assessment was completed by the
Asgsistant Director of Nursing on
10/24/12 for each resident. All alarms
were checked for functioning, correct
placement and all batteries were
replaced. Health Care staff received in-
service training regarding proper
placement of resident alarms, checking
resident alarms every two hours ag
residents are toileted and providing ADL
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F 323 Continued From page 8 F 323 care, timely response to activated resident
and ensura they are functioning properly. alarms, and review of resident care plans on

a continual basis. Stafl were in serviced on
location (o view resident care plans, within
the Care Tracker system and in resident’s
rooms by the Director of Nursing and

1. Review of the medical record for Resident #5
revealed the facility admilted the resident on
09/17/09 with diagnoses including Bladder

Cancer, Esophageal Stricture, Memory Lass, and Assistant Director of Nursing with
Depression. Review of the Minimum Data Set completion on 11/08/12,

(MDS) Assessment revealed the facility

completed a significant change comprehensive Identification of Other Facility Residents
assessment on 06/14/12 related to decline in that may be affected by the deficient

mental status, mobility, and weight. The facility
assessed the resident with a Brief Interview far
Mental Status (SIMS) at a 12, moderately
impaired; and mobility, transfer, ambulation and
dressing with supervision with assist of one staff.

practice

With respect to how the facility will
Identify residents with the potential for the

The facility completed a quarterly assessment for identified concern and take corrective
Resldent #56 on 09/10/12 and assessed Cognition action, an audit of all care plans wag
with a SIMS seore of 3, severely impaired and completed by the Assistant Director of
mobility, transfar, ambulatlon, and dressing as Nursing on 11/08/12 to ensure all alarm

limited assistance with assist of one. , . . ,
Inferventions were in place on all residents.

Review of the comprehensive care plan for A master list for all alarms systems has

Resident #5 revealed the facllity had initiated a been placed at the nurse's station and
care plan for high falls risk on 08/30/08. On accessible to all stail. This list will be
07/22112 the facility added an intervention in updated daily, with new physician orders,
place for floor mat alarms after a fall. On 08/12/12 by the Assistant Director of Nursing,

the facility put in an intervention for a chair, and

bed alarms. The interventions for floor mat alarm Health Care staff received in-scrvice

and chair/bed alarms were included on the training regarding proper placement of
Certified Nurging Assistants (CNA) plan report as tesident alarms, checking resident alarms
we}lé ,Tga rﬂsident haa:! ;:}I.lszon 018/20/; 269/02/1 every two hours as residents are toileted
08/24/12, 08125112 08/3111 2, ;4 I

' s ' ’ ! and providing ADL care, timely response to
08/03/M2, Q8/04/12, 09/08/12, 08/29/12, 10/06/12, activated resident alarms, review of resident

and 10/10/12 with no injury. There were no new
interventions put into place following these falis.
On 10/08/12 the facillty documented refusal of

therapy and after the fall on 10/10/12, refusal of

care plans on a continual basis, Staft
members were in serviced on location

{ continuation s
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therapy and removes alarms, A care plan was
developed on 10/12/12 for refusal of care related
to taking alarms off and refusal to use the call
light.

Review of the accident investigations for Resident
#65 from 08/20/12 1o 10/10/10 revealed no
indication if alarms were sounding or if the
resldent removed the alarms.

Observation, on 10/16/12 at 3:50PM, 1011712 at
8:15AM, 9:45AM, and 10:50 AM, and 10/18/12
at 7:50AM, found Resident #5 sitting up In the
wheelchair or recline with no alarm in place.
Continued observation, on 10/18/12 at 10:45 AM,
revealed the resident in the recliner dressing self.
The floor mat was stepped on but did not alarm.
Observation, on 10/18/12 at 1:15 PM, revealed
the resident siiting up in the wheelchair dressing
self. There was no chair alarm on the whaelchair,
and when the floor mat was slepped on it did not
alarm. Observation of the alarm hox revealed the
switch was in the off position.

Interview, on 10/17/12 at 10:45 AM, with CNA#?
revealed she was assigned to provide care for
Resident #5. She stated she was not aware the
resident had an intervention for chair alarms.

Interview with CNA#2, an 10/18/12 at 10:45 AM,
revealed Resident #5 had a floor mat alarm and it
should be on when the resident was in the roem,
She proceed to check the floor mat alarm and
when it did not sound she checked the box and
stated she thought it needed a battery.

Interview with Registered Nurse #1, on 10/18/12
at 1:15 PM, revealed Resident #5 should have a

Care Tracker system and i resident’s
rooms, Staff members weve in-serviced on
not leaving residents that are at high risk
for falls, unattended in the dining room or
during activities. Director of Nursing and
Assistant Director of Nursing conducted
in-service fraining by 11/08/12.

Implementation of Systemic Measures

With respect to what systentic measures
have been put in place to address that
stated concern, a master list for all alarms
systems has been placed at the nurse’s
station and accessible to all staff. This list
will be updated daily, with new physician
orders, by the Assistant Director of
Nursing, Health Care staff received in-
service training regarding proper
placement of resident alarms, checking
resident alarms every two hours as
residents are toileted and providing ADL
care, timely response to activated residem
alarmg, review of resident care plans on a
continual basis, Staff members were in
serviced on location to view resident care
plans, within the Care Tracker system and
in resident’s rooms. Staff members were
in-serviced on not leaving residents that
are high risk for falls unattended in the
dining room or during activities. Director
of Nursing and Assistant Director of
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F 323 Continued From page 10

floor mat In use when the resident was in the
room. Continued interview with RN #1, on
10/18/12 at 1:65 PM, revealed Resldent #5
should have had a floor mat alarm and chair
alarms. She stated she found the chair alarm in
the resldent drawer. She stated the nurse was
responsible to check alarms every shift to ensure
they are on and functioning. She stated they are
all responsible to ensure residents have assistive
devices ta prevent falls. She stated the resident
will take off alarms and turn them off.

2. Review of the medical record for Resident #7
revealed the facility admitted the resident on
07/13/11 afler a fall at home. The Residents
diagnoses included, Alzheimer Dementia,
Epilepsy, Macular Degeneration. Glaucoma, and
Right Hip Replacement. Review of the Minimum
Data Set Assessment (MDS), dated 10/08/12 and
07/17/12, revealad the facility assessed the
rasident as zero (0), unable to complete the BIMS
assessment, as moderately impaired with assist
of one (1) with transfer, maobillty, hygiene and
bathing.

Review of the comprehensive care plan revealed
a care plan for high sk of falls was developed on |
07/21/11 with interventions including floor mat
alarm, pad alarm fo bed and chalr. On 10/17/11
an intervention to observe frequently and place in
supervised area whan out of bed was added.

Observation, on 10/16/12 at 11:45 AM, revealed
Resident #7 in the dining room with three other
residants. There was no staff in the diping room.
The residents chalr alarm was sounding and the
residert was found by two surveyors standing up
beside the wheelchair trving to put it under the

F 323

-placement of alarms, on a quarterly

Nursing conducted in-service wainiog by
11/08/12.

Monitoring of Corrective Action

With respect to how the plan of
corrective measures will be monitored,
the Interdisciplinary Care Plan team will
review care plans for proper usage and

basis. The Assistant Director of Nursing
will updatz care plans daily with new
physician orders, maintain daily the
master list of residents with alarms,
which will be accessible to all staff.
Weekly room rounds will be conducted
by Execntive Director, Director of
Nursing, Director of Admissions, Food
& Beverage Director, Assistant Food &
BReverage Director, and Central Supply
staff member, to ensure proper
placement of resident alarms and
functioning of alarms, All findings of the
audits will be veported at the Quarterly
Quality Assurance Commitiee quarterly
for and ongoing basis. The Director of
Nursing will review all audits on a
monthly basis for an ongoing basis,
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F 323 Continued From page 11
table. Two staff were outside the medication room
door directly across from the dining room tending
to an axygen cylinder and did not respond to the
audible alarm. One surveyor retrieved a staff
member o assist the resident.

Interview with CNA#1, on 10/18/12 at 2:16PM,

revealad Resident #7 should nat have been in the |

dining room without supervision and, they should
have responded to the alarms immediately,

Interview with Licensed Practical Nurse #1, on
10/18/12 at 2:45 PM, revealed staff was trained
on accidents/supervision with the most recent
inservice last month, She stated last months
training on accidents, including alarms Instructed
staff to check them every 2 hours for chair
alarms, pad alarm and tab alarm. She stated the
nurses are responsible to check that the alarms
are in place. She stated if an alarm sounds, staff
should respond immediately. She stated Resident
#7 should have never been left In the dining room
unsupervised and it was unacceptable when they
did not respond immediately to the alarm. LPN #1
stated she believed the problem was the facility
cant get the siaff to keep current and read the
care lracker for updates, and no one was
assigned io ensure the CNA's and nurses were
doing what they should be doing.

3. Review of the medical record for Resident #8,
revealed the facility admitied the resident on
07/03/12 with diagneses including: Interstitial
Lung Disease, Respiratory Insufficiency, Severe
Mitral Valve Regurgitation, and Paroxysmal Atrial
Fibrillation. Review of the MDS Assessment,
dated 08/20/12, revealed the facility assessed the

F 323
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F 323 Continued From page 12
resident with a cognition of four (4) on the BIMS
as severely impalred; and transfer, dressing and
hathing as maderately impaired with one assist.
Review of the MDS Assessmenl, dated 07/10/12,
revealed the facility assessed the resident with a
cognition 14 out of 15 on the SIMS score, with
transfer, dressing and bathing as moderately
impaired with one assist.

Review of the comprahensive care plan for
Resident #8 revealed the facility initiated
interventions, on 07/11/12, for falls prevention
including @ floor pad alarm when in bed, and
bed/chair alarms at all fimes. The facility
documented on the care plan the resident had
talls on 07/21/12, 07/24/12, 08/03/12, 08/04/12,
and 08/14/12 with no injury. There were no new
Interventions put into place after these fails.

Review of the CNA care tracker for Resident #8
ravealed dacurmentation of bed and chair alarms
in place at all times.

Observation, on 10/18/12 at 9:30AM, revealed

Regident #8 seated in a recliner in his/her raom,
no chair atarm was nat in place, nar were floor

mats in place by the recliner.

Observation, on 10/18/12 at 1:05 PM and 1:20
FPM, at the health care side dining room, revealed
Resident #8 did not have a chair alarm in place.

Interview, an 10/18/12 at 2:258PM, with CNA#1
revealed she was not aware Resident #8 was (o
have a chair alarm in place at all times, and she
had not read the section in the CNA care tracker
where this information was recarded,

F 323
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Interview, on 10/18/12 at 1:45 PM, with RN #1
revealed she was aware that Resident #8 had a
hislary of falls and that bed and chair alarms were
ordered to be in place at all imes. All direct care
staff was responsible for knowing which residents
were care planned for alarms, and for checking

the placement and functionality of the alarms.

Interview with the Director of Nursing, on

10/18/12 at 3:15 FM, revealed when a resident

had a fall, staff meet as a team to detarmine

changes in interventions, labs, and/or diel. She
stated the nurses should be checking the alarms
every shift and docurnenting this action on the
Medicalion/Treatment record. She stated if the
resident had an alarm It should be checked every
two hours by the CNA  She stated everyone was

to respond to alarms immediately. The DON
went on to say if staff are not doing the
interventions put in place to prevent falls the
interventions are not effective, She stated

someocne did random room rounds and random

checks on residents to ensure alarms and

intervention are in place but no docurmsntation of

this action was provided,
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K 000

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1991
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type llI
Protected.

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE BARRIER: The non-certified facility and the
Skilled Nursing Facility were separated by a
two-hour fire barrier.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors, upgraded in 2001.

SPRINKLER SYSTEM: Complete automatic (wet
and dry) sprinkler system, upgraded in 2001.

GENERATOR: Type Il generator. Fuel source is
diesel.

A standard Life Safety Code survey was
conducted on 10/16/12. The Forum at Brookside
was found to be in compliance with the
Requirements for Participation in Medicare and
Medicaid in accordance with Title 42, Code of
Federal Regulations, 483.70 (a) et seq. (Life
Safety from Fire).

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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