o Mar 140 201411 0 9AM= Westport P

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

lace™

3294 Pob

PRINTED: 02/24/2014
. FORMAPPROVED
_OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PUAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185466 B. WING 02M3/2014

NAME OF PROVIDER OR SUPPLIER

WESTPORT PLACE HEALTH CAMPUS

STREET ADDRESS. CITY, 3TATE, ZIP GODE
4247 WEETPORT ROAD
LOUISVILLE, KY 40207

K Ltarifronl

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S PLAN OF CORRECTION ‘ (Xs)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X (EACH CORRECTIVE ACTION SHOULD BE * COMPLETION
TAG  REGULATORY OR LSG IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAPPROPRIATE | OATE
' DEFICIENCY) '
|
F 000 INITIAL COMMENTS ' FODO The submispion of this plan
. | 0f correction does not indicate :
A standard health survey was initiated on ‘an adulssion by Westport Place ’
02/11/14 and concluded on 02/13/14 and a Life ; Health Campus that the findings
Safety Code survey was conducted on 02/12/14, | and allegations contained
Deficiencies were cited at the highest scope and | hersin are accurate and true
 severity of a "D" for the health survey with no representations of the quality
“deficiencies cited for the Life Safety Code survey. | | 0f care and services provided
F279 . 483.20(d), 483.20{(k)(1) DEVELOP ! F278 {5 the vesidents of Westport
SS:Df COMPREHENSIVE CARE PLANS 1 Place. This facility recognized ;
A facility must use the resutts of the assessment | - its obligatlon to provide f
to develop, review and revise the resident's  legally and medizally necessary
fcomprehensive p]an of care. : | care and servicez te ivts repidents :
i "in an economlc and efficient manner.
The facility must develop a comprehensive care i The facility hereby maintains it |
i plan for each resident that includes measurable 'is in substantial complisnce with
" objeclives and timetabies to meet a resident’s i ' the requirements of participation |
- medical, nursing, and mental and psychosocial : | for comprehensive health care ;
' ngeds that are identified in the comprehengive facilities (for title 18/19
; assessment. i i
: ; i programs) . i
The care plan must describe the services that are (To this end, this plan of
| to be furnished to attain or maintain the resident's D correct.lon
- highest practicable physical, mental, and !  shall serve as the credible
psychosocial well-being as required under i j allegation
 §483.25; and any services that would otherwise | of compliance with all state and
- be required under §4£3.25 but are not provided . federal requirements governing the |
. due to the resident's exercise of rights under ! | management of this facility. It
- §483.10, including the right to refuse treatment ys thus submitted az a matter of .
under §463.10(b)(4). | cratue.
: This REQUIREMENT is not met as evidenced
by: :
- Based on observation, interview, record review | !
t and review of the facility's policy regarding %
Guidslines for Care Plan Development, it was : ‘
. determined the facility failed to develop nursing
: , i
LAEORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (K8) DATE

X_tD § 3144

T . o oge . & N
Any’deﬁciency statement Hmding with an asterisk (7) denotes a deficlency which the institution may be Extused fom correcting providing it if determined that
other safeguards provide sufficient protection to the patients. (See instructions.y Except for nursing homes, the findings staled abuove are disclogable 20 days
follewing the date of survey whether or not a plan of corraction is provided, For nursing homes, the sbova findings and plans of correction are d!sclosgble 14
days follawing the date these documents are made available o the faclity. If deficiencies are cited, an approved plan of correction |s requisite to continued

program participation,
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- and Certified Nursing Assistant (CNA) plans of
care for one (1) of sixteen (18) sampled

! residents, Resident #4. The facility assessed the
- resident as being at risk for pressure ulcers with

' an intervention of physician ordered bilateral heel
lift boots and neither was care planned.

The findings includs:

Review of the facility policy Guidelines for Care
Plan Developrment revealed the resident care
plans would be developed based on the

; resident's applicable care needs,

| Observation of Resident #4, on 02/11/14 at 9:20
| AM, revealed the resident w as laying abed ;
| without heel [ift boots applied and with a pair of
j heel lift boots on the resident’s badside table.
Further observation of Resident #4, on 02/11/14
at 11:00 AM, 2:00 PM and 4,30 PM, revealed the
resident was without the application of bilateral
heel lift boots.

Observation of Resident #4, on 02/12/14 at 10:15
AM, revealed the resident was sitting in a
wheelchair in the common area of the unit without
the application of bilateral heel |ift boots.
Observation of Resident #4's skin assessment on
02/12/14 at 11.00 AM revealed he/she had no
pressure ulcers on histher heels,

Review of the clinical record for Resident #4
revealed the facility admitted the resident on
01/18/14 with diagnoses of Rehabilitation post
Cardiovascular Accident and Coronary Artery
Disease. The facility assessed the resident as
having a Brief Mental Inventory (assessment of
cognition) score of five (5) on 01/30/14 indicating
| Resident #4 was not interviewable. Further

Idsniified by surveyors thay wers not In placa.

Cgra pisn was reviewed by DHS or: 2-13+14 and
wrs updsted Lo reflect realdant risk for pressura
uloers and saoing tha hes! If boola 1o be applied as
orderad by phys/oien.

&kin 1t complebad and no shint

2. Alf residani caré plana wiil be reviswed by DHS,
ADHSE, Madieal Recards, end/or MDS by 3-21-14 Lo insure .
all ara currant gnd reflect MO orders and intervenfions
fecessary to care fur rasldanis, Any care plane identfied

n Idanlifed,

#n nol being current will ba corasied (o rellact current
resident condiion, GRCA cars plans will also be

updated o reflact any changss,

3. Nureing siaff will be In-sarviced by 3-25-14 by

DHE and ADHS relalad to Guldalines for Care Plan
Devsioprmenl hased on residang

needs and physician orders, Gompelency validaton
weill be dmiermined by varbal lesting o denenstraie
undersiznding of contant,

4. Ongoing monitoring will aeeur durlng moraing clineal
theelings where inlerdiscipinary will review and develop
sare plans basad on ‘

phiysitian orders and chengas In condition, The Direclor

of Health Servives is responaibls for averaselng Clinlcs!
mesting. MDE woordinalors e In ridandancs and will be
regpongible for monitoring and devstoping care planst
revielong aré cornpleled. Minutes ara kapl In a binder from the
L meatnge o validate monloring ) leking plece. Care Plan
daveiopment and monitaring will alse ooour during Realdent
First Mestings by Inlerdisciplinary Tearm with farmlly and/or

DHS and/or Charge Nurses duing day o day aperations.

In 2dditlon, OHS wil round 3 Umes per wael for 30 days,

then 2 timas per wesk for 30 days undl substanlia! complianca
is mchieved, Subsiantal compliance will be delzrmined by
Ouailty Asaurance. Thewe eylems will be monlmad tvice

2 year during pear revisw.

regaidant present. Daily monilering will nocur during rovnds by

T

|
|
!
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: 1. Hesl I boots st o rosident #4 onG "
F 279! Continued From page 1 F279 cols were pplac o rosilen. #4 once st
|
!
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F 279 Continued From page 2 F 279} Tha rounding will be conducted using the

: review of Resident #4's clinical record revealed a
‘eurrent physician's order for lift boots to bilateral

heels at all times. Review of the Minimum Data
Set (collection of assessment information about
the resident) dated 01/30/14 revealed the
resident triggered for being at risk for developing
pressure ulcers and was o have care plans in
place for that risk. Review of the care plans (to
be followed by the nurses and the CNAs) for
Regident #4 (undated) revealed no mention of the
resident being at risk for pressure ulcers and
having bilateral heel lift boots ordered by the
physician to be worn at all times.

Interview with CNA#1, on 02/13/14 at 10;20 AM,

i revealed she received a verba! report on her

t assigned residents at the beginning of her shift

and would receive verbal infermation from the
unit nurse about a resident when necessary. She
also revealed she could look at the residents’
care plans in a book at the nursing station if she
had a question about one of her assigned
residents. CNA #1 stated there was information
in @ kigsk about each resident and she might find
information about the residents there, CNA#1
indicated she was not aware Resident #4 needed
bilateral heel lit boots although she saw them in
the resident's room. She indicated she locked in
the book at the nursing station and in the kiosk
after she had seen the boots in Resident #4's
room and there was no information there about
the resident needing bilateral heel lift boots at all
times. CNA#1 divuiged she was assigned to
Resident #4 on 02/12/14 and on 02/13/14 and
she did not receive a report from the unit nurse
about Resident #4 needing to have his/her heel
it boots applied at all imes.

Interview with Licensed Practical Nurse (LPN) #4, |

tare plan/CRCA profiles to insure that
phservations made ars based on physiclan

orders and plan of care,

Round will ba mads on {sl and 2nd shift to ensure
continuity ooourring across the day.

! Any non complisnce observed durng rounds will ba |
* \dlgcuzsed with staff and correcled immediately o ¢
ensurs compliance ls malntained.
Commilttee which meets manthly. Any
nencompliance will require development
of action plan which will be monitored
for Implementation by QA

!

!
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F 279 | Continued From page 3

ron 02/13/14 at 2:30 PM, revealed a resident's
- assessed need for being at risk for pressure
ulcers with applicable interventions should be
addressed on the resident’s care pian for the
nurses and the CNAs. She stated it was the
responsibility of the Minimum Data Set (MDS)
nurses to develop a resident's care plans for
nurses and CNAs and fo put that information into
the kiosk., LFN #4 further stated the physician
ordered bilateral heet lit boots would be an
interverntion to prevent pressure ulcers on
Resident #4's heels.

Interview with MDS Registered Nurse (RN) 3, on
02/13/14 at 2:45 PM, revealed the residen{ care
plans were developed by the MDS nurses and
other disciplines. She indicated the assessed
need for Resident #4 of being at risk for pressure
ulcers with interventions (bilateral heel lift boats)
to reduce that risk should have been addressed
an the nursing and CNA care plans and in the

- kiosk. MDS RN #3 further indicated Resident
#4's skin was assessed weekly and the resident
had no pressure ulcers.

Interview with the Director of Nursing (DON), on |
02/13/14 at 3:00 PM, revealed the assessed need |
for Resident #4 was being at risk for pressure

- ulcers and the physician ordered intervention of
\ heel lift boots should have been on the nursing
and CNA care plans and in the kiosk, She stated
she did not know why Resident #4's care plans
did not include the aggessed risk for pressure
ulcers and the application of heel lift boots as an
intervention to reduce pressure on the resident's

" heels. The DON indivated she did not monitor
{ the nursing and CNA care plans for accuracy.
F 300 ; 483.25 PROVIDE CARE/SERVICES FOR

i

;
|
‘; F 309
|

F279

|
|
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55=D | HIGHEST WELL BEING

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined the facility failed to
provide the necessary services fo maintain the
highest physical well-being for one (1) of sixteen
(16) sampled residents, Resident#4. The staff
failed to follow a physician's order for the
application of bilateral heel lift boots on two (2) of
three (3) obgervation dates for Resident #4.

The findings include:

The facility did not provide a policy which
; addressed the necessity of following physician
i orders.

Observation of Resident #4, on 02/11/14 at 8:20
AM, revealed the resident was laying in bed
without heel ift boots applied and with a pairof
heel lift boots on the bedside table. Further %
abservation of Resident #4, on 02/11/14 at 11:00
AM, 2:00 PM and 4:30 PM, revealed the resident
was without the application of bilateral heel lift
boots.

Observation of Resident #4, on 02/12/14 at 10:15
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HE B |
¥ 1. Hel 1t boots were sppited fo resident #4 onc idenifed by sirveyors 372614
F 309 Continued From page 4 F 300 - heywar nolin place. MD orders were reviewsd by DHS on 2+13a I;J; ' '

ersurea all physician orders \:z‘i'ére‘ being foliowsd. inlerventions relaied u:i
Iraplsmeantation of MD orders wera carmiad oul, Resldent rigk Tor pmsur:;
uicere and the heel M boots lo be applled g ardered by physician was
foliowsd, Siin assesamant compleled and na skin bragkdown Iaenﬂﬂadé
B5 & resull of not following MO orders.

#- Al repidant MD ordere will be reviewsd by DHS, ADHS, MR, MOS,
by 32114 1z insure all current and interventions refiact MD ordsrs and
infarvantions necsssary Lo care for residenls. Any MO

wrders not belng fallowsd wil be Inplemented sl the fms of
ideniificaden. CRCA cere plane will also be updaled b ansurs MD arders
being followad whan caring for residens.

3. Nursing staff wiil ha In-gerviced by 3-25-14 by DHS and ADHE relatad
lo fallawing MO ardera, A verbal leet will be used In validsie thst glalf
underatand the Importance of following MO orders,

4. Ongaing montioring will oceuy during

marring cfinfeal mesdngs whers Interdisciplinary leam

will review MD) orders fom pravioug 24 hotes and follow-up

i ensure inierventions are bassd on physician orders.

MD arders and Intarvantions placed on care plan will 3iss he

maritored acour durlng Resldent Fire, Meelings by

Interdizcipfinary Team with [amily andior residant prasent.

Daily moniforing will eeur during rounds by DHS

andior Charge Murses who will obaarve that MO arders ars baing
foliwed based an Intervenlions In placa. Any non complianca

Will be cormeted at the time of obgarvation and discuzsed

wilh elaf? wo complianca s mainleingd, In addition,

DHE Wil round & limes per waek for 30 days, then 2 fines per weak for
30 daye uril subzslsnlal compliancs will be determined by Quality i
Aegurance Commitize which meats monthly. Any Noncomplimnos wif !
require deveioprnenl of action plan which will be monilored for J
Implarneniation by GA, Thaga syslema wil also be monilored iwica 8 E

yeer during our Pear Review,

L
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F 309!

Continued From page §

AM, revealed the resident was sifting in a
wheelchair in the common area of the unit without |
the application of bilateral hes! lift boots.

| Observation of Resident #4's skin assessment,

i on 02/12/14 at 11:00 AM, revealed he/she had no
: pressure ulcers on his/her heels.

Review of the clinical record for Resident #4
revesaled the facility admitted the resident on
01/16/14 with diagnoses of Rehabilitation post
Cardiovascular Accident and Coronary Artery i
Disease. The facility assessed the resident as
having a Brief Mental Inventory (assessment of
gognition) scare of five (5) on 01/30/14 indicating |
Resident #4 was not interviewable. Further |
review of Resident #4's clinical record revealed a
current physician's order for lift boots to bilateral |
heels at all imes. Review of the February 2014, |
monthly Treatment Administration Record (TAR) |
for Resident #4 revealed the order for bilateral |
heel lift boot application and a nurses' signature
i for each shift up to date of survey,

Interview with CNA#1, on 02/13/14 at 10:20 AM,
revealed she was sasigned to Resident #4 on i
02712714 and on 02/13/14 and she did not receive
a report from the off-going CNA or the unit nurse
about Resident #4 needing to have bilateral heel
lift boots applied at all times. CNA#1 indicated
she’looked in the CNA care plan book at the l
nursing station and in the kiosk after she had
seen the boots in Resident #4's room and there
was no information there about the resident
needing bilateral hael lift boots at sl times. She
further indicated it was the respongibility of the
CNAs and the nurses together to ensure the heel
: lift boots were applied.

Interview with Licensed Practical Nurse {LPN) #4,

F 308

|
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"on 02/13/14 at 2:30 PM, revealed following :
f physician orders was a standard of practice for all
tnurses. She stated the physician's order for
hilateral heel Iift boots to be worn at all times for
Resident #4 was transcribed onto the nursing
TAR and was to be signed off by the nurse on

; each shift. She stated the signature of the nurse
on the TAR indicated he/she was ensuring the
order was followed by the CNAs and nurses.

LPN #4 stated she was unaware the bilateral heel
lift hoots were not applied for Resident #4.

Interview with MDS Registered Nurse (RN) #3 on
02/13/14 at 2:45 PM revealed the nurses and
CNAs care plang should have included the
physician order for application of bilateral heel lift
boots to ensure the physician's order was
followed, MDS RN #3 further indicated not doing
S0 Was an error.

Interview with the Director of Nursing (DON}, on

1 02/1314 5t 3:.00 PM, revealed it was a standard

! of practice for nurses to follow physician orders.
She stated an order for application of bilateral
heel lift boots would be the responsibility of
nurses and CNAs and nurses should sign the
TAR as an indicator the order was being followed.
The DON Indicated she did not monitor the
residents’ TARs to ensure accuracy.

i
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POC, the facility was deemed to be in
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - WESTPORT PLACE HEALTH COMPLETED

CAMPUS

185466 B. WING 02/12/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

4247 WESTPORT ROAD

LOUISVILLE, KY 40207

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY]

WESTPORT PLACE HEALTH CAMPUS

K 000 INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 2010, 2012
SURVEY UNDER: 2000 New
FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One (1) story, Type V
(111

SMOKE COMPARTMENTS: Seven (7) smoke
compartments

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors

SPRINKLER SYSTEM: Complete automatic wet
and dry sprinkler system.

GENERATOR: Type Il generator. Fuel source is
Natural Gas.

A standard Life Safety Code survey was
conducted on 02/12/14. Westport Place Health
Campus 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)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) 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 patrticipation.
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