DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES
D ZQMB
Facility 1D: 100212

1. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPEQFACTION. _2(L8)
(L) 185095 (L3) GOLDEN LIVINGCENTER - HILLCREEK
1. Initial 2. Recertification
2. STATE VENDOR OR MEDICAID NO. (L4) 3116 BRECKINRIDGE LANE 3. Termination 4 Cliow
(L2)y 12505111 (L5) LOUISVILLE, KY (L6) 40220 5. Validation 6, Complaint
7. On-Site Visit 9, Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY 02 Ly
(L9} 04/01/2006 o1 Hospitat osHIA OTESRD IYPTIP aclia | Full SurveyAtier Complaint-
6 DATE OF SURVEY 082972015  (L34) 02 SNF/NF/Dual 06 PRTF 10NF 14 CORF
8 ACCREDITATION STATUS: __{L10) | o3SNENFMDIMinet 07 X-Ray HICEAD 15 ASC FISCAL YEAR ENDING DATE:  (L35)
0 Unaccredited 1 TIC 04 SNF 08 OPT/SP 12 RIIC 16 HOSPICE 12/31
2ADA 3 Other
11..LTC PERIOD OF CERTIFICATION 10.THE FACILITY 1S CERTIFIED AS
From (a): X A. In Compliance With f ved Wojv wing
. Program Requirements 2 Technical Personnel 6. Scope of Services Limit
To (by: . —_
Compliance Based On: __3 24HourRN __7. Medical Dircctor
12.Totn! Facility Beds 172 (LI§) N 1. Acceptable POC —4 7-DayRN (Rural SNF) 8 Patient Room Size
5. Life Safety Code — 9. Beds/Room
i L17 B. Not in Compliance wilh Program
AL Lzed St Requirements and/or Applied Waivers:  * Code: Al* {L12)
14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF o 1861 {(e) (1) or 1861 (3 (1. YES (L15)
172
(L37) (L38) {L39) {L42) (L43)
16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):
See Attached Remarka
17. SURVEYOR SIGNATURE Date : 18. STATE SURVEY AGENCY APPROVAL Date
'’ - : -
m/é M ///é/'b_ 10122015
7 {L19) (L20)

PART I1-TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL
RIGHTS ACT

-X._ | Facility is Eligible 10 Participate
o

2. Facility is not Eligible

21. | Statement of Financial Solvency (HCFA-2572)
2, Ownership/Conirol Interest Disclosure Stmt (HCFA-151 3}

3. Both of the Above -

(L2
22 ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT 26 TERMINATION ACTION (L30)
OF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 [NVOLUNTARY
06/15/1970 01-Merger, Closure 05-Fail 10 Mect Health/Safety
(L34 (L (L25) 02-Dissatisfaction W/ Reimbursemen 06-Fail to Meet Agreement
25 LTC EXTENSION DATE 27. ALTERNATIVE SANCTIONS 03-Risk of Ivoluntary Termination OTHER
A. Suspension of Admtissions: 04-Other Reason for Withdrawal 07-Provider Status Change
(L44) 00-Active
(L2 B Rescind Suspension Date:
{1.45)
28. TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO 30 REMARKS
00454
(L28) (L31)
31. RO RECEIPT OF CMS-153¢ 32 DETERMINATION OF APPROVAL DATE
10/12/2015
(L2 (133 { DETERMINATION APPROVAL
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DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL ID: ZQMB
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility 1D: 100212
C&T REMARKS - CMS 1539 FORM STATE AGENCY REMARKS

A standard health and abbreviated (K Y00023660) surveys were concluded on 08/14/15. The facility was found not meeting the minimum requirements for recertification
with deficiencies cited at the highest scope and severity of a "F*. The complaint KY00023660 was unsubstantiated with no related deficiencies cited. A Life Safety Code
survey was conducted on 08/13/15 and was found not in compliance. Deficiencies were cited with the highest scope and severity of 3 "F".

Alter Supervisory review the survey was reopened on 08/21715 with Immediate Jeopardy identified on 08/21715 and determined 1o exist on 07/17/15 at 42 CFR 483.20
Resident Assessment (F281), 42 CFR 483.25 Quality of Care (F323); and, 42 CFR 483.75 Administration (F514) at a scope and severity of a "J". Substandard Quality of

Care was identified at 42 CFR 483.25 Quality of Care. The Facility was notified of the Immediate Jeopardy on 08/21/15. An extended survey-was-conducted-on-08/2715--
0872975,

An acceptable Allegation of Compliance (AOC) was received on 08/28/15, alleging the removal of Immediate Jeopardy on 08/27/15. The State Survey Agency (SSA)
validated the Immediate Jeopardy was removed on 08/27/15 as alleged prior to exit on 08/29/15, which lowered the Scope and Severity toa "D" at 42 CFR 483.20 Resident
Assessment (F281), 42 CFR 483.25 Quality of Care (F323) and 42 CFR 483,75 Administration (F514) while the facility develops and implements the Plan of Comection
(POC), and the facility's Quality Assurance (QA) monitors the effectiveness of the systemic changes.

Recommended Remedies:

* CMP of $3550.00 per day effective 07/17/15 through 08/26/15.

* CMP of $100.00 per day effective 08/27/15, 1o continue until substantial compliance is achieved or provider agreement is terminated;

* DPNA effective as soon as notification requirements can be met; and

* Provider agreement must be terminated if substantial compliance is not achieved within six (6) months from the last day of the survey identifying noncompliance,

A Statement of Deficiencies was issued to the facility on 09/15/15.

An amended SoD was issued to the facility on 09/16/15.

On 09/25/15 the facility requested an Informal Dispute Resolution (IDR).

A Plan of Correction was received on 09128715, however, it was determined 1o be unacceptable and re-issued to the facility on 09/29/15.

Refer to; 5095.11.ab.09.28.15

Re: Imposition Notice CMS Certification Number (CCN#): 18-50095

* Mandatory Termination of provider agreement will become effective on 02/29/ 16, if facility remains out of compliance on the latter date,

* CMP of $5,500.00 per day from 07/17/15 through 08/26/15;

* CMP of $100.00 per day effective 08/27/15, which will continue to accrue until either substantial compliance is achieved or facility's Medicare participation is terminated
* DPNA is effective 10/13/15, that continues until substantial compliance is achieved or provider agreement is terminated,

An acceptable PoC was received on [0/01/15 with o compliance date 09/30/15 for the standard health survey and 10/02/15 compliance date for the LSC survey.

The IDR was conducted by desk review on 11/04/15 and the following determination was made: F281 $/5 1- No change, F323 S/8 J - No change, and F514 §/5 ] - No
change.

An onsite re-visit was concluded on 11/13/15 and found the facility in compliance on 10/02/15 as alleged in their PoC.

Recommended Remedics:

Refer to: 5095.1.ab.09.28.15

Re: Imposition Notice CMS Certification Number (CCN#): 18-5095
* Mandatory Termination is rescinded.

* CMP of $5,500.00 per day from 07/17/15 through D8/26/15;

* CMP of $100.00 per day effective 08/27/15 through 10/01/15: and
* DPNA is rescinded.

Recentification is recommended.

FORM CMS.1539 {7-84){ Destroy Prior Editions) Yy
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LTC Facility Bed List

Licensure Type Licensure Type
Room # | and # of Beds | Certification Room # | and # of Beds | Certification
L Examplel:| 100 NF - 2 beds Title 18/19 130-1 NF - 1 bed Title 18/19
130-2 NF - 1 bed Title 18/19
ST 100A NF- 1 bed Title 18/19 131-1 NF - 1 bed Title 18/19
1008 NF- 1 bed Title 18/19 131-2 | NF-1hed Title-18/19
- 132-1 NF-1bed | Title 18/19
100-1 NF - 1 bed Title 18/19 132-2 NF - 1 bed Title 18/19
100-2 NF - 1 bed Title 18/19 133-1 NF - 1 bed Title 18/19
101-1 NF - 1 bed Title 18/19 133-2 NF - 1 bed Title 18/19
101-2 NF - 1 bed Title 18/19 134-1 NF - 1 bed Title 18/19
102-1 NF - 1 bed Title 18/19 134-2 NF - 1 bed Title 18/19
102-2 NF - 1 bed Title 18/19 135-1 NF - 1 bed Title 18/19
103-1 NF - 1 bed Title 18/19 135-2 NF - 1 bed Title 18/19
103-2 NF - 1 bed Title 18/19 136-1 NF - 1 bed Title 18/19
104-1 NF - 1 bed Title 18/19 136-2 NF - 1 bed Title 18/19
104-2 NF - 1 bed Title 18/19 137-1 NF - 1 bed Title 18/19
105-1 NF - 1 bed Title 18/19 137-2 NF - 1 bed Title 18/19
105-2 NF - 1 bed Title 18/19 138-1 NF - 1 bed Title 18/19
106-1 NF - 1 bed Title 18/19 138-2 NF - 1 bed Title 18/19
106-2 NF - 1 bed Title 18/19 139-1 NF - 1 bed Title 18/19
107-1 NF - 1 bed Title 18/19 139-2 NF - 1 bed Title 18/19
107-2 NF - 1 bed Title 18/19 140-1 NF - 1 bed Title 18/19
108-1 NF - 1 bed Title 18/19 140-2 NF - 1 bed Title 18/19
108-2 NF - 1 bed Title 18/19 141-1 NF - 1 bed Title 18/19
109-1 NF - 1 bed Title 18/19 141-2 NF - 1 bed Title 18/19
109-2 NF - 1 bed Title 18/19 200-1 NF - 1 bed Title 18/19
110-1 NF - 1 bed Title 18/19 200-2 NF - 1 bed Title 18/18
110-2 NF - 1 bed Title 18/19 201-1 NF - 1 bed Title 18/19
1111 NF - 1 bed Title 18/19 201-2 NF - 1 bed Title 18/19
111-2 NF - 1 bed Title 18/19 202-1 NF - 1 bed Title 18/19
112-1 NF - 1 bed Title 18/19 202-2 NF - 1 bed Title 18/19
112-2 NF - 1 bed Title 18/19 203-1 NF - 1 bed Title 18/19
114-1 NF - 1 bed Title 18/19 203-2 NF - 1 bed Title 18/19
114-2 NF - 1 bed Title 18/19 204-1 NF - 1 bed Title 18/19
115-1 NF - 1 bed Title 18/19 204-2 NF - 1 hed Title 18/19
116-1 NF - 1 bed Title 18/19 205-1 NF - 1 bed Title 18/19
117-1 NF - 1 bed Title 18/19 205-2 NF - 1 bed Title 18/19
127-1 NF - 1 bed Title 18/19 206-1 NF - 1 bed Title 18/19
127-2 NF - 1 bed Title 18/19 206-2 NF - 1 bed Title 18/19
129-1 NF -1 bed Title 18/19 207-1 NF - 1 bed Title 18/19
129-2 NF - 1 bed Title 18/19 207-2 NF - 1 bed Title 18/19
LTC Bed Breakdown:
How many of each type at the facility)
18 SNF 18/19 SNF 19 SNF ICF IMR PC Licensed Only
172

Date of Surveyﬁi /__I_I /LS._.

98[25 |1
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LTC Facility Bed List

L1

Date ofSurve(}X / [[ /_5_;

B2ea /s

Licensure Type Licensure Type

Room # | and # of Beds | Certification Room # | and # of Beds | Certification
l Examplel: 100 NF - 2 beds Title 18/19 237-2 NF - 1 bed Title 18/19
238-1 NF - 1 bed Title 18/19
Example2: 100A NF- 1 bed Title 18/19 238-2 NF - 1 bed Title 18/19

1008 NF- 1 bed Title 18/19 239-1 ~ NF-1bed | Title18/19
239-2 NF - 1 bed Title 18/19
208-1 NF - 1 bed Title 18/19 300-1 NF - 1 bed Title 18/19
208-2 NF - 1 bed Title 18/19 301-1 NF - 1 bed Titie 18/19
209-1 NF - 1 bed Title 18/19 302-1 NF - 1 bed Title 18/19
209-2 NF - 1 bed Title 18/19 303-1 NF - 1 bed Title 18/19
210-1 NF - 1 bed Title 18/19 304-1 NF - 1 bed Title 18/19
210-2 NF - 1 bed Title 18/19 305-1 NF - 1 bed Title 18/19
211-1 NF - 1 bed Title 18/19 306-1 NF - 1 bed Title 18/19
211-2 NF - 1 bed Title 18/19 307-1 NF - 1 bed Title 18/19
213-1 NF - 1 bed Title 18/19 308-1 NF - 1 bed Title 18/19
213-2 NF - 1 bed Title 18/19 309-1 NF - 1 bed Title 18/19
214-1 NF - 1 bed Title 18/19 3101 NF - 1 bed Title 18/19
215-1 NF - 1 bed Title 18/19 311-1 NF - 1 bed Title 18/19
215-2 NF - 1 bed Title 18/19 312-1 NF - 1 bed Title 18/19
216-1 NF - 1 bed Title 18/19 313-1 NF - 1 bed Title 18/19
217-1 NF - 1 bed Titie 18/19 314-1 NF - 1 bed Title 18/19
219-1 NF - 1 bed Title 18/19 315-1 NF - 1 bed Title 18/19
228-1 NF - 1 bed Title 18/19 324-1 NF - 1 bed Title 18/19
228-2 NF - 1 bed Title 18/19 325-1 NF - 1 bed Title 18/19
229-1 NF - 1 bed Title 18/19 326-1 NF - 1 bed Title 18/19
229-2 NF - 1 bed Title 18/19 3271 NF - 1 bed Title 18/19
230-1 NF - 1 bed Title 18/19 328-1 NF - 1 bed Title 18/19
230-2 NF - 1 bed Title 18/19 329-1 NF - 1 bed Title 18/19
231-1 NF - 1 bed Title 18/19 330-1 NF - 1 bed Title 18/19
231-2 NF - 1 bed Title 18/19 3311 NF - 1 bed Title 18/19
232-1 NF - 1 bed Title 18/19 33241 NF - 1 bed Title 18/19
232-2 NF - 1 bed Title 18/19 333-1 NF - 1 bed Title 18/19
233-1 NF - 1 bed Title 18/19 334-1 NF - 1 bed Title 18/19
233-2 NF - 1 bed Title 18/19 335-1 NF - 1 bed Title 18/19
234-1 NF - 1 bed Title 18/19 336-1 NF - 1 bed Title 18/19
234-2 NF - 1 bed Title 18/19 337-1 NF - 1 bed Title 18/19
235-1 NF - 1 bed Title 18/19 338-1 NF - 1 bed Title 18/19
235-2 NF - 1 bed Title 18/19 335-1 NF - 1 bed Title 18/19
236-1 NF - 1 bed Title 18/19 340-1 NF - 1 bed Title 18/19
236-2 NF - 1 bed Title 18/19 341-1 NF - 1 bed Title 18/19
237-1 NF - 1 bed Title 28/19 400-1 NF - 1 hed Title 18/19

LTC Bed Breakdown:
How many of each type at the facility)
18 SNF 18/19 SNF 19 SNF ICF IMR PC Licensed Only]

172
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LTC Facility Bed List

Date of Survef{_ /c_( /_&’—

Vf’/w/ﬁ

Licensure Type Licensure Type

Room# | and # of Beds | Certification Room # | and # of Beds | Certification
|  Example:]| 100 NF-2beds | Title 18/19 NF-1bed | Title 28/19
NF - 1 bed Title 18/19

Example2: 100A NF- 1 bed Title 18/19 NF - 1 bed Title 18/19
1008 NF- 1 bed Title 28/19 NF-1bed | Title18/19.
o NF - 1 bed Title 18/19

401-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
402-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
403-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
404-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
405-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
406-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
407-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
408-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
409-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
410-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
410-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
411-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
411-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
412-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
412-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
413-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
413-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
414-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
414-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
415-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
415-2 NF - 1 bed Title 18/19 NF - 1 bed Titie 18/19
416-1 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
416-2 NF - 1 bed Title 18/19 NF - 1 bed Title 18/19
NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

NF - 1 bed Title 18/19 NF - 1 bed Title 18/19

LTC Bed Breakdown:
(How many of each type at the facility)
18 SNF 18/19 SNF 19 SNF ICF IMR PC Licensed Only
172




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

LONG TERM CARE FACILITY APPLICATION FOR MEDICARE AND MEDICAID

Standard Survey Extended Survey

From: F1 O& A 018 To: 20080 (134 (105 From: F3 (0% (28 115 To: k4 7Y o [Ilj/
MM DD YY MM DD YY ’ MM DD YY MM DD YY

Name of Facility G- GNSC Lotusvilk Hi )leree K LLL] Provider Number Fi&;% Yeg[%nldti;[g_: F5

i bla. Golder Living (enke fillorer | |§=509§ | 38 %%

Street Address City County State Zip Code

B, Breckenidee ke | Mowsville | Tebpesn | KY | Yo220

Telephone Number: F6 State/County Code: F7 State/Region Cogde: F8
B0R-459-9 )20 kel 1g[5so| €y [2ca
2 : ;

A F9

01 Skilled Nursing Facility (SNF) - Medicare Participation
02 Nursing Facility (NF) - Medicaid Participation
03 SNF/NF - Medicare/Medicaid

B. Is this facility hospital based? F10 Yes ]  No S/

If yes, indicate Hospital Provider Number: F11 [ 1]

Ownership: F12 lﬁa

For Profit NonProfit Government

01 Individual 04 Church Related 07 State 10 City/County

02 Partnership 05 Nonprofit Corporation 08 County 11 Hospital District
03 Corporation L.t 06 Other Nonprofit 09 City 12 Federal

Owned or leased by Multi-Facility Organization: F13 Yes E No [}

Fme of Multi-Facility Organization: F14

(Guldea L}vfﬂj

Dedicated Special Care Units (show number of beds for all that apply)

F15 1] AIDS F16 [JL 1] Alzheimer's Disease

F17 U] Dialysis F18 [T Disabled Children/Young Adults

F19 1] Head Trauma F20 I} Hospice

F21 [ICIC] Huntington's Disease F22 (OO0 Ventilator/Respiratory Care

F23 [J_]T] Other Specialized Rehabilitation
Does the facility currently have an organized residents group? F24 Yes No []
Does the facility currently have an organized group of family members of residenis? F25 Yes No [ ]
Does the facility conduct experimental research? F26  Yes [ ] No |
Is the facility part of a continuing care retirement commmunity (CCRC)? F27 Yes [] No _uf/

If the facility currently has a staffing waiver, indicate the type(s) of waiver(s) by writing in the date(s) of last approval. Indicate the
number of hours waived for each type of waiver granted. If the facility does not have a waiver, write NA in the blanks.

Waiver of seven day RN requirement, Date: F28 L] (1] ] Hours waived per week: F29
Waiver of 24 hr licensed nursing requirement. Date: F30 L] (JTJ CIC]  Hours waived per week: F31
MM DD YY
Does the facility currently have an approved Nurse Aide Training : ﬂ/
and Competency Evaluation Program? - F32 Yes [ No |

Form CMS-671 (12/02)



FACILITY STAFFING

A B C D
Tag g:::;;:sd Full-Time Staff Part-Time Staff Contract
Number EERE (hours) (hours) (hours)

Administration F33 | | ° 514|S 4 S

Physician Services F3a 7Y M | ] W]
Medical Director F35 : a1 IR
Other Physician F36 |

Physician Extender F37 ‘_ N. wiky
Nursing Services F38 Y N N S

RN Director of Nurses F39 ' (8 O

Nurses with Admin. Dutics F40 2 3]0

Registered Nurses F41 g q 4 RIEID)

L?ccnsed Pracl{calf F42

Licensed Vocational Nurses 3 3 3 0 | ]_' [

Certified Nurse Aides F43 26193 4190 A7
Nurse Aides in Training F44 |

Medication Aides/Technicians F45 ol %

Pharmacists Fi6 |{ [N IN fo)]
Dietary Services F7 |Y[NIN .
Dietitian F48 _ 29

Food Service Workers F49 . g 3 A 110 3

Therapeutic Services F50 W | :
Occupational Therapists Fst |V [N | l{p|ls
Occupational Therapy Assistants F52 o |5 [ 2132
Occupational Therapy Aides F53 Al AR

Physical Therapists F54 \{ N N 3' 5
Physical Therapists Assistants F55 Ao
Physical Therapy Aides Fs56 ; 1|2
Speech/Language Pathologist F57 Y N N q 7
Therapeutic Recreation Specialist F58 N

Qualified Activities Professional F59 [ Y| N (4

Other Activities Staff F6O || N TN

Qualified Social Workers Fél Y [N gV

Other Social Services F62 § NI | \ |+ 4

Dentists F63 N N &
Podiatrists F64 N D
Mental Health Services F65 Y N N 0
Vocational Services F66 ) N
Clinical Laboratory Services F67 | NIN

Diagnostic X-ray Services F68 NI N
Administration & Storage of Blood | F69 NN
Housekeeping Services F10 N ' a7 b
Other [N\ ¥ EAGNCE | P! | [0
Name of Person Completing Form (", P S K N . E-D Time ' 9‘ om

Signature : \Nﬂ-«..{\ MJ%‘ U€D 4 Date g"JD _!S-

Form CMS-671 (12/02)



D% PARTMENT OF HEALTH AND HUMAN SERVICES
CE INTERS FOR MEDICARE & MEDICAID SERVICES

RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

Provider No. Medicare Medicaid Qther . Total Residents
| SSOOI‘S \a F15 \ Q Cg 16 ,&_9 17 ISO 4 erm
ADL _Independent. Assist of One or Two Staff Dependent
Bathing 79 au £80 Q Q Fa1 aé -
Dressing Fa2 \\Q FB3 \ 9 D o \ L]
Transferring | Fas SD Fa6 \ \ \ F87 \ O‘
Tollet Use Fea | 5 F89 \%r'l Fo0 (Q g
Eating Fa1 % F92 65 £33 v"”

A. Bowel/Bladder Status

Fo4 ‘ With indwelling or external catheter

F95 Of the total number of residents with catheters,
how many were present on admission

F96 !Di Occasionally or frequently incontinent of
bladder

Fo7 _l_ﬁ_ Occasionally or frequently incontinent of
bowel

F98 b On urinary toileting program

F99 tt:\ On bowel toileting program

B. Mobility

Flo@ Bedfast all or most of time
F101.35Q In a chair all or most of time

Flozl Independently ambulatory

F103 &2 Ambulation with assistance or assistive device

F104_{ D) Physically restrained

F105 Of the total number of residents with restraints,
how many were admitted or readmitted with orders for
restrainis

FIO&"H With contractures

F107-Of the total number-of residents-with contractires,
how many had a contracture(s) on admission 5 )

C. Mental Status
F108-114 - indicate thie number of residents with:

F108 8 Intellectual and/or developmental disability

— Mﬂch.um@ntqctsis&szan@-&mp!om.rreﬁ.dep'.ressian—:——e—

Fl 105§ Documented psychiatric diagnosis
(exclude dementias and depression)

Fili H E Dementin: (e.g., Lewy-Body, vascular or Multi-
infarct, mixed, frontotemporal such as Pick's disease;
and dementia related to Parkinson's or Creutzfeldt-
Jakob diseases), or Alzheimer's Disease

Fl12 l'+ Behavioral healthcare needs

F113 Of the total number of residents with
behavioral healthcare needs, how many have an
individualized care plan to support them

Fl14 0 Receiving health rehabilitative services
for MI and/or ID/DD

D. Skin Integrity
F115-118 - indicate the number of residents with:

Fl15 ]L'} Pressure ulcers (exclude Stage 1)

F116-Of-the-total-nymber-of-residents-with

pressure ulcers excluding Stage |, how many
residents had pressure ulcers on admission L2

Fi I1EH_ Receiving preventive skin care

F118 D Rashes

Farm CMS-672 (0512}



RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

E. Special Care
F 1 19-132 - indicate the number of residents receiving:

U'f. FiI1% ‘%:Hospicecnnt
F1 20__0_ Radiation therapy
F121 _D_ Chemotherapy
Fl 2zi Dialysis '/~
F1 23_\_ Intravenous therapy, IV nutrition, and/or blood transtusion
F124 _a_lﬂ Respiratory treatment
F1 25_"_ Tracheostomy care

F126 § Ostomy care

FlZ?_D_ Suctioning

‘ ms&' \J Tnjections (exclude vitamin B12 injections

F129_\0 Tube feedings

F130 '_'\:4 Mechanically altered diets including pureed and all
chopped food {not anly meat)

/ Fii 5_3 Rehabilitative services (Physical therapy, speech-
language therapy, occupational therapy, etc.)
Exclude health rehabilitation for M1 and/ar ID/DD

F132 1' | Assistive devices with eating

F. Medications
F133-139 - indicate the number of residents receiving:

Fl 33_% Any psychoactive medication
F134§§ Antipsychotic medications
J FIJSB Antianxiety medications
F136 30 Antidepressant medications
/ F137___$__ Hypnotic medications
‘ FL38 _'LD__ Antibiotics __

FI.390” On pain management program

G. Other
Fl140 \Q With unplanned significant weight loss/gain

Fld1 l Who do not communicate in the dominant
language of the facility (include those who
use American sign language)

Fl42 t Who use non-oral communication devices
FMSBLQ With advance directives

F14475 Received influenza immunization

FI4SM_ Received pneumococcal vaccine

I certify that this information is nccurate to the best of my knowledge,

Signature of Person Completing the Form

D Mok Ay aHgA

Title

) Rl

AONS

S

v a
4

TO BE COMPLETED BY SURVEY TEAM

F146 Was ombudsman office notified prior to survey? _\{Yes ___No
F147 Was ombudsman present during any portion of the survey? ___Yes ﬁ No
F148 Medication error rate - %

Mﬂ//m ﬂJU

IUCII

Form CMS-672 (05/12)



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

RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

Provider No. Medicare Medicaid Other Total Residents
lg50qs IO F73 ig_‘ F76 ?2 F? /L/S F78
ADL Independent Assist of One or Two Staff Dependent
Bathing F79 ! | FB0 44/ L i&
Dressing Fa2 |00 Faq

1 q Fa3

24

Transferring F8s Tl Fa6 i O 2 Fa7 ,2 ‘_‘
Tollet Use Faa \ q Fag q 3 F30 3 \
Eating 91 25 F92 (OD Fa3 b

A. Bowel/Bladder Status
F94 )1 With indwelling or external catheter

F95 Of the total number of residents with catheters,
how many were present on admission \2?

F9%6 qB Occasionatly or frequently incontinent of
bladder

F97 IO b Occasionally or frequently incontinent of
bowel .

Fo8 5 On urinary toileting program

F99 5 On bowel toileting program

B. Mobility
Floo ’)“ Bedfast all or most of time

Flﬂl_z_q_ In a chair all or most of time
F mz_q_ Independently smbulatory
Fl103 _&f Ambulation with assistance or assistive device
Fl104 _’e'__ Physically restrained
F105 Of the total number of residents with restraints.

how many _ggre udmitted or readmitted with orders for
restraints ?

F106 47 With contractures

F107 Of the total number of residents with con%ctures.
how many had a contracture(s) on admission ?

C. Mental Status
F108-114 ~ indicate the number of residents with:

Fio8_2 Intellectual and/or developmental disability

Fi109 iz% Documented signs and symptoms of depression

D. Skin Integrity
F115-118 - indicate the number of residents with:

Fll15 ’3 Pressure ulcers (exclude Stage 1)

F116 Of the total number of residents with
pressure ulcers excluding Stage 1, how many

= 'm'ﬂ‘_‘]‘[ Locumented psychialric diagnosi

{exelude dementias and depression)

Fi1 l_ﬁ Dementia: (c.g.. Lewy-Body, vascular or Multi-
infarct, mixed, trontotemporal such as Pick’s disease;
and dementia related to Parkinson's or Creutzieldt-
Jukuob diseases), or Alzhcimer’s Disease

Fi112 lq Behaviotal healtheare needs

F113 Of the total number of residents with
behavioral healthcare needs, how many have an
individualized care plan to support them ?

Fli4_{ 2 Receiving health rehabilitative services
for M! and/or ID/DD

restdents-had pressure-ulcers omadmission ﬂ: 4

Fli7_| 5.§{ccciving preventive skin care

F118 O Rashes

Form CMS-672 (05/12)



RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

E. Special Care .
F119-132 - indicate the number of residents receiving:

FI19 _3 Hospice care

Fuo_@_- Radiation-therapy-

Fl 21_9 Chemotherapy

FI122_5 Dialysis

FlZJ_Z_ Intravenous therapy. IV nutrition, and/or blood transfusion
Fi24 __Z_g_ Respiratory treatment

F125 _l_ Tracheostomy care

F126_4 Ostomy care

F127_| Suctioning
F128 39 Injections (exclude vitamin B12 injections)
F129_"] Tube feedings

FI30{{o Mechanically altered diets including pureed and gl
chopped food (not only meat)

Fi31 52 Rehabilitative services (Physical therapy, speech-
language therapy, occupational therapy. ete.)
Exclude health rehabilitation for MI and/or 1D/DD

F1a2 lq Assistive devices with cating

F. Medications
F133-139 - indicate the number of residents receiving:

FlssﬂfL Any psychoactive medication
Fl34_3_'_5 Antipsychotic medications
F |35_[_g,_ Antianxicty medications
FIJ6;K§ Antidepressant medications
F137 i_ Hypnotic medications
F138_15 Antibiotics

F139 65 On pain management program

G. Other
Frso 4 With unplanned significant weight loss/gain

Fla1.3 Who do not communicate in the dominant
language of the facility (include those who
use American sign language)

Fild42 \ Who use non-oral communication devices
F143 q2 With advance directives
Fli44 '33Reccived influenza immunization

Fi4s > ORcccived pneumnococeal vaccine

[ certify that this informatien is accurate to the best of my knowledge.

Signature of Person Compieting the Form Title

(0D Ohad . (Lo g oo QMNDQS Rz,

TO BE COMPLETED BY SURVEY TEAM__

Fl46 Was ombudsman office notified prior to survey?

F148 Medication error rate %

+ Yes _j:lo/
Fl47 Was ombudsman present d ring any portion of the survey? Yes 0
(Z

Form CMS-672 {05/12)
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DEPARTMENT OF 'HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

e et

RESIDENT CENSUS AND CONDITIONS OF

RESIDENTS

Pravider No, Medicare Medicaid — |Cther Total Residents i

M?Lsoa[s " o AL A m /4% -
ADL Independant Assist of One or Two Staff Dependent

Bating  |ms & L 2 57

Dressing 82 _-@_ Fa3 ! 13 Fe4 5

Transferring | ras | \ Fas \ D 5 F8? | L_}

Toilet Use Fas 13 Fag q 5 D)

Eating £91 5q Fo2 (_oi Fo3 'B

A. Bowel/Bladder Status
F94 I‘_’l With indwelling or external catheter

F93 Of the total number of residents with catheters,

how many were present on admission 1 2

Fo96 QL Occasionally or frequently inconfi_nent of
bladder

F97 £ Occasionally or frequently incontinent of
bowel

F98_ 5 On urinary toileting program

F99 > On bowel toileting program

B. Mobility

Flo0 f_@ Bedfast all or most of time

Flo01 él_ In a chair all or most of time

Flﬂzi Independently ambulatory

Floadl Ambulation with assistance or assistive device

FIM_O_ Physicelly restrained
F105 Of the total number of residents with restraints,
how many were admitted ar readmitted with orders for
resiraints _0_ ‘

F106_57 With contractures

F107 Of the total number of residents with contractures,
how many had a contracture(s) on admission ="

C. Mental Status
F108-114 - indicate the number of residents with;

F108 I Intellectual and/or developmental disabitity

Fl109 7" Documented signs and symptoms of depression

Fi10 79 Documented psychiatric diagnosis
(exclude dementias and depression)

F1l1 RZDementia: (e.8., Lewy-Body, vascular or Multj-

infarct, mixed, frontoternporal such as Pick’s disease;
and dementia related to Parkinson's or Creutzfeldt-

Jakob diseases), or Alzheimer's Disease
Fl12 \S Behavioral healthcare needs

F113 Of the total number of residents with
behavioral healthcare needs, how many have an
individualized care plan to support them 15

Fll4 () Receiving health rehabilitative services
for Ml and/or ID/DD

D. Skin Integrity
F115-118 - indicate the number of residents with:

Fl115 i Pressure ulcers (exclude Stage 1)
F116 Of the total number of residents with

pressure ulcers excluding Stage 1, how man
residents had pressure ulcers on admission 3_

F117{20 Receiving preventive skin care

F118_0 Rashes

Form CM5-672 05/13)
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RESIDENT CENSUS AND CONDITIONS OF RESIDENTS

E. Special Care .
F119-132 - indicate the number of residents recelving:

Flis 3 Hospice care
FIZO_D__Radiaﬂon therapy
F IZI_O__ Chemotherapy
Flzz_&_pialysis

- -Iu%venous therapy, IV nutrition, and/or blood transfusion
F124 19 g2 piratory treatment

F125 D Tracheostomy care
F126 3 Ostomy care

I~"l27£_ Suctioning
F128 30 injections (exclude vitamin B 12 injections)
F129__Tube feedings

Fl3o 3,'2- Mechanically altered djets including pureed and alf
chopped food (not only meat)

F131 58 Rehabilitative services (Physical therapy, speech-
language therapy, occupational therapy, etc,)
Exclude health rehabilitation for MI and/or ID/DD

F132 7 Assistive devices with eating

F. Medications
F133-139 - indicate the number of residents recelving:

F133_67 Any psychoactive medication
F1 J4_§ Antipsychotic medications
F1352]_ Antianxiety medications
F136_Ig Antidepressant medications
FIJ‘I_S_ Hypnotic medications

F138 9 +_ Antibiotics

F139 E“ On pain management program

G. Other
FNO_I'_’L With unplanned significant weight loss/gain

Fl141 ' Who do not communicate jn the dominant
language of the facility (include those who
use American sign language)

F142 l Who use non-oral cammunication devices
Fl43 Z q With advance directives

Fi44 671 Received influenza immunization

F143 fﬂ Received pneumococcal vaccine

—

I certihy ihal this Information is accurate to the best of my knowledge,

Signature of Person Completing the Form Title Date
» £ p—p J ) \ S
OO Aedbe DNYoN Wiy aphg, L ONS SIS
TO BE COMPLETED BY SURVEY TEAM |
Fl146 Was ombudsman office notified prior to survey? - ( Yes —No
Fl147 Was ombudsman present ftluring any portion of the survey? - Yes _ZNo
Fi48 Medication error rate T') %

Form CMS-872 (05712)




PRINTED: 11/16/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
R
185095 B. WING 11/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3116 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOUISVILLE, KY-40220
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEAENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
An On-Site Revisit Survey was initiated on
11/12/15 and concluded on 11/13/15. The facility
was found to be in compliance as of 09/30/15 as
alleged in their Plan of Correction.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficlency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correclion 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 requisile to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsoleta

Event ID:ZQMB12 Facliity 1D: 100212 If continuation sheet Page 1 of 1




Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0330

Post-Certitication Revisit Report

Public reporting for this collsction of information is estimated to average 10 minutes per rasponse, including time for reviewing instructions, searching axisting dala sources, gathering and
maintaining data needad, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of ths collection of information
Including suggastlons for reducing the burden, to CMS, Office of Financlat Management, P.O. Box 26684, Baltimera, MD 21207; and 1o the Office of Managemant and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C, 20503,

(Y1) Provlder-l Supplier / CLIA/ (Y2) Multiple Construction _1'_(\'3) Date of Revisit
Identification Number A. Building
185095 o B __a,an?_ o | 11/13/2015
Name of Facility | Street Address, City, State, Zip Code
GOLDEN LIVINGCENTER - HILLCREEK 3116 BRECKINRIDGE LANE

LOUISVILLE, KY 40220

This repert is completed by a qualified State surveyor for the Madicare, Medicaid and/or Clinicat Laboratory Improvement Amendments program, lo show thase deficiencies praviousiy
reported on the CMS-2587, Statement of Deliciencies and Plan of Corraction that have been corracted and the date such corrective action was accomplished. Each deficiency should be
lully identlfied using either the regulatien or LSC provision number and the ideniification prefix coda praviously shown on the CMS-2567 {prelix codes shown lo the laft of each
requirement on the survey report lorm).

(Y4) Item (YS) Date (Y4) ltem (YS) Date  (Y4) Item {(Ys}  Date -
Correction Correction | Caorrection
Completed Completed Completed
ID Prefix F0241 09/30/2015 ID Prefix F0253 09/30/2015 ID Prefix F0276 09/30/2015
Reg. # 483.15(a) Reg. # 483.15(h)(2) Reg. # 483.20(c)
Lsc LSC LSC
Correction Correction Correction
Completed Completed | Completed
ID Prefix  FO280 09/30/2015 1D Prefix  FO281 09/30/2015 | 1D Prefix F0282 09/30/2015
Reg. # 483.20(d}{3), 483.10(k){2) Reg. # 483.20{k)(3}N Reg. # 483.20(k}3))
LSC LSC LSC
| |
Correction Correction Correction
Completed Completed | Completed
ID Prefix F0314 09/30/2015 ID Prefix #0323 05/30/2015 ID Prefix F0371 09/30/2015
Reg. # 483.25(c) Reg. # 483.25¢{h) Req. # 483.35(i)
LSC LSC LsC
Correction Correction Correction
Completed Completed Completed
D Prefix  F0431 08/30/2015 ID Prafix  F0441 09/30/2015 ID Prefix FO514 09/30/2015
Req. # 483.60(b}, (d). (&) Reg. # 483.65 ! Reg. # 483.75(141)
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
1D Prefix 1D Prefix _ 1D Prefix
Reg. # Reg. # I Reg. #
LSC LSC LSC

Reviewed By m% | Fleview?-j!
State Agency -
ReviewedBy - Reviewed By
CMS RO

Followup to Survey Completed on: ) Check for any Uncorrected Deficlencies. Was a Summary of
8/29/2015 Uncorrected Deficlencies (CMS-2567) Sent to the Facllity? YES

T

Date:

s
Signature.df Surveyor: iﬂa i
|

NO

Form CMS - 2567B (9-92) Paae 1 of 1 Fuant 1N ZOMR42
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 09/16/2015
E

R E C E FORM APPROVED
| IVED | owmsna.
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CUA {X2) MULTIPLE CONST N (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING FHET]"O -1 295 COMPLETED
OFFICE e
185095 B.WING sveuse et DA/29/2015
NAME OF PROVIDER OR SUPPLIER STREET AD - ' OE
, I |- 3116 BRECKINRDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOUISVILLE, KY 40220
{2410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (s}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOWLD BE c
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 000 | INITIAL COMMENTS F 000
Amended 09/16/15
A Recertification Survey was Initialed on 08/11/15
and concluded on 08/14/15, The facility was !
found not mesting the minimum requirements for

racertificatlon with deficiencles cited at the
highest scope and severity ol an °F*.

1 1fi additfon, an Abbreviatad Survey was-initiated —+—
on 08/11/15 and concluded an 08/14/15 to
investigale complaint KY23660. The Division of
Heallh Care unsubstantiated the allegation with
no daficlenclas clted.

Upon Supervisory review the survey was
racpened on 08/21/15 with Immediate Jeopardy
|dentified on 08/21/15 and dsierminad o exist an
07/17115 at 42 CFR 483.20 Resldent Assessment
(F281); 42 CFR 483.25 Quality of Gare (F323);
and, 42 CFR 483.75 Administration (F514) ala
scope and sevarity of a*J°. Substandard Quallly '
of Care was identified at 42 CFR 483.25 Quality '
of Care. The facility was notllied of he
immaediate Jeopardy on 08/21/15. An Extended
Survey was conducted on 08/27/15 and
concluded on 08/29/15.

On 07/47/15 the facility stalf iransported Resident |
426 In a facllity van from another nursing home.
The stalf tailed to secure the rasident via all
availabla safety resirainis. The resident's three

(3) wheal scooler tippad over during transport

and lhe residant fell from the scooter. The
resident was subsequently transferred lo the
Emergency Room on 07/17/15 with a diagnosis of
Subidural Hemaloma and expired on 08/01/15 . (e “ Sﬂd

PLRR REPRE magzsjsmmmas er'i - 0‘__&' )(lng.faﬂ“’ls—

Any daliclency statdgen with an astarlsk {*) denolas a daliclancy which the instiulion may be sxcused from cocracting providing i is determined that
other salaguards provido suliiclent protection lo the pallems, {Sea Instructions.) Except for nursing homes, the findinga staled above ara disclosabla 80 days
lollawing the date of survey whether of nol a plan ol comection Is provided. For nuising homes, the above findings and plans of comaclion ace disclosabla 14
days ioowing the date these documents are made avaltabls to the facility, H daficiencles are ciled, an approved plan ol conection is requisite lo continued
pragram participation.

L-—l—-—
LABORATORY Di 'S5 QR PROVID!

)

FORAM CMS-2587(02-39) Pravicus Versions Dbsoleta Evanl ID:ZCMBH Facilily 1D 100212 If corvinualion shest Page 10l 113
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D
DEPARTMENT OF HEALTH AND HUMAN SERVICES PH'FNgSM A%QI;}%?E]S

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER' A BUILDING COMPLETED

185095 B, WING 0B/29/2015

NAME OF PROVIOER OR SURPLIER STREET ADDRESS, CITY, STATE, 2IP CODE T

1 s ottt s 3116 BRECKINRIDGE LANE

'GOLDEN LIVINGCENTER - HILLCREEK LOUISVILLE, KY 40220 _

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (x5}

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE

OEFICIENCY)

F 000 | Continued From page 1 F 000
irom complications. The faciiity failed to complete
a Sltuation Background Assessmenl
Recommendation (SBARY) form lor Rasident #26 Preparation and/or
until the resident was sent to the hospllal. The executian of this plan of correction daes not
facllity also failed to document the fall on the ‘::::g::::'::"”’":“ agrcement by the
twenty-four hour report; theredore, nursing stalf fenuumm u:r::ln l:r g: I::::::cu:rm
was not all awace of tha fall or the details ralated deficiencies. The plan of corvection is
to the fall the residant sustained. prepared and/or executed sofely because it ks

required by the provisions of the federal and

An accaptable Allegation of Comphianca (AQC) b2

was received on 08/28/15, alleging the remaval of
immediale Jeopardy on 08/27/15. The State
Survey Agency (SSA) validated the lmmediata
Jeopardy was remaved on 08/27/15 as alleged
prior lo exit on 08/28/15, which lowerad the
Scope and Severity to a “D" at 42 CFR 483.20
Resident Assessment (F281), 42 CFR 483.25
Quality of Care {(F323) and 42 CFR 483.75
Administration (F514) while the facility develops
and implements the Plan of Correction (POC),
and the facility's Quality Assurance (QA) monitors
Ihe effeclivenass of the systemlc changes,

Additional deficiencies were cited during the
Recertificalion/Abbrevialed Survey with the
highest scope and saverity of a "F",

F 241 | 483.15(a) DIGNITY AND RESPECT OF Fa24
§8=0 | INDIVIDUALITY

The facilty must promote care for residents in a
manner and in an environment that maintains or
enhances each resident’s dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidencad
by:
Based on obsarvation, interview, record raview

FORM CMS.25687(02-99) Previous Varsions Qbsolele Evant 10:20M811 Facilly (0: 100212 If continuation shest Page 2 of 113

RECEIVED
0CT - 1 2055

GFFICE OF INSPECTOR GENZRAL
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Al
CENTERS FOR MEDICARE & MEDICAID SERVIGES MB N

STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIEFVGLIA {X2) MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
185095 8. WING 08/29/2015
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
3 PO — 3118 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOUISVILLE, KY 40220
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION xs)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-AEFERENCED TO THE APPHOPHIATE Dare
DEFICIENCY)
F 241 Continued From page 2 F 241
and facility policy review, it was dstermined the i
[acliity falled to ensura staf provided care ina [
manner that maintained dignity for two {2) of
twenty-six (26) residents, and one (1) of seven (7) !
unsampled residents, (Residant #4 and #6 and
Unsampled Resident A) Observation ravealed the F241
residents’ bodles ware exposad during the .
1. Residemt ¥ 6 blinds being closed
provision of care. when I:I.:n is pmvldcd:;mng ;gff Un
sampled resident A door is now being shut
The findings-include: T [ when ca::s' provided by:m;:agsuﬂ'.
Revsident #4 prlvu':y curtsin is now being
Review of the Resident Rights Policy, ravised Pulled when carc is pravided by nursing staf.
March 2010, revealed each resident shauld be | 2, Altcesidents that have care provided have 0930115
treated with consideration, respect, and full | the potential 10 be affected. Random rounds
recognition of histher dignity and individuality, were completed on oerzz:r lidby :{: m n.:d
i other residents were found to y
including privacy in treatment, m‘h deficient pracie
1. Resident #6 was admilted on 07/22/15 with a 3, Anin service was held on 09/15/1S —
diagnasis of Cerebrovascular Disease, 09/17/15 for all nursing staff on resident’s
Hypalhyroldism, Metabalic Encephalopathy and - digairy and providing privacy with all
Chronic Heart Fallure, | restments/cure. The IDT team including o
| ket
Review of Resident #6's Admission Minimum Nursing (ADON) conducted this in-service,
Data Set (MDS) Assessment, dated 07/22/1 5,
revealed Resident #6 had a BIMS score of . 4The UMh"'i“ ";'*:I'“‘,'“-“ ;"‘"_"Y for 4
ninety-nina (99) which meant the resident was not I b“::;’;;f,i ok S o
inferviewable, ! manthly thereafier for 4 months. These audits
will be documented onin l:becll: ﬂu\:téu The :
cheek sheet will be reviewed Y an
Observatlon of Resident #6's szsirostomy lube | DON weekty ot mr:m]y. =reian
(G-tube) care, on 08/03/15 at 11:09 AM, revealed | report their findings (0 QAP! cqmmicis
Aesident #6's window biinds were open when { monthly for § months., The QAP! team mests
Reglsterad Nurse {RN) #4 exposed Residan| #5's [ monthly. Each month, the
breasis to clean Residen! #6's G-lube sis, fcam will review the results of these checks
! to ensure mmpliqlee of the staff, need for
Intarview with RN #4, on 08/13/15 at 11:25 AM, | rdevtioping ot lswees 1nd e
revealed sha shouid have closed Resident #6's { compliance. This will be completed for §
biinds. AN #4 stated some of the visilors park in months (0 ensure continued compliance.
the back parking lot and this could allow viewing ‘
Into the room and cause embarrassment lor the f
FORM CMS-2567(02-89) Pravious Veraian Obsolsis Event 10:20M811 Faciy 1D; 100212 i continualion shael Paga 3 of 113
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAI

SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED; 09/18/2015
FORM APPROVED

OMB NO. 0938-0391

{%1) PROVIDER/SUPPUERICUA
IDENTIFICATION NUMBER:

185095

(M2} MULTIPLE CONSTRUCTION
A BUILDING

(X2) DATE SURVEY
COMPLETED

B. WING

08/29/2015

NAME OF PROVIDER OR SUPPLIER
GOLDEN LIVINGCENTER - HILL.CREEK

STREET AODRESS, CITY, STATE, ZIP GODE
3118 BRECKINRIDGE LANE-
LOUISVILLE, KY 40220

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PAECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D "PROVIDEN'S PLAN OF CORRECTION {xs)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CAOSS-AEFERENCED YO THE APPROPRIATE OATE

DEFCIENCY)

F 241

Conlinued From page 3
rasident.

Intarview with tha Assistant Director of MNursing
{ADON]), on 08/14/15 at 4:30 PM, ravealed
keeping a resident's window blinds open could be
a dignity concemn, Tha ADON stalad it could
maka the resident fesl embharrassed or ashamed.

2. Observation; on 08/12/13.at 8:35-AM,-during

F 241

the morning madication pass on the 200 Hallway,
revealad Licensed Practical Nurse (LPN #14)
antered Unsampled Resident A's room to
administer the resldent's dose of insulin.
Unsampled Resident A was in Bed-1 closest (o
ihe door that opened into the hallway. The nutsa
did not close the residenl's door and after
varilying the corract resident and medication
dosage, she asked Unsampled Resident A to lilt
his/mer shirt, exposing hismher abdemen, and
administered the sub culaneous injection withaut
first cloging (he resident'a door to provide privacy.

3. Obsarvation on 08/12/13 at 8:35 AM, during
{ha madication cbservatlon, ravealed Residant
#4, was ratlining in bed and was receiving
moming care pravided by Certified Nursing
Assistant {CNA) #10, Resident #4's
abdomen/chaest was partially exposed and hisher
legs were partially uncavered, The CNA did not
pull Resident #4's privacy curtain when LPN #14
and the Surveyars enlered the room o obsarve
the insulin injection for Unsampled Residenl A.
Review of the facility’s BIMS list, not dated,
revealed the facliity assessed the resldant with a
score of 15, meaning the resident was
intarviewabla,

Interview, on 08/13/15 at 8:16 AM with CNA #10,
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ravealed she typically aasisted Resident #4 with
morming care which Inciudad bathing, oral care,
shaving, cathetar and colostamy care. CNA 810
slated when the surveyors and the licensed nurse
enlered the room, she was washing the residenl's
face, and was to apply his/her deodorant, cleanse
his/her hands and provide parneal and colostomy
care. CNA #10 slated she had pulled Residemnt
#4's privacy curtain when she began providing the

¥

care;-but she-atated Resldent-#4's-roommate,
Un-Sampled Resident A, had pulied tha curtaln
back as he/she was returning irom the resiroom.
CNA 10 stated it was imporant lo ensure that
Residenl #4's privacy and maintain hisher
dignity. CNA #10 slated Resident #4 was a very
private parson, and did nol ke peopla (o see
his/her coloslomy.

Interview, on 08/14/15 at 4:25 PM with the ADON,
revealed staft shoutd ensura tha privacy of
residents when providing cara and this should bs
done by pulling the privacy eurtain belween
residents’ beds in double rooms and closing sntry
doors from the hallway, The ADCN stated
expasing a resident’s abdomen when providing
an injection, and net closing the entry daor from
Ihe haltway, could be a dignity issus for the
resident,

F 253 | 483.15(h)(2) HOUSEKEEPING & F 253
§5=E | MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessasy 1o maintain a
sanitary, orderly, and comfoniable Interior.

This REQUIREMENT is not met as avidenced
by:
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delermined the facility failed to ensure tha
environment was maintalned In gooed repalr for | Resident room 4133 ) gl
threa (3) of four {4) nursing units. Tha 100 Unit : roam 4333 soep dispenscr fiNed on
had mulliple rooms with palat chipped oft the daor e T
frames, and paper towe| dispensers were found 165, 106 s0d 209 all filled immedistcly on
emply. The 200 Unit had splintered wood on the 3!8114& All u:d ::;muu doiod: frames on 100
lire doors and paper lowel dispensers wera ve beea painted by 1 owtside contract

painter on 08/20/15. The 200 unit fire door
3?&?&53&#&&%?&‘2&%1?0 (2} soap was repaeed on QU115 by the maintenancs

. Of,

2. All residents’ rooma and facility areas have

Tha findings Include: g::?:em}'i:el:;knl}&% by this cht:it::!cm
5 aciity was on
Interview with the Resident Councll, on 08/1/15 e e
at 3:00 PM, ravealed thrae (3) of fiftaen {15) by the muintenance director for any chipped
rasidents who attended the group meeling voiced resident door frames and 0o nther rooms were
the tacility never had soap and would have lo found to have bezn affected,
utitiza thelr own.
1. The Housekeeping daily schedule was
1. Observalion of the 100 Unit, on 08/12/15 at reviewed by the Director of Housekeeping
9:18 AM, revealed in rcom 333, when lhe nurse (DOH) and revised on 09/17/15.  The Dg}'l s
atempled to wash thelr hands, the soap e e Gl
dispensar was emply. Licensed Praclicai Nurse ﬁ,“.%f, (DT teamn in serviced the nursing staff
{LPN}) #7 had lo leave he room and gel a on [9/15/15 - 09/17/15 on punting any nceded
poriable botile of hand soap. repairs or painting of dooss in our computer
maeintcnance work order system (building
Observation, of the on 08/1315 al 8:56 AM, Ao ey sk e Roeid Krmmedatcly
during the moming medication pass on the 100 by placing the concern/item 1o be fixed in the
Unit, revealed the paper lowel dispenset In Building Engines System will ensure
Resldent Room 103 was empty and the licensed b s ol o e
nurse had to cross the hall to Aesident Aogom 102 e et willthen il the ftems timely that are
to obtain a paper lowal for drying hes hands. reported timely.
Observalion, on 08/13/15 at 9:10 AM, during the 4. The ED wil manitar the building cngines
moming medication pass on the 100 Unit, P el radssdi s i
revealed the paper lowel dispenser in Resident timely. The findings will be reparied in QAPI
Room 127 was empty, and the licensed nurse manthly by the ED for § months
oblained facial tissuas from lhe resident in Bad-2
for drying her hands after washing them at the
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room's sink, DOH will randomly select 4 resident roms,
onc on each unit, por week for 4 weels
Observation, on 08/14/15 at 9:35 AM, an the 100 :?ﬂ*iﬂs fﬂ:h empty sasp t}rp:pa mu:el
Unit, revealed the paper fowel dispensers in o DOH will s T.10r & moathe. The EQ
Resident Rooms 105 and 106 were empty. ,m,,,l:;;',l.'mm'}: ?’ﬁ':,‘;“’;ﬂ?gﬁl
team meets monthly. Ezch month, the
tezm will miug the results of these checks
2. Observalion on the 200 Unit, on 08M4H5 at e LA el
10:00 AM, revealed the paper towel dispenser for dmlopin:n 4 'mi:n’;m.“(’m :.':'M":d
-was-empty in-Resldent-Room-209;-and-tinit T complisnceThis will be completed for 5
Manager for the 200 Unit had to obtain a package moaths 10 ensure contlaued compliance.

of paper towels lo fill the dispensar prior {o the
licansad nurse {LPN #4) beginning the wound
carefdressing change for Resident #4.

Interview, on 0B/14/15 at 9:40 AM, with
Housekeepar #11 ravealed he normally
performed housekeeping duties on the 100
Haliway of the facility, and that it was his
responsibiiity o ensure paper towels were
available tar use In aach of the resident’s rooms.
Housekeeper #11 siated he narmally began the
daily cleaning of tha residenl’'s rooms about 9:30
AR alter the breakfast trays had baen plcked up.
Housekeaper #11 staled when he cleanad each
resident room sink, he would maka sure the
paper towal dispensers were rafilled, il neaded.
Housekeeper #11 stated he retumed to the unit
later in his shift (usually alter lunch} to ra-clean
the bathrooms as needed, and relilf the paper
{owel dispensers.

3. Observation of the 100 Unil, on 08/13/15 at
8:25 AM, revealed twelve (12) rooms from
127-140 had door frames with paint chipped off.
The door frames were painted brownish in color,
but with the paint chips, the color undameath was
whils. Room 134 had the most paint chipped off.
At least half of the door frame on each side was

FORM CMS-2567(02-99) Pravious Veralans Obsolole Event . ZOMB1 Factity 1D: 100212 il continuation sheat Page 7of 113
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chipped off.

4. Observalion of the 200 Unit, on 08/13/15 al
8:45 AM, revealad the fire door had an area of
wood chipped off causing jagged edges and
splintering, just abave the lower third hinge.

tntervisw, on 08/13/15 al 2:32 PM, with the
Housekeeping Supervisor, revealed he did audits

F 253

waekly.of privacy curtains,-and-dispansers.-but—
had no documentation of those audils. Ha stated
the soap dispensers an the 300 Unil Jasted a (ot
longer than Ihe others and the housekeepers
must have just missed #. In regards {o the empty
paper lowel dispensers, he stated the 100 Unit
had the smaller dispensers so they run out fastar,
He stated he had on order for the new anes, bul
was waiting an the approval,

intervisw, on 08/13/15 at 2:32 PM, with tha
Maintenance Director revealed he had a contracl
person who came in about twenty (20) hours a
month to do painting. He staled he went hallway
by hallway and he just had not got back to the
100 unityal. He staled it may seem like a lot of
time to paint but is wasn't, The Administrator at
this tima stated she would get approval for ten
(10) hours a week for painting.

483.20(c) QUARTERLY ASSESSMENT AT
LEAST EVERY 3 MONTHS

Afacllity must assass a restdent using the
quarterly review instrument specilled by the State
and appraved by CMS not less frequently than
once every 3 months.

This REQUIREMENT is not met as avidenced

F 276
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assessment far one (1) of twenty-six (26)
sampled residents, (Resident #18).

The findings include:

Review of the Resldent Assessment Instrument
Usars Manual Version 3.0, Chapter 2-30,
revealed the quarterly assessmeant was an
Omnibus Budget Reconciliation Act (OBRA)
han-comprehensive assesament for a resident
that must be completed at teast avery ninsty-two
(92) days lallowing the previous OBRA
assessment of any lypa. s used to track a
residents status between comprehensive
assessmenis lo ansura critical indicators of
gradual change In a residents status is monftored.

Review of the medical record for Resident #1 5,
revealed the lacility admitted the resident on
12/31/14 with diagnoses including, Right Below
the Knes Ampultation, Diabeles Melils,
Hypertension, and End Stage Renal Diseass,
Dialysls Dependent. The facility completed an
admission Minimum Dala Set {MDS) Assessment
with an Assessment Relerence Date of 01/07/1 5,
The facility did not comptete Ita quanerly
assessment until 05/20/15; howaver, it should
have bean completed no later than 04/03/15.

Interview, on 08/14/15 at 12:35 PM, with
Minimum Data Set (MDS) Registered Nurse,

(RN) Coordinalar #1, revealed she had been
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by:
Basad on Interview, racord review, and reviaw of
the Resident Assessment Instrument Manual, it F 276
was determined the faciity failed 10 complete a I Rai
Quarterly Minimurm Data Set (MDS) Assessment compleedon S any MDS
within ninety-twa (92) days af the Assessmant b
Relerence Date (ARD) af the mast recent clinical o duanzy essessment was completzg

timely on 07/16/15, His next tis
already seheduleqd timely for 10/16/15,

2-All restdents hiave the potential to be
effected by this deficient practice, A audit was

&nd 0872115 by the MDS RN and 1o ot
residents were found 1o bave had any MDcSr
assessments missed.

0330015

3. The new MDS nurye was in servi

MDS RN Director of resident usess:dn:'tyoi:c

09/29/15 o timely querterly acsessments, Now

MDs RN'; review each individuap's

ARDMDS calendar once a

:st ks missed. Proath o enture no

The MDS RN's will camy iete a manth

sudit of all residents X § rm::nhn to mnl:ylhat
all residents have their MDS complcted on the
mlrausd_ledulc. The MDS RN wilp repart
these findings of the audits {0 QAP! committeg
monthly far 5 monehs, The QAP team mects
maulhl_y. Ench month, the
deam will review the resulis of these checky
to ensuie compliance of the saf¥, need for
cvaluation of eny Identified issyeg and need
for developing an action Plan (AP) for nog.
compliance. This will be campleted for §
months 1o ensure continyegd compliance,
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Continued From page 9

doing MDS Assessments for the lacilily since
2013. She stated the previous cootdinalor who
managed the 300 Unit had recently resigned and
lhere was a new staif person baing tralned. She
slaled she could not giva an explanation of why
the Assessment was late lor Resident #15.

Inlerview, on 08/14/15 at 4:30 PM, with the
 Assisiant Direclor of Nursing revealed sha was

F 276

not very familiar with the MDS process. She
gtated the purpose of the assessment was to
ensure residents were assessed as raquired and
a care plan was developed to identily care naeds
ol the resident. She stated the Director of
Nursing was responsible to oversee the
assassments and cara plan process to ensure
work was campleled in a timely manar,
483.20(d)(3), 483.10(k){2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The residant has the righ, unless adjudged
incompetant or atherwise found to ba
incapacilated under the laws of the State, 1o
pariicipate in ptanning care and treatment or
changes in care and Wrealment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; preparad by an
Interdisciplinary team, thet includes the attending
physician, a reglstered nusse with responsibility
{or the rasident, and other appropriale stalf in
disciplines as determined by the resident’s needs,
and, lo \he extent praclicable, the participation of
the rasident, the resident's family or the resident's
legal sepresentative; and periodically reviewed
and revised by a team ol qualilled persans alter
each assessment.

F 280
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~to-ensure residents-wera Invited and-altendad

This REQUIREMENT is not met as evidenced
by:

Based on Intervisw, record review and review of
facliity policy, it was delermined Ihe facility fafled

their care plan meeting and/or cara plans wera
reviewed and revised for tour (4) of twenty-six
{26) sampled residents, Thé facility failad lo
onsure Resldents #5Y46, #7Vand #15" were
invited to their care plan meetings. In addition, the
facility failed to revise the care plan and Certified
Nursing Assistant (CNA) care card related to
Pravalon boots for Rasident #6.

The findings include;

The facility did not provide a policy and procedura
{or cara plan ravision or care plan meeling
nolifications.

Review of the lacility policy regarding Medical
Record Documentation 02/26/15, revealed lhe
residentlegal rapresentative will be notified prior
to each interdisciplinasy care plan mesling,
encouraged to aftend, and soficit their input,
Name of participanis and thelr responses will be
recorded.

1. Review of the medical record for Resident #5,
revealed the faciiity admitted the resident on
12/31/14 with Dlagnoses including Right Balow
tha Knee Amputation, Diabeles Mellitus,
Hypertension, and End Stage Renal Diseass
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Residents #5, 7 and 15 will now be invited 10
their next care plan (CP) meeting by the MDS
RN's. Resident # 6 has been discharged
{D/C’d). Two of these meetings hove already
been conducted and the other has been
scheduled, Resident #6 CP and eng care card

wag revised on 08/14/15 by the MDS RN and
the UM to reflect the order for prevalon boots;
now resident has been D/C'd.

2. All residents have the potential to be
affected by this deficient practice. All residents
were reviewed by the MDS coordinsiors on
08/)3/15. ANl residents were found to have no
documentstion of being asked to their CP
meeting. They now will be asked to anend and

this will be doctmented. All CP*s were
seviewed by the MDS RN's on 08/14/15 to
09/15/15 for securate interventions to be in
plece. No ather etrors were found. All cna care
reconds were reviewed by the unit Manepers on
_08/13/13 and no other errors were found.

3. All resident’s responsible party’s will have
an invitation sent to them by the MDS RNs and
8 copy will be given 4o the resident. Copies of
the letiers, as well as a sign in sheet will be
placed in a binder for casy revicw,

All resident’s daily new orders will be reviewed
in the daily moming clinical meeting by the
IDT team. The MDS coordinetors will update
the CP daily with any changes ta reflect an
accurmte CP, The UM's will updae the cna
cere records daily with any changes (o reflest
an accurate care record for the cna’s use,
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i 4. The ADON will check monthly for
{ESRAD), Dialysis Dependent, Review of the e weitents v b Bt A fhggg':':
Admission Minimum Data Set (MDS) plan meetings. She will review the scheduled
Assessment, dated 01/07/15, ravealed the facility meetings compared to the copies of the
assessad the residenis cognition uging the Basic invitations in the binder. The ADON will
Inlerview for Mantal Status (BIMS) with a score repart the findings 10 QAPI committee monthly
lifteen (15) which meant the resident was bl hopn i A AL
cognitively intact and inlerviewable. Review of compared 1o the arders for accuracy and the
the most recent Quarterly MDS Assessment, cna care record for accuracy. Then monthly for
dated 07/16/15, revealed the lacilily assessed the 4Q m::m:r UM will ;Pf:'ﬂ_s the ﬁndinqsnio
“resltdentscognition Wilth a BIMS score of filtean Gcemonth Dyomths~The
(16) meaning cognitively imact and interviewable, S o il et
to ensure compliance of the staff, need for
Review of the Comprohensive Care Plan tor aﬂﬁm of any mﬁcf is(s:;; :nd need
Rasidant #15, revealed the facllity developed a vetoping sn pan 0r non-
care plan on 06/11/15 relatad to impaired e o s e compieied o 3
cammunication secondary to short term memery g
Impairment as indicated by the resident
repeatedly asking the same questions despile
answers given.
Review of the Rasident Care Confarence
Signatura Sheet fo%l,‘e ident #75)revealed the
facility documented one (1) cars conference
meeting dated Friday, 05/26/15. The facility
indicaled the resident and family ware invited but
did not atlend.
Interview, on 08/11/15 at 5:05 PM, with Resldent
#15 revealed the the facility admitted the resident
in January 2015. The resident stated he/she was
upsel because he/she came to the facliity for
rehabilitation; however, the resident only received
lherapy in January and February. The rasident
stated al the beginning of March they just
siopped coming. The resident staled nobody told
him/he: why, but they told him/er they would
schedule a cara plan meeling lo discuss the
sluation, but that never happened. Tha resident
stated he/she did not gel anymore therapy until
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Junae 2015, alter the left leg was amputated. The
resident staled they had not attanded a cara
conlerence since admission and it was very
frusirating because he/she did not knaw what
was going on. Ha/She stated everyone was
telling him/her a different story about why therapy
was discontinued. The resident stated hefshe
werdt lo Dialysis on Mondays, Wednesdays, and
Fridays, and had aven changed his/har pickup
timeordialysisto atlend therapy sessions.

2. Review of the medical record for Resident #5,
ravaaled the faciilty admitied the rasident an
07/09/15 with Diagnoses including Urinary Tract
Intection, Constipation, History of Cerebral
Vascular Accldent (CVA) with Hemiplegla,
Deformed Right foot and Pressure Ulcer. Review
of the Admission MDS Assessment dated
07/26/15, revealad the lacility assessed the
resldent cognition with a BIMS score of lourdean
(14), cognitively intact. Thera was no Care
Conference Signature sheet for Resident #5.

Interviesw, on 08A12/15 at 10:05 AM, with Resident
#5 revealed he/she had not been Invited o a care
plan meeting and did not know if thare had been
a meeting regarding his/her cars and medical
treatment,

Interview, on 08/13/15 at 11:10 AM, with MDS
Nurse #2 revealed sha was stiit In tralning and
had baep daing MDS since March 2015. She
stated sha was lenlatively sesponsible for the 200
and 300 units assessments and care plans. She
stated the previous MDS nurse, who resigned,
had made the cara plan meeting calender until
June 2015, She staled the process for care plan
mealings wera o schedule the meaeling, and send
an invilation latter 1o (he residenl’s contact

F 280
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person. She stated the meeling then ook placs
in he offica or conlerence room if family attended
and alterwards some of the stalf would visit the
resident in their room. She staled the residents
were not notiflad or invited prior o the meating.
In addition, she stated residents an the rehab
units, (300 unit) had a seventy-iwo (72) hour
mseting. This meeting was hefd within three (3)
days of admission and was considered a cara
plan meeling. She-statedthe-Discharge Planner;
Dieliclan, Rehabililalion Manager, and Social
Services staff attended the meeling. She stated
MDS nurses did not attend the seventy-two haur
meeting. Sha slated there was no sign in sheel
for this mesting.

Interview, on 08/14/15 at 12:35 PM, with MDS
Nurse i1 revealed she was now the MDS
Coordinator. She siated she had been Iralned by
the former director about cara conlerences. She
stated rasidents on lhe rehabifitation units (300,
and 400), were "managed" dilferently than long
term care residents. She staled Licensed
Practical Nurse (LPN) #8, who was the discharge
planner on tha 300 unit, utllized a compuler
program that developed Care Managemant
Strategies. She stated this wes the Information
presented in the seventy-two (72) hour meeling,
This program included an Initial Care
Management Mesting nole. She stated this
information was nol based on the Admission MDS
Assessment, and the MDS nurses did not attend
this meeting. She stated anca the resident
approached ninety (90) days, the Quarterly MDS
was complaetad and cars plan was revised. She
stated they sent letters out a month In advance to
family members bul did not know the rasident
was fo be nolilied In advanca of the care plan
meeling. She staled she had no Idea about the

F 280
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situation with Resident #15.

Interview, an 08/14/15 at 1:35 PM, with LPN # 8
ravealed the seventy-two (72) hour meeling was
a mesling set up with Tharapy, Dieticlan, Soclal
Services, Nursas and the Discharge Planner to
discuss goals and future plan and how long the
anticipated stay was {or rasidents. She stated
this had nolhing to do with the regulatory
requirements-forMDS-assessments-and care T
plan.

3, Review of the clinkcal record for Resident #7
revealad he/she was admiited to the facility
10/10/14 with diagnoses of Generat Muscle
Weakness, Congestive Heart Failure, Anemia,
Bl-Polar Disorder, Depression, Unspecified
Esseantlal Hypertension, Chronic Airway
Obstruction, Esophageal Reflux Disease, Chronic
Kidney Disease, and insomnia.

Review of Resident #7's most recent Quarterly
MDS Assessment, dated 07/07/15, revealed the
residen! scorad 15 (the highast possible raling)
- on the Basic Interview tor Mental Status (BIMS).
| The facllity Inittated a cara plan for the rasident on
' 10/14/14 with revislons on 11/10/14, 12/18/14,

05/18/15, 05/29/15, 06/12118, and 08/11115.

Interview, on 0B/11/15 at 3:00 PM, witl Resident
#7 revealed since the resident's admission to the
facility, he/she had not recelved a verbal or
written invitation to his/her care plan meelings.

Review, o the Resident Care Conlerence
Signalura Sheet for Residant #7, ravealed a
resldent care conferance was held on 04/2BH5
lhe fast maeting, but there was no verification

, provided by tha facllity that an invitation was

FORM CMS-2587(02-95) Previous Versians Obsolate Event 1D:ZOME11 Facilty 10; 100212 if conlinualion sheat Paga 15 of 113

RECEIVED
0CT - 1 205

CFFICE OF iINSPECTOR GENERAL
INISION CF HEAL T CARE FACILITIES AND SEAVICES




DEPARTMENT OF HEALTH AND HUMAN SERVICES P %Eﬂﬁ;%?ég

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPUER/CLIA {x2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATHON NUMBER: A BUILDING

185085 B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE

. N -[~—3116-BRECHINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOWSVILLE, KY 40220

{X4}1D SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORAECTION )
PREFI% (EACH CEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-HEFEREEEFEID TO THE AFPROPRIATE DATE
ICIENCY)

08/29/2015

F 280 | Continued From page 15 F 280
issued lo the rasidant prior to the meeting.

Interview, on 08/14/15 al 4:30 PM, with the
Assistant Dlraclor of Nursing revealed she nor the
Director of Nursing alendad res|dent care plan
meetlings. She stated the residents should be
invited to thelr care plan meetings. She stated it
was important they attend so lhey could have
Input and make racommendatlens. Also, if there
was something.they didn't agrea with they could
tell someone in the meeting. Sha stated she had
not received any complaint from resldents
regarding not attending or baing invited to carg
plan meslings.

4. Raview of the clinical record for Resident 46
revealed the facility admitted the resident on
07/22/15 with diagnoses of Cerabrovascular
Disease, Encephalopathy and Prassura.

Raview of Resident #6's Admission Minimum
Data Sel (MDS) Assessment, dated 07/22/1 5,
revealed Resident #6 had a BIMS scors of
ninaty-nine (89} which meant the resident was not
Interviawable, Resident #6 was triggered for ane
(1) pressure sare al a Stage II.

Review of Resident #6's Physician Orders, dated
07/24/15 at 10:33 AM, revealed an order for a
Prevalon boot to left heel at all times every shilit,
Review of Resident #6's Physician Orders, dated
07/24/115 at 2:49 PM, revealed an order for a
Prevalon beol to right heel at all times every shift.

Observation of Resldent #6, on 08/11/15 at 2:30
PM, revealad Resident #6 sitting up In wheslchalr
with blue non skid sacks on. Pravalon bools wera
located an Resident #6's bed and not applles to
the resident.
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Observation of Resident #8, an 08/12/15 at 11:04
AM, revealed the Resident sitting up In hisfer
wheelchair. Pravalon boots wera not applied to
Resident #6's {est resting on a leol board,

Review of Resident #6's Comprehensive Cara
Plan with a focus on pressure, Initiated 07/24/15,
revaaled the care plan was not ravised with
-additlon of tha Pravaton haots to be.placed on
bolh of the rasidenl's feet at all times.

Review of Resident #6's Certilied Nursing
Assistant (CNA) Care Card, no date providad,
revealed the care card was not revised with the
addition of the Pravalon boots lo be placed on
both df tha residents feet at all times.

Interview with CNA #9, on 08/13/15 at 10:45 AM,
revealed tha CNA Care Card had no information
relating to the Pravalon bools neading to be on at
all times. CNA #9 stated the nurse lold her
Resldant #6 was to have the Prevalon bools on
only while In bed,

Interview with the Unit Manager of the Rehab
Unit, on 08/13/15 at 10:36 AM, revealad Resident
#8 was suppase to have his/her boots on at all
times. The Unil Manager stated she updated the
CNA Care Cards and reviewed tha CNA Care
Cards daily. The Unit Manager staled the
Comprehensive Care Plans were updated by the
nurses on the unit and the Minimum Dala Sat
(MDS) Coordinatos. The Unit Manager stated
when the nurses obtained new orders they were
Suppose lo update the Camprehensiva Care
Plan. There was also a morning meeling in which
the team updaled the Comprehensive Cars Plans
as well. The Unit Manager staled the Prevalon

F 280
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bools were ordered la pravent the wound from
getiing worse. The Care Plans should have been
updated.

Interview with tha Assistant Diractor of Nursing
(DON), on 0814115 at 4:30 PM, revealed the Unit
Managers updated the CNA Care Cards. The
MDS Coordinator updated the Nursing Care
Plans during the clinical mesting. The ADON
stated if Resident #65 _difl nol have his/her bools
on the wound could become waorsa,
F 281 | 483.20{)(3)(i) SERVICES PROVIDED MEET F 281
55=J | PROFESSIONAL STANDARDS

The services pravided or arranged by the facility
must meet professional standards of quallty.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and facility policy review, it was determined the
tacillty failed 10 have an efleciive sysiem In place
to ensure the stalf utilized praadmisslon
Informalion to ensure assessment and planning
lo meel the special needs of one (1) of twenty-six
(26) sampled residents, (Resldent #26) upon
admission {o the facility. The facliity admltted
Residant #26 wilh diagnosas of Spinal Bifida and
Hydrocephaius with a shunt, The tacliity failed to
have a plan was in place te manitor the shunt,
and moniter lor signs or symptoms of Injury alter
the resident sustained a fall in the van during
iransport {o the lacility.

On 07H7115, Resldent #26 suslained a subdura)
hemaloma during a facliity transfer from another
nursing home, The transporting statf tajled lo
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ensure the resident was secured in the van to
prevent tha rasldent's scooter from tipping over F 281
during a comering maneuver. Afiar arrival to the
facility there was no plan in place {o direct the 1
staff in how 1o monitor the shunt, or monitor for Resident Immediately assossed by ADON 1 03018
signs or symptoms of polential injury. Interviews spproximaiely 12:15pm (Assistent Disector of
with staff revealed the Licensed Practical Nurses Nursing) for any injuries/pain at time of J
should have known about the incldent and Ihe :‘ﬁ:ﬂ ﬁmﬁxﬂgﬂxﬁo
shunt to he able lo monitor and tha MDS i ‘
Coordinalor should have-knawn about the-shunt— found aﬁ%ﬁ%ﬁmﬁ'ﬂ” o
to praduce an efiective Interim care plan for the approximately 12:40 pm by ARNP upen arvival
staff. st facility on 2/17/15. His assessment included
& Neurological assessment consisting of face
The facility's failure to have an effective system In e
place ta ensure staff was provided a plan of care #ny signs of trauma and found no signs of
1o direct the care of a residant upon admission trauma.
wilh special neads has caused or i3 Ilkaly to ,
cause serious injury, harm, impairment or death £ xceative Directar (ED) nolified of fall by
to a resident, Immediate Jeapardy and m‘h srheal o faciity mnd investgation
Substandard Quallty of Cara was identilied gn The witnesses: Maintenance Dircctor, ADON,
08/21115 and determined to exist on 07/47/15, and another resident riding in the bus)
inlerviewed by ED, .
An acceplable Allegation of Compliance (AQC) %;ﬂlﬁgﬁﬂ’d‘:ﬁ: et E,",'ﬂﬁ:,
was received on 08/28/15, alleging the ramaval of on W75,
Immediale Jeopardy on 08/27/15. The Stale m_icuiuns " mmm H:.’L u:; me.
Survey Agency (SSA) valldaled the Immediaie inistered to resident per order on :
Jeopardy was removed an 08/27/15 as alleged xm;“mﬂﬂﬁ:; Change ln
prior lo exit on 08/29/15, which lowered the reccived to send 1o Norton Audubon Hospital.
Scape and Severily 0 a "D" at 42 CFR 483.20 Thia is noted in the medical record on the
Resident Assessment (F281) whila the facllity SBAR do?;mu::]n in the ;‘hm. nam:m
develops and implemenis the Plan of Carreclion bosphal 5 4:30 pm. T ot BN chban
(POC), and the faclity's Quality Assurance {QA) that noticed the change in condition, called for
monitars ihe alfectiveness of the systemic embrulance afler the order received,
changes,
The findings include:
Interview with the Minimum Data Sat (MDS)
Coordinator, on 08/21/15 at 1:47 PM, revealed
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the facliity did not have a policy on
communicating preadmission information with
staff prior {o admission. She sialed the faciity
{ollowed the Resident Assessment Instrument
(RAI) MDS 3.0 lor the cars planning process. 2. All residents bave the potential to be
affected l;ymi:pmq?.mmurmmcme
Raviaw of the RAI MOS Manual, Chapter 4, page months of curent residents were reviewed by
4-7, revealed each rasident musl recelve and the mlyraci st it hials
facility must provide the necessary cara and haurs of admission. 4 falls were found to occur
sarvicas (o-altain-or mainlain the highest within the first 24-hours of admisyion.
practicable physical, mental, and psychosacial T'.";?“:h"“;’ identified s potentially affected
well-being. Services provided o arranged by the ,‘:'vi;td‘by"u'::‘:gg'; =
nursing home must also meet professional timelincss of assessment completion lo meet
standards of qualily. Therefore, the facllity was needs and tmmedinie Plan of Care (IPOC)
raspansible lor assessing and addressing all cara developed. All 4 had an IPOC developed,
issues that were relavant to individual residents, All Care plans iewed
regardless of whether or not they were coverad on 0826/1 5an u“:d:véned gd':::?:us '
by the RA, including monitoring each resident’s vesidents were found to have a fall in this time
condition and responding with appropriate mamw;t four carcplans were sevicwed. No
interventions. Howaver, the process of The facility deremmines what interventions arc
completing the MDS and relaled portions of the needed to be put in place based upon the
RA) did nat constitute the entire assessment that individual resident. The system we usc is that
may be needed o address Issues and manage g: :“B‘s’;}’:"l’gm :;m- g:DT) (Cmi!?wms of
S 5 , the un )
the care o individual rasidents. MDS nurse, the social mim.
Therepy director and the RD i i
Review of Resldent #26's record, revealed the and the circumstances orme)r'uﬂ:mug ::hmi:g'
facility admitted the resident on 07/17/15 with ::;::::'1 :};l_ing:dr tb?,r dueq:gte wl;nme
diagnosas of Spinal Bifida, and Hydrocephalus ciFtumstan c:: or that resident an
e urrcunding the fall to hel
wilh a shunt. prevent further fafls 2 to help
interview with the Direclor of Admission, an
08/21/15 at 12:40 PM, revealed normally if a
resident was being Iransferred fram a nursing
homae, the nursing home would call with the
refarral, she gathared all of the chinical
cbservations from the char, hislory and physical,
face sheet, discharge summary, medication
sheels, therapy sheets, nursing noles and Soclal
Services notes, Then fax Ihe informalion ta the :
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Assistant Director of Nursing (ADON) ar Director
of Nursing {DON) 1o review clinical information to
saa {l the facility could meet the needs of the
rasident,

Furlher interview wilh the Direclor of Admission
on 08/21/15 at 12:40 PM, ravealed the facillty
normally did not transport residents. The
discharging facility would normally provida the

transpertation. However, he Director of

and ADON to nurses regrding timely
admission nursing notea asscssment, clinical
status assessimeni with 1POC, and SBAR with
DQL. Training hed been provided (o DON and
ADON by the corporate clinical services RN
on March 26th and 27th, 2015 on the
admission process, [POC process, DQI process
and SBAR process. They were determined to
be kmowledgeable in these facility practices
that they trained stafT on based on the fact that
they had been trained by the corporate clinical
services RN,  Training of the facility nurses

Admission stated Residen? #26's admission was
not a routine nursing home transfer. She stated
the process was rushed, irying {o get the
rasidents out of the ather {acility during a specific
time frame, and she was not involved In that
transportation process.

Interview with the Administrator, on 08/21/15 at
4:37 PM, revealed she was the one who
completed an assessment of Resldent #26 upon
admisslon to the facllity. The Administrator stated
Haslident #28 was not one of the original
residents o be transferred o her facility. Resident
#26 wanled to go with a friend (Unsampled
Resident G). Resident #26's preadmission
assessment was completed on Thursday,
07/16/15. Tha Adminisirator staled il was not
much of an assessment because tha previous
facllity was trying to gel residents out as soen as
possible. The Administrator stated Resident #26
was alert and oriented x 3 {parson, place and
time) and so high functioning she had to ask what
was wrong with the resident. The Administrator
asked Resident #26 was he/she totally
independent and Resldent #26 stated he/she
could transfer him/herself from scoater 10 bed
and bed 1o sccoter.

Review of Resident #26's nursing nales,

FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERW! MB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPUIERICUIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER A BUILDING COMPLETED
185085 B. WING 08/29/2015
NAME OF PROVIOER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE o
1 — 3118 BRECKINRIDGE LANE
GOLDEN LIVINGCENTER - HILLCREEK LOUISYILLE, KY 40220
(s} 10 SUMMARY STATEMENT OF DEFICIENCIES o PHOVIDER'S PLAM OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG CROSS-AEFERENGED TO THE APPROPRIATE 0ATE
DEFIGIENCY)
F 281 | Conlinued From page 20 F 281 3. Truining was initieted an 821/15 by DON

wes cancluded on 08/25/15 Al T6ll lime'and
part time nurses trained. 49 in total. No agency
nurses arc used ot this facitity

No other nurses worked without

first receiving training.

All potential admissians arc reviewed prior to
coming to ous factlity by the clinical Haisons
{CL). The clinical linisans include RN’s, or
LPN's, Bascd upon these revicws of the
potential residents we do our admission
planning. Our system the facility uses is that
the Admissions Director (AD) and ADON look
for any special needs, interventions or
cquipment that the resident may need before
amivel. I any interventions are needed the
ADON communicates themn with the unit
meanagers to put into place. Upon amival we
will have all specinl needs, inlerventions or
equipment in place.

New resident edmissions are reviewed in
clinical moming meeting by unit mensgers, 1o
ensurc assessment, IPOC and documentation
hus been initiated iimely and sccurstcly.

The unit managess ensure thal the
interventions, special needs or equipment are
un the IPOC and that the s1afls is trained with
these items, and have it in place,

Asthe UM are puditing the IPOC, unit
managers/nurse manager will do daily rounds
10 wudit that the sl are following the
interventions put into place on the IPOC.
Initiated on 02725/15. These audits will be
documented on & cheek sheet. The check sheet
will be reviewed by the ED and DON weekly
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complated by the DON, on 07/17/15 al 1:30 PM,
revealed Resident #26 was translerrad io the
facllity on a bus when Resident #26's wheelchair
lilted over en route. Resident #26 staled he/she and then mp, i
did nat hit his/er head. Resident #25 did o Chis ches o oy LI h they ae
complain of a migraina headache that he/she had
pries 1o leaving the discharging facility. No olher 4. New admissions records will be audited by
apparant injury was noled. Continued review of the DGN/ ADON or the unit mangery/Nurze
the clinical record revealed thera was no interim Sl ) o mecting cvery day
care plan devaloped for Resident #26 ralated {o needs. This way initisted an 0872571 5 ‘iﬁf,‘
the monttoring of the resident's shunt or the fall Will be completed daily x 3 wecks, then weekly
weekly x 4 weeks and then biweekly x 2
Interview with the Administralar, an 08/21/15 at Daly monmoreg s nemond, |
4:37 PM, revealed she did not have a plan of care Managers, wil continue in Clinical Stan-up
lor Resident #26 until the resident amrived 1o the cvery moming after mudits arc completed ay
facility. There was a twenty-faur (24) hour pariod Faror our nomnal daily clinical meeting,
to complete an assessment, The Administrator initiated b; ::oggémmgo%a:rbmm oa
stated she informed Ihe Unit Manager on Ihe 100 identfication of untimely or omined |
hall 1o watch the resident closely after the fall, assessmentiPOC by a nurse.
interview with the Unit Manager of the 100 hall,
on 08/21115 at 1:11 PM, revealed Residant §25
came lo the lacllity around lunch time and asked
about pain medication for a complalntof a
headache, which he/she had il day. The Unit
Manager stated the Adminlstrator and ADON,
Informed her that Rasidant #28 had lallen out of
hisimer scooter while in lransport to the faciity.
The Unit Manager stated Resident #26's nurse
started the neurclogical checks, which was the
facility’s protocol when a fall was un-witnessed.
The Unit Manager further stated she asked tha
Advanced Practical Registered Nurse {APAN) it
sha could have an order for the nauralogical
checks, but he navar gava a yes or no answer.
However, review of the ciinical record reveated
there were no neura-checks documented as
complated by nursing stalf.
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interview with the Advancad Practice Registered
Nurse (APRNY), on 08/14/15 at 12:50 PM,
revealed he complatad a nauro check on
Resident #26 and the neuro check was not
alarming. Resident #26 gave appropriate
responses. The APRN stated it was the tacillty's
praciice to do neura-checks on un-witnessed
falls. He helleved the ADON Informed him
Resident #26 lell on thelr bottom and ihat the fal
was witnessed, The APRN stated If the fall was
unwitnessed he would have encouraged tha
nurses to complete naura-checks because of the
shunt,

Further interview with the Unit Manager of the
100 hali, on 08/21/15 at 1:11 PM and 3:30 PM,
revealed the ADON did not inform her of the nesd
for special care wilh Resident #26 and she was
not afforded the opportunity to gat a report from
the prior facllity In regards to the history of
Resident #26. The Unit Manager slated she
wauld hava wanled to know Resident #26 had
Spinal Biflda and Hydrocephalus with a shunt.
She stated when a resident developed a
Hematoma things could change rapldly. Tha Unit
Manager stated she did nat Iniliate a care plan
upon admission, There should have been a plan
to monitor Resident #26's vilals and over al)
stalus,

Continued interview with the Unit Manager of the
100 hall, on 08/21/15 at 3:30 PM, revealed LPN
#9 knaw what had happened to Resident #26 and
was responsible to report lo the oncoming nurse,
The Unit Manager stated she Infosmed LPN 49 1o
maka sure she monltored Resldent #26 and that
Resident #26 had chronic headaches.
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Interview with the Licensed Practical Nurse {LPN)
#9, on 08/14/15 at 2:15 PM, revealed the Unit
Manager completed Resident #26's admssion.
LPN 49 staled she took some vitals for the Unit
Manager and placed some medications inta the
compuler system. She remambered giving report
to the oncoming nurse about a fal with a iransfer
and the fact that Resident #28 hit hisher head.
LPN #9 stated she completed a pain assessment

and administerad Baglofen for. muscla_spasms,
but no neuro-checks were completed.

Interview with Registerad Nurse (RN) #5, an
08/14/15 at 9:40 AM, ravealed she fook raport
fram LPN #9 and did not recall any Information
about Resldant #26 having a fall. Sha stated she
did nol raceive a good report and nollced in
Rasident #26's chart that he/sha had a history of
migraines, shunt with Hydracephalus and Spinal
Bifida. RN #5 slated Resident #28 was able to
verbalize that he/she had sustalned a fall In the
faciiity van but did not hit hisher head. Per
Interview, il the resident did hit their head, they
were to get another nurse and assess the
resident. RN #5 stated If a fall was not witnessed
the nursing staff must assume that the resident
could have hit their head, and nauro-checks were
lo ba initlated, RN #5 stated LPN #9 did not rapart
10 her that Resident #26 was to have
neura-chacks. AN #5 stated when thay provided
neura-checks lo residents she assassed the
resident's pupils for reaction to light and if there
was any weakness.

Reviaw of Resident #26's record, reveated only
ona (1) neuro check was pravided by the APAN
on 07/17/15 with no time provided. No other
neuro-checks were documented.

F 281
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Continued interview with RN #5 on 08/14115a1 | |
9:40 AM, revealed Reasident #26 verbalizad |
he/she needed lo go to the hospilal. AN &5
| obtainad Resident #26's blood pressure as '
178/116 and the resident was transferred o the |
hospllal at 4:29 PM. |
. |
| Review of the twenty-four (24) hour report, dated |
07117114, revealed Resident #26 was admittad
from another facilily on the 7-3 shift and sentout |
lo the hospltal on the 3-11 shill. Therawasno |
documentation of a fall or special instructions for !
maonitaring Resident #26's shunt. :

Interview with the MDS Caordinalor, on 08/21/15 |
at 1:47 PM, ravealed It should have been known | .
Rasident #26 was coming with a plan in place for
him/har. She stated she would have developed a i
plan such as monlioring Resident #26's shunt for

 slgns and symptoms of infection, fluid on the

| brain, swelling, taking vitels and monitoring for |

| headaches, There would also be a neurclogical 5

! care plan because it had 1o do with the brain. The | |

| MDS Coordinalor stated had she known tha .

| resident's histary of a shunt and the fall she would

| hava had the opportunlty to develop a care plan |
| that was more individualized. However, she did |
not know aboul the fall untll after the rasident [

: went to the hospital.

| Review of Resident #26's Emergency Room visit, . .
on 07117/15 at 5:32 PM, revealed Resident #26 |
presented with a sharp, throbbing headacha and |
a pain levet of nine (9) out of ten (10) {one (1) no
pain ta ten (10) being Ihe warst pain). The
resident staled that he/she was on hisher :
| mobility scooler in the van when his/her husband
; went around a camner, causing hisfer scooler to
lip over. Resident #26 stated that he/she struck
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histher head. The resident also complained of
pain radialing down the neck, nausea and
vomiting six (6) limes, photephabla (abnormal
intoleranca to visual perception of hight),
phonophobia (fear of loud sounds). Resident #26
developed a left hemispheric subdural hematoma
measuring up 1o one (1) cenlimeter (cm) in
maximal thickness.

Interviaw via telephione with tha Medica! Doator,
who complated the hospltal Discharge Summary,
on 08/21/15 at 9;09 AM, ravealed Residan! #26
sustained a Post Traumatic Subdural Hematoma
which played a role in Resident #26's dacline.
The pain radlating dewn his/her neck and
complaints of nausea and vomiting were
conlributed by histar fall and the hamatoma
he/she sustained, The cause of Rasldent #26's
death was relaled to the hematoma. The Madical
Doctor stated Resident #26 sustainad an Acule
Hemaloma which meant it occurred the day of
admissian.

Review of the Discharge Summary from the
hospital, revealed Resident #26 expired, on
08/01/15 at 3:00 PM, related 1o complications
from the subdural hematoma.

Thae [acility alleged the remaval of Immediate
Jeopardy by implementing the following:

1. On 07/17/15 Resldent #26 was assessed by
the Assistant Director of Nursing at approximately
12:15 PM {or any Injurias/pain al the time of
incident.

2. On 0711718 at 12:40 PM, the Advanced
Regisierad Nurse Praclitioner assessed Resident
#26 for signs of trauma.

FORM CM5-2567(0299) Pravious Versions Gbsolels Evenl ID:20MB 1 Faclity ID: 100212

It conlinuation sheol Page 26 of 113

RECEIVED
0CT - 1 20f5

OFFICE OF INSPECTOR GENERAL
HVISICN CF “EALTH CAAE FACIITES 40 $E3vices




DEPARTMENT OF HEALTH AND HUMAN SERVICES

GENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
ANOD PLAN OF CORRECTION

PRINTED: 03/16/2015
FORM APPROVED

OMB NO.

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185085

{%2) MULTIPLE CONSTRUCTION
A. BUILDING

B.WNG

NAME OF PROVIDER OR SUPPLIER
GOLOEN LIVINGCENTER - HILLGREEK

STREET ADDRESS, CITY, STATE, ZIP GODE
—311E-BRECKINRIDGE LANE
LOUISVILLE, KY 40220

8-0391

(X3) DATE SURVEY
COMPLETED

08/29/2015

{x4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1o PROVIDEA S PLAN GF CORREGTION
PREFIX (EACH CORRECTIVE ACTION SHOWRD BE
TAG CROSS-AEFERENCED TO THE APPROPRIATE
DEFICIENCY)

COMPLETION
OATE

Faa1

Continued From page 25

3. On 07/17115, the Assistant Direclor of Nursing
notified tha Executive Direclor of the fall Resldent
#26 had sustained and that an invesligation into
the inclden had started,

4. On 0717115, the Executive Director
interviowed the Maintenance Director, the
Assistant Director of Nursing and ancther
resident riding on the bus.

5. 0n O7H71S at 12:45 PM, tha Licensed
Pracllcal Charge Nurse conducted an
assessment of Resident #26,

6. The Registered Chargs Nurse notifled the
Advanced Registared Nurse Practiliansr of
Resident #26's change in congition, at 4:00 PM
on 07/17/15, and received an ordar o transfer the
resident ta the hospital for an avaluation,

7. The Assistant Direclor of Nursing raviewsd
reponts of falls that occurred within the first
twenty-four hours of admission. The Assistant
Diraclor of Nursing's review of the reports
determined four residents had sustainad falls
within twenty-Taur hours of admission.

8, The lour resident’s identified, that lell within
twenty-four hours of admission, had their medical
record reviewad by the Assistant Diraclor of
Nursing for limelinass of assessment and far the
immediale development af the plan of care to
meet tha needs of the residents, Tha Assistant
Diractor of Nursing delerminad the four resident's
medical records contained a limely assessment
and a plan of ¢ara.

9. The Director of Nursing and the Assistant

F 281
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Director ol Nursing iniliated an in-service
educalion on, GB/21/15 and 08/25/15, for all full
and pant-time licensad nursing staff; 49 In total
were trained. The tralning included: conducting
rasldent admission assessments, crealing the
Immediate Plan ol Care, updating case plans and
Certifled Nursing Assistant assignment shests. In
addition, ihe in-service covered limaly completion
of incldent reporis and documentation of changes
In-a resldant's condition via the-Siuation,
Background, Assessment, and Responsa (SBAR)
modet for documenting, and Physiclan and
Family Notifications. The facility noted no alher
nursas would be allowed to wark without first
receiving this training.

10. The Clinical Liaisons (CL), which included
Regisiered Nursas aor Licansed Practical Nurses,
would review potanilal resident admissions' for
special needs, interventions, or equipment. From
the review the facility would plan the resident's
admission ta ensure the identified needs,
Interventions ar equipment would be In place at
the ime of admission, which included
communicating the resident's needs to the Unit
Managers.

11. The Unit Managars would ensure that the
interventions, speacial needs or equipment wera in
place on admission, the care plan would reflact
this Infermalion, and staff would be tralned on
resident cara needs.

12. New resident admisslons wera reviewed in
clinical moming meeting by the Unit Managers to
ensure assessment, plan of case and
documentation had been completed timely and
accurately,
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13. The facility policies litled: Accident
Investigalion, dated 06/17/1 §; Accident
Investigation, Cause(s) of Accidents, dated
07/0716; Interdisciplinary Carg Plan, dated
02/26/15, and Resident Transport Policy, dated
08/01/11, wera reviewed by lhe Executive
Diraclor, the Assistan| Direclor of Nursing, and
the Activities Director on 08/23/15 and it was
delermined no policy changes were needed.

14, AllerResident ¥26's 13/ and before
continuing lo drive to the facility, the Maintenence
Director veritled the saalbells and wheelchalr
restrainl systems were i place lor two (2)
additional residents on the van with Resident 428,

15. The Maintenance Director and ait facility
personnel authorized to transport residents Inthe
tacility's van received Iraining on Iha facility van's
wheelchalr lock-down syslem and on the
Resident Transport Policy en 07/28/15. The
training was provided by the facility's Activities
Director.

16. Facility parsonnel aulharized 1o Iransport
residents would be retrained quarterly for four (4)
quarters and annually, thereafter,

17. Sala resident transport would be basedon
the residents’ individual neads. The Aclivilies
Director would review a resident’s assessments
and hava discussion with lhe resident's charge
nurse regarding the best ways to salely ransport
the resident.

18. The Human Resources Generalist and the
Executiva Director reviewed the fileg of personnal
authorized to transport residents in the {acility's
van lo ensurs training and compelencies wera
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completed, In addition, these employees’ files
would be audiled quarterly for four (4) quarters
and than annuzlly.

19. The Quallty Assurance Performance
Improvement Cammitiee met on 08/23/15 wilh
the lollowing stalf psrsons in attendanca:
Executive Director, Directar of Nursing Services,
Assistant Director of Nursing Services, Social
Warker;-Unit Managers;Director-of Rasident
Assassment, Human Resources Generalist,
Maintenance Director, Carporale Direclor of
Clinlcat Education, and the Medical Direclor to
review assessments and menitoring taols,

The State Survey Agency valldated the ramaval
of Immediate Jaopardy on 08/29/15 as loflows:

1. Interviaw, on 09/02/1S at 2:20 PM with the
Assistant Director of Nursing, revealad Resident
#26 was assessed immediately at the time ol
hisfher {all in the van.

2. Review ol tha Advanced Registered Nurse
Practitioner's documented assessment, dated
071715, revealed Resident #26 was assessed
by the ARNP,

3. Interview with the Executive Director, on
09/0215 at 2:00 PM, revealed the Executive
Director was notilied of the Incident on 07/17/15
by the Assistant Dlrector of Nursing. Review of
lha Verification of Investigation, ravealed
investigation of the incldent was initlated on
0711715,

4. Interview with the Executive Director, on
09/02/15 at 2:00 PM, ravealed an 07/17/15 the
Executive Director interviewed the Maintenance
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Director, Assistant Diraclor of Nursing and
another residant who had baen on the bug, as
she Inliiated an Investigalion of he incldent.

5. Reviaw of the admission assessment titled
Clinical Heallth Status, dated 07/17/15, revealed
an assessment of Resldent 426 was conductad.

6. Review qf the Medication Administration
Record. and jha Clinical Nursing Note for
Resldent #26, dated 07/17/15, timed 3:30 PM,
revealad the residen! received Promethazine 12.5
miligrams far nausea and vomiting. Further
review of the clinical nursing note revealed the
Regisiered Nurse in charge notiiied tha Advanced
Registered Nurse Praclitioner of Resident #26's
change In condition, at 4:00 PM on 07/17/15, and
racaived an order to transfer the resident to The
hospital for an evaluation,

7. Reviaw of an aggregate list of resident falls,
titled Total Events by Type, dated 02/22/15 1o
08/22/15, revealed the facllity’s Assistant Director
of Nursing identitied four (4) resldents, in additlon
1o Residant #28, who had fallen within twenty-four
{24) hours of their admission 1o the facifity.

8, Inlerview, on 08/29/15 at 3:42 PM wilh the
Assistant Diractor of Nursing, revealed upon
review of the racords of the four (4} residents who
fe# within 24-haurs of admission, all were
non-injury falls and none of the four (4) residents
required transter to the hospital for evaluation.
The Assistant Director of Nursing stated she
raviawed the time of day each resident was
admitted 1o the facility and their diagnoses. The
Assistant Direcior of Nussing stated she also
reviewed the residents’ physician
orders/prascribed medications, and admission

F 281
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assessmenis.

interview, on 08/29/15 at 2:50 PM with the MDS
Coordinalor revealed she raviewed cars plans of
tha four (4) residents identlied with falls within
twenly-four (24) hours of admission, and
delormined the residents’ cara plans did not need
{0 be updated.

8. Reviaw of the documant tited, Summary

F 281

Repon o!MeallﬁbTNurslng Leclure, Dated
08/21/15, ravealed the facllity's Director of
Nursing and Assistant Director of Nursing Initiated
In-service education on 08/21/15 for the tcensed
nursing stalt on resident admission assassmenls,
creating the Immediate Plan of Care (IPOC),
updating care plans and updating Certifiad
Nurssing Assistant assignment sheets. In addition,
the In-service cavared limely completion of
incident reparts and documentation of changes in
a rasident’'s condition using the Situation
Background Assessment Response (SBAR)
madel for documentalion, and on
Physician/Famlly notitications.

Review of the document titled, Summary Report
of Mesling: Nursing Lecture, dated 08/21/1s,
revealed lhe iraining was provided io forty-nine
(49) licensed nurses and had signed thay
feceived tha training.

Interview, on 08/29/15 at 1:20 PM with the
Executive Diractor, ravealed there wera 49
nurses employed by the facliity who were
currently authorized to work on tha nursing unils,
and all had completed the required training.

Interviaw on 08/29/15 at 3:05 PM with the
Carporate Director of Clinical Services revealed
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the facility's Diraclor of Nursing and Assistant
Diractor of Nursing had bsen trained an
conducling Resident Admission Agsassments,
creating the IPOC, updating care plans and
Certified Nursing Asslstant assignmsnt sheals,
The Comorale Direclor of Cllnical Services stated
this training also included documentation using
the SBAR method when thera was a changaina
rasident's condition, and completion of incident
reporis

Revlew, of the sign-in sheet for the training
provided by Ihe Corporate Director of Clinical
Services ravealed facility's Diteclor of Nursing
and Assistant Diraclor of Nursing signed that they
attended the training.

Interview, on 08/28/15 at 3:42 PM with the
Assistant Director of Nursing, ravealed nawly
hired licensed nurses would recelve training on
completing admission assessments, crealing the
IPOC, updaling the Certified Nursing Assistant
care assignments, documenting via the SBAR
when there was a change in a residenl's
conditionr, and completing incident reports,
Nurses would not work on the nursing units uptit
they had campleted the training.

Interview, on 08/29/15 at 2:32 PM with Licensed
Practical Nurse #14, revealed sha racelvad
training within the past week on admission
assessments, completing incident reports and
documenting using the SBAR mathod whan there
was a change in a residenl's conditlon, Uicensed
Practical Nurse #14 statad, when she admitted a
resident, her responsibilities Included oblaining
nacessary authorizations from the resident or
hister legal represantalive, canducling a resident
assessment, and initialing tha resident's |POC,

Faa1
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Interview, on 08/29/15 at 1:15 PM wilh the 400
Hallway Unit Manager (UM), revealed sha
received In-service educaltion in the pasi wesk on
admission assessments, caompleting Incident
faporis and dacumenling using the SBAR method
when there was a changa in a resident's
conditlon. The 400 Unit Manager stated when a
residant was admitted {o the 400 Hallway, shs
reviewed ali admission paperwork received Irom

F 281

otherfaciitlas and raviewed ang In-put the orders
obtained from tha resident's physician, The 400
Hatlway Unit Manager stated if not on duly at the
time of an admission, she raviawed ihe resident's
Paper work and arders, and personally visited tha
rasident upon her retumn 1o work.

Interview, on 08/29/15 at 3:13 PM with the 200
Unit Manager, revealed shg recaived recent
in-service education on conducting admisslon
assessments, completing SBARs and incident
raports. In addilion, the 200 Haltway Unit
Manager stated the 24-hour shilt report was the
mechanism usad for recording and
communicating Information about a resident's
slalus, any new cara aress, and any changes in a
resident's conditian over the 24-hour period, The
200 Haliway Unit Manager stated she reviewed
the 200 Haliway 24-haur report every moming to
ensure conlinuity of reparting of the residents’
status across all shifis.

Interview, on 08/29/15 at 2:50 PM with the MDS
Coordinalor revealed she recelved recent
in-service aducation on care planning for newly
admitled residents, and on how nurses were to
complete the Initial admission assassment
packet. The Director of Rasldent Assessment
Stated sha was also irained on campleling
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incident reporis and documenting using the
SBAR method in clinical notes. Tha Director of
Resident Assessment/Minimum Data Set Nurse
staled if a residant expsrienced a change in
condilion, such as a (all, a licensed nurse should
asseas the rasident, put immediatz interventions
in place lo prolect and/or treat the resident's
injury, if any. Tha cara plan should ba updated
and tha dacumentation should also inciude the
SBAR-and a completed incident report-The—
Director of Resident AssessmentMinimum Data
Set Nurse stated the incident repori{s) were laler
reviewed by the Quality Assurancs Committee,

10. Interview, on 08/29/16 at 4:30 PM with the
lacllity's Executive Direclor, revealed the
corporalion's clinical liaisons conducted
pre-admission assessments for potanila)
residents, The Executive Director stated the
ciinlcal llaisons farwarded the assessments to
her, and along with the Director of Nursing and/or
Assistant Diractor of Nursing, and the Admissions
Director, she reviewed the dala to delermine the
leve! care the potential resident would require,
and any speclal equipment or arrangements the
facliity would need to secure prior o the
resident's admission,

11, intarview, on 08/29/15 at 1:15 PM with the
400 Unit Manager, revealed when a residenl was
admitted to the 400 Hallway, she reviswed all
admisslon paperwark received from other
lacllities and reviewed and in-pul the orders
obtalned from the resident’s physician. Sha stated
the rasidents' clinical records were reviewed
ensure lhe care plan was initialed, and that the
Certified Nursing Assistant Care Racord
assignments, and the cars inlerventions wers
communicated 10 the slaif. The 400 Haltlway Unit
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Manager stated If not an duty at the tima of an
admissian, she reviewed the rasident's papar
work and orders, and personally visiled the
resident upon her raturn to work,

12. Review, on 08/29/15 of Iha Resident
Admission Meniloring Tool, revealed the facility
had admitted eight (8) residenls since 08/26/15.
residents’ clinical records wera reviawed by
the facllity's Unit Managers, who signed/dated

F 281

when they reviewedtharesidenis’ records for
plan of care, Ceriified Nursing Assistant Care
Record assignments, and for implementation of
the care interventions, as Planned. According to

(8) records had been reviewed for the required
components within one (1) day of each resident's
admission o the facility.

Interview, on 08/25/15 at 3:42 PM, wilh the
Assistant Diracior of Nursing revealed she would
be responsible (or ensuring alf companenis of the
admission documentation was completed for
newly admilted residents. The Assislant Director
of Nursing staled the Unit Managers and the
Minimum Data Sel Nurses wera also responsible
lor ensuring all Recessary admission
documentation was compleled, In addition, the
Assistant Director of Nursing slated she would
review the new admission audils conducted by
the Unit Managers, and these documents would
be discussed dalily in clinical morning meetlings,
The Assistant Directar of Nursing stated, to dale,
no carrective action had nol been necessary as
tha admission documentation has been
compleled for new admissions as required,

13. Interview, on 08/29/15 at 1:20 PM with the
Exacullve Director, revealed she and the

the Unit Manager's signalures with dates, alt eight
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Assistant Director of Nursing reviewad following
policles 08/23/15: Accident Investigation, dated

08n7H

Intervia

staff ay

14. inls

van's w

Drivers
files wo
compet
17. Inte

an 08/2

Accldenls, dalgd 07/0715; and interdisciplinary
Cara Pian, dated 02/26/15, no changes 1o the
policies were made,

Activities Direclor revezlad sha raviewed the
Resident Transport Policy with thefacilitys |
| EXacuiive Direclor, and recently retrainad the

lacility's Maintenance Diraclor, revealed once the
Assistant Director of Nursing assessed Resident
#28 alter his/her fall on the van, he ensured
Resident #26's wheelchair lock-down system and
sealbells wera secured and fastenad, In addition,
the Maintanance Diraclor statad he also observed
the other two resldents on the van to ensurs thelr
wheelchairs/safety befis ware securedfasienad
bafore moving the van.

15, Intarview, on 09/02/15 at 2:35 PM with the
Activities Diraclor, revealed on 07/28/15, sha
retrained the facility's authorized van drivers on
safe rasident iransport and proper usa of the

16. Review of the document titted, Quarterly

and 07/26/16.

Direclor of HesldemAssessmenUMOS revealed,

5, Accident investigation, Cause {s) of

W, On 09/02/15 at 2:35 PM, with tha

thorized to drive the facility’s van,
rview, on 09/02/15 at 3:20 PM wilh tha

heelchair lock-down system,

Files Audit, No Date, revealed the drivers'
uld be audiled for re-fraining
encies on 10/28/15, 01/28/16, 04/28/16

rvisw, on 08/29/15 at 2:50 PM with the

8/1S, the Aclivities Director consulled with

F 281 [
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the Oiractor Of AssessmentMinimum Data Sat
Nurse prior {0 transporting a rasident who had a
lap tray afiixed to hister wheelchair. The Direcler
of Resident AssessmenyMinimum Data Set
Nurse stated she referrad the Activitles Director to
Therapy Department as she thought lherapy stafi
could best answer the question related 1o tha
rasident’s whesl chalr iray.

18 Interview; on 08/26/15-at-3:22 PMwiththe
Human Assources Generalist, revealed she
reviewed the records for all authorized van drivers
to ensura thelr drivers' licenses and Department
of Transportation certlfications were in-dale, and
for verification of re-iraining on the van's
wheelchair restraint system. The Human
Resources Generalist stated she was assigned to
monitor the van drivers recards for the requlred
compsetencies and for verificallon of quarierly
retraining for one year, and thareafter she would
conduct an annual review ol their recards.

19. Review of the documant titled, Ad Hoe QAPI,
dated 08/23/15, revaaled the Execulive Director,
the Direclor of Nursing, the Assistant Director of
Nursing, the facilily's Social Worker, Unit
Managers for four (4) of four (4) nursing units, the
Diractor of Rasident Assessment, the Human
Resources Generalist; the Maintenance Direclor,
the Corporate Direclor af Clinical Education, and
the faciiity's Medical Director attended tha QAPI
meeting.

Interview with the ADON, on 08/29/15 at 3:42 PM,
revealed she would oversee the monitoring that
would occur by the Unit Managers and MDS
Nursaes, for the new admission process, completa
all proper documentation, all new admissions will
be discussed during the daily ¢linical meelings,

F 281
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twenty-four haur reporis would be reviewsd at tha
ciinleal meeling. The ADON staled she would
also be attending the QA mesetings and providing
progress of tha moniloring procass {of
admissions and changes of condition.
Intarview wilh the Administrator, on 0B/29/15 at
4:30 PM, revealad nurses were assigned to
monitor tasks described in the AQC (o ensure
that all residents newly admitied hava bean
assessed and scréened By the new process and
interventions pul in place. The Administrator
slated she would have the AOC minder at each
morning meeling 1o review and to check to
ensure assigned staff were continuing to monitar
for compliance with tha plan.
F 282 483.20(k){3)(li) SERVICES BY QUALIFIED F 282
58=D | PERSONS/PER CARE FLAN

The sarvices provided or arranged by the facllity
must be provided by qualified persons in
accordance wilh each resident's written plan of
care.

This REQUIREMENT is not mel as evidenced
by:

Based on observalion, interview, and record
reviaw, it was determined the facility falled to
ensure one (1) of lwenty-six (26) sampled
rasidents cara plan intarventions wera followad.
Qbservations of Resident #3 revealed the stalf
faited to ensure there were lall mats or whesl
chair alarms In the resident's room.

The findings includs;
The facility did not provide a palicy relalad to
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lollowing comprehensive care plans.
Review of the clinical record for Resident #3,
revealed the resident was admilied 1o he facility
on 02/27/14 with diagnases of Communicating
Hydrocephalus, Diabetes Typa Il, Disorganized FI%2
lype Schizophrenia, and Acquired Hemolytic
Anemia's.
1. Resident # 3 CP and cne carc plan was - 09730715 —1
Review of the Annual Minimum Data Set-{MDS) Gpdated 1o rellect eccumte information for thid
Assessment for Resident #3 dated 02/25/15 residenit. The fall matts and W/C ""’_""“'“ no
ravealed [alls triggered as an area of concemn that longor necded and ihe order was D/C'd.
may warrant intervenlions on the Care Area 2. All residents have the pofential o be
Assessment Summary. The Quartsrly MDS affected by this prectice. All residents were
Assessment, dated 06/08/15, revealed the facility roviewed by the mﬂ}d their CNA ngltans
assessed Resident #3 to be folally dependent an Recards were up OCfcoumacy U
stafl for hisfher Activitles af Dally Living and lotally mﬂﬁlxﬁwnﬁ',?mﬂ
dependent on staft for \ransiers. The resident OR/13/15 and 09/15/15 for eccuracy. All were
scorad a 1en {10) oul of filtaen {15) on the Briaf comect.
Interview for Mental Status (BIMS) meaning the . .
3. All resident's dail! ord 1l be
rasident was interviewabls, il M”;m"::m":i;;ﬂ mceting
. by the IDT team. The MDS coordinators will
Raview of the Falls Incident Reports revealed updste the CP daily with eny changes ta reflect
Resident #3 had non-injurious falls on 03/15/15,
when he/she tried to get out of bed unassisted, an accurste CP. The UM's will update the can
on 05/11/15, after he/she rolied out of bed, and care recards dally with any changes o reflect
on 5/15/15, when he/she was trying to get out of an acxuruic care secord for the cna‘s use,
bed unassisted. 4, The UM will randomly select 4 residents per
week for 4 weeks to audit the CP compared to
Review of the Comprehensive Care Plan for the orders for aceuraey and the cna care record
Rasidant 43 inltlaled on 07/18/14 and last {t;rrd mg T}m;f&' 3 ;:'P"l“““ The
reviewed on 08/11/15 with a target dale lor ¢ "
09/28/15, revealad the residant was o have wmm;:ih manth, Ef Qs
bilateral lall mals and a tab alarm 1o his/her team will review the results of these checks
wheelchair due to a histary of falls, and impaired l::;:sm wrrupﬁar}:;;frm staff, ":: iﬂ’ .
j uation ol any ) 1151E8 cE|
mobility. These interventions wera initiated on for developing AL ol (AP) for nan-
11Anae, camplinace. This will be completed for S
months to cnsure coatinscd compliance.
Review of the Cerlifled Nursing Assistant (CNA)
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Cara Guide, not dated, revealed Resldent #3 was
1o have an alarm ta histher wheelehair and did
not mention the use of fall mats as intervention lo
prevent falls.

Obsarvalions of Resldent #3, on 08/11/15 at 1:40
PM, 2:20 PM, 3:05 PM, 5:10 PM, and on 08/12/15
at 12:10 PM, and 1:15 PM, revealed the resident
sitting in his/her wheelchair and did not have an
alarm_on._the_chalr._ Observallons. of Resident #3,
on 08/12/15 at 7:45 AM, 09:00 AM, and 10:00
AM, revealed tha resident was In bed and there
were no lall mals on eliher side of the resident's
bed.

Interview with Resident #3, on 08/12/15 at 1:15
PM, revealed the rasident did not remember the
last time he/she saw lall mats in his/her raom or
an alarm on his/her wheelehair,

Interview with CNA #1, on 08/13/15 at 9:45 AM,
revealed she looked at the CNA care guide 1o sse
whal devices a resident needed.

She statad she knew the rasident was o have the
alarms and fall mals to prevent falis; however,
sha did not know whera Resident #3's wheealkchair
alarms or fall mals were or when she last saw
them.

Interview with Licensed Practical Nurse (LPN) #1,
on 08/13/15 at 2:30 PM, revealad the
Inter-Dizciplinary Team (IOT) goes to the
resident’s room during care plan meetings to
make sure the resident has the equipment they
need. The last cara plan date was 06/08/15. She
verifled the fall mats and alarm were not in the
rasident’s raom. She stated she did not kniow
whera the chair alarm or lali mals were,

F 282
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interview with Minimum Data Set Coordinator, on
08/14/15 at 7:25 AM, revealed fall mais and
wheaichair alarms were nursing interventions and
were added lo cara plans alter a resident fall,
She slatad if fall mats and wheelchair alarm wera
on Resident #3's care plan, then they should be
in the resident’s saom.

Atiempted interview with the Unlt Manager
revaaled.she was on vacation,

Inlerview with the Assistant Director of Nursing,
on 0BA4/15 at 8:32 AM, ravezled the Unit
Managers ensured interventions wers in ptace for
rasidents when lhey do their rounds on the unit.
She slated interventions on the care plan should
be reflected In the resident's room. She staled
{all mats helped prevent Injuries from falls and
wheelchalr alarms alerted stailf when a rasident
allempled to transfer unassisted.

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of 2
resident, the facllity must ensure that a resident
who enlers the facility without presaure sores
does nat develop pressure soras unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevani Infection and
prevent new sores from daveloping.

This REQUIREMENT s not met as evidencead
by:

Based cn abservalion, Interview, racord raview
and palicy raview, it was detarmined the lacility

F 282

F 314
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Tha findings include:

Review of the Prevention of Pressure Ulcer Policy
and Procedure, effective 01/26/15, revealad the
purpose of the procedura was lo-pravent-skin
breakdown and the development of pressure
sores. The assessment guldelines detailad
equipment used for pressure sare pravention
included heal protectors, The pracedure delail
included use of elbow and heel proteciors as
necessary, and, use of pressure raducing or
reNeving devices as nacessary. Documentation
guidelines stated preventive equipment used
should be documented, The procedure furthar
stated the cars plan should includa a list of
pressure reducing or relieving surfaces.

Review ol the ciinical record for Resident #6
ravealed the facllity admitted \he resident on
07/22115 with diagnosas of Cersbrovascular
Disease, Hypolhyroldism, Metabolic
Encaphalopathy, Chronic Heart Faiture and
Pressure.

Review of Resident #6's Admission Minimum
Data Set (MDS) Assessment, dated 07/22/15,
revealed the facility assessed Resident #6 with a
BIMS score of ninety-nine (99) which meant the
resident was not interviewable. Resident #6 was
iriggered for one (1) pressure sore at a Stage |I.

Review of Resident #6's Wound Evaluation Flow
Sheet, dated 07/23/15 at 3:19 PM, ravealed
Resident #6 had pressure to the right heel, fength

STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
185085 B. WING 08/29/2015
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CO0E =
-1—3118 BAECKINFIDG B LANE
—GOLDEN LIVINGCENTER - HILLCHEEK LOUISVILLE, KY 40220
4o | SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 1x8)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE oATE
DEFICIENCY)
F 314 | Conlinued From page 42 F 314
{alied to ensure ane (1) of twenty-six (26)
residents, Resident #6 was providad the F3l4
necaessary freaimenis {o promaie healing to
hisher heel. 1. Resident #6 immediately had the prevalon
boots placed on them by the Um upan 093015

determination thet they were not on the
resident. This resident has now been D/C*d,

2. All residents in the facility have the polentinl
for bicing affected by this deficient practice. An
audit of all T&51d&i TS Was condiied on
08/13/15 by the unit mangers too cnsure that all
residents thal had any ordered trestment to help
in the treatment of preventing or healing
pressure sofes interventions were in place.

3. An in service was held on 09/15/15~
09/17/15 for all nursing stafl on providing all
ordered reatments (o residents to help in the
treatment of preventing or healing pressure
sores, The IDT tcam including the Executive
Director (ED), Unit Managers (UM), StafTing
Coondinator, Assistamt Director of Nursing
{ADON) conducted this in-scrvice,

4, The four Unit managers will mndomly select
4 residents per week (for atotal of 16) for 4
weeks, then monthly for 4 months, to check
that the resident has their ordered trestmenis in
place to help in the treatment of preventing or
healing pressure sores. The UM will report
their findings to QAPI committes monthly for
5 months. The QAP team mects monthly.
Ench month, the

team will review the results of these checks

to ensure compliance of the staff, nced for
evalustion of sny {dentificd issues and nesd
for developing an action plan (AP) for non-
complience. This will be completed for §
maonihs to ensure continued complisnes,
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4.8, width 3.2 and staged al a Staga II, which
meant parilal thickness loss of dermis presenting
as a shallow open ulcer with a red/pink wound
bed, without slough or an intact or openfrupturad
serum-filled blister.

Interview and observation wiih Reglstered Nurse
(RNY) #4, on 08/13/15 at 11:09 AM, revealed
Residant #86's left heel was fluid filed, but had
hardenad.

F 314

Review of Residant #6's Physician Ordars, dated
07/24115 at 10:33 AM, revealed an order for a
Prevalon boat io laft heel at all imes avery shiit.
Raview of Resident #6's Physician Orders, dated
07/24115 at 2:43 PM, revealed an order for a
Pravalon baot to right heel at all imes every shift.

Review of Rasidant #6's Pressurs Sore Cara
Plan, inttlated 07/24/15, revealed the Prevalon
boats wera not updated o the care plan 1o be
placed on bath of the resident's feet at all times.
In addition, the CNA Cara Card, not dated,
revealed the Prevalon bools lo be placed on both
of the residants feet at all limes was not on the
care card.

Observation, on 08/11/15 at 2:30 PM, of Resident
#8 revealed Resident #6 was sitting upin a
whealchair without Ihe Prevalon bools on instead
the resident was wearing blue, non-skid socks.
The Prevalon boals were located on Resident
#6's bed.

Observatlon of Resident 46, on 08/12/15 at 11:04
AM, revealed the resident was sitting up In hisfher
wheelchalr. Resident #6 was watching a moving
at this time on his/her computer. Resident #6 did
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not have on Prevalon boats at this time, just
non-skid sacks. Resident #6's feet were resting
on a foot board.

Interviaw with Certified Nursing Assistant (CNA)
#9, on 0B/13/15 at 10:45 AM, revealed tha nurse
informed her to place Prevalon bools on Resident
#6's faet only when in bed. CNA #9 stated she
was aware Resident #6 had pressure lo histher
teet, but was not aware \he Pravalon boola wara

Fa14

1o be placed an Resident #6's feet at all times.

Interview with the Unit Manager of the Rehab
Unit, on 08/13/15 at 10:36 AM, revealed the
Prevalon bools wera suppose to ba on Resident
#6's haels at all times to offsel tha prassure to
hisfer heel. The Unit Manager slated she was
trying to prevenl the wound from becoming
warse.

Obzervation of wound care, on 0813/15 at 13:09
AM, ravaaled the wound to the lelt heal was
observed lo be hardened and not fluid fiiled.

Interview wilh the Assistant Director of Nursing,
on 08/20115 at 10:08 AM, revealed assistive
devices should be ulilized 1o prevent pressure.
The Unit Manager was to monitor the pressures
dally and report on them in the moming meelings.
483.25{h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as frea of accldent hazards
as Is possible; and each resident receives
adequale supervision and assistance devices o
prevenl accidents,

F 323
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This REQUIREMENT s nol mel as evidenced
by:
Based on cbsarvaticn, interview, record review
and policy review, it was daetermined the faclity
(afled to have an efieclive system in place to
ansure two (2) of twenty-six (26) sampled
rasidanis, Resident #26 and Resldent#3___
recelved assisiiva davicas 1o prevent accidents.
The stalf falled to ansure Resident #26 was
secured in a van for transport resulting In an
injury. In additian, the stalf falled ta ensuse
Resident #3 was provided the assistive devices
as care planned.

On 071715 the Iacility staff transporied Residant
#26 In a facifity van from another nursing home.
Tha stali lalled {0 secura the rasldemt via all
available salely restrainis, The resldenl's three
(3) whesl scooler tippad over during lranspart
and the resident fell irom tha scaotar. The
rasldent was subsequently ransferred to the
Emeargency Room on 07/17/15 with a diagnosis of
Subdural Hematoma and explred on 08/01/15
from complications. The facility failed 1o camplate
a Sltualion Background Assessment
Recommendation (SBAR) lorm for Resident #26
until the resident was sent to the haspital. The
faciiity also falled to document the (all on the
twanty-four hour report; tharefore, nussing stalf
was not all awara ol ihe [all or tha delalls relaled
to the fall the resident sustained.

The facility's failure to have an effective system in
place to provide adequate supervision to ensure
resident safety during facility transport has

caused aor Is likely 1o cause serious Injury, hamm,
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1. Resident wes immedistely assessed
hy ADON et spproximetely
12:15pm {Assistant Director of
Mursing) for any injurics/pain &
time of incident. Her assessment
included ROM, cognitive status,
pupils, and grip. She also assessed
her head for any abnormal areas and
found none.

Assessed st approximately 12.40
pm by ARNP upon amival af facility
on 7717715, His assessment included
p Neurological assessment
consisting of face and arm
symmetry, muscle tone: uppes and
lower strength. An assessment of
her head for any signs of trauma
and found no signs of trume.

2. Residents that ride in the facility
van can potentially be affected by
this practice. There were 2 other
residents in transport during this

Their restraints were
immedintely checked by the

Maintcnance Director to verily
proper piacement and sccure. None
were found not secure,

3. Thercis picired instruction on the
QRT “Restmint” System in the van
for casy uccess for all that ride in
the ven ta sce, Maintenance
Dircctos was re-trained by the
Activities Director on the QRT
“Restraini” System and the Resident
Transport Policy on 7/28/15.

09/3015
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impairment, or death. Immediata Jeopardy was
determined lo exist on 07/17/15 and the facllity All .
was notified on 08/21/15. drivg' mﬁ-mm the g;; mv
System and the Resident Trwspart Policy by
An acceptable Altagation of Compliance (AOC) g= activities direcior an 0720715,
was recelved an 08/28/15, alleging the ramoval of wﬁ%ﬁﬁﬁ?ﬁm Policy and
Immediate Jeopardy on 08/27/15. The Slate and essistants wil occur quarierty Y drivers
Survey Agency (SSA) validated the Immediate arnually by the activities director, New
Jeopardy was removed on 0B/27/15 as alleged
prior_to_exlt on.08/29/15, which lowered the . assistants that bave not been trained will be.
Scope and Severity to a “D* at 42 CFR 483.25 frmined by the activities dircotor on the QRT
Quality of Care (F323) while the facility develops Policy ;Lf.f&?@ﬂi?ﬂﬁf” :
and Implemenits the Plan of Correction (PQC), The system we will use to em’,'m each resident
and the [acility's Quality Assurance (QA) monitors i safely transporied based on their individuel
the eflecliveness of the systamic changes. needs will be based on the resident’s individual
:ecds mu!:lility and chair type. The activity
The findings include: s with he harg et gt
needs of the resident, They will determine the
1. Review of the Fails Management Guidelines, best way to transport the residem sal’clyl.m
reviewad 06/26/15, ravealed following a residant's The f;‘"'d'!fsm"uw does include completing
fall, the licensed nurse assesses the resident for i i e )i epon
injuries {including neuro checks if indicated) and is done end complete in the daily momning
providas nacessary treatment and initiates the chinical mecting if a fall has occurred, The UM
Change in Condltion Report - Post Fall/Trauma. ;::1 mf::’m “t:l: myrgsemamc&m are
The physician and resident's reprasentativa ; FFe0eds and (1! they.yre
would be notified and the appropriate thz:::j &m&n;;gﬂ;hﬁmm&mumu
Intervaniions would ba initialed. The licensed reviewed on 087215 by the ED and HRG, to
nurse Initlated the DQI Quality Control Report. cnsure all urzining and campetency cheek-off
The Interdisciplinary Team reviewed the Change "1‘.‘;’: g‘lf:;;""l’"‘lf"l- )
of Condition Report - Post FallTrauma and made 0R2I1S, resiant m;‘l‘,’c';“;g;:m
additional recommendations within 72 hrs of the Investigation, and Interdisciplinary Care Plans,
{all. by the ED, ADON, and activities direttor and
ao changes were made to the palicies,
Review of the facility's withassed, unwitnessed
fall protocol, dated 08/14/15, reveated any fall that
was seen by another person, alert and oriented x
three (3) was considerad a witnassed fall, This
persan could he another resident, visitor, staf
membar, eic. that seen the fall. If they could
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Review of the Neuralogical (Neuro) Checks
Palicy, reviewed 12/18/14, revealed it was the
policy of the faciily to conduct neurological
checks on residents clinlcally appropriate
(whenever lheir was a question of a head injury or
a change In neurological status or level of
consciousness). Each (acility should establish.a
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report they saw the fall it would be consldered

4.
The unit managers will audit the 24 hour report
daily x 2 weeks, Bi weskly X 2 weeks, end
Weekly times x 2 weeks, then ongoing
e )ytn::melhu falls are included
written) an the 24 hour report. The 24 feport
will also be brought to the moming clinical
meeting daily to be reviewed by the IDT team
for fall information.  Van driver employee
filex will be auditcd quanerly x4 then armually
byﬂuHRGurEDlomnmininsuddmt

protacol for Ihe frequency. Neurological checks
should be parformed per physician order,

Review of the clinical recard for Resident #26
revealed the facility admitted the resident on
07/17115 with diagnoses of Spina Bifida with
Hydracephalus with a shunt, Hypothyraldism and
Nausea and Vomiting, Unspecified Esseniial
Hyperiansion and Chronic Headaches. Physiclan
ordered medications were Plavix ({0 prevent
blood clots) 75 milligrams (mg) dally, Aspirin
(treat pain, fever and inflammation) 81 mg dally
and Maxoit (migraine headaches) 10 mg as
neaded for headache.,

Interview with the Assistant Director of Nursing
(ADON), on 08/13/15 at $0:00 AM and at 5:00
PM, revealed on 07/17/15 between 11:30 AM and
12:00 PM, she and lha Maintenance Director
went ta pick up three (3) residents, Resident #26
and Unsampled Residents F and G, from another
lacility and ulilized the facillty's own company van.

Interview with the Maintenance Director, on
08/13/15 at 3:30 PM, revealed ha placed
Resident #26 onlo the van with no help fram the
ADON. The Maintenance Diractor stated he
placed Resident #26, who was in a three (3)
wheel scooter, in the fourth spot behind the

offs an the van safety and the QRT trainings
tre completed quarterly. The ED will report her
findings to the QAFS mectings monthly, The
QAPI tcam meets monthly. Each manth, the
team will review the results of these checks

{0 ensure compliance of the staff, need for
evaluation of any idenlified issucs and nced
for developing en action plan (AP) for non-
complisnce. This will be completed for 5
manths to ensure continusd compliance,
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Continued From page 48

driver's seat. He attached two (2) bells to the rear
two (2) wheels and atlachad two belis to the {ront
one (1) wheel of Residant #26's scoater, The
Mainlenancs Director was able to adjust for
lightness, though he had a difficult lime adjusting
the bels to ihe front wheal.

Further inlarview with the Malntanance Directar,
an 08/13/15 at 10:30 AM, revealed he did nat

F 323

remember securing Resident #26'a sealbelt:

Interview with the ADON, on 08/20/15 at 10:09
AWM, ravealed she did not double check to make
sure Resldent #26's seal belt was secured.

Conlinued Interview with the ADON, on 0813/15
at 10:00 AM, revaaled when tha van took off they
ware half way down the street when she heard a
nolsae, and the Maintenance Diraclor, driving the
van, stopped the van and noliced Resldent #26
was sitting on the floor on hismer battom. The
ADON stated sha got up and went ta Resident
#26 who stated he/she did not hit hismher head,
but that it scared him/her. The ADON assaessad
Hesident 26's ranga of motion. The Malntenanca
Director and the ADON assisted Resident #26
back into his/har scooter. The ADON then made
sure Resident #26 scooler was secured, locked
and slayed at Resident #26's side the remainder
of the trip. Resident #26 stated nothing hurt
him/her just a headache that he/she had alf day.

Interview, on 08/13/15 at 04:35 PM, with
Unsampled Resident G, whom the facility
assessed with a Basic Intervlew for Mental Stalus
(BIMS) score of fiftesn (15) meaning the resident
was interviewabla, revealed he/she was riding in
the new facility's van from |he "old facility*, on
07117115, whan ha/she heard a “thump"® nalsa
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and he/she tumed around and saw Resldant #26
slill positioned in hisfer wheelchair turned over to
the right side on the floar. Unsampled Resident
G stated that he/she did not witness the incident
because he/she was sitting in front of Resident -
#26. Unsampled Resident G staled tha van did
not have any type of accident and the drivar must
have tumed a comer when this incldent
happened. Unsampled Resident G stated that
Rasident #26 did tell him/her, that he/she hit

F 323

his/her head during that fall.

Attempled intervlew with Unsampled Resident F,
on 0B/13N5 at 4:25 PM, revealed the residant did
not remember anything about the incident with
Resident #26.

Continuad interview with the ADON, on 08/13/15
at 10:00 AM, revealed the Advanced Practical
Registered Nurse (APRN) did an assessment of
Resident #26 upon arriving lo the lacllity,

Intarview with the APRN, on 08/13/15 at 10:11 AM
and an 08/14/15 at 12:50 PM, ravealed he
compleled an assessment of Resident #26 and
found that Resident #26 had chronic headaches
and was on Imitrex for headaches. The APAN
stated he compleled a neuro check on Resident
#26 and found Resident #26 had no drift (inability
lo maintain a static paosition), smiled
appropriately, had no slurred speech, and pupils
wera reactive lo light. Per interviaw, the neuro
check was nol alarming and Rasident #26 gave
appropriate responses.

Reviaw of the APAN's assessment of Resident
#28, on 07/17/15, revealed the chief complaint
was a headache. Per the APAN's assessment,
tha resident was translerrad from tha discharging
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facliity with complaints of a headache. Per the
nole, during transportation, Resident #26 fell out
of the scooter, Resident #26 stated he/she did nol
hit thelr haad, only hil their bottom. Resident #26
reporied hefshe had chronic headaches and had
one before thay left tha facility. The resident had
no complainis of dizzinass or nausea or vomiting,
Resident #26 stated ha/she had not recelved a
pain pill. Review of the documents sem with
Rasidant #26-slated the resident had-a lang -
history of headaches and a recent change of
Migraine madicatlons. A headache was reported
on Lhe left side with a pain levet of six (6) out ten
(10). There were no vision changes reporied by
{he residant. Vilals signs were cbialnad as
followed; blood pressura 140/86; pulse 78;
lemperalure 98.2; and, axygen saturation was 98
percant (%). Resident #26 was assessed as alent
and oriented times three (3} (person, place and
lima),

Review of Resident #26's Admission Assessmen,
dated 07H7/15 at 12:45 PM, ravealed no
identifled skin concarns. Resident #26 verbalized
a pain score of nine (9) out of ten (10), caused
fram the resident's headache, which lelt severs,
constant, aching and atfected hisfher day to day
aclivilles,

Further review of the rasident's clinical record
revealed no documenlation of the rasident's fall,
nor completion of SBAR form at the time of
admission lo the facllity. Even though the
tacllity's policy and procedura stated the Change
in Condition Report - Post Fal/Trauma would be
Iniliated, Ihere was no documanted evidence this
report was completed,

Interview with tha ADON, on 08/13/15 at 5:00 PM,

F 323
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revealed thera was no SBAR completed after tha
fall occurved and \here should have been one.

Interview with the Licensed Practical Nurse (LPN)
#9, on 08114115 at 2:15 PM, ravealed when
Resident #26 was admilted, the Unit Manager
haiped with Resident #26's admission. LPN #9
slated she obtained vitels for the Unit Manager
and placed some madications into tha computer
system: LPN-#9 stated she remembered giving
raport lo the oncoming nurse aboul a fall with a
iransfer and the faclt that Resident #286 hit her
head. LPN #9 statad this was reported to her by
the Unit Manager. LPN #9 stated she did
complele a pain assessment an Resident #26
and administered scheduled Baclofen lor muscia
spasms, bul no neuro checks were documented.

(nterview with Reglstarad Nurse (RN) #5, an
08/14/15 at 9:40 AM, reveaaled she took report
from LPN #9 and did not recall any information
aboul Resident #26 having a faill. AN #5 stated
when she recelved her change of shilt repont,
LPN #11 working as a Certilied Nursing Assistant
(CNA) the day of the incident, stated Resident
#26 was looking for his/her nurse. When RN #5
approached Resident #26 he/she complainad of a
horrible headache and that the pravious nurse
gave him/mer medicatlan {or pain at 2:00 PM and
il was not working. Resident 428 stated he/she
was starting to fes! nauseated. Resident #28
then asked RN #5 could he/sha have hisher
Phenergan (anti-nausea medication). RN #5
administered Ihe Phenergan dose and
encouraged Resident #26 to lay down and place
a cold wash cloth on his/her head. AN #5 stated
filteen (15) to twenly (20) minutes later while she
was &1 her medication cart, LPN #11 approached
RN #5 and slated Resident #26 was vomiting in 2

Faa3
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| garbage can. AN #5 entered Resident #26's

| room and observed Resident #26 with dry heaves
| and a small amount of vomit in the garbage can,
Once the resident calmed down, RN #5 sialed
she went (o review Resident #26's ¢chart and
found Resident #26 had a histary ol Migrainas,
a:I}d a Shunt with Hydrocephalus and Spina
Bifida.

|——— Continued intarview with RM-#6,-on DB/14/15 at
9:40 AM, she asked Resident #26 if the
headache felt tike one of hishar migraines and
Reslident #26 stated *No*. When asked whera
the pain was coming from, Resident #26 stated
the whole left side of his/her face, head and neck
araa. AN #5 asked Resident #26 i anything had
happened thal day and did Resident #28 hit
hisfer head. Resident #26 stated he/she fell
eariier in the day, AN #5 asked Resident #26 If
he/she had sustained a fall in tha lacility.
Resident #26 stated "No®. The RN further
questioned the resident il he/she fell at the other
facility. Resident #26 stated "No”. Resident #26
slated when the van was turning a comer, hisher
scooler fell over in the van. RN #5 asked when
the scootar Iall over in the van did the resldent hit
thelr head. Resident #26 staled "No", he/she
would have remembered that, but il jarred
him/her pretty good. Resident #26 stated he/she
thoughl they needed to go lo the haspital. AN #5
abtained Resident #26's blood pressura as
178/116.

| Continued interview with AN #5, on 08/14/15 at

| 9:40 AM, revealed sha compleled a nsurolagical
| (naura) check on Resldent #26 and found that

| his/er pupils were reactive to fight, and no

| weakness In lhe exiremities, Howevaer, review of
| Resident #26's record revealed only one (1)
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neuro chack was completed by tha APRN on
07/17/15 with na fime decumented.

Conlinued interview with RN #5, on 08/14/15 at
9:40 AM, revealed she could not remember if she
wrale an order {o send Resldent 426 to the
hospiial. AN #5 siated Resident #28 was sent lo
the hospital about 4:15 PM to 4:30 PM for
ireatment.

F323

Interviaw with the ADON, on 08/1%/15 at 5:00 FM,
revealad thare was no Physician order ta send
Residant #26 out 1o the Emergency Room,

Reviaw of the lwenty-lour {24) hour saport, daled
07/17/14, ravealad only that Resident #26 was
admitted from another facility on the 7-3 shit.
There was no record of a fall or special
instructions for monitoring Resident #26's shunt.

Interview with the DON, an 08/21/15 at 2:29 PM,
ravealed she had not recognized that the ordar
lor transport o ihe hospital was not writien or the
fact that lhere was no SBAR for the (ail.

Review ol Aesidant #26's SBAR, completed after
the rasident was transferrsd to the hospital for
cornplaints of pain, dated 07/1715 at 4:29 PM,
ravegled Resident #26 camplained ol severa
headache, nausea and vomiting wilh left sida of
head, face and neck pain, vomiting, and the skin
was coal and clammy. Vitals signs were: bicad
pressure 176/118; lemperalure 97.6; pulsa 70;
and, respirations 16. Resident #26 requested lo
be sent la the haspital,

Review of Rasiden! #26's Emergency Room visit,
on 077115 at 5:32 PM, revealed Resident #28
presented with a sharp, lhrabbing headache, pain
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Tighty, and phdRophobia (fear of loud sounds),

Continued From page 54

rated at a nine (9) out of a ena (1) 1o ten (10) pain
scale. The resident stated that he/she was on
his/her mobility scoaler in van when his/mher
husband want around a comer, causing hisher
scooter to tip over. Resident #26 stated that
hefshe struck his/her head. The resident was on
his/er way lo a new nursing homa. Tha rasident
also complained of pain radiating down the neck,
hausea and vomiting six (6) limes, phatophobia
(abnormal Intolerance 1o visual parception of

Resident #26 developed a left hemispheric
subdural hemaloma measuring up to one {1)
centimeter (em} in maximal thickness.

Review of the Discharge Summary from the
hospital, revealed Resident #26 expired on
08/01/15 at 3,00 PM related to complications with
the subdural hematoma.

Intarview with the Medical Doclor, who complsted
ihe hasplial Discharge Summary, on 08/21/15 al
9:09 AM, ravealed Resident #26 sustained a Post
Traumnatic Subdural Hematoma which played a
role in Resident #26's decfine. Tha pain radiating
down his/her neck and complainis of nausea and
vomiting were conlributed by hisfher falt and the
hematoma he/she sustained. The cause of
Resident #26's death was refated to the
hematoma. The Medical Doctor stated Resident
#26 sustained an Acule Hemaloma which meant
it occurred the day of admission.

interview with the Medical Director, on 08/13/15
at 3:05 PM, ravealed the Administrator Informed
him ol the accident hat occurred with Residen!
#26. The clamps came undone on the scooter
and Resident #26 fell in the facility van. The
Medical Director stated he was told by the
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Administralar that Resident #26 had hit his/her
head, which caused a subdural hematama. He
statad with the resident having a Hydrocephalic
diagnaosls increased Resident #26"s risk lor
bleading. Alsa the lact that Resident #26 was on
a madicallon called Plavix also heightaned the
residents risk for bleeding.

Intaerview with the Administrator, on 08/14/15 at
1:00 PM, revealed she tound out about {he fall
from the ADON and the Maintenance Director.
Both of them informed the Administrator that Ihay
heard a noise, turned around and saw that
Resident #26 was on the lloor ol the van, The
scooter was still in its up right position and
Resident #28 was found sitting basida tha scooter
on the lloor. The Administrator stated the ADON
asuassed Rasident #26 and the resident stated
he/aha did not hit their head, However, per
intarview with the Medical Director, the
Administrator had told him the resident hit their
head.

Furiher Interview with the Administralor, an
08/14/15 al 3:20 PM, revealed tha ADON and
Maintenanca Diractor asked Unsampled Resident
@G il Rasldent #256 hit his/her head and hefshe
slated "no" and Unsampled Resldent G slated
he/sha wiinessed {he 1all. The Administralor
stated the ADON [elt that the fall was witnassed
because Unsampled Resident G stated he/sha
saw the fall. Howevar, interview with Unsampled
Rasident G revealed the resident did not wilness
Rasident #26 fal.

Gontinued Interview with the Adminlstrator, on
08/14/15 at 3:20 PM, revealad Residant #26 was
alert and oriented {imes lhree (3) (person, place
and time) and he/sha also stated he/she did not
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hit thelr head. The Administrator stated a resident
or visitor could be a witness to a fall, The
Administrator did net abtatn any statemants from
the twa (2) residents who were transporied in the
facility van,

Continued interview with RN #5, on 08/14/15 at
9:40 AM, revealed when a fall occurred, she was
ta make sure the resident was okay, look for
Injuries, identity what happened when the fail
occurred and what causad the fall. She would iry
1o identily if the rasident hit their head and if the
resident did hit their head, they were 1o get
another nurse and assess the resident. AN #5
stated f a fall was not witnessed the nursing staf
must assume that the resident could have hit
thalr head, and neuro checks wsre ta be initialed.
Howevar, AN #S ravealed LPN #9 did not report
to her that Rasident #26 was to have nsuro
chacks.

Interview with the APRN, on 08/13/15 at 10:11 AM
and on 08/14/15 at 12:50 PM, revealed It was tha
faclity's praclice to do neuro checks on
unwlinessad falls. He bslisved the ADON
informed him Resident #26 {a!l on Ihelr bottom
and tha the fall was witnessed. The APRN sialed
it the fall was unwilnessed he would have
encouraged the nurses to complele neuro checks
because of the shunt.

Further interview with RN #5, on 08/14/15 at 9:40
AM, ravezled the ADON came lo the nurses
statlon asking about Resident #26 and staled that
it was scary what happened io Resident #26. The
ADON stated when the van went to tum a comer
or curve Resident #26 lell over wilh his/her
scoater.
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Continued inlarview with the Administrator, on
08/14/15 al 3:20 PM, revealed the fall process
was lo assess lhe resident, notify the family and
doctar, fill out an incident report, SBAR and a
post {all report, Thase fomms go to the moming
meeting and the morning mesting staif review
what happened, what interventions were pul Into
placs to pravent the accident from happening
again, The Adminlstrator stated she was nol in
the facllity when_the team (consisting.of the DON,
ADON, Aclivilies, Nursing Managers, Dietary and
Social Services) went aver the investigation, The
Administrator stated the team looked to saa if
natiticalions were completed, She stated it was
hard {0 completa an investigation with the
resident not present in the bullding. The facility
cauld not provide any recommendaiions made by
lhe team for Aesidant #26's fall.

Review of the facllity's investigation, dated
Q7/17/15 at 12:15 PM, ravealed It contain only
statements from the ADON and the Malntenancs
Directors. Thare wera na statemants from
Unsampled Resldents F or Unsampled Resident
G. Further review revealed no decumenied
evidence the lacility Investigated the incident to
determine the root causa of tha lall,

Interview with the DON, on 08/21/15 at 2:29 PM,
revealed it was the Administrator's responsibility
1o identify if the accident invalving Resident 426

needed to be reviewed more closely.

Review of the lacifity's Resident Transport Policy,
dated 08/01/11, revealed the purpose of the
policy was to promota the saiaty of residents
during transport in company vehicles and to
minimize resident injury assoctated with vehicle
accidents. All vans used to transport residents
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were required to be equipped with the QRT (no
definition) "Restraint® System as manulaclured
by Q'Straint. The written instruction sheet would
bae placed on a clipboard or in a plastic sleava for
easy releronce at all times. All resident
whaelchairs would be secured using the QRT
*Restraint” system and all residents woutd be
secured with the lap and shoulder restraint before
mavement of the van. All van drivers and

assistants would be trained using the instruction
malerial and video befora iransporting residanis
in the van, Training would include a
demonstration of the use of the restraint syslem.
Initial and annual training would be documanted
and placed in the employeas personnel e,

Review of Ihe QRT Securement system, by
Q-Restraint, revealed step 1: was (o ensura the
belt was In a stralght line from anchor to
wheelchair, Step 2: atiach {ap and shoulder bait,
Naver rely on the chair's own tap belt unless it
was an appraved occupant restraint. Q-Restraint
recommended Tri-wheeler users be transferred to
an ambulatory seat,

Interview with the Maintenance Director, on
08/13/15 at 4:40 PM, revealed Rasident #26's
scooter did not lip over in the van bacause of the
ona {1) wheel to tha front of the scooter, He
stated when ha attached the bells to the one (1)
wheel, the balls were tight. There was no
conversallon with the ADON about how to place
bells onto tha residents wheelchair. The
Malntenance Director staled nothing happened
on the van 1o cause Rasident #26 to fall.

Howaver, further interview with the Malntenance
Director, on 08/13/15 al 3:30 PM, revealed
Hesident #26 fell out of his/her scooter and the
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scooler stayed secured. The Mainlenance
Direclor stated he was nat trained on the use of
tha belts when he transparied Resident #26 in tha
van. He slated he did not use a seat belt lo
secure Hesident #26 In his/her seat, nor the bslts
that were provided on the van. Ha stated he
raceivad training about a week or two after
Residant #26's fall.

Interview with the ADON, on 08/13/15 at 5:00 PM
ravealed she had not been trained or In-serviced
on the van and had not been on the van before
071715,

Interview with the Activily Directar, on 08/13/15 at
3:52 PM, revealed she had been driving the van
for one (1) year and two (2) months. The Aclivity
Director stated she was asked 1o make sure stalf
ware trained, after the fall with Resident #26. The
Activity Dirsclor stated when a resident was In a
three {3) wheel scooler the rasident should be
lransferred {o a seat and the scoaler locked
because the thres (3) wheel scooler was hard 1o
secure,

Interview with the Administralor, on 08/14/15 at
1:00 PM, revealed prior ta the transport on
Q711715 she had not asked the Maintenance
Director il he was trained on the use of the van
and sha was not sure if he was Irained on the usa
of the belts on the van. The Administrator slated
the thought never crossed her mind to ask thosa
questions.

Ravlew of the Maintenance Director's driving
record, revealed he had a valid drivers license
and no accident violatlons. There was no recosd
of the videa fraining or any olher van training until
aller the incident accurrad,
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| Raview of the Summary Report of Meeting
Leclure, dated 07/28/1S atter the incident with
Resident #26, revealed the Maintenanca Director
was educaled on iransporting residants in the
lacility van. All residents must ba secured
properly in seat belts, All wheelchairs must be
securad properly. If the slectric scooter did not fit
in the wheelchair lock down, then tha resident

| must be transferred inlg a wheslchalr that dld fit

i for lransport. The ADON's signature was not
prasent on the meeling report summary as being

trained.

Interview with tha DON, on 08/21/15 at 2:29 PM,
revealed she was the stali member who came up
with the Leclura for the Maintenance Director as it
related to transporting residents on the facility
van, The DON stated she was not surg if the lie
down o Ihe wheels was good enough or sacure
enough when she wrole the lecturs. The DON
sialed she held tha tralning on the Iransporting of
residents because she recognized thare was a
potential to aftect other residents. The
Maintenance Diraclor was educaled lo transter
the resident out of the scooler Into a chalr.

2. Review ol the clinical record for Rasident #3
revealed the facllity admilted the resident on_____|
02/27/14 with diagnoses of Communicaling
Hydracephalus, Dizbetes Type II, Disorganizad
type Schizophrenia, and Acquired Hemolytic
Anemia's.

Review of the Annual Minimum Data Set (MDS)
Assessment lor Resident #3, dated 02/25/15,
ravealed the Care Area Assessment Summary
Iriggered falls as an area of concem that may
warrant Inlerventions. The Quarlerly MDS dated
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06/08/15, revealed the faclilly assessed Resident
#3 1o be totally dependent on staff for hismher
Activilias of Dally Living and totally dspendent an
staff for transfers, The residant scored a ten (10)
out of fileen (15) on tha Brief Inlerview for Mental
Slatus meaning Ihe resident was Interviawable,

Review of Resident #3's Comprehansive Care
Plan last revised on 08/11/15 with a target dale of
09/28/15, ravealed tha sesidanthad a history.of
falis, and impalred mobility, He/sha was to have
bilalera) {all mats and a tab alarm 10 his/her wheel
d1alr.l These assistlva devices wera initialed on
HHih4,

Review of the Falls Incident Reports revealad
Restdent #3 had a non-injuricus fall on 037154 5,
whan he/sha trled lo get aut of bed unassisted,
on 05/11/15, after he/sha rolled aul of bed, and
on 05/15/15, when hefshe was trying to get out of
bed unassisled,

Observations of Resident #3, on 08/11/15 af 1:40
PM, 2:20 PM, 3:05 PM, 5:10 PM, and on
0812115 at 12:10 PM, and 1:15 PM, revealed the
resident did nol have an alarm on hissher
whealchalr while sitting In #t walching letevision.

Observations of Resident #3, on 08/12/15 at 7:45
AM, 09:00 AM, and 10:00 AM, ravealed iha
resident was In bed and thers ware no {all mats
on elther side of the resident's bed.

Interview, an 08/12/15 at 1:15 PM, with Resident
#3 revealed the rasident did not remember tha
fast time he/she saw fall mals or a wheel chair
alarm in hisfer room.

inlerview, on 08/13/15 at 9:45 AM, with CNA
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vevaaled she did not know where Resident #3's
wheeichair alarm or fall mals were or whan she
last saw them. She slated she was awara of
Resident #3's history of falls. She slated lall mats
were used to pravent injury from falls and
wheelchair alarms alerted staff when a resident
Irled ta get up unassisted. She further slaled she
focksd at the CNA care guide o see what
assistive davices a residant needed,

However, raview of the CNA care quida, not
dated, revealad Resident #3 was a fall risk,
utilized a chalr and bed alarm, bul there was no
mention of the fall mats to be used,

Inlerview, on 08/13/15 at 2:30 PM, with LPN #1
ravealed she rememberad Resident #3's
wheelchalr alarm sounding on either 08/08/15 or
08/10115 when the rasident leaned forward lo
reach for the lelavision remote control. She
turther stated she was pretty sure she
rememberad the tail mals baing on the floor at
lhe same time. She stated she was aware of
Resident #3's fall history, LPN #1 verifled he
assistiva devices were not In the resident's room
and stated she did not know where tha assisiive
devices were located.

Inlerview, on 08/14/15 at 7:25 AM, with MDS
Nurse #1 revealed fall mats and wheel chair
alarms were nursing interventions added to care
plans after & resident’s fall. She stated if fall mats
and wheeichair alarms were on Residant #3's
care plan, then they should be In the resident's
room,

Interview, on 08/14/15 al B:32 AM, with the ADON
revealed the Unit Managers ensured assistive
devices ware in ptace for residenis when they do

F 323

FORM CMS-2587(02-99) Pravious Versions Obaalgle

Evanl ID:20Mmi1

Facilty ID; 100212

I contination shast Page 63 of 113

| RECEIVED

OFFICE OF INSPECTOR GENERAL
| HVISIGN CF AL b CATE FACH) TE2 an 5240




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/16/2015
FORM APPROVED

~CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPUIER/CUIA {X2} MULTIPLE CONSTRUGTION {K3) OATE SURVEY
AND PLAN OF CORRECTION OENTIFICATION NUMBER: A. BUILDING COMPLETED
185005 B, WiNG 08/29/2015
NAME OF PROVIDER OR SUPPLIER

|-GOLDEN LIVINGCENTER - HILLEREEK

STREET ADDRESS, CITY, STATE, ZiF CODE
13116 BAECKINRIOGE LANE
LOUISVILLE, KY 40220

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED SY FULL
AEGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) 1D
PREFIX
TAG

D
PREFIX
TAB

PROVIIER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
GROSS-AEFERENCED TO THE APPROPRIATE
DEFICIENCY)

[X5)

F 323 | Cantinued From page 63

their rounds on the unit. She stated assistive
devices listed on the resident’s care plan shouid
ba rellected in the resident's room. Sha stated
fall mals helped prevent injuries from falls and
wheel chair alarms alertad slalf when a resident
attempled to transfer unassisiad,

The facility allaged the removal of Immediale
Jeopardy by Implementing the following:

1.0n 07/17/15 Resldent ¥26 was assassed by
the Assistant Director of Nursing at approximately
12:15 PM lor any injuries/pain at the time of
incident.

2.0n 0711715 at 12:40 PM, the Advanced
Regislered Nurse Praclitionar assessed Resideni
#26 for signs of trauma,

3, On 07/17/15, the Assistant Director of Nursing
nolifled the Executive Director of the fall Resident
#26 had sustained and that an investigation into
the incident had started.

4, On 07/17/15, the Executive Diractor
interviawed the Malntenanca Direcior, the
Assislant Diractor of Nursing and another
resident riding on the bus.

5. On 07/17/15 at 12:45 PM, the Licensed
Praclical Charge Nurse conducled an
assessment of Aesident #26.

6. The Registared Charge Nurse natified the
Advanced Registered Nurse Practitioner of
Resident #26's change in condition, at 4:00 PM
on 07/17/15, and recelved an order to transfer tha
rasident to the hospital for an evaluation.
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7. The Assistani Director of Nursing reviawed
reports of falls that occurred within tha first
Iwenty-faur hours of admission. The Assistant
Director of Nursing's raview of tha raporis
determined four residents had sustained falls
within twenty-four hours of admission.

8. The four resident's identified, that fell within
record raviewed by the Assistant Direclor of

immediate development of the pian of care to

and a plan of cars,

9, The Director of Nursing and the Assistant
Diractor of Nursing initlaled an In-service

resident admission assessments, ¢reating the

In a resident's condition via tha Situalion,
madel for documenting, and Physiclan and

nurses would be allowed to work without lirst
fecelving this training.

10. The Clinical Liaisons (CL), which Included

the review the facllity would ptan the resident's

twenty-four hours of admissian, had thely maedical
Nursing tor timaliness of assessment and for the

meel tha needs of tha residents. The Assistant
Director of Nursing determined the four resident's
medical records conlained a timely assessmant

education on, 08/21/15 and 08/25/18, for all ful)
and part-time licensed nursing slaff; 49 in total
were tralned. The training included: conducting

Immediate Plan of Cara, updating care plans and
Certilied Nursing Assistant assignment sheals, In
addition, the in-service covered timely complstion
ol incident reports and documentation of changes

Background, Assessment, and Response (SBAR)
Family Nofifications. The facility noted no other

Regislered Nurses or Licansed Practical Nursas,
wouid raview potential resident admisslons' for
special needs, Interventions, or equipment. From
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admission to ensure the identified needs,
interventions or aquipment would be In place at
the time of admissian, which included
communicating the resident's needs to tha Unit }

Managers.

11. The Unit Managers would ensure that the
intarventions, special needs or equipment wara in
place an admission, the care plan would reflect
1his information, and stalf would he trained on
Tesldent care neads,

12. New resldant admissions were reviswed in
clinical moming mesting by the Unit Managers to
ensura assessment, plan of care and
documentation had been completed timely and
accuraiely.

13. The tacility policies \itted: Accident
Investigation, dated 06/17/1 5; Accident
Investigation, Cause(s) of Accidents, dated
07/07115; Interdisciplinary Care Plan, dated
02/2615, and Resident Transpart Policy, dated
08/01/11, were raviewed by the Executive
Director, the Assistant Direcior of Nursing, and
the Aclivitles Direclor on 08/23/15 and it was
determined no palicy changes wera needed.

14, After Residant #26's fali and befora : 1
continuing to drive ta the fazility, tha Maintenance
Director verified the seatbelts and wheelchair
restraint systems wera in placa lor two (2)
additional residents on the van with Resident #26.

15. The Maintenance Director and al facility
personnel authorized ta transport residents in the
facility’s van received training on the facility van's
wheaelchair lock-down system and on the

_ Rasldent Transport Policy on 07/23/15. Tha
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tralning was providad by the lacility's Activities
Direclor.

18. Facility parsonnet authorized to transport
residents would be ratrained quartarly for four (4)
quarters and annually, theresiler,

17. Sale rasident transport would be based on
(he residents’ individual needs. The Activitles

F 323

Direclor would review a residant's assessmanis

and have discussion with the resident's chargs
nurse regarding the best ways 1o safely transport
the resident,

18. Tha Human Resources Generalist and the
Exacutive Director reviewed the files of personnel
autharized to fransponi residents in the {acility's
van ta ensura training and compeiencies ware
completed. In addition, these employass' files
would bs audited quarterly far four (4) quarters
and then annually.

19. The Quality Assurance Performance
Improvement Commitiee met on 08/23/15 with
the following staff persons in attendance:
Executive Directar, Director of Nursing Services,
Assistant Director of Mursing Services, Sacial
Waorker, Unit Managers, Director of Rasident
Assessment, Human Resources Generalist,
Maintenance Director, Corporate Director of
Clinica! Educalion, and the Medical Director to
review assessments and moniioring tools,

The Slate Survey Agency validated the tremoval
of Immediate Jeopardy on 08/29/15 as foliows;

1. Interview, on 09/02/15 at 2:20 PM with the
Assistant Direclor of Nursing, ravealed Residant
#26 was assessed immediately at the time of
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| by the Assistant Diréelor of Nursing. Review of

Continued From paga 67
histher fall in the van,

2. Raview of the Advanced Registered Nurse
Practitioner's documented assessment, dated
07117115, revealed Rasidam #26 was assessad
by the ABNP,

3. Interview with the Execulive Diractor, on
08/02/15 at 2:00 PM, revealed the Executive
Director was nolifled of the Incident an 071715

the Veriflcation of Investigation, revealed
Invesligation of the incldent was initiated on
o7Tn7s.

4. interview wilh the Execulive Director, on
09/02/15 at 2:00 PM, revealed an 0717115 tha
Executive Directar interviewed the Maintenance
Director, Assistant Director of Nursing and
anolher resident wha had been on the bus, as
she initlated an investigation of the incident.

5. Review of the admission assessment tilled
Clinical Heallh Status, dated 07/1 715, ravealed
an assessment of Resident 426 was conducted.

6. Raview of Ihe Madicalion Administration
Hecord and the Clinical Nursing Note for
Resldent #26, dated 07/17/15, timed 3:30 PM,
ravealed the residant raceived Promethazine 12.5
milligrams for nausea and vomiting, Further
review of the clinical nursing nole revealed the
Registered Nursa in charge notlfied ths Advanced
Registered Nurse Practitioner of Resident #26's
change In condition, at 4:00 PM an 07/1 7115, and
received an order o transfer the residsni tothe
hospilal Jor an evaluation.

7. Raview of an aggregate Ust of resident lalls,

Fa23
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tiled Total Events by Type, daled 02/22/15 1o
08/22/15, ravealed the facllity's Assistant Director
of Nursing identified four (4) residents, in addilion
to Resident #286, who had fallan within twenty-four
{24) hours of thelr admission to the factlity.

8. Interview, on 0B/29/15 at 3:42 PM wilh the
Assistant Director of Nursing, revealed upon
review of the records of the four (4) residents who
fel within 24-hours of admission, all were
non-injury falls-and norie of the Tour (4) residanls
required Iransfer (o the hospital for evaluation,
The Assistant Director af Nursing stated she
reviewed the time of day each resident was
admitted to the facility and their diagnoses. The
Assistant Direclor of Nursing stated she also
reviewed tha rasidents' physician
orders/prescribed medications, and admission
assessments,

Interviaw, on 08/29/15 at 2:50 PM with the MDS
Coordinalor ravealed she raviewed care plans of
the four (4) residents idenlified with falls within
twenty-four (24) hours of admisslon, and
determined the residents' care plans did not need
(o be updated,

9. Review of tha documaent titied, Summary
Report of Meeting: Nursing Leciure, Dated
08/21/15, revealed the facifity’s Director of
Nursing and Asslstant Director of Nursing initlated
in-service aducation on 08/21/15 for the licensed
nursing staff on resident admission assessments,
crealing the Immediale Plan of Cara {IPOC),
updaling care plans and updaling Certiffed
Nursing Assistant assignment sheets. In addition,
the in-service caverad timely completion of
incident reparls and documentation of changes in
a resident's condilion using the Siuation
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Background Assessment Rasponse (SBAR)
model for documentation, and on
Physictan/Famlly notifications.

Reviaw of tha document titled, Summary Report
of Meeting: Nursing Laclurs, dated 08/21/15,
revealed the tralning was provided to forty-nine
(49) licensed nwses and had signed they
recaived the training,

Inlerviaw, on 08/29/15aI 1320 PM wiih the
Exaculive Diractor, revealed there ware 49
nurses employed by tha faclity who were
currently authorized to work on the nursing units,
and alt had completed the required tralning.

Interview on 08/29/15 at 3:05 PM with the
Corporate Director of Clinical Services revealed
the facility's Diractor of Nursing and Assistant
Director of Nursing had been trained on
conducting Resident Admisslon Assessments,
creating the IPOC, updaling care plans and
Cartified Nursing Assistant assignment shaats,
The Corporate Dicector of Clinical Services siated
Ihis training alsa included documentation using
ihe SBAR method when there was achangeina
rasident's condition, and completion of incident
reports,

Review, of the sign-in sheet for the tralning
provided by the Corporate Direclor of Clinical
Services revealed facility's Direclor of Nursing
and Assistant Director of Nursing signed that they
altsnded the training.

Interview, on 08/29/15 at 3:42 PM with the
Assislant Direclor of Nursing, revealed newly
hired licensed nurses would receivg training on
complaling admiaslan assessments, creating the
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IPOC, updating the Cartified Nursing Assislant
care assignments, documenting via the SBAR
when thera was a change In a resident's
condilion, and completing incident reports.
Nurses would not wark on the nursing units until
they had compieted the training.

interview, on 08/29/15 at 2:32 PM with Licensad
Praciical Nurse #14, ravealed she received
tralning within the past wesk on admissjon

‘assessments, camplating incidant reporis and
documenting using the SBAR method when thara
was a change in a resident’s candition, Ucansed
Practical Nurse #14 stated, when sha admiited a
rasident, her responsibililes included oblaining
Necassary authorizations from the resident or
hister lagal rapresentative, conducting a resident
assassment, and initiating the resident's IPOC,

Interview, on 0B/29/15 at 1:15 PM wilh the 400
Hallway Unit Manager (UM), revealed she
received in-servica education In tha past weak on
admission assessments, completing incident
repans and documenting using the SBAR method
when there was a change in a resident's
condition. The 400 Unit Manager stated when a
resident was admitted to Ihe 400 Hallway, she
reviewed all admission Paperwork recelved Irom
other facililles and reviewed and in-put tha orders
obtained from the resident’s physiclan. The 400
Hallway Unit Manager stated if not an duly at the
time of an admission, she reviewed the resident's
paper wark and orders, and personally visited (he
resident upan her retum to wark,

Interview, an 08/29/15 at 3:13 Pm with the 200
Unil Manager, revealed she recelved recent
in-service sducation on canducting admission

assessments, compleling SBARs and incident
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reports, In addition, the 200 Hallway Unit
Manager staled the 24-hour shift report was the
mechanism used for recording and
communicating information about a resident's
stalus, any new care areas, and any changes in a
res/dent's candition over the 24-haur period, Tha
200 Hallway Unit Manager stated she reviewad
the 200 Haliway 24-hour report every moming to
ensure cantinuity of reporiing of the rasidents'

| status across all shifts, —

Intervisw, on 08/29/15 at 2:50 PM with the MDS
Coordinator revealed she raceived recent
in-service education on care planning for nawly
admitled residents, and on how nurses wera lo
complate the Inllial admission assessment
packet. The Diraclor of Rasidant Assessment
stated she was also (rained on completing
Incident reports and documenting using the
SBAR methaod in clinical notes. The Direclor of
Resident Assessment/Minimum Data Set Nurse
stated if & residen experienced a change in
conditlon, such as a fall, a licensed nurse should
assess the resident, put immediate interventions
in pface lo protect and/or treat the rasident's
Injury, if any. The care plan should be updated
and the documentation should also include the
SBAR and a completed incidant repoit. The
Director of Resident Assessment/Minimum Data
Set Nurse stated the incident reporl(s) were later
raviewed by the Quallty Assurance Commitige.

10. Inlerviaw, on 08/29/15 at 4:30 PM with the
facility's Exacutive Diractor, revealed ths
corporation’s clinical lfafsons conducled
pre-admission assessments for potential
residents. The Executlve Diraclor staled the
clinical lialsons forwardad the assassmenis to

her, and along with the Director of Nursing and/or

Fa323
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Assistant Direclor of Nursing, and the Admissions
Director, she raviewed tha dala la dalermine the
lavel care the polential resident would require,
and any special equipment or arrangements the
tacility would need to secura prior 1o the
rasident's admission,

11, Inlerview, on 08/29/15 at 1:15 PM with the
400 Unit Manager, ravealed when a resident was
admitied lo the 400 Hallway, sha raviewed all
admission pap&rwerK received from olher
Jacilities and reviewed and In-put the orders
obtained {rom the resident's physiclan, She siated
the residents’ clinical records ware reviewed
ensure the care plan was inltiated, and that the
Certifled Nursing Assistant Care Record
assignments, and the cara Intarventions wers
communicated to the staff, Tha 400 Haltway Unit
Manager stated if not on duty at the tima of an
admission, she reviewed the resident's paper
work and orders, and personally visited the
resident upon her retum ta werk.

12. Raview, on 08/29/15 of the Resident
Admission Monitoring Tool, revealed the faciity
had admitted eight (8) residents since 08/26115.
The residenls' clinical records were reviswed by
the facility's Unit Managers, who signed/dated
when lhey reviewed the residents’ records for
plan ol cara, Certified Nursing Assistani Care
Reacord assignments, and for implementation of
the care interventions, as planned, According 1o
the Unit Manager's signalures with dales, all eight
(8) records had heen raviewed for the requlred
companents within one (1) day of aach resident's
admission to the facility.

Interview, on 08/29/15 at 3:42 PM, with the
Assistant Director of Nursing revealed she would
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be respensible for ensuring aff components of the
admission documentation was completed for
newly admitted sesidenis. The Assistant Director
of Nursing stated the Unit Managers and the
Minimum Data Sat Nurses were also responsible
lor ensuring all necessary admission
documentation was compleled. In addition, tha
Assistant Director of Nursing stated sha wouid
raview the naw admisslon audils conducted by
the Unit Managers, and these documents would
be discussad dally I elinlEal moming meetings.
The Assistant Director of Nursing stated, to date,
no corrective action had not been necessary as
lhe admission documentation has been
complated for new admissions as required.

13, interviaw, on 08/29/15 at 1:20 PM with the
Execulive Director, revealed sha and the
Assistant Director of Nursing reviawed following
policies 08/23/15: Accident Investigation, dated
06/17115; Accident Investigation, Cause (s) of
Accidents, dated 07/07/15; and Interdisciplinary
Cara Plan, daled 02/26/15, no changes 1o the
policias were madae.

Intsrview, on 09/02/15 at 2:35 PM, wilh the
Activities Director revealed she raviewsd the
Resident Transpont Policy with the facility's
Execulive Diraclor, and racently retrained the
staff authorized o drive the facliity's van.

14, Inlerview, an 09/02/15 at 3:20 PM with tha
lacility's Maintenance Direclor, revealed once the
Assistant Director of Nursing assessed Resident
#26 alter histher fall on the van, he ensured
Resident #26's wheslchalr fock-down system and
seatballs were secured and fastened. In addition,
tha Malntenance Direclor stated he alsa obsarved
the ather two rasidents on tha van to ensure thelr
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