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fF 000 | INITIAL COMMENTS FOOO0! The statements made on this plan of
- correction are not an admission to and
A standard receriification survey was initiated on do not constitute an agreément with the

08/06/13 and concluded on 08/08/13 and a Life

Safety Code survey was conductad an 08/07/13

with the highest scope and severity of an "F" with S

g‘i facility habVi?Q the OF;%OWUNW t‘; féﬂff%t the To remain in corpliance with all federal
eficiancies before remedies would be ‘ o : .

recommended for imposition. and state regulations, the center has

alleged deficiencies herein.

taken or will take the actions set forth in

An abbraviated survay to _inve&aﬁgate KY20492 - . the followmg plan of correction. The
was conduted in conjunction with the standard following plan of correction constitutes

sutrvey initiated on 08/06/13 and concluded on - , . .
08/08/13. The Divigion of Health Care the center’s allegation of compliance. All

; unsubstantiated the allegation with no alleged deficiencies cited have been.or
? deficlencies cited. will be corrected by the date or dates
" F 2741 483.20(b)(2)(i)) COMPREHENSIVE ASSESS F274) hdicated

.§8=D | AFTER SIGNIFICANT CHANGE

A facifity must conduct a comprehensive « F274 D M%B
aszessment of a resident within 14 days after the A
facility determines, or should have determined,

that there has been a significant change in the Itis the practice of this facility to ensure

resident's physical or mental condition. (For . that a comprehensive assessment of a

‘ purpose of this zefgi_ﬂﬂu a significant chang: ‘ resident is conducted within 14 days

. means a.majar decline or improvemeant in the P :
resident's status that will net normafly resotve after the facility determines, or should
itself without further intervention by staff or by have determined, that there has been a
implementing standard disease-related clinical significant change in the resident’s
interventions, that has an impact on more than physical or mental condition. (For

one area of the resident's health status, and . ) o
requires interdisciplinary rewew or revision of the ‘ purpose of this section, a significant
care plan, or both.) change means a major decline or

zmprovement irt the resident’s status that
will not normally resolve itself without

This REQUIREMENT is niot met as evidenced
further intervention by staff or by

by:

Based on observation, interview, record review : .implementing standard disease-related
lity poli i ‘ o N

and facility policy review, it was determined the clinical interventions, that has an impact

MBDXTDWW[WE‘PHESENTATNE S SIGNATURE X ;«2; , (%8 DATE

Any daficiency statament ending with an asteriek (7) danatas a deficiancy which the nstitution may be excused fr

othar sateguards provide sufficient protection i the patiants. (See Instructians. ) L-xt:ept for nurs!nl; nomas, tﬁi ﬂ:gn%osrrse;ttieng gn%i?:i:iﬁ:t;mngg éh o
- foltowing the date of survey whether or not a plan of correctlon is provided. For nursing homes, the above Hnd:ngs and plans af gorre "y

days following the date these documents are made avallable to tha facllty. If deficiencies are cited, an appmved plan of correctren Is p

program participation.
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facility failed to ensure one (1) of twenty-four (24)
sampled residents (Resident #16) received a
comprehensive assessmant after a significant
change. Resident #16 alectad the Hospice -
benefit which required a review and revision of
the care plan,

The findings include:

Review of the facilit?‘s policy regarding Signiﬁcant
Change, revealed the fasility wtilized the RA|
Manual as their golicy for a Significant Change.

Review of the RAl Manual, Chapter 2, revealed a
Significant Change Minimum Data Set (MDS)
was required to be performed when a terminally ill
resident enrolled in a Hospice program, The
assessment date must be within faurteen (14)
days from the effective date of the Hospice
alection. A Significant Change MDS must be
performed regardiess of whaether an assessment
was recently conducted on the resident. This
was 1o énsure a coordinated plan of care
betwean the nursing home and Mospice was In
place.

Observation of Resident #16, on 08/07/13 at 3:00
PM and 4:00 PM, revealed the resident sitting in
the hallway in a wheel chair, dressed, clean and
with a helmet in place. '

Raview of the clinical record for Resident #16,
revealad the facility admitted the resident with
diagnoses of Dementia, Seizures, Traumatic
Brain Injury, Expressive Aphasia, and Spasticity.
The facility completed an admigsion Minimum
Data Set (MDS) assessmant on the resident on
02/14/13 which revealed the resident had a

HEARTLAND OF LOUISVILLE LOUISVILLE, KY 40220
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 274 Cortinued From page 1 Fe274| onmofe than ong area of the resident’s

moderate cognitive impairment, required

health status, and requiras
interdisciplinary review ot revision of the
care plan, or both.)

What corrective action{s) will be
accomplished for those residents found
to have been affected by the deficient
practice - A comprehensive assessment
was completed on Resident #16 on
08/16/13 by the MDS Coordinator.

How you will identify other residents
having the potential to be affected by
the same deficient practice — Current
residents utitizing hospice benefits have
the potential to be affected. Current
residents utilizing the hospice benefit
were reviewed to ensure a '
comprehensive assessment has been
completed after the significant change
and corrective actions were completed
by the Administrative Director of Nursing
or MDS Coordinator on or before
09/18/13.

What measures will be put into place or
what systematic thanges you will make
to ensure the deficient practice does not
recur- On or before 09/18/13 the

Adminigtrative Director of Nursing and
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extensive assistance with daily living tasks and
was incontinent of bowel and bladder, On
08/26/13, the physician ordered Hospice care.
The tacility completed a Quartery MDS
assessment on 05/14/13. There was no
evidence that the facility completed an MDS
within 14 days of the Hospice election. :

Interview the MDS Coordinator #2, on 08/08/13 at

requiring an MDS at their morning mesting. She
stated Resident #168 was not scheduled for a
Significant Change MDS as the resident was on
palliative care prior to becoming Hospice care.
She stated thers was a differance between
pailiative care and Hospice. Howaver, she was
not aware of the requirement for an MDS to be
campleted when a resident elacted Hospice
coverage. She stated the MDS Coordinators
ware responsible for completion of MDS
assessments of residents in the facility. -

Interview with the MDS Couordinator #6, an
08/08/13 at 1:30 PM, revealed no Significant
Change MDS was completed for Resident #16
when Hospice was siected. She stated the
resident was on palliative care and did not reguire
an MDS when Hospice was elected, She
rovealed she was not aware of the requirement
for & Significant Change MDS to be completed
when Hospice was elected.

interviaw with tha Director of Nurging (DON), on
08/08/13 at 1:50 PM, ravealed she was not aware
that a significant change MDS was required when
a resident elected hospice. The DON further
stated she was responsible for the management
of the nursing department.

1:47 PM, ravesled the facility discussed residents |

" assessment,
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'F 274 | Continued From paga 2 F274] MDS Coordinators will receive an in-
{

service by the Regional Case Mix
Specialist on completion of
comprehensive assessments after a
sigﬁ'iﬁcant change. Residents who elect
the hospica benefit will be reviewed by
the Administrative Director of Nursing or
the MDS Coardinator and will be
scheduled for a comprehensive

How the corrective action{s) will be
manltored to ensure that solutions are
sustained - An audit tool will be used by
the Administrative Director of Nursing
Services or the MDS Coordinator to
ensure residents who utilize the hospice
henefit have a comprehensive
assessment within 14 days of the
affactive date of the hospice election.
The audit tool will be completed weekly
for 4 weeks, and monthly for 2 months.
Continued audits will be performed and
‘reported to the {QAPI} Quality Assurance
and Performance Improvement
Committee to measure compliance for
an additional 2 quarters and then be
reevaluated ongoing by the Committee
to determine the need for continued
manitoring. The audit tool resuits will be
submitted to the (QAP!) Quality
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A facllity must uge the resuits of the assessment
to develop, review and revise the resident’s
somprehensive plan of care.

The facility must develop & comprehensive care
plan for each resident that includes measurable
ohigctives and timetables to meet a resident's
medical, nursing, and mental and psychosacial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
{o be furnished to attain or maintain the resident'a
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25: and any services that would otherwise
be required under §483.25 but are not provided
due fo the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10{(b)(4).

This REQUIREMENT iz not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to integrate the
Hospice care plan with the facility's care plan for
two (2) of twenty-four (24) sampled residents
(Resident 42 and #16). The facility failed to
develop a care plan to include hospice
interventions when Resident #2 and #16 were
admitted to hospice.

The findings include:
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F 279 | Continued From page 3 F279| Assurance and Performance
F 279 | 483.20(d), 483.20(k)(1) DEVELOP Fa7g! Improvement Committee to validate the
§8=0 | COMPREHENSIVE CARE PLANS actions taken are effectively resolving the

alleged deficiency beginning 09/18/13.

oMY
It is the practice of this facility to ensure
the results of the assessment are used to
develop, review and revise the resident’s
comp(ehénsive plan of care,

it is also the practice of this facility to
develop a comprehensive care plan for
each resident that includes measurable
ohjectives and timetables to meet a
resident’s medical, nursing, and mental
and psychosocial needs that are
identified in the comprehensive
assessment.

The care plan must deseribe the services
that are being furnished to attain or
maintain the resident’s highest
practicable physical, mental, and
psychosacial well-baing s required
under 483.25; and any services that

would otherwise be required under
3
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Review of the facility's policy revealed the facility
utilized the RAI Manual for care planning policies.

Review of the BA! Manual, Chapter 4, revealed
the Care Area Assessmeants when properly
implemanted, should help staff consider the
resident as a whole with unique characteristics

-and strengths. Identify areas of concem that may

warrant interventions. Develop interventions to
help improve, stabilize or prevent decline and
address the needs and desires for other
important considerations,

1. Raview of the dlinlcal record for Rasident #16,
revealed the facility admitied the resident with
diagnoses of Traumatic Braln Injury, Dementia,
and Expressive Aphasia. The resident entered
the Hospice program on (3/26/13.

Review of the comprehensive care plan for
Resident #16, dated 04/1213, revealad Hospice
was responsible for assisting with ADL care and
pain management as needed. Hospice was to
encourage the resident to attend activities and to
visit to pravide care and evaluation as needed.

Review of the Hospice care plan for Resident

| #16, datad (7/16/13, reveaied interventions for

spiritual care, emotional support, family support,
managemeant of depression, assessment of
medication effects on eating, socialization, prayer,
pain relief, EMS DNR, comfort, reagsurance,
faith, use of volunteers to assist with neads,
understanding of the disease process and how
Hospice functioned. Other than pain relief, these
interventions were not located on the resldent's
comprehensive care plan.

Interview with MDS Coordinator #1, on 08/08/13

resident’s exercise of rights under
483.10, including the right to refuse
treatrnent under 483.10(b){(4).

What corrective action{s) will be
accomplished for those residents found

to bave been affected by the deficient
practice — Resident #2 and Resident
#24's care plans were reviewed by the
MDS Coordinator on 08/08/13 to
integrate the hospice care plan.

How you will identify other residents
having the potential to be affected by

‘the same deficient practice — Current

residents utilizing hospice benefits have
the potential to be affected. Current
residents utilizing the hospice benefit
were reviewad to ensure the plan of care
for hospice is integrated with the

‘facility’s plan of care utilizing the Hospice

QAP audit tool and corrective actions
were ,co%npleted by the Administrative
Director of Nursing or MDS Coordinator
on or before 09/18/13.

What measures will be put into place or
what systematic changes you will make
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at 1:17 PM, revealed she was responsible for
development of a new care plan, for Resident
#16: however, a new care plan was not needed
as the resident had not changed.  She stated
she was aware that a Hospice care plan was on
the chart; however, she did not review or
integrate the Hospice care plan with the facility's
comprehensive care plan. She stated she should
have reviewed the Hospice care plan and made it
part of the facility care plan for Resident #16.

interview with the Director of Nursing, on
08/08/13 at 1:50 PM, revealed she was aware a
new care plan was not completed for Resident
#16. She stated the facliity should have
integrated the Hospice care plan with the tacility
care plan ag required,

2. Observation, of Fesident #2, on 08/08/13 at
11:12 AM, revealed Hospice Soclal Services
Staff, arrived to the room, knocked on the deor
and entered the room whiie a skin assessment
was in progress. She stated, she would come
back later. ,

Observatien, of Resident #2's room, on 08/08/13
at 11:12 AM, revealed a bulletin board with &
Hospice Certified Nurse Aide business card with
a hand written Monday, Wednesday and Friday.

interview with Certified Nurses Aide (CNA) #11,

| on 08/0813 at 11:12 AM, revealed the CNA

pBusiness card on the bulietin board was for the
CNA from Hospice. She reported she wag not
sure if those were tha correct days they come,

Clinical record review revealed Resident #2 was
admitted to the facility on 09/18/12 with diaghoses

recur- On or before 09/18/13 Licensed
Murses will receive an in-service
conducted by the Administrative Director

-of Mursing, MDS Coordinator, Director of

Care Delivery or Nurse Supervisor that
will cover but is not limited to the
integration of hospice and facility plan of
care. Residents who elect to utilize the
hespice benefit will be reviawed by the
Administrative Director of Nursing
Services, MDS Coordinator or the
Director of Care Delivery to ensure the
hospice care plan is integrated with the
facility care plan.

How the corrective action{s) will be
monitored to ensure that solutions are
sustained - A Hospice QAPI Audit too!
will be used by the Administrative
Director of Nursing Services, the MDS
Coordinator or the Director of Care
Delivery to ensure residents who utilize
the hospice benefit have integration
between the hospice and facility care
plan. The audit too! will be completed
weekly for-4 weeks, and then monthly for
2 months. Continued audits will be
performed and reported to the Quality
Assurance and Performance
impravement {QAP!) Committee to

EA DOFLO £
HEARTLAN UISVILL LOUISVILLE, KY 40220
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES ] PROVIDER'S PLAN OF CORRECTION (X5)
PHEFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORREQTIVE AGTION SHOULD BE COMBLETION
TAG REGULATORY DR LG IDENTIEYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
- . DEFICIENCY)
F 27| Continued From page & E279| toensure the deficient practice does not

FORM CMES-2567(02-89) Pravious Versions Obsolele

Bvgnt iLnUSZMTY

Fality 1D; 100201

If continuation sheet Page 6 of 20




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

PRINTED: 08/20/2013
FORM APPROVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER!

- 185178

{¥2) MULTIPLE CONSTRUCTION (X23) DATE SURVEY
A, BULDING COMPLETED

B. WING : 08/08/2013

NAME OF PROVIDER OR SUPPLER

HEARTLAND OF LOUISVILLE

STREET ADDRESS, CITY, STATE, ZiF CODE
4200 BROWNS LANE
‘LOUISVILLE, KY 40220

(X4} 10
. PREFIX
TAG

"~ SUMMARY STATEMENT OF DEFICIENCIES
(EACHK DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

10 PROVIDER'S PLAN OF CORRECTION (X5)
PRERIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

F 279

Continued From page &

of Esophageal Cancer, Chronic Airway
Obstruction, Hypotanslon, Anemia and Failure to
Thrive. in addition, Hospice services were
orderad by the physiclan,’

Review of the care plan, dated 08/08/13, for
Resident #2 revealed it was not integrated with
identifiable and defined Hospice services. The

focus for Risk for Alteration in Hydration reiated to |

diagnosis of Esophageal Cancer, Hospice Care,
and variable intake was created and initiated on
08/20/12. The one (1) intervention listed was to
report changes related to signs of fluid deficit
(tongue furrows, dry mouth, etc.) for nurse aide
and nursing. The second intervention was to
repart changes related to signs of fluid overload
such as shortness of breath, edema and mental
status changes, etc, was added on 01/03/13 for
nurse aide and nursing to follow, The care plan
tor Mutritional Status for potential weight loss
related to swallowing difficutties, mechanically
altered diet, Esophageai Cancer and Hospice
care, was created and inftiated on 09/20/12,
dated 0B/08/13, revealed the interventions
included ta provide a diet and snacks as ordered,
supplements as ordered and o review weights
and notify physicians and responsible party of
significant weight change., The interventions
listed were for nutriional services and the
Registered Dietician to follow. The care plan far
at Risk of Changes in Mood related to & terminal
diagnosis and hatlucinations with yeliing out at
times revealed the intervention of administer.
madication per physician orders and non
pharmaceutical interventions of assessing for
pain and treatment if needed, to reduce
stimulation and provide activity of choice was
created and initiated on 09/27/13. Attempt
paychotropic drug reduction per physician orders

F 2790 measure compliance for an additional 2
quarters and then be reavaluated
ongoing by the Committee to determine
the need for continued monitoring. The
audit tool will be submitted to the
Quality Assurance and Performance
improvement {QAP1) Committee to
validata the actions taken are effectively
resolving the alleged deficiency
beginning 09/18/13.
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehenisive assessment
and plan of care.

This REQUIREMENT is not met as evitdenced
by; : _

Based on observation, intarview, record review,
and review of the facility’s policy, it was
determined the facility failed to follow a
physician's order for one (1) of twenty-four (24)
sampled residents Resident #15. The facility staff
failed to remove the topical (skin) pain patch at
bedtime as ordered for Resient #15,

The findings include:

The facility did not provide a policy on foliewing

~ practice — Resident #15 was assessed on

HEJ}HTLAND QF F.DUISV!LLE LOUISVILLE, KY 40220
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: and a psychiatric consult as needad was added 10
the interventions on 11/09/12. The care plan for It is the practice of this facllity to ensure
Hospice care needed due o Cancer was initated that ea ident must ive and th
on 05/24/13, and revealed Hospice was to assist ) ch rgss recelve €
with repositioning, assist with activities of daily facility provides the necessary care and
living care and pain management ag needed. services to attain or rnaintain the highest

racticable physical, mental, and

interview with Licensed Practical Nurse (LPN) #2, P hosocl ? Y Ibeing | ’ g
on 0B/06/13 at 3:50 PM, revealed care plans were psychosocial well-being, in accordance
updated at the time crders were taken off. In with the comprehensive assessment and
addition, care plans were raevised when the orders plan of care.

: were taken off by the nurses.

F 809 | 483,25 PROVIDE CARE/SERVICES FOR F 309 . i .

HIGHEST WELL BEING What corrective action(s} will be

accomplished for those residents found
to have been affected by the deficient

08/07/13 by Director of Care Delivery
with no il effects noted from topical pain
patch.

How you will identify other residents
having the potential to be affected by
the same deficient practice -~ Current
residents and new adrnissions have the
potential to be affected. On or before
09/18/13 the Administrative Director of
Nursing, Directors of Care Delivery and
Nurse Supervisors will review current
residents with topical pain patch orders
to ensure physician orders were
followed. Any areas of non-compliance
found will be corrected by Administrative|
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physician orders.

Review of the clinical record for Resident #15
revealed the facility admitted the resident to the
facility on 04/23/13 with diagnoses of Dementia
with Lewy and Parkingonism. Review of the
Quarterly Minimum Data Set (MDS) Assessment,
dated 07/30/13, revealed the facilily assessed the
resident as having a Brief Interview of Mental

| Status (BIM) of six (8) indicating cognitive

impaitment.

Raview of the MAR revealed the resident had an
order for a Lidoderm Patch for pain control to
apply topically to the lower back every day and
remove at bedtime every day.

Review of the MAR for Resident #15 revealed the
nurse initialed the MAR on 08/06/13 as having
removed the pain patch at bedtime.

On 08/07/13 at 9:45 AM during the Medication
Pass with Licensed Practical Nurse (LPN) #5
revealed the Lidoderm pain patch, dated
08/06/13, was still in place on Resident #15's
lower back.

On 0B/O713 at 9:45 AM, interview with LPN #5
revealed the evening nurse should have removed
the pain patch the night before at bedtime as
ordered by the resident's physician. LPN #5
revealed leaving a patch on too long could cause
a skin irritation.

interview with The Director of Clinical Delivety

(DCDY for the 300/400 Unit, on 08/0713 at 12:00

PM, revealed leaving a pain patch an too long
could cause a resident to have a skin irritation
and and the nurse should have {ollowed the

Delivery and Nurse Supervisors to include
notification to physician and resident or
resident responsible party.

What measures will be putinto place or
what systematic changes you will make
to ensure the deficient practice does not
recur- LPN #6 was educated by Nurse
Supervisar on 08/07/13 regarding
medication administration standards of
practice, medication management:
dacumentation and demaonstration of
accurate medication administration skills
validation without error. Current licensed
nurses administering medications to
residents were educated on medication
ma}f\agement: documentation and
medication administration standards of
praétic.e by Administrative Director of
Nursing, Directors of Care Delivery and
Nurse Supervisors, and required to
successfully complete a medication
administration skills validation without
error on or before 09/18/13.

Those licensed nurses unable to
successfully complete a medication
adminlstration skills validation will be re-
inserviced by Administrative Director of
Nursing, Directors of Care Delivery and
Nurse Supervisors and an additional
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F 309 | Continued From page 9 F 308 medication administration skills
3 physiclans's order to remove the patch at validation wilt be completed until
bedtime. licensed nurse is able to demonstrate
IntEWlaw with LPN #6. an 08/07/13 at 3:30va medication administration without error.
revealed she should have followed the order as :
written %Yt;he P*IY;‘C?E acli‘:d ShOUI?h have , To ensure deficient practice does not
removed the patch at bediime on the evening o . .
08/06/13. LPN #6 revealed she did not visualize recur, new employees during erientation
the resident's lower back when attempting to will be educated on the standards of
rem%x;e the Pa:fh and rmust hav%feflt a tissue or practice for medication administration as
part of the resident's brief inatead of the patch. well as e P
LPN #6 said she felt something and removed it as CDm}: te f":l medjcatton _
and rolled it into her glove and put the rolled up administration skills validation without
glove in the trash. LPN #6 revealed leaving a error. Annually all licensed nurses will be
pain patch on too jong could possibly cause skin required to complete a medication
irritation and may ¢ause the next pateh not 10 dministration skills validati ith
absorb properly. LPN #6 revealed leaving a administration skills validation without
patch on too long could also cause over error.
absorption of the drug. _
Interview with the Direct of Nursing (DON), on Huf“,the corrective action(s) W'A“ be
f 08/08/13 at 5:15 PM, revealed a nurse should monitored to ensure that solutions are
; always follow physicians’ arders. The pain patch’ sustained — To ensure compliance
for Resident #15 should have been ramoved at Administrative Director of Nursing,
; nadtime as ordered by the physician. . s of Seli
F 354 | 483.35(c)(1)~(2) NUTRITIVE VALUE/APPEAR, Faga| Directors of Care Delivery and Nurse
PALATABLE/PREFER TEMP . Supervisors will conduct medication

B5=E

Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flaver, and appearance; and food that is
palatable, attractive, and at the proper

temperature. -

This REQUIREMENT i3 not met as evidenced
by:
Based on chsérvation, interview, record review

"administration skills validation of one

nurse per shift using the medication QAP
audit tool weekly for 4 weeks, and then
manthly for 2 months to ensure
physician orders are being followed with
results reported to the (QAP!) Quality
Assurance and Performance
Improvement Committee for review.
Licensed nurses will be supervised by
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Directors of Care Delivery and Nurse
Supervisors to ensure accuracy and areas
of non-compliance will be cerrected
immediately. Continued audits will be
performed and reported to The Quality
Assurance and Performance
Improvement (QAPI) Committee to
measure carmpliance for an additionat 2
quarters and then reavaluated ongoing
by the Committee to determine the need
for continued ronitoring. The audit tool
will be submitted to the Quality
Assurance and Performance
Improvement {QAP!) Committee to
validate the actions taken are effectively
resolving the cited issues beginning
09/18/13.
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‘determined the facility failed to provide two (2) of

and revlew of the facility's policy, it was

twenty-four (24) sampled residents and six (8) of
seven (7) unsampled residents with food that was
palatable and flavorful, (Residents #3, #14, and
Unsampled Residents A, B, D, E, F, and G). At
tunch on 08/06/13 at 12:13 PM, a test tray was
sampled and the fish was determined to be dry
and tough and the broceoli was found to be
tasteless and mushy. In addition, the macaroni
salad was found to be 50.9 degrees Farenheit

(F.
The findings include:

Review of the facility's policy for Trayline
Procedures, dated 03/20/10, revealed cold food
should be held at termperatures that would ensure
standards are met at fime of delivery.

Review of the facility's policy for Taste and
Temperature Control, dated 03/20/10, revealed
foods would meet expectations for palatabte
meals. Prior to the start of the meal period, there
was an evaluation of the taste and temperature of
food. ‘

Review of the past three (3) months of Resident
Coungcil meeting minutes revealed food
compiaints had been voiced in the meetings and
there was evidence a resolution to those
complaints wereg documanted.

The Quality of Life Group Interview, on 08/06/13
at 3:00 PM, with Unsampled Residents D, E, F
and G revealed the food at the facility was not
always palatable. Unsampled Residents D, E, F
and G stated the soup made in the kitchen from
scratch tasted waterad down, the chicken and

“methods that conserve nutritive value,

- choices with Residents A,B,D,E,F,G,3 and
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F 364 Continued From page 10 F364; F364 0?/1%3

it is the practice of this facility to ensure
that each resident receives and the
facility provides food prepared by

flavor, and appearance; and food that is
palatable, atractive, and at the proper
temperature.

What corractive action(s) will be
accomplished for those residents found
to have been affected by the deficient
practice = On or before 09/06/13 Dietary
General Manager will update resident
preferences and review alternate menu

14,

How you will identify other regidents
having the potential to be affected by
the same deficient practice - Residents
whao receive a meal tray have the
potential to be affected by the deficient
practice.

What measures will be put into place or
what systematic changes you will make
to ensure the deficient practice does not
recur- Dietary General Manager
inserviced cooks on proper cooking
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'08/06/13 at 12:12 PM, revealed a test tray was

pork chops were served tough, the vagetables
wera overcooked and the food just did not taste
good most of the time.

Interview with the facility Ombudsman during the
Quality of Life Group interview on 08/06/13 at
3:20 PM, revealed she had multiple complaints
from the facility residents about the food not
being palatable over the past six (6) months,

Observation of tha meal service, on 08/06/13 at
11:17 AM, revealed pale greenish colorad
proccoll on the steam table. The pans holding
the broceoli were filled with water. Breaded fish
was also on the stearn table and morg fish was in
the oven on warm. Macaroni salad was on
several frays on the line over the steam table. A
requast for the terperature of the macaroni salad
revealad it was at 54.1 degrees (F). The
macarani salad was removed and placed in the
froezer.

Observation of the tray pass on the 100 unit, on

sampled by the Dietician and the Food Service
Manager. The Food Service Manager obtained
temperatures of the food and all were within
range except for the macaroni salad, which was
at 50.9 degrees (F).

Observition and tasting of the fest tray, on
08/06/13 at 12:12 PM, reveaied the fish was
tough and hard to cut with a knife. In addition the
fish was dry. The broccofi had no flavor and was
mushy in texture,

Interview with the Food Service Manager, on
08/06/13 at 12:20 PM, revealed the broccoli might
need more butter and the edges of the fish were

F 364

temperature, taste and appearance on or
before 08/28/13. Dietary General
Managér will inservice dietary staff on
proper food holding temperatures and
methads on or before 09/02/13.

How the corrective action(s) wil! be
monitored to ensure that solutions are
sustained ~ The Dietary General
Manager or Kitchen Manager will audit
food preparation and cooking processes
twice a week for 4 weeks and then
monthly far 2 months using the Food
Safaty Audit tool. The Dietary General
Manager, Kitchen Manager or Registered
Dietitian will conduct meal rounds and
tray assessments with 5 residents weekly
for 4 weeks and then monthly for 2
months with rasults noted and reported
to the Quality Assurance and
Performance Improvement (QAP!)
Committee. Continued audits will be
performed and reported to the (QAPI)
Quality Assurance and Performance
improvement Comraitiee to measure
compliance for an additional 2 quarters
and then be reevaluated ongoing by the
Compmittee to determine the need for
continued monitoring. The Committee
will validate the actions taken are

EAR o .
HE: TLAND OF LOUISVILLE LOUISVILLE, KY - 40220
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: a little tough. She stated the meal tasted good. beginning 09/18/13 and will continue to
ntervi ih the Dietici 0B/06/13 at 12:2 evaluate until Issues are deemed
nterview with the Digtician, on 6/13 at 12:23 corrected.

PM, revealed the fish was spicy and the broceoli
and macaroni safad were fine. She stated the
macaroni salad tasted cool even thought the
temperatute was above the 41 degree (F) range.

interview with Unsampled Resident A, on
08/07/13 at 8:16 AM, revealed the food at the
facility was frequently terrible and the resident
would ask for a sandwich or soup. The resident
stated the food had gone downhill in the fast six
{6) months. :

Interview with Resident B, on 08/07/13 at 8:20
AM, revealed the food was not good. The
resident stated the kitchen did not pay attention to
tha residents likes and dislikes and just served
whatever was on the steam table. The resident
complained the food concerns were addressed
with the Food Service Manager, however, no
improvement was noted,

Interview with Certified Nurge Aide (CNA) #8, on
08/07/13 at 9:30 AM, revealed she did receive
complaints from fesidents regarding the food and
the poar quality of the food.

Interview with Resident #3, on 08/08/13 at 10:42
AM, ravealed the food was awful. The resident
stated the kitchen did not pay attention to
residents' likes and dislikes, served tough and dry
meat and food was often served cold. The
resident complained that food dislikes were often
served and thers was very Iitfle seasoning used.
The resident stated a friend would ensure the
resident got some soup if the meal was bad.

The resident stated complaining to the kitchen
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manager did little good.

interview with Resident #14, on 08/08/13 &
08/08/13 at 2:30 PM, revealed the food in the
faciiity was not something one laoked forward to;
however, the resident refrained from furthar
commeant.

interview with the Food Service Manager, on
08/08/13 at 2:40 PM, revealed the fish served on
08/06/12 was dry along the adges related to the
preading. She stated the chopped broceoli did
have a lot of water on it. She revealed all -
complaints coming from the Resident Council
were checked out and resolved. She stated the
current meny had been in place since March
2013. She stated she would have to change the
procedures for keeping cold tood at tha correct
temperatures prior to serving.

Review of the past three (3) months of Resident
Council meeting minutes revealed food
complaints had been voiced in the meetings and
there wag evidence a resolution to those
comptaints were documented.

The Quality of Lite Group Interview, on 08/06/13
at 3:00 PM, with Unsampled Residents D, E, F
and G revealed the food at the facility was not
always palatable. Unsampled Residents D, E, F
and G stated the soup made in the kitchen from
scratch tasted watered down, the chicken and
park chops were served tough, the vegetables
were avercooked and the food just did not taste
good most of the fime. -

interview with the facility Ombudsman during the
Quiality of Life Group Interview on 08/06/13 at
3:50 PM revealed she had multiple complaints
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from the facility residents about the food not ‘
j being paiatatée ov;r the{) paét six (6) months. s it is the practice of this facility to (1)
E 371 483.35(1) FOOD PROCURE, 71
SoF STORE/PREP ARE/SERVE - SANITARY Procure food from sources approved or

The facility must -

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

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by
Based on observation, interview, record review
and facility policy review, it was determined the
tacility falled to store, preparg, distribute and
serve food under sanitary conditions, The facllity
failed to ensure macaroni salad was atthe
proper temperature prior to serving rasidenis.

The tacifity failed to ensure left over food stored in

the refrigerator was labeled and dated. The
facility faited to ensure cold food was monitored
and temperatures logged. The facility failed to
ansure the kitchen was free of pests. The facility
faited to ensure silverware was stored handle ug,
dishes were stored turnad over, walls wera clean
and free of soiled paper signs.

The findings include:
Review of the facility's policy for Labeling, dated

04/07/08, ravealed all foods placed in the
refrigerator should be labeled with the name of

considered satisfactory by Federal, State
or local authorities; and (2} store,
prepate, distribute and serve food under
sanitary conditions.

What corrective action(s) will be
accomplished for those residents found
to have been affected by the deficient
practice — The 8 sandwiches and 10
plates of tuna identified as not being
individually labeled and dated were
discarded immediately on 08/06/13.
Okolona Pest Control came to facility to
evaluate issue with flies on 08/08/13 and
08/14/13. Existing bug light in kitchen
was relocated on 08/08/13 and an
additional bug light was added in kitchen
on 08/20/13. The forks identified as
being stored with the handle down and
the dishware identified as being stored
bow! side up were immediately
rewashed on 08/08/13. Paper signs
identified as soiled were removed on
08/10/13. The wall behind the three
compartment sink was cleaned on
08/13/13.
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the macaroni satad were not obtained prior to the

the itern, the date the item was placed in the
refrigarator and date it was to be used.

Review of the facility's policy for Sanitation, dated
03/20/10, revealed an effective and safa pest -
control program must be in place. Temperature
logs are complete and kept on fite. There were
no guidelines for storing clean dishes and
silverware, .

Review of the facility's policy for Cleaning, dated
03/01/03, revealed walls should be spot cleaned.

Obsarvation of the kitchen, on 08/06/13 at 8:20
AM, revealed eight (8) sandwiches, some with
turkey and some with ham, in the walk-in
refrigerator covered but not labeled or dated. In
addition, 1en (10) plates of tuna salad were storad
and not labelad or dated.

Interview with the Food Service Manager (FSM),
on 08/06/13 at 8:25 AM, revealed the food was
left-over from 0B/05/13. She stated the food was
not labeled and dated; however, the tray the food
was sitting on did have a label and it was dated.

Observation of the kitchen, on 08/06/13 at 11:15
AM, revealed the temperatures of the milk-and

start of tray service.

Review of the Temperature Log, revealed no
docurnentation that milk product temperaiures
were obtained on a routine basis.

Ohservation of the kitchen, on 08/08/13 at 2:40
PM, revealed numerous fiies landing on dishes
and silverware, Forks were stored with the
handle dewn. Dishware was stored bow! side up.
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F 371 | Continued From page 15 Fa7y| How you will identify other residents

having the potential to be affected by

whé‘ receive a meal tray have the
potential to be affected by the deficient
practice,

What measures will be put into place or
what systematic changes you will make
to ensure the deficlent practice does not
recur- The monthly cleaning log was
revised on 08/29/13 to inciude the wall
hehind the three compartment sink.
Dietary staff was inserviced by the
Dietary General Manager on or before
09/02/13 on facility policy for labeling
and dating, the ‘proper procedure for
storing dishes and silverware, the
procedure for checking and recording
temperatures, and the facility policy for
clganing. Newly hired dietary employees
will be educated by on facility policy for
labeling and dating, the proper
procedure for storing dishes and
silverware, the procedure for checking
and recording temperatures, and the
facility policy for cleaning during
orientation,

How the corrective action(s) will be
monitared to ensure that solutions are

the'same deficient practice — Residents
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£ 371 | Continued From page 16 Egpq| sustained - Dietary General Manager or
There were numerous soiled paper signs taped Kitchen Manager will conduct audits
around the kitchen. The wall behind the three twice a week for 4 weeks, then monthly
gqmpaﬁdmem g‘”k was heavily solled with dark for 2 months using the Food Safety Audit
nps and spatters. tool with results noted and reported to
interview with the FSM, on D8/08/13 at 2:40 PM, the Quality Assurance and Performance
revealed flies were an ongoing problem and had Improvement {QAPI) Committee. These
been discussed with the past Administrator. She cew il s
. \ : i
stated dishes were to be stored bow! side down audits will include: pest control, food
and silverware was to be stored with handles up. temperature logs, cleaning assignment
She stated the wall should have been cleaned. logs, food labeling/dating, cleanliness,
She stafed the solled paper signs would be taken and dish and silverware storage. Areas
down, She stated the macaroni salad was not ¢ i Il be add p
monitored for temperature because it was not on of non-compliance will be addresse
3 the menu. . immediately. Continued audits will be
f-‘ 514 | 483.75()(1) RES F 814 performed and reported to the (QAP1)
582D EECDHDS-COMPLETE/ACCURATE(ACCESSIB Quality Assurance and Performance
‘ Improvernent Committee to measure
The facility must maintain ¢linical records on each compliance for an additional 2 quarters
resident in accordance with accepted professional and then be reevaluated ongoing by the
standards and practices that are complete; ‘ c i d ine th df
accurately documented; readily accessible; and ommittee to determine the need for
systematically organized. continued monitoring. The Committee
The clinical g + contain sufficient will validate the actions taken are
e clinical record must contain sufticien - . o
information to identify the resident; a record of the effectively resolving the cited lssues
resident's assessments; the plan of care and beginning 09/18/13 and will continue to
sarvices p:jovided; thc_a results of any evaluate until issues are deermed
preadmission screening conducted by the State; corrected.
and progress notes.
This REQUIREMENT is not met as evidenced -
boy: £514 0?/17/,3
Based on observation, interview, record review
and review of the facility's policy it was It is the practice of this facility to
determined the facility falled to ensure medical maintain clinical records on each resident
Event ID: USZMT1 Fagility 10 100201 It continuation sheel Page 17 of 20
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F 514 | Continued From page 17 £514 in accordance with accepted professional

records were accurately documented for three (3)
of twenty-four 24 sampled residents and seven
(7) unsampled residents, Resident #14, #15 and
#16. The fagility failed to ensure physician orders
were signed timely for Resident #14 and Resident
#16. In addition the nurse documented the
removal of a medicated topical (skin) pain patch
for Resident #15 when the patch was not
removed.

The findings include:;

1. Review of the facility's Medication
Administration: Transdermal Drugs Policy, daied
03/2010, revealed the nurse should open the
Medication Administration Record (MAR) and
review physician medication orders, No other
policy concerning accurately dogumenting
maedical records were provided.

Review of Resident #15's medical record
revealed the facility admitted the resident to the
facility on 04/23/13. Review of the physician
orders revealed the resident was o receive &
Lidoderm 5% patch, apply topically one patch to
lower back every day, off at bedtime.

Review of the MAR revealed the Lidoderm Patch
for pain was to be applied topically to the lower
back every day and removed every day at
hedtime. The MAR revealed a nurse initialed the
MAR on 08/06/13 ag having removed the pain
patch at bedtime. ~

During observation of the Medication Pass, on
08/07/13 at 9:45 AM, with Licensed Practical
Nurse (LPN) #5 revealed the Lidocaine pain
patch, dated 08/06/13, was siill in place on
Regident #15's lower back,

standards and practices that are

.complete; accurately documented;

readily accessible; and systematically
organized.

The clinical record must contain

sufficient information to identify the

resident; a record of the resident’s
assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by
the State; and progress notes.

What corrective action(s) will be
accomplished for those residents found
to have been affected by the deficient
practice — Residents# 14, #15 and #16
physician orders were reviewed for -
accuracy, signed and dated by the
Physician on or before 09/18/13,
Resident #15 suffered no ill effects from
topical pain patch as per assessment by
Directar of Care Delivery on 08/07/13.

How you will identify other residents
having the potential to be affected by
the same deficient practice — Current
residents and newly admitted residents
have the potential to be affected by the
deficiént practice. On or before

FORM CMS-2567(02-89) Pravious Verslong Obsolete
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Interview with LPN #5, on 08/07/13 at 9:45 AM,
revealed the patch should have been removed
the night before at bedtime by the nurse on that
shift. A nurse should never document a paich was
removed when it was net removed.

Interview with The Director of Clinical Delivery
(DCD) for the 300/400 Unit, on 08/07/13 at 12:00
PM, revealed a nurse shouid never document a
patch was removed when it was not removed,

interview with LPN #6, on 08/07/13 at 3:30 PM,
revegled she should not have initialed the MAR
that the patch had been removed.

Interview with the Direct of Nuraing (DON), on
08/08/13 at 5:15 PM, revealed a nurse should
never initial a MAR that a pain patch had been
remaoved. ’

2. Review of the facility's policy for Telephone
and Verbal Orders, dated 08/2009, revealed
telephone orders were 10 be signed and dated by
the physician within a thirty (30) day time frame.

Review of the clinical record for Resident #14,
revealed physician orders for D8/01/13 through
06/30/13 wera signed by the physician; however,
they were not dated. Physician orders for
07/01/13 through 07/31/13 were not signed as of
08/04/13.

Feview of the clinical records for Resldent #16,
revealed physlclan orders for 03/26/13, 04/10/13
and 05/21/13 were signed and not dated. Review
of physician orders for 05/01/13 through 05/31/13

EARTLAND OF LOUISVIL ,
HEARTLAND OF LOUISVILLE LOUISVILLE, KY 40220
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 514 | Continued From page 18 F514| 09/18/13 current resident’s medical

records will be reviewed by Medical
Records, Administrative Director of
Nursing Services, Directors of Care
Delivery or Nurse Supervisor for accuracy
of monthly orders and ensure sighature
and date of Physician,

What measures will be put into place or
what systematic changes you will make
to ensure the deficient practice does not
recur- LPN #6 was educated by Nurse
supervisor on 08/07/13 regarding
medicatjon administration standards of
préétice,hmedication management:
documeritation and demonstration of
accurate medication administration skills
valigation without error. Current
licerised nurses administering
medications to residents were educated
on medication management:
documentation and medication
administration standards of practice by
Administrative Director of Nursing, ’
Directors of Care Delivery and Nurse
Supervisors, and required to successfully
corhpiete a medication administration
skills validation without error on or
before 09/18/13.

Those licensed nurses unable to
sucéessfully complete a medication
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' admtinistration skills validation will be re-

F 814 Continued From page 19 F514

were signed on Q7/21/13. Phys;cnan orders for
07/01713 through 07/31/13 were signed; however,
they were not daied.

Interview with Licensed Practical Nurse #3, on
08/08/13 at 11;15 AM, ravealed the nursing staff
checked the charts and ensured physician orders
were signed and dated. She stated the physician
was called if orders were due to be signed. She
stated she thought the physicians had 80 days to
sign orders.

Interview with Licensed Practical Nurge #4, on
08/08/13 at 11:20 AM, revealad the physician had
60 days o sign orders. She stated the physician
was notifled by phone or when visiting the facility
by the nurse to sign orders. She stated the
physician should sign and date the orders.

inserviced by Administrative Director of
Nursing, Directors of Care Delivery and
Nurse Supervisors and an additional
medication adrministration skills
validation will be completed until
licensed nurse is able to demonstrate
medication administration without error.
‘ .
To ensure deficient practice does not
recur, new employees during orientation
willbe educated on the standards of
practice for medication administration as
well as complete a medication
administration skills validation without
arror. Annually licensed nurses will be
required to complete a medication
administration skills validation without
error. ‘

On or before 09/18/13 Administrative
Director of Nursing, Directors of Care
Delivery and Nurse Supervisors will in-
service Licensed Nurses and Medical
Records Director on medication
management: documentation and
obtaining physician signatures with dates
within 10 days on all admission,
readmission and telephone orders
received. Medical Records director will
compiete the Health Information
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Management orientation utilizing the
clinical resource manual on or hefore
09/18/13.

How the corrective action(s) will be
monitored to ensure that solutions are
sustained — On or before 09/18/13 using
a Physician Services QAPI audit tool,
Administrative Director of Nursing
Services, Medical Records Director,
Directors of Care Delivery or Nurse
Supervisor will audit 10 residents, weekly
for 4 weeks, and then monthly times 2
months to ensure physician signatures
and dates on new orders occur within 10
days, with resuits reported 1o the Quaiity
Assurance and Performance
impeovement {QAPI) committee.
Continued audits will be performed and
reported to the Quality Assurance and
performance Improvement (QAPI)
Commitiee to measure comnpliance for
an additional 2 quarters and then
reevaluated ongoing by the Committee
to determine the need for continued
monitoring. The audit tool will be
submitted to the Quality Assurance and
performance Improvement (QAPI)
Committee to validate the actions taken
are effectively resolving the cited issues
beginning 09/18/13.
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K 000 : INITIAL COMMENTS KOOO| The statements made on this plan of ‘
' i : , correction are not an admission to and ;
CFR: 42 CFR §483.70 (a) do not constitute an agreement with the |
. . i
BUILDING: 01 : . alleged deficiencies herein,
PLAN APPROVAL: 1970 To remain in compliance with all faderal
- ' ions, the center has
SURVEY UNDER: 2000 Existing and state regulations, the ‘
taken or will take the actions set forth in
FACILITY TYPE: SINFDP the follgwing plan of correction. The
following plan of correction constitutes

TYPE OF STRUCTURE: One (1) story with a

partial basement, Type 1l (211) the center’s allegation of compliance. All

' alleged deficiencies cited have been or

SMOKE COMPARTMENTS: Eleven (11) on the " will be corrected by the date or dates
Ground Flogr and fwo (2) in the Bassment, -

, indicated.
FIRE ALARM: Complete fire alarm system with ‘
heat and smoke detectors. 1 Kkoze ‘ D‘;VI?/B
SPRINKLER SYSTEM:  Automatic (dry) . . e
sprinkler system, hydraulically designed. It is the practice of this facility to ensure
that one hour fire rated construction
GENERATOR: Type Il, 150 KW generator {with % hour fire-rated doors) or an

i i . i& diesel ) o
'”Sta"e# in 2008. Fuel source is d ) approved automatic fire extinguishing

system in accordance with 8.4.1 and/or

A standard Life Safety Code survey ;"-’95 19.3.5.4 protects hazardous areas. When
conducted on 08/07/13. Heartland of Louisville o

was found not to be in compliance with the the approved automatic fire
Requirements for Participation in Medicare and extinguishing system Is used, the areas
Medicaid. ‘ are separated from other spaces by

: . smoke resisting partitions and doors.
The findings that follow demonstrate o S
noncompliance with Title 42, Code of-Federal | Daors are seif-closing and non-rated or
Regulations, 483.70(a) et seq. (Life Safety from | field-applied protective plates that do

Fire) not exceed 48 inches from bottom of the
door are permitted.

L'ABQRATOR@'S O?VIDEFUSUPPL{ER REF‘RE$ENTATNE‘S SIGNATURE LE {x5) DATE ’
NN\l (U7 | XA, Administistor X OL00/)13

Any deﬁc?ency statemant ending with an asterisk (*) denotes a deficizncy which the institution may be excusad from correcting providing it is detarmined that ~
other safeguards provide sufficient protection to the patients, (See instructions,) Except for nursing homes, the findings stated above 2 18

follewing the: date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of comed!
days following the dete these dotumants are made avallable to the facillty. If deficlencies are cited, an approved plan of comection is
program participation.
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K 000/ Continued From page 1 ! Kooo
: | Deficiencies were cited with the highest What corrective action{s) will be
' | deficiency identified at F level, ] . .
‘ i accomplished for those residents found
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 2| accomplished roents
55=D| 1o have been affected by the deficient
One hour fire rated construction (with % hour practice — Self closure devices were
fire-rated doors) or an approved automatic fire placed on the biohazard room in the
extinguishing system in accordance with 8.4.1 ' ) :
and/or 19.3.5.4 protects hazardous areas. When basement and on the biohazard room on
the approved automstic fire extinguishing system the Pathways Unit on 08/08/13. The four
option is used, the areas are _separatc_eq from openings in the interior walls in the i
other spaces by smoke res_.lstmg partitions and mechanical room located within the staff
doors. Doors are self-closing and non-rated or , )
field-applied protective plates that do not exceed break room were repaired on 08/08/13.
48 inches from the bottom of the door are
perritted.  19.3.2.1 How you will identify other residents
having the potential to be affected by
the same deficient practice - Current
residents have the potential to be
This STANDARD is not met as evidenced by: affected by this deficiency
Based on observation and interview, it was
determined the facility failed to meet the What measures will be put into place or
reguirements for Protection of Hazards, in what systematic changes vou will make
accordance with NFPA standards. The deficiency Y - ges v )
had the potential to affect three (3) of eleven (11) to ensure the deficient practice does not
smoke compartments, approximately fifty (50) recur- All doors leading to hazardous
 residents, staff and visitors. The facility has storage #reas were checked for a self-
! one-hundred and seventy-eight (178) certified | . , )
| beds and the census was one-hundred and thirty closing device by the Maintenance
(130) on the day of the survey. Assistant on 08/29/13. Safety
Committee (MR Director, Staffing
The findings include: Coordinator, Maintenance,
Housekeeping, Laundry, C.N.A.} was
1. QObservation, on 08/07/13 at 10:50 AM, with inserviced by Assistant Administrator on
the Maintenance Director revealed the doors requiring self-closure devices on
Mechanical Room located within the Staff Break auiring
08/28/13. :
PORM CMS-2567(02-89) Previcus Versions (beolete Event 1D: USZM21 Facility 10: 100201 If continuation sheet Page 2of @




PRINTED: 08/21/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE S8URVEY
AND: PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
185178 B. WING 08/0712013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
: 4200 BROWNS LANE
HEARTLAND OF LOUISVILLE LOUISVILLE, KY 40220
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: : . DEFICIENCY)
Continued From page 2 K 029{ How the corrective action(s) will be

K 029

Room had an approximately twelve (12) inch by
twelve (12) inch opening, and three (3) smalt one
(1) inch by one (1) inch openings in the interior
drywall and would not resist the passage of
smoke in the event of an emergency.

interview, on 08/01/13 at 10:50 AM, with the |
Maintenance Director revealed he was not aware
| of the openings in the interior drywall of the
 Mechanical Reom and acknowledged the room

: would not resist the passage of smoke in the

l event of an emergency.

2. Further observations, on 08/07/13 between
2:25 PM and 3:03 PM, with the Maintenance
Director revealed both of the doors o the
Big-hazard Rooms located in the Pathways Hall
and in the Basernent did not have self-closing
devices installed on each of the doors. Each door
had a sign displayed, advising Staff io keep the
doors closed at all times.

Further interviews, on 08/07/13 between 2:25 PM
and 3:03 PM, with the Maintenance Director
revealed he was not aware of the requirement for
the Bio-hazard Room doors to be equipped with a
| self-closing device and the sign advising to keep
the door closed was insufficient for code
compliance

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards. |
19.3.2.1 Hazardous Areas. Any hazardous sreas |
shall be safeguarded by a fire barrier having a

1-hour fire resistance rating or shall be provided

monitored to ensure that solutions are
sustained — Safety Committee (HR
Director, Staffing Coordinator,
Maintenance, Housekeeping, Laundry,
C.N.A.) will conduct audits to vaiidate
self-closing doors to hazardous areas
function properly, once a week for 4
weeks, monthly times 2 months and

quarterly for 2 quarters and report audit |

findings to the Quality Assurance and
performance improvement Committee
for ongoing review untit issue is deemed
corrected, Areas of non-compliance will
be corrected immediately. The Quality
Assurance and Performance
improvement (QAPI) committee will
validate the actions taken are effectively
resolving the cited issues beginning
09/18/13.
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. 1 i
K 029 Continued From page 3 . K029

| with an automatic extinguishing system in
: accordance with 8.4.1. The automatic

; extinguishing shall be permitted to be in g
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated .
frorm other spaces by smoke-~resisting partitions
and doors. The doors shalt be self-closing or :
auwtomatic-closing. Hazardous areas shall
include, but shall not be restricted to, the .
folfowing: .
(1) Boiler and fuel-fired heater rooms :
(2} Central/bulk laundries larger than 100 2
(9.3 m2) ;
(3} Paint shops ‘
{4} Repair shops

{5) Soiled linen rooms

{(8) Trash collection rooms

(7} Rooms or spaces larger than 50 fi2 (4.6 m2),
including repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories employing flammable or
combustible materials in guantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shalf be
permitted to have nonrated, factory or
field-applied ‘

protective plates extending not more than

48 in. (122 cm) above the bottorn of the door,

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
- B8=F
Smoking regulations are adopted and include no
 less than the following provisions:

x (1) 8moking is prohibited In any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
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; (3) Aghtrays of noncombustible material and safe

and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbeal for no smoking.

(2} 8Bmoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

design are provided in all areas where smoking is
permitted,

{4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available to all areas where smoking is
permitted. 19.7.4

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure the three
{3) designated outdoor smoking areas, two (2) for
Residents and one (1) for Staff, were properly
equipped for safe smoking, in accordance with
NFPA standards. The deficiency had the potential
to affect residents, staff and visitors. The facility
hag one-hundred and seventy-gight (178)
¢certified beds and the census was one-hundred
and thirty (130) on the day of the survey.

The findings include:

Observations, on 08/07/13 between 2:15 PM and
2:55 PM, with the Maintenance Director revealed

the designated, outdoor smoking area for

v

It is the practice of this facility to ensure
that smoking regulations are adopted
and inclyde no less than the following
provisioy{s:

(1)Smaking is prohibited in any room,

ward or'f‘mmpartment where flammable

liquids, combustible gases, or oxygen is
used or stored and in any hazardous
location, and such area is posted with
signs that read NO SMOKING or with the
international symbol far no smoking.

{2)5maoking by patients classified as not
responsible is prohibited, except when
under direct supervision,

(3)Ashtrays of noncombustible material
and safe design are provided in all areas
where sioking is permitted.

{4)Metal containers with self-closing
cover devices into which ashtrays can be
emptied are readily available to all areas
where sioking is permitted. 19.7.4

What corrective action(s) will he
accomplished for those residents found
to have been affected by the deficient
practice — Approved metal containers
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t and an approved metal container with a

residents in the Life Skill Unit (LSU) did not have
an approved metal container with a self-closing
lid to empty the ash trays into and a fire blanket
readily available for usage. The designated
outdoor smoking area for the residents in the
central court yard did not have an approved metal
container with a seif-closing lid, to empty ashirays
into available for usage. The designated outdoor
smoking area for the Staff, located near the ;
Service Entrance, did not have a fire extinguisher |

self-closing lid, to empty ash trays into, available
for usage,

Interviews, on 08/G7/13 between 2:15 PM and
2:55 PM, with the Maintenance Director revealed
he was not aware of the requirements of the two
{(2) designated, outdoor smoking areas for
Residents to have an approved metal container
with a self-closing lid to empty ash tray into and a
fire blanket readily available for usage; and the
designated outdoor smoking area for the Staff to
have a fire extinguisher and a metal container
with a seif-closing lid to empty ash trays info,
readjly available for usage.

Reference: NFPA 101 (2000 edition)

19.7.4" Smoking. Smoking regulations shail be
adopted and

shall include not less than the following
provisions:

(1) Smoking shall be prohibited in any room,
ward, or compartment

where flammable liquids, combustible gases, or
oxygen is used or stored and in any other
hazardous location,

and such areas shall be posted with signs that

were placed In the three smoking areas
o 08/21/13. A fire extinguisher was
placed iv{the employee smoke area on
08/21/138. Life Skills Unit smoking area
continuc—.fé'tc have a fire blanket readily
available for usage.

How you will identify other residents
having the potential to be affected by
the same deficient practice — Current i
smoking residents have the potential to
be affected by this deficlency,

What measures will be put into place or
what systematic changes you will make
to ensure the deficient practice does not
recur- Maintenance Director and
Maintenaﬁce Assistant were educated on
smoking regulations by Assistant
Adrinistrator on 08/27/13.

How the corrective action(s) will be
monitored to ensure that solutions are
sustained — Maintenance Director and
Mazintenance Assistant will audit ail

smoke areas weekly to ensure hot ash
dumps with lids are present and used |
carrectly. Audits of smoking areas will be
completed once a week for 4 weeks,
monthly times 2 months and then
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read NO SMOKING or shall be posted with the findings reported to the Quality
international Assurance and Performance

symbol for no smoking. g ‘
Exception: In health care occupancies where Improvement (QAPI) Committee for
smoking is prohibited ! ongoing'review until issue is deemed
and signs are prominently placed at all major corrected. Areas of non-compliance will

entrances, secondary - . |
signs with language that prohibits smoking shall be corrected immediately. The Quality |

not be required. Assurance and Performance

(2} Smoking by patients classified as not Improvement {QAP!) committee will
ﬁgﬁ%}ggie shall be validate the actions taken are effectively
Exception: The requirement of 19.7.4(2) shall rot resolving the cited issues beginning

apply where the patient 09/18/13.
is under direct supervision,

{3} Ashtrays of noncombustible material and safe
design ‘
shall be provided in al! areas where smoking is
permitied.

{4) Metal containers with self-closing cover
devices into

which ashtrays can be emptied shall be readily
available

to all areas where smoking is permitted.

Reference: 8 & C Letter: 12-04-NH;
Date: November 10, 2011
Subject: Alert: Smokmg Safety in Long Term

Care Facilities /
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 | O3
88=0 K147
1 Electrical wiring and equipment is in accordance

i i ical 81 . .
with NFPA70, National Electrical Code. 9.1.2 i it is the practice of this facility to ensure

! that electrical wiring and equipment is in
accordance with NFPA 70, National
Electrical Code 9.1.2
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This STANDARD is not met as evidenced by:

Based on observation and interview, it was
determined the Tacility failed to ensure electrical
wiring was maintained in accordance with NFPA
standards. The deficiency had the potential to
affect one (1) of eleven (11) smoke '
 compartments on the Ground Floor,
approximately forty (40) residents, staff, and
visitors. The facility has one-hundred and
seventy-eight (178) certified beds and the census
was one-hundrad and thirty (130) on the day of
the survey.

The findings include:

Observation, on 08/07/13 at 12:03 PM, with the
Maintenance Director revealed three (3)
motorized patient lift chargers were plugged into
a power strip located in the Arcadia Hall Linen
Cioset.

interview, on 0B/07/13 at 12:03 PM, with the
Maintenance Director revealed he was aware of
the requirements for the usage of power strips;
however, he was not aware of the three (3)
motorized patient lift chargers plugged into a
power strip located in the Arcadia Hall Linen
Closet,

Reference: NFPA 99 (1999 edition)

3-3212D

Minimum Number of Receptacles. The number
of receptacles shall be determined by the
intended use of the patient care area. There shall

be sufficient receptacles located so as to avoid

accomplished for those residents found
to have been affected by the deficient
practicé ~The 3 charging units for patient
lifts in the Arcadia Hall linen ¢loset were
removeg from the power strip and
plugged into proper alectrical outlet on
08/08/13.

How you will identify other residents
having the potential to he affected by
the same deficient practice — Current
residents have the potential to be
affected by this deficiency. All linen
closets In the facility were inspected by
Maintenance Assistant on 08/29/13 and
no areas were identified as having
medical equipment/charging devices
plugged into a power strip.

What measures will be put into place or
what systematic changes you will make
to ensure the deficient practice does not
recur- Safety Committee (HR Director,
staffing Coordinator, Maintenance,
Housekeeping, Laundry, C.N.A.} was
inserviced by Assistant Administrator on
proper use of power strips on 08/28/13.

How the corrective action(s) will be
maonitored to ensure that solutions are
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the need for extension cords or multiple outlet Director, Staffing Coordinator,
adapters.

Maintenance, Housekeeping, Laundry,
C.N.A) will audit linen closets to ensure
power s’crlps are not being used in these
areas. Safety Committee {HR Director,
staffing Coordinator, Maintenance,
Housekeeping, Laundry, C.N.A) will
conduct audits of linen closets once a
week for 4 weeks, monthly times 2
maenths and quarterly for 2 quarters and
report audit findings to the Quality
Assurance and Performance
improvement Committee for ongoing
review until issua is deemed corrected.
Areas of non-compliance will be
corrected immediately. The Quality

| Assurance and Performance
improvament {QAP) committee will
validate the actions taken are effectwely
resolvmg.the cited issues beginning
09/18/13.

B
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