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Initial Comments The following is the Plan of
An unannounced complaint/incident investigation Correction for Brookdale Centre of
stirvey was conducted at this residence on New England regarding the
7/22/2024. A deficiency was identified. Statement of Deficiencies from the

community - reported complaint
investigation on July 22, 2024. This
Plan of Correction is not to be
2.4.13 (A/B) Management of Services construed as an admission of, or
agreement with the findings and
conclusions in the Statemen: of

8 230 Organization And Management 2.4.13.A 5230
Management Of Services

A, Each residence shall provide services with
adequate professional and ancillary employees

and in accordance with applicable state law. Deficiencies. Rather, It submitted as

Further, the residence shall assure that all @ confirmation of our ongoing efforts

sarvices are rendered in a safe and affective GS ) to ¢ :

manner and consistent with the requirements fg\ o.mply with stat'utory regulatory

herein, The residence shall provide ali care and XN | reduirements. In this document, we

services {o all residents in accordance with the cﬁt have outlined specific actions in

prevailing community standard of care. response . to identified issues. We
remain committed to delivery of
quality health care services and will

This Requirement is not met as evidenced by: continue to make changes and

Based on record review and staff interview, it has improvement to  satisfy  that

been determined the residence failed to provide abiective

care and services in accordance with prevaiting ] :

community standards of care relative to a hospice

recommendation for skin care, Resident 1D #1.

. ' 24.13 (A/B) Management of

Findings are as foilows: 5230 Services

According to AHCPR {Agency for HealthCare _

Policy and Research) Clinical Practice Guideline, Recommendations for Resident 81 7/22/24

Pressure Ulcers in Adults: Prediction & implemented

Prevention Number 3, May, 18982, the skin of the
"at risk" patient should be inspected on admission _ :
and at least daiiy. Residents with third party services

for skin care are at potential visk for
defi cient practice.

Reécord review reveaied the resident moved info
the residence in February of 2018 with a |
Facilities Regulafion
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- An audit of current residents receiving third
§ 230/ Continued From page 1 8230 . & 8/9/24
] party services for skin care was conducted by
diagnosis of dementia. the Health and Wellness Directors. No
Review of a "Hospice Care Coordination Note" others recommendations or follow up needs | ‘!
dated 7/18/2024 under Coordination details: were found. {
"...staff will use barrier cream starting _ :
tomorrow...Recommendation: 1. Apply barrier Clinical staff member counseled and !
g;:anm;o red area (right butfocks) every brief educated on third party recommendations. 7/31/24.
B g R process. i
During a surveyor interview on 7/22/2024 at 1:30 )
PM with Medication Technician, Staff A, she Clinical staff were retrained on monitoring
revealed that she noficed the resident had a and reviewing the Home | 8/7/24
reddened area on his/her coccyx at the end of H . : P . Gneoi
n
last week. She further revealed that she did eaith/Ho‘smce/Thrrd arty _ Provider gaing
incontinence care on the resident before lunch Collaboration Notes by the Health and
and was not aware that hospice recommended Wellness Directors
barrier cream for the resident during every brief ‘
change. Home Health/Hospice/Third Party Provider

Collaboration Notes will be available at the 8/9/24
nurses desk on each unit. Staff nurses will Ongoing

During a surveyor interview on 7/22/2024 at 2:44
PM with the Health and Wellness Director, she . , -
revealad that she would expect a hospice review these notes within 48 hours to
recommendation {o be implementecg] within 24 verify recommendations have been ,
hours and no later than 48 hours. She reported + : .
acknowledged that the nurse failed fo report the imp E rted to ;he pnrgf‘srylcare provider and
hospice recommendation to the physician and plemented accordingly.

could not provide evidence that the resident was

Weekly audits of the Home

recelving barrier cream, as recommended. X
g Health/Hospice/Third Party Provider 8/9/2,4
Collaboration Notes will be completed by Ongoing
the Health and Wellness Directors or
designee to verify compliance.
Quarterly Quality Assuran i i
y Quality ance review wuli‘be 10/8/24
conducted by the HWD and/or Executive "
Ongoing

Director to verify compliance.

Responsible: HWD and/or Executive
Director.
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