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‘ | ! The preparation and execution of this plan i
F 000 | INITIAL COMMENTS ¥ F OOO; of co}:'reition does not constitute an t‘
; admission or agreement by the provider _ j
: A Standard Health Survey was initiated on ! | ofthe truth of the facts alleged or conclusions ;
102/03/14 and concluded on 02/06/14 and a Life | I set forth in the statement of deficiency.
Safety Code survey was conducted on 02/04/ 14 | - This plan of correction is prepared and |
; through 02/05/14. Deficiencies were cited at the | | e soley because it s e
| highest scope and severity of an "E" for the health : ; ‘f’? fl??.er‘?i);“of;ate et ﬁfprovemem |
| Survey with no deficiencies cited for the Life ‘ | prograns, sl ret reported |
| Safety Code survey. | | prosmm, |
i ” : | tothe Performance Improvement Team !
F 225 ? 483.13(c){1)(ii)-(iii), (e(2) - (4) i F 225! ith additional education as necessary. “
88=D; INVESTIGATE/REPORT ] ; :
! ALLEGATIONS/INDIVIDUALS i E i
| CE2s |
| [he facility must not employ individuals who have | | Th srveyorsbecame avare ofthe aleged abuse-
; been found guilty of abusing, neglecting, or | . o i interview with the |
! mistreating residents by a court of law: gr have | | regarding Resident O during & group inerview wi |
{ had a finding entered into the State nurse aide | | residents of our facility during the survoy. I‘hA]s !
; registry concerning abuse, neglect, mistreatment ,’ j resident was discharged to a psychiatric hospital |
: of residents or misappropriation of their property; | I five days after the survey (2/11/14). This was |
i and report any knowledge it has of actions bya | {f‘due to a behavior episode involving another -
| g:oqrt of law against an employee, which \n:rould | i resident. The facility reported this situation to the , ‘
indicate gpfitness for service as a fiurse ald§ or ! proper agencies on 2/11/14. Adult Protective Services |
- other facility staff to the State nurse aide registry | ! conducted an investigation on 3/11/14 and determined |
I or licensing authorities. i ¢ conducted an investigation '
: : ! it was unsubstantiated.
l The facility must ensure that all alleged violations J
! involving mistreatment, neglect, or abuse, f
l'including injuries of unknown source and i
; misappropriation of resident property are reported |
! immediately to the administrator of the facility and |
| to other officials in accordance with State law (
| through established procedures (including to the !
l State survey and certification agency).
| The facility must have evidence that all alleged
i violations are thoroughly investigatad, and must
| prevent further potential abuse while the i
| Investigation is in progress. ]’
/ T} | ! IRV
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F 225 | Continued From page 1 l F 295 F225 Continued from page | i
: The results of all investigations must be reported : |
| to the administrator or his designated f ;
! representative and to other officials in accordance | |
| with State law {including to the State survey and f
- certification agency) within 5 working days of the ;
lincident, and if the alleged violation is verified ‘ !
. appropriate corrective action must be taken.
| i
s f % -
 This REQUIREMENT is not met asevidenced | On 3/7/14, the Directors of Nursing conducted a

{ Unit Manager's meeting to discuss if any other resident :
allegations of abuse had been reported on their units.

From this meeting, two other allegations had been madd,
both of which were reported to all agencies on 3/4/ 14,

and 3/5/14 per regulation. i

1t is the policy of Parkway Rehabilitation and Nursing i
Center to report instances of alleged abuse in accordancie
! with regulatory requirements. Administration revised .
our policy on 2/12/14 to reflect language — added \’
“alleged” - in accordance with 483.13 (¢} (1) (1) ~ (i)
() (2)~ (4) The Medical Director approved the revisiq‘h
{ on 2/28/14. Reporting of abuse is presented during ‘
| Review of the facility's policy r egarding Abuse orientation to newly-hired employees and during

‘[ Prevention, lntervention, Data CD"GCtiOﬁ, ’ ; education programs throughout the year. In order to
! revealed after consulting with Administration, the

: Supervisor and reporting individual shall I . -
Iy ; . h to the policy, the Staff Development Coordinator
 immediately report the concern to Adult Protectlve] ¢ a";ge: ;’ e pe Cg; recanding thi topic The inservies
 Services and any other regulatory agency or ! | conducted inservices regarding this topic. 5

|
i

i by‘ i

; Based on interview, record review, and review of '
“ 'th‘e"fa‘ci‘l'ity"S‘Atj‘U§ePre\’/'éﬁtié‘n,'Iht‘éh‘/é‘h'ﬁdﬁ}"Défé l o

: Collection policy, it was determined the facility |

!

I

i

- failed to report an aliegation of abuse for one (1)

| of fifteen (15) unsampled residents and thirty (30)

. sampled residents. {Unsampled Resident O). The
| facllty faifed to report to the State Agency an

} allegation of physical abuse by two CNAs as
 reported by Unsampled Resident O on 01/24/14.

|
I
|

i

The finding include: ;
|

P
i
1
i
i
|

. reinforce the knowledge of reporting alleged abuse and

| police, as instructed by administration. were presented to all staff including nursing a.dministraition.
; The inservice sessions began on 2/7/14 and will be |

completed by 3/7/14. Any agency staff is required to ,

| sign a statement stating he/she is aware of the revised policy.
The Director of Nursing, Staff Development

i Coordinator, and Social Service Director attended
the Abuse & Neglect Prevention & Incident
Reparting Seminar on February 26th, 2014.

 During the Group Interview with the residents of
: the facility, on 02/04/14 at 200 PM, it was

I reported Unsampled Resident O had been hit in
: the back by two CNAs and they were fired over
! the incident,

i

; An attempt to interview Unsampled Resident O, J
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! " i { F225 Continued from pa e 2 3
F22s Continued From page 2 I F225 [ Presentations were don: bfr representatives of the [
“on 02/06/14 at 10:45 AM, revealed he was sitting | ¢ Office of Inspector General and Adult Protective
1 up In a chair with his eyes open. He did not , | Services.
i respond to questions. : ; A process was put in place on 2/24/14, where the 1
Interview with LPN #2, on 02106114 at 10:55 AW, | | and Compl s Ot oorm tho Administstr
' revealed approximately two weeks ago ] ; and Com?h.an ce O oer ofany & ?bg}a 0 T
| Unsampled Resident O eported to her he/she . The Adxn;glstmtor will be responsible to ensure ;
 was brutally attacked. He/She told her hisfher | . any allegations of abuse are reported per facility :
| fingers had been bent back. LPN #2 examined | || policy and regulations. The Administrator educated i
f the resident and found a bruised area on the ring | ¢ the Directors of Nursing to this process on 2/24/14. ;
{ finger of the left hand. She reported the ! ] Nursing Administration will maintain a og to |
} allegation to LPN #3, (the Assistant Unit ? " document suspected/alleged abuse which lists the |
| Manager). LPN #2 stated it was written up and | | date and who conducted the reporting. The Directors |
 aninvestigation was dorie. ' Shestatad she was ; | of Nursing will submit the log to the Performance
: hot sure of the: outcome of the investigation, but it f I fmprovement Committee meeting quarterly. The log !
; was now required that two staff be thgre ‘ »will be added as part of the routine agenda at each
| Whenever care was rendered to Resident #1. ! future Performance Improvement Committee meeting., 3/8/14

| She stated he/she was confused and had been | ; 3
 verbally abusive with staff. )
; |
| Interview with LPN #3, Assistant Clinical Director
1on 3rd floor, on 02/06/14 at 11:05 AM, revealed
; She remembered the incident involving
| Unsampled Resident O. Unsampled Resident O » ] |
: stated a tall black man named Kelly, who was | §
I visiting another resident, came in his/her room | i |
- and bent his/her fingers back. She completed an |
. assessment on the resident and found bruises on |
| two fingers and back of the hand on the right, !
i LPN #3 notified MD and obtdgined an order for an |
! x-ray, which was negative. She stated the I
| resident had good range of motion and denied |
; Pain. LPN #3 stated she completed an unusual |
oocurrence form and reported the incident to IJ
|
|
|
i

! J

1 Director of Nursing #2 (DON #2) less than one

¢ half hour of the initial repart. An investigation was
| conducted by DON #2. Both the Power of

' Attorney and Health Care Proxy were identified,

| She stated there were two CNAs who worked that |

Event ID: EB3411
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' floor that might have fit that description. LPN #3 :
, also stated the resident gave two or three |
1 versions of what happened. ’

| A phone call to the Abuse Hotline, on 02/06/14 at I
1 1:35 PM, revealed there was no evidence of a !

 report of alleged abuse reported involving i ]
E‘ Unsampled Resident O, i i !

! Interview with DON #2, on 02/06/14 at 1:40 PM,

i revealed she conducted the Investigation on

-@buse for Unsampled Resident O. She stated |

! the allegation of abuse was not reported tote 1
"'| Depaitmnt of Community Based Services™ :

: (DCBS) or the Office of inspector General (OlG)

| because she determined through her

i

|

|

|

! investigation that it was not considered an | ’
|

!

1 allegation of abuse. ‘ !

- Interview with DON #2, on 02/06/14 at 2:40 PM,
!revealed the incident was reported to her on
i 01/24/14. She initiated an investigation and |
linterviewed the resident, Unsampled Resident O i
! stated the incident occurred. DON #2 stated she | |
| did not suspect Unsampled Resident O had been | |
"abused. He/She did have an injury to their hand, |l
I
|

' but he/she had been throwing trays a few days
' earlier and that was probably how the injury I
{ occurred. She stated if you are hit, punched or

| slapped it was physical abuse. She stated the |
facility abuse policy required reporting for J
| suspected abuse and after her investigation she |
- did not suspect abuse. She further stated she |
| would report allegations of abuse to DCBS or |
Hellc only, if after her investigation of staff and i
 residents involved she suspected abuse had

! oceurred.

|
|
i
I

! Interview with Administrator, on 02/08/14 at 4:15
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/19/2014
. FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ; COMPLETED
A BUILDING
185122 B. WING 0$2/06/2014

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE. ZIP CODE
1156 EASTERN PARKWAY

5=D | COMPREHENSIVE CARE PLANS ,
i |
A facility must use the results of the assessment |
“to develop, review and revise the resident's ;
| comprehensive plan of care. l
, The facllity must develop a comprehensive care [
- plan for each resident that includes measurable !
| objectives and timetables to meet a resident's |
i

|

| needs that are identified in the comprehensive
| assessment.

[ The care plan must describe the services that are |
i to be furnished to attain or maintain the resident's l
- highest practicable physical, mental, and [
f psychosocial weli-being as required under

. §483.25; and any services that would otherwise
. be required under §483.25 but are not provided
I due to the resident's exercise of rights under

| §483.10, inciuding the right to refuse treatment
! under §483.10(b)(4).

This REQUIREMENT is not met as evidenced |
by E
I Based on interview and record review it was
- determined the facility failed to develope a care |
| plan of one (1) of thirty (30) sampled residents, |
" {Resident #19). The staff documented Incidents |
+ of suicidal idealation and verbal behaviors '
]' towards staff by Resident #19which included |
} accusing a staff member of physical abuse; !
I however, failed to develope a care plan to addres |

- those behaviors. [
E i

| medical, nursing, and mental and psychosocial |

{ Upon discovery that a care plan specific to behavior
was lacking, nursing staff immediately developed a
. “behavior” care plan for Resident #19. This was

| . .
| done while the survey was in progress.

| Interventions related to behavior had been care i
| planned under the “mood” section of the care plan
I and interventions were being implemented |
regarding her behaviors. The care plan for !
xf Resident #19 is routinely reviewed and revised by

¢ the Interdisciplinary Care Team a5 conditions

PARKWAY MEDICAL CENTER
LOUISVILLE, KY 40217
(XD | SUMMARY STATEMENT OF DEFICIENCIES ! o PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX ; (EACH GORRECTIVE ACTION SHOULD BE | coMPLETION
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: ] : DEFICIENCY)
r ! ‘
F 225 Continued From page 4 . Fo2o5, |
: PM, revealed the facility reported only suspected '
| abuse to regulatory agencies. i Fa7o i
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279! I

_ change. j
i “The Directors of Nursing obtained a list for all residents
i to determine those with behavior problems. The

j Unit Managers and RAI staff are in the process [
[ of reviewing and revising the care plans of these :
‘ residents to ensure they contain a “behavior” care ]
| plan. This will be completed by 3/21/14. The Directors
| of Nursing developed a schedule so that care plans wi lg
be audited for all residents by 3/21/14, to determine |
that behaviors and other key issues are addressed '
on the care plan. These will be conducted by ;
| administrative and licensed nursing staff. Care k
: plans will then be audited during the quarterly, '
annual, and significant change MDS schedule. i
The Directors of Nursing will take remedial action
as needed for any discrepancies,

The Directors of Nursing established “Care Plan
Guidelines” for nursing staff on 2/12/14. Residents
will continue to be assessed by nursing staff for
behaviors and other conditions upon admission,
guarterly and as conditions change. Pertinent
problems, including behaviors, wil} be addressed

|
|
|

J
r.
f,
!

!
!
i
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F 279 \! Continued From page 5 E 27g; F279 Continued from page 5
{ ) on the care plan. The nurse who observes a |
i The findings include: : change in condition is required to update the '
| I care plan accordingly. Staff nurses were ;
i Review of the facility's Resident Assessment | instructed of this requirement by Nursing i
' Instrument on 02/06/14 revealed in item number Administration and Unit Managers on 2/13/14,
f one (1) the purpose of the C_Jomprehens.lve Care ;Upon completion of the house-wide audits, the
! Plan was to support the resident to attain or ! . . .
i i 5 g R Compliance Officer will audit 10 charts weekly
| maintain the highest practicable physical, mental, " . hly % 2 months, then quarterl
 and psychosocial well being. tem four (4) stated x4 weeks, monthly x 2 months, then quarterly
the Care Plan was to identify the residents X3 quarters. The Compliance Officer will provide
- Individualized priority problems or strengths that | results to the Directors of Nursing, The Directors of
| were at risk, ! Nursing will promptly review with the Unit Managers
? o R N < g e 1. auy discrepancies noted. The Unit Managers will |
’ ] Review of the Nl:ll' Smg Notes for Resident #1 g j return the audits with actions taken regarding the
; revealed the resident called 911 on 11/17/13 and | findings to the Directors of Nursing. The Directors
| reported he/she wanted to go home. On | . . thly chart audits in th !
! 12/26/12 the resident became angry thinking | | of Nursing will review monthly ¢ ;ﬁ au }:ts i the
"his/her son was histher spouse and he/she j ¢ weekly Unit Managers mecting x months. :
| Wanted nothing to do with him/her. On 01/02/14 | | The results of the audits will be submitted by the
i the resident reported to the nurse that a Certified ¢ facility's Compliance Officer to the Performance ‘
I Nursing Assistant (CNA) had been rough with her | | Improvement Committee meetings quarterly for the !
; and pqlled her arm. The facility notified the | next 3 quarters, f
! physician and a portable X-Ray of the left arm | L 3/22/14
: : i
i i
| i

|
was done with negative results. On 01/22/14 the |
resident threatened to kill himself/herself and on f
01/23/14 the resident threatened to harm staff, In |
| response to the threat of suicidal ideation the l
i resident was put on 1:1 checks on 01/22/14 ‘

i
|
i
|

i

. which were advanced to avery 15 minute checks

1on 01/23/14.

, [

.~ Review of the medical record for Resident #19, |

j revealed the facility admitted the resident on | ]

| 02/01/13 with diagnoses of Nausea/Vomiting, |

! Acute Kidney Failure, High Potassium, Reflux, | |

| Anemia, Pylonephritis, Encephalopathy, Diabetes ; |
i
|

i 11, Dementia, and High Blood Pressure. He/she
I had psychiatric diagnoses of Anxiety and
| Delusions.
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! Further review of the medical record revealed a “
care plan had not been developed to address :
i socially inappropriate behaviors such as accusing ; : :
' staff of harming him/her, spitting at staff, and i |
i making 911 phone calls. :
’ Interview with Licensed Practical Nurse #5, on
| 02/06/14 at 1:14PM, revealed a care plan should i
i have been developed fo reflected the behavioral .
needs of Resident #19 and specific interventions
| and goals to meet the residents psychological
| needs should have been addressed on the care ;
Lo ;
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 Fag

88=D ‘ PERSONS/PER CARE PLAN 1
I
. The services provided or arranged by the facility
: must be provided by qualified persons in
; accordance with each resident's written plan of
: care.
: This REQUIREMENT s not met as evidenced
| by: ;
! Based on observation, interview, clinical record [
| review and review of the faciiity's Resident !
! Assessment Instrument (RAI) Policy, it was
| determined the facility failed to follow the
I comprehensive care plan for one (1) of thirty (30)
| sampled residents. (Resident #1). The faciltiy
: staff assesed and care planned Resident #1 as
1 requiring supervision during any po intake;
- however, staff left Resident #1 unsupervised
i while Resident #1 ate his/her meals in the room.

H
i

|
| The findings include: E
: {
1

Upon learning of this situation, the Directors of Nursing
and the Unit Manager informed the CNA caring for
Resident #1 to provide supervision during meals as listed
on the CNA’s care card. An investigation found
that the CNA involved in this situation was aware
of the facility’s system to use care cards for !
information regarding individual residents” specific
needs. We feel that this was an isolated occurrence
and the CNA was counseled on her failure to
follow facility’s standards. Resident #1 is now
receiving supervision during meals. It is to be
noted that this resident has had no problems™ -
with eating and the last episode of aspiration

| occurred in 2010.

i All residents have the potential for being affected

| by not providing care in accordance with the

i comprehensive assessment and plan of care.
! The CNAs are educated in orientation and during
| skills days (the last being 1/28/14 and 1/29/14) on
; the requirement to use resident care cards for

information to provide care for the residents. In )
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F 282 | Continued From page 7

, Review of the facility, RAI Policy, identified as

+ 10-99/6-04/10/10, revealed the RAI was utilized
| to develop an interdisciplinary plan of care that
! enhanced communication, coordinated efforts,
: establish priorties and practical level of
functioning.

Observation of Resident #1, on 02/04/14 at 12:55 |
: PM, revealed the lunch meal tray sat on the over ;
the bed table and he/she was sating 5
independently. Staff were not present in the

- room. A staff member later entered the room and

| checking on the resident. Staff returned, at 1-00
PM, checked in with Resident #1 and then left the
resident's room.

Observation of Resident #1, on 02/05/14 at 9:13
i AM, revealed the breakfast meal tray sat on the
s over the bed table and he/she was eating !
independently. No staff were in the room.

i Review of the medical record for Resident #1, i
: revealed the facility admitted the resident on |
06/14/10, with diagnoses of Vascular Dementia,
Aspiration Pneumonia, Aphasia, Dysphgia and
Left Middle Cardiovascular Accident (CVA). The
facliity assessed Resident #1 on the Quarterly

: Minimum Data Set (MDS), dated 11/09/13, with

 washed her hands and then left the room without |

severly impaired cognitive skills for daily decision
making.

Review of the physcian orders, dated February |
2014, included assist with all by mouth {po) :
i intake.

Review of the Speech Therapy notes, dated '
| 08/13/13, revealed staff education was completed |
| with the first shift certified nurse aide (CNA) about

F 282, F282 Continued from page 7

order to reinforce their knowledge, nursing
administration staff provided education for all
CNAs on this topic. The education began on
2/13/14 and ended on 2/24/14. CNAs were

. required to document their signatares to
demonstrate their understanding of the material

i presented. The content of this education will
continue on an as needed basis and during skills
days throughout the year.

In order to provide an additional alert to staff, the
facility has implemented a new system on 2/12/14
. Whereby a magnet depicting a fork and spoonis |
placed on the door frame of residents” rooms to
indicate that a resident in that room requires

supervision with meals. Detailed information is listed :
on the resident’s CNA care card. “Supervision” has
been added to resident dietary tray cards for those

¢ needing supervision while eating. This will alert

| staff to those residents in the dining room who
nieed supervision during meals) Nursing

| administration staff provided education for
nursing staff on the new systems. The education
began on 2/13/14 and ended on 2/24/14.
Education will continue on an as needed basis

and during skills days throughout the vear.

The Unit Managers on each floor were instructed
by the Directors of Nursing on 2/13/14 of their
responsibility to supervise staff to ensure residents

- are being cared for in accordance with physician’s ;
orders, assessment, care plan and instructions listed on
the CNAs care card. They will observe meal
service to ensure that residents who require
supervision during meals are being supervised.
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: the need for supervision with mechanical soft Nursing staff is present in the dining room to N
‘ foods and compenstory strategies needed for supervise meal service conducted there. In addition,
safe intake. Speech Therapy notes, dated the facility"s Compliance Officer will conduct an
: 08/14/13, revealed Speech Therapy changed audit of residents who need supervision at meal
Resident #1's diet to a mechanical soft with times to determine if supervision is being
ground_ meat and thin quufd_s with supervision for done and the “fork and spoon” magnets are in
i all PO intake. Staff education was completed place. These audits consist of observing five meals

- with the second shift nurse. Speech Therapy
- notes, dated 08/21/13, revealed staff education
i was completed with the certified nurse aldes, the

weekly x 4 weeks, then two meals monthly for
2 months, and then three meals quarterly for 3

unit manager and the nurse about safety with the quarters. The Compliance Officer will report any
PO diet, infractions immediately to the Unit Manager for
Bt G e gt e b | comection. The results of the audit will be submitted |
- Review of the facility's care pian, for Resident #1, to the Performance Improvement committee meetings
Onsgt date 08{ 26! 13, revealed a pr‘?blem listed by the Compliance Officer quarterly for the next
for risk of aspiration related to the diet. The care three quarters, after which time the members will decid

: plan approaches included the resident must have
- supervision with all meals to be sure the resident
i takes small bites at a slow rate and using tongue |
| sweeps. Review of the CNA's care plan included
 staff to stay with the resident during meals.

" Supervision was written on the CNA care plan in

. the diet section. The bottom of the care plan, i
~dated 08/16/13, included a large lettered |
; statement of CNA/Staff must supervise resident

| with all by mouth intake per Speech.

the need and time frames for continued auditing. 2/26/2014

|
| Interview with CNA#2, on 02/06/14 at 9:25 AM, ?
revealed Resident #1 required someone to stay ‘
with him/her while he/she ate or drank. He/she
might get choked if unsupervised,

Interview with CNA#1, on 02/06/14 at 2:35 PM,
revealed Resident #1 was supposed to have !
someone with him/her when they ate. The ;
‘ resident feeds him/harself, but staff are suppose
| to stay with the resident during that time. She
| stated she guessed they think he/she will choke, !
| if he/she eats to fast, She stated the tray was left | 1
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| with the resident in the room unattended:
| however, it was her responsibility to make sure

I the tray was not left unattended. ‘

|

! Interview with Licensed Practical Nurse (LPN) #1,
i on 02/06/14 at 2:15 PM, revealed Resident #1
: was suppaosed to be supervised at all times
; during meals, but she had not seen this done !
| everyday. it was everybody's responsibiiity. The ;
| resident was supposed to be observed during his
| meals to make sure the resident did not get
choked while eating. She reported, she had seen | !
- .. the resident cough during meals and histher face | |
[ got real red while coughing. ;

 Interview with the Director of Nursing #2, on

1 02/06/14 at 3:30 PM, revealed the staff were to ,
; follow the care plans to ensure the needs of the !
: residents were met,

F 309 : 483.25 PROVIDE CARE/SERVICES FOR F309| F309
88=D l HIGHEST WELL BEING Upon leaming of this situation, the Directors of Nursink
! and the Unit Manager informed the CNA caring for

| provide the necessary care and services to attain !
or rgf’;]t:m dtgeyf‘gfgl hsest 'p?a\l;:t}ﬁ abe% phj)yl'xsma[’ that the CNA involved in this situation was aware {
i mental, an ) 0social weli-being, O '
j . N f the facil stem t ds fi

i accordance with the comprehensive assessment of the facility’s system to use care caresior
" and plan of care, information regarding individual residents’ specific

needs. We feel that this was an isolated

f Each resident must receive and the facility must 1 | Resident #1 to provide supervision during meals as |
: 1’ listed on the CNA’s care card. An investigation found
1

" occurrence and the CNA was counseled on her
failure to follow facility’s standards.

| This REQUIREMENT is not met as evidenced
by

i : . s

¢ Based on observaticn, interview, record review
i and review of the facility's policy, it was ) ) o
| determined the facility failed to provide All residents have the potential for being affected
! supervision of a resident during meals as by not providing care in accordance with the !
i comprehensive assessment and plan of care. !
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- resident,

| The findings include:

: resident,

| Review of the clinical record for Resident #1,
revealed the facility admitted the resident on
06/14/10, with diagnoses of Vascular Dementia,
Aspiration Pneumonia, Aphasia, Dysphgia and
; Left Middle Cardiovascular Accident (CVA),
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The CNAs are educated in orientation and during
skills days (the last being 1/28/14 and 1/29/14) on
the requirement to use resident care cards for

' information to provide care for the residents. In

- assessed and care planned for one (1) of thirty

* (30) sampled residents, (Resident #1). The staff
! left Resident #1 unsupervised during two meals

| eaten in room after they assessed the resident to
- need supervision during all po intake and

- compensatory strategies to be used by the

There was no policy provided regarding providing '
t supervision to residents at meal times.

; Observation of Resident #1 on 02/04/14 at 12'55
i PM, revealed the lunch meal tray sat on the

i over-the-bed table and he/she was eating
tindependently. The head of the bed was an

. approximate 90 degree angle. The resident had |
consumed approximately 50% of the meal and |
staff were not present In the room. A staff {
member entered the room and washed her hands |
and then left the room without checking on the

- Observation of Resident #1, on 02/05/14 at 9:13

AM, revealed the breakfast meal tray sat on the
- over-the-bed table and hefshe was eating
independently. The head of the bed was at an ;
approximate 90 degree angle. The resident had
: consumed approximately 75% of the meal. No
 staff were in the room at the time.

| Review of the physcian orders, dated December ,

order to reinforce their knowledge, Nursing
Administration provided education for all CNAs J

i on this topic. The education began Sn2/13/14 [

. basis and during skills days throughout the year.
| The Meal Service Policy was updated 2/25/14 by

! regarding supervision during meals. “Supervision”
"1 will be listed on individual resident tray cards as

: the year. .
i~ In order to provide an additional alert to staff, the

. conducted there. Nursing Administration provided

! and ended on 2/24/ 14. CNAs were required to

document their signatures to demonstrate their
understanding of the material pr‘csented The
content of this education will continue on an as

. needed basis and during skills days throughout .~ |

facility has implemented a new system on 2/12/14,
whereby a magnet depicting a fork and spoon is
placed on the door frame of residents’ rooms to

indicate that a resident in that room requires
| supervision with meals. Detailed information is listed

on the resident’s CNA care card, “Supervision™ has
been ‘added to resident dietary tray cards for those
needing supervision while eating. This will alert
staff to those rgsidents in the dining room who i
need supervision during meals; Nursing staff is

present in the difiing room to supervise meal service

education for nursin g staff on the new system.

The education began on 2/13/14 and ended on
2/24/14. Education will continue on an as needed

the Director(s) of Nursing to include information l
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J 2013 and February 2014, with an original order
i date of 08/14/13, included assist with all by mouth |
" {po) intake.

‘ Review of the Speech Therapy notes, dated

' 08/13/13, revealed staff education was completed
| on this day with the first shift certified nurse aide
| (CNA) about the need for supervision with ‘
; mechanical soft foods and the compenstory

! strategies needed for safe intake. Speech

- Therapy notes, dated 08/14/13, revealed the ;
' Speech Therapist changed Resident #1's diet to a,

- with supervision for all PO intake. Staff education
. was completed with the second shift nurse.

| Speech Therapy notes, dated 08/21/13, revealed
- staff education was completed with the certified

i hurse aides, the unit manager and the nurse

| about safety with the po diet.

 Interview with CNA#2, on 02/06/14 at 9:25 AM,
: revealed Resident #1 required someone to stay
| with him/her while he/she ate or drank. Helshe
! might get choked if unsupervised.

" Interview with CNA#1, on 02/06/14 at 2:35 PM,

| revealed Resident #1 was supposed to have

| someone with him/her when the Resident ate.

i She reported, the resident feeds him/herself, but

! staff are supposed to stay with the resident, She

 stated, she guessed they think he/she would

. choke and hefshe eats to fast. She stated the

- tray was left with the resident in the room i
unattended and it was her responsibility to make

“ sure the tray was not left unattended.

§ Interview with Licensed Practical Nurse #1, on

| supposed to be supervised at all times during

 02/06/14 at 2:15 PM, revealed Resident #1 was ]

. Mechanical soft with ground meat and thin liquids |
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appropriate. The Unit Managers on each floor were
instructed by the Directors of Nursing on 2/13/14 of
their responsibility to supervise staff to ensure

residents are being cared for in accordance with
physician’s orders, assessment, care plan and :
. instructions listed on the CNAs care cards. They E

© will observe meal service to ensure that residents
* who require supervision during meals are being |
4 supervised.
In addition, the facility’s Compliance Officer will
. conduct an audit of residents who need
supervision at meal times to determine if
* supervision is being done and the “fork and
- spoon” magnets are in place. These audits consist
. of observing five meals weekly x 4 weeks, then two
meals monthly for 2 months, and then three meals
¢ quarterly for 3 quarters.. The Compliance Officer

will report any infractions immediately to the Unit
Manager for correction. The results of the audit will
be submitted to the Performance Improvement
comnittee meetings by the Compliance Officer
quarterly for the next three quarters, after which time |
the members will decide the need and time frames ‘
for continued auditing.

f 2/26/14
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. meals, but had not seen this done everyday, It § |
i was everybody's responsibility. The resident was ! g
. supposed to be observed during his/ner meals to
: make sure the resident did not get choked while |
. eating. She reported, she had seen the resident ;
- cough during meals and his/her face got real red !
- while coughing.

: Interview with the Director of Nursing #2, on i
: 02/06/14 at 3:15 PM, revealed it was the ;
expectation for the staff to supervise Resident #1 :
during his/her meals and with all PO intake. f
F 323] 483.25(n) FREE OF ACCIDENT F323, F323

8s=£ | HAZARDS/SUPERVISION/DEVICES "~ Nospecific resident was cited.

; n . All residents, except those who are unable to get
; Thg facility must ensure that the reg;dent i out of bed have the potential to be affected.

; en\{:ronmgnt remains as free of acmdgnt hazards | | The Director of Facility Management contracted
as s possible; and each resident receives

. adequate supervision and assistance devices to
| prevent accidents.

with a local elevator company who installed a
code panel system on the service elevator.
This was done on 2/7/2014. This system

I prevents the service elevator from going to the
basement until the code is entered and the
basement light button is pushed. This is the
only elevator that goes to the basement. The
Facility Management Director will provide
inservices by 3/7/2014, to staff in all depart-

l
F
|

- This REQUIREMENT Is not met as evidenced
by:

{ Based on observation and interview it was !
i determined the facility failed to maintain an : i >
| environment as free of accidents/hazards as i . ments regarding the operation of the seoure

. possible for one (1) of one (1) service elevator. | service elevator. The Facility Management

! The facility utilized an unsecured service elevator | Director developed a policy regarding elevator
| on each unit that went to the basement with I use and safety. This policy developed on
!

i access to an oufside exit that was not alarmed

. . 2/25/2014 included information regarding the
; and access to stored bichazard materials.

residents not having access to the basement |
| v R : « via the service elevator. The Facility Management
¢ The findings include: i ) k oty Managemen
: ! ; Director added monthly inspections of the service

| The facility provided no policy regarding the use | clevator on the preventive maintenance log.

i
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: of the service elevator.

» floor living unit with no keypad device or roam
- alert monitoring device.

! ln addition, observation on 02/04/14 from 9:00

Lth. ) and seventh (7 th.) floors,

(signiﬁed by sign on door) unlocked and
| containing ten (10) full sharps containers and
i eight (8) large red bags containing hazardous

2 to three(s) inches of water standing at the
’ 1 base of the paneis; and an exit door fram the
; basement room with no roam alert alarm
: monitoring system.

| on 02/05/14 at 10:08 AM, revealed the sarvice

| alert monitoring device outside the service

; elevator on the first (1st) floor, but it would not
I alarm every time a ressdentwnth a roam alert

i device was on the elevator. The Facilities

every night from 9:00 PM until 5:30 AM.

; Observation, on 02/03/14 at 2:15 PM, revealed a
" service elevator which opened onto the fifth (5 th)

l t AM to 10:00 AM, revealed the setvice elevator
i doors opened to the basement and the first (1st.),
i second (2nd.), third (3rd. ), fourth (4 th.), sixth (6

i waste; electrical panels with approximately two

i Management Director further stated she was not

| aware of any resident having been discovered in
- the basement and the elevator door was locked

i

Observat:on of the basement room. on 03/04/44~
! at 10:12 AM, revealed: a hazardous waste room

|
i
|
|

lntervtew with the Facilities Management Director, |

|

| elevator that was accessible to residents came all |
’ the way to the basement and the basement was a:
1 | dangerous place. She stated there was a roam

F 323 F 323 Continued from page 13

The Facility Management Director will inspect
the code panel system weekly x 4 weeks,
monthly x 2 menths, and then quarterly

! for three quarters. Any issues found will be

* corrected immediately. She will submit a written
report regarding the results of the inspection to the
Performance Improvement Committee each
quarter for three quarters. The members of this
: committee will review the results of the inspections
. and determine the need and time frames for

. further monitoring.

' Interview with the Director of Nursing (DON), on

3/8/14
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+ 02/06/14 at 2:30 PM, revealed there was a ! k
 security guard at the facility every night from 7:00 | |
{ PM fo 7:00 AM who made rounds of the facility, : |
- She stated there was video surveillance of the |
| exit door from the basement and when the ;
i security guard was not making rounds he sat at
[ the reception desk in the lobby and could watch '
! the video surveillance. She further stated the !
! facility residents were checked at least every two I :
J hours and she was assured the staff knew where | | i
 their residents were. The DON indicated there | : ‘
; was a Nursing House Supervisor in the facility in |
| the evenings, nights and weekends and that | J
. nurse made rounds also to check on the Lo S |
| residents. ; |
 Interview with the Administrator, on 02/06/14 at ; !
' 11:00 AM, revealed a resident had never been in |
the basement room to his knowledge and the ,
- service elevator had not been a problem. { ;
F 463 . 483.70(f) RESIDENT CALL SYSTEM - . Fap3| F463
88=£ | ROOMS/TOILET/BATH 1 i No specific resident was cited. i
; : i All residents, except those who are unable to get :
! The nurses' station must be equipped to receive | out of bed have the potential to be affected. ;
, resident calls through a communication system | The Facility Management Director has contracted |
- from resident rooms; and toilet and bathing ; with local call light system companies to install |
facilities. ‘ emergency pull stations accessible to residents ‘
; in public restrooms from 1st to 7th floors. The }
' This REQUIREMENT is not met as evidenced ; installation of these is in progress and will be !
Il by: ; | completed no later than 3/21/2014. Facility
. Based on observation and interview, it was ‘ " | Management Director will inservice all staff on the :
i determined the facility failed to provide a resident ’ . | new emergency pull stations and these wiil :
“emergency call system in eight (8) of eight (8) | | be completed by 3/21/2014. The Call Light Policy
- unlocked staff and visitor restrooms accessible to | was updated by the Administrator on 2/27/14 to include
 fesidents. ’ | emergency call lights in restrooms accessible to
' The findings include: - ! 5 residents'v The Ffaci[ity Manage@ent Director adde«?
: » monthly inspections of the call light system on the |
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F 463 | Continued From page 15 l E 453, F 463 Continued from page 15
; | preventive maintenance log. The Facllity |
i : H . -
' The facllity did not provide a policy on an ;  Management Director will inspect }
~emergency call system. - :  the emergency call cords weekly x 4 weeks,
| | i monthly x 2 months, and then quarterly
g Qgﬁ?faﬂon, on10§/031 14‘ afSIgO f’l\f/f‘, d\éﬂl'{g_ihe [ | for three quarters. Any issues found will be
| initial tour revealed an unlocked staff and visitor | © corected immediately. The Facility Management
- restroom on the back hall of the fifth (5th) floor | © Director will submit a}:»vritten re orttyre ardiem ?
i living unit accessible to residents. Further : ) . poriregarding 4
| observation of the restroom at that time revealed | the results of the inspection to the Performance
\ no emergency pull cord or other means for a ; improvement Commitiee each quarter for three I
1 . . N . . H i 5 . N 1
i resident to communicate with nursing staff in the | . Quarters. The members of this committee wili |

i
' event of an emergercy.

‘ Observation of living units on floor's two (2), three’,
| (3), four (4), six (8) and seven (7), on 02/04/14 at |
-9:30 AM, revealed an unlocked staff and visitor «., »
: restroom (accessible to residents) without an ; | ’
: emergency pull cord or other means for a !
i resident to communicate with nursing staff in the | | '
. event of an emergency on each of those living
| units.

| review the results of the inspections and
|  determine the need and time frames for further ‘
monitoring. T T gpofig

' Cbservation of the facility's first (1st) floor, on

1 02/04114 at 10:00 AM, revealed two (2) unlocked
| staff and visitor restrooms (accessible to | E
[ residents) without emergency pull cords or other :
i means for a resident to communicate with i

- nursing staff in the event of an emergency.

1 Interview with Licensed Practical Nurse (LPN) #86, : |
; on 02/06/14 at 9:42 AM, revealed there was an l i
: unlocked restroom on every resident floor for staff i

rand visitors. LPN #6 stated she had seen ' |
| residents go into some of those restrooms over

" the twenty-three (23) vears she had worked at the
i facllity,

| Interview with Certified Nursing Assistant (CNA)
| #4, on 02/06/14 at 9:49 AM, revealed there was a
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; restroom on each resident floor which was not |

I'identified, but was used by staff and visitors. | ]
CNA#4 stated it was possible for residents to use .
those restrooms. ;
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! Interview with Registered Nurse (RN) #2, on i i
: 02/06/14 at 10:05 AM, revealed the unlocked : i *
| restrooms on each floor of the facility were for i ; |
‘ visltors and staff. RN #2 stated she had seen | '
| residents use those restrooms, but not often |
 while she had worked at the facility. RN #2
£ further stated if a resident needed assistance
. while in one of those restrooms they had no
emergency pull cord or other device for
. communication with staff. 1 !
i ] i
| Interview with the Director of Facility Management : |
- and the Administrator, on 02/06/14 at 11.00 AM, . ’
| during the snvironmental tour revealed they were
» not aware residents should have an emergency
pull cord or other means to communicate with j
' nursing staff in the event of an emergency when | :
. in an accessible restroom In the facility. The
. Administrator stated the residents would usually |
. use their own room restrooms, but they could ;
; access the staff/visitor restrooms in the living unit
| hallways.
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