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An abbreviated standard survey (Ky18978) was
initiated on 04/02/13. immediste Jeopardy was
| idantifiec on 04/04/13, and was detarmined to
| exist on 03/23/13. The facility was notified of tha
| Immediate Jeoperdy on 04/04/13. A partial
. extended survey was conducted on 04/08-10/13.
i An additional complaint {KY 20011} was also
- investigated during the abbreviated-survey.
KY20011 was unsubstantiated with no deficient
practice identihed,

| Residant #1 had a diagnosis of End Stage Renal
Failure and recsived Hemodialysis three timas
per week on Tuesday, Thursday, and Ssturday.
On Saturday, 03/23/13, Resident #1 missad
his/her schaduled dialyals treatment, On
Tuesday, D328/13, the resident was admitted to
the hospital and diagnesed with Hyperkalemis.
The resident's Potassium lavel was 7.8
millieguivatents par fiter which was noted as being
critical (normat Javel 3,6-5.2 milleguivalents par
fitar), An interview conducted with Resident #1's
Naphrologist revealed the Hyperkalamia was 8
direct result'of the resident missing hisfher

| scheduled dialysis treatment on 02313, and
| could have caused the resident to die. Resident
i #1 returned to the facility on 03/28/12.

« Deficiencias ware cited at 42 CFR 483,20

| Resident Asgessment (F280), 42 CFR 4R3.25
Quality of Care (F309), and 42 CFR 483,75

[ Administration (F490) at a scope and sevearity of

. proposes this plan of comection,
| to the extent that the summary of
. findings is fectually correct and
in order to maintain compliance
‘with  applicable  rules  and
pravigion of quality of care and
safety of the residents. The plan
of corrsction is subrutted as 2
written allegation of compliance.
Patkview Nursing and

: Rehabilitation Center’s response

and
not

to this Stele of Deficiencies
Plen of Correction does
denote  agreement with the
statement of deficiencies, nor
‘does it constitute an admission
that any deficiency is accurate.
Further, Parkview Nursing and
Rekabilitation Center reserves
the  nght to submit
documentation to refute apy of
the state deficiencies on this
statement of deficiencies through
informal  dispute  rssolution,
forma) appeal, and/or any other
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"J* Substancard Quality of Care was identified at . =
42 GFR 483.25 Qualfy of Care (F309), admunistrative ot legal ;
! proceedings. |
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sthitr safeguards provide sufficlant protection to the patlents. (See Instructions.) Except for nuraing homes, the findings stated above are discloapble 30 days
fallowing the date of survey whether or nat a plan of corection is provided, Far mursing hiomes, the abdue findings and plans of comection are disciasabla 14
davs following the date these docurments are made availabie ic the facility, if deficlencles sre clted, an approved plan of corection ks requisite to continuad
pregram participation.
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55z i PARTICIPATE PLANNING CARE-REVISE CF

| Tha resident hss the right, unless adiudged

| incompetent or otherwise found to be
lincapacitated under the jaws of the State, to

" participate in planning care and treatment or

5 changes in care and tragfment.

| A comprehensiva cara plan must be developed
| within 7 days after the completion of the

} comprehensive assassment, preparad by an
Linterdisciphinary tearn, that includes the altending
i physician, & registered nurse with respongibility
F for the resident, and other appropriate stalf in

tand, to the extant practicable, the participation of

| the resident, the resident's family or the resident's

| legal reprasentative; and periodicaliy reviewed
and revised by a team of quaiified perscns After

| each assessment,

| disciplines as determined by the resident's needs,
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F 000 | Continued From page 1 ; F 000!
1{ An acoaptable Allegation of Compliance was ‘
| received on 04/09/13, which alleged removal of - : :
| the immediate Jeopardy on 04/07/13, The State ;
| Susvey Agency detanmined the Immediate i !
% Jeopardy was removed on D4/G7/13, prior to exit, . !
; which lowered the scope/severity te "D" &t 42 . .
| CFR 4B3.20 Resident Assessment (F280), 42 ; .‘ |
| CFR 483.25 Quality of Care (F308), and 42 CFR | ¢ F 280 -
" 488,78 Administration (F430) while the facility . - ;
' mbnitors the effectiven(sss of) systemic changes , : 1. On3/26/13, Resident #1 was : 05/01/13
i and guality assurance sctivities. ; ' noted to have a change in :
i & condition. The nurse notified
| *As the result of an Independent Informal Dispute ; the primary physician and g
‘ Resolution, F49C was deleted, ; Resident 4] :
F 280 | 483.20(c)(3), 483.10(k)(2) RIGHT TO F 2801 ni 1 was sent to the

local emergency room for

evaluation. Resident #1 was ;

admitted to the hospital and |

recejved dialysis on 3/26/13.

‘: Resident #1 retumed to

' Parkview on 3/29/13. Op

4/4/13, the Director of Nursing,

| Assistant Director of Nursing

: and Nurse Unit Manager

] reviewed and revised Resident

+ . #1's commprehensive plan of
care to include the days of the
week for scheduled dialysis

, (Tuesday, Thursday, and

,  Saturday to change to Monday,

| - Wednesday, and Friday

' beginning on 4/8/13) along

with interventions for refusa] of

dialysis. |
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1

i This REQUIREMENT is notmet a5 evidensed

, by:

" Baged on observation, intarview, record review,

and facility policy review, it was detarmined the

facility faifed to have an effective sysiem to

ensure that a comprahansive plan of care, with

interventions describing the ssnvices to ba

provided, was developed and ravised for ane of

eight sempled residents (Resident#1). Residant

#1 had 2 diagnosis of End Stage Renal Disease

{ESRD) and the resident's physicizn had orderad

hemodialysis treatments three limes a week, on

Tuesday, Thursday, and Ssturday, at 2 dislysis

conter, Fadlity staff falled to ensure the

comprehansive plan of care for Resident #1

Includad the deys of the week the resident was

! seheduled to attend dialysis and failed to include

intarventions ralated to the resident's perodic

refusal to atiend dlalysis. Docurentation in the

medical record revealed Resident #1 had &

scheduled dialysis treatmant for Saturday,

03/23/13. However, documentation on 03/23/12

: revealed the facility failed to ensure Resident #1
recalved the dialysis treatment acheduled for

t 03/23/13 and there was no documentation that

' the resident had refused the treatrment, On

| 03/26/13 (three days after the resident missed the

| dialysis trestmant on 03/23/13 and five days since

' the resident's iast dialysis treatment on 03/21/13}

Resident #1 was admittad to the hospital with a

! diagnosis of Hyperkalemia (elevated Potassium

[ lavel) and was sssessad to have @ potassium

i tavel of "7.9" milliequivalents per liter {narmal .

| range from 3.8-5.2 mililequivalents per lter). An

linterview with Resident #1's nephrolagist on

2. All residents have the potential
1o be affected by the facility's
failure to revise plans of care.
On 4/5/13 and 4/6/13, the

" Director of Nursing, Assistant
Directer of Nursing, and Nurse
Unit Managers reviewed all
dialysis residents' care plans
and made revisions to include
the days of the week for their
scheduled dialysis along with
any refusals of dialysis
tregtment. These interventions
include but are not limited to

! nurse to resident sducation

; regarding the risk versus

benefit of dialysis upon

_resident's refusal of dialysis.

On 4/5/13 and 4/6/13 the
‘Director of Nursing, Assistant
- Dhrector of Nursing, and Nurse
Unit Managers reviewed all
current resident records and

- care plans and made

i medifications(revisions) to the

: care plans to ensure accuracy,

as needed.
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ir 04/03/13, at 1245 PM, revepled Resident #1's
{ elevated Potassium jevel was a direct result of
| the resident missing his/her scheduled dialysiz
iraatrment on 03/23/13, According to the

' nephrologist, the critical leve! of Residert #1's

| (Refer to F308.)
i The failure of tha facility to ensure &
| comprehensive plan of care, with interventions

' degcribing the senvices to be provided, was

: serious injury, hammn, impairment, or death.

| 04/04/%3.

An acceptable Allegation of Compliance was
! Immediate Jecpardy on 04/07/13. The GState
‘{ Survay Agency determined the Immadiate

| facility monitors the effectiveness of systemic
| changes and quality assurance activities.

' The findings indude:

| A review of a faciity policy titted, "Care Plan”,
|

t The policy revesgled the faciiity must develop &
' inciuded
| comprehensive care pian that inciude

|

| Potassium could have caused the resident to die.
! Resident #1 returned to the facility on 03/23/13.

| daveloped and revised placed residents st risk for

. Immediate Jeopardy and Substandard Quality of
' Care were determinad to axist on 03/23/13. The
| facility was notified of the immediate Jeopardy on

' received on 04/08/13, and slieged remaval of the

| Jeopardy was remaved on 04/07/13, priot 10 exit,
{ which jowerad ths scopé/saverity to "D while the

| deted March 2012, reveaied an interdisciplinary

i care plan would be established for every resident
| and updated in accordance with state and federal
- regulatory requirements and on as nesded basis.

| measurabie objectves and timeatables to moet the
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1 1 N [ |
j 3. 2.0On4/3/13 and 4/4/13, the
“F 280} Continued From page 3 F 280 Director of Nursing, Assistant

Director of Nursing, and Nurse
= Unit Managers educated the
Licensed Nurses on the
changes to dialysis residents'
schedules, the facilify policy on
b Coordination of Hemodialysis
v Service and completion of the
! Summary of Resident I
t  Conditicn and ESRD I
| communpication form, the new
Process for Management of
"Hemodialysis Communication
and Services with Other Life
Sustaining Entities, the new
Resident Refusal Care Plan,
Resident Education Record,
revision of care plans with
residents’ changes,
documenting refusals of care ;
i onthe 24 Hour Report, and 5
. providing care and services to
| meet residents' needs. On.
4/6/13, the Director of Nursing,
.. Assistant Director of Nursing
" and Nurse Unit Managsrs
| educated the Licensed Nurses |
on the new Refusal of Dialysis |
Approach Guide. This i
f

education has been included in
the orientation packets for new
hire puirses L
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NAME OF FROVIDER OR SLIPPLIER

PARKVIEW NURSING AND REHABILITATION CENTER

STREET ADDRESE, GITY, ETATE, ZIP CODE
200 NURSING HOME LANE

PIKEVILLE, KY 41501

[ resident's medical, nursing. menta!, and
t . N .. '

F psychosdcial needs identified in the

E comprahensive assessment.

| Areview of Resident #1's medical record
revealed Resident #1 had a diagnosis of End

i Smge Renal Disease and required renal dialysis

' treatrnents three times per week on & scheduled

' basls (Tuesday, Thursday, and Saturday).

| Documentation revealed Resident #1 received

. the scheduled dialysis treatients on Tuesday

T {03/19/13) and Thursday (03/21/13), and was

: taken to the dialysie conter on Wednesday

. (0320713} for an unscheduled visit for "fluid

' removal only,” However, based o

' documentation, the facility failed to ensura

. Resident #1 received the scheduled dialysis

' tremtment on 03/23/13, and failed to provide

' eommunication to the dialysis center that the
resident was not going to receive dialysis on that

- day or the reason why. Continued review of the

| medical record revealed an Tuesday (03/26/13) at

i 5:45 AM, Residant #1 complained of being "shert

| of air," and was transported fram the facillty to the

" hospltal by ambulanca at 8:10 AM.

| A raview of Rasident #1's hospital medical record
| revealed on 03/26/13, ths resident was admitted
! to the hospital with a diagnosis of Hyperkalsmls

| and a Potasslum lavel of 7.9 milliequivalents per
! fiter which was noted on the hospital medical

f record as being-a critical level (normal range

; 3,8-5,2 milliequivalents per liter).

; Areview of an Annual Minirum Data Set (MDS)
I asgessment dated 01/01/13 reveaied tha facility -
" had assessed Resident #1°s cognition at & Brief

! Ipterview for Mental Status (BIMS) score of 8,

|

|
|
|
)
i

Nursing, the Assistant Director
of Nursing, and the Nurse Unit
Managers placed a Refusal of

Dialysis Approach Guide with
each dialysis resident’s care |

(X&) 1D 4 SUMMARY STATEMENT OF DEFICIENCIES s} PROVIDER'S PLAN OF CORRECTON | x8)
PRESIX | [EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX _ (EACH CORRECTIVE ACTION BHOULD BE . COMPLETION

TAG - REGULATCRY QR LSC IDENTIFYING INFORMATION] : TAG CROSS-REFERENCED TO THE ARPROPRIATE i DATE

! DEFICIENCY) :

- ’ E " 5

! ; N i

F 280 | Continued From page 4 £oacl b. On4/6/13, the Director of |

j

, Plan. On#/5/13 and 4/6/13, the

Director of Nursing, the
Assistant Director of Nursing,
and the Nurse Unit Mangers
placed a new Resident Refusal
Care Plan in each current
residents’ care plan.

c. On 4/5/13, the Vice President of
Clinical Services educated the
Director of Nursing, the
Assistant Director of Nursing,
and the Nurse Unit Managers
on reviewing the 24 hour report
(including resident refusals),
new physician orders, and
newly returned Summary of
Resident Condition and ESRD
Communication forms dajly 5
x weekly in the Moming
Meeting to ensure accuracy. .
and/or revise the residents’ eare
plans accordingly. There dre
currently ne residents receiving
dialysis on Saturdays; in the
event aresident was placed on |
dialysis on Saturdays, the |
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i which was moderately impaired, and assessed
the rasident to be interviewable, - Tha assessment
gisc revezled Resident #1 received dialysis

‘ trezfments.

1 ‘Although a review of the comprehensive plan of

care for Resident #1 dated 01/02/13 revealed the
resident recaived dialysis treatment, the plan of
+ care did not specify the days the resident was
i scheduled to attend dialysts (Tuesday, Thursday,
| and Saturdey) or what actions 1o take if the
' resident missed a dialysie treatment. In addition,
! the plan of care did not contain interventions o
. take when the resident refused and/or missed
| dialysis treatments,

! Interview with Residernt #1 on 04/03/13, af 8:20

| AM, revealed the sesident did not recall that

. ha/she had received an extra dialysis tresfment
_on 03/20/13. The resident stated he/she went to
; dizlysis theee times every week. The residant
stated, ") can refuse ta go if | do net want io go
and have refused to go at times.”

A review of @ missed trestment log from Diglysis
Center #1 revesled Resident #1 had missed 12
dialysis treatments (05726/12, D8/21/42, 071712,
07/24/12, 002812, 10/04/12, 10/18/12, 11/08/12,
/20012, 12/11/12,03/12/13, and 03/23/13}
during a tmeframe of ten months,

. An interview with Licensed Practical Nurse (L PN)
| #1 on D4/03/13, &t .05 PM, revesied she was

i responsible for the care of Resident #1 on

f 03/23/13, at 6:00 AM, and was responsibie for

| ensuring Resident #1 was sent to the diaiysis

| canter an that date. Howaver, the LFN stated
. she was given infarmation by LPN #2 in repoit on

Customer Care Liaison, who i
the Minimum Data Set
Coordinator Nurse, would
-review the 24 hour report
{ including resident refusals,
new physician orders, and
: newly returned Summary of
| Resident Condition and ESRD
Communication forms) to
ensure aCCT.ITZ.Oy cLI'Id./DT ]'SV}SC
: resident care plans if needed.
" d. On 4/4/13, the Administrator
| ‘met with Resident #1's dialysis
‘ provider to ensure coordination
. of services. It was during that
‘ meeting zlong with phone calls
.‘ and letters to the facility’s other
J dialysis providers on 4/5/13,
that the Admnistrator
discussed the importance of
completing the Summary of
Resident Condition and ESRD
Communication forms and
réturning the completed foun
to the facility. The dialysis
providers were also informed
that if the Summary of
Resident Condition and ESRD
Coromiunication form is not
returned or returned
incomplete, the dialysis
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F 280 | Continusd From page & - pasp - providerwill receive 2 phone
03/21/13, that Resident #1 would not be attending - ' call 'from the facility requesting
his/her regutar dialysis treatment on 03/23/13, C ; the information that was not
because the resident had aiready bean to dialysis i provided. The Dialysis
! three timas that week. The LPN slated she had. : providers volced
. mot questioned the information because the 1 ‘ .
| resicent Mad missed dialysis trestments in the i understanding, ‘

| 4, a. On 4/5/13, the Assistant

' past and had refused to goat times. The LPN
stated she always received information as to Director of Nursing began i

t which residents were scheduled for dialysis in conducting Quality :

shift report and was unaware if the information . .
related to Resident #1's dizlysis h Improvement monitoring daily

| treatments/schedule was on the care plan. The | 3 of the facility's Policy and
LPN stated alt nurses were responsibia for : Procedure for Coordingtion of
adding/changing interveritions to the care plan, E Hemodial ysi s Serviees along

and stated the resident's refusal to receive ; o
dialysis at times should also have bean added to i with the proeess to follow for

the resident's care plan. ? residents aftending
: HMemodialysis and/or Services

An interview with LPN #2 on 04/04/13, at 11.35 ; | . _ . .
AM, revealed she had been responsibie for the | 1 with other I:_u_cc Sustaing

care of Resident #1 on 03/21/13, The LPN stated | ; Outside Entities (to include the
Resident #1 had reparted to her upon the - | process for refusals and care

‘ i
l

resident's return from the dialysis center on plan modifications) by utilizing

03/21/13 that hefshe would not be going to : the He dialve;
| dialysls on Saturday (03/23/13) because helshe n & Lemotialys s _ i
! had alreacy bean three times that week. LPN#2 : : Communication Education
| stated Resident #1 refused to go to dialysis at ‘ ! “Vajidation for Licensed -

- | times, The LPN stated she was not aware the { | Nurses. The method used for
resident had been scheduled an extra treatment o ! A : ;
for fiutd remeval on 03/20/13, hed not questioned : 1 this is to have each assigned =

| the information given by the resident to her, and : nurse COI‘DplEtB the
i had informed-staff on the next shift during shift o ! Hemodialysis Communication
report that according to Resident #1 the resident f Fducation Validation every

: did not have to receive dialysis on 03/23/132, Tha . . .
LPN stated she had not worked on 03/23/13 and | t shift until the Immediate

had informed LPN #1 during the shift report on X - Jecpardy was removed and

| ©3/21/13 that the resident stated hefshe did not _ ; then 5 x weekly for 2 weeks,

| diatysi /. . LPN . !
: need to go to diatysis on 03/23/13, The . ' thenweekly for 1 month, and
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F 280 | Confinued From page 7 = 280 hen monthty for 3 months. The !

Assistant Director of Nusing

' will provide reeducation

: the care plan was updated with any changes. v ) ¢
¢ Aosarding tv LPN #2, she was unaware if the mnmediately if needed to the

i diatysis schedule was idenfified on Resident's #1 . Licensed Nurse if he/she i at
! eare plan and stated she "just recalied” the days ! i i censad

i the resident was to recsive dialysis, ' l i:;}:nfgﬂ;:elélcg;on I;?‘:j? |
T t

!
| An inierview with Registered Nurse (RN) #1 on ‘ currently at work then he/she
i Mangger for the 300 Floor whare Resident #1 ; , Assistant Director of Nursing

' resided, The RN statad she was not ewsre . E ]
| Residant #1 had an exira dialysis treatment on prior 1o the pext scheduled

' 03/20/13. The RN stated she had not questioned , ‘ shift. The Director of Nursing !
i g;ég;far&bsmem di; not a_‘;e”f figjysi "y : " reviewed these Quality
e e e o 20 i Improvement tools daily until

| to dialysis in the past and the family did not want 1 i
! the rasicent forced to go. The RN stated staff | the Immediate Jeopardy was

| had failed tn ensure the care plan included the ‘ : remeved and then will review 5
| resident's dislysis schedule, that the rasident x weekly for 2 weeks then

| refused dialysis treatments af times, or what ’ 4k

L interventions to take when the resident refused ; weekly for I month, and then
 treatment. The RN stated ali nurses were . ! monthly for 3 months,

; respens?bie for updEting the care plﬁns with any . . : b‘ The Nu_rse Uni"’ Managers WIH

| changes or any new physician’s orders, conduet Quality Improvement

" Ar interview canducted with the Assistant Directar ' monitoring of the care plan
| of Nursing (ADON) on 04/04/13 at 3:50 PM, : . modification process ufilizing - -
; revealad shs had praviously been the MDS ! ‘ the 24 Hour Repor‘ta new
| Coordinator and had developed Resident#1's : : £ =
compreherisive plan of care, The ADON stated if : phys;mfm .orders,_ and tht-_i .
| the resident had refused a dialysis treatment a F . Summary of Resident -
{ care pian should have been developedfo i . Condition and ESRD SR
I address the refusal, and she was unsurs why she ; Comraunication forms 5 x

| had not developed a care plan to address the Co . 4 _ .
resicent's refusal . i weekly for 3 momhslto cnajure
, . care plans reflect residents
! A interview with the Director of Nursing {DON) . 1 condition accurately. The
i ‘

on D4/04/13 at 5:10 PM revesied the MDS Nurse Unit Managers will
' L : . i

;

A , . i

| stated plf nurses were responsible for ensuring - 0 7 ;
| |

|

{
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! Coordinators and the nurses were ail responsﬁ:le
| for the development of each resident's care plan,
: The DON stated upon Resident #1's admission to
| the fachity, the resident had refused dialysis |

1 treatment at imes and staff had encouraged the

| resident to go; however, according to the DON

| she was not awsre the resident continued to

| refuse to go to dialysis at times. The DON stated
' the care plan should have refiected the resident's
d|a|y5|s schedule and staff should have

| devalopad intarventions to address the resident's
i refusal to attend diafysis at times.

A review of the Allegation of Compliance (AOC)
| revealed the foliowing;

|

i On 04/04/13, the DON, ADON, and Unit Manager
| reviswed and revised Resident #1's

| comprehensive pian of care to Include the days of
l the week for scheduled dislysis (Tuesday,

i Thursday, and Saturday and to change to

i Monday, Wadnesday, and Friday beginning en

1 04/08/13) along with interventions 1o include the

| refusal of dialysis,

| Unit Managers raviewed ail dialysis residenis'

| care plans and.made revisicns to include the

| days of the week for their scheduled dialysis

- | along with any refusals of dislysis treatment

| These Interventions included but were net limited

i 0 nurse to resident education regarding the risk
! versus the benefit of dizlysis upon a resmlent 5
refusal of dialysis,

i On 04/05/13 and 04/06/13, the DON, ADON, and
. Unit Managers reviewed all current resident

| On 04/05/13 and D4/06/13, the DON, ADON, and

immediately, as needed, to the
Licensed Nurse if he/she is af
work. If the Licensed Nurse
requiring reeducation 1s not
currently at work, the Licensed
Nurse will be reeducated by the
Nurse Unit Managers prior 1o
histher next scheduled shift.
The Director of Nursing will
review these Quality
Irnprovement monjtoring tools
5 x weekly for 3 months. The
Director of Nursing will report
the results of the Quality
Improvement monitoring to the
Quality Assurance Committes
monthly for 3 months for
continued substantial
compliance and/or revision.
The facility's Regional Director
of Clinical Services will
conduct Quality Improvement

- momitoring of the facility's
-Qtiality. Assurance process

monthiy for 3 months for
continued substantial
compliance and/or revision.

I
|
|
i
)
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medical records and care plans and mads ‘ i B : -
© modifications fo care plans to ensure accuracy as o
" needad,. ‘

. On 04/03/13 and G4/04/13. the DON, ADON, and
Unit Managers in-serviced current facifity licensed
nurses regarding the faciiity's pelicy and
procedyre for dialysis communication for

- cortinuity of care, Coordination of Hemodialysis

» Services policy and procedure, Summary of

- Resident Condition and ESRD Communication
form, and the new precass fo follow for residents ] I
attanding hemodialysis and/or other services with
other life sustaning outside entities. This
included documantation an the 24-hour report,
These in-services were also added e the facility's
orientation education for all newly hired licansed
AUrsEaes,

On 04/06/13, the Viee Presidert of Clinical
Sepvices in-sefvicad the DON, ADON, and Unit
Mianagers on reviewing the 24-hour report
(including rasident refusals), new physician's

{ orders, and newly returned Summary of Resident
[ Condition and ESRD Communication forms daily
f five times & week in the morning meeting to

f' ensure ascuracy and/or to revise the residents'

; cara plans accordingly, Currently thersareno :
! regiderte receiving dialysis on Saturdsys; in the

event a resident was placed on dialysis on

Saturdays, the Customer Care Liaisan, who is the

| MDS Nurse, wouild review tha 24-hour report .
| (including resident refusals, naw physician's '
orders, and newly retumed Summary of Resident
Condition and ESRD Cormnmunisation forms, and
o ensure acouracy and/or ravise the resident's
care plan if needed on Szxturday,

|
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‘On D4/06/13, the ADON in-servicad all facility

- lizensed nurses on the Refusal of Dialysis
Approach Guide, which was placed with the
residant's care plan of the dialysiz residants by
the DON, ADON, and Unit Manager.

| O 64/08/1 3, the ADON began canducting &
Quality Improvament monitaring test daily of all
scheduled lisensed nurses who were working an

of Hemodialysis Sarvices along with the procass
te follow for residents attending hemodialysis
and/er any cther life sustaining services from

refusals and care pian modifications. The tool
being utilized was the "Hemodizlysis

Nurges." Each assigned nurse was required to

- Immedizte Jeopardy was ramoved and then five
timas par waak for two weeks, weekly for ane
month. and then momthly for three meonths, The
ADON would provide re-sducation immediately
as needed, and if tha nurse was not currantly at
work then the nurse wouikd he re-educated by the
ADON prior to the next schaduied shift,

The Unit Managers will conduct Quality
monitoring of tha care pian modification process
utlizing the 24-hour report, new physician's
orders, and the Summary of Resident Condition
and ESRO Communication forms five times a
week for three months 16 ensure care plans
reflect the residents’ conditions accurately. The
Unit Manager will provide re-education
immediately as needed to the licensed nurse if
hefshe is &t work. If the nurse is not at wark,
hefshe will be re-educated by the Unit Manager

the facility's policy and progcedurz for Coardination

outside entities, The test included the process for

Communication Education Vaiidation for Licensed

campliete the test every shift they worked uptil the
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pricr to the next scheduted shifk, The DON will
review Quality Improvement monitoring toeis five
times a waek for three months,

. The DON will report the results of the Quality

Irmprovement monitoring o the Quality
Assurance/Performance Improvemsant Committee
menthly for three months for coninued
compliance and/or ravision,

The Regional Director of Clinical Services will
cohduct Quality Improverment monitoring of the

: facility's Quality Assurance/Performance

Improvament process monthly for three months

" for continued substantial oompltanca and/or
. revision,

—~The State Survey Ageﬁcy validatad the
corractive actions taken by the facility as follows:

A review of the compreheangive care plan for
Resident #1 reveaied on 04/04/13, it had been
updated by the ADON Lo reflect the days of the
weask the resident was to aftand dialysis
(Tuesday, Thursday, and Saturday). Residert

' #1's care plan had further been updated on

04/06/13, by the ADON 1o reflect the resident's
diglysis days would be changing beginning on
04/08/13, to reflect the resident would be going to
dialysis on Monday, Wedneasday, and Friday.
The care plan had besn updated on 04/06/13, to
reflect interventions relsted to refusal of dialysis
treatments, The care plan also contained =
"Refusal of Dialysis Approach Guide' dated
04/05/13, by the ADON.

A review of the comprehensive care plang for
Residant #2, Resident #3, end Resident #4 had
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F 280 | Continued From-page 17
been reviewad on 04/04/13, 04/05/13, and L 7 s -
04/08/13 by the ADON. All four residents' B : " ]
comprahensive plans of care have been revised Co ;
and contain the date the residents are scheduled }

i for dialysis. ' The care plans also alf contained 2° -~ - |
"Refusal of Dialysis Approach Guide.” ‘

|

|
| -
| Areview of 8 list dated 04/05/13 and 04106113, - |
} and signed by the DON, ADON, Unit Manager #2,”
| and Unit Manager #3 ravealed the \
| comprehensive plans of care for sif residents in !
i the facility had been reviewed and/or revised on
erther 04/05/13 or 04/06/13.

A review of in-service rosters datad 04/03/13 and
04/04/13 revealed all licensed fadility nurses had
attended am in-service regarding the faciiity's
policy and procedure for "Dialysis Communication
for Continuity of Care,” the facsifity's policy and |
procedurs far the "Coordinstion of Hemaodialysis
Services,” "Summary of Resident Condition and ‘
ESRD Communication Form,” and tha process to ‘ ! !
follow for residents attending hemodiatysis and/er
services with cther life sustaining outside entities, ‘
The in-services also educated the steff regarding :
the documentaticn of rafusals on the 24-hour :
report.

1
!
| A review of 5 new employes orientation packet E
- revegled all new licensed nurses would receive : = ' i
|
|
|
|

policy and procedurs for "Dialysis Cormmurication
: for Continuity of Cars, " the facility's policy and
progadure for the "Coardination of Hemodialysis
1 Servicas," "Summary of Resident Condition and
EBSRD Communication Form," and tha procsss to . .
follew for residents attending hemodialysis and/or : 1
i sarvices with other life sustaining outside emities, ' F
[

‘ in-services in oriemation regarding the facliity's

|
|
|

FORM CMB-Z587(02-9%) Pravious Varsions Obssiate EventID: SPFUY Frcilty T, 107557 If eemtnuation shest Page 13 ef 41

Received Time Jul 10, 2013 1:38PM No. 8441



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

FPRINTED: 06/28/2013
FORM APPROVED
OMB NG, 0938-03g1

li. The in-senvices would alse educate the-nurses
i regarding the documentation of refusals orrthe
| 24-hour repart.

£ .

" A review of an In-servica roster dated 04/05/13,
revealed the Vice President of Clinical Services

ihadpmﬂdedanmﬁeNMEkﬂhaDON,ADON

i Unit Manager #2, and Unit Manager #3 regarding
reviewing the 24-hour report , physician's orders,

resident refusals, and newly retumed Summary of

Resident Condition and ESRD Communication
forms. They were instructed that these were to
. be reviewed daily five times per week in the
' morming meeting to ensura accuracy and/or
revize the residents' care plans accordingly.
. They wers in-serviced to reflect that the fachity
. currently had no residents who ware going to
dialysis on Saturdays, but in the event they did
the Customer Cara Liaison, who was currenty
tha MDS Nurse, wouid be responaibie for
reviewing the 24-hour report, new physician's
orders, and newly retumad Surmmary of Residernt
Conditlon and ESRD Communication forms.
They ware instrlucted that these ware to be
reviewad daily five times per week in the morning
maeting to ensure accuracy and/or revise the
residents’ care plans accordingly.

A review of in-service rosters dated 04/08/13,
reveaiad all licensed facifity nurses had been

- in-serviced on "The Refusal of Dialysis Approach
| Guide," by the DON, ADON, Unit Manager #2,

g and Unit Manager #32.

i .

| A review of an in-service roster dated 04/06/13,

‘f revaaiad the Regional Vice President of

| Operations in-serviced the Administrator on

Substandard Quality of Care along with the
|
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F 280 | Continued From page 14 ' F 280
i administrative process, The Adminizteator was 1 ,,‘ L
instructad that the Regicnal Vice President of ‘ L
Operations and/or the Regional Directar of ! .
Chinical Services would be providing oversight to : w
ensure facility staff was providing quaiity care ang

services to the facility residents.

A review of a test being ufilized by tha facility
beginning on 04/05/13, revesied the test covered
what the staff was expected to du with resident
refusals to attend dialysis, commuricstion with
the dislysis centars, whera and how to documant
- infarmation, and updating the residant's plan of

| care. Documentation revesied the test had been
completed with lisensed nurses every shift and
education was given to the nurse regarding every
missed question, Documentation revealed the
tests had bean reviewed by the Regional Director
of Clinical Services and the DON.

A raview of the Quaiity Assurance/Performance |
Improverment tool which had been completed by
the Unit Managars beginning on 04/07/13 |
revealed the tool reviewsd the 24-hour repert, ‘
: new physician’s orders, Summary of Resident :
Condition, and ESRD Communleztion forms five

' times 2 week to ensure care plans reflected

regzidents' conditions accurately, The Uinit \
Managers had completed the tool, and the tcol i
had been reviewed by the Regional Director of
Clinical Services and the DON. '

1

| A review of a Quality Assurance/Performance

¢ Improvement taol which had bean compigted by . ‘
| the Unit Managers beginning on 04/07/13 . N !
; revaaled the Unit Managers had been raviewing S

| the Z4-hour repart for resident refusals of
hemadizlysis services or services with other life
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i Regional Directar of Clinical Sarvices and the
i DON.
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F 280 Continued From page 15 f ‘F';Zaoi - i
| sustaining entities. There was documentation on oY - ! 1
1the tools where they had been reviewsd by the o \ ’
|
1
|

Interviews conducted with LPN #1 on 04/09/13 at
' 5:15 PM, LPN #2 on 04/09/13 at 5:40 PM, LPN ‘ :
- #13 on 04/09/13 2t .10 PM, LEN#100on } o |
04/0913 at 5:25 PM, LPN #5 on 04/10/13 at 9:50 : v ‘s
T AM, LPN #0 on 04/16/13 at 10:00 AM, LPN #11
J on 0410112 at 10:20 AM, LPN #412 on 04/10/13 at
1 10:30 AM, RN #2 on 04/10/13 at 9:35 AM, and i
| RN #3 on 04/10/13 2t 10:05 AM all revealed thay
| had been provided in-services by the faciiity
| retated to communication forms with the facility ;
| and putside entities providing services to the i
" residents, and on the diatysis policy and | i : i
. procedures. The nurses aiso stated they had |
: been required io take & test evary shift related to
i dialysis and communication. The nurses statad :
i they are required to update all resident care plans i i
- with any new orders and changes. The nurses ; !
also stated all dialysis resident care plans ‘ ;
included 5 Hat of interventions {o use if a rasident :
refused to go to dialysis.

Interviews conducted with Unii Manager #2 on w
' 04/09/13 at 8:00 PM, and Unit Manager #3 on . i
04/10/13 at 10:30 AM, revealed they complated : ‘
. Quiality Assurance/Perfornance Improvement ‘
- tools which included reviewing the 24-hour report,
| all new physician's orders, daily communication
sheets, and cara plans daily five times a week,
They stated these were raviewed jn the morning
meeting. The Umit Managers revealed if any
| issues were identified staff would be in-serviced
| immediately ar prior to their next schedufed shi If.
| they ware not en duty.

J
|
|
i

{
F
!
}
|
|
|
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PARKVIEW NURSING AND REHARILITATION CENTER

t

! Interview conducted with the ADON on 04/08/43 - « [ J L
|

, &t 2:20 PM, revealed she reviewsad/updated the re
comprehansive plans of care for Resident #1,

j Resident #2, Resident #3, and Resident #4 on ‘ . !
04/04/13, and again on 04/05/13 and D4/06/13. c ; - f
Tha ADON stated she tested every ficensed

| hurse, on every shift, regarding managing
dialysis, outside entlty cormmunication, care

: . planning, and resident refusals. The ADON ;

‘ stated she provided education for any missad - i

I question. The ADON stated these were reviewed :
in the rnorning meeting as well gs by the DON,

i The ADON stated if the nurse was not currantly at :

" work, the in-service would be provided prior to the !
next schedulad shift, The ADON stated Unit

| Manager #1 was no !cnger employed by the

‘ facility.

r

interview conducted with the weekend MDS

¢ Nurse on 04/10/13, at 2:28 PM revealed she was
'  the Customer Service Lisison on Saturdays and,
‘ m the event a resident was scheduled for dialysis j
i on Saturday, ghe would be responsible for ! :
' reviewing the 24-haur report, communication

forms, any new physician's arders, and the care
i plans for any updates, The MDS Nurse stated f i

currently no residents were scheduied to go to T

dialysis on Ssaturday, ) v :

1 Interview conducted with the DON on 04/10/13, at _

[ 2:45 PM, revealed she had sssisted in raviewing -~ | |
" and reviging all residents’ current care plans and e
* hetped to review and ravise Resident #1's

- comprenensive care plan. The DON stated she

. alzo assisted with the nursing ir~services .

' regarding the facility's policy and proceciure for

"Dialysis Communication for Gontnuity of Care,”
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]
the facility's pollcy and procedure for the ‘ £ ;
I *Coordination of Hemodialysiz Services”, f !
! "Summary of Resident Condition and ESRD | i # .
} Cormmunication Fonm,” z2nd the process to follow ‘ : .
‘ for residents attending hemodialysis andlor 1 '
- services with othar fife sustaining outsida entities. - ! i
| The in-services alse included documentation of ! i ‘
* refusals on the 24-hour report. Thae DON stated | !
! she reviewed afl the Quality : , ' '
! Assurance/Performance \mprovement tools that : : :
| were put in place, along with the tests that were : |
| being taken by the nurses. The DON steted she ' 1 i
attended an in-service given by the Vice ; ' !
President of Clinicsi Sanvicas regarding reviewing i ; i
the 24-hour report, ali new physician's orders, ! : i
daily cormmumnication sheets, and care plans deily i [
five fimes 2 week to ensure residents were being i )
provided with quality care and services, The ‘ ‘
DON stated if 2n issue was identified, related fo a |
; care plan not being updated or @ communication E 3
sheet or Physician's order not being followsd ; J 309
! through, an in-service woulkd be provided te the { ‘
| nurse. ! : |
F 302 | 483,25 PROVIDE CARE/SERWICES FOR , F 308 i, O . ’ |
: ; - n3/2
5=t | HIGHEST WELL BEING : : 6/13, Resident #1 was [ ¢101/13
: ! noted to have a change in =~ |
Fach resicent must receive and the faility must : ! condition. The nurse notified |
: provide the necessary care and services to attain ‘; i the primary physician and
i or maintain the highest practicable physical, | i Residenté]
i mental, and psychosocial weli-being, in i i ’ = was S.BDI to the
U accordance with the comprehensive assessment :' : local emergency room for
i and plan of care, : | evaluation. Resident #] wag
: ; admitted to' the hospital and !
| . ! received dialysis on 3/26/13.
: E Resident #1 returmed o
| i Parkview on 3/29/13. On
i ; 4/4/13, the Director of Nursing,
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| This REQUIREMENT iz not met as evidenced
by: ' o
! Based on obgervation, interview, racord raview,
| and facility policy review, it was determined the
i facility failed to have an effective aystem to
| ansure necessary services were provided to
{ attain or maintsin the highest pradicabla
}' well-being for one of eight sampled residents
{Resident #1). The f=zdiiity faited to ensure
Resident #1 received dialysis treatments as
| orderad by the physician, Racord review
| revealed Resident #1 had a diagnosls of End
| Stage Renal Diszase (ESRD) and received
| hernodialysls three fimas per week, on Tuesday,
| Thursday, and Saturdsy. Documantation on
{ Saturday, C3/23/13, revesled Resident #1 missed
. histher scheduled dialysis treatmant on that date,
! however, the facility failed to ensure
: communication wes provided to and/or raceived
: from the dialysis canter regarding the missed
. vislt. On Tuesday, 03/28/13 (threa days after the
i resident missed the dialysis treatment and five
* days since the resident's last dialysis treatment)
| Resident #1 was admitted fo the hospital with a
| diagnesis of Hyparkalemia (elevated Fotassium
Devel) and was assessed to have 2 Polassium
level of 7,87 millequiveleats per liter (normal
range from 3.8-5.2 milllequivalants per liter), An
t intarview conducted with Raesident #1's
| nephraiogist revealed the Hyperkalemia was a
! direct result of the rasident missing his/her
| scheduled dislysis trestment on 03/23/13, and
i souid have caused the resident to dia. Resident
#1 returned to the fadlity on 03/28/13.

| The failure of the facility to ensura residents
| received and facility staff provided the nacessary
| care and services to attain or maintain the highest

1
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F 300! Assistant Director of Nursing,

and Nurse Unit Manager .
reviewed and revised Resident |
#1's comprehensive pian of ‘
care to include the days of the
weelk for scheduled dialysis
(Tuesday, Thursday, and

Saturday to change to Mondey,

dialysis.

Wednesday, and Friday ‘
beginning on 4/8/13) along
with interventions for refusal of

2. Al residents have the potential |

r
¢
i
!
i

to be affected by the facility's |
failurs to ensure cars and
services necessary to attain or
maintain the highest practicable
physical, mental, and
psychosocial well being of the
residents in accordance with
the comprebensive assessmnent
and plan of care were provided.
l On 4/4/13, the Director of
Nurzing and the Nurse Unit

i Managers reviewed al} current

; facility dialysis residents to

i ensure the residents were stable
| by obtaining the residents’ vital
: signs (blood pressure,
temperature, pulse, and
respirations), Any current
facility residents identified as '[

|
]
]
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. praciicable physical well-being, placed residents
i et risk for serious injury, harm, impainment, or
~death. Immediate Jeopardy and Substandard
i-Quality of Cara ware determined to exist on

" 03/23/13. The facility was notified of the

" tmmediate Jeopardy on 04/04/13,

|
3 A aceeptable Allegation of Cormpliance was

| received on 04/08/13 and zlleged removal ofthe
E Immediate Jeopardy on 04/07/13. The State
Survey Agency datermined the [mmediate
Jeopardy was removed on D4/07/13, prior {o exit,
| which lowered the scope/eeverity to "D" while the
' facility monitors the effectiveness of systemic
changes and quality assuranca activities,

The findings include:

: of Hemodialysls Services,"” with a revision date of
May 2012, revealed a commurication farm would

the dialysis center. The poliey stated the dialysis

by the faciiity, and ehther complete the form sent’
1 by the fadility to the dialysis center, or send 2
communication form developed by the dialysis
center, back o the facility at each visit, The

I poficy revesled upon the resident’s return to the
‘ + faciity, Nursing wouid review the hémodialysis

E cammunication form and communicate with the
] resident's physician and other ancillary
depanmenfs as neaded.

\ Areview of the madical recard for Resndent #1
1 revealed the fedility admitted the resident on

01/26!1 2 with & diagnosis of End Stage Renal
, Disease and the resident was 1o receive

be initiated by the facility for any resldent going to

A raviaw of the facility's policy titled, "Coordination

center would raview the communication form sttt

|
{
i
}
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F 308, Gontinued From page 19 E 309 having a change in their |

condition as related to their
vital signs were referred to the
prirnary physician for further
orders. On 4/5/13 and 4/6/13,
the Director of Nursing,
Assistant Director of Nursing,
and the Nurse Unit Managers
reviewed all current resident
medjcal records and care pians
znd made modifications to care
plans to ensure each accurately
reflects the resident and to
ensure the necessary care and
services are provided to each
resident in accordance with the
comprehensive assessment.

a. On4/3/13 and 4/4/13, the
Director of Nursing, Assistant
Director of Nursing, and Nurse
Unit Managers educated the
Licensed Nurses on the
changes to dialysis residents'
schedules, the facility policy on
Coordination of Hemodialysis
Service and completion of the |
Sumumary of Resident condition
and BESRD comrhunication
form, the new Process for
Management of Hemodialysis
Communicafion and Services
with Other Life Sustaining

|
|
|
|
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F 309 Continued From page 20

* -4 hemodialysis treatments. three times per week
. (Tuesday, Thursday, and Saturday), A review of
4 the communication forma fromithe diatysis cemer
| revealed Resident #1 routinely racefved dialysis
| treatments lasting 210 minutes. However, a
*! review of the communication farm dated
| 0372013, reveaied the dialysis trestment lasted
| 81 minutes and was for "fuid removal only."
! Continued review of Resident#1's medical record
| revealed there was no communication form dated
for Saturday 04/23/13, the day Resident #1 had
been scherduled to recalve dialysis, from the
' dialysis center. A review of nurse's notes dated
| 03/26/13, at 5:45 AM (three days after the
| resident had nof received the scheduled dialysls
| treatmant and five days after the last treatment af
the facllity) revesled Resident #1 was
complaining of being "short of zir," end on
03/26/13, &t 6:10 AM the faciiity transferred the
rexident by ambulance to ths hospital,

A raview of Resicent #1's ospital medical record
revaalad the hospital admitted Resident #1 on
03/25/13 with a diagnosis of Hyperkalemiz,

| Based on documentation in the residents hospital
: record, Upan sdmission to the hospits! the

* regitlent's potassium level was noted to be 7.9
millieguivalents per liter and was noted to be at 8
critical leval on the hospital medical record
{nomal range 3.5-5. 2 millieguivalents per liter),

© An interview conducted an 04/03/18, at 12:45 PM,

1 with the nephrologist that provided treatment to

; Resident #1 revealed the resident had been

| scheduled an extra dialyais traatment on 03/20/13
to remove extra fluid from the resident. The

[ physician stated the Hyperkaiemia was a direct

' result of the resident missing his'her scheduled

F 308

Entities, the new Resident
Refusal Care Plan, Resident
Education Record, revision of
care plans with residents'
changes, documenting refusals
of care on the 24 Hour Report,
i_‘ and providing care and services
! to meet residents’ needs, On
4/6/13, the Director of Nursing,
; the Assistant Director of

: Nursing, and the Nurse Unit |
Managers educated the !
Licensed Nurses on the new
Refisal of Dialysis Approach
Guide. This education has been
included in the orientation

packets for new hire nurses.
5b On 4/6/13, the Regional Vice
Pres1dam of Operations educated the
iAdministrator op Substandard Quality
lof Care along with the administrative
‘process requued to ensure quality of |
carc and services to the residents. The |

‘Adnu:a: strator understands that the
chlona_l Vice President of
;Opsratlons/Regiona] Director of

Clinical Services will provide
‘oversight to ensure facility staff
provides quality of care and services fo
the facility's residents.. This oversight
includes the daily presence in the
facility by the Regional Director of

!
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F 308 | Continued From paga 21 . F309; Clinical Services and/or Regional Vice

President of Operations and/or Vice
| President of Climica] Services along
with review of the Quality Assurance -

dizlysis treatment on-03/23/13, and coulict have
! caused the resident i die,

; A rev}ew' of an Annual Minimum Data Set (MDS) .

| sssessment dated D1/01/13 revealed the facility |Process to include but not be limited to
j had assessed Residert #1's cognition: at & Brief : *validation of the Quality I_mprovem@nt
. Intervizw for Mental Status (BIMS) score of i toole, This will continue daily unti! the

- which was moderately impaired and assessed the

| resident to be interviewable. ; t Immediate Jeopardy is removed.

: " ¢. On 4/6/13, the Director of Nursing,
An interview canducted with Resident #1 on . Asslsf_ant DiIGCtOT ofNurS!ng and the
04/03/13, at 9:20 AM, revealed the resident . Nurse Unit Managers placed a Refuisal
raceived dialysis treatrnents three imes g week. £ Dialvsi b Guid ' N
| However, the resident was not aware that he/she ol Dla. ys18 .APP{OEC- Lurde Wil ead
i had recelved an exira dialysis treatment on dialysis resident's care plan. On 4/5/13
03/20/13, or that he/she had miseed a dislysis and 4/6/13, the Director 4f Nursing,
trestmant on 03/23/13. the Assistant Director of Nirsihg, and
the Nurse Unit Managers placed 2 new
Resident Refusal Care Plan in each
residents’ care plan. ‘

An interview conducted with Licansed Practical
| nurse (LPN) #1 on 04/03/13 at 1:05 PM, revealed
she had provided care to Resident #1 on

: 03/23M13 at 600 AM, and was reEanSibl@ o d On d.f4/] 3 the Assiqtant Dire«ctor Of
i ensure Resident #1 regeived care in accordance ) : T R

with the residert’s assesement and physician's N_ursi):}.g Plﬁfced- a schedule listing

orders, including ensuring the resident was E "¢ dialysis residents' scheduled days for

i transported to the dialysis center on that date. ‘ * dialysis, their dialysis companies, their
N i ti | gt . S T

| The LPN stated she was given information by | neph.rologlsts names and phone

L.PN #2 af the change of shift on 03/21/13 that : L e ‘
Resigent #1 would not be attending his/her i pumbers, and therr transportation ‘

N . . . . I

regutar dialysis treatment on 03/23/13, because : - cornpanies at each pursing station. In
' the resident had already been to dislysis three _‘ ' addition. the Assistant Director of .-
imes that week, Per interview, she did not Nursing reviewe ddi aly51§ fesidents'

' instruct the staff to assist the resident in gelting o : .
| prepared o go to the dialysis center and did not care plans, ph}'S:Cifm Ordcf:};s, and _
consultation notes to ensure that . .-

i calf the resident’s dialysis center to confirm the
resident was not scheduled to have diatysis that interventions and ord C!.‘?_:h?;ld been
implemented. T

t moming. The LPN stated she had ot guestioned
| the information bacause the resident had missed
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F 308 | Continued From page 22 ' Faele.On4/5/13, anad hoe Quality |
dialysis treatments In the past becsuse of his/her - ; Assurance rneeting was held and the !
d she should have ‘ ! ‘ : . i
refusat to go. The LPN state _ committee reviewed the icw process |
cailed the dialysis center o confirm the resident : ! L ta foll £ dent tendi 5
! wasniot scheduled to sttend on 03/23/13. QUOW I0I Ies10ents auenting i
f . Hemodialysis and/er other services |
An interview condueted with LPN #2 on 04/04/13 : w;'Lh other life sustzining entities and
&t 11:35 AM, revealed she had been respongible ‘ . approved the use of thi :
3 proc
to provide care to Residant #1 on 03/21/13. The | fpg 4/4/13, the Ad process, [
LEN stated Resident #1 had reported 1o herupon | | n e Administrator met
the resident's return from the dialysis certer on | | with R851dent #1's dialysis provider to
; 03/21/13 that hefshe would not be going 1o ' ‘ ' ensure coordination of services. Tt wa Si
. dialysts on Saturdey (03/23/13) because hefshe ! | dmng that mesting along with phone |
l ad ziready been three imes that week, The 1 a1 |
' LPN stated she did net question the information .calls znd Jetters to the facility’s other |
i nor was she aware the resident had recaived an ; di alysis providers on 4/5/13, that the |
, extra dialysis W;E“E“: c;ntgsizom fDdf ﬂ“ii | | | Administrator discussed the '
i removal.” The LPN stated the parame ic who had | , . e
ance
i transported the resident to and from the dialysis : i importance of Co,mp IEtmg th,e_ t
{ center on 03/21/13 confirmed the resident had i | Suvunary of Resident Condition and |
| baen fo dialysis three times that week, The LPN : iESRD communication forrns and i
| stated she did not call the dialysis center to : returning the completed form to the i
! corfirm the information and did not review the | |
; 1
i communication sheet sent from the dialysis ; facility. The dialysis pI‘OVidE:I‘S Were |
center on 03/21/13. LPN #2 acknowledged she E also informed that if the Summary of |
| shouid have confirmed the resident's information ; 'Resxdent Condition and ESRD
, with the dialysis center, The LPN _stated she had ; . Communicatlon form i is 56t retumed o7
| not worked on 03/23/13 and hiad given the Teport | retumed Jete, the dial
| on 03/21/12 to LPN #1 that Rasident #1 would not med incompiete, the.dialysis [
! be going to dialysis on 03/23/13, - i provxder will receive a phone call from,
L . ' " ithe facility requesting the information
- An interview conductad with Registered.hurse - bhat ; o .
g : that was not provided, The Dialysis .
i (RN)#1 on 04/03/13, at 3:30 PM, revegled she : o der L 4 urderstandi Y RE
i was the Unit Manager of tha 300 Unit of the : ‘prOV:L SI5 VOICEQ Understanting. -
i facility 2nd was responsivle for reviewing the ; ! Lo i .
i communicstion fomns sent to the facility by the - i ;- o i Ao
| dialyzla center, The RN stated she had been i ] : e
| unaware Resident #1 had recoived an extra ! : o . _
! diatysis treatment on 03/20/13, or that the i | e i
Ll N . H
i - : ]
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! communication form provided to the facility on

. 03/20/13 indicated the resident's treatment-on

"that day was for "fluid removal enty,” The RN

! stated she had not questioned tha information

: because the resident had refused 1o go to dialysis

Lin the past and the family did not want the

' regident forced to go. Per intarview, sha should

% have cailed the dislysis center to confirm the

! information and had failad to do so.

; An interview conducled with the Director of

i Nureing (DON) on 04/03/13, st 2:5C PM, revealed

i the facility staff wag required to cali the dizlysis

' center if @ visit was canceled. The DON stated

i staff had not calied the dialysis center becauss

‘ staff was sware Resident #1 had alresdy baen to
| dialysie three times that week and had not been

1 awars that Residant #1's eatment at the dialysis

: | center on 03/20/13 had heen for fiuid removal

Fanly and not a complete diglysis treatment. The

| DON stated the Unit Manager was responsible for

| monitoring the communication forms to ensure

| residents who required dialysis ettended as they

' were ordered by the physicians. '

¢ An intarview conducted with the Admintstrator an
S Q4/04/13, at 11:10 AM, revealed staff was
| required to communicate with other faciities by
I use of the communication forms e ensure
t residents were provided with dialysis tfreatments
" ag ordered by the physictan. The Administrator
 stated faciiity staff had notknewn Resident #1
i had recaived an extra dialysis traaiment on
| 03/20/13, and had not questioned when the -
i resident tald staff he/she had aiready-bagn to
| dialysiz three times that week, However, the
; Administrator stated staff should have callad the
d:alyms ceriter to confirm the information.
|

F309 g. On4/5/13, the Vice President of

Clinical Services educated the Director
' of Nursing, the Assistant Director of
{Nursing, and the Nurse Unit Managers
on reviewing the 24 Hour Report
{ (including resident refusals), new |
physician orders, and ncwI} returned
Summary of Resident Condition and
|ESRD Communication forms dajly 5 x
weekly in the Moming Meeting to
lensure accuracy and/or revise the
{residents' care plans accordingly.

: There are currently no residents
receiving dialysis on Saturdays; in the
. event & resident was placed on dialysis
|on. Saturdays, the Customer Caze
| Liaison, who is the Minimum Data Set
1 Coordinator Nurse, would review the

‘24 Hour Report (mcludmg resident

Jefusals new physician orders, znd
nnewly returned Summary of Resident

“Condition and ESRD Corimunication |

fonm) to ensure ascuracy ; and/or |
\revzse resident care plans. if needed.

h. On 4/6/13, the Administrator |
mforrned the. facility's Medical |

‘Director of the Immedla(e Jeopardy |
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i ~Areview of the Allegation of Complisnce (AOC)
| revealed the following:

I . .

| On 03/26/13, aftar Resident #1 was assessed fo
i have a change in condition, the nurse notfied the
resadent's physiclan, and the resident was sent 10
‘ the hospital for further evaluation and {réstment,

The resident was admitted to the haspital,

l reselved diglysis at the hospital, and returned to

f the facility on 03/28/13.

- On 04/04/13, the DON, ADCON, and Unit Manager
: reviewed and revised Resident #1's
i comprehensaive plan of care to include the days of
| the week for scheduled dialysis (Tuesday,
 Thursday, and Saturday and to change to
! Monday, Wadnesday, and Friday baginiing on

| 04/08/13) slong with interventinng to include the
] refusal of dialysis.

; Cn 04/’0211"13 the BON and Unit Managers
reviewed all current facility dialysis residents to

- ensuré’the residents wera stsble by obtammg the
residents’ vital sions (blood pressure,
temperature, puisa, and respirations). Amy
currentfacmty rezidents identifled as havinga
change i their condition as related to their vital

| aigns wene referred to the physidan for further

. ORlBrE, - - - .

1 On 04!04,’73 the ADON reviewad the med}cal
; records of residents recaiving dizlysis to venfy

i their dialysis schedule and iransportation
schedule per physician's orders.

r On 04}04/13 the ADON placed a sche‘dule‘ listing
| dialysis residents’ scheduied days for dialysis,

Director of Nursing hegan

1 conducting Quality

|

residents attending

Hemodialysiz and/or Services

g with Other Life Sustaining

the Hemodialysis - -«
Communication Education
Validation for Licensed

this is 1o have each asSigne
nurse complete the

Y

|
| Hemodialysis Commumcatmn
Education Validation every

 shift until the Immediate
Jeopardy was removed and

o | then 5 x weekly for 2 weeks,
" o~ «then weekly for 1 month,.and

" then monthly for 3 rionths.

Assistant Director of Nursing

will provide reeducation,

Licensed Nurse 1f he{she is

Improvement monitoring daily
for the facility's Pelicy and
Procedure for Coordination of
. Hemodialysis Services along

; with the process to follow

QOutside Entities (to include the
: process for refusals and care
. plan modification) by. uhhzmg

immediately if needed ta the.
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i . I
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F 308 | Continued From page 24 - F 3ogk 4, a On4/5/13, the Assistant 1
i i i

for i

Nurses. The method used for

a

The

at |

]
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X9 D SUMMARY STATEMENT OF DEFICIENCIES . I [s] T PROVIDER'S PLAN CF CORRECTION ; (x5

PARKVIEW NJURSING AND REHABILITATION CENTER

PR (EACH DEFICIENCY MUST BE PRECEDED BY FULL >~ PREFIM {EACK CORRECTIVE ACTION SHOULD B& COMPLETIDN
THG REGULATORY OR LSC IDENTIFYING INFORMATION) = ] = TAG | CROSE-REFENENCED TO THE APPROPRIATE' | AR
: ; | DEFICIENCY] \
T ; J
e 306! I work. Jf the Licensed Nurss |
08 i F . .. . L i
;Ohtgufd fom page 25 . : : F 309: requirng reeducation 18 not at |
) eir dialysis companies, their nephrologists’ - . i -
4 P priroleg . work, then Iie/she will be

I
namas and phone numbers,"and their , T l
transportation companies at each nursing station. - - reeducated by the Assistant l
in addition, on 04/04/13, the ADON reviewed 2| B : Director of Nursing prior to The’ ‘
dialysis care plans, physician's orders, and ! | next scheduled shift. The
consultation notes to ensure that interventions |
[ and orders had been implementad, |
!
!
;

Director of Nursing reviewsd |
these Quality Improvement
tools daily until the Immediate |
Jeopardy was removed and
then will review § x weekly forl
2 weeks, then weekly for 1
month, and then monthly for 3
months. :
'b. The Nurse Unit Managers wil]. ]
sanduct Quality Improvement
‘monitoring of the cars plan
'modification process utilizing the 24
'Hour Report, new physician ordérs,

- On 04/05/13 and 04/06/13, the DON, ADON, and
! Unit Managers reviewad =il dialysis residents'

, care plans and -made revisions to include the

‘ days of the week for their scheduled dialysis,

1 alfong with any refusals of diglysis treatment,

! These interventions includad but were not fimited
‘to nurse to resident education ragarding the risk :
| versus the benefit of dialysis upon a resident's
I refusal of dialysis.

| On 04/04/13, all icensed faciity nursas ware

| in-sendced by the ADON onthe changes fo the
| dialysis schadules,

On C4/05/13.2nd 04/08/13, the DON, ADON, and , znd the Sumamary of Resident ..

: Unit Managers reviewed all current resident (Condition and ESRD Communication
medical records and care plans and made :
- medifications te ¢are plans to ensure acouracy as ' forms 5 x weekly for 3 months’ f’O

lensure care plans reflect remdcnis
; lcondmon accurately and {0 ensure carel
Orgumyts naounars 0O AOON a0 e services e provided acceding 0
‘ ‘ ithe care plan. The, Nurse Unit.

I

| nurses regarding.the facility's policy and i
1Managf,rs will provide reeducation |

t

i

|

i neadad, ...

i procedUre for dialysis communication for L
i continuity of care, Goordination of Hemodialysis - 1mm3d1a1c1y= 25 needed, to the

| Services poiicy and procedure, Summary of - ' icensed Nurse if hefshe is at work. If
| Residant Gondition and ESRD Communication : o

| form, and the new process {c follow for residents ‘t »e Licensed Nurse requiring

| attending hernndialysis and/or other servicas with . 'reeducauon is not currently at Woi'k |
i other life sustalning outside sntities, This ' _‘LhE: Licensed Nurse will be reeducated
F ;
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L imcluded documentation on the 24-hour repert

‘- These in-services wers also added to the fagilly's:

| orientation ecucation for all nawly hired licensed
P IUrsas,

On D4/05/13, an ad hoc Quality
Assurance/Performance Improvement meeting
was held and the committee reviewed the new
process to follow for residents attending
Hemodizlysis and/or other senvicas with other life
sustzining outside enfities and approved i

On 04/04/13, the Adminiatrater met with Resident

| #1's diglysiz provider {0 ensure soordination of

| servicas, The Administrator also contacted {by

| phona or iatter) all other dialysis providers who

| had provided dialysis services to residents, and

{ discussed the importance of completing the

i Surmmary of Resident Conditions and ESRD
Communicatien forms and returning the

1 completed forms to the facility, The dialysis

| providers were informed that if the Summary of

! Resident Condition and ESRD Commurication

| form was not returned to the facility or was

i returned incomplets, the dislysis provider would

| receive 2 phone call from the facility requasting

the information that was not provided,

| On 04/05/13, the Vice President of Clinical

i Servicas in-serviced the DON, ADON, and Unit
Menegers on reviewing the 24-hour report
(including resident refusals), new physicisn's
orders, and newly retumed Summary of Resident

five times & week in the moming meeting to
ensure accuracy 2nd/or W revise the rasidents’
I care plans accordingly. Currently there are no
res~dents receiving dialysis on Saturdays; in the

Condifion and ESRE-Communication forms daily. ..

|
F 508 | by the Nurse Unit Managers prior to- |
. his/her next scheduled shift, The L
; Dtrec:tor of Nursing will review thesg
, Quahty Improvement monitoring toels

| Quality Improvement monitoring to
the Quality Assurance Cornmittee
| monthly for 3 months for continued
-substantiz] compliance and/or revision
' The facility's Regional Director of
- Clinical Services will conduet Quality:
: Improvement monitoring of the
 facility's Quality Assurance Process
! monthly for 3 months for continued ~
| substantial complisace and/or revision.
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F 302 | Confinuad From page 27

gvart = resitent was placed on dialysis on
Saturdays, the Custorner Care Lisison, whois the
MDS Nurze, would review the 24-hour report
(including resident refusais), new physician's
orders, and newly retumed Summary of Resident
Condition and ESRD Communication forms, and
te ensure accuracy andfor revise the resident's
care plan if neaded on Saturday.

On 04/08/13, the ADON in-servicad all facility
licensed nurses on the Refusal of Dialysis
Approzch Guide, which was placed with the

- resident's care plans of the dialysis residents by
e DON, ADON, and LUnit Manager.

On 04/08/13, the Regional Vice President of -
Operations educated the Administrator on
Substandard Quatity of Care and services to the
residents, The Administrator was Informed the
Regionai Vice Pregident of Operations or the Vica
Prasident of Chnical Services wouid be providing
oversight to ensure faciiity staff was providing
quality of care services to the residents. The
oversight would include a daily presence in the
faciity by the Regional Vice President of

| Operations and/ar the Vice President of Clinical
Services along with a review of the Guality
Assurance/Performance improvement Process to
ingiude but not be limited to validation of the
Quality Improvameant toals; this would continue
daily uriil the Immediate Jeopardy was removed.

On 04/06/13, the Medical Director was informed
of the Immediate Jeopardy by the Administratar,

i On 04/05/13, the ADON began conducting 2
Quality Impravernent monilering test daity of all
scheduled ficanzed nurses who were working on

F 308
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F.309 | Continued From page 28 - : Faos! A .
- the facility's policy and procedurs for Coordination ’ ‘ - ;
1 of Hemodialysis Sarviees along with the procass i . ,
| to follow for residants attending hemodialysis ; ; . . E ,!
| &nd/or eny other life sustaining services from |
j outslde entities. The test included the process for ;
 refusals 2nd care plan modifications. The toal g
! being utilized was the "Hemodialysis ; \
| Communication Education Validation for Licensed | i
| Nursas," Each assigned nurse was required fo i |
| complete the test every shift they warked until the
' Immediate Jeopardy was removed and then five
| times per week for two waeks, waekly for ona : ! |
| month, and then monthiy for thres months, The -
| ADON walld provide re-education immediately f
. @s needed, and if the nurse was not cumrently at i
| wark, then the nurse would be re-educated by the |
i ADON prior ta the next scheduled shift.

- \

' The Unlt Managers will conduct Quaiity , i |
maniering of e care plan modification pracess . i

| utilizing the 24-hour repart. new physician's ‘ \

orders, and the Summary of Resident Candiior :

and ESRD Communication forms five times & i

| week for three months to ensure care plans ; | ‘

| reflect rasidents' conditions aceurately, The Unit i i

| Manager will provide re-education immediataly as f ;

r needed to the licensed nurse If he/she s at work, | ! 5

i Ifthe nurse is not at werk, he/she would ba ! ; [
re-educated by the Unit Manager prior te the rext

scheduled shift. The DON will review Quality |
! Improverment manitaring taols five timas = week ;
| for three months, i [
! j |
| The DON will report the results of the Quality ; [ . |
| Imprevemant monitoring to the Quality ; ! .
i Assuranee/Parfermance Improvement Committee f J
l rmanthly for three maonthe for somtinued I . :
[' coempliance andlar revision, i } . f
[ !
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[ b i ) Tw oo

| The Reglonal Director of Clinicat Servises will

| cenduct Quaiity Improvement menitoring of the | .
facility's Quality Assurance/Performancs e e |
Improvement process monthly for thrae menths | ' ,
for continued substantial compliance and/or | {
revision, : i i

» —The State Survev Agency validated the - : )
’ corrective sctions taken by the facility as fallows: - i |

| Areview of the progress notes for Resident #7

| dated 03/26/15, #t 545 AM revealed the residant
; was complaining of "shortness of air," the E
% physician was nctified, and on G3/26/13, at §:10 : '
| AM, the resident was tfransported to the hospital i f
by ambulance, ' ,

| Areview of the hospital record for Resident #1 ‘
| ravealed the resident was admitied to the hospital ; ; |
' on 03/26/13, received dislysis services at the ' ! |
 hospital, and was readmited back 1o the facility | | |
i on 03/29/13.

i An interview conducted with LPN #8 on 04/08/12,
a8l 4,35 PM, revesled she was rasponsible for

| sssessing Resident #1 on 03/26/13, ot 5:45 AM,

« The LPN stated the resident complained of

| "shortnass of air’ when the resident had been .
| awakened to get him/her ready for diatysis, The : ( f

LPN stated sha then called the physician znd
I received a physician's order {0 send the resident
. [-to the hospital far further evaluation. The LEN
stated sha then notified the resident's guardian
and the ambulance service and the residant |af

| ; !
[ the facility by embulance at 8:10 AM. ! : | |

! Co ‘ o ’
| A review of the comprehensive care plan for : [
!
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.~ F 300 .[ Cortinued From page 30

| Resident #1 revealed on 04/04/13, it had been

' updated by the ADON to reflect the days of the

i week the residant was fo attend dialysis

| (Tuesday, Thursday, and Saturday), Residant

. #1's care plan had further been updated on

| 04/06/13, by the ADON to reflect the rasident's

| dialysis days wouid be changing beginning on

y 04/08/13, to reflect the resident would be golrg to
I dinlysia on Monday, Wednesday, and Friday,

| The care plan had been updated on 04/08/13 1o
j reflect interventions related to refusal of dialysis
[ freatments. The care pian slso contained a

| "Refusal of Dialysis Approach Guide” dated

" 04/05/13, by the ADON, :

‘-l A raview of a nurse's nots revealed vitsl signs

twere taken on 04/04/1%, for Resident #1,

. Resident #2, Resident #3. and Resident #4 who

i were all the residents in the facility whe required

; dialysis servicas. All had been assessed by the

| ADON to be stable,

j A review of a facility census iist revealed afl
dialysis residents were reviewed for thair
scheduied days of dislysis, their dislysis

i companies, and {ransportstion schedules per

their physician's orders. This was signed and

dated by tha ADON on 04/04/13,

i A review of u dialysis schadule revealed the

| scheduie contained Resident #1, Resident #2,

" Resident #3, and Resident #4's name, scheduied
, dialysiz days, dialysis companies and phone
numbers, nephralogist names and phone
numbers, and the resident's transportation

i campany and phone numbers,

{ Areview of the semprehensive care pians for

H
T

F 30.‘3,

i

i © . DEFICIENGY)
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F 302 i Continued From page 31 - : F 309 - . |
 Resident #2, Resident #3, and Resident 4 ‘

’ reveslad the care plans were reviewed on T ! w -
| 04/04/43, 04105/13, and 04/08/13 by the ADON, . ! i : ' ‘

LAl four residents' comprehersive plans of cara © l :

, have been revised and contained the date the - ! i : /

| residents were scheduled for dialysis, The care .- | | s ! i

' plans also contairied a "Refusal of Diglysis . -

| Approach Guide." | J (

' 1

. Areview of in-service rosters for the facility's l ; J

! licensad nurses on 04/04/13 reveslad ail nurses |

| waire in-serviced on the changes to tha dialysis
rasidents’ schedules.

| Areview of 2 fist dsted 04/05/13, and 04/08/13,

| and signed by the DGN, ADON, Unit Manager #2, i ! J

and Unit Manager #3 revaaied tha

J comprahensive plan of care for ail residents i

the facllity had been reviewed andfor revised
either on 04/05/13 or an 04/08/13.

A revizw of In-service rosters dated 04/03/12 and
| 04104/12, revealed all licensed facility nurses had
{ sttended an in-service regarding the facility's !

policy and procedure for "Dialysis Communication - ‘ C
 for Cantinity of Cara," the fasility's paolicy and ‘
| procadure for the "Coordination of Hemodialysis ‘

Services," "Summary of Resident Candition and : ; i
| ESRD Communication Form.” and e arocess to i ; (
 follow for residents attending hemodialysis and/or - j ‘
| servicas with other ife sustaining cutside enties, | | | |
; The in-sarvises alsa educated the steff regarding - : .

' the documentation of refusals on the 24-hour [ P |
| report, Co i |
. ) |

|

‘ A review of the minutes of an ad hoc Quality I
Assurance/Perfarmance Improvement meeting .
datad 04/08/13 revesled the new process for ! }
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PARKVIEW NURSING aHD REHABILITATION CENTER

- . I

|
|
F 309 ; Continued From pags 32 .
' dialysis cornmunication was discussed by the. i
: committee ahd approved, - : ’ co L ’
; . ,. | ‘ . .
, ATeview of a new empioyee orlentation packet | l
| rovealed afi new licensed nurses would raceive ‘
| ir-services in oriantation regarding the faciity's ' |
| policy and procadure for "Dialysis Communication !
, far Contnuity of Care," the facility's polioy and ;
" procedure for the "Coordination of Mermadialysis ’ .
Servicss," "Summary of Resident Candition and | ] }
| ESRD Communieation Form," and the process to i |
E follow for residents attending hemodialysis and/or ! i
i s&rvices with aother life sustaining outside entifies. :
The in-services would also educats the nurses
| regarding the documentation of refusals on the j
| 24-hour report 5

F309)

|
1
\
'Areview of a letter dated 04/04/13, and signed by | i .
r

] the facifity Administrator and the Clinic Manager
of Dialysis Center #1 which was used by Resident i !

! #1, revealed the Administrator had met with the i

i Clinic Manager and discussed 2 plan and process . 5 ‘

! regarding documentation for sammunication that : , |

| would be sent from the facility to the dialysis ;

| centar and the dialysis center would then :
complste documentation 1o acsampany the

residert back to the facility. ‘

| Areview of a lotter dated 04/04/13, and evidenca
I mailad to Dialysis Center #1, Dialysis Center #2, ! : J
. and Dialysis Center #3 on 04/06/13, revealed the { D .

J Administrator requested that all dialysis canters |

! provide timely written communication for esch l

‘ resident’s visit The letter requestad that &l | ‘ J
i pertinent information be placed on the '

E sorrmynication form and returned with the i : |
_“ residert as well 8s any deviations from the . | ; g [
' resident's establishad dialysis schedule. '
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0N 04110/13 at 12:20 PM on the Thirg Floor,

- 0471013 at 3:55 PM on the Fourth Fioor, and
04/10/13 &t 3:55 PM on the Fifth Floor, dizlysis

' scheduies were observed in the nurses’ stations

« which contzined the names of aii dialyais

| residents, acheduled dialysis days, diziysis

i cormpanies and phore numbers, nephrologist

| Dames and phone numbers, and the resigants'
transporation companies and phone numbers,

- Inteviews conducted with Dialysis Center

| Manager #1 on 04/10/13 at 8:25 AM, Dialysis

E Center Manager #2 on 04/10/13 at 8:13 AM, and

" Dialysis Center Manager #3 on 04/40/13 at 9:30

| AM, reveaiad they had afl spoken with the

| Administrator and she had informed them if the

| eanters did not retum z communication form with
the resident the faeility would be immediztely
notifying them ta fax it io the faciiity.

;‘ A review of an in-service roster datad 04/0513,

i reveaied the Vice President of Clinical Services
had provided an in-service to the DON, ADCN,

[ Unit Manager #2, and Unit Manager #3 regarding

- reviewing the Z4-hour report | physician's orders,

i Resident Condition and ESRD Cormmunication

" forms. They were instructad that these were to

| be reviswed daily five times par week in the

| moming meeting to ensure goouracy andfor

| revise the resident's care plans accordingly.

t They were In-serviced to refiect that the facility
currently had no residents who were going fo

- dizilysis on Saturdays, but in the avent they did,

| the Customer Care Liaison, who was currantly

| e MDS Nurse, wouid be resporsible for

' reviewing the 24-hour report, new physician's

| resident refusals, 2nd newly retumed Summary of

Py ——— OM&a NO. 092 0394
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F 30€ | Continued From page 34

j orders, and newly returnad Summary of Resident
! Condition and ESRD Communication forms.
“They were instructed that thesa ware o he
Lteviewed dally five times per waek in the morning
| Meeting to ensure accuracy and/or revise the

| residente’ care plans accerdingly,

| Areview of an in-semvice roster dated 04/06/18,
revesled the Ragional Vice President of

i Opertations in-eerviced the Administrator on

! Substandard Quaiity of Care along with the

i administrative procass, The Adminisirator was

| Instructed the Regional Viee President of

' Operations and or the Regional Director of

| Clinical Servicas wouid be providing overzight to

| ensure faciity staff was providing quality of care

| and services to the facility residents.

| Areview of the Quality Assurence/Perermance

i Improverment tool which had been completed by

' the Unit Managars beginning on 04/07/13
revealed the too! reviewed the 24-hour report,
new physician's orders, Summary of Resident

~ Condition, and ESRD Communication forms five

| times a week o ensure care plans reflected

| residents' conditions accurgtely. The Unit

. Managars had complated the toal, and the tool

"had been raviewed by the Regional Director of

| Clirical Services and the DON,

]

,‘ A raview of a test being utilized by the facility

: beginning on 04/05/13, revealed the test covarad
. what the staff was expectad to do with rasident

| refusals to attend dialysis, communication with

| the dialysis centers, whare and how to document
 information, and updating the resident's plan of

[ compisted with licensed nursas every shift gnd

care. Dogumentation revasled the test had baen .

|
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F 309 | Continued From page 35

I education was given to the nurse regarding every
| Missed question. Documentation revealed the

’ lests had been reviewed by the Regionai Director
f of Clinical Services andthe DON,

' Areview of & Quality Assurance/Perfatmange

. Improvement tool which had been compisted by

| the Unit Managers beginning on 04/07/13

' revealed the Unit Managers had bean reviewing
the 24-hour report for resicent refusals of

| hamodiialysis services or services with ather iife
sustalning entities. There was documentation on

i the toota where they had baen reviewed by the

' Regional Director of Glinical Services and the

J DON,

' An intarview on 04/08/43 at 1110 AM with the

| Medical Diractor revealed she was notified an

1 04/06/13, of the Immediste Jeopardy by the

{ Administrator, The Medicai Director stated she

| attended the monthiy Quality

| Assurance/Perfoimance Improvemant meetings,

!i and alsa reviewed all poficies and procedures.

i The Medical Director stated she was availabie

. 24-houra a day and did not have a call schedule,

interviews conducted with LPN #1 on 04/09/13 at

| 5:15 PM, LPN #2 on 04/09/13 at 5:40 PM, LPN

i #13 on 04/09/13 at €:10 PM. LPN #10 on
04/08/13 at 6:25 PM, LPN #5 on 04/10/43 at 2:50
AM, LPN %8 on 04/10/13 2t 10:00 AM, LPN #11

i on 04/10/13 at 10:20 AM, LPN #12 on 04/ 013 at

{ 1030 AM, RN #2 on 04/10/13 2t 935 AM, and

- RN#3 on 04/10/13 at 1005 AM all revealed they

1 had besn provided in-services by the facility

| related to communisation farms with the facility

i ahd outside entities providing servicas to the

] residents, and on the dialysis palicy and

F 309 = "
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F 309’ Continued From page 35 . i F 309!
H | 1
g procedures. The nurses also stated they had ‘
baen required to taie a test every shift related to -
| dialysis and communication, The nurses stated - : ;
they are required to update all resident care plane
] with &ny new orders and changes. The nurses
| stated thay are required to complete a k ‘ ‘ !

PARKVIEW NURSING AND REHABILITATION CENTER

| communication form to send with a resident to ;
{ the dialysis eenter ang if a communication form I { |
. did hot accompany the resident back to tha \
facility, they were required to netify the fadility to f ! r
i send the form by fax, The nuraes statad there ’
E was 2 list located at every nursing atation that J ‘
| contained the schedule of all dialysis resigents : i ’
* along with the name of the dialysis center, | :
| nephrologists’ nameas, mode of fransportation , .
required by the resident, and all the phone i IJ ’
! numbers, The nurses aiso stated ail dialysig f !
. Fesident care plans ineluded a list of interventicns '
| touse ¥ & resident refusas 16 go to dialysis. i J
J Interviews conducted with Unit Manager #2 an i 5 '
1 Q4/08/13 at 6:0C PM, and Unit Manager #3 on ‘ : |
§ 04710/13 2t 10:30 AM, revealed they ware ‘ ; i O
’ required to complete Quality :
- Assurznce/Performance improvemeant tools . i
| regarding reviewing the 24-hour report, all new :
physiclan's orders, daily communication sheets. [
| &nd care plans daily five timas = week, They i |
| staied these were reviewed In the morning P
i meeting. Tha Unit Managers stated if any issuas
| were identifisd staff would be in-servicad | !
! irmmediataly or prior to their next schaduled shif: if i | i
 they were not on duty, \ ; '
i An interview cantucted with the ADON an ! i ' i} ‘
‘ 04/09/13 at 2:20 PM, revesled she had assessed - ! |
Resident #1, Resident 2. Rasident #3, and - .
[ Rasident #4 on 04/04/13, and had assessed all ' i‘ |
i . .

L
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PARKVIEW NURSING AND REHABILITATION CENTER

i i
F 309 | Confinued From page 37 ‘ F 308 |»
. j four residents fo be stable. The ADON alss i ‘ :

| Stated she had reviewed/updated the care plans ; :
! for Resident #1, Resident #2, Residant #3-and i L
| Resldent #4 on 0404113, and sgain on G4/05/13 P

' |

' and 04/06/13. The ADON stated sha had

| provided a test to every licansed nurse evary shift i

| they worked regarding managirg dialysis, putsids !

i entity communication, care planning, end resident ' .

'refussis, The ADON stated she provided : ‘ ‘
|

! education for any missed question, The ADON
| Stated these ware reviewed in the morning f |
|' maeting as well as by the DON. The ADON i
| stated if the nurse was not currently at wark, the :
- educetion would be provided prior to the next |

' scheduled shift The ADON stated Unit Manager i

! #1 was no longer employad by the facility.

]

| An interview conducted with the weekeand MDS
{ Nurse on G4/10/13, 2t 2:26 PM, revealed she was 1
the Customer Service Lisison on Saturdays, and i | ’
!
|
|

in the event & resident would be scheduled for
| dialysis on Saturday she was responsible for i
| reviewing the 24-hour rapart. communication '
forms, any new physician's orders, and the care ,
plans for any updstes, The nurse stated that . , |
 Surrently no residents were scheduied to go 1o \

! dialysis on Saturday. [ '

| |

| An interview conductad with the DON on 04/10/13
" at 2:45 PM, revealad she was ssisted in i J
| reviewing and revising all resident current sara : 1
E plans and helped to review and revise Resident |
: #1's care plan. The DON stated she assisted ] |
i with the nursing in-zervices regarding the facility's . ‘ ]
| paliey and procedure for "Dialysis Communication : I ;
| far Continulty of Care " the facility's policy and P l
| procedure for the "Coordination of Mernod ialysis S .
; Services," "Summary of Resident Candition and | }

]
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1 ESRD Communication Farm," and the process to ;o o . '
+ Toliéw for residents aftending hemndialysis and/or - ! < e I
} semvices with ofher life sustaining outsida entities, ' o
: Thein-servicas also educated the staf regarding ‘ Co D |
| the documentation of refusals on the 24-hour ‘ ' ‘ |
Lreport The DON stated she also reviewed ali the | |
| Quality Assurance/Performance Improverment ; !
' tools that had bean put in piace, atong with the a i
| tests that wers being taken by the nurses, The '
DON stated she had attended an in-service given '
' by the Vice President of Clinical Services .
‘! regerding reviewing the Z4-hour raport, ali new i {
physician's orders, daily communication sheats, | : i
and care plans daily five times a week to ensura ; i (

| residents were being provided with quality care
| and services. The DON stated if it had besen

| ioentified that a care plan had not bean updated i
| O & communication shest or physician's order : f
- had not been followed through, sducation would |

| be provided to the nurse. T ' |

| An interview corducted with the Administrator on : \
| 04/10/13 at 3:35 PM, revealed she had been ! ! |
| In-servicad by the Regional Vice Presidant of i !
' Operations on Substandard Quzlity of Care. Per 1
| Interview, the Regional Vice Prasident of | ;
[ Operations and the Regicnal Director of Clinical I ; |
| Services would be reviewing all Quality ; '
Assurance/Performance improvernant dats and _
attending all Quality Assurance/Perfarmance f l
Improvement meetings for at ieast three months. ‘ ’
| The Administrator stated she had mat with i : i
| Dialysis Ciinic Mansgar #1, and had talked by 1 : i
|
i
[

| Phone with Dialysie Clinic Manager #2 and | |
Dialysis Clinic Manager #3 and had sent a letter F |
1o alt three clinics. The Administrater stated the '
| clinics were informed they raquired the dialysis - .

i canter to notify the facility for any change in the
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[‘ resident's dialysis schedule and to inalude the Lo , T
- ! information on the communication form, The R o i

PARKVIEW NURSING AND REHABILITATION CENTER

Administrator stated she had informed the . , .
j dialysis centars the facility wauld send 2 b ' L=
| communication form with the resident o the P | _
) dialysis centsr and a communication form would S ' ]
need to be sent hack to the facility with the .
i resident. Per inierview, if a cammunication form
| did not raturn with the resigent to the facility, the L | |
| facliity wouid be calling the diaiysis center to fax a i [ f
| Communication form to the facility, ;' ’

" An interview condustad with the Regionzl Director
' of Clinical Setvices on 04/10/13 at 3:00 P, . ; ;
: revealad she had been at the facility daily since E 5
| the Immediate Jeapardy had besn idsntified and ! ‘
{ would be in the facility daily unti the Immediate |
! Jeopardy was removed, The Ragional Director of ;
 Clinicat Services stated she tolred the facility | i
daily t¢ ensure staff was providing quality care ‘ ; 1 ;
and services as it had been stated in the ADC.
i The Reglonal Director of Clinical Servicee stated i . ]
she toured with the AQC in hand, reviewed at . i |
- Quality Assurance/Performance improvemert o i |
tools that had been put in place and if any }
‘ negative outcomes were identified, provided
education to staff, The Regional Director of
i Clinical Services stated she also would be ; ’
! sttending the morithly Quality - :
| Assurance/Performance Improvemeant meetings - i
 te provide oversight : | : : |

| An interview conducted with the Vice Presidant of | ]
Clinical Services on 04/10/13 at 3:10 PM, P , ' [ :

 revealed an 04/05/13 she had provided an | ; ' '

1in-service to the DON, ADON, and the Unit T

E Managers regarding reviewing the 24-hour repen, 1 o co [

. all n2w physician's orders, daily communication

J i i
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| sheets, and care plans daily five timags a week ta_.

| ensure residents wera.being provided with quality,

| care and services. The Vice President of Clinical-

' Servicas statad i it was identified that g carg pian-

| had not been updated or & communication sheat

| or physician's arder had not been followed
through, education would be provided o the

' nurse. The Vice President of Clinical Services

| steted she, the Reglanal Director of Ciirical

[ Services, or the Regional Vics President of

i Operations would he providing a daily presence in

[ the facility umtil the Immediate Jeopardy was
removed,

An interview condusted with the Regional Vice

Prasidert of Operations on G4/10/13 at 320 Pm,

revesled he had provided an in-service to the

Admiristrator o 04/08/13, ragarding

" Substandard Quaility of Care. The Regional Vice
President of Operations stated he, the Vice

[ President of Clinical Services and/or the Regional

+ Director of Clinical Sarvices had maintainad a

1 presence in the facility daily and would continua

[ to do so untif the immediata Jeopardy was

i removed. The Regional Vice President of

| Operations stated he would also be reviewing all

! Quality Assurance/Peiformance Improverneant

| dzta, and would be attending all Quality

| Assurance/Ferformance Improvement meetings

 for at least three months with the first masting

| scheduled for 04/16/13.
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