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F 000 { INITIAL COMMENTS F 000 Resident #1- the audit on resident care
plan after fall showed that resident
An abbreviated survey was Initlated on 06/11/13 did not have a lap tray/pommiel cushion
and concluded on 06/13/13 invesligating KY In place as care planned, On 6/6/2013 The
#23300‘ The Division of HBE';h Cara resldent was evaluated by Physical Therapy
glkée ztantlaled the allegation wilh defisiencles and the lap tray and pommet cushlon was
. ] isconti
F 262 | 483.20()(3)(l) SERVICES BY QUALIFIED F282 e whte e vostaons P
=D | PERSONS/PER CARE PLAN
85D ¥ CAR wheelchair, The Resident's care plan was
Tha services provided or arranged by the faollity reviewed and revised on 6/6/2013 by the
must be provided by quallited persons In Director of Nursing, Also on 6/6/2013
accordance with each resident's written plan of Interventions of the resident’s care plan
care, ' Were Reviewed by the Unit Manager and
determined that all interventions were
in place and being followed,-
This REQUIREMENT s not met as evidenced 100% of residents plans of care
by: were audited and direct rounds
Based on record review, interview and polloy were made by the Interdisciplinary team
reviaw it was determined the facility fafled to on 7/2/13-7/19/13 which include the
follow the comprehensive plan of care for ohe (1) Director of Nursing, Assistant Director
of four {4} sampled resldents, Resldent #1, The of Nursing/SDC, MDS nurse,
facility reported Resident #1 did not havs an Social Services and Dietary Manager
ordered lap tray or pornimel cushion (devices to Insure residents are receiving care
used fo prevent falls and for postural supportin a as care planued, Any interventi "
wheslohalr) afflxed to histher wheelchalr and fell ol woers e e
from the whesichalr on 06/04/13 sustaining an 1 place weve immediately corrected.
abrasloh lo the forehead.
. In-service of nursing staff frem
The findings Include; 7{2/2013 - 7/19/13 by the
. Director of Nursing and Assistant
A policy was not providad regarding following a Director of Nursing/SbC
fesldent's comprehensive plan of care. on following all care plans and
Insui .
Roview of Resident #1's record revealed the ;;z?‘;;?‘gt.:ar:;fhﬁng] pmv;de‘i o the
facllity admilted the resident on 11/21/11 with P piang o care,
. diagnoses of Advanced Alzhalmers Demsnlla
[ABORATORY DIREZTPRS R AROVIDER/SUPPLIER REPRESENTATIVESS SIGNATURE TITLE ) (erosve
\I(\ % /M . s *M/ﬂﬂﬂ-ﬂ!%’?‘“ X 7/)5!’3‘

olher safeguards proyide sufficiant prolection to the patlenls, (Seo Insiructlons,) Except for nursing homes, the fndlngs sialed above afe disclosable 90 days

Any deﬂcfenc{ ala!e?lt é'ndlng,w!lh an asfarlsk {*) denolas a deficlency which the inslitulion may be excused lrom correcting providing it is deteimitied (hat

followlng the date ofusvey witethor or nol a plan of correcllon Is provided, For putsing homes, the above findings and plans of correction are disclosable 14
days following the date thesa dooumenls are made avallable to the facilily. If deficlencles are cllad, an approvad plan of correctlon |

program patlicipaiton,

qulsil

T

o contln d -

FORM CM&&?{M-QQ} Pravious Voralons Obsolelo

S

Evant IDiLNMTE

Facitly 10; 100233




PRINTED: 06/26/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND P AN OF CORREGTION IDENTIFIGATION NUMBER: A, BUILDING COMPLETED
L) ’ c
185179 B. WING - 06/13/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
§000 HUNTING RD,

SIGNATURE HEALTHCARE AT GLENVIEW

LOUISVILLE, KY 40222

) 1D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORREGTION (X6}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFFRENGED TO THE APPROPRIATE bATE
DEF{GIENGY)
F 282 | Confinued From page 4 F 282
with Behavior and Hypsrtension, Review of the: D.  Aweekly review of 30% of all
comprehsnsive plan of care for Resident #1, care plans and corresponding
dated 08/21/12, revealed Resldent #1 required observation rounds will be completed
the on-going use of a lap tray and pommel by the Director of Nursing, Assistant
cushion as asslstive devices when up in the . ‘ Director of Nursing/SDC and
wieelchalr, Revlew of the Minimum Data Set {a Unit Managers to insure the

comprehensive assessment tool for nursing
facflity residants), dated 08/25/12, revealed the
facilily asssssed Resident #1 as having a score

plans of caref care plans are being
followed in the delivery of residents care.

of thrae (3) (severe cognilion loss) and on ‘This review will be completed for

04716713 the facillly determined Resldsnt #1 4 weeks, then monthly thereafter

could not be scored due to his/her Inablilty to for 4 months, Results of all reviews

complete lhe interview requlred for scorlng will be submitted to the Quality

cognitlon. Revlew of the current Certifled Nursing Assurance committee for

Asslstanls care report revealed Resident #1 was Further audit or action until ongoing

to have a lap lray and a pommel cushion affixed . compHance has been determined by

to histher wheslchalr when up in the wheelchalr, the QA committee for three reviews. —

Review of (he nursing notes, dated 06/04/13,
revealed Resldent #1 fell from the wheelchalr on
that date and was sent to the emergency
departmant per physician order for an avaluation,
Furthar revisw of {he nursing notes for Resident
##1 revealed no lap tray or pormal cushion were
used at the time of the fall. Review of emargency
department notes for Rasldent #1, dated
06/04/13, ravealod a hegative scan of the head, a
naegative cervical eplne x-ray and an abraslon fo
the forshead.

interview with the Cceupatlonal Therapy Alde, on
06/11/13 al 1:20 PM, revealed Resldent #1 had
haen assessed as neading the lap tray and the
pommel cushion when in the whealchalr prier {o
the 08/21/12 comprehensive plan of care, bul she
statad those rbcords weye not avallable as they
had been stored away from the facliity, The
Cceupalional Therapy Alds revealed the fap
buddy vrould serve to prevent a fall from ths
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wheelchalr for Resident #1. She further stated
she was unaware of any other occupational
therapy assessments compleled for Resident #1
until after his/her 06/04/13 fall from the
wheelchalr,

interview with Certifled Nursing Assistant (CNA)
#4, on 08/11/13 at 1:20 PM, revealsd sho was
assigned to Resident #1 on the date of the fall
and sha knew the lap {ray and the pommel
cushion ware not in use at the time of the fall,
CNAT4 revealsd she had not seen Resldent #1's
lap tray and pornmel cushlon for several months
and had agsumed they had been discontinuad,
She stated she was fo follow the CNA care report
but she was unaware the lap tray and pommel
cushlon were siill on the care repert. She further
staled she did nof remember the {acllity having
tratned her on how ofien to review tha resident's
cate report and she stated she would [ook at the
care report when sha fell sha needed to,

Interview with Reglsterad Murse {RN) #1 revealed
he was passing medications af the time of
Resident #1's fall and heard ths alarm on his/her
chalr, He slated when he looked to the alarm he
saw Resldent #1 on the floor and a tap tray and
pomnie! cushion were not on the wheelshalr, RN
#1 further stated Resldent #1 was awake and
alert but had bleeding from an abraslon to the
forshead, RN #1 revealed he provided first alde
to the resident and callsd the physlclan for the
order to send the resident lo the hospital. He
stated he had cared for Resldent #1 for several
months and had nol seen the lap fray or pommel
cushlon in use., RN #1 rayealed he was aware
each resident had a comprehensive plan of care
and knew it was to be followed, but he did not
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know Resldent #1 had the lap fray and pommal
cushlon on histher plan of care.

Interview with CNA#B, on 6/12/13 at 1:30 PM,
ravealed he had not ssen a fap lray or a pomimel
cushion used for Resident #1 during the past
month and he was unaware |t was ctrrently on
Reslident #1's CNA care reporl, GNA6 rovealed
he remembered seeing those asslstive devices
usad for Resldant #1 abaut one year ago.

Interview with the Director of Nursing, on
06/13/13 al 4:66 PM, revealed the nursing staff
did not follovs the comprehensive plan of care for
Resident #1 and they should have, She Indicated
she was ultimately responsible to ensure the
nursing staff followett the comprehensive plans of
care for all of the residents; howaver, she had
only heen at the facllily for four weeks and had
not had time lo review alf of the residents’ plans
of oare.

F 323 | 483.26(h) FREE OF ACCIDENT F 323
85eD | HAZARDSISUPERVISION/DEVICES )
A, Resident#1 was evaluated by

The faclllty must ensure that the resident Physlcal and Occupational Therapy
environment remalns as free of accldent hazards ot 6/6,/2013. At this tima the

as Is possible; and each resident recaives )

adequate supervision and asslislance devices o
prevent accldents,

lap tray and pomiel cushion order
was discontinued and a thrust
cushion was put in place as erdered
for fall prevention/wheelchair
positloning.

This REQUIREMENT s not met as evidsnced
by:
Based on Intarvlew and record review, It was
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Rasident #1 required the use of a lap tray and
pommel cushlon as assistive devices when up n
{ha wheslchalr. Review of the current Cerlilfed
Nursing Asslstants care report revealed Resldent
#1 was to utilize a lap tray and a pommel cushion
when up In the wheelchalr, Review of the nursing
notes, dated 06/04/13, revealed Resident #1 fell
from the wheeslchalr on that date and was sent to
{he emergency departmont for an evalualion per
physiclan order. Further revisw of the nursing
notes revealed no lap tray or pommel cushioh
was used at the Hima of the fall. Review of (he
emergancy department notes, dated 08/04/13,
revealed a nagative cervical spine x-ray, a
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determined the faclilty falled to ensure asslstive Were audited and direct observation
devices were ulilized to prevent accidents for one rounds were Made on 7/2/13 - 7/19/13
(1) of four (4) samplo reskients. Resldant #1 fall by the IDT team which Include the |
from histher wheslchalr on 06/04/13 and Director of Nursing, ADON, i
suslained a minor injury duse fo the staff not MDS nurss, Soclal Worker, Dietary Manager
following tha resideni's comprahensive plan of 10 insure residents have devices as ordered
care regarding use of asslstlve devices, Inplace and are receiving care as care |

planned and their environment is free
The findings Include: of accident hazavds. Any interventions
A polley regarding use of assistive devices and not i place/identified were corrected.
protection of residents from accidents/hazards
was not provided, C.  In-service of Nursing staff completed

By the Director of Nursing and
Revlew of clinfoaf racord for Resident #1revealed Assistant Director of Nursing/SDC
the faclilty admilted the resident on 11/21/11 with 7/2/13 - 7/19/12 on following
g'agﬂf-‘sl@s “llci"]lusdif;g F\td‘fa“%eg NZ?{eim?f’s care plans and ensuring care is baing

ementla with Behavlor and Hypertension, ; ;
Revlew of the Minimum Data Set (MDS) dated f;;‘;f;?ﬁ::l?;ss[rs;::,i:wk;s a";i
04/16/13 revealed the facllily assessed Resldent grderec per the pans
#1 as not abls lo he scored dua to hisfher inability of care and ensuring enviranment is
fo cornplete the Interview raguired for scoring free of accident hazards.
cognition. Review of the comprehensive plan of
care for Resident #1, dated 08/21/12, revealed _
D, 100% audit by DON/ADON/Unit Manager

Of all residents with fali prevention
devices dally X5 days, then 2x a week

for 1 week, Then 1 time a week for 1 week,
then Monthly to insure all ordered devices

Are being used and in place, Results will
be submitted at the monthly QA meeting
until Substantial compliance has been
Determined by the QA committes

For three consecutive reviews then

10% of residents monthly will be

Monitored to insure compliance, 07/22{13 -
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negative scan of the head and an abrasion lo the
forehead.

Interview with the Occupational Therapy Alde, on
06/11/13 at 1:20 PM, rovealed Resident #1 had
bean assessed as requiring the use of a lap tray
and a pommel cushion when in the wheelchalr
prior to the 08/21{12 comprehensive plan of care.
However, those records were nol avallable as
they had been slored away from the facllity. The
Oceupational Therapy Alde revealad the lap
buddy would sarve lo prevent a fall from the
whaslohalr for Resldent #{ and a pormmel
cushlon would serve fo keep the resident from
sliding out of a whaelshalr,

Intervisw with Certiftad Nursing Assistant (CNA)
4, on 0611113 af 1:20 PM, revealed she was
asslgned to Resldent #1 on the date of the fall,
she knew the lap tray and the pormnel cushlon
ware nol In use at the tims of the fail, CNA#4
revealed she had not seen Residant #1's lap {ray
and pornmel cushion for several months and had
assumed they had been discontinued, CNA#4
stated she thought the resident could not fall frem
the wheelchair If the lap tray was In place and she
was unaware of any other falle for Resldent #1
from the wheelchalr, She did however reveal
Resldent #1 had been sliding in the wheeichalr on
soveral occasions In the past cotiple of months
and she had reperted that to the charge nurse,
CNA #4 stated she had been fralnad by the
facllity in acclident prevention,

intervisw with Ragistered Nurse (RN} #1, on
08/11/13 at 2:46 PM, revealad he saw Resldent
#*1 on the floor after the fali on 06/04/11 and a lap
tray and pommel cushlon were not on the
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wheelchalr af that lirme, He stated ho had cared
for Resldent #1 for several months and had not
seen the lap tray or pomme? cushlon in use. RN
i+ stated he compleled the Situation,
Background, Assessment and Request form
usad by the facllity after an incident/accldent and
gave that fo the Direotor of Nursing. He stated
that was a tlocument used to yaduce acclidents In
the facillly and he algo stated he had been trained
on aceldent prevention by the facllity upon hire.

Interview with CNA#6, on 6/12/13 al 1:30 PM,
ravealed he had not seen a lap iray or a pommel
cushion used for Resldent #1 during the past
month and he was unaware it was currently on
the resldent's CNA care reporl. CNA#6 revealed
he rememberad seelng those assistive devices
used for Resldent #1 aboul one year ago, He
indicated he thought the pammael cushion and the
lap tray would help pravent a resldents falt and
he had been trained by the facllity fo utllize
rasidents’ assessed assistive devices to help
pravent falls.

Interview with the Director of Nurslng, on
068/13/13 al 4:56 PM, revealed the nursing staff
did not follow the comprehensive plan of care for
Resldent #1 which might have prevented the
resident's fall, She indicated the nursing staff
were fralned on accldent prevention to include
use of assislive devices and the Situatlon,
Background, Asseasiment and Request forms
were reviewsd each day in a'clinical meeling’
which wotlld assist in accldent preventlon. She
indlcated ghe was ulltimately responsible to
snsure the nursing staff didt evarything possible to
provent resident accldents; however, she had
only been at the facility for four weeks and had
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not had time to review all of the resldents’ plans
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