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An abbreviated survey wag Inltlated an 08/27/13
and concluded on 08/30/13 1o investigate
KY20822. The Divislon of Health Care
substantlated the allegation with deflclencles
clted,

F 309 | 483.25 PROVIDE CARE/SERVICES FOR
g5=p | HIGHEST WELL BEING

F 309

Each resldent must racelve and the faclity must
provide the necessary care and garvices to atiain
or malntain the highest practicable physlcal,
mental, and paychosocial well-bslng, In
accordance with the comprehensive assessmant
and plan of care.

This REQUIREMENT I8 hot met as evidenced
by: . )

Based on Interviews and recard reviews § was
determinad the facliity failed to obtaln a base line
assessment of a resldent's oxygen level, monitor
the 02 saluration when the resldent bacame
anxlous and convert the resident to the proper
oxygen equipment as ordered by the physlelan tor
a tracheostomy for one (1) of six sampled
residents, Resident #1.

The findings Include!

Interview with the DON, on 08/28/13 at 8:10 AM,
revealed the staff member should have changsd
the Ventur] Mask to a trach collat, Nuralng staff
work 12 hour shifts, She had no concerna that the
admitting staff member dtd not do trach care or
auction the resident from the time of agmission

Resident 1 was found to have
been affected. Resldent #1 was
converted from Venturl Mask
to the Trach Collar on 08/17/13
by the Respiratory Theraplst,
Resldent #1 was discharged
from the facility on 0B/21/13.

Each resident of the facllity recelving
Resplratory services had the
potential to be affected. A complete '
audit of the facllity resldents receiving
any type of respiratory services was
conducted by the Diractor of Nursing
JAssistant Director of Nursing/SDC and
Unlt Nursa Managers by 9/20/13 to
ensure that the correct equipment was
in place, resplratory assessment
completed, 02 saturatlons completed,
and the physlclan orders ware being
followed appropriately. ARy Issues
identifled/noted were clarifled with
the physiclan to ensure that care was being’
provided as ordered,
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F 308 | Contlnued From page 1 F 309 Thefacllity will put In place the following
on 08/16/13 until the end of her shift on 08/17/13 Mmeasures and systematic changes for
at approximately 6:30 AM. . The resldent had contlnued compllanca. Alt facllity nurses
bsen admitted approximately 1,5 hours Into the on staff were educated by the Director of
041 6113 nlgh! shift. Nurslng, Assistant Director of NUfS'anSDC,
Nurse Consult
Interview with Nurse #1, on 08/28/13 at 4:20 PM, o ant by 09/20/13 an following
revealed new hiras wers not In-serviced on 02 Physiclan ofders, resplratory assessments,
therapy or O2 devices during orlentation. Sha had 02 saturations and the use of proper respiratory
dane an In-service for the pursing staff several equipment Including oxygen and tracheostomy
weeks ago (no dale was glven), She provided care. The Unlt Menagers or Staff Nurses wil audjt
fstah‘ WW] the current Respiratory policies and a the residents who recelve any type of respliratory
information sheet iftied: Care of the Rasldent with treatmant dally for 30 days to ensure that 02
Resplratory Disease. She did not discusa the saturations and resplratory ass
different types of respiratory ecuipment and how piratory assessments are
to use them. completad, Also to ensure that physlclan orders
are being followed and that the proper type of
Interview with the resident's famlly, on 08/29/13 at respiratory equipment Is belng utllized.
2:10 PM, revealed after the residant was admitted The ADON/SDC will complete competency checks
to the facillty he/she became anxious. A family on each nurse In the Tacliity on proper respiratory -
member, who was a sitter for the resident, assessment, using proper resplrat ‘ :
notified her that tha staff had not suctloned i trachecsin per resplratory equipment,
Resident #1's trach or cleaned the residents trach ang trachegstomy care, suctioning, and
unti the day shift the naxt day after admission. administering oxygen per order. The use of proper .
She further, reported to the daughter that the respiratory equipment, respiratory assessment,
respiratory therapist changed the mask 1o the tracheostomy care, suctioning and proper oxygen
trach collar, administration has been added to the facility
The sitter wag called twice/ messages left and the orlentation for all nurses. This will ifclude a
daughter was requested to have the sitter call, competency check off, The results of the audits and .
Thers was no return call as of 06/30/13, the campetency checks will be forwarded to the
Dlrector of Nursing for raview. Further education
Revlew of the closed medical racord revealed the or disclplinary action will be given
rasident was admiited to the facllity at 7:25 PM on for noncompliance.
08/16/13 via Yellow Ambulance. The Emergency
Medical Staff (EMS) documented the resident
was awaka, alert, orlented times three (3). The
EMS staff placed the residant on a Venturl Mask
over hig trach for transport, Documentatlon on
the EMS flow sheet shows the resldents 02
Facllly 1D: 100253 if continuation sheet Page 2 of B




Sep. 26. 2013 3:15PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

No. 3746 P 7

PRINTED: 09/1072013
FORM APPROVED

CENTERS FOR MEDICGARE & MEDICAID SERVIGES OMB NO, 0838-0391
STATEMENT OF DEFICH ENGIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND PLAM OF COARECTION IBENTIFIGATION NUMBER: A BUILDING COMPLETED

G
165179 B. WING 0BR30/2013
NAME OF PROVIDER OR SUPFLIER HTREET ADDRESS, OITY, STATE, ZIF CODE
8000 HUNTING RD.
513 NATURE HEALTHCARE AT GLENVIEW LOUISVILLE, KY 40222
) (X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xXn)
© PREFDC | (EAGH DEFIGIENGY MUBT BE PRECEDEDBY FULL - |~ PREFIX {EACH CORRECTIVE AGTION SHOULD BE _ - COMPLETION
TAG REGULATORY OF LSG [OBNTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFIGIENCY}
F 308 Contlnued From page 2 F 309
pag To ensure solutions are sustained the facility

eaturation were 98% upon departure and arrival
at the facility.

Ravlew of the admisalon assessment, dated
08/16/ 3, and completed by Reglstered Nuraa
(RN) #4 revealed the resident was otlented,
his/her vital glgns were taken. On the systema
ageessment form there was documentsd
evidence the resident had diminlshed breath
sounds In hoth lung flelds. He/she was to recalve
a raspiratory treatment, Hig/her 02 gaturation
were 57,1 % upon admission.

Review of the admission orders ravesled the
resldent was ordered a trach collar with aerosol at
8L/minute. Trach care was to be done q shift. The
need for suctioning was 1o be ¢ 6 hours. 02
=saturations were to be g shift, An ambu bag and
trach obturator were to he at the bedside. There
was no documentation by the admitting nurse that
trach care waé dons, or resident was suctioned,
the Ventur-mask was changed to a trach collar
with 02 at 8U/minute or O2 saturations were

monitored.

Revlew of the resplratory therapy avaluation note
revesaled, on 08/17/13 8:45 AM to 12:00 PM, the
rasldents O2 saturations were 97.1%. Hefehe
was able to plug his trach In order to talk. The
resident had slept the night with the trach plugged
and was anxlous at the time of the respiratory
asgessment, The reatdent wae instrucled not 1o
-sleap with the trach piugged. Hisher 02 sats
Increased ta 98% unplugged.

a85=0 | NEEDS

The tacillty muat ensure that residents receive

F 828 { 483.25(k) TREATMENT/CARE FOR SPECIAL F 328

plans the following monitor{s}. The Director of
Nursing will forward the results of the audits to
Quality Assurance and Assessment Committee
For further review and recommendation for 3
Quarterly reviews. Tha Audits will continue for 30
days, weekly for 30 Days, then monthly for 4
months, The competencies will ba compleged
with each nursa untll compllance
1s achleved and then annually thereafter, All
New hire nurses wlil recelve competency check
Offs Durlng orlentatlon along with the other
Resplratory Tralning listed above and this will be
reviewed In Facllity QAA meeting for 3 quarterly |1 g /13
reviews untll Substantial compllance is achleved. !
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propar treatment and care for the following
speclal aervices:

injections;

Parenteral and enteral fiulde;

Colostomy, ureterostomy, or lleostomy care,
Trachaostomy care; -

Tracheal guctionlng,

Heapiratory care,

Foot care; and

Prostheses,

ghis REQUIREMENT (s nat met as evidenced
Vi
Basad on Interviews and record review, it was
determined the facility falled ta ensure stalf ware
knawledgeable and were provided paliclas in the
care and treatmant of Oxygen therapy by uglng
proper equipment for tracheostomy care for one
(1) of flve (8) sampled residents. (Resldent #1).

The findings Include:

Review of the facility's resplratory pollcles on
0B/28/13 rovealed the first palicy titied

Oxygen (O2) Administration, did not include the
need for a baseline 02 saturation, or approprlate

. | 02 adminigtratlon devices for residents, The

second policy titled Tracheostomy Care Pollcy,
stated the nurse was o follow physiclan ordara
and the third policy UtledTracheostomy
Suctioning, did not address 02 therapy devices,
the frequency of suctionlng, nor acceptable
oxygen levels. (>90%)

Review of the clinlcal record revealed the
physiclan's order stated frach care was o be
done avery shift and suctloning of the trach was

to be done every six (B) hours . Review of the

Restdent #1 was found ta have
been affected. Resident #1 was
converted from Venturl Mask
ta the Trach Collar op 08/17/13
by the Respiratory Theraplst,
Resldent f#1 was discharged
from the facliity on 08/21/13.

Each resldent of the facllity receiving

Resplratory servlces had the

potenttial to be affacted. A complete
audit of the facllity residents recelving

any type of resplratory services was .

conducted by the Director of Nursing

/Assistant Director of Nursing/5DC and

Unit Nurse Managers by 9/20/13 to

ensure that the correct equipment was

In place, respiratory assessmant

completed, 02 saturations completed,

and the physlclan orders wera belng

followed appropriately. Any Issues
|dentifled/noted were clarifiad with

the physiclan to ensure that care was belng’
provided &5 ordered.
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Medlcation Adminisiration Racord revealed, the
admitting nurse did not perform elther task
betwesn 08/16/13 at 7:00 PM and 08/17/13 at
6:00 AM.

interview with the admitting nurse, Reglstered
Nurge (RN) #4, on 08/29/13 at 3:00 PM, revaaled
she did ot do trach care or suction Resldent #1's
trach from approximately 6:30 PM on 08/16/13
through 7:00 AM on 08/17/13. In addltion, she did
not change the Venturk-magk to a Trach Collar as
orderad by the phyaiclan.

interview with the Staff Development Reglstered
Nurse (AN), on 08/29/13 at 10:55 AM, revesled
she did not do in-aervices on O2 therapy as a
part of arlentation.

Interview with tha Nurse Practitioner, on 08/30/13
at 11:20 AM, revealed he did nol think, In his
opinlen, tha nursae knew tha dlfference between
the Veniurl-mask and a trach collar,

Interview with the daughter of Resldent #1, on
0B/29/13 at 2:10 PM, revaaled Resldept #1
became anxlous alter admiaglon to the faclilly
and the leve] of anxlaty continued o rise, Pour {4)
days after admlsslon the resident was transferred
back to a local hospltal with a dliagnosis of
excerbation of his/ar Ghronic Ohsariuctive
Pulmonary Digease.

Intarview wlth the Rasplratary Tharaplst, on
08/28/13 at 4:00 PM, revealed atie was the staff
member to set-up the appropriale equipment for
the adminlstration of oxygen for Hesldent #1, at
approximately 8:00 AM on 08/17/13, and provide
a trach collar.

(XA) []»] =UMMARY GTATEMENT OF DEFICIENCIES o) FPROVIDER'S PLAN OF GORRECGTION (X8}
- PREFIX - .. .(EACH DEFICIENCY MUST BE PRECERER BY FULL . . PREFIX... ... (EACH CORREGTIVE ACTION BHOULLBE COMPLETION
TAGQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ GHOSS-REFERENCED TO THEAPPROPRIATE DATE
DEFIGIENCY)
F 328 Continued From page 4 F32B| e facility will put In place the following

measures and systamatic changes for
continued compliance. Al facllity nurses
on staff were educated by the Director of
Nursing, Asslstant Director of Nursing/50C,
Mursa Consultant by 08/20/13 on followling
physlclan orders, respiratory assassments,
02 saturations and the use of proper respiratory
equipment Including oxygen and tracheostomy
care, The Unlt Managers or Staff Nurses wil] audit
the resldents who recelve any type of resplratory
treatment dally for 30 days to ensure that 02
saturations and resplratory assessments are
completed. Also to ensure that physclan otders
are belng followed and that the proper type of
resplratory equipment is being utliized.
The ADON/SDC will complete competency checks
on each nurse [n the facllity on proper resplratary
assmssment, using proper resplratory equipment,
and tracheostomy care, suctioning, and
administering oXygen per order. The use of proper
resplratary equipment, respiratory assessmant,
tracheostomy care, suctioning and proper oxygen .
adminstration has been added to the facllity
orientstion for all nursas. This will include &
competency chack off. Tha results of the audits end.
the: competancy checks will be forwarded to the
Director of Nursing for Teview, Further education
or disciplinary actlon will be glven
for continued noncompliance.
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F 328 | Conllnued From page & . F 328 The pollcy and
Interview with the Director of Nursing and the procedure for oxygen administration was
Adminlstrator, on 08/28/149 at 3:15 PM, revealsd reviewed and revised on 9/26/13 by the
the staff neaded in-seyvicing In oxygen equipmeant Pl taam t i th Irement
and monitoring of pulmonary residenis. Both SAA: QAI_ e;? Tm:fl vEne drequm iate
reviewed the Resplratary DIsease hand-out and of baseline 02 saturations and approp
theyidentlfied the hand-out did not provide the 02 adrinistration devices. Policy and procedure:
staff with Instructions for caring for a resldent with _For Tracheostomy Care was reviewed and
a lrach, ’ ‘Revised on 9/26/13 by the QAA/QAP] team to
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 specify to specify frequency of tracheostomy
§5=D | SPREAD, LINENS Care. Policy and procedure for Tracheostomy
The facilty must establish and maintaln an suctioning was reviewed and revised on 9/26/13
Infaction Control Program daslgned to provide a " By QAA/QAPI team to specify the appropriate 02
safe, sanltary and comfottabla environment and Therapy devices, frequency of suctioning and
to help prevent the development and transmisslon acceptable oxygen lavels. :
of dlseass and Infection. : 057264131
{a) Infection Cantrol Program ) )
The facility must sstablish an Infaction Control To ensure solutions are sustained the facility
Program under which it - plans the following monitor(s), The Director of
(1) Investigates, controls, and prevents Infections Nursing will forward the results of the audits to
In the facility; uality A
(2) Decides what proceduras, such as Isolation, :_Ezraf' v . ssurance and Assessment Committee
should be applied to an Indlvidual resident; and urther review and recommendation for 3
(8) Malntalns a record of Incidents and correctlve Quarterly reviews. The Audits will contlnue for 30
actlons related to Infections, days, weekly for 30 Days, then monthly for 4 i
months, The compatencles will be completed
(b) Praventing Spread of Infection .
(1} When the Infection Control Program thhea':h nurse until compliance
determines that a resident needs lsolation to Is achleved and then annually thereafter. All
prevent the spraad of Infaction, the facllity must New hire nurses will receive competency check offs
izolate the l’esidan’t. During orlentation along with the therlresp]rataw
{2} The factlity must prohlblt employees witha Tralning listed above and this will be reviewedin |
communicable diseags or Infected skin Ieslons ~ Facility QAA meeting for 3 quarterly revi !
from direct contact with residents or thelr food, if | * - gtor3 quarterly reviews untll
direct contact will ransmlt the dlsease. substantial compllance is achieved.
{3) The {aclity must raquira staff to wash their
hands after each direct resldent contact for which
FORM CMS-2687(02-90) Provipus Versions Obsclate Bvant ID:2GLT1 Factity 1L 100239 If continuatlon sheet Page 8of8




Sep. 26. 2013 3:16PM

No. 3746 P 11

PRINTED: 00/10/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES D FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
BTATEMENT OF DEFICIENCIES o) PROVIDERSUPFLIER/CLIA [X2) MULTIPLE GONSTRUCTION * }{X8) DATE BURVEY
AND PLAN OF GORFEGTION |DENTIFIGATION NUMBER; A BUILDING . COMPLETED
C
185179 B. WING 08/30/2013
NAME QF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
, 8000 HUNTING FID.
SIGNATURE HEALTHCARE AT GLENVIEW LOWSVILLE, KY 40222
04 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION o)
.. PREFRIX | ... (EACHDEFICIENCY MUST BE PRECEDEDBY FULL . ], . PREFIX. ... .{ERGH GOPRECTIVE ACTION SHOULD BE ,?DM?kE.T!ON,.
TAQ REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ohte
DEFICIENGY)
F 441 | Gontinuad Frorm page 8 F 441
hand washing Is Indicated by accepted
protesalonal practice, Resldents n rooms
i
{c) Linans f’ %10, 2:‘ 24,27, 28 were
Personnel must handls, store, process and oundto have been affected.
transport Ineng so as to pravent the spread of Hand towel and or soap
infection. dispensars were installad/
secured In Rooms 1, 9, 10, 23, 24
27 ang 28 by 9/20/13 by the
; . Director of Maintenance.
This REQUIREMENT Is not met as evidenced
by:
Basead on obsetvations and interviaws, it was All residents of the facllity had the
dstermined the faciity falled to monltor resldent potential to be affected. A complete
hathtooma for Infectlon control by ensuring soap ¥acility audit of the restdent rooms
atncfi‘ hénd to‘rﬁs'w:re dav?llablte fc;g reatidants ar:d was completed on 09/13/13 and
staff to wash thelr hands In a Jocation to preven 09/19/13 by the Director of
contamlnation for threa (3) of fourteen (14) South HO/U se';e& ;g /Lw;z: ";e‘:vmes
Unit res!dant rooms. P Y :
The findings Include: Tha facllity will put In place the following
measures and systematic changes for
Observations, on 08/28/13 at 1:30 PM, revealed continued compliance. The facllity staff has
on the South Resldert Unit, room 1 had soap and been In serviced by the Asslstant Director
na hand towela, and room 8 had seap and ho of Nursing/SDC. Nurse Manager on hand
hand towels. The resldant had a bath towel over BE n ‘
the showar curtain bar for drying hisfher hands. washing and Infection Control policy and
Rooms 23, 27, and 28 had no soap or hand . brocedure by 09/23/13.
towels In the balhroom. Room 24 had soap, but
no hand towels. In room 10 thers was a foll of
hand towels sitting on the floot next to the tollat,
Interviews, on 08/28/13 at 3:20 PM, with Certifled
Nuralng Asslstants #1 and #2 when caring for a
resident they had no soap or hand towels in the
resldent's bathroom to wagh their hands. They
statad they go to another resident room to wash
thelr handa or the staff bathroom. They did not
repoit {0 the nurse the soap and hand towels _
FORM CMS-2567(02-08) Pravious Versione Obsdlets Bvent 1042001 Faclity Ity 00233 if continuation sheat Page 70i8
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Fa4 gz?j’:ﬁ:gl:;zga;: :ES’ dent's bathrooms Frads To ensure solutlons are sustained the facillty
) plans the following monitor(s). A weekly
Interview with Usampled Resident A, on 08/29/13 audit will be completed by the Director of
at 1:30 PM, revealed he/she was unable to wash Housekeeping/Laundry to ensure soap and
thelr hands before meals because there was no hand towel dispensers are secured and in
saap or hand towels In the bathroom. place In each resident room. Andings will
be submitted to the Director of Malntenance
ggg;}?g ;‘E‘g‘: g%%ﬁ?ggﬁ;?ggngég Sngzbgp o for Immaediate follow up/Installation/securing.
saap and hand towels were not In the bathrooms This audit will he done weekly with the Results
of admitted rasldenis. submitted to the Administrator for review.
‘ results of the audits will be submitted to the
Interview with the Administrator, on 08/29/13 at facility QA Committea for review and follow up
3:15 PM, revealed the facillly was In the process untll substantlal compllance ls achleved for three
of completing renovations on the South Unit. The uarterly reviews. g4/26/13
admlssions to the newly completed rooms should quarteny ,
have bean chacked to ensure the rooms were
ready, thal would have included soap and hand
towels.
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