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An abbreviated survey was
14, 2014 for complaint #'s T
TN0O0033532, TNO0Q33605,
TNDG033863, TNQ00340186,
TNOG034235, TNOOD34355,
TNDCD34529.

There were no deficiencies ¢
TNOQO33506, TNO0Q33862,
TNOOD34016, TNOQD34107,

nitiated on August
N0O00335086,
TNO0Q33862,
TNO0034107,
TNQ0034446 and

ited for complaint #'s
TN0OQ033863,
TNOQ034235,

TNDQO34355, TNOCO34446 and TNO0034529.

Complaints #TN0O0033532 h
at F225 J, F226 J, F490 J ar
TN0O0G33605 had deficiencisg
F281 J, F282.J, F309 J, F36;
J

ad deficiencies cited
d F520 J ang

s cited at F224 J,

5 J, F490 J and F520

The recertification survey w.

s conducted from

August 14, 2014 through August 27, 2014. The
following citations were cited at immediate

jecpardy level on the recerti
J,F2256 J,F226 J,F281 J, F
F329 J, F365 J, F456 J, F50
J.

The immediate jeopardy {IJ)
through 8/25/14. The I} was

The facility was cited an 1J w
which the provider's noncom
more requirements of partici
is fikely to cause, serious ha
impairment, or death to are
following citations:

cation survey F224
P82 .J, F308 J, F328,
5 .J, F480 J and F520

existed from 2/14/14
removed on 8/26/14.

hich is a situation in
pliance with one or
pation has caused, or
fm, injury,

ident for the

a. F224 J - The faiiure of the facility to follow

Por Gl1ahiy PP~

believe and docs not admit that any deficicncics existed,
cither before, during or after the survey. The Facility
reserves 2ll righls 10 contest the survey lindings through
informal dispute resolution formal appeal proccedings or
any administrative or legal proceedings. This plan off
carrcction is not meant to eslablish any standard of care,
contract obligation or position and the Facility reserves
all rights to raisc all possiblc contentions and defenses in
any type of civil or critninal claim, action or procceding,.
Nothing contained in this plan of correction shoukd
considered as a waiver of any potentially applicable

Peer Review, Quality assurance or sclf critical
cxamination privilege which the Facility docs not waive
and reserves the dght to asseel in any administrative,
civil or eriminal claim, action or proceeding. The Facility
offers its response, credible allegations of compliange and
plan of carrection as part of its ongoing cfforts to provide
quality of carc to

residents.
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Any deficiency statement ending with an asterisk {*
other safeguards provide sufficient protection to they
following the date of survay whether ar not a plan o
days following the date these documents are made

program pardicipation. «
"ﬁ’u: e 2ol

L LA I(UL,.‘LL:"

Lra - 9/7/2”5/

denoles a deficiency which the institution may be excused from corret‘:'{ing providing it is determined that
patients. {See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
available to the facility. If deficiencies are cited, an approved plan of correction is requisite to conlinued

aliaf 1 e d”
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physician orders for a therap

Maneuver when a resident w

eutic diet, to monitor
a resident during dining or perform the Heimlich

as noted to be

choking placed Resident #261 in 1.

b. F225 J - The failure of the
allegations of abuse were th
and reported to administratia
#30in L)

¢. F226 J - The failure of the

staff-to-resident abuse durin%

abuse allegation placed Resf

d. F281 J - The failure of the
adherence to current medi
practice related to emergen

facility to ensure the
abuse policies were implemented to ensure

n placed Resid

broughly investigated

ent

facility to ensure
residents were protected from potential

dent#130in |J

investigation of an

facility to ensure

| standards of
services for

choking resulted in IJ and the subsequent

choking death of Resident #:z

e. F282 J - The failure of thg
care plan interventions were
the correct therapeultic diet,
assistance with dining result
Residents #2681 and 6.

{. F309 J - The failure of the
physician's orders were follo

261,

nd receiving
dinan lJ for

wed related to

facility to ensure the
followed for serving

facility to ensure

therapeutic diets resulted in &n |J for Residents

#261 and 6 when they receiy
which resulted in the choking
#261.

ed the incorrect diets
death of Resident

g. F328.J and F456 J - Thefailure of the facility

to ensure timely tracheoston

when functioning suction EC{I%J

readily available placed Res

dent #193 in [J

y care was provided
ipment was not

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
»
445139 B. WING 08127/2014
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
141 N MCLEAN
SIGNATURE HEALTHCARE AT ST PETER|VILLA
MEMPHIS, TN 28104
(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 000 | Continued From page 1 F 000

FORM CMS-2567(02-99) Previous Versions Obsolale

Event I1D: 2X7E11

Facliity ID: TN7528

If continuation sheet Page 2 of 67




PRINTED: 09/11/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC, 0938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING COMPLETED
C
445139 B.WING 0812712014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
141 N MCLEAN
SIGNATURE HEALTHCARE AT ST PETER VILLA
MEMPHIS, TN 38104
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENGY)
F 000 | Continued Fram page 2 F 000

h. F329 J - The failure of the

facility to ensure

drug regimens were accuratF with adequate
monitoring and reporting of fab values related to
anticoagulant medications resulted in |J for

Residents #25 and 205.
i. F365 J - The failure of the facility to ensure

residents received the correct therapeutic diet

resulted in an IJ for Residents #261 and 6 which

resulted in the choking death

administered in a manner th

of Resident #261.

t enabled it to use

j. F480 J - The failure of the F’:lcility to be

the highest practicable physical and psychesocial

its resources effectively and ‘Jefﬁciently to maintain

well-being of residents as e
as noted above,

k. F505 J - The failure of the
physician in a timely manner|

values related to anticoagul

idenced by the |J's

facility to notify the
of Prothrombin Time

nt therapy resulted in

/ International Normalized R{tio (PT/INR) lab

IJ for Residents #25 and 257,

I. F520 J - The failure of the|facility to ensure the
Quality Assessment and Assurance (QAA)

committee implemented a m
concerns and implementingi:
correct identified concerns ret

Lethod of identifying

lans of action fo
ated to chocking,

therapeutic diets and improper suctioning

equipment which resulted in

The |J for F224 "J," F226 "J,}

IJ.

F226"J," F309"J,"

F328 "J" and F329 "J" constitutes Substandard

Quality of Care.

An extended survey was conducted from August

26, 2014 to August 27, 2014
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The Administrator and the Djrector of Nursing
(DON) were informed of the |lJ related to abuse
and choking in the conference room on August

18, 2014 at 4:52 PM.

An acceptable Allegation of Compliance, which
removed the immediacy of tj’ne 1J, was received

on August 25, 2014, and co

rective actions were

validated onsite by the surveyors on August 26,

2014,

The Administrator and the DON were informed of
the [J related to failure to promptly notify the
physician of [ab results in the canference room an

August 20, 2014 at 12:15 PM.

An acceptable Allegation of Compliance, which
remaved the 1J, was received on August 25,

2014, and corrective action

were validated

onsite by the surveyors on August 28, 2014,

The Administrator and the DN were informed of
the |J related to the suctioning equipment
malfunction in the conference room on August 21,

2014 at 12:46 PM.

An acceptable Allegation of Compliance, which
removed the |J, was received on August 26,
2014, and corrective actions| were validated
onsite by the surveyor on August 26, 2014,

Noncempliance for F224, F225, F226, F281,
F282, F308, F328, F329, F365, F456, F490,
F505 and F520 continues afja "D" level citation,
which is an isolated deficient practice that
constitutes no actual harm with potential for more
than minimal harm that is ngt immediate

jeopardy.
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The facility must develop and implement written

policies and procedures that

mistreatment, neglect, and 1

and misapprepriation of resi

This REQUIREMENT is not
by:
Based on policy review, revi
and Luckmann's Basic Nursi
Psychophysiclogic Approach
investigator's report, review ¢
medical record review and in

prohibit
buse of residents
ent property.

met as evidenced

ew of the Sorensen
hg a

, review of the

of an autopsy,
terview, it was

determined the facility neglected to follow

physician orders for a therap!

eutic diet, neglected

to monitor & resident during dining and failed to

perform the Heimlich Maneu

ver (action to remove

what is blecking the airway)

hen a resident was

noted to be choking for 1 of 15 {Resident #261)
sampled residents reviewed for neglect of the 39
residents included in the stage 2 review, The

facility neglected to monitor
dining and staff neglected to

| esident #261 during
iperform the Heimlich

Maneuver to prevent choking and suffocation
which resulted in the choking death of Resident
#281. This incident resulted in an immediate
jeopardy {lJ) which is a situa)ion in which the
provider's noncompliance with one or more
requirements of participation|has caused, or is

mancuver by the Staff Development Coordinator on
4/2/14 and 4/4/14.

2. All residents have the potential to be affccted by the
same praclice.

* A 100% audit of physician orders apainst dict cards
and verificd on care plan on all three floars completed
on 3/28/2014 by Certificd Dictary Manager,
Clarification orders were written and referral lo speech
therapist as needed, Another 100% audil was completed
on 8/17/14 and all dicts match the 1ray cards,
Clarification orders were written on 10 residents to
reflect correel dicts on the MAR.

3. What measures will be put into place 10 insure that
this practice decs not recur?

+ A 100% audit of physician orders against dict cards
and verified on carc plan on all three floors completed
on 3/28/2014 by Certificd Dictary Manager.
Clarification orders were writien and referral to speech
therapist as necded, Another 100% audit was completed
on 8/17/14 and 2l dicts match the tray cards.
Clarification orders were written on 10 residents to
cffect correct dicts on the MAR.

+A daily audit of meal tray cards scrved for accuracy
with plans of carc and physician orders was completed
cach meal for 30 days beginning 3/31/14, then 4-6 meal
audits for 2 months, then 2 meal avdit for a month, and
ongoing.
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The facility is required to submit a plan of
carrection fi ienci ited. ; .
I ok 1?: on POI_\[SL?;?_C"*“C'ES cited L. Resident #26 lexpired 3/27/14. LPN# 20 and CNA
A3(0) I F 224 #30 reecived (raining on identification of correct diet, 9125114
$8=J | MISTREATMENT/NEGLECT/MISAPPROPRIATN consistency of fluid, coler coded tickets, and Heimlich
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* Education and training conducted on 3/28/14 with all
F 224 | Continued From page 5 F 224 | dictary stalf regarding identification and preparation of

likely to cause, serious injury
or death to a resident,

, harm, immpairment,

The immediate jeopardy for F224 constitutes

substandard quality of care.

An extended survey was completed on 8/26/14

and 8/27/14.

A meeting was conducted in
on 8/18/14 at 4:52 PM, with
Director of Nursing {DCN), g
of Nursing {(ADON)} when the
the IJ.

The facility provided an acce
Compliance on August 25th,
determined on August 26, 2
actions implemented on Aug
removed the Immediate Jeo

The immediate jeopardy (1J}
through 8/24/14, The |J was

Noncompliance for F224 con
citation. The facility is require
Correction,

The findings included:

Review of the facllity's negle
documented, "...neglect... of
prohibited...”

Review of the Sorensen and
Nursing a Psychophysiologig
edition, page 576, managem

the conference room

the Administrator,

nd Assistant Director
¥ were informed of

ptable Allegation of
2014. t was

14 the corrective
st 25, 2014, had
ardy.

existed from 3/27/14
removed on 8/25/14.

tinues at a "D" level
2d to submit a Plan of

rt policy
the resident... are

Luckmann's Basic
Approach, third
ent of obstructed

girway, documented, "The two techniques for
relieving foreign body airway| obstruction are

all type of diets, competencics for food preparation, and
thickened liquids by the Certificd Dictary Manager. All
competencics regarding this were compleled on 4/12/14
for all dictary staff. On 8/4/14, 8/19/14, 8/24/14, and
8/28/14 the Certificd Dictary Manager did an in-service
with all dictary stafT on choking hazards, different type
ol dicts, and the different types of liquid consistencics.

* Education and training on 3/28/14 with all nursing
staff conducted regarding meal service focused on
checking accuracy of dict serve, thickened liquids,
signs and symptoms of choking and aspiration by the
Staff Development Nurse.

+ Education and training regarding how to perform the
Heimlich mancuver was conducted with all staff except
dictary on 3/28/14. On 4/2/14 EMHC performed training
and cducation on Heimlich mancuver and signs and
symptoms of ineflective breathing with all staff cxcept
dictary. Education and training was completed on
Heimlich mancuver for all new hires as of 3/27/14
including all dictary staff as wcll on 8/19/14, A 100%
training en Heimlich mancuver with all licensed nurses,
CNAs, dictary staff, activity staff, and therapist except
for 2 prn therapists completed by 8/30/14 The 2 prn
therapists were issued a letler with retum receipt noting
that they bave to ge through training before they're
allowed to work. Heimlich mancuver training will be
dong on all new hires during orientations.

» Heimlich posters with pictures and instructions were
placed on every dining room, 2nd floor, 3rd floor, 4th
floor, and main dining room.

+ Color coded meal ticket initiated on 4/4/14 for
residents on altercd dict, All staff were

educated on the color code meal ticket 4/14/14 by the
Staff Dev. Coordinator. A 100% in-service with all staff
on color coded tickels compleled by the StafT
Development Coordinator on 8/30/14
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manual ¢chest and abdoming

maneuver) and finger sweep

| thrusts (Heimlich

»

Medical record review for Re
documented an admission d

sident #261
ate of 6/4/12 with a

readmission date of 12/13/12 with diagnoses of
Hemiplegia affecting Non Daminant Side, L.ack of
Coordination, Difficulty in Walking, Oropharyngeal
Dysphagia, Aphasia, Dysarthria, Hypertension,
Hemiplegia affecting Dominant Side, Muscle

Weakness, Cerebral Vascul
Sided Weakness, History of
Accidents, Diabetes Type 2,
Hypertrophy, Dementia and

r Accident with Left
Cerebral Vascular
Benign Prostatic
Hyperlipidemia.

Review of the physician's orders dated 3/1/14

through 3/31/14 and signed
3/18/14 documented, "...ME

DIET WITH PUREED MEAT],

Review of a care plan dated

by the physician an
CHANICAL SOFT

5/16/13 and

reviewed 2/14 documented a problem that

Resident #261 is a nutrition

isk duetoc a

swallowing problem related to dysphagia and
requires a mechanically altered diet. The
interventions to provide the diet as crdered by the

physician, monitor the intak

and no bread. The

care plan documented Resident #2861 was to be
upright for all meals, staff to feed all meals and
aspiration precautions.

Review of a nurses note dated 3/28/14
documented, "...cna [cerified nursing assistant
#30] served resident's [Resident #261] supper.
The supper consisted of the Jollowing items 4 oz
[ounces] of pulled pork... at gpproximately 5:31

practice does not recur and what QA will be put into place
* A daily audit of meal tray cards served for accuracy with
plans of care and MD orders was completed for cach meal
for 30 days beginning 3/31/14, then 4-6 meal audils for 2
months, then 2 meal audit for a month, and ongoing.

* Gn 8/19/14 the nursing staff was audited and menritored
by ADON and Depariment heads during meal time in
regards to checking aceuracy of meals served to paticnts,
then will monitor 20 staff members per week for | month,
10 staff members per week for 1 month, and 5 staff
members per week for | month, then random audit weekly
x 3 months. StafT that failed to follow the plan will be
re-cgucated and trained,

+ A weckly audit of all resident’s diet against the meal tray
ticket, physician’s orders, and carc plan will be done by
the Registered Dictitian started 9/8/14 for | month and
then random weekly audit for 3 mounths.

* A Quality Assurance mecting will be held weekly for 4
weeks beginning 8/23/14 and then monthly for findings,
recommendations, and tollow-up regarding the above plan
At that time based upen evaluated of the QA Commitice
will determine at what frequency any engeing audits will
need to continue, The Administrator has the oversight to
cnsure an cffective plan is in place 1o meet the

well-being of the residents.
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F 224} Continued From page 6 F 224| 4, How will corrective action be monitored to cnsure the

FM the ¢cna [#30] returned to

check an him

[Resident #261]... the cna [#30] immediately

sought out the nurse [#20] at

5:32pm... LPN
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F 224 | Continued From page 7 F 224

responded... noticed that th

resident was in

[licensed practical nurse] #2%) immediately

were bluish in color... the re

ident was still

ditress [distress] and noted {sident's [#261] lips

breathing at this time. The L
the resident with cardiac ma
was called... compressions
until EMT's [Emergency Me
arrived. Breaths were admin
compressions... EMT arrive
EMT's and the first respond
[Resident #261] up to a mon
code at approximately 5:55p
documentation the facility st
Heimlich maneguver en Resid

Review of the investigator's
dated on 3/27/14 document
Rescue Team)] arrived on the
his [Resident #261] airway b
beat] was confirmed at 1755

N [#20] stimulated
sage... a code blue
ere commenced
ical Technicians]
stered between
at 5:45pm...The
r hooked him
tor... stopped the
.." There was nag
ff performed the
ent #261.

eport signed and
d,"... [Named
scene and cleared
ut asystole [no heart
[6:556 PM] by

paramedics... [Named Officer] advised the
following: this black male waE eating dinner and

began choking on his food...
paramedics removed the foo
and staff threw it away. Due
jurisdiction was accepted an

Fire department

d from his airway

1o this accident

q this black male was
prensic center for

transported to the [Named] f

further examination fautopsyy...

Review of the autopsy report signed and dated on
5/16/14 documented, "...Date of Autopsy

Examination: March 28, 201

.. CAUSE OF

DEATH: Asphyxia due to choking... INTERNAL
EXAMINATICON... RESPIRATORY SYSTEM...
Non-digested food and mucus partially occlude

the upper airway, and piece
food occlude the lobar brong
distal branches... SUMMAR)

of non-digested
hi and some more
¥ AND
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INTERPRETATION... Based on the autopsy
findings... the cause of deattll is attributed to
asphyxia due to choking..."

During an interview in the cqnference room on
8/14/14 at 4:30 PM, the DON was asked what
Resident #2681 choked on. The DCN stated, |
believe it was pulled pork orroast beef”

During an interview in the conference room on
8/14/14 at 5:00 PM, CNA #30 was asked if she
was present during Resident #261's choking
incident. CNA #30 stated, "l prought his tray in his
room... He usually would eat out in the dining
room... | went back in to chegk on him and he
seemed like he was in stress, like something was
wrong. | asked him if he was okay, and he raised
up his hand... When black people hold their hand
up we know something's wrang. | went
immediately and got the nurse. After that, the
nurses took over..." CNA #30 was asked about
how long it took the nurse to|respond, CNA#30
stated, "It didn't really take lang... | yelled in the
hallway. 'Mr. [first name of Resident #261] is in
distress'. She [Nurse #20] cgme right there.” CNA
#30 was then asked what type of diet was
Resident #261 on. CNA#30 stated, "l don't really
remember if he was on a redular diet or a pureed
diet. I{ looked [ike roast beef| it was like stringy. |
can't remember what else he had.” CNA #30 was
asked if the meat was pureed and if it had gravy
on it. CNA #30 stated, "It [meat] didn't look like
pureed. | don't remember any gravy on it."

The facility neglected to ensure Resident #261
received the proper therapeytic diet, neglected to
monitor Resident #261 during dining, and
neglected to perform the Heimlich maneuver
when Resident #261 was noted to be in distress,
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which resulted in an immediate jeopardy when
Resident #261 subsequently choked to death.

Validation of the Credible Allegation of
Compliance (ACC) was accomplished on August
26, 2014, through review of facility documents,
audits, review of in-service records, observations
and interviews with nursing, dietary and
administrative staff. The surteyors validated the
corrective actions stated in the ACC were
implemented which removed the immediate
jecpardy.

The facility provided evidence of in-service
training with sign in sheets, for all staff on the
Heimlich maneuver, tray seryice to include review
of each meal ticket for verification of correct diet
served and color coded mea) tickets for
therapeutic diets.

The facility provided evidence of in-service
training for all dietary personnel regarding
identification and preparation of diets,
competencies for foed preparation and thickened
liquids by the certified dietary manager.

The facility provided evidence of audits for
accuracy of meals served to residents to include
trays from the kitchen to the joors and tray
tickets verified with meals on the trays.

Interviews with CNAs, nurse managers, charge
nurses conducted in the facility, stalf verbalized
how to properly check for praoper diets and
matching the tray tickets, what a colored meal
ticket means, and how to do the Heimlich
maneuver. Nurse managers L/erbalized how they
would caontinue te monitor and audit the accuracy
of the meal delivery.
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The facility must not employ
been found guilty of abusing,
mistreating residents by a co
had a finding entered into the

ndividuals who have
neglecting, or

urt of law; or have
State nurse aide

registry concerning abuse, n
of residents or misappropriat

2glect, mistreatment
on of their property;

and report any knowledge it has of actions by a
court of law against an empIcLyee, which waould

indicate unfithness for service

as a nurse aide or

other facility staff to the State nurse aide registry

or licensing authorities.

2. All residents are at risk for mistreatment, neglect,
abuse, injuries of unknown injuries or unknewn source
and misappropriation of resident property. The facility
plans to protect the residents by:

a. Reporting abuse allegations immediately to the
Abuse Coordinator.

b. Suspending the perpetrator immediately.

¢. All allegation of abuse must be reported to the
police, APS, Ombudsman, and State of Tennessee.
d. Transfer all residents with an allegation of rape to
the ER for examination by a physician.

e. All alleged viclations will be thoroughly investigated
and prevent further potential abuse while the
investigation is in progress.
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Observations in the kitchen chn 8/26M4 revealed
the meal ticket being checked at each station, the
condiments and fluid station.| the entree station
and at the bread and desserq station the entire
meal tray was reviewed by that staff member to
ensure the tray was correct.
Observations in the facility on 8/26/14 revealed
staff physically checking the meal tickets to the
food tray when the cart was delivered to the halls,
and then a second check by the staff member
when the tray is delivered to the resident,
The facility will remain out of\[compliance at a
scope and severity fevel of "D", an isolated
deficient practice that constitltes no actual harm
. . . . 1. The allegation of abuse was reported to the State 9/25/14
Wlih. potent.lal fgr meore than minimal harm that is of Tennessee an 2/21/14 on Resident #130 by the
not immediate jeopardy. Director of Nursing. Resident #130 full bady assessment
was completed on 2/17/14 by a licensed nurse and
The facility is required to submit a plan of 2/18/14 by the nurse practitioner and no physical signs
correction. of injuries were noted. Resident #130 was seen by
F 225 | 483.13(0)(1){i-(ii), ©)(2) - (4) F 225 the psychialfist on 3/16/14 and no recommendation of
ges were made. Wwas
$8=J | INVESTIGATE/REPORT suspended on 2/17/14 and resigned 2/21/14. Nurse
ALLEGATIONS/INDIVIDUALS #22 resigned on 2/2114.
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The facility must ensure that
involving mistreatment, negl
including injuries of unknowr
misappropriation of resident

all alleged viclations
ect, or abuse,

source and
property are reported

to other officials in accordan

with State law

immediately to the administrF;or of the facility and

through established pl“OC&dL:LI‘ES (including to the

State survey and cenrtificatiol

violations are thoroughly inv

agency).

stigated, and must

The facility must have evide%ce that all alleged

prevent further potential abu
investigation is in progress.

The results of all investigatio|

e while the

ns must be reported

te the administrator or his designated
representative and to other afficials in accordance
with State law (including to the State survey and

cerlification agency) within 5
incident, and if the alleged vi
appropriate carrective action

This REQUIREMENT is not
by:

working days of the
plation is verified
must be taken,

met as evidenced

Based on policy review, review of a time detail
sheet, review of a suspension form, medical

record review and interview,
the facility failed to immediat

it was determined
ely report an alleged

rape to the Director of Nursing (DON) or

allegation and failed to prevent further potential

administrator, failed to thoro{;ghly investigate this

abuse during the investigation for 1 of 15
{Resident #130) sampled residents reviewed for
abuse of the 38 residents included in the stage 2
review, which placed Resident #130 in immediate

jeopardy. Immediate jeopard
which the provider's noncom

is a situation in
pliance with one or

this practice does not recur?

+ All residents on 8/20/14 were interviewed related to
abuse and neglect. And all residents that are
non-interviewable were physically assessed by the
ADCNs for any signs and symptoms of abuse/neglec
along with all resident's POA were attempted to be
contacted to question on any abuse/neglect concemns
on 8/20/14, A total of 70 POA contacted and
interviewed on 8/29/14. Abuse audits, assessments,
interviews and questionnaires were reviewed by the
Administrator, Director of Nursing and Social Services
Director on 8/19/14 for any indications of
abuse/neglect concerns. All grievances and abuse

cancerns identified were investigated, addressed,

= 100% of all staff were in-serviced regarding facility's
abuse policy and procedure which included, but nof
limited to, reporting, protection and investigation
requirements using Care2learn as of 9/114. All new
hires will complete abuse training during orientation.

« Education on facility's abuse policy and procedure

heads by the Regional Social Services Director on

9f18/14.

reported and resclved by the Social Services Directof.

which included, but not limited to, reporting, protection

and investigation requirements with all the depariment
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more requirements of participation has caused, ar
is likely to cause, serious injury, harm,
impairment, or death o a resident.

The immediate jeopardy for
substandard quality of care.

225 constitutes

An extended survey was completed on 8/26/14

and 8/27/14.

A meeting was conducted in
on §/18/14 at 4:52 PM, with
the Director of Nursing (DO

the conference room
he Administrator and
} at which time they

were informed of the Immediate Jeopardy.

The facility provided an acceptable Allegation of
Compliance {AQC) on Auguét 25th, 2014, It was

determined on August 28, 2C

14 the corrective

actions implemented on August 25, 2014, had
removed the Immediate Jeopardy.

The immediate jeopardy ([J}
through 8/24/14. The |J was

Noncompliance for F225 con
citation. The facility is require
Correction.

The findings included:

Review of the facility's abuse

existed from 21414
removed on 8/25/14.

tinues at a "D" level

>d to submit a Plan of

policy docurmented,

"...Verbal, sexual, physical a

d mental abuse...

are prohibited... If the persor reporting the abuse
believes there is a lack of response from the
charge nurse the person will then notify the DON
and/or Administrator. If DON[Administrator are
riot in the facility staff will notify them via phone...

The charge nurse will immed
suspected perpetrator from n

iately remove the
psident care areas,

abuse palicy and procedure which included, but not
limited to, reporting, protection and investigation
requirements using Care2learn as of 9/1/14, All new
hires will complete abuse training during orientation,

» Education on facility's abuse policy and

procedure which included, but not limited to,

raporting, protection and investigation requirements
with all the department heads by the Regional

Social Services Director on 8/18/14.

4. How will corrective action be monitored to ensure
the practice does not recur and what QA will be put in
place.

= A staff questionnaire regarding abuse is being
administered by Administrator, DON, ADONs, MDSC,
Activities director, Chaplain, Dietary manager,
Chaplain, Marketing, AdmissionsMarketing, Rehab
Manager, Medical Records, HR director to staff
members beginning 8/19/2014 with 20 staff members
per week for one month, then 15 staff members per
week for one month, then 10 staff members per week
for one month, then 5 staff members per weeak for one
month, then weekly random audit for 3 months. If less
than 100% was met on the guestionnaire a
re-education will be conducted until 100% is met.

« Elder Justice Act signs have heen moved and
made more visible in the facility,

+ HR completed an audit on 8/23/14 of all active
employees related to background checks. Audit
revealed that all active employees have a background
check with no issues.

+ The Administrator, Social Services Director, Director
of Nursing or Weekend Supervisor will review the
grievances, incidents and accidents reports daily
beginning 8/23/14 to determine if there are reportable
allegations that have not been identified. All grievance
and abuse concerns identified were investigated,
addressed, reported and resolved by the Administrator
Director of Nursing and Social Senvices Director.

The Director of Nursing will report any allegations

of abuse, neglect or misappropriation to the outside
agency

+ A resident council meeting held on 8/27/14 with
Activities Director going over Resident's Rights and
Abuse.

h
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obiain the staff members witness statement and

immediately suspend the e
outcome of the investigation

ployee pending the
.. The charge nurse

will immediately notify the Acfministrator. DON,

and/or Abuse Coordinator...
abuse will be investigated...'

All allegations of

Medical record review for R

sident #130

documented an admission date of 2/13/13 with
diagnoses of Congestive Heprt Failure,
Hypertension, Chronic Angina, Status Post
Automatic Implantable Cardioverter Defibrillator,
Digoxin Toxicity, Deconditinmiing, Hyperlipidemia,
Urinary Retention, Benign Prostatic Hypertrophy,

Bladder Outlet Obstruction, Ii’eptic Ulcer Disease,
Anemia, Acute Renal Disease Secondary to Post
Obstructive Uropathy and Dementia.

Review of an annual Minimum Data Set (MDS)
assessment with an Assessment Reference Date
(ARD) of 1/21/14 documented Resident #130 had
a Brief Interview for Menta! Status {BIMS) score
of 11, indicating the resident js moderately
cognitively impaired, and required extensive
assistance from staff for all Activities of Daily
Living {ADLs}. The MDS documented Resident
#130 had no mood or behavioral symptoms.
Review of a quarterly M>S for Resident #130 with
an ARD of 7/12/14 documented a BIMS of 7,
indicating the resident is severely cognitively
impaired, and the resident was totally dependent
on staff for all ADLs. The MOS documented that
Resident #130 had no mood|or behavioral
symptoms.

Review of a nurse's note dated 2/15/14 at 2:30
PM, documented, "...CNA [certified nursing
assistant #33] reported, [Resident #130] stated
he was raped. Reported to Supervisor [Nurse

Social Services Director to go aver Resident's rights
and Abuse,

+ A Quality Assurance meeting will be held weekly for
4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan. At that time based upon evaluation

of the QA Committee will determine at what fraquancy
any engoing audits will need to continue. The
Administrator has the oversight to ensure an effective
planis in place to meet the well-being of the residents.
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#22] of what resident said..."
written by Nurse #21.

This note was

Review of the social service
documented the following:
a. 211714 - ", .[CNA#33] informed Nurse [#22]
that resident [#130] stated he had been raped
2-14-14. D88 [Director of Social Services]...
spoke with resident... Resident [#130] stated the
name of a male CNA [#34] who raped him,.."

b. 2/20/14 - "...DSS visited with resident. Resident
[#130] said everything he reported [alleged rape
on the night of 2/14/14 by CNA #34] to me the
other day was true...”

progress notes

Review of CNA #34's "TIME |DETAIL" sheet
documented CNA #34 worked Friday, 2/14/14,
from 3:00 PM to 9:45 PM and 10:15 PM until
10:58 PM, Saturday, 2/15/14, from 3:28 PM to
9:53 PM and 10:27 PM to 11:06 PM, Sunday,
2/16/M4, from 2:59 PM to 9:56 PM and 10:26 PM
to 11:00 PM, and Monday, 2{17/14 from 2:58 PM
to 4:01 PM.

Review of a suspension form dated 2/17/14
documented, "...[CNA #34] name.., Date of
Incident: 2/14/14..." The susﬂ:ension form was
signed and dated by the DON, the Administrator,
a Human Resources witness and accused CNA
#34 on 2/17114. Accused CNA #34 was not
suspended until 3 days after the alleged rape.

Review of a physician's progress note on

Resident #130 dated 3/20/14 documented,
"_..allegation of sexual contact/assault last
menth..."

Review of Resident #130's mental health and
behavicral health visit notes gdocumented the
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following:
a. 3/27M14 -".. RECENT PHYSICAL DECLINE
AND CLAIMS OF SEXUAL ABUSE BY STAFF...
APPETITE REMAINS POOR AND QOVERALL
MOOD APPEARS HOPELESS AND
WITHDRAWN..."
b. 4/3/14 - "...Chief Complaint... RECENT
PHYSICAL DECLINE AND GCLAIMS OF SEXUAL
ABUSE BY STAFF... Delusigns... None...
Hallucinations... None..."
c. 4/4/14 - Resident #130 was demonstrating
sleep disturbances, loss of gppetite, weight loss,
increased dependency in self-care, increased
withdrawal/fisolation, depressed mood, decreased
energy, decreased enjoymentfinterest, and
tearfulness. The psychiatric consult documented,
"...Processed alleged assault experience w [with]
f patient-reviewed / explored details of incident &
[and] related thoughts, emotions... Patient was
initiafly guarded re [related t¢]: alleged assault &
his depressive symptoms; however, he became
more forthcoming as session progressed. He
discussed as many details as he could recall, as
well as his thoughts and emgtions re; incident
[alleged rape on night of 2/14/14].."

Curing an interview in Resident #130's room ¢n
8/14/14 at 2:10 PM, Resident #130 was asked
whether anyone had ever mistreated him here at
the facility. Resident #130 stated that once a
homosexual man had spoken inappropriately to
him, The interview was postponed due to
Resident #130's roommate being present in the
room. Later on 8/14/14 at 3:25 PM, Resident
#130 was asked for more inflPrmation regarding
the mistreatment he had spoken of earlier.
Resident #130 stated, "He [CNA #34] tried to
have sexual intercourse, lri% to penetrate, the

girl [CNA #33] that washed me and cleaned me
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up asked me why | had all this grease on me."

Resident #130 stated he had

told her [CNA #33]

what happened and she told the nurse [#21].

Resident #130 was asked w

ether he had been

taken to the doctor when the incident occurred.

Resident #130 stated he ha

not.

During an interview in the conference room on

8/14/14 at 3:00 PM, the DON

abuse. The DON stated, " St

was asked what

ff should tell me

should happen if a residentgpor‘ts rape or sexual

immediately, interview the r

sident for details,

body audit of the resident." The DON was asked
what type of exam was perfarmed and how soon
was it done after the alleged|rape was reported.
The DON stated, "A body audit, remove the
clothes, look at the area, look at the anal area if
they say they were penetrated. Physician and

families are notified, suspend
perpetrator if identified, try to

the alleged
get them done

immediately." The DON was|asked whether the
resident should be sent to the emergency reom
(ER) for a rape kit after an ingtance where there
was possible physical eviderjce, such as jelly-like
substance found on the resident's buttocks. The
DON stated, "Yes, then we cpuld send them to

the ER."

Resident #130 was not examined immediately

nor was he sent to the ER for

a rape kit.

During an interview in the copference room on

8/14/14 at 6:05 PM, the DON
exam on Resident #130 was

was asked why the
not performed until

3 days after the alleged incident. The DON stated
the incident "Was not reporteld to us
[administrative staff] until later [2/17/14])." The

DON was asked whether the

police had been

notified. The DON stated, "Np." The DON was
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asked whether a physician Had examined
Resident #130 after the incident occurred. The
DON stated, "I don't know.”

During an interview in the canference room on
8/14/14 at 6:1Q0 PM, the Administrator was asked
what is the facility's protocol |if an alleged rape is
reported. The Administrator stated, "We would
definitely investigate thoroughly.” The
Administrator was asked whether the resident
would be sent to the hospital for a rape kit. The
Administrator was nodding her head in
agreement and stated, "We ! ould do that or get &
doctor or nurse practitioner tp examine him."

During a telephone interview on 8/15/14 at 3:37
PM, accused CNA #34 was asked what had
happened during his shift on|2/14/i4 regarding
Resident #130 and the alleged abuse allegation.
Accused CNA #34 stated, "The allegation was
false. | resigned. They [facility] did no rape kit or
anything. If they would have called the police, |
would have been fine with it. [ They [facility] did not
do a proper investigation." Accused CNA #34 was
asked whether he had been suspended during
the investigation. Accused CNA #34 stated, "No
Ma'am. | was not suspended, | worked all the way
through. | worked that weekend."

During a telephone interview|on 8/18/14 at 2:56
PM, CNA #33 was asked what she reczlled of the
alleged rape of Resident #130 on the night of
2/14/14. CNA #33 stated she had gone in to talk
to Resident #130 at the begi | ning of her shift on
211514, like she normally does. He told her that
he thought he had besn rapad. CNA #33 stated
she had told the nurse on duly (Nurse #21) and
the nurse supervisor (Nurse #22). CNA#33
stated, "They [Nurse #21 and Nurse #22} did not
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tell me anything. | waited a gouple of hours, and
then | went and cleaned him|[Resident #130] up.
There was a jelly-like substarlce on him that was
clear.” CNA #33 was asked whether the police
were called. CNA #33 stated she did not know.
CNA#33 was asked whether Resident #130 had
been taken to the hospital for an exam after the
alleged incident. CNA #33 stated, "Not that | know
of "

Curing an interview in the conference room on
8/18/14 at 3:15 PM, the DS was asked what is
the facility's policy if a resident reports abuse. The
DSS stated, "It's reported to the supervisor
immediately. They call the Administrator and the
DON. The accused is suspehded immediately,
authorities are notified, police, elder abuse,
iNamed Administrator]. Have been talking about
that. We should have reported this one to the
police.

During an interview at the nyrses' station on
8119714 at 8:05 AM, Nurse Practitioner (NP) #1
was asked if she remembergd the incident that
occurred with Resident #130 on 2/14/14
regarding the alleged abuse| NP #1 stated, "It
was such a significant event] [Named Nurse #12
nurse manager for the floor] fold me there had
been an occurrence. The regident had
complained he was molested or raped, and she
[Nurse #12] said could you examine him. She
{Nurse #12] said it had happened 3 or 4 days age
[2/14/14]. Cannot find my progress note. | vaguely
remember asking someone o copy it, and
handed it to someone, but %nnot remember who
it was. There is a billing sheat attached to my
sheets, and every time ) documend, | tear it off
and put it in my bag. [ don't have that either. It's
not at the office either, very unfertunate.” This
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was not done.

During an interview at the fourth floor nurse's
station on 8/20/14 at 8:45 AM, Nurse #12 was
asked about the alleged rape of Resident #130
that occurred on the night of| 2/14/14, Nurse #12
stated, the allegation "happgned over the
weekend [2/14/14]. Was a couple of days before |
found out. I did a body audit£ Nurse #12 was

asked what is the facility's policy regarding sexual
abuse allegations. Nurse #12 stated, “They are
supposed fo report to the nufse. Suppose to
triage it. The person they are accusing is
suspended, police should be called, the patient
should actually be sent out at the time of the
incident, immediately do a body audit, send
patient to the hospital. Notifyj the DON."

The facility was unable to provide any written
evidence that a physical exap had been
performed on Resident #130 concerning the
alleged sexual assault on 2/14/14.

The facility failed to promptly| suspend the alleged
perpetrator; failed to notify the police; failed to
provide a complete and apprppriate medical
examination; failed to prompfly notify the DON or
Administrator and failed to thoroughly investigate
an allegation of rape which placed Resident #130
in immediate jeopardy.

Validation of the Credible Allegation of
Compliance (AOC) was accomplished an-site
August 26, 2014, through review of facility
documents, audits, review of| in-service records
and interviews with nursing gnd administrative
staff. The surveyors validated the corrective
actions stated in the AOC ware implemented
which removed the immediate jeopardy.
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The facility provided evidenge that all staff
received an abuse in-service and an abuse
questionnaire, on which they were required to
answer 100 percent correctlt. Review of 5 of 5
new hire personnel files were reviewed and
contained evidence of background and abuse
registry checks before hire.
Interviews were completed with nursing and
administrative staff to ensure staff were
knowledgeable of proper prdcedures regarding
the reporting of abuse and protection of the
residents. An interview was conducted with the
Abuse Prevention CoordinatEr, in which she
stated that weekly Performance Improvement
meetings have been scheduled.
The facility will remain out of compliance at a
scope and severity level "D" an isolated deficient
practice that constitutes no ictual harm with
potential for more than minimal harm that is not
immediate jecpardy.
The facility is required to submit a plan of
correction.
1. The allegation of abuse was reported to the State 9/25/14
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 of Tennessee on 2/21/14 on Resident #130 by the
§8=J | ABUSE/NEGLECT, ETC POLICIES Directar of Nursing. Resident #130 full body
assessment was completed on 2/17/14 by a licensed
The facility must develop and implement written nurse and 2718114 by the nurse practitioner and no
policies and procedures that prohibit physical signs of injuries were noted. Resident #130
mistreatment, neglect, and abuse of residents was seen by the psychiatrist on 3/16/14 and no
and misappropriation of resident property. recommendation or medication changes werfe made.
CNA#34 was suspended on 2/17/14 and resigned
2{21/14. Nurse #22 resigned on 2/21/14.
This REQUIREMENT is not met as evidenced
by:
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Based on policy review, rey
sheet, review of a suspensig
record review and interview,

ew of a time detail
n form, medical
it was determined

the facility failed to implement their abuse policy
when staff failed to immediaiely report an alleged

rape to the Director of Nursi
administrator, fziled to thoro

g (DON) or
ghly investigate this

allegation and failed to proiect residents from
potential abuse during an alleged abuse
investigation for 1 of 15 (Regident #130) sampled
residents reviewed for abuse of the 39 residents
included in the stage 2 review. The facility failed
to notify the police after a staff to resident rape
allegation; failed to provide gn appropriate
medical exam and failed to gromptly suspend the

alleged perpetrator which pl
in immediate jecpardy. Imma
situation in which the provide
with one or more requiremen
has caused, or is likely to ca
harm, impairment, or death t

ced Resident #130
diate jeopardy is a
r's noncompliance
ts of participation
rse, serious injury,
0 a resident.

The immediate jeopardy for F226 constitutes

substandard quality of care.

An extended survey was completed on 8/26/14

and 8/27/14,

A meeting was condugcted in

the Director of Nursing {DO

lthe conference room

at which time they

on 8/18/14 at 4:52 PM, with{le Administrator and
)

were informed of the immedi

The facility provided an acce
Compliance on August 25th,

te jecpardy.

ptable Allegation of
It was determined on

August 26, 2014 the corrective actions
implemented on August 25, 2014, had removed

the immediate jeopardy.

abuse, injuries of unknown injuries or unknown source
and misappropriation of resident property. The facility
plans to protect the residents by:

a. Reporting abuse allegations immediately to the
Abuse Coordinator.

b. Suspending the perpetrator immediately.

c. All allegation of abuse must be reported to the Police
APS, Ombudsman, and State of Tennessee.

d. Transfer all residents with an allegation of rape to th
ER for examination by & physician.

. All alleged violations will be thoroughly investigated
and prevent further potential abuse while the
investigation is in progress.

3. What measures will be put into plage to insure that
this practice does not recur?

« All residents on 8/20/14 were interviewed related to
abuse and neglect. And all residents that are
non-interviewable were physically assessed by the
ADONs for any signs and symptoms of abuse/neglect
aleng with all resident's POA were attempted to be
contacted to question on any abuse/neglect concerns
on 8/20/14, A total of 70 POA contacted and interviewe
on 8/29/14. Abuse audits, assessments, interviews
and questionnaires were reviewed by the Administrato
Directer of Nursing and Social Services Director on
8/19114 for any indications of abuse/neglect concerns.
All grievances and abuse concerns identified were
investigated, addressed, reportad and resolved by the
Social Sarvices Director.

« 100% of all staff were in-serviced regarding facility's
abuse policy and procedure which included, but not
limited to, reporting, protection and investigation
requirements using Care2learn as of 9/1/14. All new
hires will complete abuse training during orientation.

+ Education on facility's abuse policy and procedure
which included, but not limited to, reporting, protection
and investigation requirements with all the department
heads by the Regional Social Services Director on
8/18/14.
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The immediate jeopardy (1J}
through 8/24/14. The |J was

existed from 2/14/14
removed on 8/25/14.

Noncompliance for F226 continues at a "D level

citation. The facility is requir
correction.

The findings included:

ed to submit a plan of

Review of the facility's abuse policy documented,

"...5gxual, physical and men
prohibited... All allegations o

al abuse... are
I abuse,.. Protection

of the Resident... If the person reporting the
abuse believes there is a lack of response from

the charge nurse the person

will then notify the

CON and/or Administrator. If

are not in the facility staff wil

CON / Administrator
notify them via

phone... The charge nurse will immediately
remove the suspected perpetrator from resident
care areas, obtain the staff members witness
statement and immediately suspend the
employee pending the cutcome of the
investigation... The charge nprse will immediately
notify the Administrator, DON, andfor Abuse

Coordinator as appropriate..
allegations of abuse will be i
Administrator/designee will

Investigation... All
vestigated... The
ake all reasonable

efforts to investigate and adqgress alleged

reports..."

Medical record review for Resident #130
documented an admission date of 2/13/13 with
diagnoses of Congestive Heart Failure, Status
Post Automatic Implantable Cardioverter

Defibrillator, Hypertension,

hranic Angina,

Digoxin Texicity, Deconditioning, Hyperlipidemia,

Urinary Retention, Benign P

ostatic Hyperirophy,

Bladder Outlet Obstruction, Peptic Ulcer Disease,
Anemia, Acute Renal Disease Secondary to Post

the practice does not recur and what QA will be put in
place.

* A staff questionnaire regarding abuse is being
administered by Administrator, DON, ADONs, MDSC,
Activities director, Chaplain, Dietary manager, Chaplain,
Marketing, Admissions/Marketing, Rehab Manager,
Medical Records, HR director to staff members
beginning 8/19/2014 with 20 staff members per week
for one month, then 15 staff members per week for
one month, then 10 staff members per week for ong
month, then 5 staff members per week for one month,
then weekly random audit for 3 months. If less than
100% was met on the questionnaire a re-education
will be conducted until 100% is met.

+ Elder Justice Act signs have been moved and made
more visible in the facility.

+ HR completed an audit on 8/23/14 of all active
employees related to background checks. Audit
revealed that all active employees have a background
check with no issues.

* The Administrator, Social Services Director, Director
of Nursing or Weekend Supervisor will review the
grievances, incidents and accidents reporis daily
beginning 8/23/14 to determine if there are reporiable
allegations that have not been identified. All grievances
and abuse concerns identified were investigated,
addressed, reported and resolved by the Administrator
Director of Nursing and Social Services Director.

The Director of Nursing will report any allegations of
abuse, neglect or misappropriation to the outside agen

By,
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Obstructive Uropathy and Dementia.

Review of a nurse's note dated 2/15/14 at 2:30
PM, documented, "...CNA |certified nursing
asssitant #33] reported, [Regident #130] stated
he was raped. Reperted to Supervisor [Nurse
#22] of what resident said...| This note was
written by Nurse #21,

Review of the social service
documented the following:
a. 211714 - "._[CNA#33] informed Nurse [#22]
that resident [#130] stated he had been raped
2-14-14, DSS [Director of Sacial Services]...
spoke with resident... Resident [#130] stated the
name of a male CNA [#34] who raped him..."

b. 2/2014 - "...DSS visited with resident. Resident
[#130] said everything he reported [alleged rape
on the night of 2114/14 by CNA #34] to me the
other day was true..."

progress notes

Review of the CNA #34's "TIME DETAIL" sheet
documented CNA #34 worked Friday, 2/14/14,
from 3:00 PM to 9:45 PM and 10:15 PM until
10:58 PM, Saturday, 2/15/14, from 3:28 PM to
9:53 PM and 10:27 PM to 11:06 PM, Sunday,
2/16{14, from 2:59 PM to 9:#6 PM and 10:26 PM
to 11:00 PM, and Menday, 2/17/14 from 2:58 PM
to 4:01 PM. m[

Review of a suspension form) dated 2/17/14
documented, "...[CNA #34] 4ame... Date of
Incident: 2/14/14..." The suspension form was
signed and dated by the DON, the Administrator,
a Human Resources witnesg and CNA #34 on
2117M14. The accused CNA was not suspended
until 3 days after the alleged|incident was
reported.

Abuse.

rights and Abuse.

4 waeks beginning 8/23/14 and then

ongoing audits will need to continue,

Activities Director going over Resident's Rights and

» A family council meeting scheduled for 9/25/14

with Scocial Services Directar to go over Resident's
* A Quality Assurance meeting will be held weekiy for
recommendations, and follow-up regarding the above
plan. At that time based upon evaluation of the QA

Committee will determine at what frequency any

Administrator has the oversight to ensure an effective

plan is in place to meet the well-being of the residents.

maonthly for findings,

The
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SUMMARY STATEMENT COF DEFICIENCIES

Curing an interview in Resident #130’°s room cn
8/14/14 at 2:10 PM, Resident #130 was asked
whether anyone had ever mjstreated him here at
the facility. Resident #130 slated that once a
homosexual man had spoken inappropriately to
him. The interview was postponed due to
Resident #130's roommate being present in the
rocm, l.ater on 8/14/14 at 3:25 PM, Resident
#130 was asked for more information regarding
the mistreatment he had spoken of earlier.
Resident #130 stated, "He [CNA #34] tried to
have sexual intercourse, tried to penetrate, the
girl [CNA #33] that washed me and cleaned me
up asked me why | had all this grease on me."
Resident #130 stated he had told her [CNA #33]
what happened and she told the nurse [#21].
Resident #130 was asked whether he had been
taken to the doctor when the incident occurred.
Resident #130 stated he had not.

During an interview in the conference room on
8/14/14 at 3:00 PM, the DON was asked what
should happen if a resident reports rape or sexual
abuse. The DON stated, "S‘tj:ff should tell me
immediately, interview the rgsident for details,
body audit of the resident.” The DON was asked
what type of exam was perfarmed and how soon
was it done after the incident was reported. The
DON stated, "A body audit, remove the clothes,
lock at the area, lock at the anal area if they say
they were penetrated. Physician and families are
notified, suspend the alleged perpetrator if
identified, try to get them done immediately.” The
DON was asked whether thé resident should be
sent to the emergency room {ER}) for a rape kit
after an instance where there was possible
physical evidence, such as jelly-like substance
found on the resident's buttopks, The DON
stated, "Yes, then we could gend them to the ER."
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Resident #130 was not examined immediately
nor was he sent to the ER for a rape kit.

Curing an interview in the canference room on
8/14/14 at 6:05 PM, the DCN was asked why
Resident #130 was not examined until 3 days
after the alleged incident. ThLa DOCN stated the
incident “Was not reported to us until later
[2/17/14]." The DON was asked whether the
police had been notified. The DON stated, "No."
The DON was asked whether a physician had
examined Resident #130 after the incident
occurred. The DON stated, "] den't know."

During an interview in the copference room on
8/14/14 at 6:10 PM, the Administrator was asked
what is the facility's protocol |f a rape is reported.
The Administrator stated, "We would definitely
investigate thoroughly." The ﬁdministrator was
asked whether the resident would be sent to the
hospital for a rape kit. The Administrator was
nodding her head in agreement and stated, "We
would do that or get a doctor|or nurse practitioner
to examing him."

During a telephone interview|on 8/15/14 at 3:37
PM, accused CNA #34 was gsked what had
happened during his shift on[2/14/14 regarding
Resident #130 and the alleged abuse allegation.
Accused CNA #34 stated, "The allegation was
false. | resigned. They [facility] did rie rape kit or
anything. If they would have called the police, |
would have been fine with it. They [facility] did not
do a proper investigation." Accused CNA #34 was
asked whether he had been suspended during
the investigation. Accused CNA #34 stated, "No
Ma'am. | was not suspended] | worked all the way
through. | worked that weekend."
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During a telephone interview on 8/18/14 at 2:56
PM, CNA#33 was asked what she recalled of the
alleged rape of Resident #130 on the night of
2114114, CNA #33 stated she had gone in fo talk
to Resident #130 at the beginning of her shift on
2/15M4, like she normally does. He told her that
he thought he had been raped. CNA #33 stated
she had told the nurse an duty (Nurse #21) and
the nurse supervisor (Nurse #22). CNA #33
stated, "They [Nurse #21 and Nurse #22] did not
tell me anything. | waited a couple of hours, and
then | went and cleaned him|[Resident #130] up.
There was a jelly-like substance on him that was
clear." CNA#33 was asked whether the police
were called. CNA #33 stated she did not know,
CNA #33 was asked whether Resident #130 had
been taken to the hospital fof an exam after the
alleged incident. CNA #33 stated, "Nof that | know
of'lt

During an interview in the cohference room on
8/18/14 at 3:15 PM, the DSS was asked what is
the facility's policy if a resident reports abuse. The
DSS stated, “I's reported to the supervisor
immediately. They call the Aiministrator and the
DON. The accused is suspe jdEd immediately,

authorities are notified, police, elder abuse,
[Named Administrator]. Have been talking about
that. We should have reporigd this one to the
police."

During an interview at the nurses' station on
8M9/14 at 8:05 AM, Nurse Practitioner (NP #1)
was asked if she remembered the incident that
occurred with Resident #130|on 2/14/14
regarding the alleged abuse.|NP #1 stated, "It
was such a significant event.|[Named Nurse #12
the nurse manager] told me there had been an
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oceurrence. The resident {#130] had complained
he was molested or raped, gnd she [Nurse #12]
said could you examine him| She [Nurse #12]
said it had happened 3 or 4 days ago [2/14/14).
Cannot find my progress note. | vaguely
remember asking someone {o copy it, and
handed it to someone, but cannot remember who
it was. There is a billing sheet attached to my
sheets, and every time | docyment, | tear it off
and put it in my bag. | don't have that either. It's
not at the office either, very unfortunate.,”

During an interview at the fourth floor nurse’s
station on 8/20/14 at 8:45 AM, Nurse #12 was
asked about the afleged rape of Resident #130
that occurred on the night of|2/14/14. Nurse #12
stated, the allegation "happensd over the
weekend [2/14/14]. Was a couple of days before |
found out. | did a body audit.]" Nurse #12 was
asked what is the facility’s pglicy regarding sexual
abuse allegations. Nurse #12 stated, "They are
supposed to report to the nurse. Suppose to
triage it. The person they arg accusing is
suspended, police should be called, the patient
should actually be sent out at the time of the
incident, immediately do a bedy audit, send
patient to the hospital. Notify|the DON."

The facllity was unable to provide any written
evidence that a physical examn had been
performed on Resident #130 concerning the
alleged sexual assault on 2/14/14,

The facility failed to implement and follow their
abuse policy when they failed to thoroughly
investigate an alleged rape hy not promplty
notifing the DON or Administrator; failed to
promptly complete a medical examination; failed
to notify the police and failed|to protect residents
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from potential abuse by not promptly suspending
the alleged perpetrator which placed Resident

#130 in immediate jeopardy.

Validation of the Credible Allegation of

Compliance (ACC) was acco

documents, audits, review o

mplished cn-site

in-service records

August 26, 2014, threugh rei/iew of facility

and interviews with nursing

nd administrative

staff. The surveyors validated the corrective

actions stated in the AQC we

re implemented

which removed the immediate jeopardy.

The facility provided evidence that all staff

received an abuse in-service
questionnaire, on which they
answer 100 percent correctly

and an abuse
were required o
. Random new hire

personne! files were reviewerd and contained

avidence of background and
checks before hire.

Interviews were completed

abuse registry

ith nursing and

administrative staff to ensure staff were
knowledgeable of proper progedures regarding

the reporting of abuse and p
residents. An interview was ¢

otection of the
onducted with the

Abuse Prevention Cogrdinater, in which she

stated that weekly Performar;

ce Improvement

meetings have been scheduled.

The facility will remain out of

compliance at a

scope and severity level "D" an isolated deficient

practice that constitutes no a
potential for more than minin
immediate jeopardy.

The facility is required to sub
correction.

ctual harm with
al harm that is not

mit a plan of
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55=J) | PROFESSIONAL STANDARDS diet, consistency of fluid, color coded tickets, and

The services pravided or arranged by the facility
must meet professional stanflards of quality.

This REQUIREMENT is not|met as evidenced
by:
Based on review of Sorensen and Luckmann's
Basic Nursing reference, medical record review
review of the investigator's repont, review of an
autopsy and interview, it wag determined the
facility failed to ensure serviges provided met

professional standards of quality as evidenced by

staff not performing the Heimlich maneuver
{action to remove what is blgcking the airway)
when a resident was noted to be choking for 1 of
15 (Resident #261} sampled|residents reviewed
for neglect of the 39 residents included in the
stage 2 review. The facility fejniled 1o perform the
Heimlich maneuver to prevent choking and

suffocation which resulted in|the choking death of

Resident #261, which resulted in immediate
jeopardy, a situation in which the provider's
noncompliance with one or more requirements of
participation has caused, or is likely to cause,
serious injury, harm, impairment, or death to a
resident.

A meeting was conducied in the conference room

on 8/18/14 at 4:52 PM, with Ibhe Administrator,

Director of Nursing (DON), aphd Assistant Director

of Nursing (ADON) when they were informed of
the immediate jeopardy (1J).

The facility provided an acceptable Allegation of
Compliance on August 25th, [2014. It was
determined on August 26, 2014 the corrective

Heimllch maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14.

2. All residents have the potential to be
affected by the same practice.

= A 100% audit of physician orders against

diet cards and verified on care plan on all three floors

completed on 3/28/2014 by Certiffed Dietary Managar.

Clarification orders were written and referral to
speech therapist as needed. Ancther 100% audit
was completed on 8/17/14 and all diets match the
tray cards. Clarification orders were written on 10
residents to reflect correct diets on the MAR.

3. What measures will be put into place to insurg
that this practice does not recur?

» A 100% audit of physician orders against diet

cards and verified on care plan on all three floars

completed on 3/28/2014 by Certified Dietary Manager.

Clarification orders were written and referral to

speech therapist as needed. Another 100% audlit
was completed on 8/17/14 and all diets match the
tray cards. Clarification orders were written on 10

residents to reflect correct diets on the MAR.
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actions implemented on August 25, 2014, had
removed the immediate jeopardy.

The immediate jeopardy {lJ)|existed from 3/27/14
through 8/24/14. The |l was removed on 8/25/14.

Noncompliance for F281 continues at a "D" level
citation. The facility is required to submit a Plan of
Correction.

The findings included:
Review of the Sorensen and|Luckmann's Basic

Nursing a Psychophysiclogic Approach, third
edition, page 576, manage:v\}ent of obstructed

airway, documented, "The two techniques for
relieving foreign body airway| obstruction are
manual chest and abdominal thrusts (Heimlich
maneuver} and finger sweeps."

Medical record review for Re‘sident #2681
documented an admission date of 6/4/12 with a
readmission date of 12/13/12 with diagnoses of
Hemiplegia affecting Non Dominant Side, Lack of
Coordination, Difficulty in Walking, Oropharyngeal
Cysphagia, Aphasia, Dysanthria, Hypertension,
Hemiplegia affecting Dominant Side, Muscle
Weakness, Cerebral Vascular Accident with Left
Sided Weakness, History of Cerebral Vascular
Accidents, Diabetes Type 2, Benign Prostatic
Hypertrophy, Dementia and Hyperlipidemia.

Review of a care plan dated 5/16/13 and
reviewed 2/14 documented a problem that
Resident #261 is a nutrition risk due fo a
swallowing problem related to dysphagia and
requires a mechanically altered diet. The care
plan documented Resident #261 is to be upright
for all meals, staff to feed all meals and aspiration

with plans of care and physician orders was completec
each meal for 30 days beginning 3/31/14, then 4-8
meal audits for 2 months, then 2 meal audit for a
month, and ongoing.

+ Education and training conducted on 3/28/14 with al
dietary staff regarding identification and preparation

of all type of diets, competencies for food preparation,

All competencies regarding this were complated on
4112114 for all dietary staff. On 8/4/14, 8M19/14,
8/24/14, and 8/28/14 the Cenrtified Dietary Manager
did an in-service with all dietary staff on choking
hazards, different type of diets, and the different types
of liquid consistencies.

» Education and training on 3/28/14 with all nursing
staff conducted regarding meal service focused on
checking accuracy of diet serve, thickened liquids,
signs and symptoms of choking and aspiration by the

Staff Development Nurse,

and thickened liquids by the Certified Dietary Manage:,
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precautions.

Review of a nurses note dal‘ed 3/28/14
documented, "...cna [cerified nursing assistant
#30] served resident's [Resipent #261] supper.
The supper consisted of the|following items 4 oz
[ounces] of pulled pork... at approximately 5:31

PM the cna [#30] returned t
cna immediately sought out

check on him... the
the nurse at

5:32pm... L.PN [licensed prattical nurse] #20

immediately responded... ng

ticed that the

resident was in ditress [distress] and noted

resident's [Resident #261] 11
color... the resident was still

cardiac massage... a code

ps were bluish in
breathing at this

lue was called...

time, The LPN [#20] stirnul?{ed the resident with

COmMpressions were comme
[Emergency Medical Technic
arrived at 5:45pm... The EM
responder hooked him up to
the code at approximately 5
no documentation the facility
Heimlich mansuver for Resi

Review of the investigator’s
dated on 3/27/14 documents
Rescue Team] arrived on the
his airway but asystole [no i
confirmed at 1755 [5:55 PM
[Named Officer] advised the
male was eating dinner and

ced until EMT's
sians] arrived... EMT
T's and the first

a monitor... stopped
85pm... " There was
¢ staff performed the
dent #261.

report signed and
2d, "...[Named
3 gcene and cleared
eart beat] was

by paramedics...
following: this black
began choking ¢n his

food from his airway and staff threw it away. Due

food... Fire department parjnedics removed the

to this accident jurisdiction vras accepted and this
biack male was transported to the [Named]

forensic center for further &
[autopsy]..."

Review of the autopsy repor;

amination

t signed and dated on

Heimlich maneuver was condugcted with all staff except
dietary on 3/28/14. On 4/2/14 EMHC performed trainin
and education on Heimlich maneuver and signs and
symptoms of ineffective breathing with all staff except
dietary. Education and training was completed on
Heimlich maneuver for all new hires as of 3/27/14
including all dietary staff as well on 8/19/14. A 100%
training on Heimlich maneuver with all licensed nurses
CNAs, dietary staff, activity staff, and therapist except
for 2 prn therapists completed by 8/30/14 The 2 prn
therapists were issued a letter with return receipt
noting that they have to go through training before
they're allowed to work. Heimlich maneuver training
will be done on all new hires during oriantations.

+ Heimlich posters with pictures and instructions were
placed on every dining room, 2nd flocr, 3rd floor, 4th
fioor, and main dining room.

« Color coded meal ticket initiated on 4/4/14 for
residents on aitered diet. All staff were educated on the
color code meal ticket 4/14/14 by the Staff Dav.
Coordinator. A 100% in-service with all staff on color
coded tickets completed by the Staff Development

Coordinator on 8/30/14

]
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5/16/14 documented, "...Date of Autopsy
Examination: March 28, 201id... CAUSE OF
DEATH: Asphyxia due to choking... INTERNAL
EXAMINATION... RESPIRATORY SYSTEM...
Nen-digested foed and mucus partially occlude
the upper airway, and pieces of non-digested
food occlude the lobar branchi and some more
distal branches... SUMMARY AND
INTERPRETATION... Based on the autopsy
findings... the cause of death is attributed to
asphyxia due to choking..."

During an interview in the conference room on
8/14/14 at 5:00 PM, CNA #3D was asked if she
was present during Resident #261's choking
incident. CNA #30 stated, "I brought his tray in his
room... [ went back in to chegk on him and he
seemed like he was in stresy, like something was
wrong. | asked him if he was| okay, and he raised
up his hand... When black people hold their hand
up we know something's wrang. 1 went
immediately and got the nurge. After that, the
nurses took over..." CNA#30 was asked about
how long it took the nurse to respond. CNA #30
stated, "It didn't really take long... | yelled in the
hallway. '"Mr. [first name of Resident #261] is in
distress’. She [Nurse #20] came right there."

The facility staff failed to perform the Heimlich
maneuver when Resident #2681 was noted to be
in distress, which resulted in |an immediate
jeopardy when Resident #2611 subsequently
choked to death.

Validation of the Credible Allegation of
Compliance (AQC) was accomplished on-site
August 26, 2014, through review of facility
documents, audits, review of|in-service records,
observations and interviews with nursing, dietary

into place?

trained.

for 3 months.

residents.

= Adaily audit of meal tray cards served far
accuracy with plans of care and MD orders was
completed for each meal for 30 days beginning
3/31/14, then 4-6 meal audits for 2 months, then

2 meal audit for a month, and ongoing.

= On 8/19/14 the nursing staff was audited and
manitored by ADON and Department heads during
meal time in regards to checking accuracy of meals
served to patients, then will monitor 20 staff members
per week for 1 month, 10 staff members per week
for 1 month, and 5 staff members per week for 1
month, then random audit weekly x 3 months. Staff
that failed to follow the plan will be re-educated and

+ A weekly audit of all resident's diet against the
meal tray ticket, physician's orders, and care plan
will be done by the Registered Dietitian started
5/8/14 for 1 month and then random weekly audit

* A Quality Assurance meeting will be held weaekly
for 4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan. At that time based upon evaluated

of the QA Committee will determine at what freguency
any ongeing audits will need to continue. The
\Administrator has the oversight to ensure an

effective plan is in place to meet the well-being of the
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and administrative staff. The
the comrective actions state

implemented which removed the immediate

jeopardy.

The facility provided evidence of in-service
training with sign in sheets, for all staff on the

Heimlich maneuver.

Interviews with CNAs, dietary staff, nurse

managers, charge nurses cq
facility, staff verbalized how
maneuver.

scope and severity level "D"

The facility will remain out oJ
practice that constitutes no

potential for more than minimal harm that is not

immediate jeopardy.

The facility is required to sub
correction.

483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arrznged by the facility

must be provided by qualifie
accordance with each reside
care,

This REQUIREMENT is not
by:
Based on medical record rey
autopsy, review of a meal tic
interview, it was determined

follow the care pian interventions for a therapeutic

diet and/or assistance with d

an isolated deficient

nt's written plan of

surveyors validated
in the AOC were

nducted in the
o do the Heimlich

compliance at a

ctual harm with

mit a plan of

persons in

met as evidenced
view, review of an
ket, observation and
the facility failed to

ning for 2 of 39

F 281

F 282 | yeimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/41i4.

Resident #6 was given a correct diet an 8/22/14,
CNA#32 was coached and counseled by the DON on

1. Resident #261expired 3/2714, LPN# 20 and
CNA#30 received training on identification of correct

diet, consistency of fluid, color coded tickets, and

8/26/14, Dietary staff was coached and counseled

by the Certified Dietary Manager on 8/24/14 CNA #32
was educated by Staff Development Coordinator on

"| color coded tickets on B/30/14. Dietary staff was
educated on identification of carrect diet and
preparation of all types of diet by the Certified Dietary
Manager by 8/28/14,

9/25/14
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(Residents #261 and 6) sampled residents of the
39 residents included in the stage 2 review. The

failure of the facility to follow|
interventions for a therapeut

the care plan

¢ diet or provide

assistance with dining resulted in an immediate

jecpardy when Resident #6,

who was at risk for

choking, received a whole hot dog on a bun and
Resident #261 received pulled pork, was left

alone to eat in his room and

chocked to death.

Immediate jeopardy is a situation in which the

provider's noncompliance wi
reguirements of participation
likely to cause, serious injury
or death to a resident.

A meeting was conducted in
on 8/18/14 at 4:52 PM, with 1
the Director of Nursing {DCN
informed of the immediate je
choking.

The facility provided an acce
Compliance on August 25th,
determined on August 268, 20
actions implemented on Aug
removed the immediate jeop

The immediate jeopardy (1J}
through 8/24/14. The |J was

Noncompliance for F282 con

citation. The facility is require

Correction.
The findings included:

1. Medical record review for

h one or more
has caused, oris
, harm, impairment,

the conference room
he Administrator and
), when they were

ppardy (IJ) related to

ptable Allegation of
2014, It was

14 the corrective
st 25, 2014, had

ardy.

existed from 3/27114
removed on 8/25/14.

tinues at a "D" level
d to submit a Plan of

Resident #261

documented an admission date of /412 with a

readmission date of 12/13/12

with diagnoses of

same practice.

» A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3f28/2014 by Certified Dietary Manager. Clarification
orders were written and referral to speech therapist as
needed. Another 100% audit was completed on
81714 and all diets match the tray cards. Clarification
arders were written on 10 residents to reflect correct
diets on the MAR.

3. What measures will be put into place to insure that
this practice does not recur?

« A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Cerlified Dietary Manager.
Clarification orders were written and referral to speech
therapist as needed, Another 100% audit was
completed on 8/17/14 and all diets match the tray cards.
Clarification orders were written on 10 residents to
reflact correct diets on the MAR.

+ A daily audit of meal tray cards served for accuracy
with plans of care and physician ordars was completed
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for a manth,

and ongeing.

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION %5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENCY)
. 2. All residents have the potential to be affected by the
F 282 | Continued From page 34 F 282
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swallowing problem related tp dysphagia and
requires a mechanically altered diet. The

interventions to provide the d
physician, menitor the intake
or salad. The care plan docu
#261 is to be upright for all m
meals and aspiraticn precau

iet as ordered by the
and no bread, rice
mented Resident
eals, staff to feed all
jons.

Review of a nurses note datjd 328114

documented, "...cna [certifie

nursing assistant

#30] served resident's [Resident #261] supper.
The supper consisted of the following items 4 oz
[ounces] of pulled pork... at gpproximately 5:31
PM the cna [#30] returned to|check on him... the

cna immediately sought out

e nurse at

5:32pm... LPN [licensed pradtical nurse] #20
immediately responded... neficed that the

resident was in ditress [distr

s5] and noted

and education on Heimlich maneuver and signs and
symptoms of ineffective breathing with all staff except
dietary. Education and training was completed on
Heimlich maneuver for all naw hires as of 3/27/14
including all dietary staff as well on 8/19/14, A 100%
training on Heimlich maneuver with all licensed nurses
CNAs, dietary staff, activity staff, and therapist except
for 2 prn therapists completed by 8/30/14 The 2 prn
therapists were issued a letter with return receipt
noting that they have to go through training before
they're allowed to work. Heimlich maneuver training

will be done on all new hires during orientations.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF COGRRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
* kducation and training conducted on 3/28/74 with
F 282 | Continued From page 35 [ 282/ all dietary staff regarding identification and preparatign
Hemiplegia affecting Non Dominant Side, Lack of of all type of diets, competencies for food preparation,
Coordlna‘tlon, leﬁc_:ulty in W "f'ng' Orophar_yngeal and thickened liquids by the Certified Dietary Managetf.
Dysphagia, Aphasia, Dysarthria, Hypertension,
Hemiplegia affecting Dominémt Side, Muscle All competencies regarding this were completed on
Weakness, Cerebral Vascular Accident with Left 4112114 for all dietary staff. On 8/4/14, 8/19f14, 8/24/14,
S]d?d Weakr!ess, History of Cere:bral Vascu'lar and 8/28/14 the Certified Dietary Manager did an
Accidents, Diabetes Type 2, |Benign Prostatic
Hypertrophy, Dementia and Hyperlipidemia. in-service with all dietary staff on choking hazards,
different type of diets, and the different types of liquid
Review of the physician's orders dated 3/1/14 . .
N . consistencies,
through 3/31/14 and signed by the physician on
3/18/14 documented, *...MECHANICAL SOFT » Education and training on 3/28/14 with all nursing
DIET WITH PUREED MEAT].." staff conducted regarding meal service focused on
Review of a quarterly Minimum Data Set (MDS) c‘ ecking accuracy of diet serve, thickened liguids
dated 1/26/14 documented resident was receiving signs and symptoms of choking and aspiration by the
a mechanically altered dist. Staff Development Nurse.
. » Educati d traini i
Review of a care plan dated 5/16/13 and ucation and training regarding how to perform the
reviewed 2/14 documented & problem that Heimlich maneuver was conducted with all staif exceglt
Resident #261 is a nutrition risk due to a dietary on 3/28/14. On 4/2/14 EMHC performed trainirig
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resident's [Resident #261] lips were bluish in

color..."

Resident #261, who had a swallawing problem

related to dysphagia, was s
and was left alone in his roo
327114, The facility failed to

rved the wrong diet
to feed himself on
follow the care plan

interventions for a therapeutic diet of pureed meat
and the resident is to be feed.

Review of the autopsy report signed and dated on
5/16/14 documented, “... Date of Autopsy
Examinaticon; March 28, 2014... CAUSE OF
DEATH: Asphyxia due to choking... INTERNAL
EXAMINATION... RESPIRATORY SYSTEM...
Non-digested food and mucus partially occlude
the upper airway, and pieces of non-digested
food occlude the lobar bronghi and some more

AND

INTERPRETATION... Based on the autopsy

distal branches... SUMMARI

findings... the cause of deatl
asphyxia due fo choking..."

is attributed to

During an interview in the conference room on
8/14/14 at 5:00 PM, CNA #30 was asked what
type of diet was Resident #2671 on. CNA#30

stated, "l don't really rememberifhewas on a

regular diet or & pureed diet.
beef, it was like stringy. | can

It looked like roast
't remember what

else he had." CNA#30 was ?sked if the meat
was pureed and if it had grayy on it. CNA#30

stated, "It [meat] didn' look (ke pureed. | don't

:

remember any gravy on it." CNA #30 was asked

about Resident #261's choki
stated, "I brought his tray in

would eat out in the dining rc
back in to check on him and
was in stress, [ike something

ng incident. CNA #30
nis room... He usually
om. | left... | went

he seemed like he
was wrong. | asked

him if he was okay, and he raised up his hand...

4th floor, and main dining room.

+ Colar coded meal ticket initiated on 4/4/14 for
residents on altered diet. All staff were educated on
the color code meal ticket 4/14/14 by the Staff Dev.
Coordinator. A 100% in-service with all staff on color

coded tickets completed by the Staff Development

Coordinator on 8/30/14.

4. How will corrective action be monitored to ensure

the practice does not recur and what

inte place?

« A daily audit of meal tray cards served for accuracy
with plans of care and MD orders was completed for
each meal for 3¢ days beginning 3/31/14, then 4-6

meal audits for 2 months, then 2 meal audit for a month,

and angoeing.

« Cn 8/19/14 the nursing staff was audited and
monitored by ADCN and Department heads during
meal time in regards to checking accuracy of meals
served fo patients, then will monitor 20 staff members
per week for 1 month, 10 staff members per week for
1 month, and 5 staff members per week for 1 month,

then random audit weekly x 3 months. Staff that failed

to follow the plan will be re-educated
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* Heimlich posters with pictures and instructions were
F 282 | Continued From page 36 F 282 |placed on every dining room, 2nd floor, 3rd floor,

QA will be put

and trafned.
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When black people hold their hand up we know
something's wrong. | went irrtlmediately and got
the nurse..."

During an interview in the conference room on
8/18/14 at 3:10 PM, the Dietary Manager (DM)
was asked who updated Regident #261's current
nutrition care plan. The DM stated, "l did. | wrote
that on the care plan from the order dated
12/17112 [out of bed for all meals spoon feed all
meals and upright for all meals],"

ray ticket, physiclan’s orders, and care plan will be
one by the Registered Dietitian started 9/8/14 for 1
month and then random weekly audit for 3 months.
A Qluglity Assurance meeting will be held weekly for 4
weeks beginning 8/23/14 and then monthly for findings,
ecommendations, and follow-up regarding the above
plan. At that time based upen evaluated of the QA

Committee will determine at what frequency any
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. A weekly audit of ali resident’s diet against the meal
F 282 Continued From page 37 F 282 y g

The facility failed to follow th

e care plan

interventions for a therapeutic diet and assisting
with dining resulted in the acpidental choking
death of Resident #2681, which resulied in

immediate jeopardy,

2. Medical record review for
documented an admission d

Resident #6
te of 10/8/12 with

diagnoses of Seizure Disorder, Paraplegia, Right
Above the Knee Amputation | Left Eye Blindness,
Bysphagia, Dysarthria, Obesity, Ankle-Foot

Deformity, Abnormal Posture, Joint Contractures

- Multiple Joints, Muscle We
Communicative Deficit and B

Review of a quarterly MDS d

kness, Cognitive

rain Injury.

ted 3/14/14

documented Resident #8 received a mechanically

altered diet and a therapeutiq

Review of a telephone physic
3/28/14 documented, "...Mec|
diet, NAS [No Added Salt] di
clarification) no bread... at lu

Review of a physician's order
documented, “...Diet: NAS; M
NO BREAD..."

diet.

ian order dated

h [mechanical] soft

t, (order
ch + [and] supper..."

" dated 8/2/14

ECHANICAL SOFT;

pngeing audits will need to continue, The Administrator
nas the oversight to ensure an effective plan is in place

o meet the well-being of the residents.
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Review of a care plan dated §/25/13 and
reviewed 2/14 documented, [E...Prob[em...

Resident is a nutrition risk: As evidenced by...
NEED FOR MECH ALTERED DIET... NEED FOR
THERAPEUTIC DIET... Appljoach... Provide diet
as ordered (see current physician orders)...
ASSIST WITH ALL MEALS AS NEEDED... No
bread... on trays..."

Review of a tray meal ticket dated 8/22/14
documented, "...DIET: M5 [Mechanical Soft],
NAS, no bread..."

Observations in Resident #6's room on 8/22/14 at
5:48 PM, revealed Resident #6 received a dinner
tray with a regufar hot dog orf a bun. CNA#32
stated, "Resident is a choke fisk and | will have to
stay with him until he is finished eating." Further
observations revealed CNA #32 cut the hot dog in
half and handed one half to the resident. The
surveyar stopped the resident from placing the
hot dog in his mouth. CNA #32 was asked to look
at the meal ticket. CNA #32 stated, "[ almost
made a big mistake. Thank vou for catching it. |
just looked at mechanical soft. We farget.”

interventions for a therapeutic diet when Resident
#6 received a whole hot dog on a bun, which
placed Resident #6 at risk for choking, and
Immediate Jeopardy.,

The facility failed to follow thT; care plan
i

Validation of the Credible Allegation of
Compliance (AOC) was accgmplished on-site
August 26, 2014, through review of facility
documents, audits, review of in-service records,
observations and interviews With nursing, dietary
and administrative staff. The|surveyors validated

STATEMENT GF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
C
B. WIN
445139 G 08/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
141 N MCLEAN
SIGNATURE HEALTHCARE AT 5T PETER VILLA
MEMPHIS, TN 38104
(X4} ID SUMMARY STATEMENT|OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
F 282 | Continued From page 38 F 282

FORM CMS-2667{02-99) Previgus Versions Obsolate

Event 1ID; 2X7E%1

Facility 1D: TN7928

if continuation sheet Page 39 of 67




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

PRINTED: 09/11/2014

FORM APPROVED

OMB NO. 0938-0391

SIGNATURE HEALTHCARE AT ST PETER VILLA

141 N MCLEAN
MEMPHIS, TN 38104

STATEMENT OF DEFICIENCIES (%13 PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
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the corrective actions stated|in the AQC were
implemented which removed the immediate
jeopardy.

The facility provided evidence of in-service
training with sign in sheets, for all staff on the tray
service to include review of each meal ticket for
verification of correct diet sefved and color coded
meal tickets.

The facility provided evidence of in-service
training for all dietary personlnel regarding
identification and preparation of diets,
competencies for food prepa‘ration and thickened

liquids by the cerified dietarT managet.

The facility provided evidence of audits that
included physician orders to |meal tickets and
verified on the care plan. Accuracy of meals
served fo residents to include trays from the
kitchen to the floors and fray|tickets verified with
meals on the trays.

Interviews with CNAs, nurse managers, charge
nurses conducted in the facility, staff verbalized
how to properly check for préper diets and
matching the tray tickets and what a colored meal
ticket meant. Nurse managers verbalized how
they would continue to moniter and audit the
accuracy of the meal delivery.

Observations in the facility op 8/26/14 and
8/27/14 revealed staff physically checking the
meal tickets to the food tray when the cart was
delivered to the halls, and then a second check
by the staff member when the tray is delivered to
the resident.

The facility will remain out ofjcompliance at a
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F 282 | Continued From page 40 F 282
scope and severity level "D"fn isolated deficient
practice that constitutes no actual harm with
potential for more than minimal harm that is not
immediate jeopardy.
The facility is required to sulimit a ptan of
correction. ! ) i
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 1. Resident #261expired 3/27114. LPN# 20 and 9125114
$5=J | HIGHEST WELL BEING CNA#30 received training on identification of correct

Each resident must receive and the facility must

provide the necessary care

nd services to attain

of maintain {he highest pracﬁcable physical,

mental, and psychosocial we
accordance with the compre
and plan of care.

This REQUIREMENT is not
by:

Based on review of the Sorg

Luckmann's Basic Nursing a

l-being, in
hensive assessment

met as evidenced

nsen and
Psychophysiologic

Approach, medical record review, review of the

investigator's report, review

f an autopsy, review

of a tray card, observation and interview, it was
determined the facility failed to provide care and
services necessary to maintain the highest

practicable physical, mental,
well-being of residents when

physician orders for therapeu

and psychosocial
staff failed to follow
tic diets for 2 of 39

(Residents #261 and 6) sampled residents
included in the stage 2 review. The facility failed
to follow therapeutic diets when Resident #5, who

was at risk for choking, recei
included a whole hot dog on
#261 received a plate that in
instead of pureed meat. The

ved a plate that

a bun and Resident
luded pulled pork
facility failed to

diet, consistency of fluid, color coded tickets, and
Heimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14,

Resident #6 was given a correct diet on 8/22/14.
CNA#32 was coached and counsaled by the DON

on 8/26{14. Dietary staff was coached and counseled
by the Certified Dietary Manager on 8/24/14 CNA #3a2
was educated by Staff Development Cocrdinator on
color coded tickets on 8/30/14. Dietary staff was
educated on identification of correct diet and
preparation of all types of diet by the Certified

Dietary Manager on 8/28/14.

2. All residents have the potential to be affected

by the same practice.

+ A 100% audit of physician orders against diet
cards and verified on care plan on all three fioors
completed on 3/28/2014 by Certified Dietary Manager.
Clarification orders were written and referral to
spaech therapist as needed. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification orders were written on 10

residents to reflect correct diets on the MAR.
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F 309 { Continued From page 41 F 309 3. What measures will be put into place to insure that

monitor Resident #2861 during dining and staff
failed to perform the Heimlich maneuver (action

to remove what is blocking
choking and suffocation whic

e airway} to prevent

h resulted in the

accidental choking death of Resident #261.

These incidents resuited in a

jeopardy which is a situaticmI

immediate

in which the

provider's noncompliance with one or more

requirements of participation
likely to cause, serious injury
or death to a resident.

The immediate jeopardy for F
substandard quality of care.

An extended survey was corm
and B/27/14.

A meeting was conducted in
on 8/18/14 at 4:52 PM, with
Director of Nursing (DON), a
of Nursing (ADON) when the
the immediate jeopardy (1J).

has caused, or is
harm, impairment,

r309 constitutes

pleted on 8/26/14

he conference room

he Administrator,
i Assistant Director

y were informed of

The facllity provided an acce
Compliance on August 25th,

ptable Allegation of
2014, It was

determined on August 26, 2014 the corrective
actions implemented on August 25, 2014, had

removed the immediate jeop

The immediate jeopardy {lJ)

through 8/24/14. The IJ was 1

Noncompliance for F309 con

citation. The facility is require:

correction.

The findings included:

rdy.

existed from 3/27/14
removed on 8/25/14.

tinues at a "D" level
d to submit a plan of

this practice does not recur?

= A 100% audit of physician orders against diet cards
and verified on care plan on all three fioors completed
on 3/28/2014 by Certified Dietary Manager.
Clarification orders were written and referra! to
speech therapist as needed. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification orders were written on 10 residents
to reflect correct diets on the MAR.

* A daily audit of meal tray cards served for accuracy
with plans of care and physician orders was completed
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit fora
month, and ongoing.

» Education and training conducted on 3/28/14 with
all dietary staff regarding identification and
preparation of all type of diets, competencies for food
preparation, and thickened liquids by the Certified
Dietary Manager. All competencies regarding this
were completed on 4/12/14 for all dietary staff. On
84114, 819114, B/24/14, and 8/28/14 the Cerlified
Dietary Manager did an in-service with all dietary
staff on choking hazards, different type of diets, and
the different types of liquid consistencies.

* Education and training on 3/28/14 with all nursing
staff conducted regarding meal service focused on
checking accuracy of diet serve, thickened liquids,
signs and symptoms of choking and aspiration by the

Staff Development Nurse.
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1. Review of the Sorensen and Luckmann's

Basic Nursing a Psychophysiologic Approach,
third edition, page 576, manégement of
obstructed airway, decumented, "The two
technigques for relieving foreii;n body airway

abstruction are manual ches

and abdominal

thrusts {(Heimlich maneuver}|and finger sweeps."

Medical record review for Resident #261
documented an admission date of 6/4/12 with a
readmission date of 12/13/12 with diagnoses of
Hemiplegia affecting Non Dominant Side, Lack of
Coordination, Difficulty in Walking, Oropharyngeal
Dysphagia, Aphasia, Dysarthria, Hypertension,
Hemiplegia affecting Dominant Side, Muscle
Weakness, Cerebral Vascular Accident with Left
Sided Weakness, History of Cerebral Vascular
Accidents, Diabetes Type 2, Benign Prostatic
Hypertrophy, Dementia and Hyperlipidemia.

Review of the physician's orders dated 3/1/14
through 3/31/14 and signed by the physician on
3/18/14 documented, "...MECHANICAL SOFT
DIET WITH PUREED MEAT.|."

Review of a quarterly Minimym Data Set (MDS)
dated 1/26/14 documented Resident #261

received a mechanically alte

Review of a care plan dated
reviewed 2/14 documented a
Resident #261 is a nutrition r

ed diet.

5/16/13 and

prablem that
sk duetoa

swallowing problem related to dysphagia and
requires a mechanically altered diet. The

interventions to provide the d
physician, moniter the intake

et as ordered by the
and no bread. The

care plan documented Resident #261 is to he
upright for all meals, staff to feed all meals and

aspiration precautions.

Heimlich maneuver was conducted with all staff except
dietary on 3/28/14. On 4/2/14 EMHBC performed training
and education on Heimlich maneuver and signs and
symptoms of ineffective breathing with all staff except
dietary. Education and training was completed on
Heimlich maneuver for all new hires as of 3/27/14
Including all dietary staff as well on 819114, A 100%
training on Heimlich maneuver with all licensed nurses
CNAs, dietary staff, activity staff, and therapist except
for 2 prn therapists completed by 8/30/14 The 2 prn
therapists were issued a letter with return receipt noting
that they have to go through training before they're
allowed to work. Heimlich maneuver training will be
done on ali new hires during orientations.

* Heimlich posters with pictures and instructions were
placed on every dining room, 2nd floor, 3rd floor, 4th
fioor, and main dining reom.

+ Color coded meal ticket initiated on 4/4/14 for
residents on altered diet. All staff were educated on
the color code meal ticket 4/14/14 by the Staff Dev,
Coordinator. A 100% in-service with all staff an color
coded tickets completed by the Staff Development
Coordinator on 8/30/14

]
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Review of a nurses note dat

d 3/28/14

documented, "...cna [certified nursing assistant
#30] served resident's [Resident #261] supper.
The supper consisted of the following items 4 0z
[ounces] of pulled pork... at dpproximately 5:31
PM the cna [#30] returned to|check on him... the
cna immediately sought out the nurse at
5:32pm... LPN [licensed pragtical nurse] #20
immediately responded... noficed that the
resident was in ditress [distregss] and noted
resident's [Resident #261] lips were bluish in

calor... the resident was still Zreathing at this

time. The LPN [#20] stimulat
cardiac massage... a code bl
compressions were commen
[Emergency Medical Technic
Breaths were administered b
compressions... EMT arrived
EMT's and the first responde

d the resident with
le was called...

ced until EMT's
ans] arrived.
etween

at 5:45pm... The

I hooked himup to a

monitor... stopped the code at approximately

5:55pm..." There was no doc
facility staff performed the He

Review of the investigator's r
dated on 3/27114 documente
Rescue Team] arrived on the

ymentation the
imlich maneuver.

eport signed and
d, "...[Named
scene and cleared

his [Resident #261] airway b

t asystole [no heart

beat] was confirmed at 1755 [5:55 PM] by
paramedics... [Named Officer} advised the
following: this black male was eating dinner and
began choking on his food... Fire department
paramedics removed the food from his airway
and staff threw it away. Due to this accident
jurisdiction was accepted and this black male was

transported to the {Named] f
further examination [autopsy

Review of the autopsy report

rensic center for

signed and dated on

the practice does not recur and what QA will be put
into place?

» A daily audit of meal tray cards served for accuracy
with plans of care and MU orders was completed for
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for 2
month, and ongoing.

+ On 8/19/14 the nursing staff was audited and
menitored by ADON and Department heads during
meal time in regards to checking accuracy of meals
servad to patients, then will monitor 20 staff members
per week far 1 month, 10 staff members per week for
1 month, and 5 staff members per week for 1 month,
then random audit weekly x 3 months. Staff that failed
to follow the plan will be re-educated and trained.

+ A weekly audit of all resident’s diet against the meal
tray ticket, physician's orders, and care plan will be
done by the Registered Dietitian started 8/8/14 for

1 month and then random weekly audit for 3 months.
+ A Quality Assurance meeting will be held weekly for
4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan, At that time based upon evaluated

of the QA Committee will determine at what frequency
any ongoing audits will need to continue. The
Administrator has the oversight to ensure an effective
plan is in place to meet the well-being of the residents
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Examination; March 28, 201

.. CAUSE OF

5/16/14 documented, ”...Dat; of Autopsy

DEATH: Asphyxia due to choking... INTERNAL
EXAMINATION... RESPIRA‘HORY SYSTEM...
Non-digested food and mchs partially occlude
the upper airway, and piecesilof non-digested
focd occlude the lobar bronchi and some more

distal branches... SUMMARY,
INTERPRETATION... Based

findings... the cause of death
asphyxia due to choking...”

AND

pn the autopsy

is aitributed to

During an interview in the conference room on

8/14/14 at 4:30 PM, the DO
Resident #261 choked en. TH
believe it was pulled pork or 1

During an interview in the cor,
8/14/14 at 5:00 PM, CNA #3(

was asked what
e DON stated, "I
cast beef.”

ference room on
was asked if she

was present during Resident #261's choking

incident, CNA #30 stated, "I b
room... He usually would eat
reom... | went back in to cheg
seemed like he was in stress
wrong. | asked him if he was

rought his tray in his
out in the dining

k on him and he

like something was
ckay, and he raised

up his hand... | went immedijtely and got the

nurse..." CNA #30 was then

diet was Resident #261 on. (

sked what type of
NA #30 stated, "l

dan't really remember if he was on a regular diet

or a pureed diet. It looked like

like stringy. | can't remember

CNA #30 was asked if the me

if it had gravy on it. CNA#30

didn't lock like pureed. 1 don't

gravy on it."

roast beef, it was
what else he had."
at was pureed and
stated, "It [meat]
remember any

During an interview in the conference room on
8718114 at 3;10 PM, the Dietéry Manager (DM}
was asked about Resident #261's order for the
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therapeutic diet and who updated Resident

#261's current nutrition care p
"l did. | wrote that on the car?
dated 12/17/12 [out of bed for
feed all meals and upright fm1

lan. The DM stated,
plan from the order
all meals spoon

all meals)."

During a telephone interview|on 8/18/14 at 3:50
PM, the Registered Dietician|{RD)} was asked
about Resident #261's diet ofders and need for
assistance. The RD stated, "His diet order

changed a Iot. He was at high

risk of choking.

There was other food he couldn't have. As faras |

know he was supposed to be
asked if he should have been
room fo eat. The RD stated, |
was stated with emphasis]."

fed." The RD was
left alone in his
don't think so [this

The facility failed to ensure Plesident #261

received the proper therapeu
monitor Resident #261 duringl|

ic diet, failed to
dining and failed to

perform the Heimlich maneuver when Resident
#261 was noted to be in distress, and
subsequently choked to death, which resulted in

an immediate jeopardy.

2. Medical record review for Resident #6
documented an admission date of 10/18/12 with
diagnoses of Obesity, Paraplegia, Hypertension,
Joint Contracture, Muscle Weakness, Ankle-Foot
Deformity, Convulsions, Abngrmat Posture,
Cognitive Communicative Deficit, Brain Injury,
Amputee Right Above The Ki,ee. Head Injury,
Dysphagia, Dysarthria and Left Eye Blindness.

Review of an admission MDS

dated 3/14/14

documented Resident #6 received a therapedutic,

mechanically altered diet.

Review of a care plan dated ©/25/13 and
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reviewed 2/14 documented, |

...Problem...

Resident is at nutrition risk: As evidenced by...
NEED FOR MECH [mechanical] ALTERED...
THERAPEUTIC DIET... Approach... Provide diet
as ordered {see current physician orders}...

ASSIST WITH ALL MEALS A

Review of a physician's order

8/2/14 documented, "...Diet .
SOFT... NC BREAD..."

Review of a supper tray card
documented, "...DIET: MS [M

S NEEDED..."

signed and dated
.MECHANICAL

dated 8/22/14
echanical Sofj,

NAS [No Added Salt}, no bread..."

Observations on the 4th floon north hall on
8/22/14 at 5:48 PM, CNA #32 delivered a tray to
Resident #8's room. The meal was a regular hot
dog on a bun with french fries. CNA #32 stated,
"He is a choke risk and | will have to stay with him
until he is finished eating” CNA #32 cut the hot

dog in half and handed it to

Resident #6. The

surveyar stopped the residerit from placing the

hot dog in his mouth. CNA #3
at the meal ticket. CNA#32 g
made a big mistake. | just log
soft. We forget.”

During an interview at the 4tr|

on 8/23/14 at 7:40 AM, the D
Resident #6 receiving the wr

2 was asked to look
tated, "l almost
ked at mechanical

1 floor nurses' desk
M was asked about
png diet on the

B/22{14 dinner tray which was a regular hot dog

an a bun. The DM stated, "The person at the end

of the line didn’t catch it. Twg
and didn't catch it, didn't pay
will be clarified today... anyb
soft diet is at risk for choking
missed it. | own it."

people locked at it
enough attention,
ydy on mechanical
My department
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The facility failed to follow the physician order for
a therapeutic diet when Resident #6 received a
whole hot dog on a bun, which placed Resident
#6 at risk for choking and in immediate jeopardy.

Compliance was accomplished on-site August 26,
2014, through review of facility documents,
audits, review of in-service récords, cbservations
and interviews with nursing, dgietary and
administrative staff.

Validation of the Credible Alligation of

The facility provided evidence of in-service
training with sign in sheets, for all staff on the
Heimlich maneuver, tray senvice to include review
of each meal ticket for verification of correct diet
served and color coded meal tickets.

The facility provided evidenc? of in-service
training for all dietary person?el regarding
identificaticn and preparation of diets,
competencies for food prepa}ation and thickenad
liquids by the certified dietary manager.

The facility provided evidenc? of audits that
included physician orders to meal tickets and
verified on the care plan. Accuracy of meals
served to residents 1o include trays from the
kitchen to the floors and tray lickets verified with
meals on the frays.

Interviews with CNAs, dietary staff, nurse
managers, charge nurses conducted in the
facility, staff verbalized how to properly check for
proper diets and matching the tray tickets. Nurse
managers verbalized how thgy would continue to
monitor and audit the accuracy of the meal
delivery.
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Observations in the facility on 8/26/14 and
8127114 revesled staff physically checking the
meal tickets to the food tray|when the cart was
delivered to the halls, and then a second check
by the staff member when the tray is delivered to
the resident.
The facility will remain out of compliance at a
scope and severity ievel "D"an isolated deficient
practice that constitutes no actual harm with
potential for more than minimal harm that is not
immediate jeopardy.
The facility is required to submit a plan of
correction, . .
F 365 483.35(d)(3) FOOD IN FORM TO MEET F 365 1. Resident #261expired 3/27/14, LPN# 20 and 9/25M14
55=J | INDIVIDUAL NEEDS CNA#30 received training on identification of correct

Each resident receives and the facility provides
food prepared in a form designed to meet
individual needs.

This REQUIREMENT is not/met as evidenced
by:
Based on review of an aut0|Ejy report, review of

meal tray card, medical record review,
observation and interview, it| as determined the
facility failed to provide the correct therapeutic
diet for 2 of 39 (Residents #561 and 6) sampled
residents of the 39 residentsiincluded in the stage

2 review. The facility failed t
diets when Resident #6, wha

follow therapeutic
was at risk for

choking, received a plate that included a whole
hot dog on a bun and Resident #261 received a
plate of pulled pork instead of pureed meat and
subsequently choked to death. These incidents
resulted in immediate jeopardy, a situation in

diet, consistency of fluid, color ¢coded tickets, and
Heimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14.

Resident #6 was given a correct diet on 8/22/14.
CNA#32 was coached and counseled by the DON
on 8/26/14. Dietary staff was coached and counseled
by the Certified Dietary Manager on 8/24/14
CNA #32 was educated by Staff Development
Coordinatar on color coded tickets on 8/30/14.
Dietary staff was educated on identification of
correct diet and preparation of alt types of diet by
the Certified Dietary Manager on 8/28/14.
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which the provider's noncom

pliance with one or

more reguirements of partici'Taticn has caused, or

is likely to cause, sericus inj

ry, harm,

impairment, or death to a resident.

A meeting was conducted in

the conference room

on 8/18/14 at 4:52 PM, with the Administrator and

the Director of Nursing (DON
informed of the Immediate Je
to choking.

The facility provided an acce
Caompliance on August 25th,
determined on August 26, 20

}, when they were
opardy (1J) related

ptable Allegation of
2014. It was
14 the corrective

actions implemented on Augzst 25,2014, had

removed the immediate jeop

The immediate jeopardy (M}
through 8/24/14. The 1J was

Nencompliance for F365 conl
citation. The facility is require
correction.

The findings included:

1. Medical record review for

rdy.

pxisted from 3/27/14
removed on 8/25/14.

tinues at a "D" leve!
d to submit a plan of

Resident #261

documented an admission date of 6/4/12 with a

readmission date of 12/13/12

with diagnoses of
minant Side, Lack of

Hemiplegia affecting Non Do
Coordination, Difficulty in Wa

king, Oropharyngeal

Hemiplegia affecting Dominant Side, Muscle

Dysphagia, Aphasia, Dysarﬁ}r‘ia, Hypertension,

Weakness, Cerebral Vascular Accident with Left
Sided Weakness, History of Cerebral Vascular

Accidents, Diabetes Type 2,

Benign Prostatic

Hypertrophy, Dementia and Kyperiipidemia,

Review of the physician's orders dated 3/1/14

the same practice.

+ A 100% audit of physician orders against diet cards
and verified an care plan on all three floors completed
an 3/28/2014 by Certified Dietary Manager.
Clarification orders were written and referral to speech
therapist as needed. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification orders were written on 10
residents to reflect correct diets on the MAR,

3. What measures will be put inte place to insure that
this practice does not recur?

+ A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Certified Cietary Manager.
Clarification orders were written and referral to speech
therapist as needed. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification orders were written on 10 residents|
to reflect correct diets on the MAR,

+ A daily audit of meal tray cards served for accuracy
with plans of care and physician orders was completed
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for a
manth, and ongoing.
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thru 3/31/14 and signed by th
3/18/14 documented, "...HOb
LIQUIBS... MECHANICAL S
PUREED MEAT..."

e physician on
NEY THICKENED
DFT DIET WITH

Review of a nurses note dated 3/28/14
documented, "...CNAs [cerliged nursing assistant

#30] served resident's [Resi

ent #261] supper.

The supper consisted of the following items 4 oz

[ounces] of pulled pork..."

Review of the autopsy report

signed and dated on

§/16/14 documented, "...Date of Autopsy
Examination: March 28, 2014... CAUSE OF
DEATH: Asphyxia due to choking... Based on the

autopsy findings... the cause
to asphyxia due to choking...

During an interview in the co
B8/14/14 at 4:30 PM, the Dire

of death is attributed

It

nference room on
tor of Nursing

(DON) was asked what Resident #261 choked
on. The DON stated, "l believe it was pulled pork

or roast beef."

During an interview in the copference room on
8/14/14 at 5:00 PM, CNAs #30 was asked what
type of diet was Resident #261 on. CNAs #30
stated, "I don't really remember if he was on a

regular diet ar a pureed diet.
beef, it was like stringy. [ can
else he had." CNAs #30 was

was pureed and if it had grav!

stated, "It [meat] didn't logk i
remember any gravy on it."

Curing a telephons interview
PM, the Registered Dietician

t locked like roast
t remember what
asked if the meat
E on it. CNAs #30
e pureed. | don't

on 8/18/14 at 3:50
{RD} was asked

about Resident #261's diet orders. The RD
stated, "His diet order changed a lot. He was at

* Education and training conducted on 3/28/14 with
all dietary staff regarding identification and
preparation of all type of diets, competencies for
food preparation, and thickened liquids by the
Certified Dietary Manager. All competencias regarding
this were completed on 4/12{14 for all dietary staff.
On 8/4/14, 811914, 8/24f14, and 8/28/14 the Certifieg
Dietary Manager did an in-service with all dietary sta
on choking hazards, difierent type of diets, and the
different types of liquid consistencies.

+ Education and training on 3/28/14 with all nursing
staff conducted regarding meal service focused on
checking accuracy of diet serve, thickened liquids,
signs and symptoms of choking and aspiration by the
Staff Development Nurse.

« Educaticn and training regarding how to perform the
Heimlich maneuver was conducted with all staff
except dietary on 3/28/14. On 4f2114 EMHC
performed training and education on Heimlich
maneuver and signs and symptoms of ineffective
breathing with zll staff except dietary. Education and
training was completed on Heimlich maneuver for all
new hires as of 3/27/14 including all dietary staff as
well on 8/19/14, A 100% training on Heimlich
maneuver with all licensed nurses, CNAs, dietary
staff, activity staff, and therapist except for 2 prn
therapists completed by 8/30/14 The 2 prn therapists
were issued a letter with return receipt noting that
they have to go through training before they're
allowed to work. Heimlich maneuver training will

be done on all new hires during orientations.
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F 368 | Continued From page 51 F 365

couldn't have,.."

high risk of choking. There was other food he

4th floor, and main dining room.

were placed on every dining room, 2nd fioor, 3rd floon

+ Color coded meal ticket initiated on 4/4/14 far

The facility failed to ensure R
received the proper therapeu

esident #261
tic diet which

resulted in an immediate jeopardy when the

resident subsequently choke:

2, Medical record review for

d to death.

Resident #6

documented an admission d

te of 10/18/12 with

diagnoses of Obesity, Paraplegia, Hypertension,
Joint Contracture, Muscle Weakness, Ankle-Foot
Defarmity, Convulsions, Abngrmal Posture,
Cognitive Communicative Deficit, Brain Injury,
Amputee Right Above The Knee, Head Injury,
Dysphagia, Dysarthria and Left Eye Blindness.
Review of an admission Minimum Data Set
{MDS) dated 3/14/14 documented Resident #6
received a mechanically altered diet and a
therapeutic diet.

Review of a physician's ordet signed and dated
8/2114 documented, "...Diet . MECHANICAL
SOFT... NO BREAD..."

Review of a supper tray card|dated 8/22/14
documented, "...DIET: MS [Mechanical Soft],
NAS [No Added Salt], no bread...”

Observations on the 4th floot north hall on
8/22/14 at 5:48 PM, CNAs #32 delivered a tray to
Resident #6's room, The meadl was a regular hot
dog on a bun with french fries, CNAs #32 stated,

"He is a choke risk and | will have to stay with him

until he is finished eating" CNAs #32 cut the hot
dog in half and handed it to Resident #6. The
surveyor stopped the resident from placing the
hot dog in his mouth. CNAs #32 was asked to
look at the tray card. CNAs #32 stated, "I almost

residents on altered diet. All staff were educated on
the cotor code meal ticket 4/14/14 by the Staif Dev.
Coordinator. A 100% in-service with all staff on color
coded tickets completed by the Staff Development
Coordinatar on 8/30/14.

4. How will corrective action be monitored to ensure
the practice does not recur and what QA will be

put into place?

« A daily audit of meal tray cards served for accuracy
with plans of care and MD orders was completed for
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for a
month, and ongoing.

» On 8/19/14 the nursing staff was audited and
monitored by ADON and Depariment heads during
meal time in regards to checking accuracy of meals
served to patients, then will monitor 20 staff members
per week for 1 month, 10 staff members per week for
1 month, and 5 staff members per week for 1 maonth,
then random audit weekly x 3 months. Staff that failed

to follow the plan will be re-educated and trained.
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F 365 | Continued From page 52 F 365! A weekly audit of all resident's diet against the meal

made a big mistake. I just looked at mechanical
soft. We forget.”

During an interview at the 4tri1 floor nurses’ desk
on 8/23/14 at 7:40 AM, the Dietary Manager (DM)
was asked about Resident #f{receiving the wrong
diet on the 8/22/14 dinner tray which was the
regular hot deg on a bun. The DM stated, "The
person at the end of the line didn't catch it. Two
people locked at it and didn'Y|catch it, didn't pay
enough attention, will be clarified today... anybody
on mechanical soft diet is at tisk for choking. My
department missed it. | own it

The facility failed to follow the physician order for
a therapeutic diet when Resident #6 received a
whole hot dog on a bun, whigh placed Resident
#6 at risk for choking, resulting in immediate
jeopardy.

Validation of the Credible Allggation of
Compliance was accomplished on-site August 26,
2014, through review of facility documents,
audits, review of in-service records, observations
and interviews with nursing, éietary and
administrative stafi.

training with sign in sheets, for all staff on tray
service to include review of each meal ticket for
verification of correct diet served and color coded
meal tickets.

The facility provided e'n.fidenc:%I of in-service

The facility provided evidenci of in-service
training for all dietary personnel regarding
identification and preparation|of diets,
competencies for food preparation and thickened
liquids by the certified dietary|manager.

tray ticket, physician's orders, and care plan will be
done by the Registered Dietitian started 9/8/14 for 1
month and then random weekly audit for 3 months.

+ A Quality Assurance meeting will be held weekly for
4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan, At that time based upon evaluated of
the QA Committee will determine at what frequency
any angoing audits will need to continue, The
Administrator has the oversight to ensure an effective
planis in place to meet the well-being of the residents.
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The facility provided evidence of audits that
included physician orders to meal tickets.
Accuracy of meals served to|residents to include
trays from the kitchen to the floors and tray
tickets verified with meals on the trays.

managers, charge nurses copducted in the
facility, staff verbalized how to properly check for
proper diets and rmatching the tray tickets. Nurse
managers verbalized how they would continue to
menitor and audit the accuragy of the meal
delivery.

Interviews with CNAs, dit—:t:ser-| staff, nurse

Observations in the kitchen gn 8/2614 and
8/27114 revealed staff physic.hFlIy checking the
meal tickets to the food tray befare being placed
on the cart.

Observations in the facility on 8/2614 and 8/27/14
revealed staff physically chegking the meal tickets
to the food tray when the cart was delivered to the
halls, and then again by the staff member when
the tray was delivered to the fesident.

The facility will remain out of pompliance at a
scope and severity level "D an isolated deficient
practice that constitutes no actual harm with
potential for more than minimat harm that is not
immediate jeopardy.

The facility is required to submit a plan of
correction.

F 490 | 483.75 EFFECTIVE F 490 |1 facility will administer in a manner that enables if 9/25/14
85=) | ADMINISTRATION/RESIDENT WELL-BEING

use it's resources effectively and efficiently to attain

A facility must be administered in a manner that or maintain the highest practicable physical, mental,
enables it to use its resources effectively and

and psychosocial well-being of each resident.
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efficiently to attain or maintai
practicable physical, mental,
well-being of each resident.

the highest
and psychosocial

This REQUIREMENT is not
by:

Based on policy review, review of the Sorensen
and Luckmann's Basic Nursing a
Psychophysiologic Approachl review of a time
detail sheet, review of a suspension form, review
of an investigator's report, review of an autopsy
report, review of a meal tray card, medical record
review, observation and interview, it was
determined the facility failed fo be administered in
a manner that enabled it to uke it's resources
effectively and efficiently to maintain the highest
practicable physical and psychosocial well-being
of the residents as evidenced by: failing to ensure
residents were protected from potential staff to
resident abuse, to ensure the abuse policy was
implemented to ensure allegations of abuse and
neglect were thoroughly investigated and
reported to administration for|2 of 15 (Residents
#130 and 261) residents; faili('lg to ensure

met as evidenced

adherence to current medical standards of
practice related to emergency services for
choking for 1 of 39 (ResidentT#ZGﬂ residents;
failing to ensure staff followed current plans of
care and physician orders fc%ithe residents
related to therapeutic diets for 2 of 38 (Residents
#6 and 261) residents; failing|to provide properly
functioning medical equipment for a resident with
a tracheostomy for 1 of 2 (Resident #193)
residents with a tracheostomy; failing te ensure
residents were free from unnecessary
medications related tc the use of anticoagulant
medications and failing to ensure timely physician
notification of abnormal lab results for 2 of 15

the same practice.
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(Residents 25 and 205) residents receiving

coumadin; and failure to ens

re the quality

assurance program was effective in identifying
issues and concerns related o the
noncompliance identified abgve. The incidents
noted above resulted in immediate jeopardy (1J),
a situation in which the provider's noncompliance
with one or more requirements of participation
has caused, oris likely to ¢ca | se, serfous injury,
harm, impairment, or death t¢ a resident.

A meeting was conducted in the conferenge room
on 8/18/14 at 4:52 PM, with the Administrator and
the Director of Nursing (DON) at which time they
were infarmed of the |J related to abuse and

choking.

A meeting was conducted in
on 8/20/14 at 12:15 PM, with

he conference room
the Administrator

and the DCN, at which time they were inforimed
of the |J related to timely [ab fesult notification.

A meeting was conducted in
on 8/21/14 at 12:46 PM, with

he conference room
the Administrator

and the DON, at which time they were informed
of the [J retated to malfunctioning suction
equipment which resulted in improper

tracheostomy care.

The facility provided two accepiable Allegation of
Compliance on August 25th, 2014 and one on

August 26th, 2014. It was de,i

26, 20114 the corrective actic

ermined on August
s implemented on

August 25 and 26, 2014, removed the [J.

The immediate jeopardy (1J)
through 8/25H14. The [J was

xisted from 2/14/14
emoved on 8/26/14,

Noncompliance for F490 continues at a "D" level
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citation. The facility is required to submit a plan of
correction,

The findings included:

1. The administration failed to ensure residents
were protected from potential staff to resident
abuse during investigation of an abuse allegation,
and failed to ensure the abuse and neglect
policies were implemented 1o ensure allegations
of abuse were thoroughly investigated and
reported to administration, placing Resident #130
in immediate jeopardy; and neglected to ensure
physician orders were follovJed for a therapeutic
diet, neglected to provide diAing assistance for a
resident, and failed to petform the Heimlich
maneuver (action to remove|what is blocking the
airway) for a resident that was choking, placed
Resident #261 in IJ and resulted in the choking
death of Resident #261,

Refer to F224, F225 and F226.

2. The administration failed fo ensure staff
adhered to current medical standards of practice
related to emergency services for choking, when
staff failed to perform the Heimlich maneuver
when Resident #261 choked to death which
placed Resident #261 in LJ.

Refer to F281.

3. The administration failed to ensure the staff

i followed the care plan interventions and physician

orders to provide the correct therapeutic diets and
dining assistance for Residepts #6 and 261.
Resident #6 received a whole hot dog on a bun
instead of a mechanical soft|diet as ordered and
Resident #2681 received pulled pork instead of

and F363,

2. Please refer to attachment for tag F281
3. Please refer to attachment for tags F282, F309,
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pureed meat and was left alone to eat in his room

and choked to death. These
anlJ.

5 incidents resulted in

Refer to F282, F309 and F365.

4. The administration failed
suction equipment was read

to ensure that
ly available and

functional for Resident #193(to ensure proper
tracheostomy care was provided, which placed

Resident #193 in 1J.
Refer to F328 and F458.

5. The administration failed
drug maonitaring and ensure

to ensure proper
imely reporting of

ti
anticeagulant lab values to the physician placed

Residents #25 and 205 in 14
Refer to F329 and F505.
6. The administration failed

Assessment and Assurance
established and implemente

to ensure the Quality
(QAA) committee
d an effective guality

assurance program that thonloughly and

systematically identified and
and noncompliance within th

Refer to F520.

Validation of the Credible All
Compliance (AOC) was acc

addressed concerns
e facility.

egation of
omplished on August

26, 2014, through review of lLaci!ity documents,

audits, review of in-service

cords, observations

and interviews with dietary, suction machine
company supervisors, nursing, dietary staff and
administrative staff administrative staff, The
surveyors validated the corrective actions stated

in the AOC were implement

d which removed the

5. Please refer to attachment for tags F329 and F505
6. Please refer to attachment for tags F520
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immediate jeopardy.

The facility provided evidence that all staff
received an abuse in-service and an abuse
questionnaire, on which they|\were required to
answer 100 percent correctly. Review of 5 of 5
new hire personnel files were reviewed and
contained evidence of background and abuse
registry checks before hire,

The facility provided evidence of in-service
training with sign in sheets, for all staff on the
Heimlich Maneuver, fray senfice to include review
of each meal ticket for veriﬁcrtion of correct diet
served and color coded meal tickets for
therapeutic diets.

The facility provided evidence of in-service
training for all dietary persontel regarding
identification and preparation|of diets,
competencies for food preparation and thickened
liquids by the cerlified dietary manager.

The facility provided evidence of in-servigce
training with sign in sheets for licensed nurses on
proper suctioning, tracheostomy care, availability
of suction machines, suction pupplies and facility
process for non-functioning eguipment.

The facility provided evidence of Lab/Lab Values
in-service training with sign in sheets for all
nursing staff.

The facility provided evidence of audits that
included physician orders to meal tickets and
verified on the care plan. Accliracy of meals
served to residents to include trays from the
kitchen to the floors and tray fickets verified with
meals on the trays.
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Observations in the kitchen on 8/26/14 revealed
the meal ticket being checked at each station, the
condiments and fluid station,|the entree station
and at the bread and dessert station the entire
meal tray was reviewed by that staff member to
ensure the tray was correct.

Observations in the facility on 8/26/14 revealed
staff physically checking the meal tickets to the
food tray when the cart was nEelivered to the halls,

and then a second check by the staff member
when the tray is delivered to ‘he resident.
Observations on 8/26/14 of the new suction
machines delivered revealed|all machines
serviced by the suction machine company and
were in working order.

Interviews on 8/26/14 were completed with
nursing and administrative staff to ensure staff
were knowledgeable of proper procedures
regarding the reperting of abuise and protection of
the residents. An interview was conducted with
the Abuse Prevention Coordinator, in which she
stated that weekly Performance Improvement
meetings have been scheduled.

Interviews on 8/26/14 with ChAs, dietary staff,
nurse managers, charge nurses conducted in the
facility, staff verbalized how t; properly check for

proper diets and matching the tray tickets, what a
colored meal ticket means, and how to do the
Heimlich maneuver. Nurse managers verbalized
how they would continue to monitor and audit the
accuracy of the meal deliver;}.

Interviews on 8/26/14 with the suction company's
aperations manager and director of accounts, it
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1. 1. Resident #261expired 3/27/14. LPN# 20 and CAN #30 received training on identification of
correct diet, consistency of fluid, color coded tickets, and Heimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14.

2. All residents have the potential to be affected by the same practice.

¢ A 100% audit of physician orders against diet cards and verified on care plan on all three floors
completed on 3/28/2014 by Certified Dietary Manager. Clarification orders were written and referral to
speech therapist as needed. Another 100% audit was completed on 8/17/14 and all diets match the tray
cards, Clarification orders were written on 10 residents to reflect correct diets on the MAR.

3. What measures will bg put into place to insure that this practice does not recur?

» A 100% audit of physitian orders against diet cards and verified on care plan on all three floors
completed on 3/28/2014 by Certified Dietary Manager. Clarification orders were written and referral to
speech therapist as needed. Another 100% audit was completed on 8/17/14 and all diets match the tray
cards. Clarification ordets were written on 10 residents to effect correct diets on the MAR.

+ A daily audit of meal tray cards served for accuracy with plans of care and physician orders was
completed each meal for 30 days beginning 3/31/14, then 4-6 meal audits for 2 months, then 2 meal
audit for a month, and angoing.

¢ Education and traininé conducted on 3/28/14 with all dietary staff regarding identification and
preparation of all type of diets, competencies for food preparation, and thickened liquids by the
Certified Dietary Manag‘fr. All competencies regarding this were completed on 4/12/14

for all dietary staff. On 8/4/14, 8/19/14, 8/24/14, and 8/28/14 the Certified Dietary Manager did an in-
service with all dietary staff on choking hazards, different type of diets, and the different types of liquid
consistencies.

« Education and training on 3/28/14 with all nursing staff conducted regarding meal service focused on
checking accuracy of di t serve, thickened liquids, signs and symptoms of choking and aspiration by the
Staff Development Nurse.

» Education and training regarding how to perform the Heimlich maneuver was conducted with all staff
except dietary on 3/28/14. On 4/2/14 EMHC performed training and education on Heimlich maneuver
and signs and symptoms of ineffective breathing with all staff except dietary. Education and training was
completed on Heimlich maneuver for all new hires as of 3/27/14 including all dietary staff as well on
8/19/14. A 100% trainingon Heimlich maneuver with all licensed nurses, CNAs, dietary staff, activity
staff, and therapist exce'pt for 2 prn therapists completed by 8/30/14 The 2 prn therapists were issued a
letter with return recei;it noting that they have to go through training before they're allowed to work.
Heimlich maneuver trai | ing will be done on all new hires during orientations.

* Heimlich posters with pictures and instructions were placed on every dining room, 2nd floor, 3rd floor,
4th floor, and main dini|11g room.

« Color coded meal tickgt initiated on 4/4/14 for

residents on altered diet. All staff were

educated on the color code meal ticket 4/14/14 by the Staff Dev. Coordinator. A 100% in-service with all
staff on color coded tickets completed by the Staff Development Coordinator on 8/30/14
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1. The allegation of abu
Director of Nursing. Res
and 2/18/14 by the nurs
seen by the psychiatrist
CNA#34 was suspended

2. Ali residents are at rit
source and misappropriz
a. Reporting abuse alleg

> was reported 1o the State of Tennessee on 2/21/14 on Resident #130 by the
ident #130 full body assessment was completed on 2/17/14 by a licensed nurse

e practitioner and no physical signs of injuries were noted. Resident #130 was
on 3/16/14 and no recommendation or medication changes were made.
on 2/17/14 and resigned 2/21/14. Nurse #22 resigned on 2/21/14.

5k for mistreatment, neglect, abuse, injuries of unknown injuries or unknown
ation of resident property. The facility plans to protect the residents by:
ations immediately to the Abuse Coordinator.

b. Suspending the perpetrator immediately.

c. All allegation of abuse
d. Transfer all residents
e. All alleged violations
investigation is in progre

> must be reported to the police, APS, Ombudsman, and State of Tennessee.
with an aliegation of rape to the ER for examination by a physician.

will be thoroughly investigated and prevent further potential abuse while the
s5.

3. What measures will
« Alf residents on 8/20/
non-interviewable wer
abuse/neglect along wit
abuse/neglect concerns

audits, assessments, inte
Nursing and Social Servig

grievances and abuse co
Social Services Director.

« 100% of all staff were i

not limited to, reporting
new hires will complete
» Education on facility’s
protection and investiga
Director on 9/18/14.

* 100% of all staff were
not limited to, reporting
new hires will complete
*» Education on facility’s
reporting, protection an
Sccial Services Director

e put into place to insure that this practice does not recur?

4 were interviewed related to abuse and neglect. And all residents that are
physically assessed by the ADONSs for any signs and symptoms of

all resident’s POA were attempted to be contacted to question on any

on 8/20/14. A total of 70 POA contacted and interviewed on 8/29/14. Abuse
rviews and questionnaires were reviewed by the Administrator, Director of
es Director on 8/19/14 for any indications of abuse/neglect concerns. All
ncerns identified were investigated, addressed, reported and resolved by the

n-serviced regarding facility’s abuse policy and procedure which included, but
J protection and investigation requirements using Care2learn as of 9/1/14. All
abuse training during orientation.

abuse policy and procedure which included, but not limited to, reporting,
tion requirements with all the department heads by the Regional Social Services
n-serviced regarding facility’s abuse policy and procedure which included, but
protection and investigation requirements using Care2learn as of 9/1/14, All
abuse training during orientation.

abuse policy and procedure which included, but not limited to,

d investigation requirements with all the department heads by the Regional

n 9/18/14.

1|
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4. How will corrective action be monitored to ensure the practice does not recur and what QA will be

put in place.

* A staff questionnaire regarding abuse is being administered by Administrator, DON, ADONs, MDSC,
Activities director, Chaplain, Dietary manager, Chaplain, Marketing, Admissions/Marketing, Rehab

Manager, Medical Recor
per week for one month,
week for one month, the
months. If less than 1009
met.

» Elder lustice Act signs
* HR completed an audit

s, HR director to staff members beginning 8/19/2014 with 20 staff members
then 15 staff members per week for one month, then 10 staff members per

h 5 staff members per week for one month, then weekly random audit for 3
% was met on the questionnaire a re-education will be conducted until 100% is

have been moved and made more visible in the facility.
on 8/23/14 of all active employees related to background checks. Audit




revealed that all active employees have a background check with no issues.

* The Administrator, Sdcial Services Director, Director of Nursing or Weekend Supervisor will review
the grievances, incidents and accidents reports daily beginning 8/23/14 to determine if there are
reportable allegations that have not been identified. All grievances and abuse concerns identified were
investigated, addressed, reported and resolved by the Administrator, Director of Nursing and Social
Services Director. The Djrector of Nursing will report any allegations of abuse, heglect or
misappropriation to the|outside agency

* A resident council meeting held on 8/27/14 with Activities Director going over Resident’s Rights and
Abuse.
*» A family council meetjng scheduled for 9/25/14 with Social Services Director to go over Resident’s
rights and Abuse,
* A Quality Assurance meeting will be held weekly for 4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding the above plan. At that time based upon evaluation
of the QA Committee will determine at what frequency any ongoing audits will need to continue. The
Administrator has the o |ersight to ensure an effective plan is in place to meet the well-being of the
residents.

F226

1. The allegation of abuse was reported to the State of Tennessee on 2/21/14 on Resident #130 by the
Director of Nursing. Resjdent #130 full body assessment was completed on 2/17/14 by a licensed
nurse and 2/18/14 by the nurse practitioner and no physical signs of injuries were noted. Resident
#130 was seen by the psychiatrist on 3/16/14 and no recommendation or medication changes were
made. CNA#34 was suspended on 2/17/14 and resigned 2/21/14. Nurse #22 resigned on 2/21/14.

2. All residents are at risk for mistreatment, neglect, abuse, injuries of unknown injuries or unknown
source and misappropriation of resident property. The facility plans to protect the residents by:

a. Reporting abuse allegations immediately to the Abuse Coordinator.

b. Suspending the perpetrator immediately.

¢. All allegation of abuse must be reported to the Police, APS, Ombudsman, and State of Tennessee.

d. Transfer all residents with an allegation of rape to the ER for examination by a physician.

e. All alleged violations will be thoroughly investigated and prevent further potential abuse while the
investigation is in progress.

3. What measures will be put into place to insure that this practice does not recur?

*» All residents on 8/20/14 were interviewed related to abuse and neglect. And all residents that are
non-interviewable were physically assessed by the ADONs for any signs and symptoms of abuse/neglect
along with all resident’s POA were attempted to be contacted to question on any abuse/neglect
concerns on 8/20/14. A total of 70 POA contacted and interviewed on 8/29/14. Abuse audits,
assessments, interviews pnd questionnaires were reviewed by the Administrator,

Director of Nursing and Social Services Director on 8/19/14 for any indications of abuse/neglect
concerns. All grievances and abuse concerns identified were investigated, addressed, reported and
resolved by the Social Services Director.

» 100% of all staff were ipn-serviced regarding facility’s abuse policy and procedure which included, but
not limited to, reporting, protection and investigation requirements using Care2learn as of 9/1/14. All
new hires will complete abuse training during orientation.

+ Education on facility’s abuse policy and procedure which included, but not limited to, reporting,
protection and investigation requirements with all the department heads by the Regional Social Services
Director on 9/18/14,

2 S v 2 o
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1. Resident #261expire:
correct diet, consisten

Coordinator on 4/2/14

2. All residents have th
* A 100% audit of physi
completed on 3/28/201

e

d 3/27/14. LPN# 20 and 9/25/14 CNA#30 received training on identification of
y of fluid, color coded tickets, and Heimlich maneuver by the Staff Development

nd 4/4/14.
potential to be affected by the same practice.

Cian orders against diet cards and verified on care plan on all three floors

by Certified Dietary Manager. Clarification orders were written and referral to

speech therapist as neetled. Another 100% audit was completed on 8/17/14 and all diets match the
tray cards. Clarification orders were written on 10 residents to reflect correct diets on the MAR.

3. What measures will be put into place to insure that this practice does not recur?

* A 100% audit of physician orders against diet cards and verified on care plan on all three floors
completed on 3/28/2014 by Certified Dietary Manager.

Clarification orders wer
was completed on 8/17

|

written and referral to speech therapist as needed. Another 100% audit
14 and all diets match the tray cards. Clarification orders were written on 10

residents to reflect correct diets on the MAR.

*» Adaily audit of meal tray cards served for accuracy with plans of care and physician orders was
completed each meal for 30 days beginning 3/31/14, then 4-6 meal audits for 2 months, then 2 meal
audit for a month, and dngoing.

» Education and trainin

conducted on 3/28/14 with all dietary staff regarding identification and

preparation of all type of diets, competencies for food preparation, and thickened liquids by the

Certified Dietary ManagI

r.

All competencies regarding this were completed on 4/12/14 for all dietary staff. On 8/4/14, 8/19/14,
8/24/14, and 8/28/14 the Certified Dietary Manager did an in-service with all dietary staff on choking

i

hazards, different type of diets, and the different types of liquid consistencies.

» Education and trainin

on 3/28/14 with all nursing staff conducted regarding meal service focused on

checking accuracy of diet serve, thickened liquids, signs and symptoms of choking and aspiration by the
Staff Development Nurse.

¢ Education and trainin
except dietary on 3/28/
and signs and symptom

regarding how to perform the Heimlich maneuver was conducted with all staff

i. On 4/2/14 EMHC performed training and education on Heimlich maneuver

of ineffective breathing with all staff except dietary. Education and training was

completed on Heimlich maneuver for all new hires as of 3/27/14 including all dietary staff as well on
8/19/14. A 100% training on Heimlich maneuver with all licensed nurses, CNAs, dietary staff, activity
staff, and therapist except for 2 prn therapists completed by 8/30/14 The 2 prn therapists were issued a

letter with return receip
Heimlich maneuver train
» Heimlich posters with
floor, 4th floor, and mai
* Color coded meal tick
the color code meal tick

noting that they have to go through training before they're allowed to work.
ing will be done on all new hires during orientations.
pictures and instructions were placed on every dining room, 2nd floor, 3rd

i dining room.
bt initiated on 4/4/14 for residents on altered diet. All staff were educated on
ot 4/14/14 by the Staff Dev. Coordinator. A 100% in-service with all staff on

color coded tickets completed by the Staff Development Coordinator on 8/30/14.

4. How will corrective a
put into place?

» A daily audit of meal t
completed for each me

2 meal audit for a mont
+ On 8/19/14 the nursin
meal time in regards to ¢
members per week for 1

ction be monitored to ensure the practice does not recur and what QA will be

r'ay cards served for accuracy with plans of care and MD orders was

| for 30 days beginning 3/31/14, then 4-6 meal audits for 2 months, then

, and ongoing.

g staff was audited and monitored by ADON and Department heads during
“hecking accuracy of meals served to patients, then will monitor 20 staff

month, 10 staff members per week for 1 month, and 5 staff members per week




for 1 month, then random audit weekly x 3 months. Staff that failed to follow the plan will be re-

educated and trained.

* Aweekly audit of all resident’s diet against the meal tray ticket, physician’s orders, and care plan
will be done by the Registered Dietitian started 9/8/14 for 1 month and then random weekly audit

for 3 months.

* A Quality Assurance meeting will be held weekly for 4 weeks beginning 8/23/14 and then monthiy for
findings, recommendations, and follow-up regarding the above plan. At that time based upon evaluated
of the QA Committee will determine at what frequency any ongoing audits will need to continue. The
Administrator has the oversight to ensure an effective plan is in place to meet the well-being of the

residents.
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1. Resident #261expired 3/27/14. LPN# 20 and
CNA#30 received training on identification of correct
diet, consistency of fluid, color coded tickets, and
Heimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14,

Resident #6 was given a|correct diet on 8/22/14.
CNA#32 was coached and counseled by the DON on
8/26/14. Dietary staff was coached and counseled

by the Certified Dietary Manager on 8/24/14 CNA #32
was educated by Staff DFvelopment Coordinator on
color coded tickets on 8/30/14. Dietary staff was
educated on identification of correct diet and
preparation of all types of diet by the Certified Dietary
Manager by 8/28/14.
2. All residents have the potential to be affected by the
same practice.
* A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Certified Dietary Manager. Clarification
orders were written and referral to speech therapist as
needed. Another 100% audit was completed on

8/17/14 and all diets mitch the tray cards. Clarification
orders were written on 10 residents to reflect correct
diets on the MAR.

3. What measures will be put into place to insure that
this practice does not recur?

e A 100% audit of physirfian orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Certifizld Dietary Manager.

Clarification orders were written and referral to speech
therapist as needed. Another 100% audit was

completed on 8/17/14 and all diets match the tray cards.
Clarification orders weré written on 10 residents to
reflect correct diets on the MAR.

* A daily audit of meal tray cards served for accuracy
with plans of care and physician orders was completed
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recommendations, and follow-up regarding the above
plan. At that time based|upon evaluated of the QA
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3. What measures will be put into place to insure that
this practice does not recur?

* A 100% audit of physician orders against diet cards
and verified on care plan on all three floers completed
on 3/28/2014 by Certified Dietary Manager.
Clarification orders were written and referral to
speech therapist as needied. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification orders were written on 10 residents
to reflect correct diets on the MAR,

* Adaily audit of meal tray cards served for accuracy
with plans of care and physician orders was completed
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for a
month, and ongoing.

* Education and training conducted on 3/28/14 with
all dietary staff regarding identification and
preparation of all type of diets, competencies for food
preparation, and thickened liquids by the Certified
Dietary Manager. All competencies regarding this

were completed on 4/12/14 for all dietary staff. On
8/4/14, 8/19/14, 8/24/14, and 8/28/14 the Certified
Dietary Manager did an [n-service with all dietary

staff on choking hazards] different type of diets, and
the different types of liglid consistencies.,

* Education and training|on 3/28/14 with all nursing
staff conducted regarding meal service focused on
checking accuracy of diet serve, thickened liquids,

signs and symptoms of choking and aspiration by the
Staff Development Nurse.

¢ Education and training regarding how to perform the
Heimlich maneuver was conducted with all staff except
dietary on 3/28/14. On 4/2/14 EMHC performed training
and education on Heimlich maneuver and signs and
symptoms of ineffective breathing with all staff except
dietary. Education and training was completed on
Heimlich maneuver for all new hires as of 3/27/14
including all dietary staff|as well on 8/19/14. A 100%
training on Heimlich maneuver with all licensed nurses,
CNAs, dietary staff, activity staff, and therapist except
for 2 prn therapists comﬁ)leted by 8/30/14 The 2 prn
therapists were issued a Jetter with return receipt noting
that they have to go thraugh training before they're
allowed to work. Heimlich maneuver training will be
done on all new hires during orientations.

* Heimlich posters with pictures and instructions were
placed on every dining rgom, 2nd floor, 3rd floor, 4th
floor, and main dining ropm.




+ Color coded meal ticlﬁet initiated on 4/4/14 for
residents on altered diet. All staff were educated on
the color code meal t]cIJet 4/14/14 by the Staff Dev.
Coordinator. A 100% in-service with all staff on color
coded tickets completed by the Staff Development
Coordinator on 8/30/14.
4. How will corrective action be monitored to ensure
the practice does not recur and what QA will be put
into place?
+ A daily audit of meal tray cards served for accuracy
with plans of care and MD orders was completed for
each meal for 30 days beginning 3/31/14, then 4-6
meal audits for 2 months, then 2 meal audit for a
menth, and ongoing.
* On 8/19/14 the nursing staff was audited and
monitored by ADON and Department heads during
meal time in regards to checking accuracy of meals
served to patients, then|will monitor 20 staff members
per week for 1 month, 10 staff members per week for
1 month, and 5 staff mei'nbers per week for 1 month,
then random audit weekly x 3 months. Staff that failed
to follow the plan will bi re-educated and trained.

* A weekly audit of all resident’s diet against the meal
tray ticket, physician’s o}ders, and care plan will be
done by the Registered Dietitian started 9/8/14 for

1 month and then randam weekly audit for 3 months.
+ A Quality Assurance meeting will be held weekly for
4 weeks beginning 8/23/14 and then monthly for
findings, recommendatij)ns, and follow-up regarding
the above plan. At that time based upon evaluated

of the QA Committee will determine at what frequency
any ongoing audits will need to continue. The
Administrator has the oversight to ensure an effective
plan is in place to meet the well-being of the residents.
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1. Resident #261expired 3/27/14. LPN# 20 and  9/25/14

CNA#30 received training on identification of correct
diet, consistency of fluid, color coded tickets, and
Heimlich maneuver by the Staff Development
Coordinator on 4/2/14 and 4/4/14.

Resident #6 was given a| correct diet on 8/22/14.
CNA#32 was coached arlud counseled by the DON

on 8/26/14. Dietary staff was coached and counseled
by the Certified Dietarytvlanager on 8/24/14

CNA #32 was educated by Staff Development
Coordinator on color cofed tickets on 8/30/14.
Dietary staff was educated on identification of
correct diet and preparation of all types of diet by
the Certified Dietary Manager on 8/28/14.

2. Allresidents have the potential to be affected by
the same practice.
* A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Certified Dietary Manager.
Clarification orders were written and referral to speech
therapist as needed. Another 100% audit was
completed on 8/17/14 and all diets match the tray
cards. Clarification ordens were written on 10

residents to reflect correct diets on the MAR.

3. What measures will be put into place to insure that
this practice does not recur?

* A 100% audit of physician orders against diet cards
and verified on care plan on all three floors completed
on 3/28/2014 by Certified Dietary Manager.
Clarification orders wer |written and referral to speech
therapist as needed. Angther 100% audit was
completed on 8/17/14 apd all diets match the tray
cards. Clarification orders were written on 10 residents
to reflect correct diets on the MAR.

* A daily audit of meal fray cards served for accuracy
with plans of care and physician orders was completed
each meal for 30 days beginning 3/31/14, then 2-6
meal audits for 2 monthé, then 2 meal audit for a
month, and ongoing.

* Education and training conducted on 3/28/14 with
all dietary staff regarding identification and
preparation of ail type ofi diets, competencies for

food preparation, and thickened liguids by the
Certified Dietary Manager. All competencies regarding
this were completed on 4/12/14 for all dietary staff.

On 8/4/14, 8/19/14, 8/24/14, and 8/28/14 the Certified
Dietary Manager did an in-service with all dietary staff




on choking hazards, diff
different types of liguid

erent type of diets, and the

consistencies.

* Education and training on 3/28/14 with all nursing

staff conducted regardi
checking accuracy of di

ng meal service focused on

t serve, thickened liquids,

signs and symptoms of choking and aspiration by the
Staff Development Nurse.

+ Education and trainin
Heimlich maneuver wasg
except dietary on 3/28/
performed training and
maneuver and signs and
breathing with all staff ¢
training was completed
new hires as of 3/27/14
well on 8/19/14. A 100%
maneuver with all IicensT
staff, activity staff, and t
therapists completed bJ|

g regarding how to perform the

conducted with all staff

14. On 4/2/14 EMHC
education on Heimlich

symptoms of ineffective
xcept dietary. Education and

on Heimlich maneuver for all

including all dietary staff as

5 training on Heimlich

ed nurses, CNAs, dietary
herapist except for 2 prn
8/30/14 The 2 prn therapists

were issued a letter with return receipt noting that

they have to go throug |

training before they're

allowed to work. Heimlich maneuver training will

be done on all new hires during orientations.

» Heimlich posters with pictures and instructions
were placed on every diping room, 2nd floor, 3rd floor,

4th floor, and main dini

rg room,

» Color coded meal ticket initiated on 4/4/14 for

residents on altered die

t;

All staff were educated on

the color code meal ticket 4/14/14 by the Staff Dev,

Coordinator. A 100% in
coded tickets complete
Coordinator on 8/30/14
4. How will corrective a

!

ervice with all staff on color
by the Staff Development

Ltion be monitored to ensure

the practice does not rekur and what QA will be

put into place?

+ A daily audit of meal fray cards served for accuracy

with plans of care and
each meal for 30 days b
meal audits for 2 month
meonth, and ongoing.

D orders was completed for
eginning 3/31/14, then 4-6
s, then 2 meal audit for a

* On 8/19/14 the nursir|1g staff was audited and
monitored by ADON and Department heads during

meal time in regards to
served to patients, then
per week for 1 month,

O
1 month, and 5 staff m;}ﬂ

checking accuracy of meals
will monitor 20 staff members
staff members per week for
bers per week for 1 month,

then random audit weekly x 3 months. Staff that failed
to follow the plan will b«l: re-educated and trained.




* A weekly audit of all resident’s diet against the meal

tray ticket, physician’s grders, and care plan will be

done by the Registered Dietitian started 9/8/14 for 1

month and then randon|1 weekly audit for 3 months.

¢ A Quality Assurance Teeting will be held weekly for
'F14 and then monthly for

4 weeks beginning 8/23
findings, recommendatipns, and follow-up regarding
the above plan. At that time based upon evaluated of
the QA Committee will determine at what frequency
any ongoing audits will need to continue. The
Administrator has the o | ersight to ensure an effective
plan is in place to meet the well-being of the residents.

F328
1. Nurse# 7 was educated on tracheostomy care and
proper suctioning on 8/21/14 by the Staff Development
Coordinator. Nurse#7 chmpIeted and successfully
demonstrated a competency training regarding
tracheostomy care and proper suctioning on 8/21/14.

The suction machine in Resident#193 was serviced by
Recover care on 8/21/1tiand was noted to be

functioning properly. CSM & Rehab Manager was
educated by Regional Ndrse Consultant regarding
processing non-functioning equipment i.e. suction machine
Resident #102 went to t['ile hospital on 9/16/14,

CNA#12 and Nurse#t co?ched and counseled by the

DON on 9/17/14 and edlfcated on handling of ostomy and
indwelling catheter and infection control policy by the
Staff Development Coordinator on 9/18/14.

2. All residents have the|potential of being affected

by the deficient practice|
a. All suction machjnes in use by a patient,

crash carts on 2nd, 3rd, 4th floor, therapy gym, and
dining room were serviced by Recover care by 8/22/14
and were noted to be functioning properly.

Central Supply person and Weekend supervisor will
check daily for suction machine and supplies availability
and par level,
b. An audit of all residents with ostomy adaptive

devices and indwelling catheter for proper functiontining.

3. How will corrective adtion be monitored to ensure 9/25/14
the practice does not redqur and what QA monitoring

will be put into place?
* A 100% training and return demonstration for all
licensed nurses on tracheostomy care and proper
suctioning completed on|9/16/14. All new hires will
be educated and should successfully demonstrate
competency training regarding tracheostomy care




and proper suctioning during orientation.

* Central Supply and Supervisor will perform an
inventory of all suction machines daily,

* Recover care will perform a preventative
maintenance on all suction machines according to
preventive maintenance schedule.

* Licensed Nurses received education by the Nurse
Consultant and SDC regarding availability of suction
machine, suction machine supplies, and facility’s
procedure for processing non- functioning equipment
completed on 8/26/14. | All new hires will be educated
regarding the facility’s procedure for processing
non-functioning equipment. The licensed nurses
that are currently on leave of absence, vacation or
per diem were sent a letter indicating that training
regarding the facility’s procedure for processing
non-functioning equipment must be completed prior
to returning for next scheduled shift.

* All licensed nurses and CNAS will be educated

by the Staff Development Coordinator on proper
handling of all ostomy adaptive devices and
indwelling catheter for groper functioning and
infection.,

F456

1 Nurse# 7 was educated on tracheostomy care 9/25/14
and proper suctioning ouln 8/21/14 by the Staff
Development Coordinator. Nurse#7 completed

and successfully demonstrated a competency

training regarding tracheostomy care and proper
suctioning on 8/21/14. The suction machine in
Resident#193 was servic|ed by Recover care on

8/21/14 and was noted to be functioning properly.

CSM & Rehab Manager was educated by

Regional Nurse Consultatt regarding processing
non-functioning equipment i.e. suction machine

2. All residents have the|potential of being

affected by the deficient|practice.

a. All suction machines in use by a patient,

crash carts on 2nd, 3rd, 4th floor, therapy gym,

and dining room were serviced by Recover care

by 8/22/14 and were noted to be functioning

properly. Central Supply person and Weekend
supervisor will check daily for suction machine and supplies availability and par level.
3. How will corrective agtion be monitored to 9/25/14
ensure the practice does|not recur and what QA
monitoring will be put into place?

* A 100% training and return demonstration for




all licensed nurses on tracheostomy care and
proper suctioning completed on 9/16/14. All new
hires will be educated apd should successfully
demonstrate competency training regarding
tracheostomy care and proper suctioning during
orientation.

* Central Supply and Supervisor will perform an
inventory of all suction machines daily,

* Recover care will perform a preventative
maintenance on all suctjon machines according

to preventive maintenance schedule.

* licensed Nurses receiyed education by the
Nurse Consultant and SDC regarding availability
of suction machine, suction machine supplies,

and facility’s procedure for processing non-
functioning equipment gompleted on 8/26/14.

All new hires will be educated regarding the
facility’s procedure for p|rocessing non-functioning
equipment. The Iicenset nurses that are currently
on leave of absence, vag tion or per diem were
sent a letter indicating that training regarding the
facility’s procedure for processing non-functioning
equipment must be completed prior to returning
for next scheduled shift.
4. How will corrective adtion be monitored to
ensure the practice doeg not recur and what QA
monitoring will be put in place.

s DON, ADON, & SDC wjll do random audits
weekly with licensed nurses on tracheostomy
care for 3 months.
* CSM and ADON/Supervisor will perform audit
on the suction machines|for proper functioning
twice a week for 3 months.
* Recover Care performi a monthly preventative
maintenance on all suctitn machines.

* A Quality Assurance meeting will be held weekly
for 4 weeks beginning 8/28/14 and then monthly
for findings, recommendations, and follow-up
regarding the above plan. At that time based

upon evaluation of the Q|A Committee wili
determine at what frequency any ongoing audits
will need to continue. The Administrator has the
oversight to ensure an effective plan is in place

to meet




F329
1. Resident #25 Couma

din was discontinued on 7/17/14

and stat INR done on 7/£7/14 showing INR of 1.6 and

is within normal limits.
adverse drug reactions.
completed on 8/20/14 I
counseling with Nurse

esident did not have any
Medication error report

DON conducted coaching and
1

5

8 on 8/21/14. Medication

Error training thru Care2learn was completed on

8/21/14 by Nurse #18.

Resident #205 PT & INR done on 7/31/14 showing
PT 20.6 and INR of 2.7 and new order for

Coumadin 3mg Tuesda
Sunday alternating Cou
Wednesday, & Friday. R

,L

esident#205 did not have

Thursday, Saturday, &
adin 2mg Monday,

any adverse drug reactions. Medication error

completed 9/16/14.
Resident #35 Aims testir
Behavior monitoring flo
Resident #47 MDS was ¢
Abilify, anti-psychotic m
NO410A. Aims testing cq
anti-psychotic care plan

1g completed 9/16/14 and
w sheet initiated on 9/1/14

orrected on 9/16/14 with

edication coded on Section

mpleted on 8/22/14 and
completed on 9/16/14

Resident #219 Aims testing was completed on 9/16/14

and Behavior monitorin
2. How will the facility i

Hentify other residents

g flow sheet initiated on 9/11/14
9/25/14

having the potential to be affected by the same

practice and what corre
a. All residents have the
by the same practice. Al
7/10/14 until 8/20/14

and MDS Coordinator o
the physician/nurse pr
any critical lab values.

current residents receiv

x
4

ctive action will be taken?

potential to be affected
critical lab values from

ere reviewed by the ADON
8/20/14 to ensure that

titioner were notified of
complete audit of all

ng Coumadin therapy

was completed by ADON & MDSC on 8/20/14 for

correct dosage and freq
order and presenton ¥
that physician/nurse pr
any critical lab values an
for those receiving the ¢
A complete Laboratory :
Nursing on 8/23/2014 tc
performed according to
physician notified when
b. An audit of all resider
medication to ensure th
monitoring flow sheet in
residents on anti-psychg

Lency in the physician

AR, as well as, ensuring
actitioner were notified of
d a care plan is present
oumadin therapy.

udit was completed by

y ensure Lab was
physicians order and
abnormal results are obtained,
1ts on psychotropic

t there is a behavior
place by 9/23/14. All

tic medication will have




Aims testing completed) psychotropic meds

coded on MDS accurately and all psychotropic
medications have care plan in place by 9/23/14

¢. Pharmacy Consultant completed a medication regimen
review on all residents an 9/12/14 with recommendations.
3. How will corrective action be monitored to ensure

the practice does not retur and what QA will be put in
place,
¢ Education and training with all licensed nursing staff
by the Staff Development Coordinator regarding
facility’s policy on reporting critical lab results to the
physician/nurse practitipner timely, as well as, policy
regarding anti-coagulant therapy ensuring residents
prescribed anti-coagulapt therapy receive the
medication in a safe and therapeutic manner on
8/20/14, 8/24/14, 9/8/14, & 9/9/14.

 Education and training on Antibiotic-Coumadin
potential drug interacticjn, Unnecessary drugs,
Anti-psychotic usage with appropriate diagnosis,

use of behavior monitorng sheets, and Aims testing
to all licensed nurses by the Pharmacy Consultant on
9/9/14 & 9/10/14.
* Education and training with all licensed nurses
on how to utilize the lab|tracking tool by the
Regional Nurse Consultant on 8/24/14, 8/25/14,
8/26/14, 8/28/14.
4. How will corrective a{tion be monitored to

ensure the practice doeg not recur and what

QA monitering will be put into place?

+ DON, ADON or Weekgnd Supervisor will review 9/25/14
all [ab results including abnormal/critical values

daily using the [ab trackipg tool to ensure the physician
/nurse practitioner are notified timely.

= DON, ADON, or Weekend Supervisor will

continue to audit all cur |ent residents receiving
Coumadin therapy daily Jfor correct dosage and
frequency on the physician's order and MARS.

+ DON & ADON will audjt resident’s on psychotropic
medications for behavior monitoring flow sheet

* DON, ADON or weekend supervisor will review
telephone orders daily for any new order/changes on
resident’s psychotropic medications to ensure Aims
testing is completed, be | avior monitoring flow
initiated, and care plan initiated for use of
psychotropic medication,

e A psychotropic drug meeting with the

psychiatrist and the interdisciplinary team members
will be held on 9/18/14 to review residents on




psychotropic medication to attempt gradual dose
reduction. A psychotropic drug meeting will be
conducted monthly thereafter.

* A Quality Assurance meeting will be held weekly
for 4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan.

F505
1. Resident #25 Coumadin was discontinued on 7/17/14

and stat INR done on 7/i7/14 showing INR of 1.6 and

is within normal limits. Resident did not have any

adverse drug reactions. Medication error report

completed on 8/20/14 DON conducted coaching and

counseling with Nurse #18 on 8/21/14. Medication

Error training thru Care |Learn was compieted on

8/21/14 by Nurse #18. z*lesident #205 PT & INR

done on 7/31/14 showing PT 20.6 and INR of 2.7

and new order for Coumadin 3mg Tuesday, Thursday,

Saturday, & Sunday alternating Coumadin 2mg

Monday, Wednesday, & Friday. Resident#205

did not have any adversé drug reactions.

Medication error completed 9/16/14.

Resident #35 Aims testing completed 9/16/14 and
Behavior monitoring flow sheet initiated on 9/1/14

Resident #47 MDS was corrected on 9/16/14 with A
bilify, anti-psychotic medication coded on Section
NO410A. Aims testing completed on 8/22/14 and

anti-psychotic care plan ¢completed on 9/16/14

Resident #2159 Aims testing was completed on 9/16/14
and Behavior monitoring flow sheet initiated on 9/11/14.

2. How will the facility i%ntify other residents

having the potential to be affected by the same

practice and what correckive action will be taken?

a. All residents have the ‘potential to be affected by

the same practice. All critical lab values from 7/10/14
until 8/20/14 were reviewed by the ADON and MDS
Coordinator on 8/20/14 to ensure that the physician/nurse
practitioner were notifie} of any critical lab values.

A complete audit of all current residents receiving
Coumadin therapy was completed by ADON & MDSC

on 8/20/14 for correct dgsage and frequency in the
physician order and present on MAR, as well as,
ensuring that physician/nurse practitioner were notified
of any critical lab values and a care plan is present

for those receiving the Coumadin therapy. A complete
Laboratory audit was completed by Nursing on
8/23/2014 to ensure Lab was performed according to




physicians order and ph
results are obtained.

b. An audit of all reside
medication to ensure th
monitoring flow sheet i
residents on anti-psychc
Aims testing completed
MDS accurately and all
have care plan in place

¢. Pharmacy Consultant
regimen review on all re

recommendations.
3. How will corrective a
ensure the practice doe
will be put in place.

facility’s policy on repo
policy regarding anti-co
the medication in a safe

+ Education and traininf

ysician natified when abnormal

nts on psychotropic

at there is a behavior

1 place by 9/23/14. All

stic medication will have
psychotropic meds coded on
psychatropic medications
y9/23/14

completed a medication
sidents on 9/12/14 with

ttion be monitored to
s not recur and what QA

Nurse Consultant on 8/ !4/14, 8/25/14, 8/26/14, 8/28/14.
4. How will corrective action be monitored to ensure

the practice does not recur and what QA monitoring will be put into place?

+ DON, ADON or Weekend Supervisor will review

all lab results including gbnormal/critical values daily
using the lab tracking tool to ensure the physician/nurse
practitioner are notified|timely.

¢ DON, ADON, or Weekend Supervisor will continue

to audit all current residents receiving Coumadin
therapy daily for correct|dosage and frequency on the
physician’s order and M L RS.

* DON & ADON will audit resident’s on

psychotropic medications for behavior monitoring

flow sheet

* DON, ADON or weekend supervisor will review
telephone orders daily for any new order/changes on

resident’s psychotropic
testing is completed, be
initiated, and care plan i
medication.

« A psychotropic drug m
and the interdisciplinary
on 9/18/14 to review res
medication to attempt g
A psychotropic drug me

edications to ensure Aims
havior monitoring flow

hitiated for use of psychotropic

eeting with the psychiatrist
team members will be held
idents on psychotropic
radual dose reduction.
eting will be conducted

with all licensed nursing staff by the Staff Development Coordinator regarding
ing critical [ab results to the physician/nurse practitioner timely, as well as,
gulant therapy ensuring residents prescribed anti-coagulant therapy receive
and therapeutic manner on 8/20/14, 8/24/14, 9/8/14, & 9/9/14.

* Education and training on Antibiotic-Coumadin potential drug interaction, Unnecessary drugs, Anti-
psychotic usage with appropriate diagnosis, use of behavior monitoring sheets, and Aims testing to all
licensed nurses by the Pharmacy Consultant on 9/9/14 & 9/10/14.

» Education and training with all licensed nurses on how to utilize the lab tracking tool by the Regional



monthly thereafter.
* A Quality Assurance meeting will be held weekly

for 4 weeks beginning 8/23/14 and then monthly for
findings, recommendations, and follow-up regarding
the above plan,

F520
Social Services Director;{(luality Assurance
Chairperson was educated on the facilities immediate
measures taken to enere that the highest

quality of care were imélemented in all areas

in particular dietary, nuEng, clinical & equipment.

The facility shall maintain a quality assessment and assurance committee consisting of the director of
nursing services; a physician designated by

the facility; and at least 3 other members of the facility's staff. The quality assessment and assurance
committee will meet at Jeast quarterly to identify issues with respect to which quality assessment and
assurance activities are pecessary; and develops

and implements appropriate plans of action to correct identified quality deficiencies.

The facility's Quality AsJessment and Assurance
(QAA) committee will cgntinue to ensure corrective
actions are consistently monitored to ensure the
staff follow physician o:gers for therapeutic diets and
interventions on the care plans related to assisting
with dining with reside |ts and ensure functioning
medical equipment to ijcvmediately perform tracheal
suctioning for residents with a tracheostomy. The
committee will also ensﬁre residents are protected
from potential staff to resident abuse. The committee
will ensure the abuse palicy is followed to ensure
allegations of abuse and neglect are thoroughly
investigated and reported to administration for

all residents. The committee will also

ensure adherence to current medical standards of
practice related to emergency services for

choking as well as ensure residents are free from
unnecessary medications related to the use of
anticoagulant medicatians and ensure timely physician
notification of abnormal lab results.

Weekly Performance Improvement meetings

began on 8/23/14 and | ill be held weekly for four
weeks, then monthly for findings,

recommendations and follow up related to the plan.
The administrator will have oversight to ensure

an effective plan is in place and being followed.
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was verified the preventive rI
schedule is ongoing for all n
delivered.

gintenance
w machines

Interviews on 8/26/14 with siaff verified the use of
coumadin flow sheets at each nursing desk that
will be taken daily to the clinical meetings for

review and follow up.

Interviews with nursing staff revealed nursing

staff were aware of lab poficy
physician of lab value results.

and when to notify

Interview on 8/27/14 the QuJIity Assurance (QA}

Coordinator stated that week

y performance

Improvement meetings began on 8/23/14 and will
be held weekly for four weeks and then monthly,
The administrator will have oversight to ensure an

effective plan is in place.

The facility will remain out of compliance at a

scope and severity level of "

" an isolated

deficient practice that constilt_l;tes no actual harm

with potential for more than
not immediate jecpardy.,

inimal harm that is

The facility is required to submit a plan of

correction.

483.75(0)(1) QAA
COMMITTEE-MEMBERS/ME
QUARTERLY/PLANS

A facility must maintain a qua
assurance committee consist
nursing services; a physician

ET

lity assessment and

ng of the director of
designated by the

facility; and at least 3 other members of the

facility's staff.

F 490

F 520

Social Services Director/Quality Assurance
Chairperson was educated on the facilities
immediate measures taken to ensure that the
highest quality of care were implemented in
all areas in particular dietary, nursing, clinical
& equipment.

9/25{14
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The facility shall maintain a quality
F 520 | Continued From page 81 F 520

The quality assessment and|assurance
committee meets at least quarterly to identify
issues with respect to which |quality assessment

assessment and assurance committee
consisting of the director of nursin
services; a physician designated by

the facility; and at least 3 othexr

g

9/25/14

and assurance activities are|necessary; and
develops and implements apprapriate plans of
action to correct identified quality deficiencies,

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclasure is related {0 the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not|met as evidenced
by:
Based on review of the Sorgnsen and
Luckmann's Basic Nursing a| Psychophysiclogic
Approach, policy review, review of the
investigator’s report, review of an autopsy report,
review of a meal tray card, rrtjdical record review,
observation and interview, it was determined the
facility's Quality Assessment [and Assurance
(QAA} committee failed to ensure corrective
actions were consistently monitored to ensure the
staff followed physician orders for therapeutic
diets and interventions on the care plans related
to assisting with dining for 2 of 39 (Residents
#261 and 6) residents and failed to ensure
functioning medical equipment to immediately
perform tracheal suctioning {r 1 of 2 (Resident

#193) residents with a trachgostomy. The
incidents noted above resulted in immediate
jeopardy (1)}, a sifuation in which the provider's

deficiencies.

members of the facility's staff.
The gquality assessment and assurance

to identify issues with respect to

and implements appropriate plans of
action to correct identified quality

The facility's Quality Acsessment
and Assurance {QAA) committee will
continue to ensure corrective
actions are consistently monitored
to ensure the staff follow physician
crders for therapeutic diets and
interventions on the care plans
related to assisting with dining
with residents and ensure functioning
medical equipment to immediately
perform tracheal suctioning for
residents with a tracheostomy.
The committee will also ensure
residents are protected from

committee will meet at least quarterly

which quality assessment and assurance
activities are necessary; and develops

FORM CMS-255102-99) Previcus Verslons Obsciele

Event 10: 2X7E11

Facility ID: TN7928

If continuation sheet Page 62 of 67




BEPARTMENT OF HEALTH AND HU

AN SERVICES

PRINTED: 09/11/2014
FORM APPROVED

CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1 pniownsmsuppusmcua (X2) MULTIPLE CONSTRUCTIGN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

c
445139 B. WING 0812712014
NAME OF FROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CCDE
141 N MCLEAN
SIGNATURE HEALTHCARE AT ST PETER VILLA
j MEMPHIS, TN 38104
(X8> SUMMARY STATEMENL‘ OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIGN {x5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TC THE APPROPRIATE DATE
DEFICIENCY)
F520| ¢ e potential staff to resident abuse. The committee
ontinued From page 62 . .
. p 9 . F 520 will ensure the abuse policy is followed to ensure
noncompliance with one or more requirements of .
o - allegations of abuse and neglect are thoraughly
participation has caused, or is likely to cause, ) ) o
seripus injury, harm, impairment, or death to a investigated and reported to administration for
resident, all residents. The commitiee will also
) . ensure adherence to current medical standards|of
A meeting was conducted "\ the conference room ractice related to emergency services for
an 8/18/14 at 4:52 PM, with the Administrator and pract gency
the Director of Nursing {DON} at which time they choking as well as ensure residents are free from
were informed of the |J related to choking. unnecessary medications related to the use of
anticoagulant medications and ensure timely physician

A meeting was conducted in

lthe conference room

on 8/21/14 at 12:46 PM, with the Administrator

and the DON, at which time they were informed
of the L related to malfunctioning suction
equipment for tracheostomy|care.

The facility provided acceptable Allegations of

Compliance (AQC) on Augu
AQC on August 26th, 2014,

t 25th, 2014 and an
t was detemmined on

August 26, 2014 the corrective actions

implemented on August 25t
removed the [J.

The immediate jeopardy (1J)
through 8/25/14. The |J was

and 26th, 2014,

existed from 2/14/14
removed on 8/26/14.

Noncompliance for F520 continues at a "D level

citation. The facility is requir
Correction.

The findings included:

ed to submit a Plan of

1. The guality assurance {(QA) committee

identified the problem in whi

ch residents may

receive an incorrect diet aﬂi the accidental

choking death of Resident
Inservices began for the die

61 in March, 2014,
ary staff and the

nursing staff related to proper diet delivery,
identification of therapeutic Jiiets and proper set

notification of abnormal lab resulis.

Weekly Performance Improvement meetings
began on 823/14 and will be held weekly for fou
weeks, then monthly for findings,

The administrator will have oversight te ensure
an effective plan is in place and being followed.

recommendations and follow up related to the plan.
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up. Documentation for cook skills checklists
dated during April 2014 and facilitated by the
Dietary manager, documented training objectives
to include pureed foods and mechanical soft
foods. All staff disciplines re}ived inservicing
beginning on 3/28/14 that included: The
difference between pureed ftiods, mechanical
soft, honey thick liguids and nectar thick liquids.
Comparing the actual meal t# the tray ticket. How
to read a tray ticket. Tray ticlﬁets are highlighted
for residents that at rigk for choking, which
includes all residents on mechanical soft or
pureed diets and those with thickened liquids.
The proper position for residents at risk for
choking. All of these inservice sheets were
reviewed and verified.

The Quality Assessment and!Assurance (QAA)
Committee had implemented|corrective actions
related to the dietary issues fpllowing the choking
death of Resident #261.

The QA committee failed to continuously identify
and failed to sustain performance improvement
initiatives related to meal delivery and training on
correct diet identification and|meal tray delivery
as evidenced by an observation on 8/22/14 when
Resident #6 received a regular hot dog on a bun
when a mechanical soft diet with no bread was
ordered by the physician.

There was no system in plac? to monitor staff
performance related fo checking the meal trays to
ensure the correct diet was delivered to the
residents.

Refer to F282, F309 and F365.
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2. The facility failed to ensure suction equipment
was readily available and functional for proper
tracheostomy care for Resident #193. Nurse #7,
the Rehab Director and the Central Supply
Manager verified the facility had issues with the
suctions machines not always functioning
properly.

Refer to F328 and F456.

3. During an interview in
Services {DSS) office on

DSS stated, the Quality Assessment and

the Director of Social
8/27/14 at 11:45 AM, the

| The DSS's statement is not accurate, in that the

Assurance (QAA) CommJttee had not
implemented plans of corrective action related to
the dietary issues resulting in Resident #261's
choking death.

surveyors verified that initial corrective actions
had actually been implemented following the
choking of Resident #261,

Compliance (AOC) was accomplished on August !
26, 2014, through review of facility documents,
audits, review of in-servick records, observations
and interviews with dietary, suction machine
company supervisors, nursing, dietary staff and
administrative staff administrative staff. The
surveyors validated the corrective actions stated
in the AOC were implemented which removed the
1J.

The facility provided evidence of in-service
training with sign in sheets, for all staff tray
service to include review of each meal ticket for

verification of correct dietserved and color coded
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meal tickets for therapeutic diets.

The facility provided evidlence of in-service
training for all dietary personnel regarding
identification and preparation of diets,
competencies for food pll-eparation and thickened |
liquids by the certified dietary manager and

registered dietician.

The facility provided evidence of in-service

training with sign in sheets for licensed nurses on |
proper suctioning, trachepstomy care, availability
of suction machines, suction supplies and facility
process for non-functioning equipment.

The facility provided evidence of audits that
included physician orders to meal tickets and
verified on the care plan. |Accuracy of meals
served to residents to include trays from the
kitchen to the floors and fray tickets verified with
meals on the trays.

Observations in the kitchen on 8/26/14 revealed
the meal ticket being cherked at each station, the
condiments and fluid statjon, the entree station
and at the bread and desgert station the entire
meal tray was reviewed hy that staff member to
ensure the tray was correct,

Observations in the facility on 8/26/14 revealed
staff physically checking ?I/\e meal tickets to the
food tray when the cart was delivered to the halls,
and then a second check|by the staff member
when the tray is delivered to the resident, !

Observations on 8/26/14 of the new suction
machines delivered revee*led all machines
serviced by the suction machine company and

were in working order. , |
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Interviews on 8/26/14 with CNAs, dietary staff,

facility, staff verbalized how to properly check for

proper diets and matching the tray tickets, what a

colored meal ticket means, and how to do the

Heimlich maneuver. Nurse managers verbalized

how they would continueEEo monitor and audit the
accuracy of the meal delivery,

Interviews on 8/26/14 with the suction company's
operations manager and director of accounts, it
was verified the preventive maintenance
schedule is ongoing for all new machines
delivered,

Interview on 8/27/14 the Quality Assurance (QA)
Coordinater stated that weekly performance
Improvement meetings began on 8/23/14 and will
be held weekly for four weeks and then monthly.
The administrator will haye oversight to ensure an
effective plan is in place.

The facility will remain out of compliance at a
scope and severity level of "D", an isolated
deficient practice that constitutes no actual harm
with potential for more than minimal harm that is
not immediate jeopardy.

The facility is required to submit & plan of
correction.

nurse managers, charge nurses conducted in the ;

F 520
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