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F 000 | INITIAL COMMENTS F 000 | Preparation, submission, and .
implementation of this Plan of Correction
A Recertification/Abbreviated Survey (icv22642) does not canstitute an admission or an
was conductad 01/06/1S through 01/09/15 and a agreement with the facts and conclusions
pantialiextended survey was conducted 01/22/15 set forth on the survey report. Our Plan
through 01/23/15. The Division of Health Cars of Correction is prepared and executed as
aﬂ??éa"‘;?’?: KYgﬁg‘g 1"‘5"'"‘ gnmed{;atte Jerl::.ac.lrdy a means to continuously improve the
ont on and was detarmined to . §
exist on 12/10/14 a1 42 CFR 489.10 Resident guatty ofcare and fle vith all
Rights (F157) at a scope and severity of "K*, 42 applicable state and federal regulatory
CFR 483.20 Resldent Assessment (F2e0) &t a requirements.
scopa and severtty of a "K*, 42 CFR 483.25
Quality of Care {F315)ala scope and severity of
a“J*, and 42 CFR 483.25 Quality of Care (F323) |
at a scope and severity of a "K". Substandard =
Quallty of Care was identifled at 42 CFR 483.25
Quallty of Care. The facility was notified of the
Immediate Jeopardy on 01/08/15.
Interview and record review revealed the tacility
lailed to have an effactive system to determine
the root cause of falls and implement
interventions to prevent further falls. Resident
#20 had a history of falls and sustained seven {7}
falls between 05/21/14 through 12/14/14. On
12/10/14, Resident #20 fell and sustained a
hematoma (localized swelling fitled whh blood ‘
caused by a break in the wali of g blood vessei) to
the forehead and right thumb while attempting to
change clothing after an incontinent episode. On
12/14/14 at 11:55 AM, Resident #20 again was
incontinent and wag attampting to change clotheg
after an incontinent episade, fell when starfled,
and hit their head on the end of the bed. Eight
and one-half (8.5) hours later, at 8:25 AM on
12/15/14, nursing found the resident
unresponsive fo touch and verbal stimull. The
resident was transferred ta the emergency room
at 9:05 AM. Aeview of tha Emergency Room
ABORATORY DIRECTORS OR PROVIDEFSUPFLER REPRESENTATIVE'S SIGNATURE TITLE (Xe} DATE
S )
N X Administrator AL 02/18/2015
ny deficiancy statement ending with an asfersk {*) denotes a deficisncy which the institution rmay be axcused from comecting providing it is determineq that
ther sataguards provida sufficlem protection o the patlents. {See for nursing homes, the tindings stated above are disclosabla 80 days
owing the date of survey whether or not a plan of comection !s providad, For mwsing homaes, the above lindings and plang of corraction are disclosabig 14
3y following tha date Ihese documants eéra made avallable to tha facliity. If deficiencies ara cited, an approved plan of carection is requistta to continued
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record, dated 12/15/14 and timed at 9:51 AM,
revealed Resident #20's ayes were assessed
upon admission and the findings revealad the Ieft
pupil wag dilated {indicating neurological
changes), An X-ray of the brain was ordered and
resulls communicated to the emergency room
physiclan at 10:25 AM revealed a large brain
bleed. The resident expired 20 hours later at
6:00 AM on 12/16/14,

Resident #15 sustained seven (7) falis between
06/29/14 through 12/24/14 al| related to
incontinence. However, the facility failed to
address the root cause of the falls. On 11/17/14
the rasident sustained a laceralion to the left
eyebrow:; on 12/15/14 resident fell again and
sustained an injury to the right shoulder and hit
his/her head; and, on 12/17/14 the resident fell
and recelved an abrasion 1o the mid upper back
and a skin tear to the right elbow,

Resident #13 fell three times on 1 0/10/14 and
sustained an injury after a fall on 12/15114,
Resident #17 sustained three (3) falls betwean
06/19/14 through 12/25/14 and required stilches
after the fail on 06/19/14.

The tacllity provided an acceptable Allegalion of
Compliance (AOC) on 01/20/15 which alleged

| removal of the Immediate Jeopardy on 01/14/15.
The SSA veritied Immediate Jeopardy was
removed on 01/14/15 as alleged priot to exit, The
scope and severity was lowsred to an *E* in 42
CFR 483.10 Aesident Rights (F157), 42 CFR
483.20 Resident Assassment (F280) and 42 CFR
483.25 Quality of Care (F323). The scope and
Severity was lowered to a *D* |n 42 CER 483.25
Quality of Care (F315) while the facility
implements and monitors the Pian of Correction

F 000
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DEFICIENCY)
F 000 { Continued From page 2 F coo
and for the effectiveness of Systemic changes
and quality assurance activitles.
t?fdgional gaﬂciencies were cited as a resutlt of
@ Hecertilication Survey at 42 CFR 483.15 1] i i
! . - What corrective action will be 02/25/15
E!JEI:!I::!'?‘:| :fc lt-'if:j (hilznila%daetn?i ::g]?: 4&2% ;?;:l‘!tg g(f)a @ccomplished for those residents found to
Resident Assessment (F282) and 42 CFR 4833.1 5 e bean affected by the - —
Quallty of Lita (F241) with the highest acope aryd cucensed nurscs (DON, Staff Development
severity of a "G", Coordinator, Risk Care Manager,
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 Restorative/Wound Care Nurse, Minimum
SS=K (INJUFIWDECLINE/ROOM. ETC) Data Set Nurse, House Supervisor, two (2)
! ' Unit Managers and a Staff Nurse) completed
A facility must immediately inform the resident: an audit on 01/10/15 for resident #13 and
conault with the resident's physictan; and i #15. Resident #20 is no longer a resident of
known, notity the resident's legal representative the facility.
or an intarested family mamber when thera is an This audit included a review of the fall event
accident involving the residant which results in document for root cause of the fall,
!njury and has the potential for requiring physician interventions added to the care plan at the
intervention; a significant change In the resident's time of the fall, times of scheduled toileting
Physical, mental, or psychosocial status (e, a program, alarms utilized, care plans,

axisting

and, if k
change

resideny

deterioration in health, mental, or psychesoeial

i status in either life threatening conditions or
clink_:al complications); a need to alter treatment
significantly {i.e., a need to discontinue an

consequences, or to
treatment); or a decision to transter or discharge
the resident from
§483.12(a).

The facility must also
or interested family member when there is a
specilied In §483.15(e)(2); or a changs In

regulations as specified in paragraph (h)(1) of

form of treatment due to adverse

commence a new form of

the facility as specified in

promptly notify the resident
nown, the resident's legal representative

in room or reommate assignment as

rights under Federal or State taw or

notifications made to the attending physician
and resident's responsible party and
interventions added after the audit was
completed. Resident #13's MD and family
were notified of resident being found on the
floor on three (3) different times on 10/10/14
©n 10/10/14 and being found on the floor on
12/15/14 on 12/15/14. Resident was toileted
and care plan intervention was to add foot
resis to the wheelchair, Resident #15's MD
and family were notified of the fall of
11/17/14 on 11/17/14, the fall of 12/15/14 on
12/16/14 and the fell of 12/17/14 on
12/17/14. Interventions put into place on the
care plan included; mattress with raised
edges, non-skid socks when not wearing

hoes and cranberry juice with meals.
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and quality assurance activitles,

' Additional deficlencles

Quality of Lile (F241)
seaverity of a "G".
F 157

S8=i (INJUHYIDECLINE/HOOM, ETC)

A facility must Immediately
consult with the resident's

intervention; a significant
deterioration in health,

clinical complications);

the resident from the

§483.12(a).

and for the effectiveness of systemic changes

waere ciled as a result of
the Recertification Survey at 42 CFR 483.15
Quallty of Lita {F253} at a scope and severity of a
"E" and actual harm identifiad in 42 CFR 483.20
Fesident Assessmant (F282) and 42 CFR 483.15
with the highest scope and

483.10(b)(11) NOTIFY OF CHANGES

inform the resident;
physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident Involving the resident which results in
injury and has the potential for requlring physiclan
change in the resident's
physical, mental, or Psychosocial status (l.e., a
mental, or psychosocia)
status In either life threatening conditions or

a need to alter treatment
significantly (L.e., a need io discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
facility as specifi

! The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specifled in §483.1 5(e)(2); or a changa in
resident rights under Federal or State law or
regulations as specified In paragraph (b}(1) of

ed in

F 000

F 157

1. What corrective action will be 02/25/15
accomplished for those residents found to
have been affected by the deficient

practice?

Licensed nurses (DON, Staff
Development Coordinator, Risk Care
Manager, Restorative/Wound Care
Nurse, Minimum Data Set Nurse, House
Supervisor, two (2) Unit Managers and 2
Staff Nurse) completed an audit an
01/10/15 for resident #13 and #15.
Resident #20 is no longer a resident of the
facility.

This audit included a review of the fall
event document for root cause of the fall, |
interventions added to the care plan at
the time of the fall, times of scheduled
toileting program, alarms utilized, care
plans, notifications made to the attending
physician and resident's responsible
party and interventions added after the
audit was completed,

ORM CMS-2587(02-99) Pravious Varsions Obsolste
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F 157 | Continued From page 3 ’ F 157|Continued from page 3
this section. )
’ 2. How the facility will identify other
The facllity must record and periodically update residents having the potential to be affected
the address and phone number of the resident's by the same practice?
legal representative or interested family member.
Every resident of the facility has the
This REQUIREMENT Is not met as avidenced potential to be affected should the
l by: facility's system to ensure immediate
| Besed on interview ang record review it was notification of the attending physician
determined the faciiity failed to have an effective and resident representative after a fall not
system in place to ensure immediate nofification [ be effective
 of the attending physicians and resident | )
Fepresantatives after a fall for three {3) of , . f
thirty-two (32) samplad residents (Resident's #13, 3. What measures will be put into place or
#15, and #20). (Refer 1o F323) systemic changes made to ensure that the
deficient practice will not recur?
On 12/10/14 at 5:30 AM, Resident #20 Sustained
a fail with injury. The resident sustained a : : ified of the
hematoma (localized swelling filled with blood W Me.d.lcal Dmf;ur wg ':1:] c?:lle:ts ?
vaused by a break in the wall of  blaod vessel) o | Immediate Jeopardy an
the aft sitie of the head that was dark purple in causing the Immediate Jeopardy on _
color and a hematoma to the right thumb, The Thursday, 01/08/2015. A representative
i facility did not natify the physician or the of the Governing Body provided the
responsible party of the injury untit three and haif inistrator gnidance and education on
¢ (3.5) hours later at 9:00 AM on 12/1014, A: T;::;; mc:gmily notification,
Resident #20 sustained another fall on 12/1 4/14 physiciar d investigation of falls, care
at 11:55 PM, and the physician was not nofified of Supervision and investiga detine
the fall until almost eight and one-haif (6.5) hours plan revisians and scheduled toi eting
later at 8:30 AM on 12/15/14. In addition, the program on 01/08/15 and 01/09/15. The
facility did not nolify the resident's responsible I Medical Director met with the Director o
!l:g/r.l’yyotf“thehfall on 1211 :lln 4 until a:40dAM on Nursing (DON) on 01/08/15 to review s
when preparations ware un, erway to - 1 4
transter the rasident to the emergency room. The policies, pracedures and p Tc:::s?:::l sis
resident expired at the hospital at 6:00 AM on physician netification, root c ¥
12/16/14. Record review and Interview revealed of accidents, incidents and falls
Resident #20 had sustained g faj on 06/10/14 prevention, revision of care plans and the
with no evidenca the Physician was notified ang scheduled toileting program. Revisions
fell on 08/09/14 and 09/08/14 and the resigent's
‘ORM CMS-25687(02-00) Previous Varsions Obmoiots Evant ID:CNWW1 Factity ID: 1008374
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physician was not notified timely.

a fall which resutted in a laceration to the left
eyebrow. The physician was not notified untif
Seven and ona-half (7.5) hours later. On
121514 &t 11:20 AM, Resident #15 fell and
sustainad an injury to the right shoulder and hi
his/her head. The Nurse Practitioner was not
nolified until the next day. Resident #15 fell on
i 12/17/14 a1 9:15 AM and recelved an ahrasion to
the mid upper back and a skin tear to the right
elbow. The physician was not notified until the
next day.

On 10/10/14, Residant #13 was found crawling
on the floor mat beside their bed at 12:30 AM;
found at 4:40 AM, crawling on the floor; and, at
7:10 AM, was found again crawling on the floor
with a small laceration to the back of the head.
The resident's physician was not hotified of the
12:30 AM or the 4:40 AM fall until after the 7:10
AM fail occurred. On 12/15/14 the resident
sustained another fall
laceration and a hematoma the sjze of a golf bail
above the right eyebrow and the physician was
nat notified until 2:00 PM,

The facllity's failure to havs an effective system in
place for notfication of the physician and
responsible party in a timely manner has caused
or is likely {o cause serious injury, harm,
fmpairment or death to resident. The Immediate
Jeopardy was identified on 01/08/15 and
determined {o exist on 12/10/14.

An acceptable Allegation of Compliance (AOC)
was received on 01/20/15 alleging the Inmediata

Jeopardy was removed on 01/14/1 5. The Stale

I
On 1117/14 at 3:20 AM, Resident #15 sustained

at 1:00 PM and received a

were made to the policy, Accidents and
Incidents, for physician and responsible

j Party notification to include notification
to the physician within thirty (30)
minutes of a fall involving head injury or
a fall which was not witnessed. Revision
was made 1o the policy, Falls Prevention,
to check safety devices each shift to
ensure they are in place and functioning
properly. The procedure for conducting
neurological checks was reviewed by the
DON and the Staff Development
Coordinator and all licensed nurses were
provided education on that process on
01/10/15 through 01/13/15. The DON
and Staff Development Coordinator
conducted the in-service training on
neurological checks and additional pen
lights (used to conduct the neurological
checks) was ordered by the DON on
01/12/15. The MDS Coordinator, MDS
Nurse, DON and Risk Manager are
responsible for ensuring care plans are

. completed/revised in a timely/accurate
manner. The care plans of residents who
' have fallen would be reviewed weekly in a
Standards of Care meeting led by the
MDS Nurse and the MDS Coordinator,
In attendance at that meeting are the
Dietary Manager, Risk Manager, Social
Service Representative and the Activity
Director. The DON and the Staff
Development Coordinator were provided

FORM CMS-2567(02-99) Previous Verslona Dbsolste
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| Survey Agency validated the Immediate Jeopardy

was removed on 01/14/15 as alleged, prior to exit
on 01/23/15. The scope and severity was fowared
1o an "E* while the facility monitors the
implementation of the Plan of Correction (POC)
and the facility’s Quality Assurance monitors the
effectivenass of the systemic changes.

The findings includs:

Review of facillty's policy Changes in a Resident's
Condition or Status, dated March 2009, revealed
the policy did not reflect timeframes to notify the
physiclan or representative after a resident fall or
change in conditionftreatrent. The policy stated

nursing would notify the resident’s attending
physician and nursing or Social Services would
notify the resident's representativa when the
resident was involved in any incident or accident;
f thers was a significant change in the resident's
physical, mental, or psychosocial Btatus; if there
was a need to alter ireatment significantly i.e. if
the resident refused treatment or medications on
a routine basis; or if the resident was discharged
or transferred. All notifications would be
documented in the resident's medical record.

1. Review of the closed clinical record for
Resgident #20 revealed the facllity admitted the
resident an 05/21/14 with dlagnoses of Deep Vein
Thrombosls, Atzheimer's, and Gai Ataxia,
Resident #20 also had a history of falls and
continued to receive blood thinning medication to
prevent a reoccurrence of a Deep Vein
Thrombosis.

Review of Resident #20's Quarterly Minimum
Data Set (MDS) assassmant, completed on i
11/07/14, revealed the facility assessed the j
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F 1571 Continued From page 5

F157] Continued from page 5
01/09/15 on physician and responsible
party notification. The DON and the
Staff Development Coordinator initiated
all licenses nurses’ and Certified Nursing
Assistants' (CNA) training on 01/10/15
.and continued that training through
01/13/15. All staff have been trained.
 The training to all licansed nurses and !
certified nursing assistants included: ;
work order process, care plans, certified
nursing assistant care sheets, proper use
and types of alarms, the scheduled
toileting program process/form to be
used and proper completion of the form.
The licensed nurse received training on:
falls and proper process for notification
of the resident's physician, the responsible
party, the neurclogical check process, the
proper completion of the Event Report
Form, review/revision of care plans, root
cause analysis process, policy and
procedure on Accidents and Incidents,
policy on Falls Prevention, Neurological
check protocol form and the form used
for the Scheduled Toileting program.
The Administrator provided training to
the Director of Nursing, the Risk
Manager and therapy staff on 01/12/15
and 01/13/15 regarding the Immediate
Jeopardy, policy and procedure revisions,
Processes of Falls Committee Mecting,
quality assessment and assurance
commiltee role to ensure compliance and

FORM CMS-2587{02-89) Previous Varsions Obeoleta Event ID:CNWW11
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resident as not steady on his/her fest and needed
extensive assistance from staff io toilet, walk, and
bathe. A Brief interviaw for Mental Status (BIMS)
wag conducted during the assessmeant and the

| resident scored an eight (8) out of filleen (15)

| indicating moderate cognitive Impairment.

, Review of the Fall Scene Investigation Rsport,
dated 12/10/14 at 5:30 AM, revealed Resident
| #20 sustained a fall with injury. The report staled
the resident sustained a hematoma (localized
swelting filled with blood caused by a break in the
wall of a blood vessel) to the lsht side of the head
that was dark purple in color and a hematoma to
the right thumb. The facility did not notity the
physician or the responsible party of the injury
until three and one-half (3.5) hours later at 9:00
| AM on t2/10/14.

Review of the Fall Scene Investigation repart,
dated 12/14/14, revealed Resident #20 sustained
a falf on 12/14/14 at 11:55 PM, and the physician
was not notified of the fall until eight and cne-haif
(8.5) hours later at 8:30 AM on 12/16/14. In
addition, the facility did not notify the resident's
rasponsible party of the fall on 12/14/14 until 8:40
AM on 12/15/14 when preparations were
underway to transfer the resident to the
emergency room,

| Review of the nursing notes, dated 12/14/14 at

11:55 AM, revealed the resident lost hissher
balance, fell and hit his/her head on the foot
board of the roommate's bed. There was no
eviderice in the nurses notes that the physictan or
the responsible party were natitied of the fall,

Interview with Licensad Practical Nurse {LPN}
#10, on 01/09/15 at 10:55 AM, revealed she
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develop further actions to be taken, A
Falls Committe was initiated on 01/12/15
to review falls-interventions, to review
reviewed/revised care plans and to
complete root cause analysis for falls
during the meeting. The Falls Committee
is comprised of the Administrator, the
DON, an MDS Nurse, Social Worker,
Risk Care Manager, Restorative/Wound
Care Nurse and the Rehabilitation
Services Manager and meets Monday -
Friday, The DON provided training to
the Restorative/Wound Care Nurse on
01/08/15, 01/10/15 and 01/12/15
addressing the facility's scheduled
toileting program, the toileting program
as it relates to falls, review of the four-day
bowel and bladder assessment process to
note patterns and trends to develop an
individualized scheduled toileting
program for the resident, the process of
documentation on the toileting program
form and the creation of an audit tool to
audit the clinical documentation relative
to the toileting program, monitor for
patterns and trends of toileting program
and a system to report findings of the
audits to the Quality Assessment and
Assurance Commitiee. A Scheduled
Toileting Audit tool was created ta ensure .
accuracy and completeness of scheduled
toileting programs. The audit would ;
include completion of all fields on the |
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consulted with anather nurse regarding " toileting program document, issues noted, :
contacting the physician the night Resident #20  rends noted, updates to the toileting !
fell. The LPN stated due to tha fall occurring at program and her initials. The Restorative/

11:55 PM and they knev{ the physician would be Wound Care Nurse audited twenty-nine (29)

in the facliity in the moming; the decision was clinical records on 01/12/15 finding one (1)

made {0 notity the physician when he arrived that area of concern and on 01/13/15 she audited

moming. twenty-eight (28) clinical records finding one
' Continued review of nursing documentation, (1) area of concern. Attendees of the

Standards of Care weekly meeting and Daily

dated 12/15/14 as a late entry, at 8:25 AM, Falls Committee meeting will sign a sheet

i' revealed the resident was found by staff

unresponsive, breathing Irregularly and gurgling. reflecting the meeting has taken place. The
The prl‘:::Iclan was nolegd mege in lyhe facgllityg at g Restorative/Wound Care Nurse will do an
this time and was nollfied of the resident's audit of the toileting program Monday
change in condition. The physician ordered the through Friday excluding her approved days
resident to be sent to the emergency room of off work. Staff competency will be
choice for evaluation on 12/14/14 at B:30 AM. determined through observations of staffs
The facility notifled the responsible party al 8:40 performance and record review by the
AM regarding the change in condition and their Administrator, DON, Staff Development
hospital of choice, Coordinator and Restorative/Wound Care
Nurse. Record review will also be completed
Interview with Resident #20's Responsible Party by the members of the Standards of Care and
(RP), on 01/09/15 at 4:05 PM, revealed the facility Falls Committec meeting members with

did not contact them at the time of Resident #20's
fall; it was not until the facility was in the process
of transferring the resident (o the emargency

actions taken to address any concerns
identified that will include providing staff

department were they notified of the fal, IS

Review of Resident #20's Emergency Room 4. How the facility plans to monitor its
racord, dated 12/15/14 and timed at 9:51 AM, performance to ensure that solutions are
revealed the resident's eyes were assessed upon sustained?

admission and the findings revealed the ieft pupil
10 be dilated (indicating neurological changes). An,
X-ray of the brain was ordered immediately and
results communicated to the emergency room : !
physician at 10:25 AM that revealed a large brain '
bleed.

Further review of Resident #20's Fall Scene i
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Investigation reports, revealed on 06/10/14
l Resident #20 fell at 5:45 PM and the physician
was not notified until two hours later with
message left on the answaring machine. There
was no evidence the physician was ever made
| aware of the fall. On 08/09/14 the resident fell at
11:15 AM, the Advanced Practice Registered
Nurse (APRN) was notified at 6:45 PM. The
resident sustained a fall on 09/08/14 at 7:25 AM
and the physiclan was notified 2:45 PM. per the
nhurses notes. On 10/20/14 the resident fell at
12:00 PM and the APRN wasg notified at 1:15 PM.

Attempted interview with Resident #20's attanding
physician, on 01/08/15 at 1:55 PM, revaaled he
was unable to discuss the resident without
looking at the chart. He further stated he was not
available for interview.

|
Interview, on 01/09/15 at 3.00 PM, with the
 Director of Nursing {DON) ravealed he met with
LPN #10 on 12/15/14 to discusg Resident #20's
fall. He slated it was at that time he determined
the physician was not notified timety of the
resident's fall. His expectation was that the
physician be notified prormpily after Resident
#20's fall.

2. Review of the clinical record revealed the
lacility admitted Resident #15 on 08/19/13 with
diagnoses of Dementia, Anemia, Osteoarthritis,
and Bladder Disorder. Further record review
revealed Resident #15had a history of alis and
was recelving anti-depressant and anti-anxiety
medications to treat symptoms of depression and
anxiety.

Review of Resident #15's quarterly Minimum
Data Set (MDS) assessment, complated on

F 157| Continued from page 8

The members of the Falls Committee will
generate a report of all falls, the review/
revision of residents’ care plans and any
actions taken (o address concerns which
include staff education, staff discipline and
care plan revisions to the Quality Assessment
and Assurance Commitice monthly from
January 2015 - December 2015. The
Restorative/Waund Care Nurse is to report
identified concerns with the toileting
program to the DON and the Quality
Assessment and Assurance Committee on a
monthly basis. The Quality Assessment and
Assurance Commiltee will review and
monitor these findings, The facility will
utilize the Quality Assessment and Assurance
. Committee ta review, evaluate and monitor
for compliance with the notification of

physician/responsible party, revision of
resident care plans, toileting program and
accidents and supervision with the following
documents to be utilized: audits for falls,
audits of notification of residents’ attending
physician/responsible party, audits of care
plans addressing falls and audits of the
toileting program. The monthly meeting of
the Quality Assessment and Assurance
Committec to be held on February, 23, 2015
wiil be the initial meeting to review all of the
audit information. These meetings will
continue monthly for the next calendar year
and will review the audit findings, assess the
effectiveness of actions taken, revise action
plans if necessary and continue to monitor
the specifics of all falls within the facility.
The Director of Nursing will be responsible
for the audits of falls and notifications of the

|
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12/02/14, ravealed the facility assessed the resident’s attending physician/responsible
resident as not steady an his/her teet and nesded party. Audits of care plans addressing falls
extensive assistance from staff to tollet, walk, will be the responsibility of the Clinical
transler and bathe. The MDS further ravealed Review Nurse. The Restorative/Wound Care
staff could not conduct a Brief interview for Nurse will be responsible for the audits of the
Mantal Status (BIMS) dus to the resident having Toileting Program. The Directar of Nursing
short-trm and long-term memory problems will be responsible for making the
which afacted his/her ability to make decisions determination of root cause analysts for falls
and follow cues. Tha facility determined on the during the Falls Committee Meetings that are
MD.S the ms'?em required supervision in daily held Monday through Friday. The Clinical
decision making. Review Nurse will be responsible for tracking
the root cause of falls. The Clinical Refiew
?:t:lg v:.,?: g}?:?’;vse%elgg g‘:;z‘;%?tﬂglgﬁo;: I i Nurse will present the audit of root cause of
11/17/14 at 3:20 AM. Facility staff reporied I falls to the Quality Assessment and Assurance
Resident #15 was getling up from the recliner in Committee Meeting every month for the
the common area lo go to the tollet when he/she calendar year of 2015.
fell. The Fall Scene Investigation report noled the
resident fell face down onto the floor from the
reciiner and received a five-tenths {.5) centimeter
(cm) laceration to the side of the left ayebrow
I which was swollen, raised and bruised. The Fall
" Scene Investigation report also noted Resident
. #15 reporled the laceration was burmning.
Review of the nurse's notes for Resident #1 5,
dated 11/17/14 at 1:40 PM, revealed the nurse
informed the resident's physician of the resident's
3:20 AM fall, seven and one-half (7.5) hours after
the fail. Further review of the note dated 11/17/14
&t 2:25 PM revealed steri strips were applied at
that time to a five-tenths (.5) centimeter {cm)
laceraltion to Resident #15's left eyebrow. The
nurse also noted on 11/17/14 at 2:25 PM the
resident had a bruise on histher left wrist.,
Review of the Fall Scena Investigation, dated
12/15/14, revealed Resident #15 fell on 12/15/14
at 11:20 PM. The resident reported hitting his/her !
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head at the time of the fall and complained of
pain in the right shoulder. The Fall Scene

Investigation report indicated neurological checks
were initiatad but no other treatmant given.

| Review of the nursing notes, dated 12/16/14 at
9:30 AM, revealsd nursing staff notified the
resident's Advanced Practica Registered Nursa
(APRN) of the falt which had occurred at 1:20
PM on 12/15/14, ten (10) hours after the fall.

Review of the Fall Scene Investigation report,
dated 12/17/14, revealed Resident #15 fall on
12/17/14 at 9:15 AM. The fail report stated the
resident was getting up to use the toliet and was
incontinent of urine at the time of the fall. The
resident recetved an abrasion to the mid uppaer
back and & skin tear on the fight elbow about 1.8
cm long. The Nursing notes, dated 12/1 7/14 at
10:40 AM, revealed Resident #15 complained of
right side pain and the physician was notified at
that time of the fall which had occurred at 9:15
AM on that date, ong and one-half {1.5) hours,

3. Review of the clinical record for Resident #13
revealed the facility admitied the resident on
10/02/13 with diagnoses of Alrial Fibriliation,
Arthritis, Hypertension, Selzures, Iron Dsficlency

{COPD), Diabstes,
of Deep Vein Thrombasis {DVT), a history of
Falls, and Generallzed Pruritus.

Reviaw of the rasident's mosi recent

J- Comprehensive Minimum Data Sel {MDS)

| Assessment, dated 08/08/14, revealed the
resident triggered as a falls risk and did not
ambulate, but utilized a whesichair for mobility,

Anemia, Chronic Qbstructive Pulmonary Dissase |
Thrombocytopenia, a history

|
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his/her chair 1o the floor.

was found crawling on the fioor.

back of hisfher head.

Review of the Quarterly MDS assessment, dated
10/28/14, revealed Resident #13 required the
assistance of one (1) staff member for transfers.
Review of Resident #13's Comprehensive Care
Plan revealed interventions for falls prevention,

Raview of the Comprehensive Falls care plan
revealed that prior to Resident #13's admission to
the facliity he/she had a history of crawling out of

Interview, on 01/09/15 at 12:05 PM, with LPN #5
revealed it was her understanding that prior to
Resident #13's admission lo the facility, he/she
had crawled from chairs/umiture to the fioor at
home, as a means of getiing around, and the
resident had exhibited this behavior as a means
of transferlocomotion at the facility, as well.

| Review of the resident's ciinical record (nurses'
notes), revaaled on 10/10/14 at 12:30 AM,
Resident #13 was found by staff crawling on the
floor mat beside hisher bed, At 4:40 AM, after the
resident was transferred by staff, par whesichalr,
ta the sitting area on the Orchard Unit, the

{ resident’s wheelchair alarm sounded and he/she

Further review of the nurses' notes revealed, on
10/10/14 at 7:10 AM, Resident #13 was again
found on the fioor of the unit' day room/sitting
area. The resident was positioned on the fioor
between hisher wheel chalr and another chair,
The resident was assessed and a smalii t
laceration (1-2 centimaters) was found at the | '

Review of the falls reports, dated 10/1 04 at
112:30 AM, at 4:40 AM, and at 7210 s oo

157
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reveal Resident #13's physician was immediately L
notified of the falis that occurred at 12:30 AM and
4:40 AM, but was notified at 7:10 AM after the
third fall when a laceration was found on tha back
of the resident's head, I

Further review of Resident #13's Nursing Notes,
dated 12/15/14 and timed at 1:00 PM, revealed
the housekeeping supervisor called the nurse to
Resident #13's room where she found the
resident lying on the floor with a faceration above :
the right eyabrow and a hematoma about the size
of a goif ball abova the right aye. Nursing
documented the physicians' call center was
notified of the resident's fail at 2:00 PM, one (1) i
hour after the fall.

Interview with Licensed Practical Nurse (LPN)
#10, on 01/09/15 at 10:55 AM, revealed she was
not sure what the faclifty policy directad them to
da in regards to notifying the physician after a fall,

Interview, on 01/09/15 at 3:00 PM, with the
Director of Nursing (DON) revealed he had not
conducted any recent audits to determine if there
was a pattern in the facility of staff not notifying
the physician timely, The DON stated no plans
waere made to conduct or re-educate staff. The
DON stated he could not recall if not notifying
physicians promptly was ever brought to the
Quality Assurance Committee as an issue. He |
stated the importance of notifying the physician
timely was to allow the physician the abiiity to
direct the care of the resident,

Review of the Ailegation of Compliance (AQC)
ravealsd the facility Implemented the following
immediate steps to remove the Immediate l
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Jeopardy;

1. The Medical Director was notified of
Immediate Jeopardy and incidents causing the
Immediate Jeopardy on Thursday 01/08/15,

2. Arepresentative of the Governing Body
provided the Administrator guidance and
@ducatlon on physician and {amily notification,
supervision and investigation of falis, care plan
revislons and scheduled foileting programson |
01/08/15 and 01/09/15. 1

3. Licensed nurses (DON, Staff Development
Coordinator, Risk Care Manager,
Restorative/Wound Care Nurse, Minimum Data
Set Nurse, House Supervisor, two (2) Unit

. Managers and a Staff Nurse) completed an audi
' on 01110115 for the one hundred eleven {111)

| residents curvently in the fachlity, This included

{ thirty (30) residents who had a fall in the past
three (3) months, and eighty-one (81) residents
who had no fall within the past three {3) months,
The audit included a review of the fall event
document for those who had fallen for root cause
of tha fall, interventions added to the care plans
at the time of the fall, times of scheduted toileting
program (il any), alarms utilized, care plans,
notifications made to the ettending physiclan and
rasident's responsible parly and interventions
added afier the audit was completed. An action
taken as a result of the audit included
update/revision to cara plans for eleven 1)
residents, that included reachers; toileting in early
morning hours; sensor pads; mattresses; and,

F 157

non-skid strips to the floor. In addition, one

resident’s tolleting program was addressed as a
result of the 01/10/15 audit with changes to the
liming of the tolleting program based on hisher |
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indlvidualized needs.

4. The Medical Director met with the Dirsctor of
Nursing (DON) on 01/08/15 to review policies,
procedures and practices for physician
notification, root cause analysis of accidents,
Incidents and falls pravention, revision of care
plans and the scheduled toileting program.
Revisions were made 1o the pollcy, Accident and
Incidents, for physician and responsible party
notification to Include notification to the physician
within thirty (30) minutes of a fall involving head
injury or a fail which was not witnessed. Revision
was made 1o the policy, Falls Prevention, lo
chack safety davices each shift to ensure they
are in place and functioning property.

5. The procedurs for conducting neurological
checks was reviewed by the DON and the Staff
Development Coordinator and all licensed nurses
provided education on that process on 01/10/15
through 01/13/15. The DON and the Staff
Development Coordinalor conducied the
inservice training on neurological checks and :
additional pan lights (used to conduct the
neurological checks) were orderad by the DON
on 0112/15.

' 6. The MDS Coordinalor, MDS Nurse, DON and
Risk Manager are responsible for ensuring care
plans are completed/revised In a timefy/accurate
manner. The care plans of residents who have
falien would be reviewed weekly in a Standards of
Care mesting lad by the MDS Nurse and the
MDS Coordinator. In atiendance at that meating
are the Dietary Manager, Risk Manager, Soclal
Services Representative and the Activity Director,
A raport would ba generated In that meesilng of all
falls, the reviaw/revision of the residents' care !
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. processfiorm to be used and proper completion

Continued From page 15

plans and any actions taken to address concems
which would include staff education, staff
discipline and care plan revisions o the Quallty
Assessment and Assurance Committee monthily
from January 2015 - December 2015,

7. The DON and the Staff Development
Coordinator were provided tralning by the
Adminisirator on 01/09/15 on physician and
rasponsible party notification. The DON and the
Staff Davelopment Coordinator intiated all
licensed nurses' and Certified Nursing Assistants'
(CNA) training on 01/10/15 and continued that
training through 01/13/15. A total of one hundred
ninetaen (119) staif had been trained by 9:30 PM
on 01/13/15 with one (1) remaining stafi notified
they must receive training by their supervisor prior
to returning to work. The training to ail licensed
nurses and certified nursing assistants included:
work order process, care plans, cerlified nursing
assistani care sheets, proper use and types of
alarms, the scheduled loileting program

af the form. The licensed nurses recetved
tralning on: falls and proper process for
natification of the resident's physician, the
responsible party, the neurological check
process, the proper completion of the Event
Repart Form, review/ravision of care plans, root
cause analysis process, policy and procedura on
Accldents and Incidents, policy on Falls
Pravention, Neurological check protocol form and
the form used for the Scheduled Tolleting
Program,

8. The Administrator provided training to the
Director of Nursing, the Risk Manager and -
therapy staff on 01/12/15 and 01/1318 regarding
the 1J, policy and procedure revisions, processes |

F 157
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compliance and develop further actions 1o be
taken.

9. Three (3) notifications of residents’ who fell
prior to 01/12/15 was made to the attending
physicians and rasponsible party on 01/12/15 with
one (1) physiclen and the responsible party
notification of a fall which occurred on 01/13/15.

10. AFalls Committee was initiated 01/12/15 to
review fall interventions, 1o raview
reviewed/revised care plans and to complets root
cause analysis for fails during the meeting. The
Falls Commitiee is comprised of the
Administrator, the DON, a MDS Nurse, Social
Worker, Risk Care Manager, Restorative/Wound
Care Nurse and the Rehabilltation Services
Manager and meets Monday-Friday,

11. The DON provided training to the
Restorative/Wound Care Nurse on 01/08/1 5,
01/10/15 and 01/12/15 addressing the facility's
scheduled toiieting program, the tolleting program
| @8 it relates 1o falls, review of the four day bowel
and bladder assessment process to note pattems
and trends to develop an individugalized scheduled
tolleting program for the resident, the process of
documentation on the toileting program form and
the creation of an audit tool 1o audit the clinical
documentation relative to the tolleting program,
monitor for patterns and trends of the tolleting
program and a system to report findings of the
audits to the Quality Assessment and Assurance
Committes.

12. The Restorative/Wound Care Nurse would
audit the toileting program uging the Schaduled )
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of Falis Committea Meeting, quality assessment
and assurance committee role to ensure I
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Toileting Audit tool. The toileting program
documentation was 10 ensure accuracy and
compleleness of scheduled toileting programs.
The audit would include completion of all fields on
the tolleting program document, issues noted,
trends noted, updates to the foiteting program
and her inltials. On 01/12/15 the
Restoralive/Wound Care Nurse audited
twenty-nine (29) clinical records finding one (1)
area of concem and on 01/13/15 she audited
twenty-eight (28) clinical records finding ane (1)
area of concem. The Restorativeound Care
Nurse i3 to report identified concems with the
tolleting program te the DON and the Quality
Assessment and Assurance Commitiee will
review and monitor those findings,

13, The facliity will utilize the Quality

evaluate and monitor for compliance with the
notification of physician/responsible party,
j revislon of resident care plans, iolleting program
and accidents and supervision with the following
| documents to be utilized: audits for falls, audits
of notification of resident's attending
 Physician/responsible party, audtts of care plans
addrassing falls and audhs of tolleting program.
The monthly meeting of the Quality Assessment
and Assurance Committes to be held in February
2015 will be the Initial meeting to review all of the
audit information. These maetings will continue

the audit findings, assess the effectiveness of
actions taken, revise action plans if nacessary
and continue to monitor the specifics of al {alls
within the factity.

On 01/23/15, the State Survey Agancy (SSA)
validated the facility's AOC prior to exit through

: Assessment and Assurance Committee to review,

monthly for the next calendar year and will review
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observation, interview and record review as
follows:

1. Telephone interview with the Madical Director,
on 01/26/15 at 2:30 PM, post survey due to
lecture schedule and unavallabiiity, revealed he
was contacted by the Director of Nursing (DON)
on (1/08/15 regarding the Immediate Jeopardy. !
The Madical Direcior revealed he and the DON
discussed several issues In regard to the
Immediate Jecpardy l.e, the cause of resident
falls, toileting Issuesitoileting schedulas, CNA
education, review of residents’ medications, use
of non-skid sacks/shoes (should always be
avallahle) and lighting. He also revealed he and
the DON discussed revision of the residants' care i
plans as necessary and the revisions needed for
tacility policles; specifically Accidents/Incidents,
Fall Prevention and the Toileting Program. The |
Medical Director indicated he tald the DON the !
question should always be asked after a
resident's fall where the facllity failed and what
should be done to prevent resident
falls/accidents, i

2. Review of the Administrator's notes from
telephone conversation with a Gaverning Body
represeniative revealed the representative
retrained the Administrator on the need to ensure
policies and procedures ware In place {process of
physician/family notification, supervision and falls,
care plan revisions and scheduled toileting
programs). Further review of the Administrator's
notes from telephone convarsation with a
Goveming Body representative on 01/08/15
revealed the representalive addressed the
process of root cause analysls which required
intense and in-depth questioning, record review,
and resident, statf and witness interviews. Also
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Continued From page 19

discussed during the 01/08/15 training of the
Administrator by the Goveming Body I
representative was tracking and trending of all
falls and assurance audits are in place to ensure
processes are baing followed with concerns 1
idantified to be addressed in staff training.

interview with the Administrator, on 01/23/15 at
10:50 AM, revealed he had a telephone
conversation with a Governing Body

| fepresentative on 01/08/15 and 01/09/15 to
include how to complete the process of
physicianffamily notiication when a resident had
a fall, how to foliow the tacility policy regarding
falls, care plan revisions, the scheduled toileting
programs, and the process In-depth root cause

analysis,

3. Review of the Resident Audit for immediate
Jeopardy January 2015 document revealed one
hundred-elaven (111) residents {census of
01/10/15) were reviewed for fallz In the past three
(3) months-dateftime/root cause: Intervantions
addad at time of fall, scheduled tolleting and
times, alarms type/iocation/ care plan updated at
time of fall and any interventions added at time of
audit with signatures of nurses completing the
audits. in addition, record review of Unsampled
Aesident C's individualized toileting program
revealed it had been revised as a result of the
audit on 01/10/15 with changes to reflect a time
frame for toileting of 3:00 AM - 5:00 AM as the
resident had falfen during those hours when
attempting to self toilet.

i interview with the DON on 01/23M15 at 10:00 AM
revealed he was involved in the audit of alf
residents' charts who ware In the facility on

F 157

01/10/15 1o review all falls within the past three
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Cantinued From page 20
(3) months in regard-dateftime/root causa,

interventions added at time of fall, scheduled
toileting and times, alarms typedocation/ care
plan updated at time of fall and any interventions
. added at time of audit.

| Interview with the Risk Manager, on 1/23/15 at

| 4:32 PM, revealed she was Involved in the review
of restdents' falls for the pasl three (3) months
that included the current census of one hundred
and eleven (111) residents on 01/1 0M5 and the
review cavered the dateftime/root cause,
Interventions added at time of fall, scheduled
toileting and times, alarms typefocation/ care
plan updated at time of fall and any interventions
added at time of audit.

Intarview with the Minimum Data Set nurse, on
01/23/15 at 3:44 PM, the Restorative/MWound
Care Nurse, on 01/23/15 at 3:55 PM, two {2) Unit |
Managers on 01/23/15 at 4:45 PM, a Staff Nurse, |
on 01/23/15 at 5:05 PM, and the Staft
Development Coordinator, on 01/23/15 at 5:30
PM, revealed they had all been involved in the
 audit of the facility residents on 01/10M15 10

I review all fails within the past three (3) months in
| regard-dateftime/root cause, interventions added
i at ime of fall, scheduled toileting and times,

| alarma typeflocation/ care plan updated at time of
fall and any interventions added at time of audit.

F 157

Record raview of one resident's individualized
tolleting program revealed it had been revised as
a result of the audit on 01/10/15 with changes to
refiect a time frame for toileting of 3:00 AM - 5:00
AM as the resident has fallen during those hours
when attempling 1o self toilet.

! 4. Reviaw of the policy, Accident and Incidents,
| on 01/23/15 at 9:00 AM revealed it had been |
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revised to include notification to the physician
within thirty {30) minutes of a fall involving head
injury or a fail which was not witnessed. Review
of the policy, Falls Pravention, on 01/23/15 at
9:10 AM, revealed it had been revisaed to includs
the check of salaty devices each shiit to ensure
they ara in place and functioning properly.

Interview with the Administrator and the DON, on
01/23/15 at 10:05 AM, revealed thay had met with
the Medicai Director on 01/08/15 to review
policies, procedures and practices for physiclan
notification, root cause analysis of accidents,
incidents and falls prevention, revision of care
plans and the scheduled toileting program and

; they made revislons to the Falls Prevention and
the Accident and Incidents policies.

Observalion, on 01/22/15 at 10:40 AM, revealed
Resliden! #25 had an alarm on the wheelchalr as
care planned and on 01/22/15 at 1:00 PM,
Resident #25 was seated in the wheelchair with
an alarm on the wheelchair. Observation of
Residant #27, on 01/23/15 at 8:15 AM and 1:25
PM, revealed an alarm on the resident's
wheslchair.

Review of the record for Resident #25 ravealed
the resident's alarm had been checked on day
shift per facilty policy and was functioning and
review of Resident #27's record revealed the
resident's alarm had been checked on the day
shift per facllity policy and was functioning.

5. Review, on 01/23/15 at 10:13 AM, of the
content for an inservice 1o licensed nursing statf
on 01/10/15 revealed the procadure for
canducting neurclogical checks was reviewed by *

1he Director of Nurses and Staff Development }
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with the nurses and they were informed of
additional pen lights (used during the neurological
checks) being avallable in the facility on all of the
crash carts. Review of two (2) madical supply
company Invoices on 01/23/15 revealad
additional pen lights had been ordered by the
Administrator for nurses to use during
neurological checks.

Obsarvation of a neurological check performed
by Licensed Practical Nurse (LPN) #4 on
Resident #28, on 01/22/15 at 12:30 PM, revealed
proper technique per standards of nursing
practice and followed the facility's retraining for
nurses on neuroiogical chacks.

Interview with LPN #4, on 01/23/15 at 10:20 AM,
revealed she had baen reirained on neurological
| checks for residents with possible head Injury
during a training provided 1o all licensed nurses
on 01/10/15 by the Staff Developmant
Coordinator and she knew pen lights were
available in the facility on the crash carts.

6. Interview with the Activity Director, on 01/23/15
at 3:50 PM, revealed she had baen present on
01/21/15 In a Standards of Care meeting and had
been involved in the review and ravision of care
plans for residents who had fallen.

Interview with the MDS Coordinator, on 01/23/15
at 3:44 PM, ravealed she was involved in the
Standards of Care meetings weekly, on 01/21/15
. and in the review or revision of care plans for
resldents who had fallen.

7. Interview and record review with the DON, on |

| 01/23115 &t 2:19 PM, revealed he was provided
+ lralning by the Administrator on 01/09/15 on

F 157
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' & resident fall, care planning, event reports,

_resident alarms and the scheduled toileting

Continued From page 23

physiclan/respaonsible party notification after a
reskdent's fall. He revealed he and the Staff
Devalopment Coordinator began on 01/10/15 an
all nursing staff training regarding the
physician/responsible party notification after a
resident's fall, and continued through 01/13/15. A
raview of In-service tralning records on 01/23/15 :
revealed one hundred nineteen (119) stalf had '
been trained by 9:30 PM on 01/13/15 as
cross-refarenced with the facility human resource
department staff roster. The training also
inciuded: work order process; care plans: certified
nursing assistant care sheets; proper use and
types of alarms; the scheduled tolleting program
processfiorm to be used and proper completion
of the form. The licensed nurses received training
on: falls and proper process for notlfication of the
resident's physician; the responsible party; the
neurological check process; the proper
completion of the Event Report Form:
review/revislon of care plans; rool cause analysis
process; policy and procedure on Accidents and
Incidents; policy ont Falls Prevention; Neurological
check protocol form and the form used for the
Scheduled Toileting Program.

Interview with LPN #1, on 01/23/15 at 1:40 PM
and the Restorative Nurse, on 01/23/15 at 3:55
PM, revealed she had baen trained on
physician/respansible party notliication regarding

scheduled toileting program/our (4) day
howelbladder trending/proper documentation on
01/10/15 at 9:00 AM.

Interview with CNA #11, on 01/23/15 at 1:50 PM,
revealed she had been trained on maintenance
requests, CNA resident information sheets,
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programs for residents on 01/12/15 at 10:45 PM.

Interview with CNA #12, on 01/23/15 at 1:50 PM, |

revealed she had been trained on how 1o fill out
the lollsting program documentation, how to
report any maintenance Issues, the nacessity to
check alarms on any residents, o answer call
lights timely and to report any concerns
immediatsly.

8. Review, on 01/23/15, of a therapy education
attendance form and an administrative siaf!
in-servica training record each dated 01/13/15
revealed therapy staff and administrailve staff
had bean trained by the Administrator on
appropriate protocol to alert the maintenance
department of safety issues and malntenance
requests and a summary of the IJ received on
01/08/15,

Interview with the Business Office Manager, on
01/23/15 al 5:10 PM, revealed she received an
In-servica regarding the Immediats Jeopardy
notification and the ramitications of same. She
stated the in-service Included reporting
maintenance concems and how the facility was
doing root cause analysis during the moming
meeting.

interview with & Certifled Occupatlonal Therapy
Alde, on 01/23/15 at 4:50 PM, revealed he
received an inservice about the Immediate
Jeopardy, the Falls Prevention polley and root
cause analysis among other resident falls
concems lika the toileting program and all was
pressnted by tha Administrator.

9. Review of the nursing notes for Resident #23

and Unsampled Residents B, and C revealed the

F 157
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attending physician and responsible party were
natlfied on 01/12/15 of falls prior to that date and
for Unsampled Resident D the attending
physician and responsible party was notified on
01A3/15 of a fall which occurred on 01/13/15.

Interview with the DON, on 01/23/15 at 2:19 PM,
ravealed three (3) residents were discovered on
01/12/15 to need physlcian/family natifications of
falls which cccurred prior to 01/12/15 and a
physicianfamily notification was made on
01/13/15 regarding a fall on that date all due to i
implementation of a revised nofification system.

10. AFalls Commiltee meeting atlendees sign-in -
sheet was reviewed on 01/23/15 which indicated ,
tha AdmInistrator, the DON, the MDS !
Coordinator, Social Services #2, the Risk Care
Manager and the Restorative/Wound Care Nurse
were present at a meeting on 01/12/15 1o raview
residents who had falis,

Interview with the DON on 01/23/15 at 2:19 PM |
indicated the residenls who were reviewed for
falls at tha 01/12/15 Falls Committee meeting

. were Resldent #23 and Unsampled Residents B
and C.

11. Inlerview with the Restorative Nurse, on
01/23/15 at 3:55 PM, revealed she was trained by
the DON, on 01/10/15 at 8:00 AM, on
physician/responsible party notification regarding
a reskient fall, care planning, avent reports, and
scheduled toileting program/four (4) day
bowel/bladder trending/proper documentation.
She stated she had been made aware of the
Immedlate Jeopardy and the implications of the
Immediate Jeopardy on 01/08/15, but she didn't
ramember it she signad an attendance sheet for
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, that date on 01/12/15.

i Restorative Nurse signed a training racord on
, 01/09/15 (no time), on 01/10/15 at 9:00 AM and

| and completenaess of scheduled toileting

| concerns she had identified from the audits and
i he would follow-up on them. She stated she

' January 2015 revealed the audit was starled on

i revision of resident care plans, tofleting program

Review of in-service training records revealed the

on 01/12/156 {no time).

12. Interview with the Restoralive Nurse, on
01/23/15 at 3:55 PM, revealed she would use the
Scheduled Tolleting Audit tool to ensure accuracy

programs Monday-Friday, She stated the audit
would include completion of all flakds on the
toilsting program document, Issues notad, trends
noted, updates to the talleting program and her
Initials. She indicated she had completed an
audit of twenty-nine (29) clinica! records on
01/12/15 finding one (1} area of concern and she
audiled twenty-elght (28) clinical records on
01/13/15 finding ane (1) area of concern. The
Restorative Nurse revealed she would report lo
the DON each moming Monday-Friday any

would also report her findings to the Quality
Assessment and Assurance Commiltee monthly
and the committee would review and monitor
thoss findings.

Review of the scheduled toileting audit for
01/12/15 and was compiated to 01/23/15.

13. Interview with the Administrator on 01/23/15
at 5:23 PM revealad the facility utilized the Quality
Asgessment and Assurance Commities 1o review,
evailuate and monitor for compliance with the
notification of physician/responsible party,

F157
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and accidents and supervision with the following
documents to be utilized: audits for falls, audits
of notification of resident's attending
physician/responsible party, audils of care plans
addressing falls and audits of tolleting program.
The monthly meeting of the Quality Assessment
and Assurance Commlitee to ba held in February
2015 will be the Iinitial meeting to review all of the
audit information. These mestings will continue
monthly for the next calendar year and will review
the audit findings, assess the etlectivenass of
actions taken, revise action plans if necessary
and continue to monitor the specifics of all fails
within the faclllty,
interview with the Director of Nursing, on
01/23/15 at 3:26 PM, revealed the Quality
Assurance Committea met and discussed
resident charts, care plans, falls, and risk factors.
, As an example, Resident #13 was reviewed, with
changes made to the care plan for a Gerichair for
comfort and safety, and an OT evaluation for
2. ive action wi 02/25/15
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241{1. What corrective action will be
§S=G | INDIVIDUALITY accomplished for those residents found to
have been affected by the deficient practice?
The facility must promote care for residents in a Unit Manager responded to Resident #3's
manner and In an envlro.nment that maintains or needs on 01/07/15. An assessment for a
enhances each resident's dignily and respect in .
full recognition of his or her individuality turning schedule was completed, care
ecog ’ planned and implemented on 09/08/14,
LPN #5 was provided education on the need
This REQUIREMENT is not met as evidenced to respond to resident care needs in a
by: :dignificd and prompt manner and address
Based on observation, interview and record their needs or delegate another staff member
review, it was determined the facilily failed to to address the resident’s needs. Education
ensure rasidents recelved care in a dignified was provided to LPN £5 by the Unit
manner for one (1) of thirty-two (32) sampled
b
L
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and accidenls and supervision with the following
documents {o be utilized: audits for falls, audits
of notification of resident's attending
physician/responsible party, audits of care plans
addressing falls and audits of ioileting program.
The monthly mesting of the Quality Assessment
and Assurance Committee to be held in February
2015 will be the initial mesting fo review all of the
audit information. These meetings will continue
monthly for the next calendar year and will review
the audit findings, assass the effectiveness of
actions taken, ravise action plans it necessary
and continue to monitor the specifics of alf falls
within the facility.

interview with tha Director of Nursing, on
01/2315 &t 3:25 PM, rovealad the Quality
Assurance Committee met and discussed
residant chars, care plans, falls, and risk factors,
As an example, Resident #13 was raviewed, with
changes made {o the care plan for a Gerichair for
comfort and safety, and an OT evaluation for

falls.
F 241 483.15(a) DIGNITY AND RESFECT OF F 241|1. What corrective action will be WL
§8=G | INDIVIDUALITY laccomplished for those residents found to
have been affected by the deficient practice?
The facility mus! promote care for residents In a Unit Manager responded 10 Resident #3's
manner and In an environment that maintains or needs on 01/07/15. An assessment for 2

enhances each resident's dignity and respect in

full recognition of his or her individuality. turning schedule was completed and

implemented.
LPN #5 was provided education on the need
This REQUIREMENT is not met as evidenced to respond to resident care needs in a
by dignified and prompt manner and address
Based on abservation, interview and record their needs or delegate another staff member
review, it was determined the facliity falled to to address the resident’s needs. Education
ensure residents received care In a dignified was provided to LPN #5 by the Unit
manner for one (1) of thirty-two (32) sampled .
|
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F 241 Continued From page 28 F 241|Manager anc.l DON on 01 IO7{2(P1 5.
residents (Resident #3). Licensed Practical LPN #5 was instructed to familiarize
Nurse (LPN) #5 failed to respond to Resident #3's self with the residents’ care plans and
continuous calls for some one to assist himher given direction on how to review and
| with repositioning for twenty-three (23) minutes revise care plans as needed.
, whila she passed medications next to and down
the hall where Resident 43 fived. 2. How the facility will identify other
The findings include; residents having the potential to be
affected by the same deficient practice?
The facility did not provide a policy regarding All residents of the facility have the
resident dignity. potential to be affected should facility
staff not respond appropriately to
Review of Resident #3's clinical record revealed resident care needs in 2 timely and
the facility admitied the resident on 02/22/10 with dignified manner.
diagnoses of Cerebral Palsy, Pressure Ulcer,
Spina Bifida, Blindness, Seizures, and Urinary 3. What measures will be put into place
Tract Infection. Review of the Annual Minimum :
Data Set (MDS) Assessment, dated 03/21/14, f’: ”:‘eﬂflc fha"g:.s ma.}if fo ‘"‘mr'; L
and the Quarterly MDS Assessment, datad e deficient practice will not recur
11/14/14, revealed the facility assessed the
rasident as requiring extensive assistance with All staff were educated to respond to
bad mability, range of motion limitation in lower resident’s requests in an appropriate,
extremities, and use of paychotropic medication. timely and dignified manner. This
The resident was assessed to be at risk for falls. education was provided by the Staff
Ravlew of the Comprehensive Care Plan for Development Coordinator on 02/13/15.
Resident #3 revealed the 1acility developed a care
plan on 03/02/10, with updated goals and target The Risk Care Manager will observe
dates for 02/14/15. Problems on the care plan staff's response to resident care needs
Included the Potential for Falls and Potential for once a day Monday through Friday on
Injury related to psychotropic medication use, : .
Selzures, Blindness, Cerebral Palsy, Paraplegia, g.‘ 6:00 o 200 = f‘m Th':ﬂ.
and Spina Bifida. irector o u{'smg obDserve statl's
response to rcmdcnl care needs once a
Review of the Minimum Data Sel (MDS), dated day on Monday through Friday on the
11/14/14, ravealed the faciiity assessed the 2:00 p.m. to 10:00 p.m. shift. The
resident with a Brief Interview for Mental Status '
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(BIMS) with a score of twelve (12) reflecting Administrator in the DON's absence,
minimal cogritive impairment. will observe staff's response to resident
care needs. The House Supervisor
QObservations on 01/07/15 from 7:50 AM to 8:13 Licensed Nurse will observe staff's
AM, revealed LPN #5 did not provide adequate . response (o residenl care needs an all
supervisian for Resident #3 as evidenced by 1 three (3) shifts on th kends. Th
Rasident #3 pleas for help went unanswered. e s
Observatlon of Licensed Practical Nurse (LPN) House Supervisor Licensed Nurse will
#5 on 01/07/15 at 7:50 AM, revealed she was at observe staff's response to resident care
the medication cart near Resident #3's room. needs on Monday through Friday on the
H'zsa[gent 1'#33}:::'!&:1 g;m‘ len.'.tel"‘kr:?;nyl' 'H9|Pt::: 10:00 p.m. t0 6:00 a.m, shift. The
please, someone help, { don't i ng on ) s .
side, help, hey help.” LPN #5 pushed the c‘ibscrvatmns will mclufie activated call
medication cart down the hall and prepared lights, emergency call lights and alarms.
medications to be administered. Resident #3 Staff's response will be observed and
continued to yell, "Please wilt you do it, | don't documented, Immediately the observer
want lo, please help me, someone turn me over will address concerns with the staff
please.” At 8:00 AM, LPN #5 was observed at member being observed and document
the end of the hall and Resident 43 yelled louder, such education. A total of twenty-five
Please, please, | wan! to tum over, come on, (25) obs G th hift
 pleasel* *Come on now.” “Please, not kidding ->) observations per month per s
when | say | want to turn over, please come on.* will be completed.
LPN #5 continued with medication pass. 4. a2 o
Residant #3 continued to yell, "Where you at? How the f c:c:hryp hm; fo m'onftor s
Hey. I'm not going to wait to fum over, please.” iperfermance to ensure that solutions are
“Please somebody.” At 8:05 AM, LPN #5 was sustained?
observed beside Resident #3's room with the Eindi fil b b
medication cart. Resident #3 yelled, ‘Pleass, indings of these observations will be
Pleasa. | wani to turn over please.” LPN #5 , reported to the Quality Assessment and
, continued to prepare medication for Assurance Committee on a monthly basis
| administration. At 8:10 AM, LPN 45 was by the Risk Care Manager. The Quality
: gbs?d’;:?g‘hellg:’o’:}:‘e"a"s‘ “: F::ﬂd:"t #3. e Assessment and Assurance Committee
es yelled, e tum me over, please - e dicmets
come on now. Come on. | don't care. Please S dm:?"de e fog any c.h anges
turn me over. | hurt, Please turn me over. Turn necced In response to observations/
me over." Observation at 8:13 AM, revealad LPN audits and determine that staff education
#5 was outside of Resldant #3's room and has been completed for any areas of
standing at the medication cart when the Unit concern identifed.
Manager (UM) walked up to her. The UM was
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observed answering Resldent #3 from the hallway
and walked Into Resident #3's room. LPN #5
continued past Resident #3's room without
entering.

Interview with LPN #5, on 01/07/15 at 11:00 AM,
ravealed when she got near Resident #3's room
{o administer medication, she heard the resident
call out. LPN #6 stated did not go into the
resident's room because the UM went into the
resident's room to assist. LPN #5 stated she was
not famillar with Resident #3's cara plan.

Interview with Orchard UM, on 01/07/15 at 11 :55
AM, revealed sha went to speak to LN #5
regarding another resident and she heard
Resident #3 call out for assistance. The um
stated when she went Into Resident #3's room;
the resident was laying on his/her side facing the
door and the resident asked to be turned. The
UM stated all staff was responsible for seeing to
the needs of the residents. Further interview wih
the UM revealed crying out In pain and begging to
be tumed was not the usual behavior for the
resident.

Interview with the Director of Nursing (DON), on

: 01/0B/M15 at 10:15 AM, reveaied ha expected staff

ta answer resident’s call lights within five {5)
minutes, emergency lights within thres ()
minutes and a resident's call for help
Immediately. The DON lurther stated
twenty-three (23) minutes was oo long for a
resident’s cry for assistance fo go unanswered,
The DON stated call light audits were done
monthly and if issues were noted, they were
discussed with staff during in-services.

F241l'
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F 253 483.15(h)(2) HOUSEKEEPING & F 253 1. What corrective action will be 0212515
88=E | MAINTENANCE SERVICES accomplished for those residents found to
have been affected by the deficient practice?

The {acility must provide housekeeping and
mainlenance services necessary to maintain a
sanilary, orderly, and comfortable interior.

This REQUIREMENT s not met as evidenced
by:

Based on observation, Interview, record review
and policy review, it was determined the facHity
failed {0 provide the necessary maintenance and
housekeeping services to maintain a sanitary,
orderly and comiortable interior of the building as
evidenced by the shower rooms on the Cherry
and Maple Lanes. Observations revealad the
shower stalls were in disrapair and had a dark
substance in the grout work and wall seams. !
Random soiled items had been left in the shower °
stalls and on the flcor of the Maple Lane shower
room. In addition, scraped, gouged woodwork
was observed on the door casings and
baseboards In fourteen (14) of sixty-one (61)
resident rooms throughout IHe facility.

The findings include:

. Review of the facllity's policy titled, *Bathrooms”,

dated March 2009, revealed the bathrooms,

Including showers, commodes, atc., would be

maintained in a clean and sanitary manner and

wolld be cleaned daily and, also on an as
needed basis.

| Review of & directive titled, (Grean Meadows
Health Care: Response to Requast for shower
Room cleaning Schedule, dated 01/08/14, !
revealed employees of Green Meadows

| Environmental Services Department were to

Shower rooms on Cherry and Maple were '
thoroughly cleaned on 01/06/15andon
01/07/15 by the C.N.A.s and assigned
Housekeepers. Shower stalls in Cherry

and Maple were professionally cleaned

and repairs made on 01/16/15. The !
cracks in the flooring of shower stall 1
have been repaired. Door casings in the
fourteen (14} rooms identified have been
repaired by the Director of Maintenance
and Maintenance Assistant. Repairs to
these fourteen (14) rooms was completed
on 02/18/2015,

2. How the facility will identify other
residents having the potential to be affected
, by the same deficient practice?

All residents of the facility have the
potential to be affecied should the facility
fail to provide the necessary maintenance
and housekeeping services to maintain a

| sanitary, orderly and comfortable interior
 of the building.

Inspection of the facility showers
currently in use was completed by the
Director of Maintenance and Director of
Environmental Service on 01/08/2015.
Areas needing attention were addressed

l
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F 253 Continued From page 32 F 253 Continued from page 32
check both shower rooms between 7:00 AM and by the Director of Maintenance and
8:00 AM dally for cancerns that should be Environmental Services Supervisor on
immediately addressed for the safety and comfort 01/08/15.
of the residents. Shower rooms were 10 be deep
cleaned between 2:00 PM and 3:00 PM daifly and ! b b .
the Centiliad Nursing Assistants (CNAs) were o 3. What measures will be put into place or
Inspact the shower rooms before taking a systemic changes made to ensure that the
resident into the rooms. CNAs were to cleanthe deficient practice will not recur?
shower rooms after use by each individual
resident. The room audit form was reviewed and
: revised to reflect door casings and baseboards
Observation, on 01/06/15 at 2:02 PM, of the to be checked for proper repair. Room audits

Maple Lane Shower Room, revealed thres (3)

wel, solled wash cloths and an un capped piastic will be scheduled so that each resident reom

disposable razor on the floor of shower stall #2. In is audited at least once a month. An sudit

addition, shower stall #1 had cracks in the 'form was created for the shower rooms with

fiooring, and a dark brown/lack substance was  Department Heads and Administrative staff

observed in the grout work of shower stall #1's assigned Lo audit the shower rooms on a

fioor. weekly basis. Copies of the completed room
and shower room audit forms will be given to

Observation, on 01/07/15 at 10:25 AM, revealed the Director of Maintenance and

shower stall #2 in the Maple Lane Shower room Environmental Services Supervisor to

had a dark blasivbrown substance in an opened address, Actions taken will be documented

area where the shower unit had separated from by the Director of Maintenance and

the shower room wall. In addition, a dark red Environmental Services Director. A

color stained cotton ball was observed on the schedule/plan has been created by the

tioor of the shower room. Director of Maintenance for completing

) i | is of al i
Observation, on 01/07/15 at 9:30 AM, revealed a repalrs/replacements of all door casings and

soiled shower chalr (a yeliow stain and an orange baseboards in resident rooms. All resident
. substanca) in the shower room on Cherry Lane. r°°;'s :ﬂl h“f dag“g;dbdml: caﬂ"gs nted
In addition, a black substance was observed repa rec or replaced and baseboards painte
within the grout/caulk an the shower stali floors. by March 31, 2015.
4. How the facility plans to monitor its
interview, on 01/08/15 at 2:35 PM, during the .
envirenmental tour whh the Facility's performance to ensure that solutions are
Administrator, the Maintenance Director, and the sustained?
Environmental Services Director, revealed ) |
housekeeping staft was to perform a thorough, The Director of Maintenance and |
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dally cleaning of each shower room. Further, the
Environmenial Services Director stated the
exposed opening where the shower unit was
separated from the wall would be difficuit to clean
and should be repaired to ensure the shower stall
remained sanitary. In addition, the Administrator
stated the cracked, damaged tiles must be
repaired to prevent the growth and harborage of
bacterla, and the grout work should be cleaned.,
The Administrator stated the direct care or
housekeeping staff should have dispased of the
used razor; and, the solled wet wash cloths
shouid have been picked up immediately as they
posed a trip or accident hazard for the residenits
and/or the staff. In addition, the solled wet cloths,
the opened disposable razor, and the dark red
color stalned cotton ball posed a risk for blood
borne pathogen transmission and cross
contamination.

Review of the facility's policy, titled Malntenance
and Repairs, dated March 2009, revealsd the
facility was responsible for maintaining the interior
and exterior of tha building at all imes. These
responsibliities included maintaining the butlding

. in compliance with federal, state, and local laws,
and among thase responsibilities the

. maintenance staff would provide small scale
remodeling and carpentry when requirad.

Observation, on 01/07/15 from 4:00-4:20 PM,
revealed gouged and dented areas with scrapsad
[ off paint on the door casings and base boards In
! the fallowing resident rooms: 2, 3, 8, 9, 13, 16,

l 23, 28, 35, 37, 50, 58, 57, and 58,

j Interview, on 01/08/15 at 2:30 PM, with the
Adm/nistraior revealed lumber had been

| purchased in the fall of 2014 to replace/repair the |

Environmental Services Supervisor will
together create a report and present to
the Quality Assessment and Assurance
Committee which reflects actions that

have been taken, tasks completed and a
schedule of actions to be taken asa
result of room audits completed. This
repart of audits will be presented once
a month for the calendar year 2015.
The Quality Assessment and Assurance
Committee will provide guidance and
ensure action plans are created as
needed to ensure the facility's interior is
maintained in a sanitary, orderly and
comfortable environment.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORAECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTHYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE bate
DEFICIENCY)
F 253 Continued From page 33 253 Continued from page 33

FOAM CMS-2687(02-93) Pravicus Varsions Obscisie

—E e

Event ID:CNWW1T1

Fachily D: 100637A

If continuation sheet Page 34 of 148

FEB 27 25

0rET s

RECEIVED

|
|

T




From:Green Meadows Health Care Ctr. 502 955 7395 02/27/2015 18:20 #950 P.040/153

PRINTED: 02/06/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FOAM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0538-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRAUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185464 B. WiNG 01/23/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
310 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047
(Xa) iD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION promy
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 | Continued From page 34 F 253
damaged door casings and wood work in the
residents’ rooms, The Administrator stated the
banged up/damaged woodwork in the residents’
rooms was not ideal in appearance.
F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F 28a| 1. What corrective action will be 02/25/15
$S=K | PARTICIPATE PLANNING CARE-REVISE CP accomplished for those residents found to
have been affected by the deficient
The resident has the right, unless adjudged practice?
incompetent or otherwise found 1o be
incapaciated under the laws of the State, to .
pacr?lglpate in planning care and treatment or The Medical Director was notified of
changes in care and treatment. Immediate Jeopardy and incidents
causing the Immediate Jeopardy on _
A comprehensive care plan must be developed Thursday, 01/08/15. A representative of
within Thdayaivaner the completion of the the Governing Body provided the |
comprenensive assessment, prepared by an A . .
interdisclplinary team, that includzs the attending Admm.“mmr w“h gu'dam.:e =
physician, a registered nurse with responsibility education on physician and family
for the resident, and cther appropriate staff In notification, supervision and
disciplines as determined by the resident's needs, investigation of falls, care plan revisions
and, to the extent practicable, the participation of and scheduled toiletin E Program on
the resident, o el fﬂ’;‘;'!’ G \he residente 01/08/15 and 01/09/15. Licensed nurses
legal representative; and periodically reviewed .
and ravised by a team of qualified prarsons after (PON’ Staff Development C?Ordmam"
each assassment. Risk Care Manager, Restorative/Wound
Care Nurse, Minimum Data Set Nurse,
House Supervisor, two (2) Unit
. Managers and a Staif Nurse) completed
! an audit on 01/10/15 that included the
This REQUIREMENT Is not met as evidenced affe'cted residents. The audit included a
by: review of the fall event document for
Based on interview, record review and raview of those who had fallen for root cause of the
the facility's policy, it was determined the facility fall, interventions added to the care plans
| falled to have an effective system in place to at the time of the fall, times of scheduled
' ensure care plans were individualized based on ! toileting (if any), alarms utilized, care
resident assessments and failed to ensure 1 I tificati ade to th
resident care plans were ravised with pians, notliica ons mace 0 the .
| attending physician and resident's
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F 280 Continued From page 35 | F 280|Contined from page |
' interventions that prevented additional fafis aher | responsible party and interventions added
sustaining falls for five (5) of thirty-two (32) after the audit was completed. An action
sampled residents. (Resident's #8, #13, #15, #17, taken as a result of the andit included

and #20). (Refer to Faza) update/revision to care plans and changes

Resident #20 had sustained a tolal of seven (7) to the timing of the toileting program

falls from 06/10/14 through 12/14/14. Review of 'based on the resident’s needs. The

the resident'a Nursing Care Pian for falls, dated : Medical Director met with the Director of
05/21/14, revealed the pre-printed care plan . Nursing (DON) on 01/08/15 to review

interventions did not reflect the facility had
pravided direction to staff o increase Resident
#20's supervislon or provide assistive devicas

, policies, procedures and practices for
physician notification, root cause analysis

after Resident #20's falls. On 12/10/14 Resident of accidents, incidents and falls

#20 fell and sustained a hematoma to the head. prevention, revision of care plans and the
The resident fell again on 12/14/14 and hit his/her scheduled toileting program. Revisions
head excerbating the injury received on 12/10/14. were made to the policy, Accident and

i The resident was transferred to the hospital afier

a decline in consciousness and subsequently Incidents for physician and responsible

expired on 12/16/14, party notification to include notification
e to the physician within thirty (30)
Resident #15's care plan was not revised with minutes of a fall involving head injury or
new interventions after the resident sustained a fall which was not witnessed. Revision
falis on 11/17/14, 12/15/14 and on 12/17/14. was made to the policy, Falls Prevention,

to check safety devices each shift to ensure

Resident #13's care plan was not revised with they are in place and functionin g

new interventions after the resident was found

crawling on the fioor on 10/10/14 on hree (3) praperly. The procedure for conducting

separate occasions. neurological checks was revised by the
DON and the Staff Development

Residenl #17's care plan was not revised with Coordinator and all licensed nurses

new interventions after the resident sustalned

falls on 0/19/14, 12/20/14, or on 12/25/14, , provided education on that process on

01/10/15 through 01/13/15. The DON

Resident #8's care plan was not ravised after a and Staff Development Coordinator
tall on 12/28/14 with naw inlerventions. conducled the inservice training on
neurological checks and additional pen
The facllity's failure to have an effective system in lights (used to conduct the neurological
placs for revising rasident care plans to ensure checks) were ordered by the DON on

safety after falls has caused or is likely to cause
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searious iniury' harm' knpalrmen' or death toa 01,121’15- Thc MD? Coordinator, MDS
resident. The Immediate Jeopardy was identified I Nurse, DON and Risk Manager are
on 01/08/15 and determined to exist on 12/10/14. responsible for ensuring care plans are
An aoceptable Allagaiion of y (ACC) completed/revised in a timely/accurate
n ation of Compliance manner. The care plans of residents who
was recelved on 01/20/15 alleging the Immediate have fallen would blj: reviewed weekly in a
| Jeopardy was removed on 01/14/1 5: The State Standards of C. ting led by th
Survey Agency validated the Immediate Jeopardy tandards of Care meeting led by the
was removed on 01/14/15 as alleged, prior to exit MDS Nurse and the MDS Coordinator.
on 01/23/15. The scope and saverity was lowered In attendance at that meeting are the
:o a[n ‘e vtvht“f: u-.? ::c[:ltly mofngome“c‘tei (POC) Dietary Manager, Risk Manager, Social
mplementation of the Plan of Correction : tati d tivi
e e ek Uty s oot R e L T
58 ! :
¢ veness ol the systamic changes that meeting of al] falls, the review/
The findings Include: revision of the residents’ care plans and
) any actions taken to address concerns
gg:_’in:\:’ zf lheivfaa‘ghatrys;l::-.m :Iest,:drdjnlg 2008 which would include staff education, staff
ehens e 5, dated July, ) - L
revealed all care plans would be reviewsd and :lhli_cgll::l;;';\ds::::nﬂ:: :::lli::::n:}:e
dated quarierly or as needed by th
;eardisclglinary ?Lam. ae ¥ the Committee monthly from January 2015 -
December 2015, The DON and the Staff
1. Review of the closed clinical record for Development Coordinator were provided
| resident o 05721714 win fiognepecimitod the S e
agnoses A L 01/09/15 on physician and responsible
Thrombosis, Alzheimer's, and Gait Ataxia. o
Resident #20 also had a history of falls and party notification. T,he DO,N an d Staff
continued to receive blood thinning medication to + Development Coordinator initiated all
prevent a reoccurrence of a Deep Veln licensed nurses' and Certified Nursing
Thrombosis, | Assistants’ (CNA) training on 01/10/15
Review of Resldent #20's Admission Min! and continued that taining through
Sns e mission Minimum 01/13/15. All staff have been trained.
Data Set (MDS), dated 05/28/14, revealed the The training to all licensed nurses and
facility assessed the resident with Brief intsrview - 6" ¢ !
for Mental Status and determined the resident certified nursing assistants included:
scored an eight (8) out of fifteen (15) moderate work order process, care plans, certified
cognitive impairment. The facllity further nursing assistant care sheets, proper use
assessed the resident as extensive assistance
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with two plus persons for bed mobility; transfers; and types of alarms, the scheduled
arnbulation; and, locomotion. The resident's toileting program process/form to be used
balance was not steady and was only able to and proper completion of the form. The

stebilize with stafl assistance. In addition, the
resident sustained falis one month prior to
admission. Review of the CAT worksheet for !

licensed nurses received training on: falls
and proper process for notification of the

Falls, dated 05/28/14, revealed the resident had resident’s physician, the responsible party,
impaired balance during transitions and required the neurological check process, the proper
human assistance for transitions. The resident completion of the Event Report Form,
had a diagnosis of Aizheimer with cognitive review/revision of care plans, root cause

| Impaimment and Osteoarthritis and hard of

alysis process, palicy and procedure on
hearing. These faclors all increase risk for falls. anaysisp palicy and p

; Accidents and Incidents, policy on Falls
The resident was alsa noted wandering . .
throughout the facility, Under the notes section Prevention, Neurological check protocol
revealed sensor alarmms were being utllized to form and the forms used for the
alert the staff should resident attempt 1o riae Scheduled Toileting Program. The
unassisted. Administrator provided training to the

Director of Nursing, the Risk Manager
Raview of the comprehensive care plan for

d therapy staff on 01/12/15 and
Resident #20, dated 05/29/14, revealed a an ; ,
potentiel for falls related to a history of falls, 01/13/15 regarding the I}, policy and
medication use, cognition and immobilty, procedure revisions, process of Falls
Interventions stated a sensor alarm to bed and Committee Meeting, quality assessment
chalr as ordered; notify appropriate parties if fall and assurance committee role to ensure

occurs; give residant verbal reminders not to
ambulate or transfer without assistance; properly
fitting non-skid shoes for ambutation; end,

compliance and develop further actions to
be taken. Three (3) notifications of

environment free of clutter, residents' who fell prior to 01/12/15 was
made to the attending physicians and
Revlew of the Quarterly Minimum Data Set responsible party on 01/12/15 with one

(MDS) assessment, completed on 11/07/14,
revealed the facliity assessed the resident as not
 Steady on his/her feet and required extensive

(1) physician and the responsible party
notification of a fall which occurred on

assistance from staff o toliet, walk, and bathe. A 01" 1 o ljo 311:;1]155 ?om"."m; ;l“s

Brief Interview for Mental Status (BIMS) was initiated € oreviewfalls

conducted during the assessment and the interventions to review reviewed/revised \
resident scored an elght {8) out of fifteen (15) care plans and to complete root cause ]
indicating moderate cognitive impalrment. analysis for falls during the meeting, The

Falls Committee is comprised of the
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On 12/14/14, Resident #20 was in the closet, Administrator, the DON, a MDS Nusse, |
laor(;ti:g :I?; :n c:,ggg‘:a ttlf v:f'tzwr?g w"hdaf briat N Social Service Representative, Risk Care
; urine and feces on the i
buttocks. The door ta the room was shut. The Manager, iei:?lzm-v e’woufld Care Nurse
nurse slartled the resident upon antry to the room and the Rehabilitation S_cmces Manager
and caused tha resident to fall and hit his/hor or Therapy Representative and meets
head on the raom mates foot board, Resident Monday - Friday. The DON provided
#20 sustained a decline in cansciousness and training to the Restorative/Wound Care
v\rrnu;i tergnsfejr;eld 6‘? the hospital where he/she Nurse on 01/08/15, 01/10/15 and 01/12/15
8xpired an 12/16/14, addressing the facility’s scheduled toileting
Record review revealed Resident #20 had program, the mﬂe.‘ ng program as it
sustained six (6) falls prior to the fall on 12/14/14. relates to falls, review of the four-day
Howaver, raview of the resident’s bowel and bladder assessment process to
Nursing Care Plan for falis, dated 05/21/14, note patterns and trends lo develop an
; ?gﬂﬂlted ::1;‘ P{:—%ﬁn::;" ;:'are plan intervantions individualized scheduled toileting
net re e fac ad providad direction to i
staff to increase Resldent #20's supervision or O {or_ the rmdem'- th? i
provide assistiva davices after Resident #20's six documentation on.the toileting .ngmm
(6) fall episodes on 06/10/14, 06/11/14, 08/09/14. form and the creation of an audit tool to
09/08/14, 10/20/14 and 12/1 0/14., audit the clinical documentation relative
to the toileting program, monitor for
;ietvisvgglfl :l;;‘FaH Sc?n: Investigation report, patterns and 531df:_ the toileting
ate » Favealed the resident slipped and i
fell atter trying to ambulate alone. The re%%art program and a system to- report findings
revealad the Direclor of Nursing (DON), of the audits ta the Qufﬂ ity Assessment
Administrator (ADM) and Risk Manager (RM) did and Assurance Committee. The
not meet regarding the fall unitil 06/20/14 (nine Restorative/Wound Care Nurse would
days later) and made no recommendations to audit the toileting program using the
change or revise Resldent #20's plan of care. Scheduled Toileting Audit tool, The
Review of the Fall Scene Investigation report, tolleting program documentation w:;s °
dated 0B/09/14, revealed Resident #20's fall was ensure accur.acy: and completeness o .
| due 10 non-compilance with care and the resident scheduled toleting programs. The audit
was experiencing intermittent confusion. Review would include completion of all fields on
of the Fall Scens Investigation report, dated the toileting program document, issues
09/08/14, revealed Resident #20 fell reaching for noted, trends noted, updates to the
g gt;ﬁs;: ;:an Tha_ DON, ADM and RM met on mﬂ,ﬁ;.,g program and her initials. On
regarding the falls on 08/09/14 and 01/12/15 the Restorative/Wound Care
SORM CMS-ZGG?(OM} Pravious Versions Obsoista Event ID; CNWW1t Faclfiy ID; 1008374
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| 09/08/14 but the resident's care plan was not Nurse audited twenty-nine (29) clinical
revised to address these fails, records finding one (1) area of concern
and on 01/13/15 she audited twenty-eight
Review of the Falt Scene Investigation report, . : 1
dated 10/20/14, revealed the DON, ADM and RM (28 clinical records finding el area
met on 10/31/14 regarding the fall on 10/20/14 of concern, Lue Kestorative
and there was no evidence on the form that the Nurse is to report identified concerns
DON or ADM had made any additional with the toileting program to the DON
recommendatlons or provided direction 1o change and the Quality Assessment and
the plan of care. Assurance Committee will review and
. ity will
Review of Resident #20's previous Fall Scene le:)ilOt;" U\cseatl‘;ndrsgs Thenfta:il?dty w
Investigation report, dated 12/10/14, revealed the utilize the Qu Ty Assessmen
resident fell at 5:30 AM, and was found by staff Assurance Committee to review, evaluate
on the floor with the bed alarm not sounding. The and monitor for compliance with the
resident sustained a hematoma thail was dark notification of physician/responsible

purple in color 1o the feft side of the head and to

, revision of resident care plans,
the right thumb. The report stated staft withessed party, revision of reside P

the resident irying to silence the bed alarm after toileting program and accidents and
attempiing an unsafe transfer sarlier in the shift. supervision with the .f°“°“'m8‘
Further review of the Fall Scene Investigation documents to be utilized: audit for falls,
report revealed it did not Indicate nursing had audits of notification of resident’s
increased resident supervision to monHor for bed attending physician/responsible party,

| alarm 'manipulation or unsale transfers prior to audits of care plans addressing falls and
the fall. I audits of toileting program. The monthly
Continued review of the Fall Scene Investigation meeting of the Quality Assessm'ﬂ?l and

| report, dated 12/10/14, revealed the root cause of Assurance Committee to be held in

| the fall was the resident had attempted an unsafe February 2015 will be the initial meeting

| transfer and turned off the alarm. Previously in to review all of the audit information.

| the shift the resident attempted an unsafe

i ill continue monthly for
transfer and tried to figure out how to tum off the LLEDLC o !

alarm. The DON, ADM and Risk Manager RM the next calendar year and will review the
met regarding the fall on 12/19/14 and there was audit findings, assess the effectiveness of
no evidence on the form that the DON or ADM actions taken, revise action plans if :
had made recommendations or provided direction necessary and continue to monitor the 1
to change the plan of care. specifics of all falls within the facility.
[2. Review of the clinical record for Resident #15 |
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revaaled the faciiity admitled the rasident on
08/19/13, with diagnoses of Dementia, Anernia,
Ostsoarthritis, and Biadder Disorder. Further
review revealed Resident #15 had a hislory of
falls and was raceiving anti-depressant and
antl-anxiety medications {o treat symptoms of
Depression and Anxlety.

Review of the quarterly Minimum Data Set (MDS)
assessment, completed on 12/02/14, revealed
the resident was not steady on his/her feet and
neaded extansive assistance from staff to toilet,
walk, transfer and bathe. The MDS turther

| for Menta! Status {BIMS) due to the resident

revealed staff could not conduct a Brief interview

having short-term and long-term mamary
problems which affected histher ability to make
decislons and follow cues. The facility
determined the residant required supervision in
datly decision making.

Review of the Comprehensive Care Plan, dated ;
07/15/14, ravealed a history of falls with potential
for reoccurring fafis related to medicatlon use,
cognition, immcbillty and advancing Damentia.
Intarventions, not dated, stated the staff was to
notify appropriate parties if fall occurs; aclivity
care plan for individual interests; sensor alarm;
non-skid strips to bed side; verbal reminders not
1o ambulate or transfer without assistance;
property fitting non-skid soled shoas for
ambulation; and, environment free of cltter,

Review of the Fall Scene investigation report,
dated 06/29/14, revealed Residant #15
experienced a non-injury fall on 06/29/14 at 4:25
PM. The investigation report revealed the
resident was trying to get up to gotothe
bathroom. Staff left blank the section of the

2. How the facility will identify other
residents having the potential to be affected
by the same deficient practice?

All residents of the facility have the
potential to be affected should the facility's
system to ensure care plans were
individualized based on resident
assessments and revisions with
interventions that could prevent additonal
falls afier sustaining falls not be effective.

3. What measures will be put into place or
systemic changes made to ensure that the
deficient practice will not recur?

The facility has implemented a Falls
Committee Meeting that is held Monday
through Friday. The Falls Committee was
initiated 01/12/15. The Falls Committee
reviews the Event Report Document,
reviews the resident's clinical record, the
resident’s care plan and the C.N.A. care
sheet. Fall interventions are reviewed as |
is the reviewed/revised care plans and
further root cause analysis for falls is
completed during the meeting. The Falls |
Committee is comprised of the
Administrator, the DON, a MDS Nurse,
Social Service Representative, Risk Care
Manager, Restorative/Wound Care Nurse
. and the Rehabilitation Services Manager.
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investigation report thled Additional Care Additionally the facility has initiated a
Plans/Care Sheet Updates. Daily Quality Assessment Performance I
Improvement (QAPI)/Interdisciplinary
Review of Resident #15's Care Plan, dated Team (IDT) meeting that is held Monday
07/18/14, revealed the facility did not revise the through Friday where residents who are
plan of care afer the fall. - ———
new admissions, hospitalizations, re-
Review of the Fall Scene investigation report, admissions, have had event reports, state
dated 9/15/14, revealed Resident #15 reportables, significant changes in
experisnced a non-injury fall on 9/15/14 at 7:00 treatments and conditions have their
PM. The fali report stated the resident was clinical records, care plans and C.N.A.
atiempting to self-ambuiate oul of the bathroom toth ting to be
when the resident fell backward onto histher care Shest: b‘ﬂ zgh:r; s o‘; :;::cc:g
buttocks. Staff entered a n/a (not appiicable) in nEeviewed and any ) .
the section of the investigation report titled addressed during the mecting or an action
Additional Care Plans/Cars Sheet Updates, plan is developed for further action to be
! taken. This team is comprised of the
Rel"igl‘" of Hes!a(]!ant #15's Care Plan, dated Administrator, Director of Nursing, Risk
07/18/14, ravealed the facility did not ravise the inical Care Specialist,
plan of care after the fall on 08/15/14 with sCa;c ?;ma.ger' E hr:_’;fm:;: c'pma '
interventions that addressed supervision or ocial oervices Rep VoL
actions o meet the care neads of the resident, Restorative/Wound Care Nurse, s MD ;
Nurse and if applicable the Rehab Services
Review of the Fall Scene Investigation report, Manager or representative from the
dated 10/31/14, revealed Resident #15 therapy department.
experienced a non-injury fall on 10/31/14 at 2:45
PM. The fall report stated staff had found the . ;
resident sitting on the floor in the resident's The Standards of Care i“;i:mg cong;ues
bedroom doorway without his/her wheel chalr, to be held once a week led by an M
walker, or alarms. Further review revealed the Nurse. In attendance at that meeting are
resident had a tab alarm to alen staff when rising. the Dietary Manager, Risk Manager,
Atter the fall on 10/31/14, nursing staff ordered ; Social Service Representative and the
the tab alarm to be placed on the hand rail naxt to : idents who have
the lollel. No additional interventions were added Q‘l:lﬁ"if)’ Du:t::;i f\:::l ;n th: FZII:
to the Plan of Care for supervision of the resident 0 are no h ¥ dards of
while tolleting or walking atter the fall on 10/31/14. g"m“"“‘f’ rather than the Standards o
are meeting.
Review of the Fall Scane Investigation report,
dated 11/17/14, revealed Resldent #15 fell on
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11/17/14 at 3:20 AM. The staff reported the . e i
resident was getting up from the recliner in the 4. How the facility plans to monttor its
common area ta go to the tollet and landed face performance to ensure that solutions are
down on the floor, Resident #15 obtained a 0.5 sustained?
cm laceration to the left eyebrow, The Addiional
Care Plans/Care Sheet Update section of the 3 il
. Members of the Falls Committee, Daily
I fot:dnzrgta.led Staif would continue using alarms as QAPI/IDT Tearmn and Standards of Care
will work together to create a report to
Review of Resident #15's.Care Plan, dated the Quality Assessment and Assurance
07/18/14, revealed the tacility did not revise the Committee on a monthly basis. The
plan of care after the fall, on 11/17/14 with to the Quality Assessment and
interventions that addressed supervision or ::;z?:n:e C;gmittt:c will be made
actions to meet the care needs of the resident, | monthly reflecting activities from
Review of the Fall Scene Invastigation report, January 2015 through December 2015.
dated 12/17/14, revealed Resident #15 fell on
12/17/14 at 9:15 AM. The fall report stated the
| resident was getting up to use the foilet. The
resident received an abrasion to the mid upper .

back and a skin tear 1o the right elbow that wasg
about 1.8 cm long. The resident was Incontinent
of urine at the time of the fall. The Additional
Care Plans/Care Shest Update part of the ferm
was crossed through,

Review of Resident #15's Care Plan, dated
07/15/14, revealed the care plan was not revised
after the resident's fall on 12/17/14 10 ensure the
resident's tolleting needs were met.

Aeview of the Fall Scens Investigation repont,
dated 12/24/14, revealed Resident #151ell on
12/24/14 al 10:55 AM. The fall report revealed
Reslidant #15 was walking around the room,
making the bed, and was alsg incontinent of urlne |
at the time of the fall. The Additional Care Plan
Update section of the form was crossed through,

*ORM CMS-2567(02-08) Previous Versions Chbeolate Event ID:CNwWw11 Faciity ID: 1006374, i continuation sheet Page 430f 148

L



From:Green Meadows Health Care Ctr.

502 955 7395

02/27/2015 18:22 #950 P.049/153

PRINTED: o0z/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
c TERS FOR MEDICARE & MEDICAID SERVICES MB NO. 391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
EESND4 3. Wika 01/23/2015
NAME OF PROVIDER OR SUPPLER BTREET ADDRESS, CITY, STATE, Zif CODE
310 BOXWOOD AUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES b 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 APPROPA IATE DATE
DEFICIENCY)
F 280} Continued From page 43 F 280,

The Nurse's Notes for Resident #15, dated
12/24/14 al 10:55 AM, revealed a sensor alarm {o
the bed was found face down on the bed and was
naot sounding.

Review of Resident #15's Care Plan, dated
07/15/14, revealed the staff did nat revise the
care plan after the resident's fall on 12/24/14 with
Interventions to increase supervision or that
addressed toileting needs.

Interview with the Risk Manager, on 01/09/15 at
9:30 AM, revealed the IDT had discussed leaving
the resident alone on the toilet; however, the care
pian was not revised after the meeting.

3. Review of the clinical record for Resident #13
revealed the facllity admitted the resident on
10/02/13 with diagnoses of Atrial Fibriltation,
Arthrilis, Hypertension, Selzures, Iron Deliciency
Anemia, Chronle Obstructive Pulmonary Disease
(COPD), Diabetes, Thrombocytopenia, and
Generalized Pruritus,

Review of Resident #13's Comprehansive
Minimum Data Set (MDS) Assessment, dated
08/08/14, revealed the resident triggered as a1
risk for fafls and did not ambulate, but used a
wheslchalr for mabllity. Review of the Quarterly
MDS, dated 10/28/14, revealed Resident #13
requlred the assistance of one (1) staff member
for transfers,

Review of Resident #13's Comprehensive Care
Plan, dated 10/10/13, revealed interventions for
falls prevention included sensor alarm to bed and
chalrs as needed; mattress with ralsed edges;
low bed with floor mats: howaver, it did not
specify what the staff were to do when the
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' Interview, an 01/09/15 at 12:05 PM, with LPN # 5

, Interventions added or documented on the falls

Continued From page 44

resident crawled out the whesichalr onte the floor.
Tha care plan staled that prior to the resident's
admission 1o the tacility he/she had a history of
crawling from one place to another in his/her
home,

ravealed it was her understanding that prior to
Resident #13's admission to the facility, the
resident crawled from chalrs/fumiture in hisher
home o the floor &s a means of getting around,
ard at times, the resident had exhibited this
behavior as a means of transferocomotion since
he/she had been living at the faciiity.

Review of Resident #13's nurses' noles, dated
10/10/14 at 4:40 AM, rovealed on 10/10/14 at
12:30 AM, Residant #13 was found crawling on
the ficor mat beside his/her bed. The resident
had defecated on the floor mat. Staff tollated the
resldent, and assisted him/her back to bed, At
4:40 AM, after the resident was transferred by
stafl via wheeichair to the Orchard Unit sitting
area, the rasidant's chair alarm sounded and
he/she was found crawling on the floor. Further °
review of the nurses' notes revealed on 10/10/14 .
at 7:00 AM, Resident #13 was again found on the
floor of the unit's day room/sitting area. The
resident was positioned on the fioor between
hisfer wheelchalr and another chair. The
resident was assessed and a smail laceration
(1-2 centimeters) was found at the back of histher
head. Resident #13's physician was notifled and
the resident was transferred to a hospital
emergency department for evaluation,

Review of the comprehensive care plan for
Resident #13, did not reveal new or additional

F 280
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care plan after the resident had three (3)
documented falls on 10/10/14 between 12:30 AM
- 7:00 AM,

Review, of the report of Resident #13's fails on
10/10/14, did not reveal new intsrventions were
added under the Intervention to Pravent Further
Falls/Ensure Safety section of the report.
Instead, LPN #5 had writtan, continue with care
plans currently in place.

Interview, on 01/09/15 at 12:05 PM, with LLPN #5
revealed the rasident's teb alarm sounded both
times when he/she left the wheelchalr and was
 discovered on the floor of the dayroom on
10/10/14 at 4:40 AM and 7:00 AM, but LPN #5
further stated she did not think she updated the
care plan after those falls. LPN #5 stated she
thought the resident was care planned to be able
to crawl from his/her wheelchalir to the floor.

Continued interviaw, on 01/09/15 at 12:05 PM,
with LPN #5 revealed she thought Resident #13's
care plan should have been updated to address

' the falis because It was not sefe for the resident

i to crawl from a wheaichair to the floor. LPN #5
stated she could have mat with the facility’s Risk
Management Nurse to dacide on new or differant
interventions ta protect the resident from further
falls related to crawling from the wheelchair.

interview, on 01/09/14 at 2:40 PM, with the Unit
Manager (UM) for the Qrchard Unit, revealed
Resident #13 was not care planned to crawl from
one area to another on the Orchard Unit, such as
from his/her wheelchalr to the floor. The UM
stated she had seen Resident #13 crawl out of
hismer wheelchalr, but further stated it was not
safa for the resident to craw! out of the

F 280
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wheelchair. The Orchard UM stated Resident
#13's falls care plan should have been updated
after the resident fell two times on the floor of the
Orchard Unit on 10/10/14, The UM stated that
after Resident #13's return from the hospital,
he/she could have been evaluated by therapy to
determine If any other safety interventions could
have been appropriately implemented to profect
the resident while seated In the wheslchair.

4. Review of the clinical record for Resident #17
revealed the facility admitted the resident on
G2/11/14 with diagnoses of Fractured Leg, Toxic
Encephalopathy, Anemia, Heart Diseass, Chronic
Pulmonary Heart Disease, Hypertension, Atrial

: Fibriliation, Cardiac Murmurs, and Osteoarthritls.

Review of the Minimum Data Set (MDS) for
Resident #17, dated 01/06/15, revealed the
resident had a Brief Interview for Mental Status ;
(BIMS) score of eleven (11), indicating cognitively
intact,

Review of the Comprehensive Care Plan, dated I
02/20/14, revealed the potential for falls related to .

history of fails, medication usa, immobiilty,
Dementia, and Incontinence. Interventions, not
dated, siated a sensor alarm 1o bed and chair that
was discontinued on 03/06/14 and a tab alarm to
bed and chair was initiated on 03/06/14; verbal
reminders not ambulate or transfer with

' assistance; properly fitting non-skid soled shoes

+ for ambulation; and, environment free of clutter,

l Review of the Fall Scane Investigation report, [

| dated 06/19/14, ravealed Resident #17 fell on
06/19/14 at 8:50 AM. The staff found Resident
#17 on the floor In his/her room. The resident
abtained a laceration to the forehead, along with ,
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skin tears to left forearm and right albow.
Resident #17 was sent to the amergency room
for evaluation. The root cause portion of the
document stated it appeared the resident fel)
asleep and fell out of the wheal chair head first,
into the foot rall of the bed. )

F 280 |

Review of the Fall Scene Investigation report,
dated 12/20/14, revealed Rasident #17
experienced a non-injury fail on 12/20/14 at 5:45
PM. The investigation report indicated the staff
found the resident on the floor in his/her room in
front of hisher wheet chalr. Review of the nurse's
notes, dated 12/21/14 at 10:50 AM, revealed the
alarm clip had slippsd off tha resident's shir,
preventing the alarm from sounding.

Review of the Fall Scene Investigation report,
dated 12/25/14, revealed Resident #17
experienced a non-injury fall, on 12/25/14 at §:45
PM. The investigation forms revealed the
resident was attempting to take shoes off when
he/she slid out of the wheelchair, Review of the
Nurse's Notes for Resident #17, dated 12/25/14
at 7:00 PM and 12/26/14 at 7:00 PM, stated the
resldent was observed sliding out of the
wheelchalr while attempting to remove hisher
shoes and was educated 1o call for help when i
toileting or dressing.

Review of Resident #17's Care Plan, dated
02/20/14, revesled the staif had not added new
interventlons to the falls section of the care plan
after the resident (el on 06/19/14, 12/20/14, or on
12/25/14.,

5. Review of the clinical record for Resident #8

revealed the facility admitted the resident on
06/15/11 with diagnoses of Hypertansion, Deep
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Vein Thrombosls, Dementia, Schizophrenia and
the resident had & history of falls. Review of the

Quarterly Minimum Data Set (MDS) assessment,
completed on 12/17/14, revealed the resident ,
needed supervision when walking and !
transferring. A Brisf Interview for Mental Status |
(BIMS) was conducted during the asgessment

and the resident scored an eight (8) out of fitteen
(15) indicating moderate cognitive impairment.

Review of the Comprehensive Care Plan, dated
06/29/11, ravealed a potential for falls related to
history ot frequent falls, unsteady galt, medication
use, immobility, and cognition deficit,
interventions, not dated, stated nolify appropriate
parties if falls occur; rear anti-tippers to wheel
chair, anli-rolibars to wheel chalr; mattrasa with
raised edges; properiy fitting non-skid sole shoes
for ambulation; and, environment free of clutter.

Review of the Nursing Noles, dated 12/28/14 and
timed at 9:25 PM, revealed the nurse was
standing outskde Resident #8's room when she
heard a loud sound and upon entering the
resident’s room she observed the resident sitting
on the bathroom tioor. The nursing notes sialed
the resident was brushing his/her testh and the
rasident's legs became weak and the residant
fell.

Review of Resident #8's, Falls Nursing Care Plan,
dated 06/29/11, revealed no revisions or updates

were made after Resident #8's fall on 12/28/14 1o
promate salety and prevent additional falls.

Review of Resident #8's Fall Scens Investigation
Repent, dated 12/26/14, revealed the root cause
of the fall was the resident's legs became weak
while standing. Nursing was to place the
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resident’s name on the physiclang tist for review
and to complete neuro-checks. The Summary af
Meseting and Additional Care Plan Update
saclions wers blank,

Interview with the Advance Practitioner

- Registerad Nurse (APRN) on, 01/07/15 at 2:15
PM, revealed she had not assessed the resident
as of 01/07/15 in regards to the fall on 12/28/14.
The APRN sald, according to her review of the
physician's documentation in the medical record,
Resident #8's physician had not performed an
assessment to determine the cause of the fall as
of 01/07/15. She stated the physician would
assess medication for potentlal causes of falls
and look at the resident's dlagnoses to determine
if there was a correlation.

Interview with the Risk Manager (RM), on
01/07/15 at 10:30 AM, revealed the root cause of
Resident #8's fall was the resident's logs became
weak whils standing. The RM stated sha did not
complete her documentation under the Summary
of Meeting whers she would have met with the
Administrator and the Director of Nursing to
discuss the fall. She stated if the area under
Additlonal Care Plan Update sactions were blank I
there were none to document.

Interview with the Director of Nursing on,
01/09/15 at 3:00 PM, ravealed he had not
provided direction to the Risk Manager regarding
adding additional falls prevention interventions to
Resident #8's plan of care. He stated he was not
aware the physician had not assessed the
resident since the fall on 12/28/14. He stated he
did not perform chart audits to determine i
Interventions were completed,

i
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Interview with the Risk Manager (AM), on
01/08/15 at 8:35 AM, revealed her responsibility
was {o ensure follow-up occurred afier each
resident fafl, complete the documentation under
the Falls Team Noles section of the Fall Scene
Investigation report and report falls
datafinformatlon ta the Safety and Quality
Assurance Commilteas. She stated It was
nursing's responsibliity to revise the care plan
afterafall. She stated after each fall she
reviewed the Fall Scene Investigation form the
nurses completed to ensure the care plan was
revised after a fall, if indicated; howaver, did not
actually checi the care plan for the revision. She
stated she would try and mest with the Director of
Nursing and the Administrator at least every other
weaok to discuss the findings of the fall but this

' was not a sel time frame.

i Interview with the Director of Nursing on,
©01/09/15 at 3:00 PM, revealed if a resident
experlenced a fall it was discussed in the morning
meeting the day after the fall occurred. He stated
the Administrator, Risk Manager and himself
would meet to review a resident's fall, He stated

. he did not keep any record of the meetings and
did not remember if he provided any directlon to
staff regarding the implamentation of additicnal
interventions far Resident #20. He stated it was
his expectation that the nursing stafl revise
resident care plans after incidents occur.

However, Interview with LPN #8, on 01/08/15 at

9:55 AM, revealed the revision of the care plan

| after falls was to be completed by the RM.
Interview with the Unit Manager, on 01/08/15 at

l 8:30 AM, revealed she was not sure about what

I

interventions would be used te ravise the cars
plan.
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Interview with the Administrator on, 01/09/15 at

the Director of Nursing or the Risk Manager
regarding the care pian revisions for falis.

Review of the Allegation of Compliance (AOC)
revealed the faciiity Implementsd the following
- immediate steps to remave the Immediate

Jeopardy;

1. The Madicai Director was notified of
Immediate Jeopardy and Incidents causing the
Immediate Jeopardy on Thursday 01/08/15.

2. Areprasentative of the Goveming Body
provided the Administrator guidance and
education on physician and family nolification,
supervision and investigation of falls, care plan
revisions and scheduled toileting programs on
07/08/15 and 01/09/15.

3. Licensed nurses (DON, Staff Development
Coordinalor, Risk Care Manager,

Set Nurse, House Supervisor, two {2) Unit
on 01/10/15 for the one hundred eleven {111)

residents currently in the facifity. This included
thirty (30) residents who had a fall in the past

The audit Included e review of the fall event

program (if any), atarms uiilized, care plans,

resident’s responsible party and interventions

5:25 PM, revaaled he did not provide direction to

Restorative/Mound Care Nurse, Minimum Data

Managers and a Statf Nurss) completed an audit

three (3) months, and eighty-one (81) residents
who had no fall within the past three {3) months,

document for those who had fallen for root cause
of the fall, Interventions addad to the care plans
at the time of the fall, times of scheduled toileting

notifications made to the attending physician and

F 280
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added after the audit was completed. An action
taken as a rasult of the audtt included
update/ravision to care plans for eleven (11)
residents that included reachers; toileting in early i
rmoming hours; sensor pads; mattreases: and, |
non-skid strips to the floor. In addition, one
resident's toileting program was addressed as a
result of the 01/10/15 audit with changss to the
timing of the toileting program based an histher
individualized needs.

4. The Medical Director met with the Director of
Nursing (DON) on 01/08/15 to review palicles,
procedures and practices for physician
nolification, root cause analysis of accidents,
incidents and falls pravention, revision of care
plans and the scheduled tolleting program.
Revisions ware made to the policy, Accident and
Incidents, for physiclan and responsible party I
notification to includa notification to the physician
within thirty (30) minutes of a fall involving head
injury or a fall which was not witnessad. Revision
was made to tha policy, Falls Pravention, to
check safety devices each shifl to ensurs they i
are in place and functioning properly.

5. The procedura for conducting neurological
checks was reviewsd by the DON and the Statf
Development Coordinator and all icensed nurses
provided education an that process on 011015 :
through 01/13/15. The DON and the Staff | !
Development Coordinator conducted the
Inservice training on neurological checks and i
additional pen lights (used to conduct the
neurological checks) were ordered by the DON
on 01/12/15.

6. The MDS Coordinator, MDS Nurse, DON and |
Risk Manager are responsible for ensuring care i
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