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Based upon an onsite revisit conductad on
03/13/15, the facility was deemed to be in
compliance 02/25/15 as alleged.
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PROVIDER'S PLAN OF CORRECTION
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TAG DATE

F 000 { INITIAL COMMENTS

A Recertilication/Abbreviated Survey (KY22842)
was conducted 01/06/15 through 01/09/15 and a
partialiextended survey was conducted 01/22/15
through 01/23/15. The Division of Health Care
substantiated KY22842 with Immediata Jeopardy
(W) identified on 01/08/15 and was dsterminad to
exist on 12/10/14 a1 42 CFR 483.10 Residant
Rights {F157) at a scope and severlty of a "K", 42
CFR 4B83.20 Residant Assessment (F280) at a
scope and severity of a "K", 42 CFR 483.25
Quality of Care (F315) at a scops and severity of
a *J, and 42 CFR 483.25 Quality of Care (F323)
&t a scope and severity of a "K*. Substandard i
Quality of Care was Identified at 42 CFR 483.25
Quality of Care. The facility was notitled of the
Immediate Joopardy on 01/08/15.

interview and record raview ravealed the facllity
failed to have an efleclive system to determine
the root cause of falls and Implement
interventions fo 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 tifled with blood
caused by a braak in the wall of a blood vassel) 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 was attempting to change clothas
aiter an incontinent episode, fall when startled,
and hit thelr head on the end of the bad. Elight
and one-half (8.5) hours later, at 8:25 AM on
12/15/14, nursing found the resident
unrasponsive to touch and verbal stimull. The
residant was transferred 1o the emergancy room
at 9:05 AM. Review of the Emergency Room

Preparation, submission, and
implementation of this Plan of Correction
does not constitute an admission or an
agreement with the facts and conclusions
set forth on the survey report. Qur Plan
of Correction is prepared and executed as
a means to continuously improve the
quality of care and to comply with all
applicable state and federal regulatory
requirements.

F 000
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revealed Resident #20's oyes were assessed
upon admission and the findings ravealed the left
pupil was diiated (Indlcating neurological
changes). An X-ray of the brain was ordered and
results communicated to the emaeargency room
physician at 10:25 AM revealed a {arge brain
bleed. The resident expired 20 hours later at
6:00 AM on 12/16/14.

Resident #15 sustained sevan {7) falis between
08/29/14 through 12/24/14 all related to
incontinence. However, the facility failed to
address the rool cause of the falls. On 11/17/14
the residant sustained a laceration to the laft
eysbrow; on 12/15/14 resident (el agaln and
sustained an injury 1o the right shouider and hit
his/her head; and, on 12/1714 the resident feil
and received an abraslon to the mid upper back
and a skin tear to the right elbow.

Resident #13 lell three times on 10/10/14 and
susiained an Injury after a fall on 12/15/14.
Raslident #17 sustained three (3) falis between
06/19/14 through 12/25/14 and required stiiches
after the fall on 06/19/14.

The facliity provided an acceptabile Allagation of
Campliance (AOC) on 01/20/15 which alleged
removal of the Immediate Jeopardy on 01/14/15.
The SSA veritied immediata Jeopardy was
removed on 01/14/15 as alleged prior {0 axit, The
scope and savarity was lowered to an “E* in 42
CFR 483.10 Resident Rights (F157), 42 GFR
483.20 Resldent Assessment (F280) and 42 CFR
483.25 Quality of Care (F323). The scope and
Severity was lowered to a "D” in 42 CFR 483.25
Quality of Care (F315) while the tachity
implements and monitors the Plan of Correction
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and for the effectiveness of systemic changes
and quality assurance activites,
add'l:tllonal ‘c'!aﬁciencies wars cited as a result of
@ Recartification Survey at 42 CFR 483.15 . What corrective action will be 02/25/15
Quality of Life (F253) at a scope and severity of a ;Izccnwmpl;s;ud for thase residents found to
"E" and actual harm identified in 42 CFR 483.20 have been affected by the deficient practice?
Resident Assessment (F282} and 42 CFR 483.15 .
Quallty of Lite {F241) with the highest scope and Licensed nurses (DON, Staff Development
saverity of 8 "G", Coordinatar, Risk Care Manager,
F 157 483.10(b)(11) NOTIFY OF CHANGES F 157 |Restorative/Wound Care Nurse, Minimum
SS=K | (INJURY/DECLINE/ROOM, ETC) Data Set Nurse, House Supervisor, two (2)
Unit Managers and a Staff Nurse) completed
A facllity must Immediateiy inform the resident; an audit on 01/10/15 for resident #13 and
consult with the resident's physician; and if #15. Resident #20 is no longer a resident of
known, notify the resident's legal represeniative the facility.
or an intarested family member whan there Is an This audit included a review of the fall event
accident Involving the resident which rasuits in document for root cause of the fall,
injury and has the patential for requiring physician intecventions 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 paychosocial status {le., a program, alarms utilized, care plans,
deterloration in heaith, mental, or psychosoclal notifications made to the attending physician
status in either ife threatening conditions or and resident’s responsible party and
clinical complications): a need to alter treatmant interventions added after the audit was
slgnificantly (i.e., a need to discontinue — completed. Resident #13's MD and family
existing form of treatment due to adverse d dent being found on th
consequencas, or 10 commence a new form of were notifled of resident being found on the
treatment); or a decision to transer or discharge foor an three (3) different times on 10/10/14
the resident from the tacility as specilied In on 10/10/14 and being found on the floor on
§483.12(a), 12/15/14 on 12/15/14. Resident was toileted
and care plan intervention was to add foot
The faclity must also promptiy notity the resident rests to the wheelchair, Resident #15's MD
and, if known, the resident's legal representative and family were notified of the fall of
or interested family member when there Isa ¥1/17/14 on 11/17/14, the fall of 12/15/14 on
change in room or roommate assignment as | 12/16/14 and the fall of 12/17/14 on
specified In §483.15(e)(2); or a change in 12/17/14. Interventions put into place on the
residaqi rights under Federal or State law or care plan included; mattress with raised
regulations as specified in paragraph (b)(1) of edges, non-skid socks when not wearing
shoes and cranberry julce with meals.
IAM CMS-2587(02-89) Previous Versions Cbsciate Evant ID: CNWw1t Faciky 1D: 100837A
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status in aither life threatening conditions or

} clinical complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of

| reatment); or a decislon to transter or discharge
the resident from tha facility as specified in

§483.12(a),

! The faclity must also prom ptly notify the residant
and, it known, the resident's legal repressentative
or Interested family member when thera Is a
changa In room or roommate asslgnment as
specified In §483.15(e)(2); or a change in
resident rights under Faderal or State law or

!' ragulations as specified In paragraph (b)(1) of
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and for the effectiveness of systemlc changes
and quality assurance activities,
Additional deficlencias were cited a8 a result of
the Recertliication Survey at 42 CFR 483,15
Quality of Life (F253) at a Scope and severily of a
"E" and actual harm Identified in 42 CFR 483.20
Residant Assassment (F282) and 42 CFR 483.15
Quality of Life (F241) with the highest scope and
sevetity of & *G". . ) , ns
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157|1. What corrective action will be 02725
$sa=K | (INJURY/DECLINE/ROOM, ETC) accomplished for those residents found to
have been affected by the deficient
A facility must immediately inform the resident, practice?
consult with the resident's physician; and if
known, notify the resident's legal representative .
or an Interested family member when there Is an Licensed nurses (D ON, Steff
accident involving the resident which results in Development Coordinator, Risk Care
injury and has the potential for requiring physiclan Manager, Restorative/Wound Care
Intarvention; a significant change In the resident's Nurse, Minimum Data Set Nurse, House
physical, mental, or psychosocial status {i.e., a isor, two (2) Unit Managers and a
deterloration in health, mental, or paychosocial St le U W

Staff Nurse) completed an audit on
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 fali
event document for root cause of the fall,
interventions added 1o 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.
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 Tacility did not notity

the address and phone number of the resident's
legal representative or Interested family member.

This REQUIREMENT s not met as evidenced
by

Based on interview and record review it was
determined the facility failed to have an affective
system in place tc ensure immediate notification
of the attending physicians and resident
representatives after a fall for three {3) ot
thirty-two {32) samplad residents (Resident's #13,
#15, and #20). (Refer o F323)

On 12/10/14 at 5:30 AM, Resident #20 sustained
a fail with injury. The resident sustained a
hematoma (localized swalling filled with blood
caused by a break in the wall of a biood vessel} lo
the laft side of the head that was dark purple in
color and a hematoma to the right thumb. The
the physician or the
responsible party of the injury unti! three and haif
(3.5) hours later at 9:00 AM on 12/1014,
Resident #20 sustained another falt on 12/14/14
at 11:55 PM, and the physician was not nolified of
the fall until almost eight and one-half {8.5) hours
iater at 8:30 AM on 12/15/14, In addition, the
facility did not notify the resident's responsible
party of the fail on 12/14/14 untll 8:40 AM on
12/15/14 when preparations were underway to
transfer the rasident to the em argency rcom. The
resident expired at the hospital at 8:00 AM on
12/16/14. Record review and interview ravealed
Resident #20 had sustained a fall on 06/10/114
with no evidance the physician was notified and

fell on 08/09/14 and 09/08/14 and the resident's

o) 10 SUMMARY STATEMENT OF DEFICIENGIER I PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATOAY OR LSC IDENTIFYING INFORMATION) 7Y CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
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 perlodically update residents having the potential to be affected

by the same practice?

Every resident of the facility has the
potential to be affected should the
facility’s system to ensure immediate
notification of the attending physician
and resident representative after a fall 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 Medical Director was natified of the
Immediate Jeopardy and incidents
causing the Immediate Jeopardy on
Thursday, 01/08/2015. A representative
of the Governing Body provided the
Administrator guidance and education onl
physician and family notification,
supervision and investigation of falls, care|
plan revisions and scheduled toileting
program on 01/08/15 and 01/09/15. The
Medical Director met with the Director of
Nursing (DON) on 01/08/15 to review
policies, procedures and practices for
physician notification, root cause analysi1
of accidents, incidents and falls
prevention, revision of care plans and thd
scheduled toileting program. Revisions
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F 157 | Continued From page 4 F 157| Continued from page 4
physician was not notified timely, were made to the policy, Accidents and
Incidents, for physician and responsible
On 11/17/14 at 3:20 AM, Resldent #15 sustained party notification to include notification
a tall which resulted in a laceration to the left 'to the physician within thi (30)
eyabrow. The physician was not notified until ep Yf fall involvi ;:Y dini
seven and one-half (7.5) hours iater, On e R LU ving head inj ury or
12/15/14 at 11:20 AM, Resident #15 falf and a fall which was not witnessed. Revision
sustained an injury to the right shoulder and hit was made to the policy, Falls Prevention,
hiatli::(r, he%?.m The Nuzsa Fractit:?net was nol to check safety devices each shift to
no until the next day. Resident #15 fell on e in pl ioni
12/17/14 at 9:15 AM and recelved an abrasion to c:.‘;m ;lth .31(;:: ’,':,fc:lf,:'}f,ﬁ::::ng
the mid upper back and a skin tear to the right prop i Y. al hp ks db thg
elbow. The physician was not notified until the neurglogical clecks was reviewed by the
nex day. DON and the Staff Development
Coordinator and all licensed nurses were
On 10/10/14, Resident #13 was found crawling provided education on that processon
;:n “LB ;tro:;ga:h besldelrhair bed at 12:30 AM; 01/10/15 through 01/13/15. The DON |
oun : , crawling on the floor; and, at i
7:10 AM, was found again crawling on the floor mdjmﬁf‘):; °!.°Pmm.t Coofdfmmr
with a small laceration o the back of the head. condlucted tae In-service training on
The resldent's physician was not notified of the neurological checks and additional pen
12:30 AM or the 4:40 AM fall unilt after the 7:10 lights {used to conduct the neurological
AM fali occurred. On 12/15/14 tha resident checks) was ordered by the DON on
Isusiairi}:d ang!herl" fall at 1:00 PM and received a : 01/12/15. The MDS Coardinator, MDS
aceratien and & hematoma the size of a goif balt
above the right eyebrow and the physician was Nurse, DON and Risk Manager are
not notified until 2:00 PM. responsible for ensuring care plans are
: . completed/revised in a timely/accurate
- The facility's fallure to have an effective system in manner. The care plans of residents who
place for notification of the physician and . have fallen would be reviewed weekly in a
mapmsl'sltaupmtv in B»at !rf[meh; r?ann:r has caused Standards of Care meeting led by the
or is likely to cause serious injury, harm, ;
impalrment or death to resldant':y The Immediate e and he MDS C LT 2
Joopardy was identified on 01/08/15 and In' attendance at tha.t meeting are the-
determined o exist on 12/10/14. Dietary Manager, Risk Manager, Social
Service Representative and the Activity
An acceptable Allegation of Compliance (AOC) Director. The DON and the Staff
5\'39 recelved on 01/20/15 alleging the Immediate Development Coordinator were provided
eapardy was removed on 01/14/15. The State training by the Administrator on
ORM CMS-2587(02-89) Pravious Versions Obsolets Event iD: CNWW 11 Facilly 10; 1008374 It continuation shest Page 5 of 148
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| Survey Agency validated the Inmediate Jeopardy
was removed on 01/14/15 as alieged, prior to exit
on 01/23/15, The scope and sevarily was lowared :
1o an “E* while the faciiity monitors the

implementation of the Plan of Carrection (POC)
and the facility's Quality Assurance monitors the
effectivenasa of the systemic changes.

The findings include;

Review of facilly's policy Changes in a Resident's
Conditlon or Status, dated March 2009, revealed
the policy did not reflect timeframes to notify the
physlclan or representative after a resident fall or
change in conditiontreatment. The policy stated
nursing would notty the resident's aftending
i physiclan and nursing or Social Services would
notify the resident's representativa when the
, resident was involved in any incident or accident;
, Il there was a significant changa in the resident's
physical, mental, or psychosocial status; if there
was a need to alter treatment significantly i.e. it
the resident refused treatment or medications on
a routine basis; or if the resident was discharged
or transferred. All notifications would be
documanted in the resident's medical record.

1. Review of the closed clinical racord for
Resident #20 revealed the faciiity admitted the
resident on 05/21/14 with dlagnoses of Deep Vein
Thrombasis, Alzheimer's, and Gait Ataxia,
Resident #20 also had a history of falls and
continued to receive blood thinning medication to
prevent a recccurrenca of a Deep Veln
Thrombosis.

Review of Resident #20's Quarterly Minimum
Data Set (MDS) assessment, completed an i
11/07/14, revealed the facility assessed the |

FORM APPROVED
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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 licensed 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 pracess for notification
of the resident’s physician, the responsible
party, the neurological check process, the
proper campletion 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 Meeting,
quality assessment and assurance
commiltee role to ensure compliance and
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resident as not ateady an his/her feat and needed
extensive assistance from staff to toilat, walk, and
bathe. A Brief nterview lor Mental Status (S8IMS)
was conducied during the assessment and the
rasitlent scored an eight (8) out of fifteen (15)
Indicaiing modarata cognitive impaiment.

Review of the Fall Scene Investigation Report,
dated 12/10/14 at 5:30 AM, revealed Resident

. #20 sustained a fall with injury. The report stated
the resident sustained a hernatoma (locallzed
swelling filled with blood caused by a break in the
wall of a blood vassal) to the left side of the head
that was dark purple in color and a hematoma to
the right thumb. The facility did not notlfy the
physicien or the responsible party of the infury
until thrae and one-half {3.5) hours Iater at 9:00
AM on 12/10/14.

Raview of the Fall Scene Investigation report,
dated 12/14/14, ravealed Resident #20 sustained
a fall on 1271414 at 11:55 PM, and the physician
- wasg not notified of the fall untit eight and one-half
{8.5) hours later at 8:30 AM on 12/15/14. In
addition, the tacility did not notity the resident's
responsible party of the fall on 12/14/14 uniil 8:40
AM on 12/15/14 when preparations were
undarway to transfer the rasidant to the
emergency room,

Review of the nursing notes, dated 12/14/14 at
11:55 AM, revealed tha resldent lost his/her
balance, fell and hit his/her head on the foot
board of the roommate's bed. There was no
evidence In the nurses notes that the physician or
the responsible party were notified of the fall.

interview with Licansad 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 to ensure .
accuracy and completeness of scheduled
toileting programs. The audit would
include completion of all fields on the
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consulted with ancther nursa regerding
contacting tha physician the night Resident #20
fell. The LPN siated dus to the fall occurring at
11:55 PM and they knew the physician would be
In the facifity in the morning; the decision was
made 1o notity the physician when he arrived that
mofning.

* Continued review of nursing documentation,
dated 12/15/14 as a late entry, at 8:25 AM,
| ravealed the resident was found by staff
unresponsive, breathing Irreguiarly and gurgiing.
The physician was noted to be In the facility at
this time and was notifled of the resident's
change In condition. The physician ordered the
resident to be sent io the emergency room of
choice for evaluation on 12/14/14 at 8:30 AM.
The facility notifled the responsible party at 8:40
AM regarding the change in condition and thelr
hospital of cholce,

Interview with Resident #20's Responsible Party
(RP), on 01/09/15 at 4:05 PM, revealed the facliity
did nat contact tham at the time of Resident #20's
fall; it was nat until the facility was in the process
of transferring the resident to the emergency
department wera they notifled of the fall,

Review of Resident #20's Emergency Room
record, dated 12/15/14 and timed at 9:51 AM,
revealad the resldent's eyes were assessed upon

admission and the findings revealed the left pupll
to be dilated (indicating neurolagicat changes). An,
X-ray of the braln was ordered immediately and
rasults communicated to the emergency room i
physician at 10:25 AM that revealed a large brain !
bleed.

Further review of Resident #20's Fall Scene

tolleting program document, {ssues noted,

. trends noted, updates to the totleting
program and her initials. The Restorative/
Wound Care Nurse audited twenty-nine (29)
clinical records on 01/12/15 finding one (1)
area of concern and on 01/13/15 she audited
twenty-eight (28) clinical records finding one
(1) area of concern. Attendees of the
Standards of Care weekly meeting and Daily
Falls Committee meeting will sign a sheet
reflecting the meeting has taken place. The
Restorative/Wound Care Nurse will do an
audit of the toileting program Monday
through Friday excluding her approved days
off work. Staff competency will he
determined through observations of staff's
performance and record review by the
Administrator, DON, Staff Development
Coordinalor and Restorative/Wound Care
Nurse. Record review will also be completed
by the members of the Standards of Care and
Falls Committee meeting members with
actions taken to address any concerns
identified that will include providing staff
education.

4. How the facility plans to monitor its
performance to ensure that solutions are
sustained?
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investigation reports, revealed on 06/10/14
' Resident #20 fell at 5:45 PM and the physician
was not notified until two hours later with
message lsft on the answering machine, There
was no evidence the physiclan was ever mada
| aware of the fall. On 08/09/14 the resident fell at
11:15 AM, the Advanced Practica Regisiered
Nurse (APRN} was notified at 6:45 PM. The
resident sustained a fall on 09/08/14 at 7:25 AM
and the physician was notified 2:45 PM. per the
nurses notes. On 10/20/14 the resident foll at
12:00 PM and the APRN was notified at 1:15 PM,

Altempted interview with Resldant #20's attending
physiclan, on 01/08/15 at 1:55 PM, revealed ha
was unable 1o discuss the resident without :
looking at the chart. He further stated he was not
available for interview.

|

Intarview, an 01/09/15 at 3:00 £M, with the
- Diractor of Nursing (DON) revealed he met with
LPN #70 on 12/15/14 to discuss Resident #20's
fall. He stated It was at that time ha determined
the physician was not notified timely of the
| resident's fall. His expactation was that the
physician be notitied promptly after Resident
#20's fall.

2. Review of the clinical racord revealed the |
facility admitted Resident #15 on 08/19/13 with
diagnoses of Dementia, Anemia, Osteoarthritis,
and Bladder Disorder, Further racord review !
revealed Resident #15 had a history of falls and |
was receiving anti-depressant and anti-anxiety
medications to treat symploms of depression and
anxiety.

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

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

physician/respansible party, revision of
resident care plans, toileting program and
accidents and supervision with the following
documents 1o 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
Commitiee to be heid on February, 23, 2015
will 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, revealed the facility assessed the resident’s attending physician/responsible
resident as not steady on his/her lest and needsd party. Audits of care plans addressing falls
extansive assistance from staff to tofiet, walk, will be the responsibility of the Clinical
transfer and bathe. The MDS further ravealed Review Nurse. The Restorative/Wound Care
stalf could not conduct a Brief Interview for Nurse will be responsible for the audits of the
Mental Stalus (BIMS) dus to the resident having Totleting Program. The Director of Nursing
shorl-lerm and long-term memory problems will be responsible for making the
which affected histher abiiity to make decisions determination of root cause enalysts for falls
and foliow cues. The facility determined on the during the Falls Committee Meetings that are
MDS the resident required supervisian 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
Review of the Fall Scena Investigation report, |
dated 11/17/14, revealed Resident #15 fell on Nurse will present the audit of ook cause of |
11/17/14 at 3:20 AM. Facility staff reporied falls to the Quality Assessment and Assurance |
Residant #15 was getting up from the recliner in Committee Meeting cvery month for the
the common area lo go to the tollet when he/she calendar year of 2015.

fell. Tha Fall Scene Investigation repart noted the
resident fell face down onto the floor from the
recliner and received a five-tenths (.5) centimeter
(cm) laceration to the side of the left eyebrow
which was swallan, raised and bruissd. The Fall
Scene Investigation report also noted Resident

. #15 reported the laceration was busning.

Review of the nurse's notes for Resident #15,
dated 11/17/14 at 1:40 PM, revealed the nurse
informed the resident's physician of the resident's
3:20 AM (all, seven and one-half (7.5) hours after
the fall. Further reviaw of the note dated 11/17/14
at 2:25 PM revealed sterl sirips were applied at
that time 1o a five-tenths (.5) centimeter (cm)
laceration to Resident #15's left eyebrow. The
nurse also noted on 11/17/14 at 2:25 PM the
resident had a bruise on his/her left wrist.

Review of the Fali Scena Investigation, dated
12/15/14, revealed Resident #15 fell on 12/15/14
; at 11:20 PM. The resident reportad hitting his/her
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i right side pain and the physician was notifled at

: Assessment, dated DB/08/14, revezled the

head at the time of the fall and complained of
pain in the right shoulder. The Fall Scane
Investigation report indicated neurological checks
were initiated but no other treatmant given.

Reviaw of the nursing notes, dated 12/16/14 at
9:30 AM, ravaaled nursing staff notified the
resident's Advanced Practice Registered Nursa
(APRN) of the 1ail which had occurred at 11:20
FM on 12/15/14, tan (10) hours afier the fall,

Review of the Fall Scene Investigation report,
dated 12/17/14, revealed Resident #15 fell on
12/17/14 at 9:15 AM. The fall rapori stated the
resident was getting up to use the tailet and was
incontinent of urine at the time of the fall. The
resident recelved an abrasion to the mid uppar
back and a skin tear on the right albow about 1.8
cm long. The Nursing noles, dated 12/47/14 ai
10:40 AM, revealed Resident #15 complained of

that time of the fall which had occurred at 9:15
AM on that dale, one and one-half (1.5) hours.

3. Raview of tha clinical record for Resident #13
revealed the facility admitied the residant on
10/02/13 with diagnoses of Atrial Fibrillation,
Arthritis, Hypertension, Seizures, fron Daficlency
Anemia, Chronic Obstructive Pulmonary Disease |
(COPD), Diabetes, Thrombacytopenia, a history
of Desp Vein Thrombosis (DVT), a history of
Falls, and Generallzed Pruritus,

Review of the resident's most recent
Comprehensive Minimum Data Set (MDS)

resident triggered as a falls risk and did not
ambulate, but utilized a wheelchair for mobilliy.
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Review of the Quarterly MDS assessmaent, dated
10/28/14, revealed Resident #13 required the
assistance of one (1) staff member for transfers.
Review of Resident #13's Comprehansive Care
Plan revealed interventions for falls prevention,

Review of the Comprehansive Falls care plan
revealed that prior fo Resident #13's admission to
the facllity he/she had a history of crawling out of
his/her chair 10 the floor.

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

| Review of the resident's clinical record (nurses’
notas), revealed on 10/10/14 at 12:30 AM,
Resident #13 was found by staf! crawling on the
tloor mat beside histher bed, At 4:40 AM, after the i
resident was transferred by staf, per whaelchair,
ta the sitling area on the Orchard Unit, the

| resident’s wheelchair alarm sounded and he/she
| was found crawling on tha floor.

Further review of the nurses’ notes revealed, on
10/10/14 at 7:10 AM, Resident #13 was again i
found on the floor of the unit's day roomysitting | |
area. The resident was positionad on the floor
between his/her whesl chair and another chair.
The resident was assessed and a small
laceration {1-2 centimeaters) was found at the
back of histher head.

Review of the falls reports, dated 10/10/14 at
12:30 AM, al 4:40 AM, and at 7:10 AM, did not |
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reveal Resident #13's physiclan was immediately
notified of the falls that occurred at 12:30 AM and
4:40 AM, but was notifled at 7:10 AM afier the
third fall when a lacerallon wasa found on the back
of the resident's head.

Further review of Resident #13's Nursing Notes,
dated 12/15/14 and timed at 1:00 PM, revealed
the housekeeping supervigor called the nurse 1o
Rasident #13's room whers she found the
resident lying on the floor with a laceration above
the right eyebrow and a hematoma about the size
of a golf ball above the right eye. Nursing
dacumented the physiclans' call center was
notilied of the resident's fall at 2:00 PM, one (1)
hour after the fall.

interview with Licensed Practical Nurse (LPN)
#10, on 01/09/15 at 10:55 AM, ravealed she was
not sure what the facility policy directaed them to
do In regards to notifying the physiclan after a fail.

interview, on 01/08/15 at 3:00 PM, with the
Director af Nursing {DON) revealed he had nat
conducted any recent audits to determine if there
was a pattarn in the facllity of staff not notifying
the physician timely. The DON stated no plans
ware made to conduct or re-educate staff. The
DON stated he could not recall if not notifying
physlcians promptly was ever brought to the
Quality Assurance Committes as an Issus, He
stated the importance of notifying the physician
timely was o allow the physician the ability to
direct tha care of the resident.

Review of the Allegation of Compliance (AQC)
revealad the facility implemented the following
immediate steps to remove the Immediate

F 157
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Jeopardy:

1. The Meadical Director was notlfied of
Immediate Jeopardy and Incidents causing the
Immadiate Jeopardy on Thursday 01/08/15.

2. Arepresentative of the Goveming Bady
provided the Adminisiraior guidance and
education on physician and family notification,
supervision and investigation of falls, care plan
revisions and scheduled toilsting programs on
01/08/15 and 01/09/15.

3. Licensed nurses (DON, Staff Development
Caardinator, Risk Care Manager,
Restorativa/Wound Care Nurse, Minimum Data
Set Nurse, House Supervisor, two (2) Unit
Managers and a Staff Nurse) completed an audit

' on 01/10/15 for the one hundred eleven (111)
| residents currentty in the tacility. This inciuded
| 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 audht included a review of the fall evant
document for those who hat fallen for root cause
of the fall, interventions added to the care plans
at the time of the fall, times of scheduled toileting
program (if any), alarms utilized, care plans,
notifications made to the attending physician and
rasident’s responsible party and interventions
added after the audil was completed. An action
taken as a resuit of the audit includad
update/revision to care plans for eleven (11)
residents. that included reachars; toileting in sarty
moming hours; sensor pads; matiresses; and,
non-skid strips o the floor. In addition, one
resident's tolleting program was addressed as a
result of the 01/10/15 audi with changes to the

. iming of the lolleting program based on his/mer
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! ara In place and functioning property.

! inservice training on neurologlcal checks and

Continued From page 14
individualized needs.

4. The Medical Director met with the Director of
Nursing (DON) on 01/08/15 to review policies,
procedures and practices for physician
notification, root cause analysis of accidents,
Incidents and falls prevention, ravision of cara
plans and the scheduled toileting program,
Revisions were made to the policy, Accident and
incidents, for physiclan and responsible party
notification to Include notification to the physician
within thirty (30) minutes of a fall invelving head
injury or a fall which was not witnessed, Revision
was made to the policy, Falls Prevention, to
check safety devices each shift to ensure they

5. The procedurs for conducting neurclogical
checks was raviewad by the DON and the Steff
Development Coordinalor and all licensed nurses
provided education on that process on 01/10/15
through 01/13/15. The DON and the Staff
Development Coordinator conducted the

additional pen lights {used to conduct the
neurologlcal checks) were ordered by the DON
on 011215,

8. The MDS Coordinator, MDS Nurse, DON and
Risk Manager are respensibia for ensuring care
plans are complated/revised in a limety/accurate
manner. The care plans of residenis who have
failen would be reviewed weekly in a Standards of
Care mesting led by the MD'S Nurse and the
MDS Coordinator. In atlendanca at that meeting
are the Dietary Manager, Risk Manager, Social
Services Representalive and the Activity Director.
A raport would be generated In that meeting of all
fails, the review/revision of the residents' carae

F 157
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Continued From page 15

plans and any actions taken to address concems
which would include stalf education, staff
discipiine and care plan revisions to the Quality
Assessment and Assurance Commities manthly
from January 2015 - December 2015.

7. The DON and the Staff Development
Coordinator were provided training by the
Administrator on 01/09/15 on physiclan and
respansibla parly notification. The DON and the
Stafl Davalopment Coordinator initiated all
licensed nurses' and Certified Nursing Assistants*
(CNAj} training on 01/10/15 and continued that
tralning through 01/13/15. A total of one hundred
nineteen (119) staff had been trained by 9:30 PM
on 01/13/15 with one (1) remaining staff notified
they must recelve training by their supervisar prior
to returning to work. The training to all licensed
nurses and certified nursing assistants included:
work order process, care plans, certified nursing
assistant care sheels, proper use and types of
alarms, the scheduled toileting program
process/form to be used and proper completion
of the form. The licensed nurses received
training on: falls and proper process for
notificatfon of the resident's physician, the
responsible parly, the neurological check
pracess, the proper completion of the Event
Report Form, review/revision of care plans, root
cause analysis process, policy and procedure on
Accldents and Incidents, policy on Falls
Prevention, Neurological check protacol form and
the form used for the Scheduled Tollating
Program,

8. The Administrator provided training to the
Director of Nursing, the Risk Manager and :
therapy staff on 0112115 and 01/1315 regarding
the 14, policy and procedure revislons, processes |

F157
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of Falis Committee Meeting, quality assessment

and assurance committee role 1o ensure
compliance and develop further actions 1o ba
taken.

9. Three (3) notifications of residents’ whao fell

prior to 01/12/15 was made to the attending

physiclang and responsible party on 01/12/15 with

one (1) physiclan and the responsible party

notification of & falt which occurred on 01/13/15.
10. AFalls Committee was initiatad 01/12/15 to

raview fall Interventions, to raview

reviewed/revised care plans and to compiete root
cause analysis for falls during the meeting. The

Falls Commiltee is comprised of the

Administrator, the DON, a MDS Nurse, Social
Worker, Risk Cara Manager, Restorative/Wound

Cara Nurse and the Rehabilltation Services
Manager and meets Monday-Friday,

11. 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 toilsting program, the tolleting program
| a3 it relates to falis, review of the four day bowel
and bladder assessment process to note patterns
and lrands to develop an Individualized scheduled
toileting program for the resident, the process of
documentation on the tolleling program form and
tha creation of an audH tocl to audit the clinical
dacumentation relative to tha tolleting program,
monitor for patterns and trends of the tolleting
program and & system to report findings of the
audits to the Quality Assessment and Assurance

Commities.

12. The Restorative/Wound Cara Nurse would
audit the toileting program using the Scheduled

F 157
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Tolleting Audit tool. The toilsting program
documentation was o ensura accuracy and
compieteness of scheduled toileting programs.
The audtt would inciude completion of all fields on
the tolleting program document, issues noted,
trends noted, updates to the tolleting program
and her initlals, On 01/12/15 the
Restorative/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 one (1)
area ol concem. The Restorative/Wound Care
Nurse is to report identified concams with the
tolieting program ta the DON and the Quality
Assessment and Assurance Commitiee will
review and monitor those findings.

13. The facility will utilize the Quality

; Assessment and Assurance Committee 10 review,
evaluate and monitor for compliance with the
notification of physician/responsibie party,
revision of rasident care plans, toileting program
and accidents and supervision with the following
documents to be utilized: audis for falls, audits
of notification of resident's attending
physician/responsibile party, audits of care plans
addrassing falls and audits of toileting program.
The monthly meeting of the Quallty Assessment

and Assurance Committee to be held in February
2015 will be tha Initial meeting to review all of the
audit information. These mestings will continue |
monthly for the next calendar year and wilt review
the audit findings, assess the effectiveness of
Actions taken, revise actlon plans if necessary

and continue o monitor the specifics of alt fails
within the facility.

On 01/23/15, the State Survey Agency (SSA)
validated the facility's AOC prior 10 exit through

F 157
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obsarvation, interview and record revigw as |
follows:
1. Telephone interview with the Medical Director,

on 01/26/15 at 2:30 PM, post survey due to
leclure schedula and unavailability, revealed he
waa contacied by the Director of Nursing (DON})
on 01/08/15 ragarding the Immediate Jeopardy.
The Madical Director revealed he and the DON
discussed saveral issues In regard to the '
Immediate Jeopardy l.e. the cause of rasident i
falls, toileling issuesfoileting schedules, CNA
aducation, saview of residents' madications, use
of non-skid socks/shoes {(should aiways be
available) and lighting. He also revealed he and
the DON discussed ravision of the residents’ care
plans as necessary and the revislons needed for
facility policies; specifically Accidents/incidents,
Fail Preventich and the Toileting Program. The
Medical Diractor indicated he told the DON the
question should always be asked after a
resident's fall where the facility failed and what
should be done to prevent resident
falls/accldents. :

2. Review of the Administrator's notes from

taelephone conversation with a Governing Body
. represeniative revealed the representative
ratrained the Administrator on the nead to ensure
policies and pracedures were in place {process of
physiciandamily noification, supervision and falls,
care plan revisions and scheduled toileting
programs). Further review of the Administrator's
notas from telephone conversation with a
Gaovermning Body representative on 01/09/15
revealed the representative addressed the
process of root cause analysis which required
intense and in-depth questioning, record review,
' and resident, staff and wilness interviews, Also
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| conversation with a Governing Bady
| representative on 01/08/15 and 01/09/15 o

discusced during ths 01/09/15 training of the
Administrator by the Governing Bedy
representative was tracking and trending of all
falls and essurance audits are In place to ensure
processes are baing followed with concems !
idantified to be addressed in staff training.

interview with the Administrator, on 01/23/15 at
10:50 AM, revealad he had a telephone

include how to complete the process of
physician/family notification when a resident had
a fall, how to foliow the facility policy regarding
falls, care plan revisions, the scheduled toileting
programs, and the process in-depth root cause
analysls,

3. Review of the Resident Audit for Immediate
Jeopardy January 2015 document revealed cne
hundred-eleven (111) residents {census of
01/10/15) were reviewed for falls in the past three
(3) months-datestime/root cause; Interventions
addad at time of fafi, scheduled toileting and
times, alarms typeflocation/ 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
Resident C's individualizad toileting program
revealed it had heen revised as a result of the
audit on 01/10/15 with changes 1o reflect a time
frame for toileting of 3:00 AM - 5:00 AM as the
resident had fallen during those hours whan
attempling to self toilet,

Interview with the DON on 01/23/15 at 10:00 AM
revealed he was involved in the audit of all
residents' charts who were In the facility on
01/10/15 to review all falls within the past three
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION

TAG AEGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 157 | Continued From page 19 F 157

IAM CMS-2587(02-08) Pravious Versions Obsoleta Evenl ID:CNWwW1)

Faeility 1D: 1000374 If cantinuation sheet Page 20 of 148




From:Green Meadows Health Care Ctr. 502 955 7395 02/27/2015 18:16 #950 P.026/153

PRINTED: 02/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
NTER R CARE & MEDICAID SERVICES OMB NO. D938-
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLANOF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185464 8. WING 01/23/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE o
310 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047
(X4) 1D SUMMARY STATEMENT OF DERICIENCIES o FROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGW.ATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$3-AEFERENCED TO THE APPROPRIATE DATE
DERICIENCY)
F 157 | Continued From page 20 . F157

(3) months in regard-dateftime/root causa, |
intesventions added at time of fall, scheduled
tolleting and times, alarms typefocation/ care
. plan updated at time of fall and any interventions
added at time of audit, l

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

4:32 PM, revealed she was involved in the review |
of residents’ falls for the past three (3) months
that included the current census of one hundred
and eleven {111} residents on 01/10/15 and the
review covered the date/time/root cause,
Interventions added at time of fall, scheduled
toileting and timas, alarms typeflocation/ care
plan updated at time of fall and any Interventions
added at lime of audit.

Interview with the Minimum Data Set nurse, on
01/23/15 at 3:44 PM, the Restorative/Wound
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 Stait i
Development Coordinator, on 01/23/15 at 5:30
. PM, revealed they had all been involved in the
, audit of the facility residents on 01/10/15 to
review ail falls within the past three (3) months in ’
regard-dateftime/root cause, interventions added
at time of fall, scheduled tolleting and times,
alarms type/location/ care plan updated at time of
fall and any interventions added at time of audit,
Record review of one resldant's individualized
tolleting program revesaled it had been revised as
a result of the audit on 01/10/15 with changes to
reflect a ime frame for lolieting of 3:00 AM - 5:00
AM as the resident has fallen during those hours
when attempting to self toilat,

4. Review of the palicy, Accident and Incidents,
| on 01/23/15 at 9:00 AM revealad it had been |

ORM CMZ-25087(D2-09) Previous Versions Obsolete Event ID: CNWW 11 Faciily I 100837TA i continuation sheet Page 21 of 148




From: Green Meadows Health Care Gtr. 502 955 7395 02/27/2015 18:16 #950 P.027/153

DEPARTMENT OF HEALTH AND HUMAN SERVICES PH'FDF!M:A?’Q!F"?'-%?E‘S
OM ;

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DERICIENCIES (1} PROVIDER/SUPPLIER/CUA X2} MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING

(X3) DATE SURVEY
COMPLETED

185464 B. WING
NAME OF PRGVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIF CODE

310 30XWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047

01/23/2015

[x4) 10 BUMMARY STAYEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CRUSE-REFERENCED TO THE APPROFRIATE DATE
; DEFICIENGY)
f

F 157 Continued From page 21 | F 157

revised to include notification to the physician
within thirty (30) minutes of a fall Involving head
injury or a fall which was not witnessed. Review
of the pelicy, Fails Pravention, on 01/23/15 at
9:10 AM, revealed it had been revised to include
the check of safety devices each shift to snsure
they are In place and functioning properly.

interview with the Adminlstrator and the DON, on
01/23/15 at 10:05 AM, revealed they had met with
the Medical Diractor on 01/08/15 to review
policies, procedures and practices for physician
notification, root cause analysis of accidants,
incidents and falls prevention, revision of care
plans and the scheduied taileting program and
they made revisions to the Falls Prevention and
the Accident and Incidents policies. f

Observatlon, on 01/22/15 at 10:40 AM, revealed
Residem #25 had an alarm on the whealchalr as
care planned and on 01/22/15 at 1:00 PM,
Resident #25 was seated in the wheelchair with

i an alarm on the whaelchair. Observation of
Resident #27, on 01/23/15 at 8:15 AM and 1:25
PM, revealed an alarm on the resident's
wheeichair.

Review of the record for Resldent #25 revealed
the resident's alarm had been checked on day I
shift per facility policy and was functioning and
review of Resident #27's record revealed the |
resident’s alarm had been checked on the day
shift per facility policy and was functioning.

5. Review, on 01/23/15 at 10:13 AM, of the
content for an inservice to licensed nuraing staft
on 01/10/15 revealed the procedure for
conducting neurological checks was reviewed by
the Dirsctor of Nurses and Staff Development ~ |
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with the nurses and thay were informed of
additlonal pen lights {used during the neurological
checks) being avallabie in the faciilty on alt of the
crash carts. Review of two (2) medical supply
company invoices on 01/23/15 revealed
additional pan lights had been ordered by the
Administrator for nurses to use during

neuroiogical checks.

Observation of a neurological chack 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 .
t practices and followed the facility's retraining for |
nurses on neurological checks,

intarview with LPN #4, on 01/23/15 at 10:20 AM,
revesled she had been retrained on neurciogical
checks for residents with possible head injury
during a training provided to all licensed nurses
on 01/10/15 by the Staff Development
Coordinator and she knew pen lights were
available in the facllity on tha crash carts.

6. Interview with tha Activity Director, on 01/23/15
at 3:50 PM, revealed sha had been present on
01/2115 in a Standards of Care meeting and had
baen involved in the review and ravision ol care
plans for residents who had fallen,

interview wilh the MDS Coordinater, on 01/23/15
at 3:44 PM, revealed she was involved in the

' Standards of Care meetings weekly, on 01/21/15
;and in the reviaw or revislon of care plans for

' resldents who had fallen.

7. Intarview and record review with the DON, on
 01/2315 at 2:19 PM, revealed he was provided

. tralning by the Administrator on 01/09/15 on
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; and the Restorative Nurse, on 01/23/15 at 3:55
" PM, revealed she had been trained on

! resident alarms and the scheduled tolleting

physiclan/responsgible party notification after a
resident's fall. He ravealed he and the Staff
Development Coardinator began on 01/10/15 an
all nursing staff training regarding the
physician/responalble party notification after a

resident's fall, and continued through 01/13/15. A
raview of in-service iraining records on 01/23/15 X
revealed one hundred nineteen (119) staff had
been trained by 3:3C PM on 01/13/15 as
cross-raferenced with the faciity human resource
department staif roster. The training also
includad: work order process; care plans; cartitied
nursing assistant cara sheets; proper usa and
types of alarme; the scheduled telleting program
process/fform to be used and proper completion
af the form. The licensed nurses received training
on: {alls and proper process for notification of the
resident's physician; the responsible party; the
naurolegical check procass; the proper
completion of the Evant Report Form:
review/revislon of care plans; rool cause anaiysis
proceas; policy and procedure on Accidents and
incidents; policy on Falls Prevention; Naurclogical
chack protocol form and the form used for the
Schedufed Toileting Program.

Interview with LPN #1, on 01/23/15 at 1:40 PM

physiclan/responsible party notification regarding
a resident fall, care planning, event reports,
scheduled toileting program/our (4) day
bowelbladder irending/proper documentation on
01/10/15 at 9:00 AM,

Intarview with CNA #11, on 01/23/15 at 1:50 PM,
ravealed she had been trained on maintenance
raquasts, CNA resident information sheets,
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! appropriate protocol to alert the maintenance

programs for residents on 01/12/15 at 10:45 PM.

Interviaw with CNA #12, on 01/23/15 at 1:50 PM,
revealed she had been trained on how to fill out
the tolleting program documentation, how to
raport any maintenance issues, the necessity to
check alarms on any residents, to answer call
lights timely and to report any concerns
immediately.

8. Review, on 01/23/15, of a therapy education
atiendance form and an administrative staff
in-servica training record each datad 01/13/15
revealad therapy staff and administrative staff
had bean trained by the Adminlistrator on

department of safety issues and maintenance
requests and a summary of the 1J received on
01/08/15.

Interview with the Business Office Manager, on
01/23/15 at 5:10 PM, revealed she received an
in-garvice regarding the Immecdlate Jeopardy
notiflcation and tha ramifications of same. She
stated the in-service includad reporting
maintenance concemns and how the facility was
doing root causs analysis during the meming
meeting.

Interviaw with a Certifled Qccupationat Therapy
Alde, on 01/23/15 at 4:50 PM, revealed he
received an insarvice shout the Immediate
Jeopardy, the Falls Prevention policy and root
cause analysis among other resident falls
concems lika the toileting program and all was
prasented by the Administrator. i

9. Review of the nursing notes for Hesident #23
and Unsampled Residants B, and C revealed the
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attending physiclan and responsible party wera
notified on 01/12/15 of falls prior to that date and
for Unsempled Resident D the attending
physician and responsible party was notified on
01/1315 of a tall which occurred on 01/13/15.

Interview with the DON, on 01/23/15 at 2:19 PM,
revealed three (3) residents were discovered on
01/12/15 1o need physicianfam ity notifications of
falls which occurred prior fo 01/12/15and a
physiclantamily notilication was made on
01/13/15 regarding & fall on that data all due lo
implementation of a ravised notification system.

10. AFalls Commiltee meeting attendees sign-in *
sheel was reviewed on 01/23/15 which indicated |
the Administrator, the DON, the MDS ;
Coordinator, Social Sarvices #2, the Risk Care
Manager and the Rastorative/Wound Care Nurse
were present at a meeting on 01/12/15 to review
residents who had falls,

Interview with the DON on 01/23/15 at 2:19 PM
indicated the residents who were reviewed for
falls at the 01/12/15 Falls Committee meeting
were Resldent #23 and Unsampled Residents B
andC,

11. Interview with the Restorative Nurse, on
01/23/15 at 3:55 PM, revealed she was trained by
the DON, on 01/10/15 at 9:00 AM, on
physician/responsible party notification regarding
a resident fall, care planning, event reports, and
scheduled toileting program/four (4) day
bowel/bladder trending/proper documentation.
She stated shs had been made aware of the
Immedlate Jeopardy and the implications of the
Immediate Jeopardy on 01/08/15, but she didn't

remember i she signed an attendance shaet for

‘ORM CMS-2567(02-89) Pravicus Vertions Obsolis

Event ID: CNWW11

Facility 10r: 100837A Hicontinuation sheet Page 26 of 148

e'--s e ® v




From: Green Meadows Health Care Ctr.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

ENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {Xt) PROVIDER/SUPPLIER/CLIA
AND PLAT OF CORRECTION IDENTIRICATION NUMBER:

502 955 7395

02/27/2015 18:17

#950 P.032/153

PRINTED: 02/06/2015
FORM APPROVED
COMB NQ. 0938-0391

185464

B. WING

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

01/23/2015

NAME OF PROVIDER OR SUPPLIER
GREEN MEADOWS HEALTH CARE CENTER 1

STREET ADDRESS, CITY, STATE, ZIP CODE
310 BOXWOOD RUN ROAD
MOUNT WASHINGTON, KY 40047

l4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

DEFICIENGY)

PROVIDER'S PLAN OF CORRECTION xs)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CRAOSS-REFERENCED TO THE APPRGPRIATE DATE

F 157!

Conlinued From page 26
that date on 01/12/15.

Review of in-servica tralning records revealed the

: Restorative Nurse signad a training racord on

01/09/15 (no time), on 01/10/15 at 9:00 AM and
on 01/12/15 (no time).

12. Interview with the Reslorativa Nurse, on
01/2315 at 3:55 PM, revealed she would use the
Echeduled Tolleting Audit tool to ensure accuracy
and complateness of schaduled toileting
programs Monday-Friday. She stated the audit
wauld include completion of al! flelds on the
toileting program document, Issues noted, trends
noted, updates fo the toileting program and her
Initials. She indicated she had completed an
audit of twenty-nine (29) clinical records on
0112115 finding one (1) area of concern and she
audited twenty-eight {28) clinlcal records on
01/13N15 finding ane (1) area of concamn. The
Resiorative Nurse revealed she would report to
the DON each moming Monday-Friday any
cancerns she had identified fram the audits and
he would tollow-up on them. She stated she
would also report her findings to the Quality
Assessment and Assurance Cominittee monthly
and the committee would review and monitor
those findings.

Review of the scheduled tcileting audit far
Januery 2015 revealed the audit was started on
01/12/15 and was completed to 01/23/15.

13. Interview with the Administrator on 01/23/15
at 5:23 PM revealed the facility ulllizad the Quality
Assessment and Assurance Committes to review,
evaluate and monitor for compliance with the
notification of physiclan/responsible party,
revision of resident care plans, toileting program

F 157
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and accidents and supervision with the follawing
documenis to be ulilized: audits for falfs, audits
of notification of resident's attending
physicianfresponsible party, audits of care plans
addressing falls and audits of toileting program.
The monthly meeting of the Quality Assessment
and Assurance Committee to be held in February
2015 will be the initlal meeting to 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, revisa action plans if necessary
and continue to monitor the specifics of all falls
within the facllity,
Interview with the Director of Nursing, on
01/2315 at 3:26 PM, revealed the Quality
Assurance Committee met and discussed
resldent charts, cars plang, falls, and risk factors,
, As an example, Resldent #13 was reviewed, with
changes made 1o the case plan for a Gerichalr for
comfort and salety, and an OT evaluation for
Lol o 02/25/15
F 241 483.15(a) DIGNITY AND RESPECT OF F 241 (1. What corrective action will be
S8=G | INDIVIDUALITY accomplished for those residents found to
have been affected by the deficient practice?
The facilty must promole care for residents in a Unit Manager responded to Resident #3's
manner and in an envlrc!nrnent that maintains or needs on 01707/15. An assessment for a
enhances each resident's dignity and respect in turning schedule was completed, care
full recogpnition of his or her individuality. planned and implemented on 09/08/14.
LPN #5 was provided education on the need
This REQUIREMENT is not mat as evidenced to respond to resident care needs in a
by: dignified end prompt manner and address
Based on observation, interview and record their needs or delegate another staff member
review, it was determined the facility failed 1o to address the resident’s needs, Education
ensure residents recelved care in a dignified was provided to LPN #5 by the Unit
manner for ona (1) of thirty-two (32) sampled i
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and accidents and supervision with the tollowing

documents to be utilized: audits for falls, audits !
of notification of resident's attending
physician/responsible party, audits of care plans
addrassing falls and audits of \oileting program.
The monthly mesting of the Quallty Assessment
and Assurance Commiitee to be hald in February
2015 will be the Initial meeting o review all of the
audit informaticn. These mestings will continue
monthly for the next calender year and will review
the audit findings, assass tha effactiveness of
actlons taken, revise action plans if necessary
and cantinue to monHar the specifics of all talls
within the facllity.

interview with the Director of Nursing, on
01/23/15 at 3:26 PM, revealed the Quality
Assurance Committee met and discussed
rasident charts, care plans, falls, and risk faclors,
: Ag an example, Resldent #13 was reviewed, with
changes made to the care plan lor a Gerichair for
comfort and safety, and an OT evaluation for

talls,
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241}1. What corrective action will be e
S5=G | INDIVIDUALITY accomplished for those residents found to
! have been affected by the deficient practice?
manner and n 2 envionment that melntains o Unit Managersesponded o Resident 13
enhances each resident's dignity and respect in ;mds on ohl lg:fls‘wn:m ““Is ’tm;m 2“ :
{uli recognition of his or her individuality. rrning seneciie was completed an
implemented.
LPN #5 was provided education on the need
This REQUIREMENT is not met as evidenced to respond to resident care needsina
by: dignified and prompt manner snd address
Based on observation, interview and record their needs or delegate another staff member
review, it was determined the facility failed to to address the resident’s needs. Education
snsure residents received care in a dignified was provided to LPN #5 by the Unit
manner for one (1) of thirty-two (32) sampled g
i
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residents (Resident #3). Licensad 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 him/Mer given direction on how to review and
| with repositioning for twenty-three (23) minutes revise care plans as needed.
; while she passed medications next to and down ;
L ke Bl L L 2. How the facility will identify other .
The findings include: residents having the potential to be i
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 a timely and
the facility admitted the resident on 02/22/10 with dignified manner.
diagnoses of Carebral Palsy, Pressure Ulcer,
_?P";:l's’m:'&- Bml‘:nelss’ Sie::-“::- a":’ﬂlj’iﬂ:“ﬂ'y 3. What measures will be put into place
ract infaction. Revlew of tha Annual Minimum .
Data Set (MDS) Assessment, dated 03/21/14, o ":“"f"f"""ﬁ‘.’ "‘“.‘ff o enare, that
and the Quarterty MDS Assessment, dated the 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
' bed mobility, range of motion limitation In lower resident's requests in an appropriate,
extremilies, and use of psychotrapic medication. timely and dignified manner. This
The resident was aseessed to be at risk for falis, education was provided by the Staff
Review of the Comprahansive Care Plan for Development Coordinator on 02/13/15.
Hesident #3 revealed the facility developed a care
plan on 03/02/10, with updated goais and target The Risk Care Manager will observe
dales for 02/14/15. Problems on the care plan staff's response to resident care needs
Inciuded the Potantla:' for Falls and Potential for once a day Monday through Friday on
Injury related to psychotropic medication use, . . ;
Selzures, Biindness, Cerebral Palsy, Paraplegia, ! th.c §002m. to 2_'00 p-m. A
Director of Nursing will observe staff's
and Spina Bifida, ;
response to resident care needs once a
Review of the Minimum Data Set (MDS), dated day on Monday through Friday on the
11/14/14, revealed the facility 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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F 241 Continued From page 29 " Faé Conlf'm..led fron.m page 29 .
(BIMS) with a scors of twelve (12) reflecting Administrator in the DON’s absence,
minimal cognitive impairment. will observe staff's response to resident
care needs, The House Supervisor
Observations on 01/07/15 from 7:50 AM 10 B:13 Licensed Nurse will observe staff's
AM, revalala:! L';‘N fg d'td#gm provg.!e ::;qbuaie i response to resident care needs on all
supervision for Resident #3 as eviden ¥ .
Resident #3 pleas for help went unanswered. three (3) shifts on the weekends. The
Obsarvation of Licensed Practical Nurse (LPN) House Supervisor Licensed Nurse will
#5 on 01/07/15 at 7:50 AM, revealed she was at abserve staff’s response to resident care
the medication cart near Resident #3's room. nceds on Monday through Friday on the
Resident #3 yalled from his/her room, *Help me 10:00 p.m. to 6:00 a.m. shift. The
please, somecne help, | don't like laying on this abservations will include activated call -
side, halp, hey help.* LPN #5 pushed the liohts all §i dal i
medication cart down the hall and prepared ights, emergency call lights and alarms.
madications to be administered. Resident #3 Staff's response will be abserved and
continued to yell, “Please will you do i, | dan'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
E';? end °f|th° ha:I mdtI?e:I‘dant #3 yellad louder, such education. A total of twenty-five
pleiz:Ie" eg::;; 0: igwg .;nbz‘;:' ::tm kaldgmg (25) observations per month per shift
when | say | want to turn over, please come on." will be completed. !
LPN #5 continued with medicalion pass. 4 2 —
Resident #3 continued to yell, "Where you at? How the Jegillty plnaiio mo"ftar its
Hey. I'm not going to wait to tum over, please.” pe:fm:‘m;nce to ensure that solutions are
"Please somebody.* At 8:05 AM, LPN #5 was sustained?
observed beside Resident #3's room with the I Findi fth b 4 b
medication cart. Resident #3 yelied, *Please, | o i B R o
Pleasa. | want to lum over please.” LPN #5 | reported to the Quality Assessment and
X continued to prepare medication for Assurance Committee on a monthly basis
, dministration. At8:10 AM, LPN #5 was by the Risk Care Manager. The Quality
' observad in the room next o Rasident #3. Assessment and Assurance Committee
Resldent #3 yelled, "Please turn me over, please ‘will provide direction for any changes
come on now. Come on. | don't care. Please : 8
turn me over. | hurt. Please turn me over. Tum needed in response to observations/
me over.* Observation at 8:13 AM, revealed LPN ;ud:s and detelnni:; that staff edur;ation
. #5 was outside of Residen! #3's room and as been completed for any areas o
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 Resident #3 from the hailway
and walked into Resldent #3's room. LPN #5
continued past Resident #3's room without
entaring.

Interview with LPN #5, an 01/07/15 at 11:00 AM,
revealed when she got near Resident #3's room
to administer medication, sha heard the resident
call out, LPN #5 stated did not go Into the
rasident's room because tha UM went info the
resident's raom to assist. LPN #5 stated she was
not famillar with Resident #3's care plan,

Interview with Orchard UM, on 01/07/15 at 11:55
AM, revealed she went 1o speak to LPN #5
ragarding ancther resident and she heard
Resident #3 call oul for assistance, The UM
stated when she went into Resident #3's room:

| the resident was laying on hisfher side facing tha
door and the rasident asked to be turned. The
UM stated all staff was rasponsible for seeing to
the naeds of the residents. Further interview with

be tumed was not the usual behavior for the
rasident.

interview with the Director of Nursing (DON), on
1 01/08/15 at 10:15 AM, revealed he expected staff
to answer resident's call lights within five (5)
minutes, emergancy lights within three (3)
minutes and a resident's call for help
immediately. The DON further stated
twenty-three (23) minutes was too long for a
resident’s cry for assletance to go unanswered.
The DON stated call light audits were done
monthly and i issues were notad, they wara

discussed with staff during in-services.

F£241.

the UM revealed crying out in pain and begging to
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F 253 483.15(h)(2) HOUSEKEEPING & F 2531 1. What corrective action will be 02/25/15
SS=E | MAINTENANCE SERVICES accomplished for those residents found ta
have been affected by the deficient practice?

The faclity must provide housekesping and

maintenance sarvices necessary lo maintain a ]
sanitary, orderly, and comfortabie interior, Shower rooms on Cherry and Maple were |
thoroughly cleaned on 01/06/15andon

01/07/15 by the C.N.A.s and assigned

This REQUIREMENT is not met as evidenced Housekeepers. Shower stallsin Cherry
by: and Maple were professionally cleaned
Based on observation, Intarview, record review and repairs made on 01/16/15. The

and policy review, il was determined the facility
failed io provida the necessary maintenance and

cracks in the flooring of shower stall 1

housekeeping services to maintain a sanlitary, have been repaired. Door casings in the
ordarly and comforiable interior of the building as fourteen (14) rooms identified have been
evidenced by the shower rooms on the Cherry repaired by the Director of Maintenance
and Maple Lanes. Observations revealed the and Maintenance Assistant. Repairs to

showser stalls wera in disrepair and had a dark

substance in the grout work and wall seams. | these fourteen (14) rooms was completed

Random soiled items had been laft in the shower - on 02/18/2015.

stalls and on the floor of the Maple Lane shower

room. In addition, seraped, gouged woodwork - 2. How the facility will identify other

was observed an the door casings and ' residents having the potential to be affected
baseboards in fourteen (14) of sixty-one (61) | by the same deficient practice?

resident rooms throughout the facility. :

All residents of the facility have the

The tindings include:
' potential (o be affected should the facility

, Review of the facility's policy titled, “Bathrooms”, fail to provide the necessary maintenance
dalad.March 2009, ravaaled the bathrooms, and housekeeping services to maintain a
Including showera, commodes, atc., would be ! sanitary, orderly and comfortable interior
maintained in a clean and sanitary manner and ' of the buildi
would be cleaned daily and, also on an as of the builcing.
neaded basis.

' Inspection of the facility showers
Reviaw of a directive titled, Gresn Meadows currently in use was completed by the
Health Care: Response to Request for showar Director of Maintenance and Director of
Room cleaning Schedule, dated 01/08/14, Environmental Service on 01/08/2015,

revealed employees of Green Meadows
J_Enwimnmental Services Department wetre to 1

VAM CME-2567({02-99) Previous Varsions Obsoleta Event ID: CNWW11 Facility 1D; 100837A If continuation shest Page 32 of 148
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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 concerns that should be Environmental Services Supervisor on
immediately addressed for the safety and comfort 01/08/15.
of the residents. Shower rooms were {o be deep
cleaned between 2:00 PM and 3:00 PM dally and ! b b . I
the Cartilied Nursing Assistants (CNAs) wera 1o 3. What measures will be put into place or
inspect the shower rooms before taking a systemic changes made to ensure that the
resident into the rooms, CNAs were (o clean the deficient practice will not recur?
shower rooms after use by each individual !
rasident, The room andit form was reviewed and
i 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 three (3)
wet, solled wash cloths and an uncapped plastic
disposable razor on the floor of shower stalf #2. In

will be scheduled so that each resident room
fs audited at least once 2 month. An sudit

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

flooring, and a dark brown/black substance was  Department Heads and Administrative staff

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

floor, weeldy 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 black/brown substancs 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

ftoor of the shower room. Director of Maintenance for completing

repairs/replacements of all door casings and

; Observatlon, on 01/07/15 at 9:30 AM, ravealed a baseboards in resident rooms. All resident

, soiled shower chair (a yellow stain and an orange T
i ged door casings
substanca) in the shower room on Cherry Lane. repaired or replaced and baseboards painted
In addition, a black substance was observed by March 31. 2015

within the grout/caulk on tha shower stall fioors. y March 214, 2813,

4. How the fucility plans to monitor its

Interview, on 01/08/15 at 2:35 PM, during the ,
environmental tour with the Facility's performance to ensure that solutions are
Administrator, the Maintenance Director, and the

sustained?
Environmental Services Diractor, revealed fa q
housekeeping staff was to perform a thorough, The Director of Maintenance and '
“ORAM CMS-2587{02-09) Pravious Varsions Obsolate Event ID:CNWW11 Faciity I0: 1008374 if continuation sheet Paga 33 of 148
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dally cleaning of each shower room. Further, the Environmental Services Supervisor will
Environmental Services Director stated the together create a report and present to ‘
exposed opening where the shower unit was the Quality Assessment and Assurance
separated from the wall would be difficult to clean Committee which reflects actions that I

and should be repalred to enaure the shower stall

remained sanitary. in addition, the Administrator have been taken, tasks completed and a

stated the cracked, damaged tiles must be schedule of actions to be taken as a
repalred to prevent the growth and harborage of result of room audits completed. This
bacteria, and the grout work should be cleaned. report of audits will be presented once
The Administrator stated the direct care or a month for the calendar year 2015.
housekeeping staff should have disposad of the The Quality Assessment and Assurance

used razor; and, the soiled wat wash cloths

should have been picked up immediately as they Committee will provide guidance and

posed a trip or accident hazard for the residenis ensure action plans are created as

and/cr the stait. In addition, the soiled wet cloths, needed to ensure the facility’s interior is !
the opened disposabla razor, and the dark red maintained in a sanitary, orderly and -
color gtainad cotton ball posed a risk for blood . comfortable environment. :
borne pathogen transmission and cross

contemination,

Review of the facllity's policy, titlad Maintenance
and Repaire, dated March 2009, revealed the
facility was respensible for maintaining the interior
and exterior of the building at all imes. These
responsibilitles included maintaining the huilding

: In compliance with ledaral, state, and local laws,
and among thosa responsibilities the

' maintenance staff would provide small scala
remodeling and carpeniry when requirad.,

Qbservation, on 01/07/15 from 4:00-4:20 FM,
revealad gouged and dented areas with scraped
off paint on the door casings and base boards in
the tollowing resident rooms: 2, 3, 8, 9, 13, 186,

I 23, 29, 35, 37, 50, 58, 57, and 58.

i Intarview, on 01/0845 at 2:30 PM, with tha
l Administrator revealed lumber had been
| purchased in the fall of 2014 to replace/repair the | . ,
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damaged door casings and wood work in the '
ragidents’ rooms, The Adminisirator stated the
banged up/damaged woodwork in the rasidents’
rooms was nol ideal In appearance.
F 280 483.20(d)(3), 483.10{k)(2) RIGHT TO F 280{ 1. What corrective action will be 02/25/15
sS=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?
incompelent or otherwise found to be
incapachiated under the laws of the State, to
participate 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
g::‘i:r:&zv:;;t:; msﬂ':me;g :: aﬂ;?by - the Governing Body provided the |
interdisciplinary team, that includes the attending Admxl{lstrator h wnth gl:;dmc.e and
physician, a ragistered nurse with responsibility education on p ysician and family
for the resident, and other apprapriate staff in notification, supervision and
disclplines as detarmined by the resident's needs, investigation of falls, care plan revisions
and, io the extent practicable, the participation of and scheduled toileting program on
the resident, the resident’s family or the resident's 01/08/15 and 01/09/15. Licensed nurses

legal representative; and periodically reviewed

db of " {DON, Staff Development Coordinator,
::ghraa\g::ssgean{eam bl Risk Care Manager, Restorative/Wound

Care Nurse, Minimum Data Set Nurse,
House Supervisor, two (2) Unit
Managers and a Staff Nurse) completed
! an audit on 01/10/15 that included the

This REQUIREMENT is not met as evidenced affected residents. The audit included a
by: review of the fa)l event document for
Based on Interview, racord review and review of those who had fallen for root cause of the
the facllity's policy, it was determined the facility ! fall, interventions added to the care plans

falled to have an effective system in placa to at the time of the fall, times of scheduled
| ensure cara plans were individualized based on toileting {if any), alarms utilized, care
' rasident assessmants and failed to ensure plans, notifications made to the

|
l e i attending physician and resident's
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F 280, Continued From page 35 | F 280|Contined from page t
l intervenlions that prevented additional falls after | 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 audit included
and #20). (Reler to F323) .
update/revision to care plans and changes
Resident #20 had sustained a total of seven (7) to the timing of the f‘?ﬂeﬁﬂg program
falls from 06/10/14 through 12/14/14. Review of based on the resident’s needs. The
the resident's Nursing Care Plan for falis, dated * Medical Director met with the Director of
05/21/14, revealed the pre-printed care plan Nurssing (DON) on 01/08/15 to review
interventlons did nat reflect the facilly had | policies, procedures and practices for

providad direction to staff to increase Resident

#20's supervision or provide assistive devices physician notification, root cause analysis

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

#20 lalt and sustained a hematoma to the head, prevention, revision of care plans and the
The resident felt again on 12/14/14 and hit hisher scheduled toileting program. Revisions
head excerbating the Injury received on 12/10/14, were made to the policy, Accident and
The resident was transtermed to the hospital after Incidents for physician and responsible

a decline In consciousnass and subsequently

expired on 12/16/14 party notification to include notification

to the physician within thirty {30)

Resident #15's care plan was not ravised with minutes of a fall involving head injury or
new interventions after the resident sustained a fall which was not witnessed. Revision
falls on 11/17]14, 12/15/14 and on 12/17/14, was made to thc policyl Falls Prcvent.ion,

to check safety devices each shift to ensure

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

new intarventions afier the resident was found

crawling on the floor on 10/10/14 on three (3) properly. The procedure for conducting
separate occasions. neurological checks was revised by the
DON and the Staff Development
Resident #17's care plan was not revised with Coordinator and all licensed nurses
new interventions after the resident sustained provided education on that process on

falls on 08/18/14, 12/20/14, or on 12/25/14. ' 01/10/15 through 01/13/15. The DON

Resident #8's care plan was not ravised after a and Staff Development Coordinator
fall on 12/28/14 with new interventions. conducted the inservice training on
neurological checks and additional pen
Tlhﬂ 'a"?"W;fﬂiﬂum "_’dha‘:e an etlfecti\;e system in lights {used to conduct the neurological
placa for revising resident care plans to ensure d
safety after falls has caused or is likely {o cause L P o LT
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serious injury, harm, impairment or death to a
resident. The Immediate Jeopardy was identified
on 01/08/15 and determined to exist on 12/10/14.

An acceptable Allegation of Compliance (ADC)
was received on 01/20/15 alleging the immediate
Jeaopardy was removed on 01/14/15. The State
Survey Agency validated the Immaediate Jeopardy
was removed on 01/14/15 as alleged, prior to exit
on 01/23/16. The scope and severity was lowered
to an “E* while the facility monitors tha
implementation of the Plan of Correction (POC)
and the facility's Quality Assurance monitors the
effectiveness of the systemic changes.

The findings include:

Heview of the facility's palicy regarding
Comprehensive Care Plans, dated July, 2009,
revealed &l care plans would be reviewed and
updated quarterly or as needed by the
interdisciplinary {eam.

1. Review of the closed clinical record for
' Resident #20 revealed the facility admitted the

Thrambosis, Alzheimer's, and Galt Ataxia,
Resident #20 also had a history of falls and
continued to recsive blood thinning medication to
prevent a reoccurrance of a Deep Vein

l Thrombosis.

Review of Resldent #20's Admission Minimum
Data Set (MDS), dated 05/28/14, revealed the
facility assessed the resident with Brief Interview
for Mental Stalus and determined the resident
scored an gight (8) out of fifteen (15) moderate

| cognitive impairment. The facility further

' resident on 05/21/14 with diagnoses of Deep Vein '

; assessed the resident as extensive assistance

+ Development Coardinator initiated all

101/12/15, The MDS Coordinator, MDS

| Assistants' (CNA) training on 01/10/15

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. A report would be generated in
that meeting of all falls, the review/
revision of the residents’ care plans and
any actions taken to address concerns
which would include staff education, staff
discipline and care plan revisions to the
the Quality Assesstnent and Assurance
Committee monthly from January 2015 -
December 2015. The DON and the Staff
Development Coordinator were provided
training by the Administrator on
01/09/15 on physician and responsible
party notification. The DON and Staff

licensed nurses’ and Certified Nursing

and continued that training through
01/13/15. All staff have been trained,
The training to all licensed nurses and
certified nursing assistants included:
work order process, care plans, certified
nursing assistant care sheets, proper use
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with two plus persons for bed mobility; transfers;
ambulation; and, locomotion. The resident's
balance was not steady and was only able %o
stabilize with staff assistance. In addition, the
resident sustained falls one month prior to
admisslon, Reviaw of the CAT worksheet for
Falls, dated 05/28/14, revealed the residant had
impaired balance during transitlons and required
human assistance for iransitions. Tha resident

had a diagnosis of Alzheimer with cognitive
impairment and Ostecarthritis and hard of
hearing. Thase factors all increase risk for falls.
The resident was also noted wandaring
throughout the facility. Undar the notes section
revealed sensor alarms were being utllized to
alert the staff should resident attempt to rise
unassisted.

Review of he comprehensive care plan for
Resident #20, dated 05/29/14, revealed a
potential for falis related to a history of falls,
medicalion use, cognition and immability.
Interventions stated & sensor alarm to bed and
chalr as ordered; notify appropriate parlies if fall
occurs; give resident verbal reminders not to
ambulate or transfer without assistance; propserly
fitting non-skid shoes for ambulation; and,
environment free of clutter.

Review of the Quartarly Minimum Data Set
{MDS) assessment, completed on 11/07/14,
revealed the facllity assessed the resident as not
staady on his/her feet and required extensive

assistancs from staff to toilet, walk, and bathe. A

Brief Intarview for Mantal Status (BIMS) was
conducted during the assessment and the
resldent scored an elght (B) out of fifteen (15)
indicating moderate cognitive impairmant.
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and types of alarms, the scheduled
toileting program process/form to be used
and proper completion of the form. The
licensed nusrses received tralning on: falls
and proper process for notification of the
resident's physician, the responsible party,
the neurological 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 protocal
form and the forms 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 1}, policy and
procedure revisions, process of Falls
Committee Meeting, quality assessment
and assurance committee role to ensure
compliance and develop further actions to
be taken. Three (3) notifications of
residents’ who fell prior ta 01/12/15 was
made to the attending physicians and
responsible party on 01/12/15 with one
(1) physician and the responsible party
notification of a fall which occurred on
01/13/15. A Falls Committee was
initiated 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 3
Falls Committee is comprised of the
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On 12/14/14, Resident #20 was in the closat, Administrator, the DON, a MDS Nurse, |
looldng tf;r a change of clothing with a brief Social Service Representative, Risk Care
g&?tl:)rcl:ks :’ha:'gggr‘::tll?e H?;‘;?;g‘i:‘eﬁe#: the Manager, Restorative/Wound Care Nurse
nurss startlad the resident upaon entry to ihe room anc the Meabllitation Services Manager
and caused the resident to fall and hit his/her or Therapy Representative and meets
head on the room mates foot board. Residant Monday - Friday. The DON provided
#20 sustained a deciine in consciousness and training to the Restorative/Wound Care
:fs irtergnsfo;r;;i Stz 2“' hospital where he/she Nurse on 01/08/15, 01/10/15 and 01/12/15
ety ) addressing the facility's scheduled toileting
Record review revealed Resident #20 had program, the tolleting program as it
sustained six (8) falls prior to the fall on 12/14/14. relates to falls, review of the four-day
However, review of the resident's bowel and bladder assessment process to
Nursing Care Plan for lalis, dated 05/21/14, note patterns and trends 1o develop an
?l::%lted :'Iwct p{:—p'nn::?g’ ;:‘ar: planI intervantions individualized scheduled toileting
reflact tha fac ad provided direction to i
staf! to increase Resldent #20’:"3 supervision or program for.‘he rwdent'. th? process of
provide assistive devices after Resident #20's six documentation on the toileting program
(6) fail episodes on 06/10/14, 06/11/14, 08/09/1 4, form and the creation of an andit tool to
08/08/14, 10/20/14 and 12/10/14. audit the clinical documentation relative
to the toileting program, monitor for
Review of the Fall Scene Investigation repont, patterns and trends of the toileting
dated 06/11/14, revealed the resident slipped and d tem t 1t findi
fell after trying 1o ambulate alone, The report program a.n S.eysient c: feport incings
revealed the Director of Nursing (DON), of the audits to the Quality Assessment
Administrator (ADM) and Risk Manager (RM) did and Assurance Committee. The
not meet regarding the fali until 06/20/14 (rine Restorative/Wound Care Nurse would
days later) and mede no recommendations to audit the toileting program using the
change or revise Resldent #20's plan of cars. Scheduled Toileting Audit tool. The
Review of the Fall Scene Investigation repor, toileting program documentation was to
dated 08/09/14, revealed Residant #20's fall was (LS T O
due to non-compliance with care and the resident scheduled toileting programs. The audit
was experiencing intermittent confusion. Heview would include completion of all fields on
of the Fall Scene Investigalion report, dated the toileting program document, issues
09/08/14, revealed Resident #20 fell reaching for noted, trends noted, updates to the '
a trash can. The DON, ADM and RM met on toil t" a'd her initials. O
09/11/14 regarding the falls on 08/09/14 and e sy
01/12/15 the Restorative/Wound Care
ORM CMS-2587(02-05) Pravious Versions Otisolete Event ID:CNWW11 Fucifty iD: 1006374
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| 08/08/14 but the resident's care plan was not
ravised to address these falls.

Review of the Fall Scene Investigation report,
dated 10/20/14, revealed the DON, ADM and M
met on 10/31/14 regarding the fall on 10/20/14
and thera was no evidence on tha form that the
DON or ADM had made any additional
recommendations or provided direction to change
the plan of care.

Review of Resident #20's pravious Fall Scene
Investigation report, dated 12/10/14, revesled the
resident fell at 5:30 AM, and was found by staff
on the floor with the bed alarm not sounding. The
- resident sustained a hematoma that was dark
purple in color to the teft side of the head and to
the right thumb. The report stated staff witnessed
the resident trying to silence the bed alarm after
altempting an unsate transfer earlier In the shiit.
Further review of the Fall Scene Investigation
report revealed it did not Indicate nursing had
Increased resident supervision to monitor for bad
I alarm manipufation or unsafe transfers prior to
the fall.

Continued review of the Fall Scene Invastigation
report, dated 12/10/14, revealed the root cause of
the fail was the resident had attempted an unsale
transfer and tumed off the alarm. Previously in
the shift the resident attempted an unsafe
transfer and tried to figure out how to tum off the
alarm. The DON, ADM and Risk Manager RM
met regarding the fall on 12/19/14 and there was
no evidenca on the form that the DON or ADM
had made recommendatlons or provided direction

to change the plan of care.

2. Review of the ciinical record for Resident #15 |

F 280

Continued from page 39

Nurse audited twenty-nine (29) clinical
records finding one (1) area of concern
and on 01/13/15 she audited twenty-eight
(28) clinical records finding one (1) area
of concern. The Restorative/Wound Care
Nurse is to report identified concerns
with the toileting program to the DON
and the Quality Assessment and
Assurance Commiltee will review and
monitor these findings. The facility will
utilize the Quality Assessment and
Assurance Committee to 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: audit for falls,
asudits of notification of resident's
attending physician/responsible party,
audits of care plans addressing falls and

| audits of toileting program. The monthly
. meeting of the Quality Assessment and
Assurance Committee to be held in
February 2015 will 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
actjons taken, revise action plans if
necessary and continue to monitor the
specifics of all falls within the facility.
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revealad the facility admitted the resident on o )
08/18/13, with diagnoses of Demsntia, Anemia, 2. How the facility will identify other
Ostaoarthritis, and Bladder Disorder. Further residents having the potential to be affected
review revealed Resident #15 had a history of by the same deficient practice?

lalls and was receiving antl-depressant and :
antl-anxiety medications to treat sympioms of

All residents of the facility have the

Deprassion and Anxiaty. potential to be affected should the facility's
Review of the quarterty Minimum Data Sat {MDS} system to ensure care plans were
assesament, completed on 12/02/14, revealed individualized based on resident
the resident wa:a not steady o? hismher f:enst and assessments and revisions with
needed exlensive agsistance from siaff to toilet, : ; ¢ revent additonal
vl snsorana v, Tha DS otr e e
revealed slaff could not conduct a Brief Interview allersu 8

| for Mental Status (BIMS) due 1o the resident . .
having short-term and long-term memory 3. What measures will be put into place or
problems which affected his/her ability to make systemic changes made to ensure that the
decislons and fallow cues. The facility deficient practice will not recur?

detarmined the residant raquired supervision in i
daily decision making.

The facility has implemented a Falls

Foview of tha Comprehensiva Care Plan, dated | Committee Meeting that is held Monday
07/15/14, revealed a history of fails with polential through Friday, The Falls Committee was
for reaccurring talls related to medication usa, initiated 01/12/15. The Falls Committee
cognition, immobility and advancing Dementia. reviews the Event Report Document,

interventions, not dated, stated the staff was to

i t's clinical record, the
notify appropriate partles if fall oceurs; activity reviews the resident’s clinical re

care plan for Individual interests; sensor alarm: resident’s care plan and the CN.A. care ;
hon-skid strips 1o bed side; verbal reminders not sheet. Fall interventions are reviewed as
to ambulate or transfer without assistance; is the reviewed/revised care plans and
properly fitting non-skid soled shoes for further root cause analysis for falls is
ambuistion; and, environment fres of clutter, completed during the meeting. The Falls

i ised of th
Review of the Fall Scene Investigation report, Commitee is comprised of the

dated 06/2914, revealed Reskiant #15 Administratar, the DON, a MDS lI:Iurse.
experienced a non-injury fall on 06/29/14 at 4:25 Social Service ch::escntanve. Risk Care
PM. The investigation repart revealed the Manager, Restorative/Wound Care Nurse
rasident was trying to get up to go 1o the . and the Rehabilitation Services Manager.
bathroom. Staff left blank the section of the
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investigation repon iitled Additional Care Additionally the facility has initiated a
Plans/Care Sheet Updatas. Daily Quality Assessment Performance |
Improvement (QAPI)/Interdisciplinary
Review of Resident #15's Care Plan, dated Team (IDT) meeting that is held Monday

07/1814, revaaled the facility did not ravise the

plan of care after the (ail through Friday where residents who are

new admissions, hospitalizations, re-

Review of the Fall Scena Investigation repont, admissions, h‘ave' had event reports, state
daled 9/15/14, rovealed Resident #15 reportables, significant changes in
experienced & non-injury fall on 9/45/14 at 7:00 ! treatments and conditions have their

Ptlr' Thle 'at" re;:?rt s';“?d the res:ld:ntbw;s clinical records, care plans and CN.A.
attempting to self-ambulate out of the bathroom i

when the resident fell backward onto histher | care 51“;“ b;ought t:l:;:;:::r:s tobe
buttocks. Staff entered a n/a (not applicable) in Rlaatal 1L T A e T .
the section of the investigation report titled | addressed during the meeting or an action

plan is developed for further action to be
taken. This team is comprised of the
Review of Resident #15's Care Plan, dated Administrator, Director of Nursing, Risk
07/18/14, ravealed the facility did not revise the linical Care Specialist,
ptan of care after the fall on 09/15/14 with Care Manager, Clinical Care Speci
intarventions that addressed supervision or

Additional Care Plans/Care Sheet Lipdates.

Social Services Representative,

actions to meet the care needs of the resident. Restorative/Wound Care Nurse, a MDS

Nurse and if applicable the Rehab Services
Review of the Fall Scene |nvestigation 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 repont stated stait had tound the

rasident sitting on the floor in the resident's The Standards of Care meeting continues

bedroom doorway without hissher wheel chalr, to be held once a week led by an MDS
walker, or glarmis. Further raview revealed the Nurse. In attendance at that meeting are
residant had a tab alarm to alert staff when rising. the Dietary Manager, Risk Manager,
After the fall on 10/31/14, nursing statf ordered ' Social Service Representative and the

the tab atarm to be placed on the hand rail next to Ty ] ; IGITTe
ihe tollet. No addilional interventions were added g‘ﬁu“w D"TOI if;::f;m;w F:J?:

1o the Plan of Care for supervision of tha resident LU LhY o
while toileting or walking after the fall on 10/31/14. Committee rather than the Standards o
Care meeting.

Review of the Fall Scana Investigation report,
dated 11/1714, revealed Resldent #15 fell an

“ORM CME-2567(02:90) Provicus Versions Obsciets Event ID:CNWW1T1 Faciity ID: 1008374 if continuation sheat Page 42 of 148
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11/17114 at 3:20 AM. The staff reporied the . )
resident was getting up from the recliner in the 4. How the facility plans to mam.tor its
common area to go to the toilet 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 Additional
Care Plans/Care Sheet Update section of the : §
: Members of the Falls Committee, Daily
:;rdr:r:t;led staff would continue using alarms as QAPY/IDT Team and Standards of Care
will work together to create a report to
Review of Rasident #15's Care Plan, dated the Quality Assessment and Assurance
07/18/14, revealed the facility did not revise the Committee on a monthly basis. The
plan of care afler the fall, on 11/17/14 with the Quality Assessment and
interventions that addressed supervision or :;i?:;:c C:;gn:ittt:c will be made
actions 1o meet the care needs of the resident. , monthly reflecting activities from
Review of the Fall Scane Investigation report, January 2015 through December 2015.
dated 12/17/14, revealed Resident #15 tell on
, 12/17114 at 9:15 AM. The fall report stated the
resident was getting up to use the foilet. The
resident recelved an abraslon to the mid upper .
back and a skin tear to the right elbow that was
about 1.8 cm long. The resident was Incontinent
of urine at the time of the fall. The Additional
Care Plans/Care Sheet Update part of the form
was crossed through,
1
Review of Resident #15's Care Plan, dated
07/15/14, revealed the care plan wes not revisad
after the rasident's fall on 12/17/14 to ensure the
residents toileting needs were met.
Review of the Fall Scene Investigation repor,
dated 12/24/14, reveaied Resldent #15 fell on
12/24/14 al 10:55 AM. The fall raport ravealad
Reslidont #15 was walking around the room,
making the bad, and was also incontinent of urine
at the time of the fall. The Additional Care Plan
Update section of the form was crossed through, '
ORM CMS-2587{02-0%) Previous Varsions Obsolels Event ID:CNWW1T1 Faciity 10; 100837A I continuation sheet Paga 43 of 148
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The Nurse's Notes for Resident #15, daled
12/24/14 al 10:55 AM, revsaled a sensor alarm to
the bad was found face down on the bed and was
not sounding.

Review of Resident #15's Care Plan, dated
07/15/14, revealed the staff did not revise the
care plan after the resident’s fall on 12/24/14 with
intarventions 1o increase supervision or that
addressed toileting needs,

Intarview 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
plan was not revised after the meeting.

3. Review of the clinical record for Residant #13
revealed the facllity admitted the resident on
10/02/13 with diagnases of Atrial Fibrillation,
Arthritis, Hyperiension, Setzuras, lron Deficlency
Anemia, Chronic Obstructive Pulmonary Disease
(COPD), Diabetes, Thrombocytopenia, and
Generalizad Pruritus, |

Review of Resident #13's Comprehensive
Minimum Data Set (MDS) Assessment, dated
08/08/14, ravealed the resident triggered as at
risk for falls and did nol ambulate, but used a
whealchair for mobility. Review of the Quarterly
MODS, datad 10/28/14, ravealed Residant #13
required the assistance of one (1) staif member
for transfers.

Review of Resident #13's Comprehensive Care
Plan, dated 10/10/13, ravealed interventions for
falls prevention included sensor alarm to bed and
chalrs as needad; mattress with raised ecdgas;
low bad with floor mats; howaver, it did not
spacify what the staff were 1o do when the
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resident crawled out the wheelchalr onto the floor.
Tha care plan staled that prior to the resident's
admissicn to the facility he/she had a history of

| interventions added or documented on the fails

crawling from one place 1o another in his/her
home,

Interview, on 01/09/15 at 12:05 PM, with LPN & §
revealed it was her understanding that prior to
Reslident #13's admission to the facility, the
resident crawled from chairsfurniture in hisher
home to the fioor as a means of getting around,
and at times, tha resident had exhlbited this
behavior as a means of transferflocomotion since
he/she had been living at the facility.

Review of Resident #13's nurses’ noles, dated
10/10/14 at 4:40 AM, revealed on 10/10/14 at
12:30 AM, Rasident #13 was found crawling on
the floor mat beside his/her bed. The resident
had delecated on the floor mat. Staif tolleted the
rasident, and essisted him/her back to bed, At
4:40 AM, afler the resident was transferred by
staff via wheelchair to the Orchard Unit sitting
area, the resident's chair alarm sounded and
he/sha 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 an the
floor of tha unit's day room/sitting area. The
resident was positioned on the floor between
his/her wheelchair and another chair. The
resident was assessed and a small laceration
{1-2 centlmeters) was found at the back of histher
head. Resident #13's physictar was notifled and
the resident was transferred {0 a hospital
emergency department for evaluation,

Review of the comprehensive care plan for
Resident #13, did not reveal new or additional
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care plan after the resident had three (3)
documented falls on 10/10/14 betwesn 12:30 AM
- 7:00 AM.

Review, of the report of Resident #13'a falls on
10/10/14, did not reveal new interventlons were
added under the Intervention 1o Prevent Further
Falls/Ensure Safety section of the report, i
Instead, LPN #5 had written, continue with care f
plans currently in place.

Interview, on 01/09/15 at 12:05 PM, with LPN #5
reveaied the resident's tab alarm sounded both
times when he/she left the wheelchalr and was
| discoversd 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
thaught the resident was care planned to be able
{o crawl from his/her wheslchalr to the floor, i

Continued intarview, 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 falls becauss it was not safe for the resident
to crawl from a whaelchair to the floor, LPN #5
stated she could have met with the facility’s Risk
Management Nurse to decide on new or different
interventions to protect the resident from further
falls related to crawlfing from the wheaelchair.

Interview, on 01/09/14 at 2:40 PM, with the Unit
Manager (LUM) for the Orchard Unit, revealad
Resident #13 was not care planned to crawl from
one area to anather on the Orchard Unit, such as
irom his/her whaelchalr to the floar, The UM
stated she had seen Resident #13 crawl out of |
his/her wheaelchair, but further stated it was not
safe for the resident to craw! out of the
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wheelchalr. The Orchard UM stated Resident
#13's {alls care plan shouid have been updated
after the residant fell two times on the floor of the
Orchard Unit on 10/10/14. Tha UM stated that
after Resident #13's return from the hospital,
he/she could have been evaiuated by therapy lo
determine If any other safety interventions could
have been appropriately implemented to protect
the resident while seated In the whesichalr.

4. Reviaw of the ciinical record for Resldent #17
revealed the facility admitiad the residant on
02/11114 with diagnoses of Fractured Leg, Toxic
Encsphalopathy, Anemia, Heart Disease, Chrenic
Pulmonary Heert Diseasa, Hypertension, Atrial
Fibrillation, Cardla¢ Murmurs, and Osteoarthritis,

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 sleven (11), indicating cognitively
intact, -

Review of the Comprehensive Care Plan, dated
02/20/14, revealed the petentlal for falls related to
history of falls, medication use, Immaobility,
Damentia, and incontinenca. Irrterventiong, not
dated, stated & sensor alarm 1o bed and chalr that
was discontinuad on 03/06/14 and a tab alarm to
bed and chair was initiatad on 03/06/14; verbal
reminders not ambulate or transfer with
asslstance; properly fitling non-skid soled shoes

: for ambulation; and, envirenment free of clutter,

’ Review of the Fall Scene Investigation report,

| dated 06/19/14, revealed Resident #17 fell on
06/1814 at 8:50 AM. The staff found Resident
#17 on the floor In hisher room. The resident

obtained & laceration to the forehead, along with !
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skin tears to laft forearm and righ! elbow.
Resident #17 was sent to the emergancy room
for evaluation. The root cause poriion of tha
document stated it appeared the resident fell
asleep and fell out of the wheel chair head first,
into the foot rail of the bed.

Raview of the Fall Scene Investigation report,
dated 12/20/14, revealed Rasident #17
axperlanced a non-injury fall on 12/20/14 at 5:45
PM. The Investigation report indicated the staff
found the resident on the floor in hisfer room in
front of histher wheel chalr. Review of the nurse's
notes, dated 12/21/14 at 10:50 AM, revealsd the
alarm clip had slipped off the resident's shirt,
prevenling the alarm from sounding.

Reviaw of the Fall Scena Investigation report,
dated 12/25/14, ravealed Resident #17
experianced a non-injury fall, on 12/25/14 st 6:45
PM. The investigallon forms revealad the
resident was attempting to take shoes off when
he/she slid out of the wheelchalr. Review of the
Nurse's Notas for Resident #17, daled 12/25/14
at 7:00 PM and 12/26/14 at 7:00 PM, statad the
resident was observed aliding out of the
wheelchair while attempting to remove hisher i
shoes and was educated 1o call for help when i
toileting or dressing. ]

Review of Resident #17's Care Plan, dated
02/20/14, revaaled the staff had rot added new
interventions to the falls section of the care plan
after the resident fell an 06/19/14, 12/20/14, or on
12/2514,

5. Review of tha clinical record for Resident #8 ;
revealed the facility admitted the resident on
06/15/11 with diagnosas of Hypertansion, Deep
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use, Immobility, and cognition deficit.

fell.

Vein Thrombosis, Dementia, Schizophrenia and
the resident had a history of falls. Review of the
Quarterly Minimum Data Set (MDS) assessment, .
completed on 12/17/14, ravealed the resident
needed supervision when walking and
transierring. A Brief Interview for Mental Status
{BIMS) was conducted during the assessment
and the resident scored an eight (8) out of fiteen
(15) indicating moderate cognitive impalrment.

Review of the Comprehensive Care Plan, daied
06/29/11, revealed a potential for falls related to
history of frequent falls, unsteady gait, medication

Interventions, not datad, stated notily appropriate
parnles if falls occur; rear anti-tippers to wheel
chalr; anil-rolibars to wheel chalr; mattress with
raised edges; properly fitting non-skid sole shoes
for ambulation; and, anvironment {ree of clutter.

Review of the Nursing Noles, dated 12/28/14 and
{imed at 9:25 PM, revealed the nurse was
standing outside Residen #8's room when she
heard a {oud sound and upon entering the
resident’s room she observed the reskdent sitting
on the bathroom tloor. The nursing notes stated
the resident was brushing his/her teeth and the
resident's legs became weak and the resident

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

were made after Resident #8's {ail on 12/28/14 to
promote salsly and prevent additional falls.

Review of Resident #8's Fall Scene Investigation
Repont, dated 12/28/14, revealed tha root cause
of the fall was the resident's lsgs became weak
while standing. Nursing was to place the

F 280
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resident's name on the physiclans list for review
and to complale neuro-checks. The Summary of
Meeting and Additional Care Plan Updats
sections were blank.

Interview with the Advance Practitioner

- Reglisterad Nurse (APRN) on, 01/07/15 at 2:15

. PM, revaalad she had not assessed the resident
as of 01/07/15 In regards to the fall on 12/28/14.
The APRN sald, according ta her raview of the
physiclan’s documentation in the medical record,
Resident #8's physiclan had not performed an
asssasment lo datermine the cause of the fall as
of 01/07/15. She stated the physician would
assesgs medicaticn for potentlal causes of falls
and look at the resident's diagnoses ta determine
if there was a correlation.

Intarview with the Risk Manager (RM), on
01/07/15 at 10:30 AM, revealed the root causa of
Reslident #8's fall was the resident's legs became
weak while standing. The RM stated she did not '
compiele her documentation under the Summary i
of Meeting whers she would have met with the

Administrator and the Directer of Nursing to ]
discuss the fall. She siated If the area under
Addltional Care Pian Update sections were blank f
there were none {o document.

Intervisw with the Director of Nursing on,
01/08/15 at 3:00 PM, revealed he had not
provided directfon 1o the Risk Manager regarding
adding addiional falls prevention Interventions to
Resident #8's plan of care. He stated he was not
awara the physician had not assessed the
resident since the fall on 12/28/14. He stated he
did not perform chart audits to determine If
interventions were campleled,

|
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Intarview with the Risk Manager {(AM), on
01/08/15 at 8:35 AM, revealed her responsibility
was to ansure follow-up occurred after each
resident fall, compiete the documentation under
the Falls Team Notes section of the Fall Scene
Investigation report and report falls
data/information to the Safety and Quality
Assurance Committees. She stated it was
nursing's regponsibility to revise the care plan
after a fall. She stated after each fall she
reviewed the Fall Scene Investigation form the
nurses completed to ensure the care plan was
revisad elter a fall, if indicated; hawaver, did not
actually check the care pian for the revision. She

stated she would try and meet with the Director of
Nursing and the Administrator at least every other

; week 1o discuss the findings of the fall but this
: was not a set time frame.

 Intarview with the Director of Nursing on,
01/08/15 at 3:00 PM, ravealed if a resident
experianced a fall it was discussed in the moming
meeting the day after the lall ogcurred. He stated
the Administrator, Risk Manager and himself
would meet 1o review a residant's fall. He stated

. he did not keep any record of the meetings and
did not remember if he provided any direction to
stafl regarding the implementation of additional
interventions for Resident #20. He stated it was
his expectation that the nursing staff revise
resident care plans aftar incidents occur.

However, intarview with LPN #8, on 01/08/15 at
9:55 AM, revesled the revision of the cars plan

| after falls was to be completed by the RM.

| Interview with the Unit Manager, on 01/08/15 at
8:30 AM, revealed she was not sure ahout what
interventions would be usad ta revise the care

| plan.
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Interview with tha Administrator on, 01/09/15 at
5:25 PM, roeveaied he did nat provide direction to
the Director of Nursing or the Risk Manager
regarding the care plan revisions for falls,

i Review of tha Allegation of Compliance (AQC)
| revealed the facility Implemented the following
- immediale steps to remove the Immediate

Jeopardy:

1. The Medical Diractor was notified of
Immaediale Jeopardy and incidents causing the
immediate Jeopardy on Thurgday 01/08/15.

2. Arepreseniative of the Governing Body
providad the Administratar guidance and
educalion on physician and family notification,
supervision and Investigation of falls, care plan
ravisions and scheduled taileting programs on
01/08M5 and 01/09/16.

3. Licensed nurses (DON, Staff Development
Coordinator, Risk Care Manager,
Restorative/Wound Care Nurse, Minimum Data
Set Nurse, Housa Supervisor, two (2} Unit
Managers and a Staff Nurse) complated an audit
on 01/16/15 for the one hundred elsven {111)
residents currently in the facility, This included
thirty (30) residents who had a fall in the past
threa (3) months, and sighty-one {81) residents
who had no fall within the past three (3) months.
The audit included a raview of the fall event
document for those who had fallen for root cause
of the fall, interventions addad to tha care plans
at the time of the fall, times of schedulad toileting
program {if any), alarms utilized, care plans,
notificationa made o the attending physiclan and
rasident's responsible party and intarventions
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addad after the audit was complated. An action
taken as a result of the audit included
update/ravision to care plans for eleven (11)
residents that included reachers; toileting in eady
moming hours; sensor pads; matiresses; and, 1
non-skid strips to the floor. In addition, one i
resident's toileting program was addrassed as a
result of the 01/10/15 audit with changes ta the
timing of the tolleting program based on his/her
individualized needs.

4. Tha Medical Director met with the Director of
Nursing (DON) on 01/08/15 to raview policies,

' procedures and practices for physician
natification, roct cause analysis of accidents,
incidents and falls prevention, revision of care
plans and the scheduled tolleting program.
Ravisions were made ta the policy, Accident and
Incidents, for physician and respansible party I
notification ta include notification to the physician
within thirty (30} minutes of a fail involving head
injury or a fali which was not witnessed. Revislon
was made to the policy, Falls Pravention, to
check safety devices aach shift to ensure they
are In place and functioning property.

5. The procedure for conducting neurclogical
checks was reviswed by the DON and the Staff
Development Coordinator and all icensed nurses
provided education on that process on 01/1015
through 01/13/15. The DON and the Staff |
Development Coordinator conducted the I
inservice training an neurclogical checks and
additional pen lights (used to conduct the
neurclogical checks) were ordered by the DON !
on 01/12/15.

6. The MDS Coordinator, MDS Nurse, DON and
Risk Managaer are responsible for ensuring care
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plans are completed/revised in a timely/accurate
manner. The care plans of residents who have
fallen would ba reviewed waekly in a Standards of
Care meeting led by the MDS Nurse and the
MDS Coordinalor. In attendance at that meeting
are the Dietary Manager, Rlsk Manager, Social
Services Representative and the Activity Director.
A raport would be generated in that meeting of all
falls, the review/revision of the residents’ care
plans and any actions taken to address concems
which would include staff education, staf
discipline and cars plan revisions to the Quality
Assaessment and Assurance Committea monthly
fram January 2015 - December 2015,

7. The DON and the Staff Development
Coordinator were provided training by the
Administrator on 01/09/15 on physician and
rasponsible party notification. The DON and the
Staif Development Coordinator initiated all
licensed nurses' and Ceriiflad Nursing Assistants’
(CNA} training on 01/10/15 and continued that
training through 01/13/15. Aftctal of one hundred
nineteen (119} stalf had been trained by 9:30 PM
on 0113/15 with one (1) remaining staff notified
they must receive training by their supervisor priar
to returning to work. The training 1o &ll ficensed
nurses and certified nursing assistants included:
work order process, care plans, certified nursing
assistant care sheels, proper use and types of
alarms, the scheduled toileting program
procassfform to be used and proper completion '
of the form. The licensad nurses recaived
training on: falis and proper process for i
nofification of the rasident's physician, the I
responsible party, the neurclogical check
process, the proper campletion of the Event
Report Form, review/revision of care plans, root
cause analysis process, policy and procedtirs on
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Accidents and Incidents, policy on Falis

Prevention, Naurological check protocol form and
the form used for the Scheduled Toileting |
Program, !

8. 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 LJ, policy and procedure revisions, processes
of Falls Commitiee Meeting, quality assessment
and assurance commitiea role 1o ensure
compliance and develop further actions to be
taken.

9. Three (3) notifications of residents' who fell
prior to 01/12/15 was made to the altending
physicians and responsible party on 01/12/15 with
one (1) physician and the respansible party
notification of a falt which occurred on 04/13/15. |
10. AFalls Committes was initlated 01/12/15 to
reviaw fall interventions, to review
reviewed/revisad care plans and to complate root
cause analysis for falls during the meeting. The
Falls Committee is comprised of the
Administrator, the DON, a MDS Nurtse, Social

| Worker, Risk Care Manager, Reslorative/Wound
Cara Nurse and the Rehabilitation Services
Manager and meets Monday-Friday.

11. The DON provided training 1o ihe
Restorative/Wound Care Nurse on 01/08/15,
01/10A5 and 01/12/15 addressing the lacility's
scheduled toileting program, the toileting program
as it relatas to falis, review of the four day bowal
and bladder assessment process to nole patterns
and trends to develop an individualized schedulad
toileting program for the resident, the process of |
documantation on the toileting program farm and I
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: documentation was to ensufe accuracy and

. on tha toileting program document, issues noted,
 trends noted, updates to the toileting program
" and her Initials, On 01/1215 the

Continuad From page 55

the creation of an audit tool to audit the chnical
documentation retative to the tolleting program,
manltor for pattems and trands of the toileting
program and a system {o report findings of the
audits to the Quality Assessment and Assurance
Committee.

12. The Restorative/Wound Cara Nurse would
audit the toileting program using the Scheduled
Toileting Audit tool. The toilsting program

complatenass of scheduled taileting programs.
The audit would include completion of all fields

Raestorative/Wound Care Nurse audited
twanty-nine (29) clinical records tinding one (1)
area of concen and on 01/131§ she audited
twenty-eight (28) clinical records finding ona (1)
area of concern. The Restorative/Wound Care
Nurse Is ta report Identified concerns with the
toiteting program to the DON and the Quality
Assassment and Assurance Commitiee will
review and monitar those findings.

13. The facliity will utilize the Quality
Assessment and Assurance Comemitlee to review,
evaluate and monitor for compliance with the
notification of physician/responsible party,
revision of residant care plans, toileting program
and accidents and supervision with the following
documenis ta be utilizad: audits for falls, audids
of netilication of resident's attending
physiciarv/responsible party, audits of care plans
addressing falls and audits of toileting program.
The monthly meeting of the Quality Assessment
and Assurance Committee to be held in February

F 280

2015 wil be the initlal meeting to review all of the
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‘ audlt information. These meetings will conlinue
monthly for the next calandar year and will review
the audit findings, assess the effectiveness of
actions taken, revise action plans if nacessary
and continue to monitor the specifics of all falls
within the facility.

On 01/23115, the State Survey Agency (SSA)
validated the facility's AOC prior to exit through
chservation, interview and record review as
follows:

1. Telaphone interview with the Madical Directer,
on 01/26/15 at 2:30 PM, post survey due to
lacture schadule and unavailablility, revealed he
was contacted by the Director of Nursing (DON)
on 01/08/15 regarding the Immediate Jeopardy.
The Medical Direclor revealed ha and the DON
discussed several issues In regard to the
immediate Jeopardy Le. the cause of resident
faits, tolleting Issues/toileting schadules, CNA
educalion, review of residents' medications, use
of nan-skid socks/shoes {should aiways be
available) and lighting. He also revealed he and '
the DON discussed revision of the rasidents’ care
plans as nacessary and the revisions neaded for
facility policles; specifically Accidents/Incidents,
Fall Pravention and the Toilsting Program. The
Medical Director indicated he told the DON the
questlon should always be asked after a |
resident's fall whare the facility falled and what
should be done to prevent resident
falls/accidents.

2. Review of the Administrator's notes from
telephone conversation with a Governing Body i
representative revealed the reprasentative

« refrained the Administrator on the need to ensure
i policias and procedures were in place (process of
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notes from telephane conversation with &
Governing Body representative on 01/09/15
revealed the representative addressed the
process of root cause analysls which required
intense and in-depth questioning, record raview,
and resident, staff and witness Interviews. Also
discussed during the 01/09/15 training of the
Administrator by the Governing Body
representative waa tracking and trending of all
falls and assurance audits ara In place to ensure
processes are being followed with concerns
identilied to be addrassad In staft training.

interview with the Adminlistrator, on 01/23/15 at
10:50 AM, reveaied he had a lelephone
conversation with a Governing Body
represeniative on 01/08/15 and 01/09/15 to
include how to completa the process of
physicianffamily nofification when a resident had
a fall, how to follow the facility pelicy regarding
talls, care plan revislons, the scheduled tolleting
programs, and the process in-depth root cause
analysis.

3. Review of the Resident Audit for Immediate
Jeopardy January 2015 document revealed one
hundred-eleven (111) residents {census of
01/10/15) were raviewed for {allg in the past three
{3) months-date/timefroot cause; interventions
added at time of fall, schedulad tolleting and

- times, alarms typeflocation/ care plan updated at
‘time of fall and any interventlans added at ime of

audit with signatures of nurses completing the
audits. In addition, record review of Unsampled
Rasidant C's Individualized toileting program
revealed it had been revised as a result of the
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physicianfamily notification, supervision and falls, |
care plan revisions and schaduled toileting ,
programs). Further raview of the Administrator's |
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audit on 01/10/15 with changes to reflect a time
frame for toileting of 3:00 AM - 5:00 AM as the I
rasident had fallen during those hours when
| attempling to self toilet.

trterview with the DON on 01/23/15 at 10:00 AM
revealed he was invalved in the audit of all
residents' charts who were in the tacility on
01/10/15 to reviaw all falis within the past three
(3) months in regard-date/iime/rect cause,
Interventions added at time of fall, schaduled
toileting and times, alarms type/location/ care
plan updated at llme of tail and any interventions
added at time of audit.

interview with the Risk Manager, on 1/23/15 at
4:32 PM, revealed she was invalvad in the raview
of rasidents’ falls for the past three (3) months
that included the current census of onhe hundred
and aleven (111} residents on 01/10/15 and the
raview covered the date/time/root cause,
interventions added at time of fall, scheduled
toileting and limes, alarms typeflocation/ care
plan updated al time of fall and any Interventions
added at time of audit.

interview with the Minimum Data Set nurse, on
01/23/15 at 3:44 PM, |he Reslorative/Wound
Care Nurse, on 01/23/15 at 3:55 PM, two (2) Unit
Managers on 01/23/15 at 4:45 PM, a Staff Nursa,
on 01/23/15 at 5:05 PM, and the Staff
Development Coordinator, on 01/23/15 at 5:30
PM, revealsd they had all been Involved In the
audit of the facility rasidents on 01/10/15 to
review ali falls within the past three (3) moniths in
regard-dateftime/roct cause, interventions added
| at time of fall, scheduled toileting and times,
alarms typeflocationl care plan updated at time of
' fall and any interventions added at time of audit. [
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" when attempting to self toilat.

they are in place and functioning proparly.
. Interview with the Administrator and the DON, on

Continued From page 59 F 280

Record review of ane resident's Individualized
toileting program revealed it had been revisad as
a resuit of the audit on 01/10/15 with changes to
reflect a time frame for tolleting of 3:00 AM - 5:00
AM as the resident has fallan during these hours

4. Review of tha policy, Accident and Incidents,
on 01/23/15 a 9:00 AM revealed it had been
revised 1o inciude notification ta the physiclan
within thirty (30) minutes of a fali Invoiving head
injury or a fall which was not witnessed. Review
of the policy, Falls Prevention, on 01/23/15 at
9:10 AM, ravealad it had been revissd to Include
the check of selety devices each shift to ensure

01/23/15 at 10:05 AM, revealsd they had met with
the Medical Dirsctor on 01/08/15 ta review
policies, proceduras and practices for physician
notification, root cause analysis of accidents,
Incidents and falis pravention, revision of care
plans and the scheduled toileting program and
they made revisions lo the Falls Prevention and
the Accident and incidents pollcies.

Observation, on 01/22/15 at 10:40 AM, revealad
Resident #25 had an alarm on the wheelchair as
care planned and on 01/22/15 at 1:00 PM,
Fesldent #25 was seated in the whasichalr with
an alarm on the wheelchalr. Observation of
Resident #27, on 01/23/15 at 8:15 AM and 1:25
PM, revealsd an alarm an the rasident's
whealchalr. i

Review of the record for Resident #25 revealed
the resident's alarm had been checked on day
shift per facliity policy and was functioning and i
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review of Resident #27's record revealed the
reslident's alarm had been checked on the day
shift per facliity pollcy and wasg functioning.

5. Review, on 01/23/15 at 10:13 AM, of the
content for an insarvice to licensed nursing staft
on 01/10/16 revealed the procedure for

F 280

conducting neurological checks was reviewed by
tha Diractor of Nurses and Stalf Deavelopment
with the nurses and they were informed of
addilional pen lights (used during the neurological

checks) baing available in the facility on all of the |

crash carts. Review of two (2) medical supply
company invoices on 01/23/15 revealed
additional pen lights had been orderad by the
Administratar for nurses to use during
neurological checks.

Observation of a neurclogical check performed
by Licensed Practical Nurse (LPN) #4 on
Resident #26, on 01/22/15 at 12:30 PM, revesled
proper technique per standards of nursing
practice and followed the facliity's retraining for
nurses on neurological checks.

Interview with LPN #4, on 01/23/15 at 10:20 AM,

: revealed she had been retrained on nauroiagical

checks for residents with possible head injury
during a training provided to all icensed nurses
on 01/10/15 by tha Staff Development
Coordinator and she knew pen lights ware
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 been present on
01/21/15 in a Standards of Care meeting and had
been invalved in the review and revision of care
plans for residents who had fallen.

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

7. Interview and record review with the DON, on
01/23/15 at 2:18 PM, revealed he was provided
training by the Administrator on 01/09/15 on
physician/respansible party natification after a
resident's fall. He revealed he and the Staff
Development 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 training records on 01/23/15
revealed one hundred nineteen {118) staif had
been trained by 9:30 PM on 01/13/15 as
cross-referenced wilh the facility human resource
department staff roster. The training also
included: work order process; care plans; certiflad .
nursing assistant care sheets; proper use and
lypes of alarms; the scheduled toileting program
procesaform to be used and proper completion

of the tarm. The licensed nurzes recelvad training
on: falls and proper process for notification of the
resident's physiclan; the responsible party; the |
neurological check process; the proper
completion of the Event Report Farm;
raview/revision of care plans; root cause analysis
process; policy and procedure an Accidents and
Incidents, policy on Falis Pravention; 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 been trainad on
physiclan/responsible party notification regarding
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a resident fall, care planning, event reports,
scheduled toileting program/Aour (4) day
bowelbladder trending/proper documentation on
011015 at 9:00 AM.

Interview with CNA #11, on 01/23/15 at 1:50 PM,
revealed she had been trained on maintenance
requasts, CNA resident information sheets,
resident alarms and the scheduled toileting
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 to fill out
the talleting program documentation, how to
report any maintenance Issues, the necessity to
check alarma on any resldents, to answer call
lights timely and to report any concems
immediately.

8. Review, on 01/23/15, of a therapy education
attendance form and an administrative staff
in-service training record each dated 01/13/15
revealed therapy staff and administrative staff
had been tralned by the Administrator on
eppropriate protocol to alert the maintenance
department of safety issues and maintenance
requests and a summary of the IJ recelved on
01/08/15,

Interview with the Business Office Manager, on
01/23/15 at 5:10 PM, reveaied she received an
in-service regarding the Immediate Jeopardy
notification and the ramifications of same. She
stated the in-service included reporiing
maintenance concemns and how the facliity was
doing root cause analysis during the morning

F 280

meeting.

_Interview with a Certifled Occupatlonal Therapy

i

‘0AM CMS-2587(02-99) Previous Varsions Obsoleta

Evant iD:CNWW 11

Fachity 10: 100637A It continuation sheet Paga 63 of 148

|
i ;

4

Voad




From:Green Meadows Health Care Ctr. 502 955 7395

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

02/27/2015 18:27

#950 P.069/153

PRINTED: 02/08/2015
FORM APPROVED

OMB NO. 0338-0391

STAT EMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185464 B. WING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING

01/23/2015

NAME OF PROVIDER OF BUPPLIER
GREEN MEADOWS HEALTH CARE CENTER 1

STREET ADDRESS, CITY, BTATE, ZIP COGE
310 BOXWQOD RUN ROAD
MOUNT WASHINGTON, KY 40047

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LaC IDENTIFYING INFORMATION)

(x4) IO
PREFIX
TAG

D
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
DATE

F 280 Continued From page 63

Aide, on 01/23/16 at 4:50 PM, revealed he
receivad an inservice about tha Immediate
Jeopardy, the Falls Prevention policy and root
cause analysis among other resident fzlls
concemns like the teileting program and all was
presented by the Administrator.

; 9. Review of the nursing notes for Resident #23
: and Unsampled Residents B, and C revealad the
atlending physician and responsible party wera
notified on 01/12/15 of falls prior to that date and
for Unsampled Resident D the attending
physiclan and responsible party was notified on
01/13/15 of a fall which occurred on 01/11/15.

interview with the DON, on 01/23/15 at 2:19 PM,
revealad three (3) residents were discovered on
01/12/15 to need physicianflamily natifications of
talls which occurred prior to 01/12/15 and a
physicianfamiiy nottfication was made on
01/13/15 regarding a fall on that date all due to
implementation of a revised notification system.

10. A Falls Commitlee meeling attendees sign-in
sheet was raviewed on 01/23/45 which indicated
the Administrator, the DON, the MDS
Coordinator, Sacial Services #2, tha Risk Care
Manager and the Restorative/Wound Care Nurse
ware prasent at a meeting on 01/12/15 la raview
residents who had falls.

Intervisw with the DON on 01/23/15 at 2:19 PM
indicated the rasidents who were reviewed for

| talls at the 01/12/15 Falls Committos mesting
were Resident #23 and Unsampled Rasidents B
and C.

I 11. Interview with the Restorative Nurse, on
| 01/23/15 at 3:55 PM, revealed she was trained by

F 280
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‘and the committee would review and monitor

Continusd From page 64

the DON, on 01/10/15 at 9:00 AM, on
physiclan/responsible party notification ragarding
a resident fall, care planning, event reports, and
scheduled toilsting program/four (4) day
bowel/biadder trending/proper documentation,
She stated she had been made aware of the
Immediate Jsopardy and tha implications of the
Immediate Jeopardy on 01/08/15, but she didn't
remember if she signed an atiendance sheet for
that date on 01/12/15.

Review of in-service training records revealed the
Restorative Murse signed a tralning record on
01/08/15 (no time), on 01/10/15 at 9:00 AM and
on 01/12/15 (no time).

12, Interviaw with the Restorative Nurse, on
01/23/15 at 3:55 PM, ravealed she would use the
Scheduled Toileting Audit tool 1o ensura accuracy
and completeness of scheduled toileting
programs Menday-Friday. She stated the audit
would include completion of all fislds on the
loileting program document, issues nhoted, frends
noted, updates to the tolleting program and her
Initials. She indicated she had completed an
audit of twenty-nine (29) clinical records on !
01/12/15 finding one (1) area of concem and she |
audited wenty-aight (28) clinical records on
01/13/15 finding one (1) area of concem. The
Restorative Nursa revealed she wouid report to
the DON each moming Monday-Friday any
concems she had identifled from the audits and
he would follow-up on them. She stated she
wouid also repart her findings to the Quality
Assessment and Assurance Committee monthly

those findings.
{
Review of the scheduled toileting audit for {

F 280

]

|
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January 2015 revealed the audit was started on
| 01/12/15 and was completad 10 01/23/15.

; 13. Interview with the Administrator on 01/23/15

j at 5:23 PM revealed the facility ulliized the Quality

: Assessment and Assurance Commilttes to review, i

+ evaluale and monitar for compliance with the

. nolification of physlclan/raspansible party,

E revision of rasident care plans, tolieting program
and aecidents and supervision with tha foliowing
documents to be utilized: audits for falls, audits

~of notification of resident's attending

physician/responsible party, audits of care plans
addressing falls and audits of toileting program,

The monthly meeling of the Quality Assessment

and Assurance Committee to be held in February

2015 will be the initlal meeting to review all of the

audit information. These meelings will continue

monthly lor the next calendar year and wil review
the audit findings, assess the effectiveness of
actions taken, revise action plans if necessary
and continue to monitor the specitics of ail fails
within the facility.

Interview with the Director of Nursing, on
01/23/15 at 3:25 PM, revealad tha Quality
Assurance Committee met and discussed
resident charts, care plans, falls, and risk factors.
As an example, Resident #13 was raviewed, with
changes made to the care plan for a Gerichalr for
comfort and safety, and an OT evaluation for
falls.

F 282 | 483.20(k}3){ii) SERVICES BY QUALIFIED F 282{1. What corrective action will be 02/25/15
ss8=a | PERSONS/PER CARE PLAN accomplished for those residents found to _

have been affected by the deficient practice? :

The services provided or arranged by the facility
must be provided by qualified persons in

accordanca with each resident's writien plan of Unit Manager responded to Resident #3's |

needs on 01/07/15. LPN #5 was provided |

b
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care. cducation on the need to respond to
resident care needs in a dignified and
prompt manner and address their needs or
This REQUIREMENT is not met as evidenced { delegate another staff member to address
by: ' the resident’s needs, Education was
Basad on abservatlon, interview, record and provided to LPN #5 by the Unit Manager
policy review, it was determined the facllity falled on 01/07/15. LPN #5 was instructed to i
to have ':m ezecﬂ;ra sy'stem in place to ensure tha familiarize self with the residents’ care plans
Comprenensive pian of care was implamented for ; i
f two (2) of thinty-two (32) sampled residents e pireetion an how por by
! (Resident #3 and Resident #1 8). The facility care Educau . l:lb the Restorative/
| planned Rasident #3 10 be turmned and meat on was provided by the Restorative
repositioned as needed due 1o pain, pressure and Wound Care Nurse to CNA #5 on the
mabllity. LPN #5 continusd 1o pass madications process to ensure alarms have batteries and
and fafled to respond to assist the resident to lum are functioning. All Nursing staff were
and reposition when he/she repeatedly cried out provided training on the proper use and
for someone to turn him/her because he/she was verification of praper function of alarms
hurting. initiated on 01/10/14 and ended on 01/13/14
by the DON and Staff Development
In addition, the facillty failed 10 ensure Resident Coordinator (SDC). Licensed nurses were
#18's bed alarm was functioning as care planned provided education on the proper action and
at the time of the resident's fall. The nurse documentation to be taken and made when
discovered that the batteries o the alarm were an alarm is to be used to Include who, how,
missing. and when the alarms are to be checked for
. functioning by theDON and S5DC initiated
The findings include: on 01/10/14 and ended on 01/13/14. CNAs
- | were provided training on their
Reviaw of tha facility's policy titted | e — . .
Comprehensive Call?; Plan%ated July 2009, ‘r.“p LLEDID I lh:l aPph‘:;uo" and checking
revealed the comprehensive care plan would or functioning of alarms that are care
include measureable objectives and timetables to planned for use on 01/10-13/15 by the DON
meet the resident's medical, nursing, and I'and SDC.
psychalogical neede as identified in tha
comprehensive assessment. The care plan would X
inciude itams or services ordered, provided, or 2. How the facility will identify other
- withheld. In addition, the care plan should residents having the potential to be
address prevention of avaoidable decline in affected by the same deficient practice?
functiona! status, and the resident's care needs.
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1. Raview of Resident #3's clinical record
reveaied the facility admitted the resident on
02/2210 with diagnoses of Cerebral Palsy,
Pressure Ulcer, Spina Blfida, Blindness,
Selzures, and Urinary Tract Infection. Review of
the Annual Minimum Data Set (MDS)
Assessment, dated 03/21/14, and the Quarterly
MDS Assessment, dated 11/14/14, revealed the
faciiity assessed the rasident as requiring
extenslvs assistance with bed mobitity, and as
having one (1) or more pressure ulcers at Stage !
or higher. '

Review of the Minimum Data Set (MDS), dated
111414, ravealed the tacility assessed the
resident with a Brlef Interview for Mental Status
(BIMS) with & score of twelve ( 12) reflecting
minimal cognitive impairment.

Review of the Comprehensive Care Plan for |
Resident #3 revealed tha tacllity developed a care
plan on 03/02/10, with an updated goat and target
| data of 02/14/15, for the probiem of Polential far
Pain or Discomion related to staged pressura
ulcers, immobiilty, and Spina Bifida. Interventions
listed included 1o cbsarve for quality, intensity,
duration, and frequency of pain symptoms and to
l' position the resident for comiort as needed.

Continuous observations, on 01/07/15 from 7:50
AM 10 8:13 AM, revealed Resident #3's pleas for
help with repositioning went unanswerad,

i Observation, on 01/07/15 at 7:50 AM, revealed

| Ucensed Practical Nurse (LPN) #5 was at the

l madication cart near Resident #3's roam,
Resident #3 yelied from his/her room, "help me

, plaase, someone help, | don't like laying on this

| side, help, hey help." LFN #5 pushed the

F 2g2{ Continued from page 67

All residents of the facility have the
potential to be affected should the
facility's system in place fail to ensure the
comprehensive plan of care not be
implemented for residents,

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

All staff were educated to respond to
resident’s requests in an appropriate, timely
and dignified manner. This education was
provided by the Staff Development
Coordinator on 02/13/15. The Risk Care
Manager will cbserve staff's response to
resident care needs once a day Monday
through Friday on the 6:00 a.m. to 2:00 p.m.
shift. The Director of Nursing will observe
staff's response to resident care needs once a
day on Monday through Friday on the 2:00
p.m. to 10:00 p.m. shift. The Administrator,
in the DON's absence, will observe staff's
response to resident care needs. The House
Supervisor Licensed Nurse will observe staff's
responsc to resident care needs on all three (3)
shifts on the weekends. The House
Supervisor Licensed Nurse will observes staff's
response to resident care needs on Monday
through Friday on 10:00 p.m. to 6:00 a.m.
shift. Observation will include activated call
lights, emergency call lights, and alarms.
Staff's response will be observed and
documented. Immediately, the observer will
address concerns with the staff member being
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medication cart down the hall and prepared observed and document such education. A
medications to be administered, Resident #3 total of twenty-five (25) observations per
continued to yel, "Please will you do it, | dont month per shift will be completed.
want ta, pleasa help me, someone tum me over Each resident who has an alarm being used
please, will have their CNA care sheet documented
to reflect the CNA is to check the alarm for
Elglflo#r;a\::gg'a?‘:h?inrtz1usf {ar:eahqacl’l gm:.'l :;’:ﬁ':gt proper functioning each shift. A listing of
#3 yelied louder, *Please, please, 1 want to turn miid:::: ":Lh at]}?n;js :’:‘Ibe matf;.lh?"d
over, come on, pleasel Coma on now. Please, r‘a n r' k}' ¢ ‘h lm“""‘ by
not kidding when | say | want to tum aver, please isting of residents with alarms s used to
come on.* LPN #5 continued with the medication i determine audits and review during
pass. Resident #3 continued to yell, "Where you | Standards of Care meeting. Administrator
at? Hey, f'm not gaing to watt to tum over, pleass, will assign Department Heads and
please somebody.* The rasident could not tum Administrative Staff the responsibility of
them self or reposition. observing the provision of care, record
review and staff and resident interviews
Observation, on 01/07/15 at 8:05 AM, revealed based on specific problems/needs, goals
LPN #5 was beside Residant #3's room with the and targets and approaches from residents’
medication cart, Resident #3 yelled, ‘Plaase, plan of care seven (7) days a week. Five {5)
P|eﬂt'53- ldwtam to turn UV;;‘ P'?gsef-' LPN #5 assignments will be made each day. Staff
ntinued to prepare medica ; i
ittt ot 8110 AV Lo o was g wil docnen ek Bndings nd
come on now. Came on, t don't care, Please tum ' ::f “ff’c ;::::lk a.;.‘:‘::e g::t b‘:;l"“;f; ¥
me over, | hurt. Please tum me over. Tum me r | ooy observations
over.” Obsarvation at 8:13 AM, revealed LPN #5 beongoing. Identified concerns wil be
was oulside of Resident #3's room and standing reviewed by the members of the QAPH/IDT
at the medication cart when the Unk Manager team and action plans created and
(UM) walked up to her. The UM was observed assignments of staff made to ensure actions
answering Resident #3 from the hallway and are taken. Progress of actions plans will be
walked into the resident's room. LPN #5 reported to and reviewed by the QAPI/IDT
continued past Resident #3's room without team.
entering.
Interview with: Resident #3, on 01/07/14 at 8:15
AM, revealed the resident felt much better since
he/she had been repositioned and was now on
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his/er back. 4. How the facility plans to monitor its

' Residant #3's room; the resident was laying on

interview, on 01/07/15 at 11:00 AM, with LPN #5
revealed when she gol near Resident #3's room
to administer medication, she heard the resident
call out, but she did not go into the room because
the UM went into Resident #3's room to assist,
Further interview with LPN #5 revealed she was
not famlilar with Resident #3's care plan. LPN #5 |
staled residents should be turned at least every |
two (2) hours by the Certifled Nurse Aides .
(CNAs). LPN #5 stated she monitored the CNAS'
tuming of residents by comparing the residents'
positions to how they were positioned the last
time sha observed tham.

Interview, on 01/07/15 at 11:55 AM, with the
Orchard Unit Manager (UM), revealed she went
to speak to LPN #5 regarding another resident
and she heard Resident #3 call out for
assistance. The UM stated when she want into

his/her side facing the door and the resident
asked to be turned. She assisted by rapaositioning
Resldent #3 onto his/er back. The UM stated
crying in pain and begging to be tumed was not
the usual behavior for the resident. The UM
stated all staff was responsible for seeing to the
needs of the residents. The UM further stated she
aftended ail residents’ care plan meetings with
thelr families, but she did not know Resident #3's
care plan off tha top of her head.

Interview, on 01/08/15 at 10:15 AM, with the
Director of Nursing (DON), revealed he expected
staff to answer resident's call lights within five (5)
minutes, emergency lights within three (3)

performance to ensure that solutions are
sustained?

The Risk Care Manager will submit a report
1o the Quality Assessment and Assurance
Committee reflecting the residents who have
alarms, that they are care planned and placed
on the CN.A. care sheets and that five (5)
audits of the alarms for proper functioning
have been completed on a weekly basis with
any necessary education and action having

" been taken. This report by the Risk Care
Manager will be provided on a monthly basis
for the remainder of the 2015 calendar year,
Quality Assessment and Assurance
Committee will monitor this report provided
by the Risk Care Manager on a monthly basis
for calendar year 2015.
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minutes and a resldent's call for help,
Immediately. The DON further stated twenty-three
(23) minutes was too long for a resident's cry for
assistance to go unanswered. The DON slated
call light audits were completed monthly and if
issues were noted, they were discussed with staff
during In-services.

2. Reviaw of Aesident #16's clinical record
revealed the facility originally admitted the
resident on 08/05/10, and readmitted the resident
on 01/20/11 with diagnoses of Atrial Flutter,
Hypertension, Hyperlipidemia, a history of Urinary
Tract Infactions {UTIs), Cardiomegaly, and
Dementla with Behavior Disturbance,

Continuad review of Resident #16's clinical record
reveaaled he/she raceived routine anticoagulation
therapy (Coumadin) along with Digoxin and
Aspirin for a diagnosis of Atral Fibrillation.
Resident #16's Minimum Data Set (MDS)
assessment, dated 12/10/14, ravealed falls was a
triggered care area, Review of the
Comprehensive Care Plan, dated 02/20/14,
ravealed a care plan for falls with muitiple
interventions, which included a sensor pad/alarm
to the resldent's bed; however, it did not give
direction as to who, how, or when the alarm was
to be checked for function or to check the
batteries.

Review of the Nurses' Notas revealed it was
documented that Aesident #16 was found, on
12/30/14 at 2:45 AM, with hisfer bedy half on the
bed, and half on the floor. The Nurse's Note
stated the resident had no apparent Injuries, but
neurological (neuro) checks were initiatad by the
facility's protocol. The Fhysician was notified later
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that morning at 10:40 AM and returned the call at
12:05 PM.

Review of the facility's Investigation, revealed it
was documented that three (3) hours prior to the
incidant, Resident #16 was awake, talking and
raclining on his/her bed. But, at 2:45 AM Certified
Nursing Assistant (CNA) #5 cbserved Resident
#16 sltting on the floor on the fall mat beside
his/her bed. When the unit's licensed nurse
inspected the sensar pad on the bed, the
batteries that powered the device wers missing.

Interview, on 01/09/15 at 9:35 AM, with CNA #5
revealed she was assigned to provide care to
Resident #16 on the second shift on 12/29/14 and
on the third shift on 12/30/14, CNA #5 statad she
prepared the resident for bed by performing
perineal eare, putting the bed in lowest position, '
and placing the floor mat beslde the bed,
However, CNA #5 stated she forgot to check the
sensor alarm for function before leaving Resident
#18's room. CNA #5 stated that during the earty
moming hours of 12/30/14 at 2:45 AM, she
entered Resident #16's room, turned on the light
and saw the rasident seated by the bed and on
the fioor mat. CNA #5 stated Resident #16 was
canfused. Continued interview with CNA #5
revealed the tacility's Staff Development Nurse
provided a written in-service on tab and bed
alarms. The facility's insevice Instructed staff that
it was the CNA's responsibility to be sure the
alarms had batteries and were functioning. CNA
#5 stated that she could not remember exaclly
when that in-service occurrad. CNA #5 stated
Resident #16 was supposed to have a long
sensor pad on hisfher bed, and the alarm on the
pad shouid sound it the residant tried to getup l

'

from bed. CNA #5 stated Ihe staff persan
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responsible for caring for the resident was
supposed {o test the residents’ ajarms during
his/her rounds at the beginning of the shift. CNA
#5 stated she failed 1o check Resident #16's
alam for functioning.

Interview, on 01/08/15 with the Unit Manager
(UM} for the Orchard Unit, revealed she learned
about Resident #16's fall on 12/30/14 during the
moming sfaff meeting. The UM stated the night
nurse fold her the sensor alarm was not working,
and the entire box {unit) for the alarm was
changed out after CNA #5 found the tesidant on
the floor. The UM stated it was the CNA's
responsibility 1o check the bed/chair alarms each
shift to ensure thay had batteries and were
functioning. The UM stated she did not know if .
the night nurse had re-educated CNA #5 to check
the residents’ bed or chair alarms for batieries
and function at the beginning of each shift,

Interview, on 01/09/15 at 3:40 PM, with the
Director of Nursing (DON) revealed CNAs were
responsible for checking residents’ bed and chair
alarms. In addition, the CNAs were 1o signoffIna

F 282

log book, at the end of thelr shifis, to verify the
residents' bed and chair alarms had been
checked and wera tunctioning. The DON further
stated that he, the shift supervisor, and each
unit's licensed nurses, wera responsible for
ensuring ail residents’ bed and chair alarms ware
working, and that all safety measures wers In
place to protect the residents from potential
injury, as care planned,

483.25(d) NO CATHETER, PREVENT Un,
RESTORE BLADDER

Based on the resident's com prehansive

F 315

1. What corrective action will be 02/25/15
accomplished for those residents found to
have been affected by the deficient practice?
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assassment, the facility must ensure that a
rasident who anters the facility without an
Indwailing catheter Is not catheterized unlass the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who s incontinent of bladder receives appropriate
treatment and services to prevant urinary tract

| infections and to restora as much normal bladder
function as possible,

i
This REQUIREMENT is not met as evidenced

Based on observation, interview, recard review,
and review of tha facility’s policy, { was
determinad the fecllity failed to have an effective
system in place to ensure a tolleting program was
| implemented, monitored and revised lo meet the
! residents’ individual incontinent needs for two (2)
of thirty-two (32) sampled rasidents (Resident's
#15 and #20).

Review of Resident #20's toileting documentation
revealed there was no completad assessment of
urinary frequancy, incontinenca or continent
episodes documented to determine if the toileting
program wasg meeting the nead of the resident or
the goal to decrease the number of incontinent
apisodes. This resldent sustained two falls with

solled clothes, On 12/10/14 the resident was
ambulating from the foilet 1o the wheelchalr when
thay fell hit hissher head. On 12/14/14 the

his/her clothing, the brief was around the ankies
wet with urine and feces was found on the
resident's buttocks, The resident fsli and hit their
. head on the room mates foot board and

, Bustained a hematoma. The residant was

injury related to incontinence and trying to change .

resident was found in the closst trying to change |

{ The Medical Director was notified of
Immediate Jeopardy and incidents causing
the Immediate Jeopardy on Thursday
01/08/15. A representative of the
Gaverning Body provided the
Administrator guidance and education on
physician and family notification,
supervision and investigation of falls, care
plan revisions and scheduled toileting
programs on 01/08/15 and 01/09/15. '
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 audit on
01/10/15 for the one hundred eleven (111)
residents currently in the facility, This
incuded thirty {30) residents who had a
fall in the past three (3) months, and ;
cighty-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 the fall, interventions added
to the care plans at the time of the fall,
times of scheduled totleting program (if
any), alarms utilized, care plans,
notifications made to the attending
physician and resident’s responsible party
and interventions added after the audit
was completed. An action taken as a
result of the audit included update/

| revision to care plans for eleven (11)
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transferred to the hospital for evaluation and residents that included reachers; toileting
expired on 12/16/14. in early morning hours, sensor pads;
mattresses; and non-skid strips lo the
23‘;'::; dn:ngg:g:gnﬁhizéﬂlggpagtlg?g{m floor. In addition, one resident's toileting
program and the resident sustained three (3) falis program was add,ressed as a result of the
 With Injury related to incontinence and attempting 01/10/15 audit with changes to the timing
10 take self to the follet, On 11/17/14 the resident of the toileting program based an his/her
was faking self to the bathroom and fell recsiving individualized needs. The Medical
a laceration to left eyabrow. On 12/15/14 the Director met with the Director of Nursing
rlei::‘a:' “;:: '"8“"‘1‘2;“7’ I?zd“:"" “;'}2 p‘:'“ ;t;the (DON) on 01/08/15 to review policies,
right shoulder. On e resident w. . .
i teﬂdng self to the bathroom and fall sustalning an pro.ccdufcs and practices for Ehysman
abraslon to the back and a skin tear to the elbow. notification, oot cause analysis of
accidents, incidents and falls prevention,
Tha facility's failure to have an effactive systam in revision of care plans and the scheduled
placs for implementing, menltoring and revising toileting program. Revisions were made
the tolieling programs [or rasidents has caused or to the policy, Accident and Incidents, for
is likely to cause serious injury, harm, impairment hysician and responsible pa
or death o resident. The Immediate Jeopardy Phy . p P Ty
was identilled on 01/08/15 and determined to notification to include notification to the
exist on 12/10/14. physician within thirty {30) minutes of a
fall involving head injury or a fall which
An “CGPLB:;G A'Le?;g%‘so' I?O?‘Plﬁﬂcla (Aogu;)l was not witnessed. Revision was made to
. was recaved on a'eging the Immediate the policy, Falls Prevention, to check
Jeopardy was removed on 01/14/15. The State .
Survpeay Xgancy validated the Immediate Jeopardy : safety devices cadf Sh.m to ensure they are
was removed on 01/14/15 as aileged, prior to exit in place and functioning properly. The
on 01/23/15. The scope and severity was lowered procedure for cenducting neurological
to a *D* while the facllity monitors the checks was reviewed by the DON and
implementation of the Plan of Correction (POC) Staff Development Coordinator and all
and the facility's Quality Assurance monitors the licensed nurses provided education on
aeffectiveness of the systemic changes, that process on 01/10/15 thr ough :
The ﬂndlngs nclude: 01/13/15. The DON and the Staff b
' Development Coordinator conducted the |
Review of the a policy titles Bowsl and Bladder i inservice training on neurological checks
and provided by the facility as the tofleting and additional pen lights (used to conduct !
program policy, dated Seplember 2010, revealed . the neurological checks) were ordered by |
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every rasident would ba assessed and the DON on 01/12/15. The MDS
mainlained at their highest level of continence. Coordinator, MDS Nurse, DON and Risk
Tha tolleting program would be individualized Manager are responsible for ensuring care

specitic to a reaidont's incontinent pattem. The

program would be implemented and noted on the i plans are completed/revised in a timely/

accurate manner. A Falls Committee was

plart of cara.

Initiated 01/12/15 to review fall
1. Review of the closed tlinical record far interventions, to review reviewed/revised
Resident #20 revealed the facility admitied the care plans and to complete root cause
resident on 05/21/14 with dlagnoses of Deep Vein analysis for falls during the meeting. The

Thrombosis, Alzheimer's, and Gait Ataxia.

Resident #20 also had a history of falls. Falls Committee is comprised of the

i Administrator, the DON, a MDS Nurse,

Review of Resident #20's Quarterly Minimum : Social Services Representative, Risk Care
Data Set (MDS) assessment, compleled on Manager, Restorative/Wound Care Nurse
1107114, revealed the facility assessed the and the Rehabilitation Services Manager
resic:alnt asx;‘m sltaa:y ?r: hlslh?r 'ea‘ta?ﬁ - or therapy representative and meets
requiring extensive assistance from staff 1o tollet, :
walk, and bathe, The MDS assessed Resident Mondy through F;lday. posMDS

| #20 as frequently incontinent of urine and was Coordinator, MDS Nurse, DON and Risk |

| currently on a urinary toileting program. The Care Manager are responsible for
facility conducted a Briet interview for Menta) ensuring care plans are completed/revised
Status (BIMS) during the assessment and the in a timely/accurate manner. A Standards
residant scored an eight (8) out of fifleen (15) of Care meeting is led by the MDS Nurse
indicating moderate cognitive Impaiment. and the MDS Coordinator. In attendance
Aeview of Resident #20's Initial Plan of Care for at that meeting are the Dietary, Risk
Scheduled Tolleting, dated 05/21/14 and the Manager, Social Service Representative
comprehenaive care plan dated 05/28/14, and the Activity Director. A report would ;
ravealed the goal was for the resident to have be generated in that meeting of all falls,
Inbarvaiont Isten Veklgo oo e e s ol e fEsldentz caFe

f e !

to use the toilet in accordance with tha program; plans and any actions ".‘k‘" to address
evaluate the program quarterly and as needed: concerns which v\:'m.!]d’mcludc staff
and, encourage the resident to request staff education, staff discipline and care plan
assisiance with tolleting at times other than revisions to the Quality Assessment and
schedulad toileting times. Assurance Committee monthly from

anuary 2015 - December 2015, The
Review of the Behavioral Program form, dated th??nd the Staff Development _ |
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056/28/14, ravealed Resident #20 was placed on a
scheduled tolleting pragram with interventions to
toilet at regular intervals that matched elimination
patterns identifled. However, tha Four (4) Day
Bowel and Bladder assessment form, used to
determine Resident #20's elimination pattems,
dated 05/23/14, revealed no documentation the
resldent was toilsted, found wet or dry for an elght
(8) hour time-frame, on 05/22/14 fram 5:00 AM to
1:00 PM, and for a twanty-two (22) hour
time-frame an 05/24/14 from 2:00 AM until 11:00
PM. Again on 05/25/14, there was no

documentation for a fourteen {14) hour
time-frame from midnighdt till 2:00 PM.

Review of the Scheduled Tolleting Program plang,
dated June 2014 through December 2014, :
revealed staff was to document contlnent
episodes on the form under headings labeled:
Toilet as needed during the night, with moming
care, alter breakfast, after lunch; between 3:00
PM and 5:00 PM, after supper, at bedtime; and, '
between 10:00 PM and 12:00 PM. On the bottom
ponion of the form the staff was 1o document
incontinent episades every two hours. Continued
review of the Scheduled Tolleting program forms
revealed numerous blanks, indicating staff did not
document continent and incontinent episodes as
required sach month. Continued review of the
documents reveated no revisions were made 1o
Resident #20's scheduled toileting time-frames to
indicate the staff was performing toileting at the
time the resident would mostly likely need 1o
toilet.

Review of the Restorative Monthly Assessment
form, dated 11/07/14, revealed staff documented
the resident cantinued to frequently dribble urine
and had a decrease In ambulation ability due to

F 315]Continued from page 76

Coordinator were provided training by
the Administrator on 01/09/15 on
physician and responsible party '
notification. The DON and the Staff i
Development Coordinator initiated al}
licensed 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 licensed 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
nurses received training on: falls and
proper process for notification of the
resident's physician, the responsible party,
the neurological check process, the proper
completion of the Event Report Form,
review/revision of care plans, root cause
alnalysis process, policy and procedure on
{ Accidents and Incidents, policy on Falls

| Prevention, Neurological check protocol
form and the (orm used for the Sheduled
Toileting Program. The Administrator
provided training to the Director of
Nursing, the Risk Manager and the
therapy staff on 61/12/15 and 01/13/15
regarding the IJ, policy and procedure
revisions, processes of Falls Committee
Meeting, quality assessment and assurance
committee tole to ensure compliance and
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knee pain. Howaver, there was no documented develop further actions to be taken. Three

assessment of urinary frequancy, incontinence or
continent episndes documentad on the form o
determine if the program was mesting the needs
of the resident or the goal 10 decrease the
number of incontinent apisodes.

Review of the Restorative Monthly Assesament
form, dated 12/03/14, ravealed staft documented
Resident #20 had a significant decline In I
ambulation with complaints of bilateral leg pain
and tha resldent remained on the scheduled
tolleting to decrease welness along with unsafe
transfers. However, there was no documeanted
assessment to determine if the program was
meeting the needs ot the resident or the goal to
decrease the number of incontinent episodes.

i The asseasment forms further did not address
 the resident's falls sustained on 06/10/14, |
06/11/14, 08/09/14, 09/08/14 and 10/20/14. On
12/10/14 and 12/14/14 that found the rasident
Incontinent with each of these falls and received a
head injury that required hospitalization and
subsequent death.

interview with CNA #5, on 01/08/15 at 11:25 AM,
raevealed Resident #20 was only toileted avery
two (2) hours, the same as the other residents.

Interview with CNA #7, on 01/08/15 at 10:55 AM,
revealed she loileted the resident every two {2)
hours and as needed. Rasidant #20 wanted to do
it by him/erself and did not want to ask for help.

2. Reviaw of the clinical record for Resident #15
revealed the facility admitted the resident on
08/19/13 with diagnoses of Dementia, Anemia,
Qstaoarthritis, and Bladder Disorder. Further

| reviaw revealed Resident #15 had a history of

(3) notifications of residents' who fell
prior to ¢1/12/15 was made to the
attending physicians and responsible
party on 01/12/15 with one (1) physician
and the responsible party notification of a
fall which occurred on 01/13/15. The
DON provided training to the
Restorative/Wound Care Nurse on
01/08/15, 01/10/15 and ©1/12/15
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
ta the toileting program, monitor for
patterns and trends of the toileting
program and a system to report findings
of the audits to the Quality Assessment
and Assurance Commitee, The
Restorative/Wound Care Nurse would
audit the toileting program using the
Sheduled Toileting Audit tool, The
toileting program documentation was to
ensure accuracy and completeness of
scheduled toileting programs, The audit
would include completion of all fields on
* the toileting program document, issues

noted, trends noted, updates to the |

JRM CMS-2587(02-89) Previous Varsions Obsoiela Evant ID: CNWWw11t

Feciity ID: 100837A H continuation sheet Page 7B of 148

STl L=t
l“flL.... SIS BT

il_.:s 2 l :-13

e e me g

VIALTHERAL

LT

s et d

s




From:Green Meadows Health Care Ctr.

502 955

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIEFVCLIA

7395 02/27/2015 18:32

#3950 P.084/153

PRINTED: 02/06/2015
FORAM APPROVED

QMB NO. 0938-0391

NAME OF PROVIDER OR SUPPLER
GREEN MEADOWS HEALTH CARE CENTER 1

STREET ADDRESS, CITY, STATE, 2IF CODE
310 BOXWOOD RUN ROAD
MOUNT WASHINGTON, KY 40047

{¥2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185464 B. WING 01/23/2018

. Mental Status (BIMS) due to the resident having
: short-tarm and long-term memory problems

| interventions stated to obssrve skin for

falls and was receiving antl-depressant and
anli-anxlety medications to treat symptoms of
Deapression and Anxiety.

Review of Resident #15's quarterly Minimum
Data Set (MDS) assessment, complsted on
12/02/14, revealad the facllity assessed the
rasident not steady on hisher feet and needed
extensive assistance from staff to toflet, walk,
transfer and bathe. The MDS further revealed
stalt could not conduct a Brigf Interview for

which affected his/her abllity to make declsions
and follow cues, The facility determined on tha
MDS the resident required supervision in daily
decislon making. The assessment further
determined the resident was a candidate for a
urinary toileting program.

Review of the comprehensive care plan, dated
(7/08/14, revealed the resident was on a
Restorative Nuraing Program scheduied tolteting.
Resident required restorative nursing scheduled
taileting program related to decrease episodes of
urinary incontinence and unsafe self iransfers
relaled to toileting needs. The undated

breakdown while toileting per individual schedule;
encourage resident to use toilet In accordance
with the program and as needed; evalyate
restorative program quarterly and as needed:
encourage resident to request staff assist to
bathroom as needed at imes other than
scheduled toileting times. Howsver, the
comprehensive care plan did not provide direction
to staff as to when 1o take the resident {o the
bathroom,

toileting program and her initials. On
01/12/15 the Restorative/Wound Care
Nure audited twenty-nine {29) clinical
records finding one (1) area of concern
and on 01/13/15 she audited twenty-eight

concern. The Restorative/Wound Care

the toileting program to the DON and the
Quality Assessment and Assurance
Committee will review and monitor those
findings. The facility will utilize the
Quality Assessment and Assurance
Committee to review, evaluate and
monitor for compliance with the

revision of resident care plans, toileting
Program and accidents and supervision
with the following documents to be
utilized: audits for falls, audits of
notifiation of resident’s attending

plans addressing falls and audits of
Itoi]er.ing program. The monthly meeting
of the Quality Assessment and Assurance
Comnmittee (o be held in February 2015
will 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

taken, revise action plans if necessary and
continte to monitor the specifics of all

(28) clinical records finding one (1) area of !

Nurse is to report identified concerns with

notification of physician/responsible party,

physician/responsible party, audits of care

findings, assess the effectiveness of actions
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: Review of the Scheduled Toileting Program Plan,

Review of the Scheduled Toileting Program Plan
revealed a flow sheet with a documentation kay
D-decline, V-tolleted/voided, O-tolleted-did not
void, V/BM-tolled, voided and bowel mavement. It
further was divided into two sections one titted
Coantinent Eplsodes only and Incontinent
Episodes. The form contain a daily grid for each
day and time noted as toilet pm during night: with
AM care; after breakfast; after funich; between
3P-5P, after supper; between 10P and 12A. The
form further ravealed it was not individualized, but
tofleting took place every two hours.

for Rasident #15, dated June 2014, revealed nine
(9) toileting times per day the resident was
scheduled to be tolleted. Thare were no entries
made for one hundred and two (102) of the two
hundred and seventy (270) tolleting opportunities.

Review of the Scheduled Tolleting Program Plan,
dated July 2014, revealed nine (9) toileting times
per day the resident was scheduled, However,
there was no entry made for fifty-five (55) of the
wo hundred seventy-nine (279} toileting
opportunities,

Review of the Scheduled Toileting Program Plan,
dated August 2014, revealed nine (9) toilating
times per day tha resident was scheduled to be
toileted, However, there were no entries mads
for sixty-sight (68) of the twa hundred i
seventy-nine (279) tolleting opportunities,

Review of the Scheduled Toileting Program Plan,
dated September 2014, ravealsd nine (9) toilsting
times per day tha resident was scheduiad to ba

tolleted, However, there ware na sntries made
for eighty-nine (B9) of the one hundred sidy-two

! the clinical documentation relative to the

falls within the facility.

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

All residents of the facility have the
potential to be affected should the
facility’s system to ensure a toileting
program is implemented, monitored and
revised to meet the residents' individual
incontinent needs not be effective,

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

Licensed nurses and CNAs were provided
training on the Scheduled Tolleting Program
by the Restorative/Wound Care Nurse, DON
and SDC on ¢1/10-13/14 addressing the
toileting program components including the
four-day bowel and bladder assessment
process ta note patierns and trends to develop
an individualized scheduled toileting program
for the resident, the process of documentation
on the toileting program forms and the
toileting program as it relates to the
prevention of falls. The Restorative/Wound
Care Nurse developed an audit tool to audit

toileting program. The Restorative/Wound
Care Nurse is auditing the toileting program
on Manday through Friday, The Scheduled

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH COARECTIVE ACTION BHOULD BE
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DEFICIENCY)
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. Continued raview ot Resident #15's program

(162} toilating opportunities between 09/01/14
and 058/18/14. No toileting documeniation was
completed on this sheet between 09/18/14 and
09/30/14,

Review of the Scheduled Tolleting Program Plan,
dated Qctober 2014, revealed nine (9) tolleting
times per day the resident was scheduled to ba
loileted. However, thara were no entries made
for one hundred and fifty-seven (1 57) of the two
hundred and seventy-nine (279) tolleting
opportunities.

Review of the Scheduled Toileting Program Plan,
dated Navember 2014, revealed nine (9) tolleting
times per day the resident was scheduled to be -
loileted. However, thera were no entries made

for one hundred and fifty-four (154) of the two
hundred and seventy (270) toileting opportunities. |

Review of the Scheduled Toileting Program Plan, g
dated December 2014, revealed nina (9) toileting |
times per day. There were no entries made for
ane hundred and sevenieen {117) of the two
hundred and seventy-nina (279) toileting
opponunities.

revealed it did not address the three (3) falls the
resident sustained on 11/17/14, 1211514 and
12/17/14 with injury all associated wilh irying to
self tailet. On 11/17/14 the resident was taking
self fo the bathroom and fell receiving a laceration
to left eyebrow. On 12/15/14 the resident was
incontinent and fell with pain in the right shoulder.
On 12/17/14 the resident was taking self 1o the
bathroom and feli sustalning an abrasion to the
back and a skin lear lo the elbow.

F 315|Continued from page 80
Toileting Audit form is used to determine all |
fields on forms are completed, identify any

{ssues of concern, determine trends re]

for this auditing process to ensure it is
completed and addresses the program'’
relation to falls prevention, The Resto

ensure continued compliance is ach
and/or maintained?

Assessment and Assurance Comm

calendar year 2015. The Quality
Assessment and Assurance Comm

will review and discuss the findings
presented and evaluate the effectiveness

of the actions and direct further ac
'plans when needed.

toileting and make updates to the program as
needed. Identified concerns will be reported
to the DON who will addressed with the
appropriate staff through education. The
Restorative/Wound Care Nurse is responsible

Wound Care Nurse will report her findings to
the Quality Assessment and Assurance
Committee on a monthly basis for review and
monitoring as well as provide direction.

4. Detail how the facility will monitor to

The Restorative/Wound Care Nurse will
submit a report of findings to the Quality

'a monthly basis for the remainder of

ated to

-
rative/

ieved

ittee on

ittee

tion
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Interview with Certified Nursing Assistant (CNA)
#9, on 01/09/15 at 12:00 PM, revealed she would
toilet residents on the toileting program every two
hours. She siated if a resident did not void she ,
left the box blank on the tolleting form. The CNA
stataed she had been trained on the toileting
program, and her praceptor was anothar CNA
and she was told to leave the area blank if the
resldent did not void or was not incontinant,

Intarview with CNA #3, on 01/08/15 at 10:55 AM,
revealed the residenta an tha taileting program
waora toileted every two hours and as needed.

Interview with CNA #6, on 01/08/15 &t 1:55 PM,
revealed the residents on the toileting program
wete lolleted every two hours and before and
after meals.

Interview with the Rastorative/Wound Care
Licensed Practical Nurse (LPN), on 01/09/15 at
2:30 PM, revealed the schaduled tolleting

; program was not the same as a Restorative
tolieting program; hcwever, it was documented on
the same forms. She further stated thers were
twanty-seven (27) residents who ware on the
scheduled toileting program and only two (2) of
lhose residents had a differant schedule from the
rest. She stated residents were assessed for four
(4) days to determine it they met the

| requirements to be on the scheduled toileting
program. She stated the Cartified Nursing
Assistanla documented the resident’s continent
and incontinent episcdes on the Scheduled
Tolleting Program form. She stated all areas on
the forms should be filled in using the key at the
{op of tha page and there should ba na blanks,
She stated a quarterly and monthly agsessment
was completed on each rasident to determine if ,
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the residents continued o qualify for the program,
She stated she did not track or trend the
information gathered regarding the residents
tolleting habits to determine if changea needed to
be made to a resident's program to better meet
their needs or lo determine if the program waa
administered by nursing effectively. She stated
the care plan for the tolieting program was
computerized and the computer automatically
generated generic interventions for each
resident's care plan.

Intervisw with the Risk Manager, on 01/09/15 at
9:35 PM, revealad she had not complsted any
audits of the toileting program to dstermine if the
program was effective or needed revisions.

Interview with the Direcior of Nursing (DON) on,
01/08/15 at 3:00 PM, revealed the
Restorative/Wound Care Licensed Practical
Nurse, was responsible for assessing the toiteting
program to delermine the program's
sffectiveness. But he was not awars thera was
documantation issues' oceurring in regards to the
1oileting program until this week. He stated he
thought it was important for her to tell him it there
was & problam with the tollsting program
documentation sooner. The DON stated ha did
not know of any tracking and trending data

: completed by the Restorative/Wound Cara LPN,
in regards to the toileting program.

Review of the Allegation of Compliance (AOC)
 revealed the facility implemented tha foilowing
immediate stepsa to remove the Immediate
Jeopardy:

1. The Medical Director was notifled of
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01/08/15 and 01/09/15.

Coordinator, Risk Care Manager,

individualized naads,

Immediate Jeopardy and incidents causing the
Immediate Jaopardy on Thursday 01/08/15, '

2. Arepressntative of the Govemning Body
provided the AdmInistrator guidance and i
education on physician and tamily natification,
suparvision and investigation of falls, care plan
revislons and schaduled toileting programs on

3. Licensad nurses (DON, Staff Developmant

Restorative/Wound Care Nurse, Minimum Data
Set Nurse, House Supervisor, two (2) Unit
Managers and a Staff Nurse) completed an audit
on 01/10/16 for the ane hundred eleven (111)
rasidents currently in the facility. This included
thirty {30) residenta who had a fall in the past
three (3) months, and eighty-one (81) residents
who had no fail within the past three (3) months,
The audit included a review of the fall avent
document for thase who had fallan for root cause
of the fall, interventiona added to the care plans
at the time of the fall, times of scheduled tolieting
program (it any), alarms utilized, care plans,
notlfications mads to the attending physician and
resident's responsible party and jnterventions ¢
' added after the audit was completed. An action
taken as a rasult of the audit included
I update/revision to care piana for eleven (11)
residents that included reachers; tollating in early
morning hours; sensor pads; mattresses; and,
han-gkid strips {a the floor. in addition, one
resident's toileting program was addressed as a
| result of the 01/10/15 audit with changes to the
timing of the toilating program based on his/her

4, The Medical Director met with the Diractor of

F 315
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Nursing (DON) an 01/08/15 o review policies,
procedures and practicas for physician

notification, root cause analysis of accidents,

incidents and falls prevention, revision of care ,
plens and the scheduled toileting program. ‘
Revisians were made to the policy, Accident and
Incidents, for physician and responslble party
notification to inciude notification to the physician
i within thirty (30) minutes of a fall involving head |
! Injury or a fall which was not witnessed. Revision :
| was made to the policy, Falls Pravention, to

| check safely devices each shlft to ensure thay
are In place and tunctioning properly,

5. The procadure for conducting neurologlcal
checks was reviawed by the DON and the Siaff :
Development Coordinator and all licensed nursas
provided education on that process on 01/10/15
through 01/13/15. The DON and the Staff
Devslopment Coordinator conducted the
inservice training on neurological checks and
additional pen lights (used to conduct the

} neurological checks) wera ordered by the DON
1on 01121185,

6. The MDS Coordinator, MDS Nurse, DON and
Risk Manager are responsibie for ensuring care
plans are completedfrevised in a timely/accurate
manner. The care plans of resigents 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 I
Services Representative and the Activity Director,
A repori would be generated in that meeting of all
falls, the review/ravigion of the residants' care
plans and any actions taken to address concarns
which would include staif education, statf
discipline and care plan revisions to tha Quality |
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Assegsment and Assurance Committes maonthly
from January 2016 - Decembar 2015.

7. The DON and the Staff Development
Coordinator were provided training by the
Administrator on 01/09/15 on physician and
responsibie party nolification. The DON and the
Staff Development Caordinator initiatad all
licensed nurses' and Centifiad Nursing Assistants'
(CNA) training on 01/10/15 and continued that
training through 01/13/15. A total of one hundred
nineteen (119) staff had been trained by 9:30 PM
on 01/13/15 with one (1) remaining staff notified
they must receive training by their supervisor priorl

{o retuming to work. The training to all licensed
nurses and certifled nursing assistants ncluded: |
work order process, cars plans, certifled nursing
asslslant care sheets, proper use and types of
alarms, the scheduled tolisting program
process/form to be usad and propet compietion
of the form, The licensed nurses received
tralning on: falls and proper process for
notificatlon of the resident's physician, the
rasponsible party, the neurological check
precess, the proper completion of the Event
Report Form, reviaw/revision of cars plans, root
cause analysis process, policy and procedure on
Accidents and Incidents, policy on Falls
Pravention, Neurological check protacel 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 04/13/15 ragarding ;
the I, policy and procedure ravisions, processes
of Falls Committee Meeting, quality assessment
and assurance commitiee rcle {o ensure

compliance and develop further actions to be '
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01/23/2018

9. Three (3) notifications of residents' who fell
prior to 01/12/15 was made to the attending
physicians and responsible party on 01/12/15 with
one (1) physiclan and the responsible party :
notitication of a fall which occurred on 01/13/15., ! '

10. AFalis Committes was initlated 01/12/15t0 |
review fall interventions, 1o review )
reviewed/ravised cara plans and to complete root
cause analysis for falls during the meeting. The
Falls Committee is comprised of the
Administrator, the DON, a MDS Nurse, Social
Worker, Risk Care Manager, Rastorative/Wound
Care Nurse and the Rehabliitation Services
Manager and meets Monday-Friday.

11. Tha DON provided training to the
Restorative/Wound Care Nurse on 01/08/15,
0110/15 and 01/12/15 addressing the facility's
scheduied toileting program, the talleting pragram
as it relates |o falls, review of the four day bowel
and bladder assessment process to nota patterns
and trends to develop an individualized scheduled
toiteting program for the resident, the process of
documentation on the toileting program form and
the creation of an audit taol to audit the clinical
documentation relative to tha toileting program,
monitor for patterns and trends of the toilsting
program and a system to report findings of the
audits to the Quality Assassment and Assurance
Comnmittee.

12. The Restorative/Wound Cara Nurse would
audit the foileting program using the Scheduled
Tolleting Audit tool. The toileting program
documentation was to ensure accuracy and
completaness of scheduled toileting programs.
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Contlnued From page 87

The audit would include completion of all fislds
on the toileting program document, issues noted,
trands noted, updates 1o the tolleting program
and her initials. On 09/12/15 the
Restorative/Wound Cara Nurse auditad
twenty-nine (29) clinical records finding one (1)
area of concern and on 04/13/15 she audited
twanty-eight (28) clinical racords finding one (1)
area of concem. The Restoralive/Wound Care
MNurse is to report identifled concerns with the
tolleting program to the DON and the Quality
Assessment and Assurance Commitiee will
review and monitor thase findings.

13. The facllity will utilize the Quality
Assessment and Assurance Committee 1o review,
evaluale and monitor for compliance with the
notificetion of physician/reapansible party,
revision of resident care plans, toileting program
and accidents and supervision with tha following
documents to be utilized: audits for falls, aydits
of nolification of resident's attending
physician/responsible party, audits of care plans
addressing falls and audits of toileting program.
The monthly meeting of the Quality Assessment
and Assurance Committee to be heid in February
2015 will be the Initlal meeting 10 review all of the
audt! itormation. These meetings will continue
monthly for the next calendar year and will raview

actions taken, revise action plans if necessary
and conlinue to monitor the specifics of all falls
within the facility.

On 01/23/15, the State Survey Agency (SSA)
validated the facility's AOC prior to exit through
obsearvation, interview and record review as
follows;

F 315
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1 1. Telephone interview with the Medical Director, J
an 01/261§ at 2:30 PM, post survey due to i
lacture schedule and unavallability, ravealed he !
was contacted by the Director of Nursing {DON)
on 01/08/15 regarding the Immediate Jeopardy. |
The Medlcal Diractor revealed he and the DON I
discussed several issues in regard to the ;
Immediate Jeopardy i.e. the cause of residant i
falls, toileling Issuesftolteting schedules, CNA
aducation, review of residents’ medications, use i
| of non-skid socks/shoes (should always be '
available) and lighting. He also revealed he and ’
the DON discussed revision of the residents' care
plans as nacessary and the revislons needad for |
tachity palicies; specifically Accidents/incidents, i
Fall Prevention and the Tolleting Program. The i
Medical Direclor indicated he told the DON the |
question should always be asked afier a :
resident's falf where the facility falled and what !
should be done to prevent resident 1
{alls/accidants. i
i

2. Review of the Administrator's notes from
telephona conversation with a Govemning Body
representative revealed the representative ;
retrained the Administrator on the need to ensure
policies and procedures were in place (process of .
physicianfamily natification, supervision and talls,
care plan revislons and scheduled toileting '
programs). Further review of the Administrator's
notes fram telephone conversation with a

| Goveming Body representative on 01/09/15
revealed the representative addressed the
process of root cause analysis which required
intensa and in-depth questioning, record review,
and resident, staff and witness interviews. Also
discussed during the 01/09/15 training of the
Administrator by the Governing Bady i
representative was tracking and trending of all
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fails and assurance sudits are in place to ensura
processes are being followed with concemns
identliled to be addressed in staff training.

Inferview with the Administrator, on 01/23/15 st
10:50 AM, revealed he had a telephone
conversation with a Goveming Body
represantative on 01/08/15 and 01/09/15 1o
include how ta complete the process of
physicianfamily nolification when a resident had
a talf, how to follow the facility policy regarding
falls, cara plan revisions, the schedulad teiteting
programs, and the process in-depth root cause
analysis.

3. Review of the Resident Audit for Inmediate
Jeopardy January 2015 document revealed ona
hundred-sleven (111) residents (census of
01/10/15) were reviewed for falls in the past three |
(3) manths-date/time/root cause; interventions !
added at time of fafl, scheduled {olleting and
 imes, alarms type/ocation/ 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
Resident C's individualized tolleting program
revealed it had been revised as a result of the
audit on 01/10/15 with changes to reflect a time
frame for tollsting of 3:00 AM - 5:00 AM as the
resident had fallen during those hours when
attempting to self toilat.

Interview with the DON on 01/23/15 at 10:00 AM
revealed he was involved In the audit of all
residents’ charts who were in tha facility on
01/10/15 to review all falls within the past three
(3) months in regard-dateAime/root cause,
Intervenlions added at fime of {all, scheduled
toileting and times, alarmsa type/lacation/ care h
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. when attempling to self toilat.

Cantinued From page 90

plan updaled 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 residents’ falls for the past three (3) months
that included the current census of one hundred

review cavered the dateftimefroot cause,
interventions added at time of fall, scheduled
toileting and times, alarms typeflocation/ care
plan updated at time of fall and any interventions
added at time of audit,

Interview with the Minimum Data Set nurse, on
01/23/15 at 3:44 PM, the Restorative/Waund
Care Nurse, on 01/23/15 at 3:55 PM, two (2} Unkt
Manegers on 01/23/15 at 4:45 PM, a Staff Nurse,
on 01/23/15 at 5:05 PM, and the Staff
Development Coordinator, on 01/23/15 at 5:30
PM, revealad they had all been invaived In the
audit of the faciiity residents on 01/10/15 to
reviaw all falls within the past three {3) manths in
regard-dateftime/root cause, interventions added
at time of felt, scheduled tolleting and times,
alarms type/location/ care plan updated at time of
fall and any interventions added at time of audi.
Record review of ana resident's individualized
toileting program revealed It had been ravised 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 has fallen during those hours

4. Review of the policy, Accident and incidents,
on 01/23/15 at 9:00 AM revealed it had been
revised o include notification to the physician
within thirty (30) minutes of a fall Involving head

injury or a fall which was not witnessed. Review

Fa15
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of the policy, Falls Preventlon, on 01/23/15 at
9:10 AM, ravealed it had baen revised to include
the chack of safety devices each shift to ensure
they are in place and functioning property.

Interview with tha Administrator and the DON, on
07/23/15 at 10:05 AM, revealed they had met with
the Medical Director on 01/08/15 to review
policies, procedures and practices for physician
notification, root cause analysis of accidents,
incidents and falis pravention, revision of care I
plans and the scheduled tolieting program and ;
they made raviglons to the Falls Prevenilon and
the Accident and Incidents policies.

QObsarvation, on 01/22/15 at 10:40 AM, revealed
Resident #25 had an alarm on the whealchalr as
cere planned and on 01/22/15 at 1:00 PM,
Raesident #25 was seated in the wheelchair with
an alarm on tha wheelchair. Observation of
Resident #27, on 01/23/15 at 8:15 AM and 1:25
PM, revealad an alarm on the rasident's

| wheelchalir.

Review of the record for Resident #25 revealed
the residant's alarm had been checked on day
shift per facility pollcy and was functioning and
review of Resident #27's record revealed the |
; fesident's alarm had been checked on the day J_
shift per facilily policy and was functioning. i .

5. Review, on 01/23/15 al 10:13 AM, of the
content for an inservice to licensed nursing staff
on 01/10/15 revealed the procedure for
conducting neurological checks was reviewed by
the Director of Nurses and Stafl Development
with the nurses and they were informed of
additional pen lights (used during the neurological |
checks) being available In the facility on ait of the | .
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crash cans. Review of two (2) medical supply
company involces on 01/23/15 revealed
additional pen lights had been ordered by the
Administrator for nurses to use during
neurological checks.

Ohbservation of a neurclogical check performead
by Licensed Practical Nurse (LPN) #4 on '
Resldent #26, on 01/22/15 at 12:30 PM, revealed
proper lechnique per standards of nursing i
practice and followed the facility’s retraining for
nurses on neurological chaecks,

Interview with LPN #4, on 01/23/15 at 10:20 AM,
reveslad she had been retrained on neurological
checks for rasidents with possibls head injury
during a tralning provided 1o all licensed nurses
on 81/10/15 by the Stait Development
Coardinator and she knew pen lights were
available in the facliity on the crash carts.

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

Intarview with the MDS Coordinator, on 01/23/15
at 3:44 PM, revealed 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
01/23/15 at 2:19 PM, revealad he was providad
training by the Administrator on 01/09/15 on
physician/responsible party notitication after a
resident's fall. He revealed he and the Staff

Development Coordinator began on 01/10/15 an
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