From:Green Meadows Health Care Ctr. 502 955 7395

DEPARTMENT OF HEALTH AND HUMAN SERVICES

02/27/2015 18:36 #950 P.099/153

PRINTED: 02/08/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERV!

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLUER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186464 B, WING

{X2) MULTIPLE CONSTRUGTION
A BUILDING

OMB NO. 0938-0391

(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

SUMMARY STATEMENT OF DEFICIENCIES 1D
{EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

(X4} 1D
PREFX
T7G

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 315 | Continued From page 93

ali nursing staff training regarding the
physician/responsible party notftication after a
resident's fall, and continued through 01/13/15. A
review of in-servica training records on 01/23/15
revealed one hundred nineteen {119) staff had
been trained by 9:30 PM on 01/13/15 as
cross-referencad with the facility human resource
depariment staff roster. The training also
included: work order process; care plans; cerlifigd
nursing assistant care sheets; proper use and
types ol alarms; the scheduled toilating program
procass/fiorm to be used and proper complstion
of the lorm. The licensed nursas received fraining
on: falls and proper process for notification of the
resident's physician; tha responsible party; the
neurological check process; the proper
completion of the Event Report Form:
review/ravision of care plans; root cause analysis
process; policy and procedure on Accidents and
Incidents; policy an Falls Prevention; Neurclogical
check protocol fom and the form used for the
Scheduied Tolleting Pregram.

Interview with LPN #1, on 01/23/15 at 1:40 PM
and the Restorative Nurse, on 01/23/15 at 3:55
PM, ravealed she had been trained on
physician/responsible party notification regarding
a resident fall, care planning, event reports,
schaduled tolleting program/four (4) day
bowel/bladder trending/proper documentation on
01/10/15 at 9:00 AM.

Interview with CNA #11, on 01/23/15 at 1:50 PM,
revealed she had been trained on malntenance
requasts, CNA resident information sheels,
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,

F 315
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revesaled she had been trained on how to fill out
the tolleting program documentation, how to
report any maintenance Issues, the necessity to
chack alarms on any residents, to answer call
lights timely and to report any concems
immediately.

8. Review, on 03/23/15, of a therapy education
attandance form and an administrative staff
in-service training record each dated 01/13/15
revealed therapy stal! and administrative staff
had bean trained by the Administrator on
appropriate protocol to alert tha maintenance
department of safety issuss and maintenance
requests and a summary of the IJ received on
01/08/15,

Interview with the Business Office Manager, on
01/23115 at 5:10 PM, ravealed she received an
in-service regarding the Immediate Jeopardy
natification and the ramifications of same. She
stated the in-service included reporting
maintenance concerns and how the facility was
 doing root cause analysis during the marming
mesting.

Interview with a Certifled Occupational Therapy
Aide, on 01/23/15 at 4:50 PM, revealed ha
received an Insarvice about the Immediate
Jeopardy, the Falls Prevention policy and root
cause analysis among cther resident falls
concarns like the tolleting program and all was
presentad by the Administrator.

9. Review of the nursing notss for Resident #23
and Unsampled Residents B, and C revealad the
attending physician and respansible party were
notified on 01/12/15 of falls prior to that date and
! for Unsampled Resident D the attending
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physician and responsible party was notified on
01/13/15 of a tall which occurred on 01/13/15, ,

Interview with the DON, on 01/23/15 at 2:19 PM,
ravealed three (3) residents wers discovered on
01/12/15 to need physiclanfamily notifications of
falls which occurred prlor to 01/12115 and a
physziclanfamily notification was made on
0171315 regarding a fail on that data all due 1o
implementation of a ravised notification system.

110. AFalls Committee mesting attendees sign-in
' sheet was reviawad on 01/23/15 which Indicated
the Administrator, the DON, the MDS
Coordinator, Sacial Services #2, the Risk Care
Manager and the Restorative/Wound Cara 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
indicaled the residents who were reviewed for
1alls at the 01/12/15 Falla Commitiee meating
were Resident #23 and Unsampled Residents B
and C.

11. Interviaw with the Restorative Nurse, on
01/23/16 at 3:56 PM, ravealed she was trained by
the DON, on 01/10/15 at 9:00 AM, on
physiclan/responsible party natification regarding
a resident fall, care planning, event reports, and
scheduled toileting pregramfour (4) day
bowelbladder trending/proper documentation.
She stated she had been made aware of the
Immediate Jeopardy and the implications of the .
Immediate Jeopardy on 01/08/15, but she didnt |
romember if she signed an attendance sheet for
that date on 01/12/15. I

Review of in-servica training records revealed the |
Evant ID: CNWW11{
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. January 2015 revealed tha audit was started on

Continued From page 96

Restorative Nurse signed a training record on
01/09/15 (no time), on 01/10/15 at $:00 AM and
on 01/12/15 (no time).

12. Interview with the Restorativa Nurse, an
01/23/15 at 3:55 PM, revealed sha would use the
Scheduled Tolleting Audlt tool to ensure accuracy
and completeness of scheduled toileting
programs Monday-Friday. She stated the audit
would include complstion of all flelds on the
toileting program document, issuas noted, trends
noted, updates to the toileting program and her
initiale. She indicated she had completed an
audit of twenty-nine (29) clinical records on
01/12/15 finding one (1) area of concern and she
audited twenty-eight (28) clinical records on
01/13/15 finding one (1) area of concern. The
Restorative Nurse revealed she would report to
the DON each morning Monday-Friday any
concemns she had identifiad from the audits and
he would follow-up on them. She stated she
would alsa report her findings to the Quaiity
Assessment and Assurance Committee monthly
and the committee would review and monitor
thase findings.

Review aof the scheduled toileting audit for
01/1215 and was completed to 01/23/15.

13. Interview with the Administrator on 01/23/15
at 5:23 PM ravealed the facility utilized the Quality
Assessmant and Assurance Committee to review,
evaluate and monitor for compliance with the
notification of physician/responsible party,
revision of resident care plans, tolleting program
and accidents and supervision with the following
documents ta be utilized: audits for falls, audits
of natilication of resident's attending

F 315
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physician/responsible party, audits of cara plans
addressing falls and audita of toileting program.
The monthly meeting of the Quality Assessment
and Assurance Committee to be held in February
2015 will be the initial mesting to review all of tha
audit information. These meetings will continue
monthly for the next calendar year and witl review
the audit findings, assess the effectiveness of
actlons taken, revise action plans if necessary
and continua to monitor the specifics of all falls
within the facillty,
! Interview with the Director of Nursing, on
01/23/15 at 3:25 PM, revealad the Quaiity
Assurance Commitiee met and discussed
resident charts, care plans, falls, and riak factors.
As an example, Resident #13 was reviawed, with
changes made to the cara plan for a Gerichair for
comfort and safety, and an OT avaluation for
falls.
F 323 | 483.25(h) FREE OF ACCIDENT F 323|1. What corrective action will be 02/25/15
s8=K | HAZARDS/SUPERVISION/DEVICES accomplished for those residents found to
ted by the deficient ti
The tacllity must ensure that the resident have been affected by the deficien practicet
environment remains as free of accident hazards .
as la possible; and each resident receivas The Medical Director was notifiedof
adequate supervision and assistance devices to Immediate Jeopardy and incidents causing
prevent accidents. . | the Immediate Jeopardy on Thursday
01/08/15. A representative of the
Governing Body provided the
Administrator guidance and education on
This REQUIREMENT is not met as evidenced physician and family notification,
by: lsupervision and investigation of falls, care
Based on observation, interview, record review, plan revisions and scheduled toileting
and facility policy review, it was determined the [programs on 01/08/15 and 61/09/15.
facllity fallezto ha‘va an effective system In place Licensed nurses (DON, Staff Development
to ensure adequate suparvision and assistive ‘Co ordinator, Risk Care Manager,
1
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Restorative/Wound Care Nurse,
Minimum Data Set Nuzse, 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 included 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 toileting program (if
any), alarms utilized, care plans,
notifications made to the attending
physician and resident's responsible party
and interventions added afier the aundit
was completed. An action takenas a
result of the audit included update/
revision to care plans for eleven (11)
residents that included reachers; toileting
in early morning hours; sensor pads;
mattresses; and, non-skid strips to the

devices to prevent accidents and to ensure the
residants' environment was frea of accident
hazards. The facility failed to determine the root
cause of resident falls and failed to assess its fall
prevention processes 1o determine i they were
implemented and effective in promoting a safe :
environment for six (6) of thirty-two (32) sampled
residents, (Residents #8, #13, #15, #16, #17, and
#20). (Refer 1o F157, F280 and F315)

On 12/10/14 at 5:30 AM, Resident #20 sustained
a fall with injury. The resident sustalned a
hematoma (localized swelling fliled with blood
caused by a break in the wall of a biood vessel) to
the left side of the head that was dark purple in
color and a hematoma 1o the right thumb. The
facility did not complete a root cause analysis as
to the cause of the fall. Residant #20 sustained a
second fall on 12/14/14 at 11:55 PM, which

. resuited in & head injury and required transfer to

; the hospital for treatment whera the resident
subsequently explred on 12/16/14. Record
raview and interview reveaied Resident #20 has
sustained 2 totat of seven (7) falls from 06/10/14
through 12/14/14 with no avidance the tacility had
revised interventions lo pravent further falls.

On 11/17/14 at 3:20 AM, Resident #15 had a (all
and sustained a laceration to the left ayebrow,

The tacility falled to complete a rool cause
analysls and on 12/15/14 at 11:20 AM, Resident
#15 fell again and sustained an injury to the right
shoulder and hit his/her head. Resident #15 then
feil on 12/17/14 at 9:15 AM and received an
abraslon 1o the mid upper back and a skin tear to
the right elbow.

On 10/10/14, Resident #13 was found crawling

on the floor mat beside tha bed at 12:30 AM;

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 toileting program based on his/her
individualized needs. 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
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found at 4:40 AM, crawling on the flogr; and, ccidents, incidents and falls prevention,
again at 7:10 AM, the resident was found crawling evision of care plans and the scheduled
on the floor with & small laceration to the back ot oileting program. Revistons were made
the haad. On 12/15/14 the resident sustained the policy. Accident and Incidents. f
i another fall at 1:00 PM and received a taceration O Potcy, Scccent and ncicents, for
and a hematoma the size of a golf ball above the hysician and responsible party
right eyebrow. The facllity applied sterl-sirips and otification to include notification to the
a dry dressing fo caver. | hysictan within thirty (30) minutes of a
all involving head injury or a fall which
Resldent #17 sustained three (3) falls occurring as pot witnessed. Revision was made to
on 06/19/14, 12/20/14 and 12/2514, The h licy, Falls P ion. to check saf,
resident required stitches with the 06/19/14 fall. e policy, AT eh S 133 ST [{ g7
Tha 1ab alarm was not attached to the resident devices each shift to ensure they are in
 during the December 2014 falls, place and functioning properly. The
procedure for conducting neurological
On 12/28114 at l?:2"1.5 PM, Fle:ldenf; ;tﬂ sr.ésttra‘jned a checks was reviewed by the DON and the
fall while In the bathroom and staff found the -
resident an the floor. The facility did not complete ls.uff Dcelvelop ment Czodzadz:atox;iand allth t
a root cause analysis to determined the resident's SIS (R TV TN T
need for additional assistance. Resident #16 was process on 01/10/15 through 01/13/15.
found on 12/30/14 at 2:45 AM with his/her body The DON and the Staff Development
half ot the bed, and half on the floor. The nurse's Coordinator conducted the inservice
note "'W'S:Blﬂd the rasimcaeln(t had f)‘o :PP:;ant training on neurological checks and
injuries, but neurolog neurc) checks wera " .
inilated by the facilty's protocol. There was no e ey Ve et b e
root cause analysis completed for the fall. ON on 01/12/15. The MDS
In additlon, the facility failed to ensurs one (1) of | cordinator, MDS Nurse, DON and Risk
sixty-one (61} resident rooms {Room #2), witha anager are responsible for ensuring care
missing electrical plate allowing residents access | lans are completed/revised in a timely/
{o the wirea, was repaired to prevent potential ccurate manner. The care plans of
injury, and falled to ensure wheelchair arm pads ) vy ) falt 1db
were replaced 10 prevent potential skin tears for L LA AL T LT
ten (10) of seventy-eight (78) wheeichaira. eviewed weekly in a Standards of Care
: celing led by the MDS Nurse and the
The facility's faiture to have an effactive system in ! DS Coordinator. Now that a Falls
place lo determine the root cause of falls and ‘Committee has been initiated the care
assess prevention processes to determined if i lans of resident who have fallen are being
they were Implemented and effective In promoling F"
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a safe environmant for residents at risk has

caused or is likely to cause serious Injury, harm,
impairment or death to resident. The Immediate
Jeopardy was identitied on 01/08/15 and
determined to exist en 12/10/14,

An acceptabie Allegation of Compliance {AQC)
was received on 01/20/15 alleging the !mmediate
Jeopardy was remeved on 01/14/15. The State
Survey Agency validated the Immediate Jeopardy
was removed on 01/14/15 as alleged, prlor to exit
on 01/23/15. The scope and severity was lowersd
to an "E* while the facllity monfitors the
Implementation of the Plan of Correction {(POC)
and the facility's Quality Assurance monitors the
effectivenass of the systemic changes,

The findings Includs:

Review of the facliity's policy regarding Accidents
and incldents, daled March 2013, revealed It was
the policy of the facility to have a sate and healthy
anviranment. Therelore, all accidents or Incidents
occurring on facility premises must be reported
and investigated. For reporting purposes, an
accldent/incldent was defined as an occurrence
with the potential of Injury, liness, altercation,
etc., or any single event that resulted In parsonal
injury or Hliness to a resident. Regardless of how
minor an accldent or incident may be, it must be
reported {o the department superviser, and an
Event Documentation Form must be completed
on the shift the accldent or incident accurred. A
talls scene investigaticn would be completed for
residents with witnessed or suspected fails, The
Staff/Charge Nurse must be informed of ail
accidents or incidents so that medical attention
could be provided. Residents hliting their head

when falling or any un-witnessed falis would be

reviewed Monday through Friday. The
Standards of Care meeting continues once
a week. In attendance in that meeting are
the Dietary Manager, Risk Manager, Social
Services 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 incude staff education, staff
discipline and care plan revisions to the
Quality Assessment and Assurance
Committee monthly from January 2015 -
December 2015. Now the Standards of
Care team, Falls Committee team and the
QAPY/IDT team that meets as well
Menday through Friday will work
together to generate the same
aforementioned report to the Quality
Assessment and Assurance Committee,
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 the Staff Development
Coordinator initiated all 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,
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monitored by routine neuro-check protocol; notify proper use and types of alarms, the
the Medical Director or the victim's attending ischeduled toileting program process/form
physician and inform him or her of the accident or "to be used and proper completion of the

Incident; make an entry in the resident's chart
each time an attempt was made to contact the
physiclan; provide care and ransfer the resident,

‘form. The licensed nurses received
training on: falls and proper process for

if necessary, as ordered by the physiclan or at the notification of the resident's physician,
nurse's discretion; and, contact the resident's the responsible party, the neurological
representative of the accident/incident or injury check process, the proper completion of
with 24 hours of immediately in emergency the Event Report Form, review/revision of

situations, The Direclor of Nursing would review
all accidents or incidents discussing any concerns
with the nurse responsible for the care. The Risk

care plans, root cause analysis process,
policy and procedure on Accidents and

Manager or designee would be responsible for Incidents, policy on Falls Prevention,
reviewing and analyzing all Even Documentation Neurological check protocol form and the
Forms for trending purposes and modifications to form used for the Scheduled Toileting

a resident's plan of care and forward all reports to | Program. The Administrator provided

tha Administrator for review. Residents noted | training to the Director of Nursing, the

' with multiple incidents would be reviewsd as |

Risk Manager and therapy staff on
 indicated a1 Resident Safety Committee to ;
! evaluate the plan of cars. Nursing Services would 01/12/15 and 01/13/15 regarding the 1J,
be responsible for analyzing previous month's policy and procedure revisons, processes
data for the Quality Assurance Committee. of Falls Committee Meeting, quality

assessment and assurance committee role
to ensure compliance and develop further
actions to be taken. Three (3) |

1. Reviaw of the closed clinical record for
Resident #20 revealed the facility admitted the
rasident on 05/21/14 with diagnhoses of Dsep Vein

Thrombosis, Alzheimer's, and Gait Ataxia, notifications of residents’ who fell prior to .
Resident #20 had a history of falls and was 01/12/15 was made to the attending [
recsiving Coumadin 5.5mg dalily (bicod thinning physicians and responsible party on
medication) to prevant a recccurrence of Deep 01/12/15 with one (1) physician and the
Vein Thrombosis.

respansible party notification of a fall

A Falis Risk Assessment, completed on 05/21/1 4,1 which occurred on 01/13/15. A Falls

ravealed the resident had one-two falls in the past Committee was initiated 01/12/15 to
three months; the resident was chair bound; review fall interventions, to review
vision was poar; and, gait/balance the resident reviewed/revised care plans and to
was unabie to perform this function. Review of complete root cause analysis for falls

tha initial care plan, dated 05/21/14, revealed the during the meeting, The Falls Committee i
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staft were to keep the call light in reach;
encourage use of the call light; orient the resident
to the room; sensor alarm; appropriats foot wear;
Physical Therapy evaluation; and transfer uillizing
onea person. '

! Review of Resident #20's Admisgion Minimum
Data Set (MDS), dated 05/28/14, revealed the
| facility assessed the resident with Brief Interview
for Mental Status and determined the resident
scored an eight {8) out of fifteen (15) moderate
cognitive impalrment. The facility further
assessed the resident as extensive assistance
with wo plus persons for bed mobility; transfers;
ambulation; and, locomotion. The resident's
balance was not steady and was only able to
stabilize with stalf assistancs. In addltion, the
rasident sustained falis one month prior to
admission. Review of the CAT worksheet for
Falls, dated 05/28/14, revealed the resident had
impaired balance during transitions and required
human assistance for transitions. The rasident
had a diagnosis of Alzhiemers with cognitive
impairment and Osteoarthritls and hard of
hearing. These factors all increase risk for talls.
The resident was also noted wandering
throughaout the facility, Under the notes section
revealed sensor alarms wera being ulilized to
alert the staff should resident attempt to rise
unassisted,

Review of the comprehensive care plan, dated
05/29/14, revealed a potential for falls related to a
history of falls, medication use, cognition and
immodblliity. iInterventions included sensor alarm to
bed and chair, notity appropriate parties if falls
occur; verbal reminders to not ambulate or

. ranster without assistance; appropriate foot

" wear; and, snvironment free of clutter.

.

is comprised of the Administrator, the
' DON, a MD$ Nurse, Social Service
Representative, Risk Care Manager,
Restorative/Wound Care Nurse and the
Rehabilitation Services Manager and
meets Monday through 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 en 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 the toileting
program and a system to report findings
of the audits to the Quality Assessment
and Assurance Committee. The
Restorative/Wound Care Nurse would
audit the toileting program using the
Scheduled 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
toileting program and her initials. On
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Continued review of the comprahensive care
plan, daled 05/29/14, ravealad interventions
added on 06/27/14 non-skid liner lo wheeichair:
07/15/14 antitipper to back of wheeichair. and on
10/23/14 ab alarm with pin and clip to tollet:
pommel cushion to wheelchair; and padding to
wheelchair sides.

Quarlerly Minimum Data Set (MDS), dated
11/07/14 ravealed the facility assessed the
rasident with a Briaf Interview for Mental Status
and determined the resident scored an eight (B)
out of fitean (15) moderate cognitive impairment.
The facifity turther assessed the resident as
requiring one person assist with locomotion and
walking balance was only able 1o stabllize with

. staft assistanice. The assessment further

. revealed the rasident had prior falls,

Review of Resident #20's 1aileting documentation

urinary frequency, incontinence or continent
episodes documented to detarmine if the toflating
program was mesting the need of the residem or
the goal to decrease the number of incontinent
episodes. This resident sustalned two falls with
injury related 1o Incontinence and trying to change
soiled clothes.

Review of the Fall Scene Investigation report,
dated 12/14/14, revealed Resident #2¢ sustained
a fall on 12/14/14 at 11:55 PM, and the physiclan
was not notified of the fall untlt eight and one-half
(8.5) hours later at 8:30 AM on 12/15/14, In
addition, the facility did not notify the resident's
responsible party of the fall on 12/14/14 untll 8:40

AM on 12/15/14 when preparations were

revaalad there was ho completed assessment of |

01/12/15 the RestorativefWound Care
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 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 notification of
physician/responsible party, revision of
resident care plans, totleting program
and accidents and supervision with the
following documents to be utilized:
audits for falls, audits of notification of
resident's attending physician/ |
responsible party, audits of care plans |
addressing falls and audits of toileting
program. The monthly meeting of the
Quality Assesssment and Assurance
Committee to be held in February 2015
will be the initial meeting to review all of
the audited information, These
meetings will continue monthly for the
next calendar year and will review the
audit findings, assess the efffectiveness of
actions taken, revise action plans if
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underway to transfer the resident to the necessary and continue to monitor the
emargency room. specifics of alt falls within the facility.

The Director of Maintenance and

Review of lhe Nursing Notes for Resident #20, \Maintenance Assistant checked every

dated 12/14/14 and limed at 11:55 AM, revealed

Resident #20's door was found closed and the wheelchair in the facility and replaced the
resident's bed alarm was hsard faintly sounding 1arm rests that were cracked, frayed, and/
from outside the door. When the nurse opened or broken. Additional arm rests were
the door the resident was found standing behind purchased to have a supply available to
the door and inside the closet. The nurse replace arm rests as needed. The

documented that opening the doar had startled

i Assistant ired th
the resident and the resident tried to grab the e B Pl (bl

door while it was opening and tost hismer e an.d replaced the missing
balance, fell and hit hisher head on the foot cable cover switchplate on 01/07/15
board of tha roommata's bed. The nurse noted within 15 minutes of b:ing identiﬁed.
FResident #20's brief was down around the ankles,

and wet with urine. There was faces on the 2. How the facility will identify other
resident’s buttocks, Nursing noted neuro-checks

residents having the potential to be

were started afier the fall, affected by the same practice?

Howaever, review of the facility’'s Neurocheck

Protocol document, dated 12/13/14, revealed the All residents of the facility have the
neuro-check block, timed at 8:55 AM, and the last potential to be affected should the system
one completed while the resident was in the to ensure adequate sapervision and

facility, had a check mark In the box indicating

" - assistive devices to prevent accidents and
findings were within normal limits. There was na v preven "

documented evidence neuro-checks were to ensure t.he resident's environment is

compleied after the 12/14/14 fall. free of accident hazards, and should the
facility fail to determine the root cause of !

interview with Licensed Practical Nurse (LPN) resident falls and fail to assess its falls !

#10, on 01/08/15 at 2:35 PM, regarding Resident : prevention processes to determine if they

#20's fall on 12/14/14, revealed shewas inthe | were implemented and effective in

hall when she heard a taint alarm sounding from A :

Inside Resident #20's room. She stated when she | promotinga safe environment not be

poked her head In the door, she startied Resident . effective.

#20, causing him/her 1o fall and graze the back of

the resident's head on the foot board of the bad. 3. What measures will be put into place or

She stated she found the resident with feces on systemic changes made to ensure that the

| their botlom and a wet brief down around his/har

deficient practice will not recur?
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arnkles. She stated she discussed the incident
with ancther LPN on duty to determine if the

physician should be notified and the dacision was |

made to wait until later in the morning when the
physician was in the buitding to notify him of the
fall. LPN#10 stated the neuro-checks were within
normal limits. However, there waa nao
dacumentad evidence the nauro-checks were
complated.

Interview with Cartified Nursing Assistant {CNA)
#3, on 01/08/15 at 10:55 AM, ravealed CNA #3
and CNA #2 checked on Resident #20 around
6:30 AM on 12/15/14, during changs of shift
rounds, and found tha resident breathing
ditferently. She statad the resident's face was
bruised and the brulsing extended down the neck
to the shoulder. The CNA stated the resident had
the largest hematoma (localized swelling filled
with blood caused by a break in the wallof a
blood vessel) to the forehead she had ever seen;
it protruded oul about one to two inches. She
stated she nudged the resident o wake him/her
fo try and see if he/she wanted o get up for
breakiast. The CNA statad the resident did not
seem lika him/her self and she had not recelved
information in report thal the resident had
experisnced a change In condition. CNA #3
stated this was not raporied {o nurse at that time.
Sha stated she just kept an aye on the resident
and came back around 7:45 to 7:50 AM to deliver
the breaktast tray. She stated again the resident
still did not seem right and was lifeless. CNA#3
stated she repartad this to the nursa and the
nuree came to asseass the rasident.

Interview with CNA #2, on 01/08/15 at 11:10 AM,
reveafed she and CNA #3 went into Resident
#20's room around 6:00 to 6:30 AM to get the

| Assistant will check all cable cover

The Director of Maintenance and
Maeintenance Assistant will check all
wheelchairs in the facility on a monthly
basis to ensure arm rests are in good
repair, replacing as needed. The Director
of Maintenance and Maintenance

switchplates and all electrical outlet
plates throughout the facility on a
monthly basis. The Room Audit form
will reflect that staff members assigned
room rounds check all cable caver
swilchplates and all electrical outlet
plates. St1aff will be assigned to ensure
every resident room in the facility is
audited once a month on an ongeing
basis.

The Standards of Care meeting held on a
weekly basis, the Falls Committee
Meeting held on Monday through Friday
and the QAPI/IDT Meeting held on
Monday through Friday will serve as the
systemic changes put into place to ensure
adequate supervision and assistive
devices to prevent accidents and to
ensure the residents’ environment is free
of accident hazards. These meeting will
serve to determine the root cause of
resident falls and assess the falls
prevention processes to ensure they are
implemented and effective in promoting
a safe environment.
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resident cleaned up. CNA #2 said Resident #20
had bruising to the face, neck and shoulder and
the resident complained about his/her face
hurting so she did not wash it. She stated
Resident #20 was squinting the left eye and
complained of aye pain. She stated sha left and
| came back about an hour and half (1.5) later,
 during breakfast tray delivery, to check on the
resident and found tha resident ilfeless and
unresponsive. She stated she was told in report
the resident had tallen during the night, but no
information was provided that indicated the
resident had experienced a decline or was
expected io pass soon. She stated she informed
the nurse and the nurse came and assessed the
resident. The CNA stated she was not aware the
resident was on blood thinning madication. She
stated that type of information was important lo
know because of the potential for bleeding If the
resident experienced an Injury.

Interview with the Unit Manager, on 01/08/15 at
11:20 AM, and review of the Nursing Noles, dated
12/15/14 and timed &t 8:25 AM, revealed the Unit
Manager was called 1o Resident #20°s room by
an alde and the resident was found unresponsive
to touch and verbal slimull. She also roted a
dried red tinged substance to the resident's lower
lip and he/she was gurgling with wet lung sounds.
She contacted the physiclan, wha was in the
bullding, and received an arder to send the
rasident to the emergency room.

Review of Realdant #20's Emergency Room :
record, dated 12/15/14 and timed at 9:51 AM,
revealed Resident #20's ayes were assessed
upan admission and the findings revealed the left
pupl was dilated (indicating neurclogical

* changes). An X-ray of the brain was ordered and

F 323 lE:ntinued from page 106

e purpose of the Standards of Care
eeting is to Committee is to monitor
care and services given to the resident to
nsure quality and continuity of care is
provided to all residents. The Standards
f Care Committee will consist of Social
Services, Activities, Dietary, Risk Care
Manager and MDS Nurse. All residents
will be seen on a quarterly basis, residents
with restraints will be seen on a monthly
basis and residents nutritionally at risk
will be seen on a weekly basis. The
Committee will meet weekly and discuss
the following areas including but not
limited to: Resident face sheet/allergies,
physician orders, nurses notes, moods and
behaviors, dietary (EFN, food
consumption, weekly/monthly weights),
PPDY's, wounds/skin issues noted, care
plans, CN.A. care sheets, restorative/
therapy (notes, screens, documentation).
Any/all areas of concern will be discussed
and addressed with appropriate
department. A Standards of Care log is
updated with cach meeting The
Standards of Care Committee is a Quality
Assessment and Assurance subcommittee,
Residents will be reviewed on either a

weekly, monthly, or quarterly schedule.
The DON and/or Administrator will
review weekly updates. The DON has
educated the members of the purpose and
duties, Risk Care Manager oversees the
Standards of Care Meeting,
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the resulls were communicated to the emergency
room physician et 10:25 AM and revealed a large
brain bleed.

Continued review of Resident #20's hospital
record revesled the Physician's clinical raport,
dated 12/15/14 and timed at 10:27 AM, stated
Residant #20's History of Prasent {liness and
Chief Complaint was a changed mental status:
“this startad yesterday and was still present. It
was abrugt in onset (since last night's fall). The
patiant was found unrasponsive. (Via daughter:
Patlent fell 8 daya ago and again last night. The
first fall resulted in a contusion ebove the left eye,
and it has been worsaning ever since)". The
physician documentad a Final Diagnosls of a falt
{6 days ago and the evening prior to admission)
with subsequent change in mental status with
resultant large acute subdural hematoma
(bleeding of the brain).

Continued review of tha Physiclan's
documantation revealed the care providar
reviewed Resident #20's tast results with the
family and counseled them regarding patient's
critical candition and poor prognosia for survival.
The family requested comlort measures only. The
re;ldent expired 20 hours later at 6:00 AM on
12/1614,

intarview with Resident #20's Responsibie Party
(RP), on 01/09/15 at 4:05 PM, revesied the facility
did not contact them at the time of Resident #20's
fall; it was not until the facility wes in the process
of transferring the resident to the emergency
department were they notlfied of the fall, The RP
stated the resident was relatively healthy for a

ninety year old. RP sald the resident had memeory
problems, history of falls, high blood prassura, i

The Falls Committee is established to
monitor the care and services to those
residents who have fallen. The Falls
Committee will consist of Social Services,
MDS Nurse, Restorative/Wound Care
Nurse, Clinical Documentation Review
WNurse, Therapist, Director of Nursing and
Administractr. The Committee will meet
daily (Monday - Priday, excluding
Holidays) and discuss any residents that
have fallen since the previous meeting.
The following areas will be reviewed
including but not limited to: Physician
orders, nurses notes, C.N.A. care sheets,
Restorative/therapy (notes, screens,
documentation), scheduled toileting
program, falls scene investigation that
includes appropriate notification of the
MD/APRN and family, root cause
analysis, update interentions, review care
plans, all sections of forms completed.
Any/all areas of concern will be discussed
and addressed with appropriate
department. The Falls Commitieeisa
Quality Assessment and Assurance
subcomittee. The DON and
Administrator provided education to the
members to the purpose and duties
involved with the Falls Committee. The
Clinical Documentation Review Nurse is
responsible for oversight of the Falls
Committee,

The Quality Assurance Performance

FORM ChE-2E87(02-89) Pravious Versions Obsolats

Event 1D: CNWW11

Faclity 1D: 100837A

R EGSIVE]

R T A Y |

s
3

it continuation sheet Page 108 af 148




From:Green Meadows Health Care Ctr. 502 955 7395 03/01/2015 17:04 #952 P.004/005

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 02/08/2015

FORM APPROVED
CENTER R MEDICARE & MEDICAID SERVICES OMB NOQ, 0938-0391
STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLA X2} MULTIPLE CONSTRUCTION (L) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185464 B.wiNG 01/23/2016

NAME OF PROVIDER OR SUPPLIER
GREEN MEADOWS HEALTH CARE CENTER 1

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

history of blood clats in the leg, and arthritis. The
RP stated the resident had a weak bladder
causing frequent tolleting, a bad knee and could
nat stand for long periods. The RP continued to
say the resident was not expsriencing any organ
lailure or decline and found it conceming that the
rasident was fine one day and unresponsive the
next day.

Further review of Resident #20's closed clinlcal
record revealad the resident had fallen on
12/10/14 and sustained a head injury. Raview
of Resident #20's previous Fall Scens
Investigation report, dated 12/10/14, revealed the
resident fell at 5:30 AM and was found by staft on
the floor with the bed alarm not sounding. The
resident sustained a hematoma that was dark
purple In color to the left side of the head and to
the right thurnb. The repont stated staff winessed
the resident trying to silence the bed alarm after
attempling an unsafle transter earller in the shift. .
Further review of documantation did not indicate |
whether nursing had increased resident
suparvision, to monitor for bed alarm
manipulation or unsafe transters prior to the fall.
Continued review of the nursing documentation
revealed Resident #20's physician was not
notiflad of the fall with injury on 12/10/14 untll
9:00 AM, three and half (3.5) hours later,

Telephone Interview with CNA #9, on 01/08/15 at
2:05 PM, ragarding Resident #20's fall on
12/10/14, revealed she found the resident behind
the door in his/her room. She stated no alarm
was sounding to alert staff the resident was out of
bad when she entered the resident's room. She
stated it appeared the rasident was trying to get
into the closet, fell against the closat door, and
suslained a goose egg injury to the forehead. She
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Improvement/Interdepartmental Team
Committee (QAPL/IDT) is established to
monitor care and services given to the resident
to ensure quality and continuity of care is
iprovided to all residents. The QAPI/IDT will
consist of Social Servies, MDS Nurse,
Restorative/Wound Care Nurse, Clinical
Documentation Review Nurse, Risk Care
Manager, Director of Nussing and
Administrator. The Committee will meet
daily (Monday-Friday excluding Holidays)
and review the charts based on the following
criteria: new admission, re-admission, any
resident’s sent to emergency room, any
resident that has had a significant change in
condition. As part of this audit, the following
areas will be reviewed: Physician orders,
nurse's notes, C.N.A. care sheets, restorative/
therapy {notes, screens, documentation),
scheduled toileting program, event report
documentation completed, care plans. Any/all
areas of concern will be discussed and
addressed with the appropriate departent. A
QAPU/IDT log is updated with each meeting,

I The QAPI/IDT Committee is a Quality
Assurance subcommittee. The Director of
Nursing and Administrator provided
education to the QAPU/IDT members
reflecting the purpose and duties involved.
The Clinical Documenation Review Nurse is
responsible for the oversight of the QAPI/IDT
Meeting.
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stated by the next day the bump on Resident 20's 4. How the facility plans to monitor its
forahead had swallen fremendously and was [performance to ensure that solutions are
purple in color. : sustained? '

Telephone Interview with LPN #12, on 01/08/15 at
9:00 AM, regarding Resident #20's fall on
12/10/14, revealed she heard two CNAs yslling
for assistance from Resident #20's room. She
stalad the resldent was found in the {locr behind

Every month, the Director of Maintenance will
present to the Quality Assessment and i
Assurance Committee, on an ongoing basis,
the findings of the room audits completed by
tmself, the Maintenance Assistant and other

the closed bedroom door by the closat door. She
stated thera was no alarm sounding at the time
the resident was found. The LPN stated the
residenl was seen earller In the shift fiddling with
the alarm box. She stated the resident was
assessed and found to have a hematoma to the
leit side of the forehead and right thumb.

signed staff. A monthly report will be
ampleted and presented to the Quality
sessment and Assurance Committee by the
embers who meet with the Standards of
¢, Fulls Committee, and QAPI/IDT

meeting on an ongoing basis. The Quality
Assessment and Assurance Committee will
discuss the findings and determine if further
lations are needed.

Further raview of the Fall Scene Investigation
raport, dated 12/10/14, revealad the root cause of
the tall was rasident attempted unsafe transfer
and tumed off alanm. Praviously In the shiit the
rasidant attempled an unsafe transfer and tried to
figure cut haw to turn off the alarm. The Director
of Nursing {DON}, Administrator {ADM) and Rlsk
Manager {RM) met regarding tha fall on 12/19/14
and there was no documented evidence on the
form that the DON or Administrator had made |
recommendations or provided direction to change
tha plan of care.

Continued Interview with Resident #20's
Responsible Party (RP), on 01/09/15 at 4:05 PM,
ravealed the rasgident had fallen on 12/10/14 and
had hit their head and suslained a hematoma to
the forehead and bruise to the hand. The AP
stated the resident was on blood thinning
medication for the hiatory of a blood clot in the
leg, and this caused the increased bruising seen |
on the resident’s face, neck and shoulder, after
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resident cleaned up. CNA #2 sald Resident #20
had bruising to the face, neck and shoulder and
the resident complained about his/her face
hurting so she did not wash it. She stated
Resident #20 was squinting the left eye and
complained of eye pain. She stated she left and
came back about an hour and half (1.5) later,
during breakfast tray delivery, lo chack on the
resident and found the resident lifeless and
unrasponsive, She stated she was 1old in report
the rasident had failen during the night, but no
Information was provided that indicated the
resident had experienced a decline or was
expected to pass soon. She stated she informed
the nurse and the nurse came and assessed ths
rasident. The CNA stated she was not aware the
residant was on blood thinning medication. She
stated that type of Information was Important to
know because of the poteniial for bleading If the
resident experienced an injury.

Interview with the Unit Manager, on 01/08/15 at

11:20 AM, and review of the Nursing Notes, dated

12115/14 and timed at 8:25 AM, rovealed the Unit
Manager was called to Resident #20's room by
an aide and the resident was found unresponsive
to touch and verbal stimuli. She also noled a
dried red tinged substance to the resident's lower
lip and he/she was gurgling with wet lung sounds,
She contacled the physician, who was in the
building, and received an ordser to send the
rasident ta the emergency room.

Review of Resident #20's Emergency Room
record, daled 12/15/14 and timed st 9:51 AM,
revealed Resident #20's eyes were assessad

" upon admission and the findings revealed the left

pupl was dilated {indlcating neurologicat
changes). An X-ray of tha brain was ordered and
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4. How the facility plans to monitor its
performance to ensure that solutions are !
sustained?

Every month, the Director of
Maintenance will present to the Quality
Assessment and Assurance Committee,
on an ongoing basis, the findings of the
room audits completed by himself, the
Maintenance Assistant and other
assigned staff. A monthly report wilt be
completed and presented to the Quality
Assessment and Assurance Committee by °
the members who meet with the
Standards of Care, Falls Committee and
QAPI/IDT meeting on an ongoing basis.
The Quality Assessment and Assurance
Comumittee will discuss the findings and
determine if further actions are needed.
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the results were communicaled la the emergency
room physician ai 10:25 AM and revealed a large
brain bleed.

Contlinued review of Resident #20's hospital
record revealed the Physiclan's clinicat report,
dated 12/15/14 and timed at 10:27 AM, stated
; Resident #20's History of Present lliness and
i Chief Complaint was a changed mental status:
“this started yesterday and was still present. It
was abrupt in onset (since last night'a fall), The
patient was found unresponsive, (Via daughter;
Patient tell 8 days ago and again last night. The
first fall resulted in a contusion above the left eye,
and It hag been worsening eaver since)*. The
physician documented a Final Diagnosis of a fall
(6 days ago and the evening prior to admission) ’
with subsequent change in mental status with 1
resultant large acute subdural hematoma
{bleeding of the brain),

Continued review of the Physiclan's
documentation revealed the care provider
reviewed Residant #20's test results with the
family and counseled tham regarding patient's
critical condition and poor prognosis for survival.
The tamlly requested comfort measures only. The
resident expired 20 hours later at 6:00 AM on :
12/16/14.

; Interview with Resident #20's Responsible Party

i (RP), on 01/09/15 at 4:05 PM, revealed the facility
did not contact them at the time of Resident #20's
fall; it was not until the facility was in the process
of transferring the resident to the emergancy
department were they notifled of the fall. The RP
stated the resideni was relatively healthy for a
ninety year old. RP said the residen had memory
problems, history of falis, high blood pressure,
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history of bloed clats in the leg, and arthritis. The
RP stated the resident had a weak bladder
causing frequent toileting, a bad knea and could
not stand for long periods. The RP continued to
say tha resident was not expariencing any organ
tailure or decline and tound it conceming that the
rasident was fine one day and unresponsive the
next day.

Further review of Residant #20's closed clinical
record revealad the resident had fallen on
12/10/14 and sustained a head Injury. Raview
of Resident #20's pravious Fall Scene
Investigation report, dated 12/10/14, reveated the
residant fell at 5:30 AM and was found by staff on
the floar with the bed alarm not sounding. The
rasident sustained a hematoma that was dark
purple in color to the lefl side of the head and ta
the right thumb. The repont stated staff witnessed
the resident trying to silence the bed alarm after
attempting an unsafe transfer earlier in the shit.
Further review of documentation did not indicate
whather nursing had increased resident
supervision, to monitor for bed alarm
manipulation or unsate transfars prior to the fall.
Continued review of the nursing documentation
revealed Residant #20's physician was not
notified of the fall with injury on 12/10/14 until
9:00 AM, three and half (3.5) hours iatar.

Telephone Interview with CNA #9, an 01/08/15 at
2:05 PM, regarding Resident #20's fall on
12/10/14, revaaled she found the resident behind
tha door in his/her room. She stated no alarm
was sounding to alert statf the resident was out of
bed when she entered the resident's room. She
stated i appeared the resident was trying 1o get
Into the closet, fall against the closet door, and
sustained a goose egg Injury lo the forehead. She

F 323
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staled by the next day the bump on Resident 20's
: forehead had swollen tremendously and was i
purple in colar.

I
Telephone Interview with LPN #12, on 01/08/15 at
9:00 AM, regarding Resident #20's fall on
12/10/14, revealed she heard two CNAs yelling
for assistance from Resident #20's room. She
stated the resident was found In the ficor behind
the closed bedroom door by the closet door. She
stated there was no alarm sounding at tha tima
the resident was found. The LPN stated the
resident waa seen earlier in tha shift fiddling with
the alarm box. She stated the resident was
assessed and found to have a hematoma to the
left slde of the forehead and right thumb.

Further review of the Fall Seene Investigation
report, dated 12/10/14, revealed the root cause of
the fall was resident attempted unsata transfer
and turnad off alarm. Previously in the shift the
rasident attempted an unsafe transfer and trled to
figura out how to tum off the alarm. The Director i
of Nursing (DON}, Administrator (ADM) and Risk
Manager (RM) met regarding the fall on 12/19/14
and there was no documented evidence on the
form that the DON or Administrator had made I
recommendations or provided direction to change
the plan of care.

Continued Interview with Residant #20's
Responsibie Party (RP), on 01/09/15 at 4;05 PM,
revealed the resident had fallen on 12/10/14 and
had hit their head and sustained a hematoma to
the forehead and bruise to the hand. The RP
stated the residant was on blooed thinning
medlcation for tha history of a blood clot In the
leg, and this caused the increased bruising sesn :
on the resident's face, neck and shoulder, after
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the fall on 12/10/14. The RP stated they
expecled the (acllity to provide adequate
supervision to prevent falls; however, the facility
did not increase monitoring or rounding on the
resident.

interview with the Risk Manager (RM), on g

01/09/15 at 10:10 AM, revealed the roof cause of |

Resident #20's fall on 12/10/14 was the resident ]

. attempted an unsafe transfer and turned off the

, bed alarm. She statad Resident #20 was on the

i facility toileting program; however, she had not
reviewad the toileting program to datermine if

! Resident #20's was effactive and individualized or

was the potential root cause for the rasident's last

two (2) falls. She stated she met with the DON

and Administrator, to discusa the 12/10/14 and

12/14/14 falls on 12/19/15 (three days after

Resldent #20 passed).

‘Telephone interview with the Medical Director, on
01/26/15 at 2:30 PM, revealed he was contacted
by the DON on 01/08/15 regarding the !mmediate
Jeopardy. The Madical Director stated the facility
had not done the right things in regard to the fall
of Resident #20.

Continuad review of Resident #20's Fall Scene
Investigation reports, revealed Rasident #20 had
sustained five {5) falls prior to the two {2) falls in
December, 2014, The falls occurred an 06/10/14,
06/11/14, 08/09/14, 09/08/14, and 10/20/14,

Review of the Fall Scene Invastigation report,

dated 06/10/14, ravealed the root cause of
Resident #20's fall was he/she slid out of the
wheelchalr with no Injury. Review of Fall Scena
Investigation report, dated 06/11/14, revealed the
root cause of the fall was resident slipped and
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fell, naxt to the bad, while walking unassisted with
no Injury. Howevoer, there ware no
racommendations for care plan ravisions written
under the heading Additional Care Plan/Care
Sheet Updates for the {all on 06/10/14 or
06/11/14. In addition, the fall on 08/10/14 was not
review by the DON, Administrator and RM until

. twenty (20) days later on 06/30/14. The fall on

1 06/11114 was not reviewed by the DON,

: Administrator and RM until nine (9) days afler the
} 1ali on 06/20/14. Further review of Resldent #20's
plan of care ravealed a non-skid liner to the
wheelchair was added to the wheelchair on
06/27114, seventaen (17) days after the fail.

Review of the Fall Scena Investigation report,
dated 08/09/14, reveaied the root cause of
Resldent #20's fal stated he/she was
non-compliant with care and was experiencing
intermittant confusion. The resident received no
Injury from the fall. The Fall Scene Investigation
report, dated 09/08/14, ravealed tha root cause of
Hesldent #20's fall statad the resident was
raaching for a trash can. The fall did not resull in
any injury. The DON, Administrator and RM met
on 08/11/14 regarding the falls on 08/09/14 and
09/08/14 and no recommendations for additional
changes to the plan of care were documentad as
given by the DON cor Administrator. Further
review of Resident #20's plan of care revealed
there was no ravision to the intarventions related
to these two (2) falls.

Aeview of the Fall Scene Investigation report,
dated 10/20/14, revealed the root cause of the (all
was it appeared the residen! was ambulating from
the tollet to the wheelehair unassisted, slipped
and fell without injury. The DON, Administrator

and RM met regarding the fall on 10/31/14 and
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there was nc documented evidenca on the form
that the DON or Administrator had made | ' l
recommendations or provided direction to change
the plan of care. Further raview of Resident
#20's plan of care revealed a tab alarm pin/cllp
was added to the care plan on 10/23/14 tostton |
the bar naxt to the teilet,

! interview with LPN #5, on 01/08/15 at 9:20 AM,
! tevezled she had placed Resident #20 on the
toilet on 10/20/14, and left the resident
‘ unsupsrvisad while she was completing tasks out
"in the resident's reom. LPN #5 stated the resident
wag at high risk for falls, but belisved it was safe
1o leave the resident unsuparvised on the toilet.
She steled she heard the resident fall and went to
the bathroom to find the resident sitling crossed
legged on the floor in front of the toilet. She
statad the resident had a tab alarm to the bed
and chair already and after the fall it was decided
the alarm box would be placed on the hand rail
next ta tha tollet, The LPN said that if the resident
was lefl unsupervised again while tolleting, it
would alarm and notify staff the resident had
raised from tha tollet. She stated ail staff know to
supervise residents for safety, and that was done
by rounding, which was done avery two hours by
the nursing assistants when they toileted and
urned the residents, The LPN stated she did not
provide additional diraction ta staff regarding
increasing supervision of Resident #20 after tha
fall on 10/20/14. She stated increased
supervision was usually done only when a
resident was exit seeking. J

Interview with the Risk Manager (RM), on
01/09/15 at 10:10 AM, ravealed the determination
of the root cause and interventions to prevent
another fall was made by determining what the
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reaident was doing al the time. She stated the
root cause of an incldent was not looked at In the
manner that determined what facility systems or
processes were not working property.

Intarview with the Director of Nursing, on
01/09/15 at 3:00 PM, revealed he didn't i
remember If he provided any direction to the BM
regarding implamenting additional interventions
for Resident #20.

2. Review af the clinical record for Resldent #15
ravealed the faciity admitted the resident on |
08/19/13 with diagnoses of Renal Fallurs,
Dementia, Hypertension, Anemia, Ostecarthrosis,
Ceoronary Atherosclerosis, Bladder Disorder,
Dysuria

Review of Minimum Data Set (MDS) for Resident
#15, dated 12/02/14, revealed the facliity was
uneble lo assess Resident #15 utilizing the Briet
Interviaw for Mental Status (BIMS) dus to the
residien! was rarely/naver understood. Review of
the Falls care plan, dated 07/15/14, revealed a
history of tails with potential for recccuring falls
releted lo medication use, cognition, iImmoblity,

: and advancing Dementia. interventions for the
Falls care plan, not dated, revezled the staff was
to notify the appropriate parties if a fall occured,
saa acitvity plan for individual interests; sensor
alarm; non-skid strips to bed side; verbal
reminders o not ambulate or transfer without i
assistance; properly fitting non-skid soled shoes
{or ambulation; and, clutter free environment.

Review of Rasident #15's madical record
ravealed the resident had fall episodes
documented on 06/29/14, 09/15/14, 10/31/14,
11717114, 12/15/14, 12/17/14, and 12/24/14.
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Review of the Fall Scene Investigation report,
dated 06/29/14, revealed Resident #15 fell on
08/25/14 at 4:25 PM. The staff reported
witnessing the resldent fall In the common area.
The investigation report further revealed the
resident had stated he/she was irying 1o get up to
go to the bathroom. The rasident did not obtain
any injuries from this fall. The facility staff
idenlified the root cause of this fail that the
resident's foot slid when he/she was gstting out of
a recliner, The stalf left blank the section of the
investigation repori titled Additional Care
Plans/Care Sheet Updates. Review of the care
plan revealed no changes, that were dated, were
mada to the care plan after the fall on 08/29/14.

Review of the Fall Scena Investigation, dated
9/15/14, revealed Resident #15 fell on 9/15/14 at
7:00 PM. The fall report stated the resident was
attempting to self-ambuiate out of the bathroom
in the residant room when he/she fell backward
onto his/her butiocks. The nurse noted no injuries
on this investigation. As the roct cause, staff
documented the resident was trying to get out of
the bathroom. Stalf entered n/a (not applicable)
In the saction of the investigation report titled
Additlonal Care Plans/Care Sheet Updates.
There were no changes, that were dated, addad
lo the care plan after the fall on 09/15/14.

Review of the Fall Scena investigation, dated
10/31/14, revealed Resident #15 fell on 10/31/14
at 2:45 PM, The fall report stated staff had found
the resident sitting on the floor in the resident
bathroom doorway without his/her wheel chair,
walker, or alarms. The nurse noted no Injurias on
this Fall Scene Investigation report. As the root

FORM CMS-25687(02-29) Pravious Versions Obsoleta Evant ID: CNWW11 Fachity 1D: 100637A If continuation sheet Page 115 of 148

AeCEVED
FE327 24

res .
DUPEeLF <4t WLl




From:Green Meadows Heal th Care Gtr.

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

502 955 7395

02/27/2015 18:42 #950 P.121/153

PRINTED: 02/08/2015
FORM APPROVED
OMB NOQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185484

(X2} MULTIPLE CONSTRUCTION
A BUILDING

{3) DATE SURVEY
COMPLETED

8. WING

01/23/2015

NAME OF PROVIDER CR SUPPLER
GREEN MEADOWS HEALTH CARE CENTER 1

STREET ADDRESS, CITY, STATE, ZIF CODE
310 80XWOQD RUN ROAD
MOUNT WASHINGTON, KY 40047

(%4} ID
PREFIX
TAGQ

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

[[s] PROVIDER'S PLAN OF CORRECTION (*8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CAQSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

F 323

Continued From page 115

cause, staif documented the resident had an
unsteady gait. The only notation found under
interventions was on 10/31/14 "ER followup
fall-glipped to floor unwitnessed found at
bathroom door, no injury®.

Review of the Fall Scene Investigation, dated
11117114, revealed Resident #15 fell, on 11/17/14
at 3:20 AM, The staff reported tha resident was
| getting up from the recliner In the common area
' ta go the toilat when the fall occurred. The
resldent fell face down onto tha floor from the
recliner. The resident had taken shoas off while
sleeping in the recliner. The resident obtained a
0.5 cm laceration to the leit eyebrow. The
addilional care plan ssction of the form stated
staff to continue using alarms as ordered, The
following notation was listed under interventions
on 11/18/14 "antl-rear tippers to wheeichalr; and,
anti-roll backs to wheelchair’. Howsevaer, the
resident fell from a recliner and had no falls from
the wheelchalr,

Review of the Fali Scene Investigation, dated
12/15/14, ravealed Resident #15 fell on 12/15/14
at 11:20 PM. Tha fall report stated another
resident reportad to staf{ that hefahe had heard
someone fall. Staff went ta Residant #15'a room
and found the resident attempting to get back into
the bed. The resident had been incontinent of
urine, The report further stated the resident had
rernoved the sensor alarm from hissher bed and

an alarm in place. The resident hit his/her head
and complained of pain in hisMher right shoulder.
Tha staif completed the additional care plan
saction of the form on 12/16/14 and indicatad tha

had placed it on tha bedslde table. The staff put !

Faz23,
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tactiity would provide the resident with a matiress
with ralsed edges to assist the rasidant to idantify
the edge of the bed. However, no interventions
were put in place o address toileting nesds or the
remaval of the sensor alarm from the bed. There
were no changes made 1o the falls care plan after
the 12/45/14 fall.

Review of tha Fall Scens Investigation, dated
12/17/14, ravealed Resident #15 fall on 12/17/14
at 9:15 AM. The fall report stated the resident had
staled he/she was getting up to use the toilet.
The resident had been attempting to ambulate
unatiended in his/her room at the 1ime of the fall.
The resident received an abrasion on the mid
upper back and a skin fear to the right elbow
about 1.8 cm long. The resident was incontinent
of urina at the time of the fall. The Additional
Care Plan Update section of the form was
crossed through. There were no changes made y
to the falls care plan after the 12/17/14 fall.

Review of the Fall Scens Investigation, dated
12/24/14, revealed Resident #15 fell on 12/24/14
at 10:55 AM. The fall report revealed the rasident H
had stated he/she was making the bad at the
time of the {all. The resident had been attempting
to ambulate unattended in his/her room and was
incontinent of urine at the time of the fall. The
Additionali Care Plan Update section of the form
was crossed through. There were no changes
made to the 1alls cara plan after the 12/24/14 falil.

Interview with the DON, on 01/09/15 at 3:00 PM,
ravealed It was Impartant to determine the root
+ cause of Incidents to ensure the appropriate * |

1
FORM CMB-2557(02-60) Pravious Voralons Cbsalete Event |D: CNWW1 Fadiiiy (0 1008374 1l continuation sheet Pags 117 of 148

RECEIVED
FE3 27 285

GRRTECR s T

N F iy




From:Green Meadows Health Care Ctr. 502 955 7395 02/27/2015 18:43 #9350 P.123/153

DEPARTMENT OF HEALTH AND HUMAN SERVICES B Rl are1s

ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT QOF DEFIQIENGCIER {X1) PROVIDER/SUPPLUER/CLIA (2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: « BUlORID COMPLETED

185484 B. WiNG 01/23/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

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

(%4 ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORRECTION (x5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGE-REFERENCED TO THE APPROPRIATE OATS
DEFICIENCY)

¥ 323 | Continued From page 117 F 323
corrective actions were put in place. He stated he
had not provided any direction to staft to
implement additional interventions for Resident
#15.

3. Review of the clinical record for Fesident #13
revealed the facility admitted the resident on
10/02/13 wilh diagnoses of Atrlal Fibrillation, !
Arthritis, Hypertension, Seizures, Iron Deficiency |
Anemia, Chronie Obstructive Pulmonary Disease
(COPD), Diabelas, Thrombocytopania, and
Generalized Pruritus. Review of Resident #13's
Caomprehensive Minimum Data Set (MDS)
Assessmen, dated 0B/08/14, revealed the facility
assessed the resident utilizing the Brlef Interview !
for Mental Status (BIMS) with a BIMS score of 8.
The assessment jurther ravealed the resident |
triggered at risk for falls due to a history of {alls '
and did not ambulate, but used a wheelchair for
mobility.

Review of Rasident #13's Comprehensive Care
Plan, dated 10/10/13, revaalad that prior to the
resident's admission to the facliity he/she had a
history of crawling from one place to ancther in
histher home. The care plan further revealed
interventions for falls prevention, not dated, that
stated stalf was to place a sensor alarm to bed
and chairs as orderad; notiy appropriate parties if
‘ {alls occured; mattress with ralsed edges;

. non-skid socks; low bed with floor mats; verbal

' reminders to not ambulate or transfer without
assistanca; and, proper fitting non-skid soled
shoas for ambulation and transfers.

Review of the Quarterty MOS, dated 10/28/14,
revealed Resident #13 required the assistance of
one (1) staff member for transfers,
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Interviaw, on 01/09/15 at 12:05 PM, with LPN #5
revealed it was her understanding that prior to
Resident #13's admission ta the facility, the
resident crawled from chairsfumiture in his/haer
home to the floor as a means of getting around,
and at times, the resident had exhibited this
behavior as a means of transfer/locomotlon since
he/sha had baen living at the facility.

Raview of Resident #13's nurses' notes, revealed
on 10/110/14 at 12:30 AM, Resident #13 was
found crawling on the floor mat beside his/her
bed, The resident had defecated on the floor mat.
Staff toileted the resident, and assisted him/her
back to bed. At 4:40 AM, atter the resident was
transferred by staff via wheelchair to the Orchard
Unit sitting area, tha resident's chair alarm
sounded and he/she was found crawling on the
floor. The Nurses' notes revealad the resident
was assessad by the nurse end neurological
(neuro) checks were initlated. Further raview of
the nurses' notes revealad on 10/10/14 at 7:00
AM, Rasident #13 was again found on the fioor of
the unit's day reom/sitting area. The resident was
posilioned on the floor between his/her
wheelchalr and another chair. The resident was
agsessed and a small laceration (1-2
centimeters) was tound at the back of hisher
head. Rasident #13's physician was notified and
the resident was transferred to a hospital
emergency department for evaluation.

interview, on 01/09/14 at 2:40 PM, with the Unit
Manager (UM) for the Orchard Unit, revealed
Resldent #13 was not care planned o crawl from
one area to another on the Orchard Unit, such as
from his/her wheelchair to the ticor. The UM
stated she had seen Resident #13 crawl out of

hisfher wheelchair, but further stated it was not

e
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safe for the resident to crawl out of the
wheelchair. The Orchard UM stated Resident
#13's falis care ptan should have been updated
after tha resident fell two (2) times on the loor of
the Orchard Unit on 10/10/14. The UM stated that
after Resident #13's return from the hospital,
he/she could have bean evaluated by therapy to
detarmine if any other safety Interventions could
have been appropriately implemented 1o protect
the resident while seated in the wheelchair.

4. Raview of the clinical record for Rasident #17
revealed the facility admitted the resident on
02/11/14 with diagnoses of Fractured Leg, Toxic
Encephalopathy, Anemia, Heart Diseasse, Chronlc
Pulmonary Heart Disease, Hyperiension, Atrial
Fibrillation, Cardiac Murmurs, and
Osteoarthrosis.

Review of Minimum Data Set {MDS) for Resident
#17, datad 01/06/15, revealed the facility
assessed the resident with a Brief Interviaw for
Mental Status {BIMS) score of aleven (11),
indicating cognitively intact.

Review ol Resident #17's medical record
revealed the resident sustained three (3) falls
since rdmission occurring on 06/19/14, 12/20/14
and 12/25/14,

| Review of the Fall Scene Investigation report,

' dated 06/19/14, raveated Resident #17 fell an
06/19/14 at 8:50 AM. The stafi found Resident
#17 on the floor in the resident's room. The stalf
did not witness the resident fall. The rasldent
obtained a laceration to the forehead, along with
skin tears to left forearm and right elbow, and
staft sent Resident #17 to the emergency room
for an evaluation. The root cause portion of the

!

|
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document stated it appeared the resident fell
asleep and fell cut of the whaslchalr head first
into the foot rail of tha bed.

Review of the care plan for Resident #17, dated
02/20/14, ravealed staff had not added new
interventions to the falls section of the cara plan
after the rasident fell on 06/19/14,

Review of the Fall Scene Investigation raport,
dated 12/20/14, revesled Residant #17's second
non-injury {alt occurred on, 12/20/14 at 5:45 PM.
The invesligation report stated the stafl found the
resident in hissher room on the floor in front of the
wheelchair. The investigation raport further siated
the resident was wearing regular socks and no
shoes al the time of the fall. Raview of the
nurses’ notes, dated 12/21/14 al 10:50 AM,
revealed the alarm clip had slipped off the
resident's shirt, preventing the alarm from
sounding,

Aeview of the care plan for Resident #17, dated
02/20/14, revealed staft had not added new
interventions to the falls section of the care plan
after the resident fell on 12/20/14.

Review of the Fall Scene investigation report,
dated 12/25/14, revealed Resident #17, had a

: non-injury tall on, 12/25/14 at 6:45FM. The report
stated staff withessed the res{dent attemplting to
take his/her shoes off when ha/she slid out of the
wheelchair. ]

Review of the care plan for Resident #17, dated '
02/20/14, revealed staff had not added new

| interventions to the falls saction of the cars plan
: after the resident fell on 12/25/14,

i
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Interview with CNA #3, 01/08/15 at 11:00 AM, I

revaaled the CMAs and Nurses checked the

, alarms to maka sure they were functioning by
checking to see i it would beep; however,

| Aesident #17 would take tha alarm off on his/har

| awn,

Observation of Resldent #17, on 01/08/15 at 8:30
 AM, revealed the resident was In his/her room,
" gitting in & whaslichair, with a tab alarm safety
. pinned to the resident's shirt and shaes on his/her
teet. The resident was aating breakiast at that
' time.

2 interview with Resident #17, an 01/08/15 at 10:10
. AM, revealed Resident # 17 had three (3) falls Iin !
, the last six () months. Resident #17 stated the

| first fall, In June, occurred in the resident's room.

i The resident stated he/she had attempied to get

i up to use the toilet whan his/her foot became

| | caught under the bed. The resident steted

i hefshe fell and hit their head while trying to gel up

I and the head injury required stitches, Resident

| #17 then discussed the two (2) falls in December

2014, The resident stated both falls were due to

' him/er sliding out of the wheelchalr. The

l resident stated staff had placed a cushion in the ,

, seat of the wheelchair for him/her to sit on, but

. the cushion made the seaf even more slippery.

! Resident #17 further discussed the tab ajarm ta

i his/er shirt. The resident stated the siring

' attaching the clip to the alarm box was too short

i and when he/she leaned forward the clip would
. slide off his/her shirt or the pin would pull out of I

} the alarm box causing the alarm ia go off, The |
rasident siated the alarm would bother him/her

| and the resident would take ¥ off the shirt when it

' was getting on his/her nerves. The resident

l {further stated that after falling he/she agreed to
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have the alarm clip pinnad to his/mer shirt so that
it would stay attached.

Interview with the DON, on 01/09/15 at 3:00 PM,
revealad i was important to determina the root
cause of incidents to ensure the appropriate
correclive aclions were put in place. He stated he
had not provided any direction o staft to
implement additional Interventiona for #17.

5. Review of the ¢linical record for Resident #8
revealed the facility admitted the resident on
06/15/11 with dlagnoses of Hypertension, Deep
Vain Thrombesis, Demantia, Schizaphrenia and
the rasident had a history of falls.

Review of Resident #8's Quarterty Minimum Data
; Set (MDS) assessment, completed on 12/17/14,
revealed the facllity assessad the resident to
need suparvision when walking and transferring.
A Briet Interview for Mentai Status (BIMS) was

conducted during the assessment and the
resident scored an eight (8) out of tifteen (15)
indicating moderate cognitive impairment.

Review of the Falls care plan for Resident #8,
dated 06/29/11, revealed a potentlal for falls

related to a history of frequent falls, unsteady gait,
i medication use, immobility, and cognitive daficit.
' The interventions, nat dated, stated the stalf was
; 1o notifly the appropriate pariles if a fall occured:
rear anti-tippers to wheelchair: antl-roftbars to
wheelchair, mattress with raised edges; properly
fitting non-skid soled shoas for ambulation; and,
environment frae of clutter.

1 Review of the Nursing Notes, dated 12/28/14 and
! timed at 9:25 PM, revealed the nurse was

! standing outside Resident #8's room when she
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heard a loud sound and upon entering resident’s
room observed the rasidant sitting on the
bathroom Hoor. The nursing notes stated the
resident was brushing his/her teath and the I
resident's legs became weak and the resident -
feli. The resident was assisted back to bed. Vitals
signs documented after the fall ware Blood
Pressure 200/82, Heart Rate 82, Respirations 18,
and Temperature 98.1 degrees Fahrenhsit.
Nursing documented no injuries noted at the lime
of the fall; however, nursing noted on, 12/28/14 al
12:30 PM, that the residant complained of right
hip and back pain and received an order to obtain
an X-ray of the right hip and pelvis. Tha X-ray
findings were negative for a fracture.

Review of Resident #8's, Falls Nursing Cara Plan,
dated 068/29/11, revealed no revisions or updates
were made after Resident #8's fall on 12/28/14.

Review of Resident #8's Fall Scene Investigation
Report, dated 12/28/14, revealed the root cause
of the fall was the resident's legs became weak
while standing. interventions listed to pravent
future falls and to ensure safety was to place the .
resident's name on the physician's list for review '
and to complete neuro-checks. The Summary of
Meeting and Additional Care Plan Update '
sections were blank.

Intarview with the Advance Practitioner
Registered Nurse (APRN) on, 01/07/15 at 2:15
PM, revesled she had not assessed the resident
as of 01/07/15 In regards to the fall on 12/28/14.
The APRN said according o her review of the
physician's documentation in the medical record
Resident #8's physician had not performed an
assessment to determine the cause of the fall as
ot 01/07/15. She stated physiclans had an
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important role in falls prevention. She stated the
physician would assess medication for potential
causes of falls and look at resident's diagnoses to
determina if theie was a correlation. She stated
the ghysician's input was important to the care of
the resldent.

Interview with the Risk Manager (RM), on
01/07/15 at 10:30 AM, revealed the root cause of
Residant #8's fall was the resident's legs became
weak while standing. She stated ihe resident
walked, transferred and tolleted sel and, due lo
this, the intarventions put in place by nursing after
the fall to prevent future lalls was neuro-checks
and a physician consuit, She stated she did not
review the charts at a later date {o determina if
intarventions were completed. The RM stated she
did not complete her documentation under the
Summary of Meeting where she would have met
with the Administrator and the Director of Nursing
to discuss the fall. Sha stated if the area under
Additicnal Care Plan Update sections was blank
there were none to document.

Interview with the Director of Nursing on,
01/08/15 at 3:00 PM, revealed he had not
provided direction to the Risk Manager regarding '
adding additional falls prevention interventions to
Resldent #8's plan of care. He slated he was not
aware the physician had not assessed the :
resident since the fall on 12/28/14. He stated he '
did not pedormed chart audits to determine Iif
intervantions were completed.

6. Review of Resident #16's cilnical record
revealed the {acility originally admitted the
resident on 08/05/10, and readmitted tha resident
on 01/20/11 with diagnoses of Atrial Flutter, '
Hypertension, Hyperlipidemia, a history of Urinary ’
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Tract Infections {UTls), Cardiomegaly, and
Dementia with Behavior Disturbance.

Continued review of Hasident #16's clinical record |
revealed he/she racelved routine anticoagulation '
therapy (Coumadin) along with Digoxin and '
Asplrin for a diagnosis of Atrial Fibrillation.
Resident #16's Minimum Data Set (MDS)
assassment, dated 12/10/14, revealed the facility
could not complete the Brief Interview for Mental
Status as the resident rarely/naver understoad.
The MDS further revealed falls were a triggered
care area due to frunk restraint used dally;
anti-depressant medicatlons; one person assist
with locomotion; and, extensive assistance with
mobhility. Raview of his/har Comprehansive Care
Plan ravealed a care plan {or falls with multiple
interventions, which included a sensor pad/alarm
io the rasident's bed.

Raview of the nurses’ notes revealed Resident
#16 was found, on 12/30/14 at 2:45 AM, with
his/her body heif on the bed, and half on the ficor.
The nurse's note stated the resident had no
apparent injuries, but neurological (neuro) checks
wera Initlated by the facllity's protocel. The
physiclan waa notified later that morning at 10:40
AM and he returned tha call at 12:05 PM.

Raview of the Fall Scene Invastigation, revealed [t
was documented that threa (3) hours prior to the
Incldent, Resident #16 was awake, talking and
raclining on hissher bed. But, at 2:45 AM CNA #5
observed Resident #16 sitting on the floor on the
tall mat heside his/her bed. When the unit's
licansad nurse inspected the sensor pad on the
bed, the batteries that powered the device were
missing.
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Interview, on 01/09/15 at 9:35 AM, with CNA #5
revealed she was assigned to provide care to
Rasident #16 on the second shift on 12/29/14 and
on tha third shift on 12/30/14. CNA #6 stated she
prepared the resident for bed by performing ,
perineal care, putting the bed in lowest position, i
and placing the floor mat beside the bed. :
Howaver, CNA #5 stated she forgot to check the
sensoer alarm for function belore leaving Resident
#16's room. CNA #5 stated that during tha early
moming hours of 12/30/14 at 2:45 AM, she
antered Resident #16's room, turned on the light -
and saw the resident seated by the bed and on
the floor mat. CNA #5 stated Resident #16 was |
conlused. Continued interview with CNA #5 :
ravealed the facility's Statf Development Nurse
provided a written in-service on tab and had
alarms and she instructed that it was the CNA's
responsibillty 1o be sure the alarms had batteries
and were lunctioning. CNA #5 stated that she
could not rernember exactly when that in-service

| occurred. CNA #5 stated Resident #16 was

! supposed to have a leng sensor pad on hismer
bed, and the alarm on the pad should sound if the
resident tried to get up from bed. CNA #5 stated
the staff person responsibie for caring for the
resident was supposed to test the residents'
alarms during his/her rounds at the baginning of
the shift. CNA #5 stated she failed to check
Resident #16's alarm for function.

Interview, on 01/08/15 with the Unit Maneger
{UM) for the Orchard Unit, revealed she learned
ahbout Resident #16's fall on 12/30/14 during the
morning staff mesting, The UM stated the night
nurse told her the sensor alarm was not working,
and the entire box (unh) for the alarm was
changed out after CNA #5 found the resident on
the ficor. The UM stated it was the CNA's

FORM CMS-2587(02-90) Pravious Veralons Cbeclate Evont [D:CNWW 1 Facikty 10: 100837A if continuation sheat Pages 127 of 148

HECEIVED

FeB 27 245

CEMOT 07 NS ESTOR e 1AL

g e,




From:Green Meadows Health Care Ctr.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
ARE & MEDICAID SERVICES

502 955 7395

02/27/2015 18:45

PRINTED: 02/06/2015
FORM APPAOVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES x1) PROVIDER/SUPPLIER/CLIA {x2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED

185484 . WING 01/23/2015
NAME OF PROYIDER CR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP CODE
310 BOXWOOD RUN ROAD
S HEALTH CARE CENTER
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%3)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE c
TAG REGULATORY CR LG IDENTIFYING INFOCRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY}
F 323 | Continued From page 127 F 323

shift to ensure they had batieries and were
functioning. The UM stated she did not know if

the residents' bed or chalr alarms for batteries
and funclion at the beginning of each shift.

revealed CNAs were responsible for checking

: The DON further stated each unit's licensed
' nurses, the shift supervisor, and ultimately he
was responsible for ensuring all residents bed

from potential injury.
Interview with the Risk Managaer {FM), on

investigation forms; however, she had not

! racolved training In conducting a root cause
analysis. Sha stated her responsibllity was to
ensure follow-up occurred alter each resident’'s

Team Notes saction of the Fall Scene
Investigation report and report talls
dats/information to the Resident Safety
Commitiee and Quality Assurance Commitiee.
However, this was not documented, they only

She stated the root causae portion of the Fall
Scene Investigation form was completed by
nursing staff. She stated she continuad the

needed, reviewing tacility documentation, and

responsibility to check the bed/chair alarms each

the night nurse had re-educated CNA #5 to check

Intarview, on 01/08/15 at 3:40 PM, with the DON,

residents bed and chair alarms. In addition, the
CNAs were to sign off in a log beok, at the end of
{heir shifts, to verily the residents bed and chair
alarms had been checked and were functioning.

and chair alarms were working, and that all safety
measures wera in place to protect the residents

01/09/15 at 8:35 AM, revealed she had received

training on fall prevention and fitting out the falls

fall: complete the documentation under the Falls

track and tranded by the month not the individual.

investigation process by conducting interviews it
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hospital records if the resident was sent out. She
stated gshe would try and meat with the Director of
Nursing and the Administrator at least avery other
waek to discuss the findings of the fall, but this
was not a set time frame. AM stated her

; documentation on the Fall Scene Investigation
forms was not always complete or timely. She
stated tha determination of the root catise and
interventions to prevent another fall was made by
determining what the resident was doing at the
tima, She stated tha root cause of an incident
was not looked at in the manner that determined
what facility systems or processes were not

working proparly.

Continued interview with Director of Nursing, on
01/09/15 at 3:00 PM, revealed the Risk Manager
was responsible for conducting the investigation
into resident falls and documenting the
conclusion on the bottom portion of the Fall
Scene Investigation Report. He stated i a
resident experienced a fall it was discussed in the
morning meeting the day alter the {all occurred.
He stated the Administrator, RM and himself
would meet {o review a resident's fall. He stated
he did not keep any record of the mestings and
doesn't remember il he provided any direction to
the RM. The DON also stated he did not conduct
purposeful tacility/resident rounds to determine if
the facillty's system for fall prevention, toileting
and physician notiflcation was or was not working
1o meet the needs of the residents.

Interview with Administrator on, 01/09/15 at 5:25
PM, revealed he dld not provida direction to the

. Direclor of Nursing or the Risk Manager

[ regarding the determination of the root cause for
| residents fall. Ha stated he did not provide
direction to staff to address this issue of identily il
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it was a system issue after being made aware.

Talephone interview with the Medical Director, o
01/26/15 at 2:30 PM, post survey due to lecture
schedule and Inavailabliity, revealed all resident
incidents should be reported to the attending
physician whether there was resident injury or
non-injury. He further stated if a resident had a
fallfaccident without injury the attending physiclan
ahould be notiflad at least within twenty-four (24)
nours. He Indicated the attending physician
shouid never be notiflad by facsimile. The
Medical Direclor stressed the Importance of the
tole of the CNAS, their need for more education,
the culpabliity of the facliity and the necessity of
naver blaming the resident for a fallaccident.

Review of the Altegation of Compliance (AOCC) i
revealed the facility implemented the following
immadiate steps to remoave tha Immediate

Jeopardy:

1. The Madica! Director was notified of
| immediate Jeopardy and incidents causing the
Immediate Jecpardy on Thursday 01/08/15.

2. Arepresentative of the Goveming Body
provided the Administrator guldance and
education on physician and family notification,
supervision and Investigation of falls, care plan
ravisions and scheduled toileting programs an
01/08/15 and 01/08/16.

[l

3. Licensad nurses (DON, Staff Development
Coordinator, Risk Care Manager, |
Restorativa/Waound Care Nurse, Minimum Data
Set Nurse, House Supervisor, two (2) Unit l
Managers and a Staff Nurse) complsted en audit
on 01/10/15 for the one hundred eleven (111)
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rasidents currantly In the lacility. This included
thirty (30) residents who had a fall in the past
threa {3) menths, and elghty-onae (81) residenta
who had no iall within the past three (3) months.
The audit included a review of the fall event
decument for those who had fallen for root cause
of the fall, interventions added 1o the cara plans
at the lime of the fall, times of scheduled toileting
program (if any), alarms utllized, care plans,
natifications made to the attending physician and
rasident’s responsible party and Interventions
added after the audit was completed. An action
taken as a result of the audit iInciuded
updale/revision to care plans for eleven {11}
residents that included reachers; tollating in early
moming hours; sensor pads; mattresses; and,
non-skid strips to the floor. In addition, one
resident's toileling program was addressed as a
rasult of the 01/10/15 audit with changes to the
timing of the toileting program based on hisher
individualized needs.

4. The Medical Director met with the Diractor of
Nursing {DON) on 01/08/15 to review policles,
procedures and practices for physiclan
natification, root cause analysis of accidents,
incidents and falls prevention, ravision of care
plans and the scheduled toilsling program.
Revisions were made to the pollcy, Accident and
Incidents, for physiclan and responsible party
notification to include notification 1o the physician
within thirty (30) minutes of a fall involving heed
[njury or a fall which was not witnessed. Revision
was made 1o the policy, Falis Prevention, to
check safety devices each shift io ensure they
are in place and functioning properly.

5. The procedure for conducting neurological
checks was reviewed by the DON and the Staff
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Development Coordinator and all licensed nurses
provided education on that process on 01/10/15
through 01/13/15. The DON and the Staff
Development Coordinator conducted the
insarvice training on nevralogical checks and i
additional pen lights {used to conduct the
neurological checks) were ordered by the DON
on 01/12/16.

6. The MDS Coondinator, MDS Nurse, DON and
Risk Maneger are tesponsible for ensuring care
plans are completed/revised In a timety/accurate !
manner. The care plans of residents who have
fallen would be reviewed weskly In a Standards of
Care mesting led by the MDS Nurse and the .
MDS Coordinator. [n attendance at that meseting
are the Diatary Manager, Risk Manager, Social
Services Reprasentative and the Activity Director.
A report would be generated in that meeting of all
talls, the review/ravision of the residents’ care
plang and any actions taken 10 address concems
which would include staff education, stafi
l discipline and care plan revisions to the Quality
| Assessment and Assurance Committee monthly
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 |
responsible party noiification, The DON end the
Stafl Development Coordinator Initiated all
licensed nurses' and Certified Nursing Assistants’
(CNA) training on 01/10/15 and continued that
i training through 01/13/15. A total of one hundred
nineteen (119) staff had been trained by £:30 PM
an 01/13/15 with one (1) remaining staff notifled
they must receive training by their supervisor prior
to raturning to work. The training to all licensed
nurses and certified nursing assistants included:
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: taken.

| Falls Committee is comprised of the

Continued From page 132

work order process, care plans, certifled nursing
assistant care sheets, proper usa and types of
alarms, the scheduled {oileting program
processfiorm to be used and propar 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 neurologlical check
process, the proper completion of the Event
Report Form, review/revislon of care plans, raot
cause analysis process, policy and procedure on
Accidents and Incidents, policy on Falls
Prevention, Neurological check protocol form and
the torm used for the Scheduled Tolieting
Program,

8. The Administrator provided iraining to the
Director of Nursing, the Risk Manager and
therapy staff on 01/12/15 and 01/13/15 regarding
the iJ, policy and procedure revisions, processes
of Falls Committes Meeting, quallty assessment
and assurance committee role 10 ensure
compliance and develop further actions to be

9. Three (3) notifications of residents' who fall
prior to 01/12/15 was madae to the attending
physicians and respensible party on 01/12/15 with
one (1) physlcian and the responsible party
notification of a fall which occurred on 01/13/15,

10. AFalls Committes was initiated 01/12/15 to
review fall Intarventions, to review
raviewed/revised care plans and to complete root
cause analysis for falls during the meeting. The

Administrator, the DON, a MDS Nurse, Sacial
Worker, Risk Care Manager, Restorative/Wound
Care Nurse and the Rehabilitation Services i

F 323!
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| Manager and meets Monday-Friday.

11. The DON provided training lo the
Restorative/Wound Care Nurse on 01/08/15,
01/10/15 and 01/12/1S addressing the lacility's
scheduled toileting pragram, tha toileting program
as it reletea to falls, review of the four day bowel
and bladder assassmant process to note pattems
and trends to develop an individuallzed scheduled
toliating program for the rasident, the process of
documentation on the toilsting program form and
the creation of an audit tool to audit the clinical
documentation relative to the foileting program,
monitor for pattens and trends of the foileting
program and a system to report findings of the i
audits to the Quality Assassment and Assurance I
Commitles.

12. The Restorative/Wound Cara Nurse would |
awdit the foileting program using the Scheduled
ToHeting Audit tool. The toileting program
documantation was to ensure accuracy and
completeness of scheduled toilsting programs.
The audil woukld

include completion of all flelkis on the tolleting
program document, issues noted, trends noted,
updates to the toileting program and her initials.
On 01/12/15 the Restorative/Wound Cara Nurse
audited twenty-nine (29) clinical records finding |
one (1) area of concern and on 01/13/15 she
audiled twenty-gight (28) clinical records finding
one (1) area of concarn. The Restorative/Wound
Care Nurse is to report identified concerns with
the tolleting program to the DON and the Quality
Assessment and Assurance Cemmittes will
review and monitor those findings. '

13, The facility will utitize the Quality i
[Assessrnent end Assurance Committee to raview. [
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evaluale and monitor for compliance with the
notificaticn of physiclanfresponsible party,
revision of resident care plans, tolleting program
and accidents and supervislon with the following
documenis to be utilizad: audits for fallg, audils
of notification of resident's attending
physician/responsible party, audits of care plans

addressing falls and audits of tolleting program,
The monthly meeting of the Quality Assessment |
and Assurance Committee to be held in February
2015 will be tha Initial mesting to review all of the
audi information. These meetings will continue |
monthly for the next calendar year and will review
ihe audit findings, assess the effectivensss of
actlons taken, revise action plans if necessary
and continue to monitor the specilics of all falls
within the facility.

On 01/2315, the State Survey Agency (SSA)
validated the facliity's AOC prior to exit through
obsearvation, intervlew and record reviaw as
follows:

1. Telephone intarview with the Meadical Director,
on 01/26/15 at 2:30 PM, post survey due to
lecture schedule and unaveilability, revealed he
was contacled by the Director of Nursing {DON)
on (01/08/15 regarding the Immediate Jeopardy.
The Madical Olractor ravaalsd he and the DON
discussed several /ssues In regard to the
Immediate Jeopardy ).e. the cause of resident
fals, toileling issues/itoileting schedules, CNA
education, review of residents' medications, use
of non-skid socks/shoas (should aiways be
avaflable) and lighting. He also revealed he and
the DON discussed revision of the rasidents' care
plans as necessary and the revisions needed for
tacliity policles; specifically Accidents/Incidents,

F 323,

all Prevention and the Toileting Program. The
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Medical Director Indicated he told tha DON the
quaestion should always be asked after a
rasident's fall whare the facillty failed and what
shouid be done to prevent resident
falls/accidents,

2. Review of the Administrator's notes from
telephone conversation with a Governing Body
repraseniative revealed the represantative
retrained tha Administrator on the need to ensure
policies and procedures were in place (process of
physicianfamily natification, supervision and falls,
care plan revisions and scheduled tollsting
programs). Further review of the Administrator's
notes from telephone conversation with a
Goveming Body representative on 01/09/18
revealed the representative addressed the
process of root cause analysis which required
intense and in-depth questioning, record review,
and resident, staff and witness interviews. Also
discussad during the 01/08/15 training of the
Adminisirator by the Goveming Body
representative was tracking and trending of all
{alls and assurance audits are In place to ensure
processes are being followed with concemns
identified to be addressed in staff training.

Intarview with the Adminlistrator, on 01/23/15 at
10:50 AM, revealed he had a lelephcne
conversation with a Governing Body
repraseniative on 01/08/15 and 01/09/15to
include how to complete the process of
physicianfamily naotification when a resident had
! a fall, how to follow the tacllity poticy regarding
falls, cara plan ravisions, the scheduled icileling
programs, and the process in-depth root cause

analysls.
3. Review of the Resident Audit for Immediate
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Jeapardy Januvary 2015 document revealed one
hundred-elaven (111) residents (census of
01/10/15) were reviewed for falis In the past three
{3) months-dateftime/root cause; interventions
added at time of fall, scheduled toileting and
times, alarms type/ocation/ care plan updatad at
time of {all and any intarventions added at time of
audit with signatures of nurses completing the
audHs. tn addition, record review of Unsampled
Fesident 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 tima
framae for toileting of 3:00 AM - 5:00 AM as the
residant had fallen during those hours when
attempting to self toilet.

Interviaw with the DON on 01/23/15 al 10:00 AM
revealed he was Involved in the audit of all
residants’ charts who wera in the facility on
01/10/15 to review all falts within the past three
(3) months in regard-dateftime/root cause, i
interventions added at time of fall, scheduled |
| tolleting and limes, alarms type/iocation/ care ,
plan updated at time of fall and any Interventions |
added at time of audit. |

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

t 4:32 PM, revealed she was involved in the review !
' of residents’ falls for the past thrae (3) menths
that included the current census of one hundred
and eleven (111} residents on 01/10/15and the
raview covered the date/time/froot cause,
interventions added at time of fall, scheduled

, oileting 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/Wound

F 323 ;
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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 01/23/18 at 5:05 PM, and the Staf
Development Coordinater, on 01/23/15 at 5:30
PM, revealed they had all baen involved in the
audit of the facllity residents on 01/10/15to

! review all falls withln the past thrae (3) months in
' regard-dateftime/root cause, interventions added
* at time of {all, scheduled toileting and times,

. alarms type/location/ care plan updated a1 time of

fall and any interventions added at time of audit.
Record raview of one resident's individualized
toilsting program revealed it had been revised as
a result of the audit on 01/10/15 with changes lo
reflect a time frame Yor toileting of 3:00 AM - 5:00
AM as the reslkdent has fallen during those hours
whien attempting to self loilet.

4. Review of the policy, Accidant and Incldents,
on 01/23/15 al 9:00 AM revealed it had been
revised to include notification 1o the physician
within thirty {30) minutas of a fall involving head
injury or a fall which was not witnessed. Reviaw
of the policy, Falia Pravantion, on 01/23/15 at
9:10 AM, revealed it had been revised to Include
the check of safety devices each shift to ensurs
they are In place and functioning properly.

interview with the Administratar and theg DON, on
01/23/15 at 10.058 AM, revealed they had met with
the Medical Director on 01/08/15 to raview
policies, procedures and practices for physician
nofificalion, root cause analysis of accidents,
incidents and falls prevention, revision of care
plans and the scheduled toileting program and
they mede ravislons to the Falls Prevention and
tha Accident and Incidents policies.

Observalion, on 01/22/15 at 10:40 AM, revealed
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Resident #25 had an alarm on the wheelchair ag
care planned and an 01/22/15 at 1:00 PM,

‘ Resident #25 was seated in the wheelchair with
an alarm on the wheaelchair. Observatlon of
Raesident #27, on 01/23/15 at 8:15 AM and 1:25
PM, revealed an alarm on the residant's
wheelchalr.

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

5. Raview, on 01/23/15 at 10:13 AM, of the
content lor an Inservice to licensed nursing stait
on 01/10/15 revealed the procedure for
conducting neurolegical checks was reviewed by
the Director of Nurses and Stafi Development
with the nurses and they were informad of
additional pen lights (used during the neurological
checks) being available in the facility on alt of the
crash carls. Review of two (2) medical supply
company invoices on 01/23/15 revealed
additional pen lights had been orderad by the
Administrator for nursea 1o use during
neurclogical checks,

QObservation of a neurologlcal check performed

by Licensed Practical Nurse (LPN} #4 on

Resident #28, on 01/22/15 at 12:30 PM, revealed

proper techniqua per standards of nursing

practice and followed the facility’s retraining for

, nurses on neurological checks.

!

| nterview with LPN #4, on 01/23/15 at 10:20 AM,
revealed she had been reirained on neurological i

j checks for residents with possible head injury i
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during a training provided to all licensed nurses

on 01/10/15 by the Staff Development
Coordinator and sha knew pen lights were l
avallable in the facility on the crash carts,

6. Interview with the Activity Director, on 01/2315
at 3:50 PM, revealed she had bean present on
01/21/15 in a Standards of Care meeting and had
baen involved In the review and ravision of care
plans for residents who had fallen.

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

7. Intarview and record review with the DON, on
01/23/15 at 2:19 PM, revealed he was provided
training by the Administrator on 01/08/15 on
physician/responsible pasty notification after a
rasident's fall. He revealed he and the Staff
Development Coordinator began on 01/10/15 an
all nursing staff training regarding the
physician/respongible party notification after a [
rosident's fall, and continued through 01/13/15. A [
reviaw of in-service training records on 01/23/15
revealed one hundred ninetean (119) staff had
been trained by 9:30 PM on 01/13/15 as
cross-referanced with the facility human resource l
department siaff roster. The tralning aiso ] !
includad: work order pracess; cara plans; certified .
nursing assistant care sheets; proper use and
types of alarms; the scheduled toileting program
| process/form to be used and proper completion
ol the form. The licensed nurses recsived tralning
I on: falls and proper process for notification of the
rasident's physician; the responsible party; the
i I neurological check process; the proper !
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completion of the Event Report Form;
review/revision of care plans; root cause analysis
process; pollcy and procedure on Accidents and i
Incidents; policy on Falls Prevantion; Neurclagical
check pratocol form and the form used for the
Scheduled Toileting Program.

Interview with LPN #1, on 01/23/15 at 1:40 PM
and the Restorative Nurse, on 01/23/15 at 3:55
PM, revealed she had baen trained on
physician/respansibie party notification regarding
a residenl tall, care planning, event raports,
scheduled tolieting program/four (4) day
bowel/bladder trending/proper documentation on
01/10/15 at 9:00 AM.

Intarview with CNA #11, on 01/23/15 af 1:50 PM,
revealed she had been tralned on maintenance
raquests, CNA resident information sheets,
resident alarms and the scheduled tolleting
programs for resldents 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 tofleting program documentation, how to
report any maintenance Issues, the necesslty to i
check alarms on any residents, to answer call I
lights timely and to report eny concerns
immadiately.

; 8. Review, on 01/23/15, of a therapy education
attendance form and an administrative stafi
_in-servica training record each dated 01/13/15
* roveaied therapy staft and administrative slaff
had been trained by the Administrator on
appropriate protocol to alert the maintenance
department of safety issues and maintanance
requests and a summary of the IJ received on
: 01/08/5,
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Interview with the Business Office Manager, on
01/2315 at 5:10 PM, revealed she received an
in-service regarding the Immediate Jeopardy
notification and the ramifications of same. She
stated the in-service included reporting
malntenance concems and how the facility was
doing root cause analysia during the morning
meeting.

Interview with a Certilied Occupational Therapy
Alde, on 01/23/15 at 4:50 PM, ravealed he
received an inservice about the Immediate
Jaopardy, the Falls Prevention policy and root
cause analysis among other resident falls
concems like the toileting program and all was
prasented by the Administrator.

9. Review of tha nursing notes for Resident #23
and Unsampled Residents B, and C revealed the
attending physician and responsible party were

i notified on 01/12/15 of falls prior to that date and
* for Unsampled Resident D the attending
physician and rasponsible party was notifled on
01/13/15 of a fafl which occurred on 01/13/15.

Interview wilh the DON, on 01/23/15 at 2:15 PM,
ravealed three (3) residents were discovered on

' 01/12/15 1o need physicianfamily notifications of
{alls which accurred prior to 01/12/15and a
physiclanffamily notification was made on

i 01/13/15 regarding a fall on that date ali due to

! implementation of a revised notification system.

* 10. A Fails Committee meeting attendeas sign-in
! sheet was reviewed on 01/23/15 which Indicated
the Administrator, the DON, the MDS

F 323

Coordinator, Soclal Services #2, the Risk Care
Manager and the Restorative/Wound Care Nurse |
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were present al &8 meeting on 01/12/15 1o review
residents who had falls.

Interview with the DON on 01/23/15 at 2:19 PM
indicated the residenis who were raviewed for
falls at the 01/12/15 Falls Committee mesting
waere Resldent #23 and Unsampled Residents B
rand C,

!

11. Interview with the Restorative Nurse, on i

01/23/15 at 3:55 PM, revealed she was trainad by :
the DON, on 01/10/15 at 9:00 AM, on
physiclan/responsible party notification regarding '
a resident fall, care planning, event reperts, and
scheduled toileting program/four (4) day )
bowalbladder trending/proper decumentation. :
She stated she had heen made aware of the
Immediate Jeopardy and the implications of the
Immediate Jeopardy on 01/08/15, but she didn't
remember f she aigned an attendance sheet for
ihat date on 01/12/15.

Review of in-service training records revealed the
Restorative Nurse signed a training record on
01/0915 (no tima), on 01/10/15 at 9:00 AM and
on 0112115 (no time).

12, Intarview with the Reslorative Nurse, on
01/23/15 al 3:55 PM, revealed she would use the |
Scheduled Toileting Audit tool to ensure accuracy |
and completeness of scheduled tolleting !
programs Monday-Friday. She stated the audit |,
would include compietion of all fields on the
tolleting program decument, issues noted, frends
noted, updates to the toileting program and her
Initlals. She indicated she had completed an

audit of twenty-nine (28) clinical records on
01/12/15 finding one (1) area of concern and she
audited twenty-eight (28) clinical records on

FORM CMS-2587(02-99) Pravious Versions Obsolate Event ID:CNWWL? Factlity ID: 100837A Hf continuatlon sheet Page 143 of 148

FE3 21 233

OFFIGE OF SPEC TR E0ERAL

GO O s g e T LS T N R




From:Green Meadows Health Care Ctr. 502 955 7395 02/27/2015 18:49 #950 P.149/153

PRINTED: 02/08/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
185484 8. WING 01/23/2015
NAME OF PROVIDER OA SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
310 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 : MOUNT WASHINGTON, KY 40047
oI ! SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION (%8}
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COVP
TAG | REQULATORY OR L5GC IDENTIFYING INFORMATION) TAG CROBB-REFEAENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 323 Continued From page 143 Faz23
0113/15 finding one (1) area of concern. The
Restoratlve Nurse revealed she would report to
tha DON sach moming Monday-Friday any

concerms she had identifled from the audits and :
he wouid follow-up on them. She stated she :
would also report her findings to the Quality
Assassment and Assurance Commitiee monthly
and the committee would review and monitor
those tindings.

Review of the scheduled toileting audit for !
January 2015 revealed the audit was started on
01/12/15 and was completed to 01/23/15.

13. Intarview with tha Adminlstrator on 01/23/15
at 5:23 PM revealed the faciiity utilized the Quality
Assessment and Assurance Commitiae to review,
evaluate and monitor for compliance with the ;
notification of physiclan/respansible party, i
revision of resident care plans, tolleting program '
and accidents and supervision with the following
documents to be ulllized: audits for falls, audits

of nolification of resident's atiending
physicianfresponsible party, audits of care plans
addressing falls and audils of tolleting program., |
The monthly meeting of the Quality Assessment
and Assurance Commities to be held in Fabruary
2015 will be the initlal meeting to review all of the
audit infformatlon, These meetings will continue
monthly for the next calendar year and will reviaw
the audit findings, assass the affectivenesas of
actions taken, ravise action plans if necessary
and confinua to manitor the specifics of all falls
within the facility.

Interview with the Director of Nursing, on
01/23/15 at 3:25 PM, revealed the Quality
Assuranca Committea met and discussed
resident charis, care plans, falls, and risk factors.
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As an example, Resident #13 was reviewed, with
changes made 10 the care plan for a Gerichair for
comfort and salety, and an OT evaluation for
falls,

Additional abservations during the survay
revealed environmental hazards related io
aquipment maintenance and electrical safety.

1. Review of the facility’s policy, titled
Equipment-General Use for All Residenis, dated
March 2009, revealed wheelchalrs, walkers,
crutches, canes, beds, mechanical lifts, etc.,
would be maintained by the facility for the general
use of all residents, and the maintenanca staff
wolid provide preventive and general
maintenance of the faciiity's equipment.

Observations during environmentaf rounds on I
01/08/15, 01/09/15 and 01/10/15, revealed ten |
(10} of the facility’s seventy-eight (78)
wheeichairs, currently in use by residents, had
arm rests with vinyl coverings that were cracked,
frayed, and/or broken open.

Interviaw, on 01/07/15 at 2:10 PM, with LPN #3,
revealed there was a maintenance log kept on
the unit at each nurses' station where direct care
staff couid list any identified safety issues/repair
nesds for resident rooms and/or resident
equipment such as whaelchairs, LPN #3 further
stated that cracked/frayed vinyl on wheelchair
arm rests increased the risk for residant skin
tears, and in tum, could increase the possibility
for inflammation of a resident's skin and infection.

Intarview, on 01/08/14 at 2:25 PM, with the
facility's Maintenance Diractor revealed the diract |
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care staff could iist any needed resident
equipment repalr in the maintenance departrment
communication log kept at each nurses' station.
The Maintenance Director stated his stafi
reviewed the books dally.

Interview, on 01/08/15 at 2:26 PM, with the DON
revealed there was not just one person
designated to monitor tha condition of resident
equipment such as wheeichairs, but that all direct
care staff had received instruction through
in-sarvice education to report necessary
wheelchair repairs, and turther, they had been
made aware that damaged wheelchair arm rests
could put residents al risk for skin tears and
discomfort.

2. Observation of Room #2, on 01/07/15 at 3:00
PM, revealed a television cable cord hanging aut
of a hole in the wall at lap level. The telsvision
cable cord hole was approximately two (2) inches
in diameter and three (3) Inches in clrcumterence
with an electrical receptacla adjacent
[approximately two {2) inches] to the hole,

Review for both of the residents living in Room #2
revealad each had a moderate lo severe
cognitive impairment and both were wheslchalr
bound.

Interview with CNA #1, on 01/08/15 at 9:00 AM,
ravealed it was her responsihility to ensure the
safety of the residents living at the facllity and If
sha noliced something that needed repalr she

would tell the unit nurse or put it in the log book at
the nursing station for the maintenance men to

| fix. CNA#1 stated she had been assigned to

Room #2 last week, but had not noticed the
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television cable cord hanging out of the wall. !
CNA #1 stated neither resident in Room #2 had
ever had a television to her knowledge. |

Interview with LPN #1, on 01/08/15 at 8:30 AM,
revealed it was her responsibility to ensure the
satety of the residents at the facility and if she
saw something unsafe In the environment she
would call one of the maintenance men or putthe !
information In the log book at the nursing statlon,
LPN #1 indicated she had nat noticed the
television cable cord hanging out of a hole in the
wall of Room #2.

Interview with the Maintenance Director, on
01/07/15 at 3:18 PM, revealed the maintenance
department had not received a work order 1o
replaca the plate over the telavision cord hale in
Room #2 and he had no idea how long the cord
had besn exposed in the hole in the wall. He
Indlcated the plate was probably left off by tha

| cable company man, but ha did not know when

the cable man had last beean in the factity. The
Maintenance Director stated he and no one in hia
department made routine rounds of the resident
rooms or the building to lock for environmental
safety concems. He indicated the Administrator
would assign a staff person once a month to
make rounds of the building and to focus on a
certain number of rooms each month, He
revealed he would fix those things brought 1o his
attention by the Administrator or by the log book
at each nursing station for work request arders.

Intarview with the Administrator, on 01/07/5 at
3:10 PM, revealed he did not know why the
television cable cord did not have a plate over it
as all of the cable cords had a cover over them to
his knowledge and it must have been left off by
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the cable man. The Administrator indicated it
was not a requirement of the facility for any of the
maintenance workers to accompany the cable

, company workers when thay were In the buliding
1 unless they were going up into the attic of the
building therefore, the cable man could have ieft
the cabla plate off. The Administrator stated he
did assign a staff persen to make rounds of the
faclity with focus on seversl resident rooms each
month and that assigned staff was to tum Ina
report of their findings to him. Tha Administrator
stated he would refer any concarns ol things
which needed e be fixed to the maintenance
department brought to his attention from the
audits. He stated he did not make any routine
rounds of the bullding and resident rooms’
himsaeif.
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