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the sensor cable and unit were intact and
undamaged; place weight on sensor pad; turn
alarm unit an and verify the green light blinks;
varify the unit had fresh batteries in place; listen
for intermittent chirp that will alert staff of a low
battery; and, check to make sure the audible
alarm functioned properly by applying and lifting
weight off the sensor pad in several spots to
activate alarm. Check to make sure sensor cable
was out of the way and did not pose a tripping
hazard. The manufacturer's information stated a
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All residents have the potential
to be affected by the alleged
deficient practice. Staff re-
education, inservice, and
monitoring/auditing will ensure
the campus has an effective
system in place to ensure ’s’ta’ff ;

nine (3) volt battery provided up to 280 hours of

continuous alarm. Tha alarm may fail to sound if
the sensor pad was bent or folded under the
resident or not directly under the resident's
buttacks.

Review of the Posey brand revealed a warning
statement that informed the user ta never
connect tha Posey brand sensor pads to other
manufacturers’ alarm units or connect other
manufacturers' sensor pads to the Posey brand
alarm units.

Review of the Universal Medical Products (UMP)
also stated UMP pressure pads were designed
for use with UMP manitors only and not substitute
any other falil monitoring devices. In addition, the
company directed user's to write on the pad the
date the pad was put into use. The UMP stated
the user should test the system befaore each use
and inspect pads and monitor regularly to make
sure they were not damaged. Users should test
the system by pressing firmiy on the pad for three
(3) seconds. When pressure was removed from
the pad, the alarm should sound and then reset
the atarm. Place the UMP pad directly under the
resident so that the bulk of the resident's weight

(buttock area) would rest on the pad. Plug the

provides adequate supervision to
prevent accidents. In addition,
the campus will ensure bed/chair
alarms are used in accordance
with manufacturer’s
recommendations, and the
campus will complete the Fall
Circumstance event to assist with
determining root cause for falls.

All current residents at the
campus at risk for falls have been
reviewed to ensure appropriate
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-other-factors, e.g. bending, exposure to moisture;

end of the pad cable into the jack on the bottom
of the manitar. For added safety from accidental
pulls on the cord, route the cable through the
strain relief siot on the bottom of the manitor.
When the resident's weight was placed on the
pad, the user would hear a brief confirmation tone
letting them know the pad was operational. The
UMP standard bed pads were designed to to
withstand normal wear and tear for a period of
45-day, 90-day, 180-day or 1-year depending on
the model. Beyond this time, the pad may fail
and fail without warning due to prolonged use and

punctures, repeated cord pulis and connector
damage. The information stated that facility
protocols should direct staff to log the 45-day,
90-day, 180-day and 1-year "Date Put in Use"
date in the blank provided on the pad itself and in
the resident's chart. If the pad was used on more
than one resident, the original "Date put in use"
date must be transferred from chart to chart.

interview on 10/02/15 at 2:20 PM, with CNA #4
revealed she had not received training on the
alarms from the facility or the manufacturer. She
stated the facility reminded her 1o ensure the
alarms were in place but did not train her on the
specific characteristics of each system,

1. Review of the closed clinical record for
Resident #1 revealed the facility admitted the
resident on 08/08/13, with diagnoses of Senile
Psychosis, Atrial Fibrillation, and Orthostatic
Hypotensian.

Record review revealed the resident had fallen at
the facility on 05/07/15. Review of the Fall
Circumstance Event Form, dated 05/07/15,

care plans are in effect to prevent
accident/incidents.

Staff education was conducted
on 10/12/15 and 11/16/15 by the
Director of Clinical Compliance
and Staff Development related to
falls prevention and
management. A list of falls—
prevention interventions was
discussed (call lights, alarm use,
reachers,  etc). Nursing
Administration and  Executive
Director were educated by the
Directar of Clinical Support on
10/19/15 related to  falls
investigation and root cause
analysis. Campus staff inserviced
on December 8-9, 2015 by the
Director of Clinical Compliance
(tnterim DHS)_ alarm usage in
accordance with manufacturer’s

guidelines.

revealed Resident #1 had an unwitnessed fail on
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05/07/15 with no injuries. Review of tha Fall
Clreumstance Form, dated 05/07/15, revealed the
rasident transferred without assistance from the
couch. It was determined the resident's alarm pad
was on the wheelchair seat instead of under the
rasident an the couch. The root cause
determined by the interdisciplinary team was the
resident fell dua to a wet floor. Review of the
resident's ptan of care stated to continue the use
of the bed/chair alarm and to check it for
placement and functionality every shift.

~Review-of Resident #1's Significant Change in
Status Minimum Data Set (MDS) assessment,
completed on 08/20/15, revealed the facility
assessed the resident as needing the extensive
assistance of one with transfers, personal
hygiene, and tolleting. The facllity assessed the
resident as not steady on their feet and only able
to stabilize with staff assistance with moving from
a seated to standing position, walking, moving on
and off the toilet and surtace to surface, such as
between the bed and chair or chair to wheelchair.
The facility assessed Resident #1 with a score of
eleven (11) of fifteen (15} on the Brief interview
for Mental Status (BIMS) assessment, indicating
the resident was interviewable.

Review of the Comprehensive Care Plan for
Resident #1 revealed the facility develaped a plan
of care for falls and assistance with activities of
daily living on 08/26/15, with updated goals and
target dates for 11/26/15. Problems on the care
plans stated the resident was at a risk for falls
related to weakness, history of falls and the need
for extensive assistance with activities of daily
living, transfers and mobility. The goals stated the
resident would stay free of falls, in order to be as

independent as possible, while keeping the

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 76 F 323

Systemically, any change in
condition, including - falls, are
reviewed Monday — Friday during
clinical meeting (CCM). During
the weekend, DHS or ADHS will
review falls events to determine
complete investigation, follow up
and implementation of
appropriate intervention—-1o
reduce risk of future falls. The
DHS andfor ADHS oversees the
cCM along with MDS, Medical
Records, Staff Development,
Executive Director, Social
services and Therapy Program
Director in attendance. Charge
nurses will be responsible for
initiating circumstance forms at
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resident safe and comfortable. The approaches
stated staff would provide assistance with

i activities of daily living and the assistance of one

with transferring and mability. Staff would keep
the call light within the residents’ reach and check
on the resident frequently. The resident used-a
bed and chair alarm for safety and staff would
check it for functionality every shift and if they
heard it alarm they were to check on the rasident
to ensure their safety.

Review of Resident #1's Emergency Room
documents and the Death Summary, both dated
09/07/15, revealed the resident sustained a fall
from the bed that resulted in a 2.5 centimeter
laceration to the left eye/cheek area. The resident
also sustained rib fractures to the second and
third ribs on the left side with a Flailed Chest. The
resident experienced respiratory failure requiring
a breathing tuba to be placed. The patient's sons
arrived and discussion of the resident’s
prognosis, including the likelihood of death, if the
resident was extubated. The resident's sons
agreed that extubation was what the resident
would have wanted and the resident wasg
extubated and passed away at 4:50 PM on
09/07/15.

Review of the Fall Circumstance Event Form
(FCEF), dated 09/07/15 at 4.04 AM, revealed the
resident experienced an unwitnessed fall with
injuries. The documentation noted the resident's
mental status was at baseline; which was
confused and forgetful, but able to recall their
name. The FCEF stated the resident sustained a
laceration to the face from the corner of the left
eye to the cheek and complained of pain o the
left shoulder and arm pain with decreased

movement. Assessment findings stated the

MDS
will be responsible for reviewing
and updating care plans during
the CCM/clinical meeting based
on IDT review, Falls will be
reviewed weekly during Clinical
at Risk (CAR) meetings to ensure
effective

the time an event occurs.

interventions are in
place and follow up tompleted.
These residents  will be
monitored during CAR meeting
for a minimum of four weeks.
Safety device audits will be
conducted daily by department
leaders to ensure devices are in
place and functioning.
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rasident's oxygen saturation level was at 76%
(normal 95%-100%) after the fall. Assessment of
lung fields revealed gurgles and crackles from the
left side of the chest. The form noted there were
no possible contributing factors 1o the fall and the
immediate measure taken to prevent another fail
was to use a bed alarm; even though one was
already in place at the time of the fail. The form
also noted the outcome of interventions was "No
Interventions Used".

Interview with Certified Nursing Assistant (CNA)
#1; o 10/02/ 15 at-8:44 AM; revealed she went
down the 100 Hail around midnight because she
heard a resident's alarm going off. She stated she
peeked in on Resident #1, but it was not Resident
#1's alarm that was sounding; haowever, she
noted the resident's oxygen tubing was not in
place. She stated she placed the tubing back in
the resident's nose and left the room and no other
care or services were provided. She stated after
leaving she went down the 200 Hall and found the
resident with the bed alarm sounding and
assisted them. After this she began performing
rounds on other residents with CNA #2. She
stated they returned to the nurses' station area
around 3:45 AM, and heard someone calling for
help. They went to investigate and found
Resident #1 on the tloor next to the bed with a
very deep cut to the eye that went down ta the
cheek. She stated when they entered the room,
the resident's call light was not on or within reach
of the resident and the bed alarm was not
sounding and was not turned on. CNA #1 stated
CNA #2 went to find the nurse while she stayed
with the resident. Per interview, the aides worked
as a tearn when making rounds because it would
take two people to turmn and change incontinent
residents. She stated if they wers in a room

DHS and/or ADHS will monitor 5
residents at risk for
accidents/incidents  to
interventions

assure
are effective 5
times a week for one month then
3 times a week far a month then
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weekly with results forwarded to
the QA committee monthly for 6
months and quarterly thereafter
for review and further
suggestions/comments.

Completion date 12/10/15
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providing care they could not always hear the call
lights or alarms sounding.

Interview with CNA #2, on 10/02/15 at 2:05 PM
and an 10/14/15 at 9:15 AM, revealed she had
checked on the resident around 10:3¢ PM. The
resident had a Posey brand alarm. CNA #2
stated she observed the alarm box but she did
not see a blinking light on it. CNA #2 stated she
had not received any recent training regarding the
alarms and she did not know that a green blinking
light on the Posey brand alarms meant the alarm

~was turned on. CNA #2 stated she and CNA #1
worked as a team on night shift, and around 3:00
AM, they were providing care to another resident
and then returned to the nurses' station sometime
after 3:00 AM. Per interview, they heard a
resident yelling for help. They went to invastigate
and found Resident #1 on the floor beside the
bed. She stated CNA #1 stayed with the resident
and she went to find the nurse. She stated she
approached the nurse as she was returning to the
unit and informed her, Resident #1 had sustained
a fall with injury. She stated Licensed Practical
Nurse (LPN) #1 assessed the resident and called
amergency medical personnel to transter the
resident o the hospital. CNA #2 stated she did
not know how to locate a resident’s plan of care in
the new electronic medical record. She stated
prior to the new computerized system the aides
had a paper document {elling them the care each
resident required. She stated now the new
systemn required her to answer questions about
the resident's level of assistance needed during
care praovided.

Interview with LPN #1, on 10/02/15 at 8:30 AM,
revealed she was off the unit using the bathroom
when the resident feli, She stated whean she
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She stated all residents were checked on every

Continued From page 80

returried to the nurses’ station CNA #2 notified
her Resident #1 had sustained a fail with injury.
She stated the resident had a cut to the eye and
cheek area and began to have breathing trouble.
She stated Emergency Medical Services was
called to transport the resident to the hospital.
LPN #1 stated she did not review resident care
plans normaily, but depended on the medication
and treatment records to direct her care of
residents. She stated she received shift to shift
reports from the off going nursing staff and that
waa haow she knew of Resident #1's cara needs.

F 323

two hours and if a care plan intervention stated
check on resident frequently, then residents
would be checked on every two hours. She stated
if residents needed increased supervision, an
order wouid be written for hourly checks;
however, Residant #1 did not have hourly checks
ardered. She stated she did not check the bed
alarm for functionality prior to the fali because she
had alt shift to check it. She stated she did not
check the alarm after the fall because she was
tending to the resident's needs. LPN #1 stated
she had not been trained on the manufacturers
recommendations for each type of bed/chair
alarms in the factiity. She stated ensuring the
residents’ fall interventions were implemented
would maintain resident safety. LPN #1 stated
she did not conduct the investigation into the fali
or determine the root cause, She stated those
activities were completed by Management.

interview with the Director of Health Services
(DHS), on 10/05/15 at 2:00 PM and on 10/09/15
at 12:20 PM, revealed the facility determined the
cause of Resident #1's fall with injury was due to
the resident not using the call light to ask staff for

assistance. She stated to keep the resident safe
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and meet their needs, staff should ensure the
resident's cali ight was always in reach, the
bed/chair atarm was checked every shift for
functionality and placement, and staff shouid
frequently chaeck on the resident. The DHS stated
afthough interviews conducted after the fail
determined Resident #1's call light was not within
reach, the bed alarm had not sounded, and staff
was not available to provide frequent supervision;
the faclity did not identify staff had not provided
the necessary care and services to meet the
resident’s needs for safety and fall prevention.

She stated the resident should have called for
assistance prior to transterring self.

Interview with the interim Executive Director, on
10/05/15 at 2:40 PM, revealed interviews and
statements obtained from staft wera not taken
into account. She stated the facility determined
the root cause of the fall was the resident
frequently did not use the call light to ask for
assistance prior to transterring. She stated the
facility did not determine the staff failed to follow
care plan interventions related to ensuring bed
alarm functianality, calt light was kept in reach or
checking on the resident frequently; even though
interviews and written statements obtained stated
the bed alarm did not sound, the bed rail was in
the down pasition with the call light attached and
not within reach of the resident. Interviews and
written statements also indicated the nurse was
off the unit and the two (2) CNAs were busy
providing care ta another resident at the time of
the fail.

Interview with the Executive Director, on 10/05/15
at 3:20 PM, revealed he briefly reviewed Resident
#1's incident/event file after he began his

employmeant on 09/21/15. He stated after
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reviewing the event he did not provide any further
direction to staff to determine if there were
system issues in relation {0 meeting the care
needs of the resident. He stated it he had
conducted the investigation and determined the
bed alarm had not sounded; he would have
directed staff to conduct an audit of the alarms to
determine if they were functional at ali times. He
stated if he had determined the call light had not
been in reach of the tesident he would have
conducted audits of call light accessibility. He
stated if he had determined staff was not
available to meet the nieeds of the resident he
would have loaked into that also. He stated it was
the facility's respansibility to ensure resident
safety.

2. Raview of the clinical record for Resident #8
revealed the facility admitted the residant on
08/04/15 with diagnoses of Colon Cancer,
Respiratory Failure and Atrial Fibrlilation. The
resident had a hospital admission on 09/15/15
and was re-admitted to the facility on 09/24/15.

Review of Resident #8's Quarterly Minimum Data
Set (MDS) assessment, completed on 09/29/15,
revealed the facility assessed the rasident as
needing the extensive assistance of one with
transfers, walking, and toileting. The facility
assassed the resident as not steady on their fest
and only able to stabilize with staft assistance
when moving from a seated to standing position,
walking, moving on and off the tollet and from
surface to surface. The facility assessed
Resident #8 with a score of fourteen {14} of
fifteen (15) on the BIMS assessment, indicating
the resident was interviewable.

Review of the Camprehensive Care Plan for
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Resident #8 revealed the facility developed a plan
of care related to skin integrity and falls on
09/15/15 with updated goals and target dates for
12/15/15. The goals stated the resident wouid
have no falls with major injury and would maintain
intact skin, .

Review of Resident #8's Fall Circumstance Event
Form, dated 09/26/15, revealed Resident #8
sustained an unwitnessed fall with injury. The
report stated staff heard the resident yelling for
help and found the resident on the floor next to
the bed: The resident sustained bruisingand-a-
skin tear to the right elbow, abrasion to mid-lower
spinal bony prominence, and complained of right
fower rib pain. The possible contributing factors
noted on the form were cardiac/respiratory
disease, discornfort/pain, and
antihypertensive/antipsychatic medications. The
interventions immediately taken to prevent
another fall were noted as a bed alarm, first aid,
and rest. However, there was no documented
evidence a review of the fall was conducted by
the Interdisciplinary Team or of the seventy-two
hours of nursing assessment documentation
regarding the resident's response to treatments
of the effectiveness of the interventions as per
the facility's policy.

Review of Radiology Repont, dated 09/26/15,
revealed Resident #8 had a right non-displaced
lateral 8th rib fracture.

Interview with Resident #8, on 10/07/15 at 8:16
AM, revealed on 09/26/15 he/she had used the
call light to ask staff for assistance with toileting.
However, staff did not arrive timely so he/she
attempted to toilet without assistance and fell.
The resident stated he/she hit their back and side
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on the chair next to the bed; and, sustained a rib
fracture and the laceration to the right arm, along
with other bruises.

Interview with CNA #13, on 10/14/15 at 9:30 PM,
revealed the resident could not walk without
assistance and at night would get very confused.
She stated the electronic medical record had
infermation regarding the resident's activities of
daily living for her review; however, she did not
reutinely have time t¢ review that information
during her shift. She stated she had been told in

raport, at the beginning of her shiff, that Resident’
#8 was confused and had been frequently getting
up to use the bed pan in the chair without
assistance. She stated the resident did not have
a bedside cornmode. She stated she was not
provided direction or additionat safety
interventions during report or at any time prior to
Resident #8's fail. CNA #13 stated at the time of
resident #8's unwitnessed fall she was providing
care to another resident. She stated the resident
was found on the floor with stool all over their
bottomn. She stated a bed alarm and/or closer
supervision could have been put in place prior to
the event to prevent Resident #8's fall with
injuries.

Interview with LPN #8, on 10/14/15 at 8:10 PM,
revealed Resident #8's short term memory was
not good and the resident had periods of
confusion. She siated the resident would get up
frequentiy batween 2:00 AM and 3:00 AM to try
and toilet self. She stated staff made rounds on
all residents every two hours and the resident
was not on a toileting program due to this type of
rounding. She stated the resident did have a bed
alarm prior the last admission to the hospital;

however, it was not put back into use after the

TATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRAECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
185461 8. WING 10/29/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLEN RIDGE HEALTH CAMPUS 6418 CALM RIVER WaY
LOUISVILLE, KY 40299
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X&)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From pags 84 F 323

FORM CME-2567(02-99) Previcus Versions Obsolele

Event {3:3G2911

Facility ID: 100729A

If continuation sheet Page 85 of 191




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

PRINTED: 12/09/2015
FORM APPRQVED

OMB NO. 0938-0391

resident was readmitted to the facility. She stated
a bed alarm should have been put in place after
readmission to alert staff of the resident’s
attempts to transfer without assistance. She
stated an intervention to toilet the resident
consistently at 2:00 AM, could have prevented the
residant's falf also. She stated after a fail she
completed & Fall Circumstance Event Form and
that form had areas for her to denote contributing
factors of the fall and possible additional care
plan interventions. However, she did not make
revisions to care plans because that was the
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responsibility of the MDS nursing staff. In
addition, LPN #8 stated she did not determine the
roat cause of resident falls. She stated nursing
would ask the resident what happened or what
they were trying to da at the time of the fall only.
She stated if she implemented an intervention
she would verbally tell staff, but if the infarmation
did not get transferred by telling others, it would
not be knawn by ail,

Interview with the DHS, on 10/16/15 at 3:00 PM,
revealed staff should have assisted Resident #8
with toileting on the night of the fall. in addition,
staff should have developed a scheduled toileting
program for the resident, knowing the resident
frequently wanted to toilet around 2:00 AM.

3. Review of the clinical record for Resident #10
revealed the facility admitted the resident on
08/23/15, with the diagnoses of Spinal Stenosis,
Colon Cancer, and Deep Vein Thrombosis. The
resident also had a histary of falls with hip
fractures and a kidney transplant. Review of
Resident #10's five day MDS assessment,
completed on 09/30/15, revealed the facility
assessed the resident as needing the extensive
assistance of one with transfers, bed mobility and
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tolleting. The facility assessed the resident as not
steady on their feet and only able to stabilize with
staft assistance when moving from a seated to
standing position, walking, moving on and off the
toilet and from surface to surface. The facility
assessed Resident #10 with a score of fourteen
(14) of fifteen (15) on the BIMS assessment
indicating the resident was interviewable.

Review of the Comprehensive Care Pian for
Resident #10 revealed the facility developed a
plan of care related to activities of daily living and
talls o 08/28/15 withr updated goals and target
dates for 08/28/15. The approaches directed staff
to provide assistance with mability. The care plan
stated the resident needed the assistance of ane
when transferring, the resident used a ralling
walker with staff assistance and needed a
wheelchair for long distances. The care plan also
stated the resident required assistance with oral
care, grooming, bathing, and dressing. in
addition, the fall care plan approaches directed
staff not to leave the resident alone up in the
wheelchair for extended periods of time, keep the
calf light within reach and remind the resident to
use it.

Review of the Nursing Notes, dated 09/30/15 at
1:52 PM, revealed Resident #10 sustained an
unwitnessed fall with injury. The resident
complained of back pain, requiring Emergency
Medical Services to fransfer the resident to the
hospital for treatment. Nursing noted the resident
stated he/she had attempted to get to their walker
and it tipped over with the resident going over
with it.

Review of the hospital History and Physical, dated
10/01/15, revealed the resident fell trying to get to
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histher walker. The x-ray resuits revealed a
thoracic compression fracture at T9. The resident
continued to have severe pain and muscie
spasms and a back brace was ordered. The
resident was admitted back to the facility on
10/05/15. :

Interview with Resident #10, on 10/09/15 at 3:20
PM, revealed he/she fell on 09/30/15, after
attempting to rise from the wheelchair to use their
rolfer walker. Resident #10 stated the rolling
walker flipped over and he/she flipped aover with it.
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“The resident stated they-fractured their spine at
T9 and now must wear a brace when out of bed.
Resident #10 stated they were in a iot of pain and
still required pain medication for the fracture.

[nterview, on 10/09/15 at 2:30 PM, with CNA #3
revealed she had assisted Resident #10 to the
bathrcom on 09/30/15, put tooth paste on the
resident's tooth brush and left the room to go
complets charting. She stated twenty to thirty
minutes later a housekeeper notified her that the
resident had fallen. She stated she went to
Rasident #10's room and found the resident on
the floor behind the entry door to the room. She
stated the resident safd he/she was trying to use
their rolling walker and it flipped aver with them.
She stated she had only taken care of Resident
#10 two or three times prior to the fali and had not
reviewed the plan of care. She stated she thought
she could leave the resident alone in the
bathroom.

Review of Resident #10's medical record
revealed no evidence a Fall Circumstance Event
Form was completed for the fall svent on
09/30/15.

i
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Interview with LPN #4, on 10/09/15 at 12:40 PM,
revealed a nursing assistant notified her of
Resident #10's fall on 09/30/15. She stated due to
the resident’'s complaints of back pain after the
fall the resident was transferred to the haspital for
further evaluation. She stated she forgot to
complete a Fall Circumstance Event Form after
the event. She stated the form had areas for her
to document her assessment, the contributing
factors and immediate actions taken after the
event to prevent another. She staled the resident
returned to the facliity and she did not know what

F 323

happened in regards to the investigation into the
event or additional interventions developed to
prevent the resident from sustaining another falt
at the facility.

Interview with the DHS, on 10/16/15 at 3:00 PM,
revealed she did not know LPN #4 had forgotten
to complete a Faif Circumstance Event Form after
Resident #10's fall. She stated she was not sure
how the event got missed; but, it might have been
missed becauss the resident went to the hospital
and did not immediately return back to the facility.

4. Review of the closed clinical record for
Resident #9 revealed the facility admitted the
resident on 08/09/15 with diagnoses of
Gastro-intestinal Hemorrhage, Urinary Retention,
Weakness and Difficuity Walking.

Review of Resident #3's Admission MDS
assessment, completed on 09/16/15, revealed
the tacility assessed the resident as needing the
aextensive assistance of two with transfers, bed
mobility and toileting. The facility assessed the
resident as not steady on their feet and only able
to stabilize with staff assistance when moving
from a seated to standing position, walking,
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moving on and off the tollet and from surface to
surface. The facility assessed Resident #3 with
a scors of twelve (12) of fifteen (15) on the BIMS
assessment indicaling the resident was
interviewable.

Review of the Comprehansive Care Plan for
Resident #9 revealed the facility developed a plan
of care for fali prevention on 09/14/15 with
updated goals and target dates for 11/14/15. On
08/09/15 the plan of care noted the resident was
found on the floar (family at bedside) and

“sustained g cut tothe foot requiring the resident

to be sent to the emergency room far evaluation.
Interventions in place included an alarm to the
bed and chair to remind the resident ta ask for
assistance with transfers and to aler the staff if
the resident attempted an unassisted transfer.

Review of the Nursing Note, dated 09/09/15,
revealed the resident was admitted to the facility
an 09/09/15 at 1:51 PM and nursing noted seven
(7) hours later, at 8:45 PM, that Resident #9 was
found on the floor by the resident’s son. The
resident's right toot was bleeding and the resident
continued to be extremely canfused. The
resident's bed alarm was on the floar and
non-functioning with a tear in the wiring. The
family transported the resident to the haspital for
avaluation.

Continued review of the Nursing Notation, dated
09/10/15 and timed at 4:28 AM, ravealed the son
returned to the facility with the resident. Nursing
noted the resident received 10 sutures to the right
foot, underneath and between the fourth and fifth
toes. Review of the hospital's X-ray resuits
revealed a closed non-displaced transverse
fracture of the right fifth metatarsal.

J
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Review of Resident #9's Fail Circumstance Event
Form (FCEF), dated 03/09/15, revealed Resident
#9 sustained an unwitnessad fall with injury.
Nursing noted the resident had slurred speech
and was confused at the time of the fail. During
the fall the resident sustained a laceration to the
right foot. Review of nursing interventions listed
on, the 09/09/15 FCEF, revealed nursing did not
implement any new interventions that would
prevent/decrease the opportunity for another tall.
The interventions listed were to apply direct
pressure tothe wound and-elevate the-extremity.
in addition, the form did not have seventy-two
hours of reassessment documantation of the
resident's responss to treatments or the
effectiveness of the interventions per the facility's
policy. Continued review of the form revealed the
Interdisciplinary Team did not document a review
regarding the evaluation, thoroughness ar
effectiveness of the actions taken.

Interview with LPN #3, on 10/15/15 at 11:40 AM,
revealed she believed the resident was still under
the effects of anesthesia when he/she was
admitted on 09/09/15. She stated the son found
the resident on the floor and notified staff and
staff could not determine exactly what the
resident was trying to da at the time of the fail.
She stated the resident was assessed and family
transported the resident to the hospital. She
stated when the resident returned he/she had
sutures to the fool and x-ray results were positive
for a fracture

Further review of the resident's plan of care
revealed the care plan was edited on 10/01/15
and stated the bed/chair alarm was discontinued.
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Review of the Nursing Note, dated 10/02/15,
revealed the nurse was notified by the Certified
Nursing Assistant that Resident #9 had fallen out
of the wheelchair while trying to reach for his/ner
hat that was in their luggage.

Review of the Fall Circumstance Event Form,
dated 10/02/15, revealed Resident #9 had an
unwitnessed fall from the wheelchalr, without
injury. Continued review of the FCEF, revealed
nursing did not implement any additional
interventions to prevent another fall. In addition,
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the form did not have regssessment
documentation of the resident’s response ta
treatments or the effectiveness of the
interventions. Continued review of the form
revealed the Interdisciplinary Team did not
document a review regarding the evaluation,
thoroughness or effectiveness of the actions
taken.

Further raview of the resident's plan of care
revealed no revisions were made after the
10/02/15 fall.

Continued interview with LPN #9, on 10/15/15 at
11:40 AM, revealed the second incident occurred
when the resident was reaching for a hat and fel}
out of the wheelchair. She stated the resident told
her he/she had forgotten to lock the wheelchair
and slid out onto the floor. She stated the resident
was re-educated cn the importance of lacking the
wheelchalir and that was the only Intervention to
prevent anather similar fall. She stated it was a
facility policy to perform neurclogical checks an
all residents that sustained an unwitnessed fali.
She stated she forgot to do this for Resident #9.
She stated she also forgot to completely filt out
the Fall Circumstance Event Form. She stated if
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nursing did not fill out a form completely
management would inform her and she would go
and make a late entry and complete the form, but
she had not received any notice from
managerment staff regarding incompletle
documentation in Resident #9's chart.

Interview, on 10/16/15 at 3:00 PM, with the DHS
revealed she believed Resident #3 was still under
the effects of anesthesia, after baing admitied to
the facility; and believed this was the reason for
the fall, She stated it was her responsibility to

ensure-nursing completed-alt-documentation in
the resident's medical record. However, she
failed to identify that all the areas on Fall
Circumstance Event Form were not completed.
She stated the Intaerdisciplinary Team (IDT) met
every day, except on weekends and holidays, to
discuss events that happened the previous day.
She stated if the team determined a form had not
been completed or had areas left blank they
would inform the nurse that she needed to
complete the form. However, she had no memory
of informing LPN #9, of the need to complete the
form, and the team did not keep a record of such
notification. She stated if the farms ware not
complete it would be difficult for the team to
analyze the information or use it for tracking and
trending purposes.

5. Review of Resident #12's clinical record
revealed the facility admitted the resident on
06/12/15 with diagnoses Difficuity Walking,
Weakness, Pneumonia and Respiratory Failure.
Review of Resident #12's Annual MDS
assessment, completed on 06/19/15, revealed
the facility assessed the resident to need the
limited assistance of one to transfer and to
ambulate. In addition, the resident required the
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extensive assistance of one with dressing and
toileting. The facility assessed the resident’s
balance as not steady and only able to stabilize
with staff assistance when walking, turning
around or moving on and off the toilet and from
bed to chair or wheelchair. The facility assessed
Resident #12 with a score of six (6) of fifteen (15)
an the BIMS assessment indicating the resident
had cognitive impairment.

Review of the Comprehensive Care Plan for
Resident #12 revealed the facility developed an
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admission satety plan-ot careon 06/13/15 with
interventions to ensure the call light remained
accessible, staff would provide assistance for
transfers and ambulation, and would cbserve
resident for compliance with safety interventions.

Review of Resident #12's Fall Circumstance
Event Form, dated 08/04/15 at 11:37 PM,
revealed the residant sustained an unwitnessed
fall with injury. Nursing documented the resident
stated he/sha tried to get up from the potty chair
and fell. The Nursing assessment revealed tha
resident had swelling and an abrasion with
bieeding to the nose. The Event Report
documentation revealed there were no possible
contributing factors present at the time of the fali.
In addition, the form did not have seventy-two
hours of reassessment dogumentation of the
resident's response to treatments or the
effectiveness of the interventions per the facility's
policy. Continued review of the form revealed the
Interdisciplinary Team did not document a review
regarding the established root cause, evaluation,
thoroughness or effectiveness of the actions
taken.

Review of the Nursing Notation, dated 08/05/15 at

FORM CMS-2567(02-39) Previous Versions Obsolate Event 1D: 3G2911

Faciiity ID: 100729A If continuation sheet Page 94 of 131

f
|
|




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

PRINTED: 12/039/2018
FORM AFPROVED
OMB NO. 0938-0391

3:30 AM, revealed the resident returned from the
hospital with a diagnosis of a nasal fracture.

Interviews with CNA #9 at 2:05 PM, CNA #11 at
2:15 PM, and CNA #5 at 2:30 PM on 10/26/15
revealed they did not recall Resident #12's fali
incident and stated following residents care plan
interventions would be important to maintain their
safety. However, interview revealed the CNAs
did not know Resident #12's fall interventions.

Interview with Registerad Nurse (RN) #4, on

10/15/15 at 2:45 AM, revealed Resident #12 fell
on 08/04/15 around 6:05 PM, when hefshe tried
to get up from the bed side commode. She stated
the resident hit their nose during the fall which
caused swelling, an abrasion, and bleeding from
the nose. She stated the facility had just started
the new Electronic Medical Record (EMR) and
she was still learning how to navigate through the
comptiterized medical record, She revealed she
had not looked at Resident #12's care plan and
did not know where to locate it in the new EMR.
She stated she depended on shift to shift report
for resident care information and review of the
Medication and Treatment Administration
Records to tell her the care needs of the resident.
She further stated the Assistant Director of Heaith
Services (ADHS) assessed the resident's nose
and informed her residents had the right to fail.
Which meant if a resident chase not ta call for
assistance after being provided education to do
s0, the resident could make that decision, even
though Resident #12 had BIMS' score of six (6)
with cegnitive impairment, they could not do
anything about it.

Interview with the ADHS, on 10/27/15 at 11:30
AM, revealed Resident #12 always tried to get up
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without assistance. He stated according to the
ptan of care the resident required assistance with
transferring and used a bedside commode when
toileted. He stated the resident preferred to have
the bedside commeode placed across the room
from the bed close to the bathroam door. He
stated he was informed of the resident's fali on
08/04/15 and went to assess the resident. The
ADHS stated the resident had an abrasion and
bleeding to the nose and in hindsight could have
obtained a portable x-ray of the nase to check for
a fracture but did not. The ADHS stated he also
did-notinterview the CNA that provided care to-

the resident the night of the fall. He stated it
would have been a good idea to do that in order
to determine addilional information into the event.
He stated later in the evening the resident's family
member came in and transported the resident to
the hospital. Upon the rasident’s return to the
facility they were informed the resident sustained
a nasal fracture. He stated the plan of care
directed staff in the care needs of the resident
and staft should have provided assistance with
transferring. it stated the contributing factor of the
fall was the resident did not ask for assistance
prior to transferring. He stated the
Interdisciplinary Team reviewed events and
determined what caused the resident fall;
however he could not remember if the team had
determined Resident #12 root cause of the fall.
The ADHS stated he believed the root cause of
Resident #12's fall was the resident had not been
compliant with the use of the call light and could
not retain education provided on its use. He
stated staff could have started a toiteting program
and performed hourly checks to prevent the fall
from cceurring. He stated the team had not
determined any ather issues with the
documentation or event investigation procass in
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Caontinued From page 36
their review.

6. Review of the closed clinical record for
Resident #11 revealed the facility admitted the
resident on 06/01/15. with diagnoses of Coronary

| Artery Disease, Difficulty Walking with Abnormal

Gait and Pain. The resident was hospitalized
twice on 06/18/15 and on 07/06/15 and
readmitted to the facility on 07/24/15.

Review of Resident #11's Admisslon MDS
assessment, completed on 07/31/15, revealed
the facility assessed the resident to-need the-
extensive assistance of two with transfers, bed
mobility and tofleting. The facility assessed the
resident as not steady on their feet and only able
to stabilize with staff assistance when moving
from a seated to standing position, walking,
moving on and off the toilet and from surface to
surface, The facility assessed Resident #11 with
a score of elaven (11) of fifteen (15) on the BIMS
assessment indicating the resident was
interviewable.

Review of the Comprehensive Care Plan for
Resident #11 revealed the facility developed a
plan of care for falls on 07/06/15 with updated
goals and target dates for 10/06/15. The geal
stated the resident would have no fails with major
injury while a resident at the facility.

Review of Resident #11's Fall Circumstance
Event Form, dated 06/18/15, revealed the
resident had an unwitnessed fall while
transferring self to the toilet. Nursing documented
the resident was at risk for falls due to cognitive
and memory impairment that effected safety and
judgement. The intarvention immediately taken
after the fall was to ambulate the resident with
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assistance, toilet, hydration, a nignt light and
place the bed in the low position. The form stated
there were no possible contributing factors to the
fail. Further review of the documentation revealed
the Interdisciplinary Team (IDT) reviewed the
nursing documentation and determined the root
cause of the fall was due to the resident's
confusion and inability to use the call light. The
DT noted they agreed with the implemented
preventative measures documented by the nurse
and did not revise or add interventions to the plan
of care. :

F 323

Further review of the resident's care plan
revealed tha resident fell on 06/18/15 with no
injuries and the intervention listed was to place
the bed In the low position; even thaugh the fall
occurred when the resident transferred
themselves from the toilet.

Review of the Nursing Notation, dated 07/06/15,
revealed the resident had an unwitnessed fall in
the bathroom and sustained a large hematoma
(collection of blood under the skin from a ruptured
blood vessel) to the left side of the head.
Continued review of the electronic medical record
revealed no evidence a Fall Circumstance Event
Form was completed.

Interview with LPN #4, on 10/08/15 at 2:25 PM,
revealed Resident #11 had an unwitnessed fall on
07/06/15. She stated the resident sustained a
hematoma to the head from the fall. She stated
she must have forgotten to filt out the Fall
Circumstance Event Form in the computer. She
stated the form had areas for her to click an to
add possible interventions to prevent another fall.
She stated the Minimum Data Set Nurses actually

ravised resident's plans of care after an event.

FORM CMS-2667(02-98) Provious Varsions Qbsoiste Event ID:3G2911

Frcility ID: 100729A if continuation sheet Page 98 of 191

i
i
1
|
|




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

PRINTELD: 12/09/2015
FORM APPROVED
OMB NO. 0938-0391

She stated if a resident's care plan did not get
revised with interventions to prevent another fall
the resident could experience another fail.

Review of the resident's care plan ravealed the
resident fell on 07/06/15 and sustained a
hematoma and the intervention to prevent
another fail was to send the resident to the
emergency department for evaluation. There was
no documented evidence the resident's plan of
care was revised ta prevent recurrence of falls,

Interview with the DHS, on 10/16/15.at. 3:00.PM,

revealed she had no avidence to provide that the
facifity had determined the contributing facters or
the root cause of Resident #11's fall on 07/06/15.
Per interview, the facility did not keep records of

the IDT meetings.

Review of Resident #11's Fall Circumstance
Event Farm, dated 08/14/15, revealed the
resident sustained a non-injury fall from the toilet
due to the daughter transferring the resident
without staff assistance. Nursing documented
there were no possible contributing factors for the
fall and the immediate measures taken were to
ambulate with staff assistance. The IDT did not
establish/document a root cause for the fall and
agreed with the nurses implemented preventative
measures taken. In addition the IDT did not revise
or add interventions to the residents pian of care.

Review of the resident's plan of care revealed the
resident fell on 08/15/15 and education was
provided to staff to transfer the resident the way
the daughter transferred the resident (per
interview this was one assist). Even though the
facility assessed the resident as needing the
assistance of two with transfers; and determined
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the daughter had transferred the resident alone.

On 10/26/15, interviews with CNA #9 at 2:05 PM,
CNA #11 at 2:15 PM, and CNA #5 at 2:30 PM,
revealed they did not recall Resident #11's fall
incidents; however, stated they could look up
residents activities of daily living and care needs
in the computer, but would not know where to find
the plan of care. They stated if a nurse
implemented a new intervention they would be
told and they would have to tell the on coming
staff. However, if someane forgot to tell them

about achange in care needs they would niot
know. Interview with the CNAs revealed they
were not aware of the fall interventions for
Resident #11.

Interview, on 10/16/15 at 12:00 PM, with LPN #7,
revealed she could barely remember Resident
#11's fall event. But balieved Resident #11's
daughter had attempted to transfer the resident
off the toilet and the resident’s legs gave out
requiring the daughter ta lower the resident o the
floor, LPN #7 stated to her, this did not meel the
definition of a falf and no intervention was
needed. She stated the resident required the
assistance of two with transfers, but the daughter
would transter the resident without them. She
stated she was not sure if the daughter was
educated regarding this or not and after reviawing
the medical record did not find documentation of
any education provided to daughter. She stated
when she completed the fall event form she
would click on possible interventions to prevent
another fall and she was not sure if they were
transferred to the resident’s care plan or not.

On 10/08/15 10:40 AM and 10/27/15 at 11:05 AM,
interview with Minimum Data Set (MDS) Nurse
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#1, revealed the revision that stated, send
Resident #11 to the emergency room after the
fall, would not prevent another fall. She stated the
pian of care should have been revised to include
interventions that would actuaily prevent another
fail. She stated without the revisions the resident
could experience another fall.

On 10/16/15 at 3:00 PM, interview with the DHS
revealed sending the resident to the emergency
raom would not prevent another fall. She stated
she had not identified the information added to

‘the Hesident #11's plan of care would not prevent

ancther fall event until discussion with the
Surveyor. She stated revising the care plan with
an intervention to provide increased supervision
or a scheduled toileting program would have
been interventions to prevent additional falls,

7. Review of tha clinical record for Resident #13
revealed the facility admitted the resident on
07/03/15 from an acute hospital with the following
diagnoses: Dementia; Fracture of the Left Femur
that required surgical interventions; After Care of
the fractured leg; Abnormaiity Gait; and, History
of Falling. Review of the hospital's discharge
documentation, dated 07/03/15, revealed the
resident sustained a fali at the resident's personal
home that resulted in the hip fracture.

Review of the admission MDS assessment, dated
07/10/15, revealed the facility assessed the
resident ta have severe cognitive impairment with
a BIMS score of five (5) out of a possible fifteen
(15). The facility assessed the resident to need
extensive assistance from staff for bed mobility,
transfers, locomotion, toilet use, and ambulation.
The tacility assessed the resident to have g

balance deficit with unsteady gait and impaired
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| risk team reviewed the fall event and wrote the
| resident attempted an unassisted transfer and

range of motion on one side. The resident was
assassed to be a high risk for fafling.

Review of the comprehensive care plan, created
07/15115 and edited on 08/14/15 and 10/02/15,
revealed the facility had identified the resident at
risk for falling due tc weakness, incantinence,
history of falls, medications, and needing
assistance from staff with ail ADLs. The goal was
for the resident to remain free from major injuries
during the resident's stay at the facility. The care
plan approaches included keeping the call fight.
within reach, provide a clutter free walkway,
adequate footwear, appropriate lighting, and
remind the resident to call for assistance prior to
getting up. In addition, the resident was to
remember to lock the wheelchair's brakes before
getting up. Although the MDS assessed the
resident with a BIMS of 5 and a cognitive deficit.

Review of the Fall Circumstance Event Report,
dated 08/12/15 at 4:00 PM, revealed Resident
#13 was found in hisfher room, sitting on the floor
beside the resident's bed. The resident was
assessed and found to have no injuries. The
resident stated he/she was attempting to go to
the bathroom and couldn’t recall what happened
after that. A personal safety alarm (PSA) was
attached to the resident, but did nat sound.
Further investigation revealed the PSA had been
turned off. The nurse turned the PSA back on and
the atarm sounded. The resident was reminded ta
use the cal! fight for assistance. Continued review
of the Fall Event Report ravealed a section titled
"Other Clinical Observation" where the clinically at

added a care plan intervention to toilet the

resident every two (2) hours for three (3) days. !

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
185461 B. WING 10/28/2015
NAME OF PROVIDER OR SUFPUER STAEET ADDRESS, CITY, STATE, ZIP CODE
~ 6415 CALM RIVER WAY
GLEN RIDGE HEALTH CAMPUS
R H LOUISVILLE, KY 40289
(Xd) iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (EACH DEFICIENCY MUST 8E PREGEDED BY FULL PREFIX {(FAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323 | Continued From page 101 F 323

FORM CMS-2567(02-98) Pravious Versicns Cbsolete

Event ID:3G2391¢

Facifity ID: 100729A

If continuation sheet Page 102 of 191




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

PRINTED: 12/09/2015
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2y MULTIFLE CONSTRUCTION

{X3) DATE SURVEY

The form did not address the tact the PSA had
been turned off.

Interview with LPN #5, on 10/14/15 at 4:00 PM,
revealed she had found the resident on the floor
on 08/12/15. She stated she had been walking
down the hallway and saw the resident on the
floar, next to the bed, in frant of the resident's
wheeichair. She stated the resident's door had
been opened. She did not know how long the
resident had been on the floor because the fali
was not witnessed. She stated she assessed the
rasident and found no injurles and then assisted
the resident back into the wheeichair. She
revealed the PSA had nat alarmed and when she
checked the device, she found it had been turned
off. She said she had not interviewed any staft
that was working that night to determine why the
PSA had been turned off. She did report her
findings to the ADHS, but did not know what had
happened after that. She stated the staff had
been checking for placement of the PSA, but not
whether the device was working and turned on.
LPN #5 validated she had completed the Fall
Circumstance Event Report on 08/12/15. She
said the anly training she received was how to
complete the Fall Circumstance Event Report,
but did not know how ta investigate a fall.

interview with the ADHS, on 10/15/15 at 5:15 PM,
revealed he did not recall LPN #5 telling him the
PSA device had been turned off after the
resident’s fall on 08/12/15. He could not recall if
the issue was dliscussed during the Clinical Care
Meeting the next day. He stated the nurse should
have asked the staif why the alarm was tumned
off.

interview with the DHS, on 10/16/15 at 9:50 AM,
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revealed she did not recall discussing the PSA
being turned off at the Clinical Care Meeting after
the resident's fall on 08/12/15. She stated she
would have conducted an investigation to
determine why the PSA had been turned off and
by whom. She then would have provided
re-education. She stated she reviewed ail Fall
Circumstance Event Reports during the meeting
and the team would raview the care plan to
determine if the care plan inventions were
appropriate to prevent additional falls. She
corntinued to state the team looked at existing
care plan interventions to see if they were
warking and remove them if not. She stated the
personal alarm would not prevent a fall, other
intervaentions were needed such as hourly checks
and increased supervision of the resident.
However, she revealed she had not implemented
either of these interventions for this resident.

Continued interview with the DHS revealed the
staff nurses are supposed to complete the Fall
Circumstance Event Report and find out what
caused the fall. The only education the staff
nurses received was how to complete the report.
The DHS stated when the facility used paper
forms, the process worked. She stated the staff,
including her, was still trying to figure out the
computer prograrm on tha portion regarding
analysis of a fall. She teviewed Hesident #13's
care plan and stated the care plan was not
appropriate for the resident because due to the
resident's impaired cognition, the resident was
not able o utilize the call light and recall safety
instructions.

Interview with the MDS Coordinator #1, on
10/16/15 at 8:20 AM, revealed she couid not
recall the Event Report that revealed Resident

F 323
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Continued From page 104

#13's alarm had been turned off. That would have
been something the team would have discussed
during the meeting. She stated staff was
supposed to check for placement of the PSA and
determine if the device was warking properly. She
stated the DHS or the ADHS would take notes
during the meetings. She said the staff nurses
who fill out the Fall Circumstance Event Report
are responsible for investigating the fall and
determine the root cause of the fali. She said the
Event Report was the fall investigation.

Review of the Fall Circumstance Event Report,
dated 08/06/15 at 10:11 AM, revealed the PSA
was alarming and when staff responded, and
found the resident lying on the bathroam tloor.
The resident was assessed and found no injuries.
The form stated the care plan was revised;
however, did not state how it was revised and no
new interventions were added to the care plan.

Review of the Fall Circumstance Event Report,
dated 10/01/15 at 10:00 PM, revealed the
residen{'s PSA was alarming and when staft
responded and found the resident face down on
the floor with his/her left arm under them. The
resident compiained of left shoulder/arm pain (6
out of 17 on the pain scale), sustained a skin tear
to the left elbow, and the resident's right knee, left
forehead, and Jeft side of the face was red. On
10/02/15, the resident complained of hip pain. A
portable X-ray was obtained that revealed no
fracture.

The MDS Coordinator reviewed each Fall
Circumstance Event Report with the surveyor.
The care plan intervention after the fall Resident
#13 sustained on 08/12/15 was to toilet the
resident every twa {2) hours for thrae (3) days.
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| 08/05/15, revealed the facility assessed Resident

Continued From page 105

She stated she did not know the results of the
toileting intervention and did not know if the care
plan intervention was eftective. After the 09/06/15
fall (where the resident was found alone in the
bathroom), the team did not revise the care plan
but continued to implement the intervention to
check the PSA for placement and function.
However, during this fall, the PSA was alarming.
After the 10/01/15 fall, the care plan intervention
was to obtain a urinalysis to determine if the
resident had a Urinary Tract Infection.

F 323

Continued interview with the MDS Coordinator,
on 10/16/15 at 8:20 AM, revealed the team
discussed providing more activities; however, the
resident did not want to come out of the room.
She stated no additional supervision of the
resident was implemented. She stated the staff
conducted rounds every two (2) hours and
therapy and administrative staff are down the
hailways frequently. However, the resident fell at
10:00 PM, when therapy and administrative staff
are not at the facility. She revealed the
interventions for the resident to use the call light
and regquest assistance prior to transfer was not
effective. She stated the resident did not use the
call light and request staff assistance prior to the
three previous falls and stated the resident didn't
know to use the call light.

8, Review of the clinical recard for Resident #5

revealed the facility admitted the rasident on i

03/05/14 with diagnoses of Dementia, Anxiety,
Depression, Seizure Disorder, Hypertension,
Transient Cergbral Ischemic Attack, Diabetes
Type 2, and Anemia.

Review of the quarterly MDS assessment, dated
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#5 with a scora of five (5) of fifteen (15) on the
BIMS assessment, which meant the resident
could not be interviewed. The facility also
assessed the resident as needing the extensive
assistance of one with transfers, bed mobility and
toileting. The facility assessed the resident as not
steady on their feet and only able to stabilize with
staff assistance when moving from a seated to
standing position, moving on and off the toilet and
from surface to surtace.

_Review of the resident's Comprehensive Care

Plan, dated 08/19/15, revealed the resident was
at risk for falis related to the need for extensive
assistance with most Activities of Daily Living
{ADBL's), a history of falls, and the use of
psychotropic medications. In addition, the
resident had a care plan developed for safety and
the need for assistance with transferring. The
Problem stated, two (2) fails in the past ninety
(90) days, both with no injury. Further review of
the plan of care revealed the goal related to fail
prevention stated the resident would be free from
falls during their stay at the facility. The goal
related to activities of dally fiving stated the
resident would be as Independent as possible
with ADL's. The goal related to safety stated the
use of the chair/bed alarm would alert staft of the
resident's need for assistance. The approaches
directed staff to pravide assistance with transfers,
monitor location frequently during the shift and
check the hed/chair alarm for placement and
functionality every shift.

Review of the clinical record revealed Residant
#5 had five (5) falis within the past 90 days
(06/27/15, 07/11/15, 08/11/15, 08/19/15, and
08/20/15).
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Heview of the Resident Progress Notes, dated
07/23/15, ravealed a nurse natation from tha
clinically at risk (CAR) meeting which stated
Resident #5 attempted to transfer self, personal
safety alarm was sounding and fell on 06/27/15.
The facility was unable to produce the Fall
Circumstance Event Form for the 06/27/15 fall.

Review of the Fail Circumstance Event Form,
dated 07/11/15, revealed Resident #5 sustained
an unwitnessed fall and was found on his/her
back on the bathroom floor nextio-the wheelk——
chair on 07/11/15. Resident #5's personal safety
chair alarm had not sounded and the resident
was unable to explain what he/she was doing due
to cognition. The nursing post fall assessment
noted Resident #5 had a pink area to the crown
of his/her head and the resident had confirmed
his/her head was hit. There were no contributing
factors noted on the Fall Circumstance Event
Form. The immediate interventjon noted by the
nurse was the personai safety chair alarm
wasreplaced and reinforced because the
connection between the pad and the alarm hox
had broke off and was not connected at the time
of the faill. There was no evidence the
interdisciplinary team determined a root cause.
Review of Resident #5's care plan revealed no
new intervention was placed for the 07/11/15 fall
avent.

Interview with the RN #2, on 10/15/15 at 3:15 PM,
revealed she completed Resident #5's Fall
Circumstance Event Form, on 07/11/15 and was
not aware she had not implemented an
immediate interventian. BN #2 stated she had
fixed the broken alarm and conciuded that was
the root cause of the fall, RN #2 stated she had
not viewed Resident #5's care plan because she
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was not responsible for making changes to the
care plan. She stated she needed additional
training on the new computer system.

Review of the Fall Circumstance Event Form, |
dated 08/11/15, revealed Resident #5 sustained ‘
an unwitnessed fail on 08/11/15 when he/she
transferred unasslisted to the bathroom. Resident
#5 went to his/her room and closed the bedroom
and bathroom door behind him/her. The personail
chair alarm was sounding and heard by the staff.
Resident #5 was found on the bathroom floor with

factors noted on the Fall Circumstance Event
Form. There was no evidence the interdisciplinary
team determined a root cause and the care plan
stated to assist with transfers. However, this
intervention was aiready in placs.

Interview with LPN #14, on 10/15/16 at 2:35 PM,
revealed she completed Resident #5's Fall
Circumstance Event Form for the date of
08/11/15 and implemented toileting every two (2) |
hours as an immediate post fall intervention. She
was not aware Resident #5 already had an
intervention to assist with transfers in place on
the falls care plan. LPN #14 stated she had not
viewed Resident #5's care plan and could not
recafl why.

Review of the Fall Circumstance Event Form,
dated 08/19/15, revealed Resident #5 sustained
an unwitnessed fall in the hathroom on 08/19/15.
It was determined the resident transferred to the
bathroom unassisted with no injuries noted. :
There were no contributing factors noted on the ’
Fall Circumstance Event Form for the 08/19/15 ’
fall event. Review of Resldent #5's care plan
stated the interventions were to review
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medications, abtain a urinalysis, culture and
sensitivity (UA C&S), and toilet every wo hours
for saventy-two hours. There was no evidence
the interdisciplinary team determined a root
cause,

Review of the Fall Circumstance Event Form,
dated 08/20/15, revealed Resident #5 sustained
an unwitnessed fall on 08/20/15. it was
determined the resident Resident #5 transferred
unassisted out of the bed and was found on the
floor with his/her brief off and incontinent of bowel
with no injuries noted. The Fall Circumstance
Event Form noted antipsychotics to be the
contributing factor and na immediate
interventions were put in place. Reviewing
Resident #5's care plan stated the intervention for
the fall event on 08/20/15 was to obtain a
urinalysis, culture and sensitivity (UA C&S).
However, a UA C&S was obtained the day prior i
for a previous fall event on 08/19/15. !

Interview with the MDS Nurse, on 10/08/15 at
10:40 AM, revealed not all falls needed a new 5
intervention; soms of the falls for Resident #5 3
were to educate and re-educate the staff and the ‘
resident and monitor the resident more ;
frequently, The MDS Nurse stated, "Frequaently” ; |
meant watch the resident more. The MDS Nurse ‘ |
stated when the original fall care plan was I
developed for Resident #5; it had generic fali risk
interventions in place. Tha MDS Nurse stated she
would add the individualized interventions after
tha completion of the fourteen {14) day
assessment regardless of the resident's history
on admission.

Interview with the DHS, on 10/09/15 at 12:20 PM,
revealed Resldent #5's falls were not reviewed in
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interdisciplinary team meeting, the DHS stated
the facility administration staff had identitied not
all of the Event Forms wera correctly completed.
The EHS stated repeated falls might not have
occurred if the IDT and the MDS Coordinators
wauld have identified the discrepancies in the Fall
Circumstance Event Forms.

Interview with the Director Clinical Support

Registered Nurse (DCS RN), on 10/09/15 at
12:20 PM, revealed revealed the facility was
unable to produce any interdisciplinary team
discussion notes regarding Resident #5's muttiple |
falls.

On 10/02/15 at 2:20 PM, observation of Resident
#5's UMP bed alarm pad, revealed the pad did
nat have a date written on the label that infarmed
staft when it expired or was put in service.

Interview and observation, on 10/02/15 at 2:20
PM, with CNA #4 revealed shae did not know the
pad did not have a date on it. Observation
revealed CNA #4 removed a black marker from
her pocket and wrote 10/02/15 on the pad. She
stated all pads used in the building were good for
90 days. She stated the instructions were written
on the pad as to how long the pad was good for.
She read the pad to the surveyor and stated the
pad was actually good for six months not 80 days.
She stated she had not received training on the
alarms from the manufacturer.

Interview on 10/02/15 at 2:30 PM, with LPN #4,
revealed she did not know Resident #5's pad had
not been dated and belleved all pads in the factlity
were good for 90 days. She stated she also did
not know if the facility had a policy regarding the
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! bed/chair alarms. She stated she had not
! received training on the alarms from the
‘E manutacturer.

3. Review of the clinical record revealed the
faciity admitted Resident #2 on 12/16/14, with
diagnoses of Depression with Delusions,
Dementia, Cerebral Vascular Accident, and
Weakness. Review of Resident #2's Quarterly
MDS assessment, completed on 09/28/15,
raevealed the facility assessed the resident to
need the extensive assistance of one with
transfers, personal hygiene, and toileting. The
facility assessed the resident’'s balance, as not
steady on their feet, and only able to stabilize with
staft assistance when moving from a seated to
standing positian, walking, moving on and off the
toitet and from surface to surface. The facility
assessed Resident #2 with a score of four {4) of
titteen (15) on the BIMS assessment indicating
the resident was cognitive impaired.

In addition, the facility developed a care plan
refated to falls with updated goais and target
dates for 10/15/15. Problem on the care plan
stated the resident was at a risk for falls related to
weakness, history of falls and the need for
extensive assistance with activities of daily tiving,
| transfers and mobility. The goal related to falls

i stated the resident wouid stay free of falis, in

{ order to be as Independent as possible, while
keeping the resident safe and comfortable. The
goal related to activities of dally living stated the
resident would improve current level of self-care.
The approaches stated staff would check the
placement and functionality of the bed and chair
alarm every shift, in addition to keeping the cafl

F 323

light and frequently used itemns within easy reach
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10/01/15.at 1:18-PM-and - 1:25 PM, regarding the

Continued From page 112
of the resident.

Review of Resident #2's Treatment Administration
Record (TAR), dated 07/02/15, revealed an order
for the resident to have a bed/chair alarm at all
times and for staff to check for placement and
functionality every shift. Further review of
Resident #2's TAR revealed nursing obtained an
order to changs the alarm batteries every maonth
on the fifteenth (15th) at 8:59 PM on 10/01/15,
after the Surveyor questioned nursing staff, on

F 323

process for checking alarm functionality.

Observation on, 10/01/15 at 3:00 PM, revealed
Resident #2 was sitting in a recliner next to the
bed and both call lights were located an the bed
and not within reach of the resident.

Interview with CNA #3, on 10/01/15 at 1:22 FM
and on 10/02/15 at 2:35 PM, revealed she did not
know how Resident #2's bed rail had gotten in the
down position; preventing the resident from
having access to the cali light. She stated the call
light should always be accessible ta the resident,
per the plan of care, for the resident to make staff
aware of their needs.

Continued observation of Resident #2 being
assisted 10 the bathroom from the bed, on
10/01/15 at 1:18 PM by CNA #3, ravealed a small
hlue rectangular pad was underneath the resident
and no alarm sounded from the unit attached to it
when the resident was assisted up from the bed.

Interview with CNA #3, on 10/01/15 at 1:22 PM,
revealed the pad under the resident was part of
an alarm system that alerted staif when a
resident attempted lo transfer without assistance.
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She stated the pad should cause the alarm o go
off when the resident got up from the bed and
said it probably was maifunctioning. She stated
the pad should also have a date of expiration
written on i, but it did not. She stated staff had
tha responsibility of dating the pad, with the date
it expired, after removing itfrom its packaging.
She stated the pad had written information on i,
detailing in number of days, when it should be
disposed of, after opening. She stated if the pads
were expired the alarms could maifunction and
not alert staff to the fact a resident was

attermpting to transfer without assistance,

Continued interview with CNA #3, on 10/02/15 at
2:35 PM, revealed after investigating Resident
#2's alarm malfunction it was determined the
alarm needed new batteries and the pad needed
to be replaced. She stated there was no way to
tell when the pad had been put into use or when it
had expired due 1o no expiration date written on
the pad. She stated nursing obtained a new order
for Resident #2, on 10/01/15, to start changing
the batteries on the fifteenth of every month. She
stated it was the responsibility of all staff to
ensure the bed/chalr alarms were in place and
functioning in order to ensure resident's safety
needs were met.

interview with LPN #7, on 10/01/15 at 1:25 PM,
revealed she had not check Resident #2's
bed/chair alarm for functionality only for
placement. She stated the Certified Nursing
Assistants checked for functionality when they got
the resident up or transferred them. She stated
checking for placement and functionality was a
part of the resident's plan of care and
interventions should be followed to ensure
resident safety.
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10. Review of the clinical record revealed the
facility admitted Resident #6 on 09/02/15, with
diagnoses of Parkinson, Hypertension, Dementia
and history of Chronic Deep Vein Thrombosis.
Review of Resident #6's Quarterly Minimum Data
Set (MDS) assessment, completed on 09/09/15,
revealed the facility assessed the resident to
need the extensive assistance of one with
transters, walking, and toileting. The facility
assessed the resident as not steady on their feet
and only able to stabilize with staff assistance. ...
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when moving from a seated to standing position,
walking, moving on and off the toilet and from
surface to surface. The facility assessed

'| Resident #6 with a score of eight (8) df fifteen

(15} on the BIMS assessment indicating miid
cagnitive impairment.

Review of the Comprehensive Cara Plan for
Resident #6 revealed the facility developed a plan
of care for falls on 09/15/15 with updated goals
and target dates for 12/15/15. The geal stated the
resident would have no falls with magor injury.
The approaches dirscted staff to check for
bed/chair alarm placement and functionality every
shift, check on the resident frequentiy and the
keep call light within reach.

Review of FPhysician order obtained on 10/02/15,
revealed the resident had a bed/chair alarm and
the order directed staff to check for placernent
and functionality every shift.

Observation, on 10/02/15 at 2:20 PVY, revealed
Resident #6's bed alarm did not have a date of
expiration written on it to make staff zaware when
the pad need to be discarded.
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Interview, on 10/02/15 at 2:20 PM, with CNA #6
revealed she had forgotten to mark the alarm pad
with the date of expiration after taking it out of the
package and placing it on Resident #6's bed. She
stated she got busy and forgot. CNA #6 stated
due to the pad getting bent, soiled and worn from
the resident’s sitting on them at times they would
malfunction requiring them to be discarded. She
stated all the pads were disposable. She stated
the pad had written information on it stating how
jorg the pad was good for, after putting it into
use. She stated staff would take a marker and

write the date the pad was opened not the date it
expired. She stated she had not received training
on the manufacturer's recommendations for the
alarm systems used in the facility. She stated she
received training regarding ensuring they were in
place and turned on. She stated she did not know
the pads were 10 be marked with the actual date it
would need to be discarded.

intarview with LPN #4, on 10/02/15 at 2:30 PM,
revealed Reosident #6 had been ordered &
bed/chair alarm and the nursing aides usually
were the onas to put them in place. She stated
she believed all the pads in the facility were good
for ninety (90) days. She stated she was not
aware CNA #86 did not mark the pad after
opening. She stated she did not know if the
facility had a policy regarding the alarms and had
not had recent training regarding the
manufacturer's recommendations. She stated
management reminded staff routinely to check
them for placement, but that was about it. She
stated she did not know there were three (3)
different brands in use and that they were not
interchangeable. She stated if the alarms were
not interchangeable; they could malfunction and
not alert staff the resident had gotten up without
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Interviews with CNA #1, on 10/02/15 at 8:44 AM,
LPN #1, on 10/02/15 at 9:30 AM, CNA #2, on
10/02/15 at 2:05 PM, LPN #7, on 10/01/15 at 1:25
PM, and CNA #3, on 10/02/15 at 2:35 PM,
revealed according to their knowledge the facility
had two (2) different bed/chair alarms in use not
three (3). They alf stated the alarm pads and units
in use were all interchangeable. Each staft
member interviewed stated they had not received
training per the manufacturers recommendations |

for the threa (3) types of bed/chair alarm used in
the facility. In addition, the interviews revealed

each staff member provided a different account of
how they would check the alarms for functionality.

Interview with the DHS, on 10/05/15 at 11:45 AM
and 2:00 PM and on 10/16/15 at 3:00 PM,
revealed she did not know the facility had three
(3) difference brands of alarms in the building
until the Surveyor requested manufacturer
recommendations. She stated she had not read
the manufacturer's information prior to the survey
and the staff had not had training on the
information. Per interview, the manufacturer's
recommendations were not available for staff
reference. She stated the alarms could
malfunction if interchanged or not tested
according the recommendations. She stated the
facility had not determined there might be a
problem with the bed/chair alarm process or staft
use of them. She stated harm could happen ta
residents if the alarms were not according to the
recommendations.

Further interview with the DHS regarding the
« | facility's falls process, on 10/09/15 at 12:20 PM,
revealed reportable avents were the only events
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that had completed Post Root Cause Forms. The
DHS stated she closed Event Forms when all of
the follow-up documentation in the progress
notes and reviews, and revisions to the care
plans were completed. Tha DHS stated she was
responsible far monitaring the Event Forms for
accuracy and completion. The DHS stated the
process for fall Investigations were to find out
first, what the resident was trying to do and why.
The next step was interviewing staff, in attemnpt to
determine the root cause. The DHS stated the

F 323

computer system named root cause-as -
contributing factors. She also stated it was the
responsihility of the nurse to perform these
actions and document in a progress note.

Further interview with the DHS, on 10/16/15 at
3:00 PM, revealed the nursing staff involved in
the incident would complete an event form and
determine the root cause of the event. She stated
the contributing factors listed on the form were
the root causes of the event and the interventions
developed were based on those tacters. She
stated the Interdisciplinary Team (IDT) reviewed
the forms the next day or on Monday if it occurred
over a weekend. She stated the forms had
changed over time and used to have a section for
documenting the root cause; however, that
section was deleted. She stated the iDT did not
keep notes or documentation related to the
discussion or decisions made during the review of
the event. She staled nursing staff should
document follow up assessments and the
resident's response to treatment for seventy-two
hours after the event. She stated she was.nat
aware the event forms were not camplete or the
foflow up assessments had not been completed.
She stated in the beginning, the electronic
medical record prompted staff to document their
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reassessments. However, now nursing had to
remember to document a progress note after an
event and aftach it to the event form.

Interview with the Director Clinical Support
Registered Nurse (DCS RN), on 10/09/15 at
12:20 PM, revealed follow-up documentation was
not consistent with every interdisciplinary team
meeting and they had not kept any notes taken
during those meetings.

F 323

The facility provided an acceptable credible
Allegation of Compliance (AOC) on 10/22/15 and
took the following actions to remove the
Immediate Jeopardy on 10/23/15:

1. The facility conducted a review of the
sixty-three (63) current residents' care plans from
October 12-20, 2015 by the Minimum Data Set
{MDS) nurses to ensure care plan interventions
were current. Eight (8) care plans required
revision. Change in condition (including falls) will
be reviewed with care plan revision as needed
during the Clinical Care Meeting. The Director of
Health Services will be respansible for overseeing
the rmeetings with foltow up on events that have
occurred within the last twenty-four (24) hours.
Education was provided fer the Interdisciplinary
Team (Administrative Nurses, Social Services,
Activities, Therapy Director, and MDS Nurses an
10/19/15 by the Assessment Support Nurse and
the External Audit Nurse.

2. A Care Plan Audit tool was developed and will
be used ta ensure care plans are reviewed and
ravised during the Clinical Care Meeting
(Monday-Friday) and weekend days by the
Director of Health Services, Assistant Director of
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Health Services, or MDS Nurse.

3. A Profila binder with current safety
interventions (based on the care plan) for each
resident was placed on each unit, on 10/21/15,
for the nursing aides. The binders will be updated
daily after the Clinical Care Meeting by the MDS
or Medical Records. Audits will be completed
daily.

4. Charge Nurses will round daily during the
Medication.Pass to obsetve for compliance with..
safety interventions according ta the plan of care.
Audits will be. conducted on the first and secand
shift and Night Shift Nurses will conduct routine
rounds that included abserving for safety
interventions for five (5) random residents,

5. Falls will be reviewed during the weekly
Clinical at Risk meetings to ensure effective
interventions are in place. Residents who
sustained a falt will be followed in these meetings
for four (4) weeks.

6. Safety Device audits (five residents per day)
will be conducted daily by department leaders, on
random shifts, to ensure devices are in place and
functioning.

7. An audit was conduct on 10/18/15 of each
resident's medical record to ensure proper
information related to Advance Direclives were in
the Soft File at each unit. Advance Directives
information will be obtained at admission with
appropriate papers signed and placed into the
Soft File at each unit. This would include each
resident’s code status.

8. Education for the Executive Director, Medical
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