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physician/responsible party, audits of care plans
addressing falis and audits of tolleting program.
The monthly meeting of the Quality Asssssmant
and Assurance Committee to be held in February
2015 will be the Initiaf meeting 1o review all of the
audit information. These meetings will continue
monthly for the next calendar year and wili review
the audit findings, assess the elfectiveness of
actlons taken, revise action plans if necessary
and continue to manitor the spacifics of all falls
within the facility.
[ intarview with the Director of Nursing, on
01/23115 at 3:25 PM, revealad the Quality
Assurance Committee met and discussed
resident charls, care plans, fails, and risk faciors.
As an axample, Resident #13 was reviewed, with
changes mads to the cars plan for a Gerichalr for
comfort and safety, and an OT avaluation for
falls.
F 323 | 483.25(h) FREE OF ACCIDENT F 323]1. What carrective action will be 02/25/15
$S=K | HAZARDS/SUPERVISION/DEVICES accomplished for those residents found to
have b ted by the deficient practice?
The faclility must ensure that the resident tave been affected by the deficient p ¢
:QTL?Q:QL?aTlZI:zgﬁ :fs?d:fn?crgtl:?i:!‘;;‘ azards The Medical Director was notified of
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 nol met as evidenced |physician and family notification,
by: Jsupenusion and investigation of falls, care
Based on observatlon, interview, record review, plan revisions and scheduled toileting
- and facliity policy review, it was determined the programs on 01/08/15 and 01/09/15,
faciliity failed to have an effective system in place Licensed nurses (DON, Staff Development
lo ensure adequate supervision and assistive
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hazards, The facility fafled to determine the root
cause of resident falls and falled to assass its fall
prevention processes to datarmine if they were
implemented and efiactive in promoling a safe
anvironment for six (6) of thirty-two (32) sampled |
residents, (Residents #8, #13, #15, #16, #17, and
#20). (Refer to F157, F280 and F315)

On 12/t0/14 at 5:30 AM, Resident #20 sustained
a fall with injury. The resident sustained a
hematoma (localized sweliing filled with blcod
caused by a break in the wall of a biood vesse) to
the left side of the head that was dark purple in
color and a hematoma to the right thumb. The
facility did not complete a root causa analysis as
to the cause of the fall. Resident #20 sustained a
second fall on 12/14/14 at 11:55 PM, which

. resulled In a head injury and required transfer to

. the hospital for treatment where the resident

| subsequently expired on 12/16/14. Record
review and interview revealed Resident #20 has
sustained a total of seven (7) falls from 06/10/14
through 12/14/14 with no evidence the facility had
revised interventions to prevent further falls.

On 11/17/14 at 3:20 AM, Resident #15 had a fall
and sustained a laceration fo the left eyebrow.
The facility falled to compiete a root cause
analysls and on 12/15/14 at 11:20 AM, Resldent
#15 fell again and sustained an injury to the right
shoulder and hit his/her head. Resident #15 then
fell on 12/17/14 at 9:15 AM and received an
abrasion to the mid upper back and a skin tear to
the right elbow.

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

on the tloor mat beside the bed at 12:30 AM;
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devices to prevent accidents and to ensure the Restorative/Wound Care Nurse,
residents’ environment was fres of accident Minimum Data Set Nurse, House

Supervisor, two (2) Unit Managers and a
Staff Nurse) completed an audit on
01/10/15 for the one hundred eleven
{111) residents currently in the facility.
This included thirty (30} residents who
had a fall in the past three (3) months,
and eighty-one (81) residents who had no
fall within the past threc (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 al 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 after the audit
was completed. An action takenasa
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
fioor. 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 floor; 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 a small laceration to the back of oileting program. Revisions were made

the head. On 12/15/14 the resident sustained

another fall at 1:00 PM and received a laceration o the policy, Accident and Incidents, for

and a hematoma the size of a golf bell above the | hysician and responsible party
right eyebrow. The facllity applied steri-strips and otification to include notification to the
a dry dressing fo cover. hysician within thirty (30) minutes of a
Resident #17 sustainsd three (3) fal : all involving head injury or a fall which
eslden sustained three s oceurring - o
on 08/19/14, 12/20/14 and 12/25/14, The . “"l} ‘”“;“E“P‘L Reyison “’a;‘“akd‘ =
resident required stitches with the 06/15/14 fall. e policy, Falls Prevention, to check satety
The tab alarm was not attached 1o 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 12/28/14 at 9:25 PM, Resident #8 sustained a checks was reviewed by the DON and the
fall while in the bathroom and staff found the R
resident an the floor. The facility did not complete Is.“"ff D;"l“f’“"’“‘ 93°:1d‘3a‘°’t,md "‘nlh ,
a root cause analysis to determined the resident's O N P o e on DD ha
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 on the bed, and half on the floor. The nurse's Coordinator conducted the inservice
note revaaled the resident had no apparent kraining on neurological checks and
injuries, but neurclogical {neuro) checks wera additional pen lights (used to conduct the

initiated by the facility's protocol. There was no

root cause analysis completed for the fafl. meurolagical checks) were ordered by the

ON on 01/42/15. The MDS

In addition, the factiity failed to ensure one (1) of . oordinator, MDS Nurse, DON and Risk
sixty-one (81) resident rooms (Room #2), witha anager are responsible for ensuring care
missing slectrical plate allowing rasidents access ' lans are completed/revised in a timely/
to the wires, was repaired to prevent polential ccurate manner. The care plans of

injury, and falled to ensurg wheeichair arm pads

were replaced to prevent potential skin tears for esidents who have fallen would be

ten (10) of seventy-eight (78) wheelchairs. eviewed weekly in a Standards of Care
; eeting led by the MDS Nurse and the
The facility's {ailure to have an effective system in ! DS Coordinator. Now that a Falls
place to determine the root cause of falls and E ‘Committee has been initiated the care
assess prevention processes to determined if | lans of resident who have fallen are being
they were implementad and effective In promoling F’
FORM GMS-2567(02-99) Previous Verslons Obsolata Event ID:CNWW 11 Facilly ID: 100837A If continuation sheet Pags 100 of 148

RECEIVED
FEB27 2815

CFFICE OF IN=0T0 3R G70maaL
o ey D




From:Green Meadows Heal th Care Ctr.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

502 955 7395

02/27/2015 18:38

#950 P.106/153

PRINTED: 02/08/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUGTION {X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
o 8 Wika 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) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DatE
DEFICIENCY)
F 323} Continued From page 100 F 323{Continued from page 100
a safe environment for residents at risk has reviewed Monday through Friday. The

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

An acceptable Allegation of Compliance (AQC)
was raceived on 01/20/15 alleging tha immediate
Jeopardy was removed on 01/14/15. The State
Survey Agency validated the Immediate Jeopardy
was removed on 01/14/15 as alleged, prior to exit
on 01/23/15. The scope and severity was lowered
to an "E" while the facility monitors the
implementation of the Plan of Correction (POC)
and the facility's Quality Assurance monltors the
effectivaness of the systemic changes.

The findings includa:

Review of the facllity's policy regarding Accidents
and Incidents, dated March 2013, revealed it was

; the policy of the facllity to have a safe and healthy
environment. Therelore, all accidents ar incidents

occurring on facility premises must be reported
and investigated. For reporting purposes, an
accldentincident was defined as an occurrence
with the potentlal of Injury, iliness, aliarcation,
etc., or any single event that resuited in personal
injury or illness to a resident. Regardless of how
minor an accident or incident may be, it must be
reparied to the department supervisor, and an
Event Documentation Form must be completed
on the shift the accident or Incident occurred. A
falls scene investigation would be completed for
residents with witnessed or suspected falls, The
Staff/Charge Nurse must be infarmed of all
accidents er incldents so that medical attention
could be provided. Residents hitting their head

when failing or any un-witnessed falls would be

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 plansand |
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 Committec team and the
QAPI/IDT team that meets as well
Monday 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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the Medical Director or the victim's attending
physician and infarm him or her of the accident or
Incident; make an entry in the resident's chart
each time an attempt was made to contact the
physiclan; provide care and transfer the resident,
it neceasary, as ordered by the physician or at the
nurse's discretion; and, contact the resident's
representative of the accident/incident or injury
with 24 hours or immediately in amergency
situations. The Director of Nursing would review
all accidents or incidents discussing any concemns
with the nurse responsible for the care. The Risk
Manager or designes would be responsible for
reviewing and analyzing all Event Documentation
Forms for trending purposes and medifications to
a resident's plan of care and forward all reports to
the Administrator for review. Residents noted
with multiple incldents would be reviewed as

, indicated at Resident Safety Commitiee to

I gvaluate the plan of care. Nursing Services would
be responsible for analyzing pravious month's
data for the Quality Assurance Committee.

1. Review of the closed clinical record for
Reslident #20 revealed the facility admitted the
residant on 05/21/14 with diagnoses of Deep Vein
Thrombosis, Alzheimer's, and Gait Ataxia.
Resldent #20 had a history of falls and was
receiving Coumadin 5.5mg daily {blood thinning
medication) {o prevent a reoccurrence of Deep
Vein Thrombaosis.

A Falls Risk Assessment, completed on 05/21/14,
ravealad the rasident had one-two falis in the past
three months; the rasident was chair bound;
vision was poor; and, gait/balance the resident
was unable to perform this function. Review of

the Initial care plan, dated 05/21/14, revealed the
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monitored by routine neure-check protocol; notity proper use and types of alarms, the

ischeduled toileting program process/form
'to be used and proper completion of the
iform. The licensed nurses received
training on: falls and proper process for
notification of the resident's physician,
the responsible party, the neurological
check process, the proper completion of
the Event Report Form, review/revision of
care plans, root cause analysis process,
policy and procedure on Accidents and
Incidents, policy on Falls Prevention,
Neuralogical check protocol form and the
form used for the Scheduled Taileting
Program. The Administrator provided
training to the Director of Nursing, the
Risk Manager and therapy staff on
101/12/15 and 01/13/15 regarding the I],
| policy and procedure revisons, processes
{ of Falls Committee Meeting, quality
assessment and assurance committee role
to ensure compliance and develop further
actions to be taken. Three (3) |
notifications of residents’ who fell prior to .
01/12/15 was made to the attending i
physicians and responsible party on
01/12/15 with one (1} physician and the
responsible party notification of a fall
which occurred on 01/13/15, A Falls
Comimittee was initiated 01/12/15 to
review fall interventions, to review
| reviewed/revised care plans and to
complete roat cause analysis for falls

_duripg the meeting. The Falls Committee |
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staff were to keep the call light in reach; - is comprised of the Administrator, the
encourage use of the call light; orient the resident | DON, a MDS Nurse, Social Service
to the room; sensor alarm; appropriete foot wear; ; :
Physical Therapy evaluation; and fransfer utilizing RePresc’,“mvc’ e
one person. - Restorative/Wound Care Nurse and the
Rehabilitation Services Manager and
. Review of Resident #20's Admission Minimum meets Monday through Friday. The DON
. Data Set (MDS), dated 05/28/14, revealed the provided training to the Restorative/
1 facility assessed the resident with Brief Interview Wound Care Nurse on 01/08/15, 01/10/15

for Mental Status and determined the resident

scored an eight (8) out of fifteen (15) moderate and 01/12/15 addressing the facility's

cognitive impairment. The facility further scheduled toileting program, the toileting
assessed the resident as axiensive assistance program as it relates to falls, review of the
with two plus persons for bed mobiiity; transters; four-day bowel! and bladder assessment
ambulation; and, tocomotion. The resident's process to note patterns and trends to
balance was not steady and was anly able to develop an individualized scheduled

stabilize with stafl assistance. In addition, the

resident sustained falls one month prior 1o toileting program for the resident, the

admisslon. Review of the CAT worksheet for process of documentation on the toileting
Falls, dated 05/28/14, revealed the resident had program form and the creation of an audit
impaired balance during transitions and required tool to audit the clinical documentation
human assistance for transitions. The resident relative to the toileting program, monitor
had a diagnosis of Alzhiemers with cognitive for patterns and trends of the toileting

impainment and Ostecarthritis and hard of

hearing. Thase factors all increase risk {or falls. program and a sysiem to report findings

The residant was also noted wandering of the audits to the Quality Assessment
throughout the facility. Under the notes saction and Assurance Committee. The
revealed sensor alarms were being ulflized ta Restorative/Wound Care Nurse would
alart U:IB staff should resident attempt to rise audit the toileting program using the
unassisted. Scheduled Toileting Audit tool. The
Review of the comprehensive care plan, dated | e ool
05/29/14, revealed a potential for falis related to a ensure accuracy and completeness of
history of falls, medication use, cognition and scheduled toileting programs. The audit
immoblity. Interventions included sensor alarm to would include completion of all fields on

_ bed and chair; no!ify appropriate parties if falls l the toileting program document, issues
. oceur; varbal reminders to not ambulate or noted, trends noted, updates to the

| transfer without assistance; appropriate foot - .
' wear, and, environment {ree of ciutter. Sl T L LA L
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! 01/12/15 the Restorative/Wound Care
Continued raview of the comprehensive care : Nurse audited twenty-nine (29) clinical
plan, daled 05/29/14, revealad interventions ; records finding one (1) area of concern
07/15/14 antitipper to back of wheelchair; and on

10/23/14 tab alarm with pin and ciip to tollet: . eight (28) clinical records finding one (1)

pommel cushion to wheelchair; and padding to area of concern. The Restorative/
wheelchalr sides. ‘Wound Care Nurse is to report
identified concerns with the toileting
ﬁ‘;ggfe&" Mlnin’\t:’mmDa'la ﬁ:‘: (MDS), ‘:la::d program to the DON and the Quality
revaated the facility assessed the -
resident with a Brief Interview for Mental Status Assessment and Assurance Committee
and determined the resident scored an eight (8) will review and monitor those findings.
out of fifteen (15) moderate cognitive impairment. The facility will utilize the Quality
The facility further assessad the resident as Assessment and Assurance Committee
requiring one person assist with locomaotion and to review, evaluate and monitor for
walking balance was only able to stabllize with compliance with the notification of

! staff assistance. The assessment further

' revealed the residant had prior falls. physician/responsible party, revision of

resident care plans, toileting program
and accidents and supervision with the

Review of Resident #20's tolleting documentation | following documents to be utilized:
revealed there was no completad assessment of audits for falls, audits of notification of
urinary fraquency, incontinence or continent resident's attending physician/

episodes documentad to detarmine Hf the toileting
program was meeting the need of the resident or
the goal to decrease the number of incontinent

responsible party, audits of care plans
addressing falls and audits of toileting

episodes. This resident sustalned two falls with program. The monthly meeting of the

injury related to incontinence and trying to change Quality Assesssment and Assurance

soiled ciothes. Committee to be held in February 2015
will be the initial meeting to review all of

Review of the Fall Scene Investigation report, - \

dated 12/14/14, revealed Fesident #20 sustained the audited information. These

a fall on 12/14/14 at 14:55 PM, and the physician meetings will continue monthly for the

was not notified of the fall untll eight and cne-half next calendar year and will review the

{8.5) hours later at 8:30 AM on 12/15/14. In audit findings, assess the efffectiveness of

addition, the facility did not natify the resident's actions taken, revise action plans if

respensibie party of the fali on 12/14/14 until 8:40

AM on 12/15/14 when preparations were
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underway to transier the resident to the
emergency room.

Review of the Nursing Notes for Resident #20,
dated 12/14/14 and timed at 11:55 AM, revealed
Resident #20's door was found closed and the
resident's bed alarm was heard faintly sounding
from outside the door. When the nurse opened
the door the resident was found standing behind
the door and inside the closet. The nurse
documented that opening the door had startled
the resident and the resident tried to grab the

t door while it was opening and lost his/her
_balance, fell and hit his/her head on the foot
board of the rcommate's bed. The nursa noted
Resident #20's brief was down around the ankles,
and wet with urine. There was feces on the
resldent’s buttocks. Nursing noted neuro-checks
were started after the fall,

Howaever, review of the facility’s Neurocheck
Frotocol document, dated 12/13/14, revealed the
naurc-check block, timed at 8:55 AM, and the last
one completad while the resident was in the
facility, had a check mark in the box indicating
findings were within normai limits. There was no
documented evidence neuro-checks were
completed after the 12/14/14 tail.

Interview with Licensed Practical Nurse (LPN)
#10, on 01/08/15 at 2:35 PM, regarding Resident !
#20's fall on 12/14/14, revealed showas inthe |
hall when she heard a falnt alarm sounding from
inslde Resident #20's room. She stated when she
poked her head in tha door, she startled Resident
#20, causing him/er to fall and grazs the back of
the resident’s head on the foot board of the bed.

She stated she found the resident with feces on

| their bottom and a wet brief down around histher

F 323|Continued from page 104
necessary and centinue to monitor the
specifics of all falls within the facility,
The Director of Maintenance and
; Maintenance Assistant checked every
wheelchair in the facility and replaced the
-arm rests that were cracked, frayed, and/
or broken. Additional arm rests were
purchased to have a supply available to
replace arm rests as needed. The
Maintenance Assistant repaired the wall
in Room #2 and replaced the missing
cable cover switchplate on 01/07/15
within 15 minutes of being identified.

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

All residents of the facility have the
potential to be affected should the system
to ensure adequate supervision and
assistive devices to prevent accidenis and
to ensure the resident’s environment is
free of accident hazards, and should the
facility fail to determine the root cause of
cesident falls and fail to assess its falls i
prevention processes to determine if they
were implemented and effective in
promoting a safe environment not be

| effective.

3. What measures will be put into place or
systemic changes made to ensure that the
deficient practice will not recur?
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ankles. She stated she discussed the Incident
with another LPN on duty to determine if the -
physician should be natifled and the decision was |
made to wait until {ater in the morning when the
physictan was in the building to notify him of the
fall. LPN#10 stated the neuro-checks were within
namal limits. However, there was no
documentad evidence the neuro-checks were
completed.

Interview with Certified Nursing Asslistant {CNA)
#3, on 01/08/15 at 10:55 AM, revealed CNA #3
and CNA #2 checked on Resident #20 around
6:30 AM on 12/15/14, during change of shift
rounds, and found the resident breathing
difterently. She stated the resident's face was
bruised and tha bruising extended down the neck
ta the shoulder, The CNA stated the resident had
the largest hematoma (localized swelling filled
with blood caused by a braak in the wall of a
blood vessel) to the forehead she had ever seen;
it protruded out about one to two inches. She
stated she nudged the resldent to wake him/her
1o try and see if ha/she wanted to get up for
breakiast. The CNA stated the rasident did not
seem like him/her self and she had not recelved
information in report that the resident had
experienced a change in condition. CNA #3
stated this was not raported to nurse at that time.
Sha siated she just kept an eye on the resident
and cama back around 7:45 o 7:50 AM to deliver
the breakfast tray. She stated again the resident
still did nat seem right and was lifeless. CNA#3
stated she reported this to the nurse and the
nuree came o assess the resident.

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

The Director of Maintenance and
Maintenance 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

| Assistant will check all cable cover
switchplates and all electrical outlet
plates throughout the facilityona
monthly basis. The Room Audit form
will reflect that staff members assigned
room rounds check all cable cover
switchplates and all electrical outlet
plates. Staff will be assigned to ensure
every resident room in the facility is
audited once a month on an ongoing
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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residont cleansd up. CNA #2 said Resident #20
had bruising to the face, nack and shoulder and
the resident complained about his/her face
hurting so she did not wash it. She stated
Residsant #20 was squiniing the left eye and
complained of eye pein. She stated she left and
| came back about an hour and half (1.5) later,
 during breakfast tray delivery, lo check on the
resident and found the resident lifeless and
unresponsive. She stated she was told in report
the resident had fallen during the night, but no
information was provided that indlcated the
resident had experienced a decline or was
expecled to pass soon. She stated she informed
the nurse and the nurse came and assessed the
rasident. The CNA staled she was not aware the
resident was on blood thinning medication. She
stated that type of information was imporant to
know because of the potential for bleeding If the
rasident experlenced an injury.

Interview with the Unit Manager, on 01/08/15 st
11:20 AM, and review of the Nursing Notes, dated
12/15/14 and timed at 8:25 AM, revealed the Unit
Manager was called to Resldent #20's raom by
an aide and the resident was found unresponsive
to touch and verbal stimuli. She also noted a
dried red tinged substance to the resident's lower
lip and he/she was gurgling with wet lung sounds.
She conlacted the physiclan, who was in the
building, and received an order to send the
resident to tha smergency room.

Review of Resident #20's Emergancy Room
record, dated 12/15/14 and timed at 9:51 AM,
revealed Residant #20's eyes were assessed
upon admission and the findings revealed the left

pupit was dilated (indicating neurolegicat

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

The purpose of the Standards of Care
imeeting 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
of 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 2 monthly
basis and residents nutritionally at risk
will be seen on a weekly basis. The
Committee will meet weekly and discuss
the foliowing areas including but not
limited to: Resident face sheet/allergies,
physician orders, nurses notes, moods and
behaviors, dietary (EFN, food
consumption, weekly/monthly weights),
PPD's, wounds/skin issues noted, care
plans, C.N.A. care sheets, restorative/
therapy (notes, screens, documentation),
Any/all arees of concern will be discussed
and addressed with appropriate
department. A Standards of Care log is
updated with each 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 wilt :
review weekly updates. The DONhas |
educated the members of the purpose and
duties, Risk Care Manager oversees the
Standards of Care Meeting.
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the resuits ware communicated to the emergancy
room physiclan at 10:25 AM and revealed a large
brain blaed.

Continued review of Resident #20's hospital
record revealed the Physician's clinical report,
dated 12/15/14 and timed at 10:27 AM, stated
Resident #20's History of Present lliness and
Chief Complaint was a changed mental status:

| “this started yesterday and was still present, It
was abrupt In onset (since last night's fall). The
patient was found unraspensive. (Via daughter:
Petient fell 6 days ago and again Jast night. The
first 1all resulted in a contusion above the left eye,
and it has been woraaning ever since)". The
physiclan documented a Final Diagnosis of a fall
{6 days ago and the evening prior o admission)
with subsequent change in mental status with
resultant large acute subdural hematoma
{bleeding of the brain).

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

Intarview with Rasident #20's Responsible Party
(RP), on 010915 at 4:05 PM, ravealad the faciiity
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 emergency
department were they notified of the fall. The RP
stated the resident was relatively heatthy for &
ninety year old. AP said the resident had memory
problems, history of falls, high bloed pressure,

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

Administraotr. The Committee will meet
daily (Monday - Friday, 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 Committeeisa
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

Nurse, Therapist, Director of Nursing and

FORM CMB-2587(02-69) Previous Viersions Obaclels

Event I0; CNWW11

Faciity ID: 100637A

o

RIOEIVED
MAR - 2

ors. .

Aay

24

CEIRENERAL

HYIERNTS

I continuation sheet Page 108 of 148
e S




From:Green Meadows Heal th Care Ctr.

DEPARTMENT OF HEALTH AND HUMAN SERVICES

502 955 7395

03/01/2015 17:04

#952 P.004/005

PRINTED: 02/06/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NOQ. 0938-0391_
STATEMEENT OF DERICIENCIES {X1) PROVIDER/SUPPLIER/CUA {*XZ) MULTIPLE CONSTRUCTION (X3 DAYTE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
185464 B. WiNG 01/23/2015

NAME OF PROVIDER OR SUPPLIER
GREEN MEADCWS HEALTH CARE CENTER 1

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

history of blood clots in the lag, and arthritis. The
RP stated the resident had a weak bladder
causing frequent tolleting, a bad knee and couid
not stand for long periods. The RP continued to
say the resident was not expariencing any organ
tailure or decline and found it conceming that the
resident was fine one day and unrasponsive the
nexi day.

Further review of Resident #20's closed clinical
record revealed the resident had fallen on
12/10/14 and sustained a head Injury. Raview
of Resident #20's previous Fall Scene
Investligation report, daled 12/10/14, revealed the
resident fell at 5:30 AM and was found by staff on
the floor with the bed alarm not sounding. The
rasident sustained 8 hematoma that was dark
purple in color to the left side of the head and to
the right thumb, The report stated staff witnessed
the resident trying to silence the bed alamm after
attempting an unsafe transfer earlier in the shift.
Further raview of documentation did not indicate
whether nursing had increased resident
supervision, to monitor for bed alarm
manipuiation or unaafe transfers prier to the fail.
Continued review of the nursing documentation
revealed Resident #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 latar,

Telephone Interview with CNA #9, on 01/08/15 at
2:06 PM, regarding 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 statf the resident was out of
bed when she enterad the resident's room. She
stated it appeared the resident was trying to get
into the closet, tell against tha closet door, and
sustained a goose egg injury to the forehead. She
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Improvement/Interdepartmental Team
Committee (QAPI/IDT) is established to
monitor care and services piven to the resident
to ensure quality and continuity of care is
provided 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 Nursing 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 andit, the following
areas will be reviewed: Physician orders,
nurse’s notes, C.NLA. 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
QAPI/IDT log is updated with each meeting.
1 The QAPI/IDT Committee is & Quality
Assurance subcommittee, The Director of
Nursing and Administrator provided
education ta the QAPI/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

forehead had swallen iremendousty 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 Raesident #20's fall on
12/10/14, ravealad she heard two CNAs yelling
for assistance from Resident #20's room. She
stated the resident was found in the flcor behind

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

the closed bedroom door by the closet door. She
stated there was no alarm sounding at the time
the resident was found. The LPN siated the
resident was seen eariler in the shift fiddling with
the alarm box. She stated the resident was
assaessed and found to have a hematoma to the
lett side of the forehead and right thumb.,

assigned staff. A monthly report will be
completed and presented to the Quality
Assessment and Assurance Committee by the
imembers who meet with the Standards of
iCare, Falls Committee, and QAPI/IDT
meeting on an ongoing basis. The Quality
‘Assessment and Assurance Committee will
discuss the findings and determine if further

Further review of tha Fall Scene Investigation
ations are neaded.

repor, dated 12/10/14, revealed the root cause of
the fall was resident attempted unsafe transfer
and Wmead off alarm, Previousaly In tha shift the
rasilant attempled an unsafe transfer and tried to
figure out how to turn off the alarm. The Director
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 |
racommendations ot provided direction to change
the plan of cara.

Continued interview with Resident #20's
Responsible Party (RP), on 01/08/15 at 4:05 PM,
revealed tha resident had fallen on 12/10/14 and
had hit thelr head and sustained a hematoma to
the forshead and bruise to the hand, The RP
stated the resident was on blood thinning ;
medication for the history of a blood ciotinthe |
leg, and thia caused the increased bruising seen
on the resident's face, neck and shoulder, after
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resldant cleaned up, CNA #2 sald Resldent #20
had bruising to the face, nack and shoulder and
the resident complained about histher face
hurling 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 ahout an hour and half {1.5) later,
during breakfast tray delivery, to check on the
resident and found the resident lifeless and
unrasponsive. She stated she was told in report
the resident had failen during the night, but no
information was pravided 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 the
resident. The CNA stated she was not aware the
resident was on blood thinning medication. She
stated that type of information was Important to
know because of the patentlal for bleading i the
resident axperienced an injury.

Interview with the Unit Manager, on 01/08/15 at
11:20 AM, and review of the Nursing Notes, dated
12/15/14 and timed at 8:25 AM, revealed 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 contacted the physician, who was in the
bullding, and received an order to send the
resident to the emergency room.

Review of Resident #20's Emergency Room

| record, dated 12/15/14 and timed at 9:51 AM, |

| revealed Resident #20's eyes were assessed ‘

" upon admission and the findings revealed the left
pupil was dilated (indicating neurological

, changes). An X-ray of the 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 will be
completed and presented to the Quality
Assessment and Assurance Committee by !
the members who meet with the
Standards of Care, Falls Committee and
QAPV/IDT meeting on an ongoing basis.
The Quality Assessment and Assurance
Committee will discuss the findings and
determine if further aclions are needed.
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the results were cormmunicated {o the emergency
room physician at 10:25 AM and revealed a large
brain bleed.

Conlinued review of Resident #20's hospital
record revealed the Physician's clinical report,
dated 12/15/14 and timed &t 10:27 AM, stated
Rasident #20's History of Present lliness and

: Chlef Complaint was a changed mental status:
“this started yesterday and was still present. it
was abrupt in onset (since last night's fall). The
patient was found unresponsive. (Via daughter:
Patient fell 6 days age and again last night. The
first fall resulted in a contusion above the left eye,
and it has been worsening ever since)". The
physician documented a Final Dlagnoesis of & fall
({6 days ago and the evening prior to admission)
with subsequent changa in mental status with : v
resultant large acute subdural hamatoma
{bleeding of the brain),

Continued review of tha Physician's
documentation revealed the care provider
reviewed Resident #20's test results with the
family and counseled them regarding patient's
critical condition and poor prognasis for survival.
The family requested comfort measures only. The
resident expirad 20 hours later at 6:00 AM on i
12/16/14.

Interview with Resident #20's Responsible Party
(RP), on 01/0815 af 4:05 PM, revealed the facllity
did not contact them at the time of Resident #20's
fall; it was not until the facility was In the process
of transferiing the resident 1o the emergency
depariment were thay notifled of the fall. The RP
stated the resident was reiatively healthy for a
ninety year old. RP said the resident had memory
problems, history of falls, high blood pressura,
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history of blood clots in the leg, and arthritis. The
AP staled the resident had a weak bladder
causing frequant toileting, a bad knee and could
not stand for long periods. The RP continuad to
say the resident was not experiencing any organ
failure or decline and found it concerning that the
resident was fine one day and unrasponsive the
next day.

Further review of Resident #20's closed clinical
record revealad the residant had falien an
12/10/14 and sustained a head injury. Raview
of Resident #20's previous Fall Scene
Investigation repori, dated 12/10/14, revealed the
residant fell at 5:30 AM and was found by staff on
the floor with the bed alarm not sounding. The
resident sustained a hematoma that was dark
purpla in color to the lefi side of tha head and %o
the right thumb. The report stated staff witnessed
the rasident trying to silence the bed alarm afler
attempting an unsafe transter earlier in the shift.
Further review of documentation did not Indicate
whether nursing had increased resident
supervision, to manitor for bed alarm
manipulation or unsafe transfers pricr to the fall.
Continued review of the nursing documentation
revealed Resident #20's physician was not
notifled of the fall with injury on 12/10/14 until
$:00 AM, three and half (3.5) hours later.

Telephone Interview with CNA #9, on 01/0815 at
2:05 PM, regarding Resident #20's fall on
12/1014, revealed she faund the resident behind
the door in his/her room. She stated no alarm
was sounding to alert staif tha resident was out of
| bed when she entered the resident's room. She
stated it appeared the resident was {rying to get
into the closet, fsll against the closet door, and

{ sustained a goose egg injury lo the forehead. She
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i left side of the forehead and right thumb.

stated by the next day the bump on Resident 20's
forehead had swollen tfremendously and was
purple in color.

Tefaphone Interview with LPN #12, on 01/08/15 at
9:00 AM, regarding Reslident #20's fall on
12/10/14, revealed she heard two CNAs yelling
for assistance from Resident #20's room. She
stated the rasident was found in the floor behind
the closed bedroom door by the closet door. She
stated thare was no alarm scunding at the time
the resident was found. The LPN stated the
resident was seen earlier in the shift fiddling with
the alarm box. She stated the resident was
assessed and found to have a hematoma to the

Further review of the Fali Scene Investigation
report, dated 12/10/14, revealed the roct cause of
the fall was resident attempted unsate transfer
and turned off alarm. Previously in the shift the
resident attempted an unsafe transler and trled to
figure out how to tum off the alarm. The Director
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
racommendations or provided direction to change
the plan of care.

Continued Interview with Resident 420's
Responsible Party (RP), on 01/09/15 at 4:05 PM,
revealad the resident had fallen on 12/10/14 and
had hit thelr head and suslained a hematoma to
the forehead and bruise to the hand. Tha RP

stated the resident was on bload thinning

medication for the history of a biood clot in the
leg, and this caused the increased bruising seen
on the resident's facse, neck and shoulder, after |
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the fall on 12/10/14. The RP stated they
expacied the lacility to provide adequate
supervision to prevent falls; however, the facility
did not Increase monitaring ar rounding on the
resident.

Intarview with the Risk Manager (AM), on

01/09/15 at 10:10 AM, revealed the root cause of i

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

' attempled an unsafe transfer and turned off the

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

i facility tolleling program; however, she had not
reviewed the toileting program to determine if

! Resident #20's was efloctive and Individualized or

was the potential root cause for the resident's last

twao (2) falls, She stated she met with the DON

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

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

Resident #20 passed),

Telephone interview with the Medical Directar, on

01/26/15 at 2:30 PM, revealed he was contacted

| by tha DON on 01/08/15 regarding the Immediate
Jeopardy. The Medical Director stated the facility

had not done the right things in regard to the fall i

of Resident #20.

Continued raview of Resident #20's Fall Scene
Investigation reports, revealed Resident #20 had
sustained five (5) falls prior to the two (2) falls in
December, 2014. The falls occurred on 06/10/14,
06/11/14, 08/09/14, 09/08/14, and 10/20/14,

Review of the Fall Scene Investigation report,
dated 06/10/14, revealed the root cause of
Hesident #20's {all was he/sha slid out of the
whaelcheir with no Injury. Review of Fall Scene |
tnvestigation report, dated 06/11/14, revealed the |
root cause of the fall was resident slippedand |
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tell, next to the bed, while walking unassisted with
no injury. However, there were no
recommendations for care plan revisions written
under the heading Additional Care Plan/Care
Sheet Updates for the fall on 08/10/14 or
06/11/14. In addition, the fall on 06/10/14 was not
reviaw by the DON, Administrator and RM until

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

i 08/11114 was not reviewed by the DON,

Administrator and RM unti! nine (9} days afier the
fall on 06/20/114. Further review of Resident #20's
plan of care revealed a non-skid liner to the
wheelchair was added to the wheeichair on
06/27/14, sevenieen (17) days after the fall.

Review of the Fall Scene Invesligation raport,
dated 08/09/14, revealed the root cause of
Reslident #20's {all 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 09/0B/14, revealed the root cause of
Resident #20's fall statad tha resident was
reaching for a {rash can. The fell did not result in
any Injury, The DON, Administrator and RM met
on 09/11/14 regarding the falls on 08/09/14 and
09/08/14 and no recommendations for additioral
changes to the plan of care were documented as
given by the DON or Administrator. Further
review of Resident #20's plan of care revealad
there was no revision to the interventions related
to these two (2) falls.

Review of the Fall Scene Investigation report,
dated 10/20/14, revealed the root cause of the fall
was it appseared the resident was ambuiating from
the toilet to the wheelchair unassisted, slipped
and fell without injury. The DON, Adminisirator
and RM met ragarding the fall on 10/31/14 and
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‘ Interview with LPN #5, on 01/08/15 at 8:20 AM,

" In the resident's room. LPN #5 stated the resident

' tumed the residents. The LPN stated she did not

Continued From page 112

there was no documented evidence on the form
that the DON or Administrator had made
recommaendations or provided direction to change
the plan of care. Further review of Resident
#20's plan of care revealed a tab alarm pin/clip
was added to the care plan on 10/23/14 to sit on
the bar next to the toilet.

revealed she had placed Resident #20 on the
follet on 10/20/14, and left the resident
unsupservised while she was completing tasks out

was at high risk for falls, but believed it was safe
to leave the resident unsupervised on the tollet.
She stated she heard the resident fall and went ta
the bathroom to find the resident sitting crossed
legged on the ficor 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 raif
next to the toilet. The LPN said that if the resident
was left unsupervised again while tolleting, it
would alarm and nolity staff the resident had
raised from the tollet. She stated all staff know to
supervise residants for safety, and that was done
by rounding, which was done every two hours by
the nursing assistants when they tolleled and

provide additional direction to staft regarding
increasing supervision of Resident #20 after the
fall on 10/20/14. She stated increased
supervision was usually done only when a
resident was exit seaking,

Interview with the Risk Manager (RM), on
01/09/15 at 10:10 AM, revealed the determination
of the root cause and interventions to prevent

F 323

anothar fall was made by defermining what the

FORM CMS-2567(02-99) Previous Varsions Obaociete

WG OF ey

RECEr &R
FEB 27 215

me s
OFa0s oF o, W R

Evant ID: CNWW11 Facifty ID: 100837A It continuation sheet Page 113 of 148

v oW ¥

. Gy
ER 2 Ad




From:Green Meadows Health Care Ctr. 502 955 7395 02/27/2015 18:42 #950 P.119/153

DEPARTMENT OF HEALTH AND HUMAN SERVICES e gl

NTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES (Xt} PROVIDERVSUPPUER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION COMP

IDENTIFICATION NUMBER: A BUILDING LETED

185464 B. WING 01/23/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE

310 BOXWOOD RUN ROAD

MOUNT WASHINGTON, KY 40047

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES | D, PROVIDER'S PLAN OF CORRECTION 0ts)
PHREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COUPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION} . TAG CFIOSS-FIEFEREDGEOED TO THE APPROPRIATE DATE
: FICIENCY)

GREEN MEADOWS HEALTH CARE CENTER 1

F 323} Continued From page 113 l F 323
resident was doing al the time, She stated the

root cause of an incident was not looked at In the

manner that datermined what facility systems or

processes were not working properly.

Interview with the Director of Nursing, on

01/09/15 at 3:00 PM, sevealed he didn't |
remember if he provided any direction to the RM
regarding implementing additional interventions
for Resident #20.

2. Review of the clinical record for Resident #15
revealed the facility admitted the resident on E
08/19/13 with diagnoses of Renal Failure,
Dementia, Hypertansion, Anemia, Osteoarthrosis,
Coronary Atherosclerosis, Bladder Disorder,
Dysurla

Review of Minimum Data Set (MDS) for Resident
#15, dated 12/02/14, revealed the facility was
unable to assess Residant #15 utilizing the Brisf
Interview for Mental Status (BIMS) due to the
resident was rarsly/naver understood. Review of
the Falis care plan, dated 07/15/14, revealed a
history of talts with potential for reoccuring falls
related to medication use, cognition, immobility;
and advancing Dementia. Interventions for the
Falls care plan, not dated, revealed the staff was
to nolify the appropriate partias if a fall occured,
seo aclivity plan for individual interests; sensor
alarm; non-skid strips to bed side; verbal
reminders to nol ambulate or transfer without
assistance; properly fitting non-skid soled shoes
far ambulation; and, clutter frea environment.

Review of Resident #15's madical record
ravealed the resident had fall episodes
documented on 06/29/14, 08/15/14, 10/31/14,
1117114, 12115114, 12/17/14, and 12/24/14.
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Review of the Fall Scene Investigation raport,
dated 06/29/14, revealed Residant #15 fell on
06/28/14 at 4:25 PM. The staff reported
witnessing the resident fall in the common area.
The investigation report further revealed the
resident had stated he/she was trying 1o get up to
ga to the bathroom. Tha rasident did not obiain
any injuries from this fall. The facility staff
idenilfied the rcot causs of this fail that the
resident’s foot slid when he/she was getting out of
a recliner. The staff left biank the section of the
investigation report titled Additional Care
Plans/Care Sheet Updates. Review of the care
plan revealed no changes, that were dated, were
made to the care plan after the fall on 06/29/14.

Heview of the Fall Scena investigation, dated
9/15/14, revealed Residant #15 fell on 9/15/14 at
7:00 PM. The fall report stated the rasident was
attempting to self-ambulate out of the bathroom !
In the resident room when he/she fell backward |
onto his/her butlocks. The nurse noted no injuries
on this investigation. As the root cause, staff
documented the resident was trying to get out of
the bathroom. Staff entered n/a (not applicable)
in the section of the investigation report titled
Addltlonal Care Plans/Care Sheet Updates.
There were no changes, that were dated, added
to the care plan after the fail on 09/15/14.

Reviaw of the Fall Scene Investigation, dated
10/31/14, revealed Resident #15 fall on 10/31/14
at 2:45 PM, The fall report stated staft had found
the resident sitting on the floor in the residant
bathroom doorway without his/her wheel chair,
walker, or alarms. The nurse noted no injuries on
this Fall Scene Investigation reporl. As the root
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causae, stalf documented the resident had an
unsteady galt. The only notation found under
interventiona was on 10/31/14 "ER followup
fall-stipped to floor unwitnaessed found at
bathroom door, no injury*.

Review of the Fall Scene Investigation, dated
11/1714, revaaled Resident #15 fell, on 11/17/14
at 3:20 AM. The staff reportad the resident was
t getting up from the recliner in the comman area
' to go the toilet when the fall occurred. The
resident fell face down onto the floar from the
" recliner, The resident had takan shoes off while
sleeping In the recliner. The resident obtained a
0.5 cm laceration to the left ayebrow. The
additional care plan section of the form stated
staff to continue using alarms as ordered, The
following notation was Hsted under interventions
on 11/18/14 “anti-rear tippers to wheselchalr; and,
anti-roll backs to wheelchair". Howaver, the
resident fell from a recliner and had no falls from
the wheelchair.

Reviaw of the Fall Scene Investigation, dated
12115/14, revealed Rasident #15 felt on 12/15/14
at 11:20 PM. The fall report stated another
resident reported to staff that he/she had heard
someone fall. Stalf went to Resident #15's room
and found the resident attempting 1o get back into
the bed. The resident had bean incontinent of
urine. The report further stated the resident had
removed the sengor alarm from his/her bed and
had placed it on the bedside table. The staff put |
an alarm in place. The resident hit his/her head |
and complained of pain in his/her right shoulder. |
The staff completed the additional care plan '
saction of the form on 12/16/14 and indicatad tha |
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facllity would provide the resident with a mattress
with raised edges to assist the resident to identify
the edge of the bed. However, no intsrventions
were put in place to address tolleting needs or the
removal of the sensor alarm from the bad. There
were no changes made to the falls care plan after
the 12/15/14 tall.

Review of the Fall Scene Investigation, dated
12/17/14, revealed Resident #15 felt on 12/17/14
at 9:15 AM. The fall report stated the resident had
stated hefshe was getting up fo use the tollat,
The resident had been attempting to ambulate
unatiended In his/her room at the lime of the fall.
The rasident received an abrasion on the mid
upper back and a skin tear to the right elbow
about 1.8 cm long. The resident was incontinent
of urine at the time of the fall. The Additiona!
Care Pian Update section of the form was
crossed through. There were no changes made
to the falis care plan after the 12/17/14 fall.

Review of the Fall Scene Investigation, dated
12/24/14, revealed Resident #15 fell on 12/24/14
at 10:55 AM. The fall repont revealed the resident
had staled he/she was making the bad at the
time of the fall. The resident had been attempting
to ambulate unattended in his/her room and was
incontinent of uring at the time of the fall, The
Additional Care Plan {Jpdate section of the form
was crossed through. There were no changes
made to the falls care plan after the 12/24/14 fall.

Intervisw with the DON, on 01/09/15 at 3:00 PM,
revealed It was important to determine the root

: cause of Incidents to ensure the appropriate
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. non-skid socks; low bed with floor mats; verbal
: reminders to not ambulate or transfer without

corractive actions were put in place. He stated he
had not provided any direction to staff to
implement additional intarventions for Resident
#15.

3. Raview of the clinical record for Hesident #13
revealed the facility admitied the resident on
10/02/13 with diagnoses of Atrial Fibrillation, '
Avrthritls, Hypertension, Seizures, Iron Deficlency !
Anemia, Chronic Obstructive Pulmonary Disease
(COPD), Diabeles, Thrembocytopenta, and
Generalized Pruritus. Review of Resident #13's
Comprshensive Minimum Data Set (MDS)
Assessment, dated 08/08/14, revealed the facility
assessed the resident utilizing the Brief Interview
for Mental Status (BIMS) with a BIMS score of 9.
The assessment further revealad the resident 1
triggered at risk for falls due 10 a history of falls
and did not ambulats, but used a wheelchair for
tmobility.

Review of Resident #13's Comprehensive Care
Plan, dated 10/10/13, revaalad that prior to the
resident's admission 1o the facility he/she had a
history of crawling from one place to another in
his/her 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 ordered; notify appropriate parties if
falls occured; mattress with ralsed edges;

assistance; and, proper fitting non-skid soled
shoes for ambulation and fransfers.

Review of the Quarterly MDS, dated 10/28/14,
revealed Resident #13 required the assistance of
one (1) staff member for transfers.
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Interview, on 01/09/15 at 12:05 PM, with LPN #5
revealed it was her understanding that prior to
Resident #13's admission to the facility, the
resident crawled from chalrs/fumiture in histher
home to the floor as @ means of getting around,
and at times, the residant had exhibited this
behavior as a means of fransfer/locomotion since
he/she had been living at the facility.

Review of Resident #13's nurses' notes, revealed
on 10/10/14 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, after the resident was
transferred by staif via wheelchair to the Orchard ,
Unit sitting area, the resident’s chalr alarm '
sounded and he/she was found crawling on the
floor. The Nurses' notes revealed the residsnt
was assessed by the nurse and neurological
(neuro) checks were iniliated. Further review of
the nurses' notes revealed on 10/10/14 at 7:00
AM, Resident #13 was again found on the ficor of
the unit's day room/sitting area. The resident was
positioned on the floor between his/her
wheelchalr and another chair. The resident was
assessad and a small laceration (1-2
centimelers) was found at the back of hisfher
head. Resident #13's physician was notified and
the resident was transferred 1o a hospital
emergency department for evaluation.

Intarview, on 01/09/44 at 2:40 PM, with the Unit
Managet (UM) for the Orchard Unit, revealed
Resldent #13 was not care planned io craw! from
one area to another on the Qrchard Unit, such as
from his/her wheelchair 1o the floor. The UM
stated she had saen Resident #13 crawl out of

histher wheelchair, but further stated it was not ;
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gafe for the rasident to crawl out of the
wheelchalr. The Orchard UM stated Resident
#13's falls care plan should have been updated
after tha resident fell two (2) times on the floor of
the Qrechard Unit on 10/10/14. The UM stated that
after Residant #13's return from the hospital,
he/she could have been evaluated by therapy to
determine If any other safety interventions couwid
have been appropriately implemented to protect
the resident while seated in the wheelchair.

4. Review of the clinical record for Resldent #17
revealed the facility admitted the resident on
02/11/14 with diagnoses of Fracturad Leg, Toxic
Encephalopathy, Anemia, Heart Disease, Chronic
Pulmonary Haart Disease, Hypertensicn, Atrial
Fibrillation, Cardiac Murmurs, and
Osteoarthrosis.

Review of Minimum Data Set (MDS) for Resident
#17, dated 01/06/15, revealed the facility ]
assessed the resident with a Brial Interview for |
Mental Status (BIMS) score of eleven (11),
indicating cognitivaly intact.

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

: Revisw of the Fall Scene Investigation report,
dated 06/19/14, revealed Resident #17 fell on

06/19/14 at 8:50 AM. The staff found Resident

#17 on the floor in the resident's room. The staft

did not witness the resident fall, The resident

obtained a laceration 1o the forehead, along with

skin tears to left forearm and right elbow, and

staff sent Resident #17 to the emergency room

{ot an svaluation. The root cause portion of the
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document stated it appeared the resident fall
asleap and fell out of the wheelchair head first
into the foot rait of the bed.

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

Review of the Fall Scene investigation report,
dated 12/20/14, revealed Residant #17's second
non-injury tall occurred on, 12/20/14 at 5:45 FM.
The Investigalion report stated the staff found the
resident in hisher room on the tloor in front of the
wheelchair, The invastigation report lurther stated
the resident was wearing regular socks and no
shoas at the time of the fall. Review of the
nurses' noles, dated 12/21/14 at 10:50 AM,
revealed the alarm clip had slipped off the
resident's shirt, preventing the alarm from
sounding.

Review of the care plan for Resident #17, dated
02/20M1 4, revealed staff had not added new
interventions to the falis 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 fall on, 12/25/14 at 6:45PM. The report
stated staff withessed the resident attempting to
take his/her shoes off when he/she slid out of the
whaaslchalir. ]

Review of the care pian for Resident #17, dated
02/20/14, revealed siafi had not added new

| interventions to the falis section of the care plan
: after the resident fell on 12/25/14.
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Interview with CNA #3, 01/08/15 at 11:00 AM,

, revealed the CNAs and Nurses checked the

| alarms to make sure they wera functioning by
checking to see i it would beep; however,

Resident #17 would take the alarm oft on his/her

awn.

' .

. Obsarvation of Resident #17, on 01/08/15 at 8:30
AM, revealed the resldent was In his/her room,
sitting in & wheaslchair, with a tab alarm salety

. pinned to the resident’s shirt and shoes on histhar
feet. Tha residant was eating breakfast at that

' time.

i Interview with Resident #17, on 01/08/15 at 10:10
; AM, ravealed Residant # 17 had three (3) falls in
the tast six (6) months. Resident #17 stated the
| first fall, in June, eccurred in the resident's room.

* The resident stated he/she had attempted to get

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

* i caught under the bed. The resident stated
i he/she fell and hit their head while trying to gel up

l and the head injury required stitches. Resldent
1 #17 then discussed the two (2) falls in December

' ; 2014, The regident stated both fails wera due to

' him/her sikling out of the wheelchalr, The

l resident stated staif had placed a cushion in the !
! seat of the wheelchalr for him/her to sit on, but
 the cushion made the seat evan more slippery.

i . Resident #17 further discussed the tab atarm to

i higfher shirt. The resident stated the string

« ettaching 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 t
the alarm box causing the alarm te go off. The
resident stated the alarm would bether him/her

l and the resident would take it off the shirt when it

' was getting on his/her nerves. The resident

n further stated that after falling he/she agreed to
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have the alarm clip pinned to his/er shirt so that
it would stay attached.

Interview with the DON, on 01/09/15 at 3:00 PM,
revaaled it was important to determine the root
cause of incidents to ensure the appropriate
corrective actions wera put in place. He staled he
had not provided any direction to staff to
implement additional Interventions for #17.

5. Review of the clinical racord for Residert #8
revealed the facility admitted the resident on
06/15/11 with diagnoses of Hypertension, Deep
Vein Thrombosls, Dementia, Schizophrenia and
the rasident had a history of falls,

Review of Resident #8's Quarterly Minimum Data
Set (MDS) assessmant, completed on 12/17/14,
revealed the facility assessad the resident to
need supervision whan walking and transferring.
A Brief Interview for Mental Status (BIMS) was
conducted during the assessment and the
resident scored an eight (8) out of fifteen (15)
indicating moderate cognitive impairment.

Review of the Falls care plan for Resident #8,
dated 06/29/11, ravealed a potential for falls
related to a history of frequent falls, unsteady gait,
| madication use, immobility, and cognitive deticit,

' The interventions, not dated, stated the staff was
1o notilly the appropriate parties if a fail occured;
rear antl-tippers o whaelchair; anti-rolibars to
whaelchair; mattress with ralsed edges; properly
fitting non-skid soled shoes for ambulation; and,
environment free of clutter.

1 Review of the Nursing Notes, dated 12/28/14 and
FHimed at 9:25 PM, revealed the nurse was
! standing outside Residant #8's room when she

Fa23
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heard a loud sound and upon entering resident's
room observed the resident sitting on the
bathroom fioor. The nursing notes stated the

resident was brushing his/her teath and the 1
resident's legs became weak and the resident
tell. The resident was assisted back to bed. Vilals
signs documented after the fall were Blood
Pressure 200/82, Heart Rate 82, Respirations 18,
and Temperature 98.1 degrees Fahrenheit.
Nursing documented no injuries noted at the time
 of the fall; however, nursing noted on, 12/25/14 at
* 12:30 PM, that the resident complained of right

| hip and back pain and received an order to obtain
an X-ray of the right hip and pelvia. The X-ray
tindings were negative for a fracture.

Review of Resident #8's, Falls Nursing Care Plan,
dated 06/29/11, revealed no revisions or updates
were made after Resldent #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. Inlerventions listed to prevent
future falls and to ensure safety was to place the .
resident's name an the physician's list for review '
and to complete neuro-checks. The Summary of
Meaeting and Additional Care Plan Update '
sections were blank.

Interview with the Advance Practitioner
Registared Nurse (APRN) on, 01/07115 at 2:15
PM, revealed she had not assessed the resident
as of 01/07/15 in regards to the fall on 12/28/14.
The APRAN sald according to her review of the
physiclan's documentation in the medical record
Residen! #8's physician had not parformed an
assessment to determine the cause of the fafl as
of 01/07/15. She stated physicians had an
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important role In falls prevention. She stated the
physician would assess medication for potential
causee of falls and look at resident's dlagnoses to
dstermine if there was a correlation, She stated
the physician's inpul 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
Resident #8's fall was the resident's legs became
weak while slanding. She slated the resident
walked, transferred and toileted self and, dus to
this, the Interventions put in place by nursing after
the fall to prevent future falls was neuro-chacks
and a physician consult. She stated she did not
raview the charts at 8 later date to determine if
interventions ware complated. The RM stated she
. did not complete her documentation under the
Summary of Meating where she would have met
with the Administrator and the Director of Nursing
to discuss the fall. She stated if the arsa under
Additional Care Plan Update sections was blank
there were none to document.

Interview with the Director of Nursing on,
01/09/15 at 3:00 PM, revealed he had not
provided direction to the Risk Manager regarding
adding additional falls prevention interventions to
Resident #8's plan of cara. He stated ha was not
aware the physician had not assessed the
resident since the fall on 12/28/14, He stated he
did not performed chari audiis to detlermine if
interventions were completed.

E. Review of Resident #16's clinical record :
revealed the facility originally admitted the l
resident on 08/05/10, and readmitted the resident

an 01/20/11 with diagnoses of Atrial Flutter, )
Hypertension, Hyperfipidemia, a history of Urinary *
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Tract Infections (UTls), Cardiomegaly, and
Demaentia with Behavior Disturbance.

Continued review of Resident #18's clinical racord |
reveaied ha/she received routine anticoagulation |
therapy (Coumadin) along with Digoxin and '
Aspirin for a dlagnosis of Atrial Fibrillation.
Rasident #18's Minimum Data Set (MDS)
assessment, dated 12/10/14, revealed the facllity
could not complate the Brief Interview for Mental
Status as the resident rarely/never understood.
The MDS further revealed falls were a triggered
care area due (o trunk restraint used daily;
anti-depressant medications; one person assist
with locomotion; and, extensive assistance with
mobility. Review of his/her Comprehensive Care
Plan revealed a cara plan for falls with multiple
interventions, which Included a sensor pad/alarm
to the resident’s bed.

Review of the nursas' notes revealed Resident
#16 wasa found, on 12/30/14 at 2:45 AM, with
his/her body half on the bed, and half on the fioor.
The nursa's note staled the resident had no
apparent Injuries, but neurologica! (neuro) checks
wera Initiated by the facility's protocel. The
physician was notified later that morning at 10:40
AM and he retumned the call at 12:05 PM.

was documented that three (3) hours prior to the
incident, Resident #16 was awake, talking and
reclining on his/her bed. But, at 2:45 AM CNA #5
observed Resident #16 sitting on the floor on the
fall mat beside his/her bed. When the unit's
licansed nurse inspacied 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
rovealed she was assigned to provide care to
Resident #16 on the sacond shift on 12/29/14 and
on the third shift on 12/30/14. CNA #5 stated she

prepared the resident for bed by performing :
perineal care, putting the bed in lowest position, i
and placing the floor mat begide the bed. '
However, CNA #5 stated she forget to check the
sensor alarm for functlion befare leaving Resident
#16's room. CNA #5 stated that during the early
morning hours of 12/30/14 at 2:45 AM, she !
entered 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
confused. Continued interview with CNA #5
revealed the facility's Statf Development Nurse
provided a written in-service on tab and bed
alarms and she Instructed that it was the CNA's
responsibility to be sure the alarms had batteries
and wers functloning. CNA 45 stated that she
could not remember exactly when that in-service
occurred. CNA #5 stated Resident #16 was
supposed to have a long sensor pad on hisher
bed, and the alarm on the pad should sound i the
resident tried to get up from bed. CNA #5 slated
the staff person responsibie for caring for the
resident was supposed to test the residents’
alarms during hig/her rounds at the beginning of
the shifi. CNA #5 stated she failad to check
Resident #16's alarm for function,

iMerview, on 01/08/15 with the Unit Manager
{UM) for the Orcharg Unit, revealed she learned
about Resident #16's fall on 12/30/14 during the
morning staff meeting. 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 Hoor. The UM stated it was the CNA's
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responsibilty to check the bed/chair alarms each
shift to ensure they had batieries and were
functioning. The UM stated she did not know if
the night nurse had re-educated CNA #5 to check
the residents’ bad or chalr alarms for batteriss
and function at the beginning of each shift,

Interview, on 01/09/15 at 3:40 PM, with the DON,
revealed CNAs were responsible for checking
residents bed and chair alarms. In addition, the
CNAs were to sign off In a log book, at the end of
their shifts, to variy the residents bed and chair
alarms had been checked and were functioning.

| The DON further stated each unit's licensed

' purses, the shift supervisor, and ultimatsly he
was responsible for ensuring all residents bed
and chair alarms were working, and that all safety
measures were in placa to protect the residents
from potential injury,

Intarview with the Risk Menager (RM), on
01/09/15 at 5:35 AM, revealed she had received
training on fall prevention and filing out the falls
investigation forms; however, she had not
| raceived training in conducting a root cause
! analysis. She stated her responsibliity was to
ensure follow-up occurred after each resident's
fall; complete the documentation under the Falls
Team Notas saction of the Fall Scene
Investigation report and report falls
data/information to the Residant Safety
Commitiee and Quality Assurance Committee.
However, this was not documentad, they only
track and tranded by the manth not the individual.
She stated the root cause portion of the Falt
Scene Investigation form was completed by
nursing staff. She stated she continued the
investigation process by conducting interviews if
needed, reviewing facility documentation, and
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hospital records if the resldent was sent out. She
stated she would try and meet with the Director of
Nursing and the Administrator at least every other
week to discuss the findings of the fall, but this
was not a set time frame. RM stated her
documentation on the Fall Scene Investigation
forms was not atways complete or timely. She
statad the detarmination of the root cause and
interventions to prevent another fall was made by
determining what the resldent was doing at the
time. Sha stated tha root ¢cause of an incident
was not looked at in the manner that determined
what facllity systems or processes were not
working properly.

Continued intarview 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 bottorn postion of the Fall
Scene Investigation Report. He stated if a
resident experienced a fali it was discussed in the
morning meeting the day after the fall occurred.
He stated the Administrator, RM and himself
would meet to review a resident's fall. He stated
he did not keep any record of the meetings and
doesn't remember if he provided any direction 1o
the AM. The DON also stated he did not conduct

- purposeiul facifity/resident rounds 1o determine if

the {aciiity's system for fak pravention, toileting
and physiclan netification was or was not working
to meet the needs of the residents.

interview with Adminlistrator on, 01/09/15 at 5:25
PM, revealed he did not provide direction to the
Director of Nursing or the Risk Manager
regarding the determination of the root cause for
residents fall. He stated he did not provide
direction to staff 10 address this issue or identify if
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| it was & system Issue after being made aware.

Telephone Interview with the Medical Director, on
01/26/15 at 2:30 PM, post survay duse to leclure
scheduls and inavailabllity, revealed all resident
incidents should be reported to the attending
physician whethar there was resident injury or
non-injury. He further stated if a resident had a
fallfaccident without injury the attending physiclan
should be notified at least within twenty-lour (24)
hours. He indicated tha attending physician
should never be notified by facsimile. The
Medical Director stressad the importance of the
role of the CNAs, their need for more education,
the culpability of the facllity and the necessity of
naver blaming the resident far a tall/accldent.

Review af the Allegation of Compliance (AOC)
ravealed the facility implemented the following
immediate steps to remove the Immediate
Jeopardy:

1. The Medical Director was notifled of
I immediate Jeopardy and incidants causing the
Immediate Jeopardy on Thursday 01/08/15.

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

3. Licensed nurses (DON, Staff Development
Coordinator, Risk Care Manager,
Restorative/Wound Care Nurse, Minimum Data
Set Nurse, House Supervisor, two (2) Unit
Managers and a Staff Nurse) completed an audit
on 01/10/15 for the one hundred elevan (111)

F 323
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residents currently in the laciiity. This included

{ thirty (30) residents who had a fall in the past

thres (3) months, and eighty-one (81) residents
who had no fall within the past three (3) months. I
The audit Included a review of the fall event |
document for those who had falien for root cause :
of the fall, interventions added to the care plans ]
&t the lime of the fall, times of scheduled tolleting ! |
program {if any), alarms utllized, care plans, ;
natifications made to the attending physician and .
resident's raspansibie party and interventions
added after the audit was completed. An action | |

1

taken as a result of the audit inciuded
update/revision to cara plans for eleven (11)
residents that included reachers; toileting in early |
moming hours; sensor pads; mattresses; and,
non-skid strips to the ficor. In addition, one
resident's toileling program was addressed as a
result of the 01/10/15 audit with changes to the
timing of the toilsting program based on hisfher
individualized needs.

4. The Medical Director met with the Director of | !
Nursing (DON) an 01/08/15 to review policles, i ;
procedures and praciicas for physiclan i
notification, root cause analysis of accidents, [
incidents and falls prevention, revision of care
plans and the scheduled toileting program.
Revisions were mads 1o the policy, Accident and
Incidents, for physician and responsible party X
notification to include notification 1o the physician !
within thirty (30) minutes of a fall involving head
injury or & fall which was not withessed, Revision
was made 1o the policy, Falls Prevention, to
check safety devices each shift to ensure they
are in place and functioning properly.

5. The procedure for conducting neurological
checks was raviewed by the DON and the Statf
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Development Coordinator and all licensed nurses
provided aducation on that process on 01/10/15
through 01/13/15. The DON and the Staff
Developmeant Coordinalor conducted the
inservice training on neurclogleal checks and
additional pen lights (used to conduct the
neurological checks) were ordered by the DON
on 01/1215.

6. The MDS Coordinator, MDS Nurse, DON and
Risk Manager are tesponsible lor ensuring care
plans are completed/revised In a imety/accurate |
manner. The care plans of residenis who have
fallen would be raviewed weekly in a Standards of
Care meeting led by the MDS Nurse and the !
MDS Coordinator. In attendance at that meeting
are the Distary Manager, Risk Manager, Social
Services Representative and the Activity Director.
A report would he generated In that meeting of atl
falls, the review/ravision of the residents’ care
plans and any actions taken to address concems
which would include staff education, staff
discipline and care plan revisions o the Quality

y Assessment and Assurance Committea monthly

| from January 2015 - Pecember 2015.

7. The DON and the Staff Development
Ceoordinator were provided training by the
Administrator on 01/09/15 on physiclan and
responsible party notification, The DON and the
Staff Development Coordinator initiated all
licensed nurses' and Cerified Nursing Assistants’
{CNA) tralning on 04/10/15 and continued that
training through 01/13/15. Atotal of one hundred
nineteen (119) staff had been trained by 9:30 PM
on 01/13/15 with one (1) remaining staff notified
they must receive training by their supervisor prior
io relurning to work. The training to all licensed

F 323

nurses and certifled nursing assistants included:

FORM CME-2587(02-99) Previous Versions Obsolate

Evont IDCNWW11

Fecliity |D: 100837A

it continuation shest Page 132 of 148

FEB27

OFFICE QF thNgreeT
VBN OF e T o ams 1

RECEIVED

2015

3 INEAL
S TNAES




From:Green Meadows Health Care Ctr. 502 955 7385 02/27/2015 18:46 #950 P.138/153

DEPARTMENT OF HEALTH AND HUMAN SERVICES P B panor201s

ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 093 91

STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AR COMPLETED

185464 B. WING
NAME OF PROVIDER OR SUPPUER BTREET ADDRESS, CITY, STATE, 2IP CODE

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

40 SUMMARY STATEMENT OF DEFICIENCIES Ty PROVIDER'S PLAN OF CORRECTION 1)

PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG cnoss-nemaenggglw THE APPROPRIATE DATE

DEFICIENGY)

01/23/2015

F 323 | Continued From page 132 F 323

work order process, care plans, certified nursing :
assistant care sheels, proper use and types of |
atarms, the scheduled tolleting program
processflorm {o be used and proper compietion
of the form. The licensed nurses received
tralning on: {alis and proper process for
notification of the resident's physician, the
responsible party, the neuralogical check
process, the proper completion of the Event
Report Form, review/revislon of care plans, root
cause analysis process, policy and procedure on
Accidents and Incidents, palicy on Falls
Prevention, Neurological check pratocel form and
the form used for the Scheduled Toileting
Program,

8. The Administrator provided iraining to the
Director of Nursing, the Risk Manager and
therapy staff on 01/12/15 and 01/43/15 regarding
the 1J, policy and procedure revisions, processas
of Falls Commitiee Meeting, quality assessment
i and assurance commitiee role to ensure

i compliance and develop further actions to be
taken.

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

10. AFalls Commitiea was Initiated 01/12/15 to
review {all interventions, to review
raviewed/revised care plans and to complete root b
cause analysis for falls during the mesting. The
Falls Committee is comprised of the
Administrator, the DON, a MDS Nurse, Social
Worker, Risk Care Manager, Restorative/Wound
Care Nurse and the Rehabilitation Services i :
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Manager and meets Monday-Friday.

11. The DON provided training {o the
Restorative/Wound Care Nurse on 01/08/15,
0111015 and 01/12/15 addressing the facility’s
scheduled tolleting program, the toileting program
as it relates to falls, review of the four day bowael
and bladder assessment process to nole pattemns
and trends to develop an individualized schedulad
tolleting program for the resident, the process of
documentation on tha toileting program form and
the creation of an audit tool to audit the clinical
documentation relative to the tolleting program,
monitor for patterns and trends of the foileting i
program and a system to raport findings of the *
audits to the Quality Assessment and Assurance
Committee.

12. The Restorative/Wound Care Nurse would
audit the toileting program using the Scheduled
Toilating Audit tool. The tolleting program
doecumentation was to ensure accuracy and
completeness of scheduled toilating programs.
The audit would

include completion of all flelds on the tolleting
program document, issues noted, trends noted,
updaltes to the toileting program and her initials.
On 01/12/15 the Restorative/Wound Care Nurse
audited twenty-nine (29) clinical records finding
one (1) area ol concem and on 01/13/15 she |
audited twenty-eight (28) clinical records finding i
one (1) area of cancern. Tha Reslorative/WWound
Care Nurse is to report identitied concems with
the toileting program ta the DON and the Quality
Assessment and Assurance Committee will i
review and monitor those findings. i

13. The facility will utilize the Quality
Assagsment and Assurance Commitiee to review,

Event I0: CNWW11{
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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
documenits to be utilized: audits for falls, audits
of naotitication: of resident's attending i
physician/responsible party, audits of care plans :
addressing falls and audits of tolleting program. I
The monthly meeting of the Quality Assessment |
and Assurance Commitiee to ba held In February
2015 will be the initial meeting to review afl of the
audit Information, These meatings will continue
manthly for the next calendar year and will review
the audit findings, assess the effectivenass of
actlons taken, revise action plans if necessary
and continue to monitor the specifics of all falis
within the facility,

On 01/23/15, the State Survey Agency (SSA)
validated the faclity's AOC prior to exit through
obsetvaiion, Interview and record review as
follows:

1. Telaphone interview with the Medical Director,
on 01/26/15 a1 2:30 PM, post survey due to t
lecture schedule and unavailability, revealed he
was contacted by the Director of Nursing {DON)
on (1/08/15 regarding the Immediate Jaopardy.
The Medical Director ravealad he and the DON
discussed savera! issues in regard to the
Immediate Jeopardy |.e. the cause of resident
falls, toileting iseues/toileting schedules, CNA
education, review of residents’ medications, use
of non-skid socks/shoas (should aiways be
available) and lighting. He also revealed he and
the DON discussed revision of the residents’ care
plans as necessary and the revisions needed for
tacility policies; specifically Accidents/incidents,
Fall Prevention and the Toileting Program. The
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Medical Director Indicated ha told the DON the
quastion should always be asked after a
rasident's fall where the tacility failed and what
should be done to pravent resident
fallsfaccidents.

2. Reviaw of the Administrator's notes from
telaphone conversation with a Governing Body
representative revealed the representative
retrained the Administrator on the need to ensure
policies and procedures were in place (process of
physicianfamily notification, supervision and falls,
care plan revisions and scheduled toileting
programs). Further review of the Administrator's
notes from telephone conversation with a
Goveming Body representative on 01/0915
revealed the representative addressed the
process of root cause analysis which required
intense and in-depth questioning, record raview,
and resident, staff and witness interviews. Also
discussed during the 01/08/15 training of the
Administrator by the Governing Body
representative was tracking and trending of all
falls and assurance audits are In place to ensure
processes are being followed with concemns
identified to be addressed in stafl training.

Intarview with the Administrator, on 01/23/15 at
10:50 AM, revealed he had a telephone
conversation with a Governing Body
representative on 01/08/15 and 01/09/15 to
Include how to complete the process of
physicianfamily notification when a resident had

& fall, how to follow the tacllity policy regarding

talls, care pian revisions, the scheduled tollsting
programs, and the process in-depth root cause
analysls.

3. Review of the Resident Audit {or Immediate

F 323
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Jeopardy January 2015 decument revealed one
hundred-eleven (111) residents (cansus of
01/10/15) were reviewed for falls in the past threg
(3) months-dateftime/froot cause:; interventions
added at time of fali, scheduled toileting and
times, alarms typeflocation/ care plan updated at
time of fall and any interventions added at time of
audit with signatures of nurses completing the
audils. In addition, record raview of Unsampled
Resident C's individualized toileting program
revaaled it had been revised as a result of the
audit on 01/10/15 with changes to reflect a time
frame for (oileting of 3:00 AM - 5:00 AM as the !
resident had fellen during those hours when
attempting to saif toilet,

Interview with the DON on 01/23/15 at 10:00 AM
revealed he was involved in the audt of all :
residents’ charls who were in the facility on |
01/10/15 to review all falls within the past three
(3) months In regard-dateAime/root cause,
interventions addad at time of fall, scheduled
 toileting and times, alarms type/location/ care
plan updated at time of {all and any interventions |
added at time of audit. |

Interview with the Risk Manager, on 1/23/15 at
4:32 PM, revoaled she was involved in the review |
of residents’ falls for the past three {3) months [
that included the current census of one hundred
and eleven (111} residents on 01/10/15 and the
raview covered the date/time/root cause,
interventions added at time of fall, scheduled
toileting and times, alarms type/location/ care

plan updated at time of fall and any interventions

. added al time of audit.

: Interviaw 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 01/23/15 at 5:05 PM, and the Staff
Development Coordinator, on 01/23/15 at 5:30
PM, revealed they had ali been involved in the
audit of the facility residents on 01/10/15 to
review all falls within the past threa (3) months in

. regard-date/time/root cause, inlerventions added
* at tima of fall, scheduled toileting and times,

, alarms type/location/ care plan updated at time of

fatl and any Interventions added at time of audit.
Record review of one resident's individualized
toileting program revealed it had been revised as
a result of the audit on 01/10/15 with changes to
reflect a time frame for toileting of 3:00 AM - 5:00
AM as the resldent has fallen during those hours
when attempting 1o self toilet,

4. Review of the policy, Acclident and Incidents,
on 01/23/15 at 9:00 AM revealed it had been
revised to include notification {o the physician
within thirty (30} minutes ot a fall involving head
injury or a fall which was not witnessed. Review
of the policy, Falls Pravention, on 01/23/15 at
9:10 AM, revealed it had been reviged to include
the check of salety devices each shift o ensure
they are In place and functioning properly.

tntervlew with the Administrator and the DON, on
01/23/15 at 10:05 AM, revealed they had met with
the Medlcal Director on 01/08/15 to review
policies, procedures and practices for physician
nofification, root cause analysis of accidents,
incidents and falls prevention, revision of care
plans and the scheduled toileting program and
they made revisions o the Falls Prevention and
the Accldent and Incidents policies.

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

' Resident #25 was seated in tha whaelchair with
an glarm on the wheelcheir, Observation of
Resident #27, on 01/23/15 at 8;15 AM and 1:25
PM, revealed an alarm on the resident's
wheeichair.

Raview of the record for Resident #25 revealed i
the resident's alarm had been checked on day :
shift per facility policy and was functioning and
review of Resident #27's record revealed the
rasident's alarm had been checked on the day
shift per facllity policy and was functioning.

5. Review, on 01/23/15 at 10:13 AM, of the
content for an inservice to licensed nursing stafl
on 01/10A5 revealad the procedure for
conducting neurological checks was reviewed by
the Director of Nurses and Staff Development
with the nurses and they were Informed of
additional pen lights (used during the neurological
checks) being avallable in the facility on all of the
crash carts. Review of two (2) medical supply
company invoices on 01/23/15 revealed
additional pen fights had been ordered by the
Administrator for nurses to use during
neurological checks.

Observation of a neurclogical check performed
by Licensed Practicat Nurse (LPN) #4 on
Reasident #28, on 01/22/15 at 12:30 PM, revealed
proper technique per standards of nursing
praciice and followed the facliity’s retraining for

. nurses on neurological checks,

I

| Interview with LPN #4, on 01/23/15 at 10:20 AM,
- revealed she had been retrained on neurological .
; checks for residents with possible head injury i
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during a training provided to all licensed nursas
on 01/10/15 by the Staff Development
Coordinator and she knew pen lights were
avallable in the facility on the crash carta.

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

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

7. Interview and record review with the DON, on
01/23/15 at 2:19 PM, revealed he was provided
training by the AdmInistralor on 01/09/15 on
physician/responsible party notification aiter a
resident's fall. He revealed he and the Staff
Development Coordinator began on 01/10/15 an
all nursing staff training regarding the
physician/responsible party notification after a
resident’s fall, and continued through 01/13/15. A
review of in-sarvice tralning records on 01/23/15
revealed one hundred nineleen (119) staff had

been irained by 8:30 PM on 01/13/15 as i
cross-relerenced with the facility human resource |
department statt roster. The tralning also
inchuded: work order process; care plans; certified .
nursing assistant care sheets; proper use and
types of alarms; the scheduled tolleting program

| process/fiorm to be used and proper completion
of the form. The licensed nurses received fraining
! on: talls and proper process for notification of the
resident’s physician; the responsible party; the
neuralogical check process; the proper

F 323
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complation of the Event Report Form;

review/revision of care plans; root cause analysis
process; policy and procedura on Accidents and |
Incidents; policy on Falls Prevention; Neurological
check protocol form and the form used forthe |
Scheduled Toileting Program. !
Interview with LPN #1, on 01/23/15 at 140 PM
and the Restorative Nurse, on 01/23/15 at 3:55
PM, revealed she had been tralned on
physician/responsible party notlfication regarding
a resideni fall, care planning, event reports,
scheduled toileting program/iour (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,
ravealed she had been trained on maintenance
requesis, CNA resident information sheets,
resident alarms and the schedulad toileting
programs for rasidents on 03/12/15 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 cut
the toileting program documentation, how to
repart any maintenance issues, the necessity to !
check alarms on any resldents, to answer call
lights timely and to report any concerns
immaediately.

8. Review, on 01/23/15, of a therapy education

attendance form and an administrative staff

. In-service training record each dated 01/13/15

: revesled therapy statf and administrative stafl
had been tralned by the Administrator on
appropriate prolocol 1o alert the maintenance
depariment of safety issues and maintanance
requests and a summary of the IJ received on

| 01/0B/5.
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{interview with the Business Oifice Manager, on
01/23/15 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 concemns and how the facility was
doing root cause analysis during the moming

: maeeting.

i Interview with a Certified Occupational Therapy
Ailde, on 01/23/15 at 4:50 PM, reverled he
received an inservice about the Immediate
Jeopardy, the Falls Prevention policy and roat
causs analysis among other resident falls
concems like the tolieting program and all was
prasanted by the Administrator.,

9. Aeview of the nursing notes for Rasident #23
and Unsampled Residents B, and C revealsd 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
physiclan and responsible party was notified an
01/13/15 of a fall which occurred on 01/13/15.

interview with tha DON, on 01/23/15 at 2:19 PM,
revealed three (3} residents were discoverad on
. 01/1215 to need physician/famiy notifications of
falls which occurred prior to 01/12/15 and &
physician/tamily notification was made on
: 01/13/15 ragarding a fall on that date all due 10 .
! implementation of a revised notification system. i

*10. AFalls Committee meeting ettendees sign-in

! sheet was reviewed on 01/23/15 which indicatad
the Administrator, the DON, the MDS
Coordinator, Social Services #2, the Risk Care
Manager and the Restorative/Wound Care Nurse |
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were present al a meeting on 01/12/15 to review
residents who had falis.

Interview with the DON on 01/23/15 at 2:19 PM
indicated the residents who were reviewed for
falls at the 01/12/15 Falls Commitiee meeting
were Resident #23 and Unsampled Residents B
and C.

11. Interview with the Restorative Nurse, on
01/23/15 at 3:55 PM, revealed she was trained by
tha DON, on 01/10/15 at 9:00 AM, on
physiclan/responsible party notification regarding
a resident fall, care planning, event reports, and
scheduled loileting program/iour (4) day
bowael/bladder trending/proper documentation.
She stated she had been made aware of the
{mmediate Jeopardy and the implications of the
Immediate Jeopardy on 01/08/15, but she didn't
remember if she signed an attendance sheat for
that date on 01/12/15,

Revlew of in-service training records revealed the
Restorative Nurse signed a training record on
01/09/15 (no tima), on 01/10/15 at 9:00 AM and
on 01112115 (no time).

| 12. Intarview with the Restorative Nurse, on
01/23/15 at 3:55 PM, revealed she would use the

and completeness of scheduled toileting
programs Monday-Friday. She staled 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, She indicated she hed completed an
audit of twenty-nine (29) clinical records on
01/12/15 finding one (1) area of concemn and shea
audiled twenty-eight (28) clinical records on

Scheduled Toleting Audit tool to ensure accuracy |

F323
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01/13/15 finding one (1) area of concemn. The
Restorative Nurse revealed sha would report to
the DON each moming Monday-Friday any
concemns she had identified from the audits and
he would follow-up on them. She stated she
would also report her findings to the Quality
Assaessment and Assurance Commitiee monthily
and the committee would review and maonitor
those findings.

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

13. Interview with the Administrator on 01/23/15
at 5:23 PM revealed the facility utilized the Quality
Assessment and Assurarice Committes to review,
evaluate and monitor for compllance with tha
notification of physiclan/responsible party,
revision of resident care plans, tolleting program
and accidents and supervision with the following
documents to be utiiized: audits for falls, audits
of notification of resident’s atiending
physician/responsible party, audits of care plans
addreasing falls and audiis of tolleting program.
The monthly meeting of the Quality Assessment

2015 wiil be the initial meating 1o review all of the
audh information, These meetings will continue
monthly for the next calendar year and will review
the audit findings, assess the effectiveneas of
actions taken, revise action plans if necassary
and conlinue to monitor the specifics of all falls
within the facility.

interview with tha Director of Mursing, on
01/23/15 at 3:25 PM, revealed the Quality
Aggurance Committes met and discussed
resident chans, care plans, fails, and risk factors,

and Assurance Committes to be held in February

Fa23
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As an example, Resident #13 was reviewed, with
changes made to tha care plan for a Gerichair for
comfort and safety, and an OT evaluation for
falls,

Additional observations during the survey
revealad environmental hazards related to
equipment maintenance and electrical sefety.

1. Review of the facllity's policy, tiled
Equipment-General Use for All Residents, dated
March 2009, revealed wheelchairs, walkers,
crutchas, canes, beds, mechanical iifts, etc.,
would be malntained by the facility for the general
use of ali residents, and the maintanance staff
would provide preventive and generat
malntenance of the facility’s equipment.

Observations during environmental rounds on I
01/08/15, 01/09/15 and 01/10/15, ravealed ten
(10} of the facility's seventy-gight (78)
wheelchairs, currently in use by residents, had
arm rests with vinyl coverings that were cracked,
frayed, and/or broken open.

intarview, 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 cara
staff could list any identified safety issues/repair
needs for resident rooms and/or resident
equipment such as wheelchairs, LPN #3 further
stated that cracked/frayed viny! on wheelchair
arm rests increased the risk for resident skin
tears, and in tum, could increase the possibility
for inflammation of a resident's skin and infection,

Interview, on 01/08/14 at 2:25 PM, with the ;
facility's Maintenance Director revealed the diract |
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care slaff could list any needed resident
equipment repair in the maintenance depariment
communication log kept at each nurses’ station.
The Maintenance Director stated his staff
reviawed the books daily.

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

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

Review for both of the residents living in Room #2
revealed each had a moderate to severe
cognitive impairment and both wers wheelchair
bound.

interview with CNA #1, on 01/08/15 at 9:00 AM,
revealed it was her responsibility lo ensure the
safety of the residents living at the facliity and i

F 323

she noticad something that nesded repalr she
would tell the unit nurse or put i in the log book at |
the nursing station for the maintenance men to

i 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 i1 stated nelther resldent 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 responsibllity to ensure the
safely of the residents at the facility and it she
saw someathing unsafe in the environment she
would call one of the maintenance men or put the !
information in the log book at the nursing station. :
LPN #1 indicated she had not notliced the
television cable cord hanging out of a hole In the
wall of Room #2.

Interview with the Malntenance Director, on
01/0715 at 3:15 PM, revealed the maintenance
department had not received a work order to
replace the plate over the television cord hale in
Room #2 and he had no Idea how long the cord
had been exposed in the hole in the wall. He
indicated the plate was prabably left off by the
cable company man, but he did not know when
the cable man had last been in the facllity. The
Maintenance Director stated he and no ons in his
depariment made routine rounds of the reskient
rooms or the building to look for environmentat
safety concemns. He indicated the Administrator |
would assign a staft person once a month to

certain number of rooms each month. He
revealed he would fix those things brought to his
attention by the Administrator or by the log book
at each nursing station for work request orders.

Interview with the Administrator, on 01/07/15 at
3:10 PM, revealed he did nol knoew why the
television cable cord did not have a plate overit
as all of the cabla cords had a cover over them to
hig knowledge and it must have been left off by

F 323
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the cable man. Tha Administratar indicated it
was not a requirement of the facllity for any of the
maintenance workers to accompany the cabla

, company workers when they were in the building
) unless they were going up into the attic of the
bullding thersfare, the cabla man could have left
the cable plate off. The Administrator stated he
did assign a staff parson to make rounds of the
tacility with focus on several resident rooms each
month and that assigned statf was totum In a
report of their findings to him. The Administrator
stated he would refer any concerns of things
which needed to be fixed to the maintenance
departmant brought to his attention from the i
audits. He stated he did not make any routine
rounds of the building and resident rooms’
himseif.
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