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Continued From page 53

plans are completed/revised in a timely/accurate
manner. The care plans of residants who have
fallen wouid be reviewed weekly In a Standards of
Care mesting led by the MDS Nurse and the
MDS Coordinator. In attendance at that meeling
are the Diatary Manager, Risk Manager, Social
Services Representative and the Activity Director,
A report would be generated in that meeting of all
falls, the review/revision of the residents' care
plans and any actions taken to address concems
which would include staff education, staff
discipline and care plan revisions io the Quality
Assessment and Assurance Committes monthly
from January 2015 - December 2015,

7. The DON and the Staff Davelopment
Cooardinator 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 Caertified Nursing Asgistants'
(CNA) training on 01/10/15 and continued that
training through 01/13/15, A total of one hundred
nineteen (119) stalf had been trained by 9:30 PM
on 0113415 with one (1) remaining staff notitied
they must recsive training by thalr supervisor prior
to retuming to work. The training 1o all licensed
hurses and certified nursing assistants included:
work order process, care plans, certified nursing
assistant care sheets, proper use and types of
alarms, the scheduled toilefing program
processfform to be used and proper com pletion
of the form. The licensed nurses recelved
training on: falls and proper process for
notification of the resident's physiclan, the
responsible party, the neurclogleal check
process, the proper completion of the Event
Report Form, review/ravision of care plans, root
cause analysis process, policy and procedure on
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Accidents and Incidents, policy on Falls _ _
Prevention, Neurologleal check protocot form and I
the form used for the Scheduled Toileting
Program, !

8. The Administrator provided training to the
Director of Nursing, the Risk Manager and
tharapy staff on 01/12/15 and 01/13/15 regarding
the 1J, policy and procadire revisions, processes
of Fails Commitiee Meeting, quality assessment
and assurance commities role 1o ensure
compliance and develop further actions o be
taken,

[

9. Three (3) notifications of residents’ who fell ]
prior 10 01/12/15 was made to the aitending
physicians and responsible party on 01/12/15 with
one (1) physician and the responsible party
notification of a tall which occurred on 01/13/15.

10. A Falls Commiltee was initlated 01/12/15 to
review lall Interventions, to review
reviewed/revised care plans and to complete root
cause analysis for falls during the meeting. The
Falls Committee is comprisad of the
Adminlistrator, the DON, a MDS Nurse, Social
[ Worker, Risk Care Manager, Restcrative/Wound
Care Nurse and the Rehabillitation Services
Manager and meets Monday-Friday,

. 11. The DON provided training to the
Resiorative/Wound Care Nurse on 01/08/15,
01/10/15 and 01/12/15 addressing the tacility's
scheduled toileting program, the tolleting program
as {t relates to falls, review of the four day bowel
and bladder assessment process lo nole patierns
and trends to develop an individualized scheduled
loileting program for the resident, the process of
documentation on the toileting program form and f
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! audtt the tolleting program using the Scheduled

; documentation was to ensure accuracy and

 trends noted, updates to the toileting program
- and her Initials. On 01/12/15 the

the creation of an audit 100l to audit the clinical
documentation relative to the tcileting program,
monitor for patterns and trends of the tolileting
program and a system to report findings of the
audiis to the Quality Assessment and Assurance
Committes.

12. The Restoralive/Wound Cara Nurse would
Toileting Audit tool. The talleling program

complateness of scheduled tailating programs.
The audit would Include completion of all fieids
on the toileting program document, issues noted,

Restorative/Wound Care Nurse audited
twanty-nina (29) clinical records finding one (1)
area of concern and on 01/13/15 she audited
twenty-aight {28) clinical records finding one (1)
area of concem. The Restorative/Wound Care
MNurse Is to report identified concems with the
toileting program to the DON and the Quality
Assessment and Assurance Commitiee will
review and monior those findings.

13. The facility will utilize the Quality
Assessment and Assurance Commitiee to review,
evaluate and monltor for compliance with the
notification of physician/responsible party,
revision of resident care plans, toileting program
and accidents and supervision with the following
documents to be utilized: audits for falle, audits
of notification of resident’s attending
physician/responsible party, audits of care plans
addressing falls and audits of toilleting program.
The monthly meeting of the Quality Assessment
and Assurance Comimittee 1o be held In February
2015 will be the initial mesting 1o review all of the
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audit Information. These meetings will continue
manthly for the nexi calendar year and will review
the audit findings, assess the effectiveness of
actions taken, revise acllon plans if necessary
and conlinue to monitor the specitics of all falls
within the facllity,

On 01/2315, the State Survey Agency (SSA)
valldated the facillty's AOC prior to exit through
observation, interview and record review as
follows:

1. Telsphone Intarview with the Medical Director,
on 01/26/15 at 2:30 PM, post survey dus 1o
lecture schedule and unavailablility, revealed he
was conlacted by the Directar of Nursing (DON)
on 01/08/15 regarding the Immediate Jeopardy.
The Medical Direclor revealed he and the DON
discussed several issues in regard to the
Immediate Joopardy Le. the cause of resident
falls, toileting issuesftofleting schedules, CNA
education, review of residents’ medications, use
of non-skid socks/shoes (should always be
available) end lighting. He also revealed he and
tha DON discussed revision of the residants’ care
plans as necessary and tha revisions naeded for
facility policies; spacifically Accidents/incidents,
Fall Pravention and the Toileting Program. The
Medical Director Indicated he told the DON the
quastion should always be asked after a
resident's falt where the facility failed and what
should be done to prevent resident
falls/accidents.

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

: retrained the Administrator on the need 1o ensure
1 policies and procedures were in place (process of
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physiclanfamily notification, supervision and falls,
care plan revisions and scheduled toileting 1
programs). Further review of the Administrator's |

notes from telephone conversation with a
Goveming Body reprasentative on 01/09/15
revealed the representative addressed the
process of sool cause analysis which required
intense and in-depth questioning, record review,
and resident, statf and witness interviews, Aiso
discussed during the 01/09/15 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 concerns
identified to be addressed in staff training.

Interview with the Administrator, on 01/23/15 at
10:50 AM, revealad he had a lelephone
conversation with a Governing Body
representative on 01/08/15 and 01/09/15 1o
Include how to complete the process of
physician/tamily notification when a resldent had
a fall, how to tollow the facility policy regarding
falls, care plan revisions, the scheduled tolieting
programs, and the process in-depth root cause
analysis.

3. Review of the Resident Audit for Immediate
Jeopardy January 2015 document reveated one
hundred-eleven (111} residents (census of
01/10/15) were reviewed for falls in the past three
{3) months-datetime/root cause; interventions
added at time of fall, scheduled totlsting and
times, alarms typafiocation/ care plan updated at
time of fali and any interventlons added at time of
audil with signatures of nurses completing the
audiis. In addition, record review of Unsamplad
Hesident C's individualized toileting program
revealed it had been revised as a result of the !
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 frame for taileting of 3:00 AM - 5:00 AM as the

| Interview with the DON on 01/23/15 at 16:00 AM

| altempting to self tollet.

audit on 0110/15 with changes to reflect a time

resident had fallen during those hours whan

revealed he was involved in the audit of all
residents' charts who were In the facility on
01/10/15 to review all falls within the past three
(3) months in regard-date/time/roct cause,
Interventions added at time of fall, scheduled
toileting and times, alarms typa/location/ care
plan updated at time of fall and any interventions
added at time of audit.

Interview with the Risk Manager, on 1/23/15 at
4:32 PM, revealed she was involved in the review
of residents' falls for the past thres (3) months
that included the current census of one hundred
and slevan (111) residents on 01/10/15 and the
review covered the date/time/root cause,
intarventions added at time of fall, scheduled
toileting and times, alarms type/ocation/ care
plan updated at time of falt and any interventions
added at time of audit.

Interview with the Minimum Data Set nurse, on
01/23/15 at 3:44 PM, the Restorative/Wound
Care Nursa, on 01/23/15 at 3:55 PM, two (2) Unit
Managers on 01/23/15 at 4:45 PM, a Staff Nursa,
on 01/23/15 at 5:05 PM, and the Statf
Development Coordinater, on 01/23/15 at 5:30
PM, revealed thay had all been Involved in the
audit of the facllity residents on 01/10/15 to
review ail falls within the past three {3) months in
regard-dateftime/root cause, interventions added
at time of fall, scheduled toilsting and times,
alarms type/acation/ care plan updated at time of
fall and any interventions added at time of audit.
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Record review of one resident's individualized
toileting program revealed it had been revised &s
a result of the audht on 01/10/15 with changes to
reflect a time frame for tolleting of 3:00 AM - 5:00
AM as the residant has fallen during those hours
when attempting to self {oilet.

4. Review of the policy, Accident and Incidents,
on 01/23/15 at 9:00 AM revealed it had been
revised to include notification to the physician
within thirty (30) minutes of a fall involving head
injury or a fall which was not witnessed. Review
of the policy, Falls Prevention, on 01/23/15 at
9:10 AM, revealed it had been revised to include
the check of salety devices sach shiit to ensure
they are in place and functioning properly.

interview with the Administralor and the DON, on
01/23/15 at 10:05 AM, revealed they had met with
the Medical Director on 01/08/15 to review
policies, procedures and practices for physician
nolification, root cause analysis of accidents,
incidents and falls pravention, ravision of care
plans and the scheduled toileting program and
they made revisions to the Falls Prevention and
the Accident and incidents policies.

Observation, on 01/22/15 at 10:40 AM, revealed
Hesident #25 had an alarm on the whealchair as
care planned and on 01/22/15 at 1:00 PM,
Resident #25 was seated in the wheslchair with
an alarm on the wheeichair. Observation of
Resldent #27, on 01/23/15 at 8:15 AM and 1:25
PM, ravealed an alarm an the resident's
whealichalr. !

Review of the record tor Resident #25 revealed
the resident's alarm had been checked on day
shift per faciliy policy and was functioning and
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: shift per facliity policy and was functioning.

Continued From page 60

review of Resident #27's record revealed the
resident’s alarm had been checked on the day

5. Review, on 01/23/15 at 10:13 AM, of the
conient for an inservice to licensed nursing staff
on 01/10/16 revealed the procedure for
conducling neurological checks was reviewed by
the Director of Nursas and Staff Deveiopment
with the nurses and they were informed of
additional pen lights (used duting the nsurological
checks) baing available in the facility on all of the
crash carts. FReview of two (2) medical supply
company invoices on 01/23/15 revealed
additional pen lights had been ordered by the
Administrator for nurses to use during
neurological checks.

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

Interview with LPN #4, on 01/23/15 at 10:20 AM,
revealed she had been retrained on neurological
checks for residents with possible head injury
during a tralning provided to all licensed nurses
on 01/10/15 by the Staft Developmaent
Coordinator and she knew pen lghts were
available in the facility on the crash carts.

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

F 280
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' Interview with LPN #1, on 01/23/15 at 1:40 PM

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

7. Interview and record review with the DON, on
071/23/15 at 2:18 PM, revealed he was provided
tralning by the Administrator on 01/09/15 on
physicianfresponsible party notification after a
rasident's fall. He revealed he and tha Staff
Devslopment Coordinator began on 01/10/15 an
ail nursing staff training regarding the
physicianresponsible parly notification after a
resident's fail, and continued through 01/13/15. A
review of in-service training records on 01/23/15
revealed one hundred nineteen (118) staff had
been trained by 5:30 PM on 01/1315 as
cross-referenced with the facility human resource
department staff roster. The training also
included: work order process; care plans; certified |
nursing assistant care sheets; proper use and
typas of alarms; the scheduled toileling program
processform to be used and proper completion
of the form. The licensed nurses received fraining
on: falls and proper process for notification of the
resident's physiclan, the responsible party; the
neurological check process; the proper
completion of the Evenl Report Form;
review/revision of care plans; root cause analysis
process; policy and procedure on Accidents and
Incidents; poficy on Falls Prevention; Neurclogical
check protocol form and the form used for the
Scheduled Tolleting Program.

and the Restorative Nurse, on 01/23/15 at 3:55
PM, revealed she had been trained on
physiclanfresponsible party natification regarding

]
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a resident fall, care planning, event reports,
scheduled toileting program/Aour (4) day
bowel/bladder trending/proper documentation on
011015 at 9:00 AM.

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

Interview with CNA #12, on 01/23/15 at 1:50 PM,
revealed she had been tralned on how to fill out
the folleting program documentation, how to
report any maintenance issues, the nacassity to
checit alarms on any residents, to answer call
lights timely and to report any concems
immediately.

8. Reviaw, on 01/23/15, of a therapy education
attendance form and an adminlisirative staff
in-service training record each dated 01/13/15
revealed therapy staff and administrative staff
had been tralned by the Administrator on
appropriate prolocol {0 alert the maintenance
department of safety issuss and malntenance
requests and a summary of the lJ recelved on
01/08/15.

Interview with the Business Otfice Manager, on
01/23/15 at 5:10 PM, revealed she received an
In-service regarding the Immediate Jeopardy
notification and the ramHications of same. She
stated the in-service included reporting
maintenance concems and how the {acility was
doing roct causa analysls during the moming

F 280

meeting.

Interview with a Certified Occupational Therapy

L
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Alde, on 01/23/15 at 4:50 PM, revealed he
racaived an inservice about the Immediate
Jeopardy, the Falls Prevention policy and root
cause analysis among other resident falls
concems fike the loileting program and all was
proesented by the Administrator.

. 9. Review of the nursing noles for Resident #23
' and Unsampled Residents B, and C revealed the
aftending physician and responsible party were
notified on 01/12/15 of falls prior to that data and
for Unsampled Resident D the attending
physician and responsible party was notifiad on
01/13/15 of a fall which occurred on 01/13/15.

Interview with the DON, on 01/23/15 at 2:19 PM,
revealed three (3) resldents were discovered on
01/12115 to need physicianfamily notifications of
talis which eccurred prior to 09/12/15 and a
physicianfamily notification was made on
01/13/15 regarding a fall on that date all due to
implementation of a revised notification system.

sheel was reviewed on 01/23/15 which indicated
the Administrator, the DON, the MDS
Coordinator, Social Services #2, the Risk Care
Manager and the Restorative/Wound Cara Nurse
were present at a meeting on 01/12/15 to review
rasidents who had falls.

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

i falis at the 01/12/15 Falls Committes meeting
were Rasident #23 and Unsampled Residents B
and C.

l 11. Interview with the Restoratlve Nurse, on

{ 01/23/15 at 3:55 PM, reveaied she was trained by

F 280

10. A Falls Commitiee meeting attendees sign-in :
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the DON, on 01/10/15 at 9:00 AM, en
Physiclan/rasponsible party notification regarding
a resident fall, care planning, event reports, and
scheduled toileting program/four (4) day
bowelbladder trending/proper documentation.
She stated she had been made aware of the
Immediate Joopardy and the impfications of the

' Immediate Jeopardy on 01/08/15, but she didn'
remember if she signed an altendance sheat for
that date on 01/12/15,

Reviaw of in-service training records revealed the i
Restoralive Nurse signed a training record on ‘
01/09/15 {no time), on D1/10/15 at 9:00 AM and
on 01/12/15 (no time). I

12. intervlew with the Rastorative Nurse, on
01/2315 at 3:55 PM, revealed she would use the
Scheduled Tolleting Audit tool 1o ensure accuracy
and completeness of scheduled toileting
programs Monday-Friday. She stated the audit
would include complation of all fields on the
toileting program document, issues noted, trends
noted, updates to the tolleting program and her
Initials, She Indicated she had complated an
audit of twenty-nine {28) clinlcal records on 3
01/12/15 finding one {1) area of concem and she
audited twenty-eight {28) clinical records on
011315 finding one (1) area of concem. The
Restorative Nurse revealed she would report to
the DON each moming Manday-Friday any
concems she had identified from the audits and
ha would follow-up on them. She stated she
would aiso report her findings to the CQuality
Assessment and Assurance Commitiee monthiy
and the committee would review and monitor
. thoss findings. }
: i

Review of the scheduled tolleting audit for |
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| January 2015 revealed the audit was started on
| 01/ 2/15 and was completed to 01/23/15,

13. Intetview with tha Administrator on 01/23/15
at 5:23 PM revealed the facility ulllized the Quality
: Assegsment and Assurance Committes to review, i
: evaluate and monitor for compliance with tha
; notification of physiclan/rasponsible party,
| revision of resident care plans, toileting program
' and accldants and supervision with the following
documents to be utitized: audits for falls, audits
' of notification of resident's attending
| physiclan/responsible party, audits of care plans
addressing falls and audits of toilsting program.
The monthly meeting of the Quality Assessment
and Assurance Committee to be held in February
2015 will be the initial meeting to review alt of the
audit information, These meetings will continue
monthly for the next calendar year and will review
the audit findings, assess the sffectiveness of
actions taken, revisa action plans if necessary
and continue to monitor the specifics of all falls
within the facllity.

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

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

have been affected by the deficient practice? |

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

accordance with each resident's written plan of Unit Manager responded to Resident #'s |

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

I
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cara, education on the need to respond to
resident care needs in a dignified and
prompt manner and address their needs or
This REQUIREMENT is not met as evidenced i delegate another staff member 1o address
by: : the resident’s needs, Education was
Based on observation, interview, record and provided to LPN #5 by the Unit Manager
policy review, it was determinad the facllity talled on 01/07/15. LPN #5 was instructed to
L%::t:::n:aeec:?:nsfgnm glsalf:;:lz:tns?erz t'he familiarize self with the residents' care plans
wi ented for ; ;
two (2) of thirty-twa (32) sampled residents and given direction on bow and wher (o
(Resident #3 and Resident #16). The facility care £d - .
i ucation was provided by the Restorative/
! planned Resident #3 to be turned and Wound Care Nurse to CNA #5 on th
repositioned as needed due to pain, pressure and ound fare Nurse to on the
mobility. LPN #5 continued 1o pass medicalions process to ensure alarms have balterles and
and failed to respond to assist the resident to tum are functioning. All Nursing staff were
and reposttion when he/she repeetedly cried out provided training on the proper use and
for someane to tum him/Mer because he/she was verification of proper function of alarms
hurting. initiated on 01/10/14 and ended on 01/13/14
by the DON and Staff Development
In addition, the faciilly failed to ensura Resident Coordinator (SDC). Licensed nurses were
#16's bed alarm was functioning as care planned provided education on the proper action and
at the ime of the resident’s fall. The nurse documentation to be taken and made when
discovared that the batteries 1o the alarm were an alarm is to be used to include who, how,
missing. and when the alarms are to be checked flor
. functioning by theDON and SDC initiated
The findings inciude: on 01/10/14 and ended on 01/13/14. CNAs
. ided training on their
Review of the facility's policy titled W lines ; :
Comprehensiva Care Plan%aiad July 2009, lr‘cs;;‘onsll?lht.y " l;’:l appl'i;uf n and checking
revealed the comprehensive care plan would ‘l’r 'm;urom“go foms tha u;“{: DON
include measureable objectives and timetables to erpds b DL RUA B A AT
meel the resident's medical, nursing, and ! and SDC.
psychological needs as identified in the
comprehensive assessment. The care plan would f
include lems or services ordered, provided, or 2. How the facility will identify other
withheld. In addition, the care plan shouid residents having the potential to be
address prevention of avoidable decline in affected by the same deficient practice?
functional status, and the resident's care needs.
|
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1. Raview of Resident #3's clinical record
revealed the facility admitted the resident on
02/22/10 with dlagnoses of Cerebral Palsy,

! Pressure Ulcer, Spina Bifida, Blindness,
Seizures, and Urinary Tract Infection. Review of
the Annual Minimum Data Set (MDS)
Assessment, dated 03/21/14, and the Quarterly
MDS Assessment, dated 11/14/14, revealed the
facllity assessed the resident as requiring
extensive assistance with bed mobility, and as
having one (1) or more pressure ulcers at Stage |
ar higher.

Review of the Minimum Data Set (MDS), dated
11/14/14, revealed the facility assessed the
resident with a Brief Interviaw for Mental Stajus
(BIMS) with a score of twelve (12) reflecting
minimal cognitive impairment.

Review of the Comprehensive Cars Plan for
Resident #3 revealed the faclllly developed a care
| plan on 03/02/10, with an updated goal and target
date of 02/14/15, for the problem of Potential for
Pain or Discomtor related to staged prassure
uicers, immobility, and Spina Bifida. Interventions
- listed Included 1o obsarve for quality, intensity,
duration, and frequency of pain symptoms and to
postiion the resident for comiort as neaded.

Continuous observations, on 01/07/15 from 7:50
AM to 8:13 AM, revealed Resident #3's pleas for
help with repasitioning went unanswered.

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

’ Licensed Practical Nurse (LPN) #5 was at the

I medication cart near Resldent #3's room.
Resident #3 yelled from his/er room, *help me
pleass, someone help, | don't like iaying an this

| 5ide, help, hey help.” LPN #5 pushed the

¢ 2g2{ Continued from page 67

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

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

All staif were educated to respond to

resident’s requests in an appropriate, timely
and dignified manner. This education was
provided by the Staff Development
Coordinator on 02/13/15. The Risk Care
Manager will observe stail's response to
resident care needs once a day Monday
through Friday on the 6:00 a.m. to 2:00 p.m.
shift. The Director of Nursing will observe

| stafl's response to resident care needs once a
day on Monday through Friday on the 2:00
p-m. to 10:00 p.m. shift. The Administrator,
in the DON's absence, will observe staff's
response to resident care needs. The House
Supervisor Licensed Nurse will observe staff's
response to resident care needs on all three (3)
shifts on the weekends. The House
Supervisor Licensed Nuree will observes staff's
response 1o resident care needs on Monday
through Friday on 10:00 p.m. to 6:00 a.m.
shift. Observation will include activated call
lights, emergency call lights, and alarms.
Staff's response will be observed and
documented. Immediately, the observer will
address concerns with the staff member being

FORM CME-2567(02-09) Previcus Varslons Obsolete Event iD: CNWW11 Facility 10: t00BITA i continuation sheat Page 68 of 148

oy -
FEB27 204
CFFICE OF W$hse "% 3euemal,

DVISIGH CRHEY " mew ~on PR

. - =)




From:Green Meadows Health Care Gtr. 502 955

DEPARTMENT OF HEALTH AND HUMAN SERVICES

7395 02/27/2015 18:29 #950 P.074/153

PRINTED: 02/06/2015

FORM APPROVED
OMB ND. 0938-0391
STATEMIENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREOTION IDENTIFIGATION NUMBER: T COMPLETED
185454 i 01/23/2015
NAME OF PROVIOER OR SUPPLER STREET ADDRESS, CITY, STATE, 2IP CODE
310 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1 MOUNT WASHINGTON, KY 40047
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 68 F 282 Continued from page 68
medication cart down the hall and prepared observed and document such education. A
medications to be administered. Resident #3 total of twenty-five (25) observations per
cantinued 10 yell, "Please wlil you do it, 1 don month per shift will be completed.
want !D: please help me, someone tum me over Each resident who has an alarm being used |
please. will have their CNA care sheet documented
flect th is to check th
Observation, on 01/07/15 at 8:00 AM, revealed tore er E-CN!A ) :}f ;-ﬁ Ae l-ahArm f?-r
LPN #5 was at the end of the hall and Resident f::g:;l:'x:f:;:g:: wilfble ":mt:;':g;
#3 yelled louder, “Please, please, | want to turmn
over, come on, please! Come on now. Please, mainiained by the Risk Manager. This
not kidding when | say | want 1o tum over, please listing of rcsiclt‘:nl.s with n%arms is used to
come on.” LPN #5 continued with the medication ; determine audits and review during
pass. Resident #3 continued 1o yell, "Where you | Standards of Care mecling. Administratar
at? Hey, I'm not gaing to wali 1o tum aver, please, will assign Department Heads and
please somebody.” The rasident could not tum Administrative Staff the responsibility of
them self or reposttion, observing the provision of care, record
review and staff and resident interviews
Observation, on 01/07/15 at B:05 AM, revealed based on specific problems/needs, goals
LPN #5 was beside Resident #3's room with the and targets and approaches from residents’
medication cart. Resident #3 yelled, "Please, plan of care seven (7) days 2 week. Five (5)
please, | want to tum aver please.” LPN #5 assignments will be made each day. Staff
continued to prepa.re. medication for , assigned will document their findings and
Egmimztdm_"c:: ::: 8:10 ':‘th- LgN ::’5 “:"‘;’33 present to the Administrator during the
; e:?d ved g yeelledoTPllraa ect'u rr?in eegver 'please Daily QAPIIIDI;I‘ meeting the following day
come on now, Come on, | don't care, Please tum J g;: "fi:ik‘::; i;'::ie 'l;:':tnz '::ln?:i‘f ¥
me over, | hurl. Please turn me over, Turn me b ing. T d' ified ° ?ll b
over." Observation at 8:13 AM, revealed LPN #5 ¢ongoing. lcentiiied concerns will be
was outside of Resident #3's room and standing reviewed by the members of the QAPI/IDT
at the medication cart when the Unit Manager team and action plans created and
(UM) walked up to her. The UM was observed assignments of staff made te ensure actions
' answering Resident #3 from the hallway and are taken. Progress of actions plans will be
- walked into the resident's room. LPN #5 reported to and reviewed by the QAPI/IDT
" cantinued past Resident #3's room without teamn.
entering.
Interview with Resident #3, on 01/07/14 at 8:15
AM, revealed the resident fell much better singe
he/she had been repositioned and was now on
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: Resident #3's room; the resident was faying on

- Diractor of Nursing (DON), revealed he expectad

Further interview with LPN #5 revealed she was
not famillar with Resident #3's care plan. £PN #5 .
stated residenis should be tumed at least svery
two (2) hours by the Certitied Nurse Aides
{CNAs). LPN #5 stated she monitored the CNAS'
tuming of residents by comparing the residents'
positions to how they were positioned the last
time she observed them.

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

his/her side facing the door and the resident
asked to ba lumaed. She asslisted by repositioning
Resldent #3 onto histher back. The UM stated
crying in pain and begging to be tumed was not
the usual behavior for the resident. The UM
stated all stafl was responsible for seelng to the
needs at the residants. The UM further stated she
attended all residents' care plan meetings with
thelr famiiies, but she did not know Resident #3's
care plan off the top of her head.

Interview, on 01/08/15 at 10:15 AM, with the

staff to answer resident's call lights within five (5)
minutes, emergency lights within three (3)

alarms, that they are care planned and placed
on the C.N.A. care sheets and that five (5)
audits of the alarms for proper functioning
have been completed on a weekly basis with
any necessary education and action having
been taken. This report by the Risk Care
Manager will be provided on a monthly basis
for the remainder of the 2015 calendar year,
Quality Assessment and Assurance
Committee will monitor this report provided
by the Risk Care Manager on a monthly basis
for calendar year 2015.
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F2 :i::inu: d Emm Page 68 e 4. How the facility plans to monitor its
er back. performance to ensure that solutions are
Interview, on 01/07/15 at 11:00 AM, with LPN #5 L
revealed when she got near Resident #3's room . .
to administer medication, she heard the resident The Risk Care Manager will submit a report
call out, but she did not go into the room because to the Quality Assessment and Assurance
the UM went into Resident #3's room to assist. Committee reflecting the residents who have
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minutes and a resident's call for help,
immediately. The DON further stated twenty-three
(23) minutes was too long for a resident's cry for
assistance to go unanswered. The DON stated
call light audits were completed manthly and if
Issues were noted, they were discussed with staff
during In-services.

2. Review of Resident #16's clinical record
revealed the facility originally admitted the

, rasident on 08/05/10, and readmitted the resident

on 01/20/11 with diagnoses of Atrial Flutter,
Hypertension, Hyperlipidemia, a history of Urlnary
Tract Infections (UTls), Cardiomegaly, and
Dementia with Behavior Disturbance.

Continued review of Resident #16's clinical record
revegled hefshe recelved rautine anticoagulation
therapy {Coumadin) along with Digoxin and

F 282

Aspirin for a diagnosis of Atrial Fibriliation.
Resldent #16's Minimum Data Set (MDS)
assessmenl, dated 12/10/14, revealed falls was a
triggerad care area. Review of the
Comprehensive Care Plan, dated 02/20/14,
revealed a care plan for falls with multiple
interventions, which included a sensor pad/alarm
10 the resident's bed; howevar, it did not give
direction as to who, how, or when the alarm was
to be checked {or funcilon or to check the
battaries.

Review of the Nurses’ Notes revealed it was

- documented that Resident #16 was found, on

12/30/14 at 2:45 AM, with his/her body half on the
bed, and half on the floor. The Nurse's Note
stated the resident had no apparent Injuries, but
neurological (neura) checks were initlated by the
facility's protocol. The Physician was notified ater
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that morning at 10:40 AM and returned the call at
12:05 PM.

Review of the facility's Investigation, reveaied it
was documented that three (3) hours prior to the
incident, Resident #16 was awaks, talking and
raclining on his/her bed. But, at 2:45 AM Certified
Nursing Assisiant {CNA) #5 observed Resident
#16 sitting on the fioor on tha fail mat beside
his/her bed. When the unit's licensed nurse
inspected the sensor pad on the bed, the
batteries that powered the device were missing.

interview, on 01/09/15 at 9:35 AM, with CNA #5
revealed she was assigned to provide care to
Resident #16 on the second shift on 12/29/14 and
on the third shift on 12/30/14. CNA #5 stated she
prepared the rasident for bed by performing
perinaal care, putting the bed in lowest position, '
and placing the floor mat beside the bed.
However, CNA #5 stated she forgot to check the
sensor alarm for function before leaving Resident
#16's room. CNA #5 stated that during the early
moming hours of 12/30/14 at 2:46 AM, she
entered Resident #16's room, tumned 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 Staff Development Nurse
provided a writien In-service on tab and bed
alarms. The facility's insevice instructed staff that
it was the CNA's responaibility to be sure the 0
alarms had batieries and were functioning. CNA
#5 stated that she could not remember exactly |
when that In-service occurred, CNA #5 stated
Resident #16 was suppased to have a long
sensor pad on his/her bed, and the alarm on the
| pad should sound if the resident tried to get up
from bed. CNA #5 stated the staff person |
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responsible for caring for the resident was
supposed to test the residents’ alarms during
his/her rounds at the heginning of the shift. CNA
#5 stated she failod to check Resident #16's
alarm for functioning.

Interview, on 01/08/15 with the Unit Manager
(UM) for the Orchard Unit, revealed she learned
about Resident #16's fall on 12/30/14 during the
moming staff meeting. The UM stated the night
nurse told her the sensor alarm was not working,
and the entire box (unit) for the alarm was
changed out after CNA #5 found the resident on
the floor. The UM stated it was the CNA's
responsibility to check the bed/chair alarms each
shift to ensure they had batteries and wera
functioning. The UM stated she did notknow it .
the night nurse had re-educated CNA #5 to check _
the residents’ bed or chair alarms for batterlas v .
and function at the beginning of @ach shift.

Interview, on 01/09/15 at 3:40 PM, with the
Director of Nursing (DON) revealad CNAs were
responsible for checking residents' bsd and chair
alarms. In addition, the CNAs were to sign off in a
log bock, at the end of their shlfts, to verily the
residents' bed and chair alarms had been
checked and wara functioning. The DON further
stated that he, the shift suparvisor, and each
unit's licensed nurses, were responsible for
ensuring all residents’ bed and chair alarms were
working, and that all safety measures were in
place to protect the residents frem potential
infury, as care plannad. .
F 315 | 483.25(d) NO CATHETER, PREVENT UT), F 315,1. What corrective action will be 02/25/15
§S=J | RESTORE BLADDER accomplished for those residents found to
have been affected by the deficient practice?

Based on the resident's comprehensive

t
i
i
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assessment, the facility must ensure that & The Medical Director was notified of
resident who enters the facility without an Immediate Jeopardy and incidents causing
indwelling catheter Is not catheterized unless the the Immediate Jeopardy on Thursday
;eaﬁetgt's cllgri'c;l at;ogg(l:tg; g;m::;t;atesl ttihalt 01/08/15. A representative of the
rizati f residen [ ‘ ;
who Is incontinent of bladder receives appropriate Gg::irl:;_mg i ?(riowded tc];e ducati
treatment and services to pravent urinary tract Administrator guidance and education on
i infections and to restore as much norma! bladder physician and family notification,
function as possible. supervision and investigation of falls, care
: plan revisions and scheduled toileting
’ programs on 01/08/15 and 01/09/15.
Im‘" REQUIREMENT is not met as evidenced Licensed nurses (DON, Staff Development
Based on observation, intarview, record review, Coordinator, Risk Care Manager,
and review of tha faciiity’s policy, it was Restorative/Wound Care Nurse,
determined tha faclity failed to have an effective Minimum Data Set Nurse, House
system in place to ensure a tolleting program was Supervisor, two (2} Unit Managers and a
| -mp:?mentei:&;indonﬂﬁred and revised lo meet the Staff Nurse) completed an audit on
tesidents’ individual incontinent needs for two (2)
of thirty-two (32) sampled residants (Resident's 01{10/1 5 for the one hundmfl ¢ leven !1 1)
#15 and #20), residents currently in the facility. This
incuded thirty (30) residents who had a
Review of Resident #20's tolleting documentation fall in the past three (3) months, and ;
revealed there was no completad assessment of cighty-one (81) residents who had no fall :
urinary frequency, fncontir:’ence or continent within the past three (3) months. The
episodes documenited to dstermine If the toileting i ;
program was meeting the need of the resident or ;ucht mdmfiedt; rme\; o]iti:lerilﬂ ﬂ}:nt
the goal to decrease the number of incontinent ocument for those who had fallen for
episodes. This resident sustained two falls with root cause of the fall, interventions added
infury related to incontinence and trying to change . to the care plans at the time of the fall,
solled clothes. On 12/10/14 the resident was times of scheduled toileting program (if
ambulating from the toilet to the wheelchair when any), alarms utilized, care plans,
they fell hit his/her head. Cn 1214/14 the notifications made to the attendin
resident was found in the closet trying to change . ' ) B
his/her ciathing, the brief was around the ankles physician and resident’s responsible party
wet with urine and feces was found on the and interventions added after the audit
resident's buttocks. The resident tell and hit their was completed. An action taken asa
. head on the room maltas foot board and ! result of the audit included updates
_ ) Sustained a hematoma. The resident was i ! revision to care plans for eleven (11)
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[ taking self to the bathroam and felf sustaining an

transferred to the hospital for evaluation and
axpired on 12/16/14,

Review of Resident #15's toileting program

| revealsd inconsistent documentation of the
program and the resident sustained three (3) falls

. With injury related fo incontinence and attempting

' {o take self to the tollet. On 11/17/14 the resident

was laking self to the bathroom and fell recsiving

a laceration to left eyebrow. On 12/15/14 the

rasident was incontinent and fell with pain in the

t right shoulder. On 12/17/14 the resident was

abraslon to the back and a skin taar 1o the elbow.

The facility's failure to have an effactive system In
place for implementing, monitoring and revising
1he toileling programs for rasidents has caused or
is likely to cause serious injury, harm, impairmaent
or death {o resident. The Immediate Jeopardy
was [dentifled on 01/08/15 and determined ta
exist on 12/10/14.

An acceptable Allegation of Compliance {AQC)
was received on 01/20/15 alleging the Immadiate
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 a "D" while the facllity moniors the
implementation of the Plan of Correction (POC)
and the facility’s Quality Assurance monitors the
effectiveness of the sysiemic changes,

The findings Include:
Review of the a policy titles Bowel and Bladder |
and provided by the facliity as the toileting

program policy, dated September 2010, revealed

residents that included reachers; toileting
in early morning hours, sensor pads;
mattresses; and non-skid strips to the
floor. In addition, one resident's toileting
program was addressed as a result of the
01/10/15 audit with 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 o review policies,
procedures and practices for physician
notification, root cause analysis of
accidents, incidents and falls prevention,
revision of care plans and the scheduled
toileting program. Revisions were made
to the policy, Accident and Incidents, for
physician and responsible party
notification to include notification to the
physician within thirty (30) minutes of a
fall involving head injury or a fall which
was not witnessed. Revision was made to
the policy, Falls Prevention, to check
safety devices each shift to ensure they are
| in place and functioning properly. The
procedure for conducting neurological
checks was reviewed by the DON and
Staff Development Coordinator and all
licensed nurses provided education on
that process on 01/10/15 through :
01/13/15. The DON and the Staff :
Development Coordinator conducted the |
l

inservice training on neurological checks
and additional pen lights (used to conduct
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avery resident would bg assessed and

; maintained at their highast leval of continenca.
The tolleting program would be individualized
specific 1o a resldent's incontinent pattem. The
program would be implemented and noted on the !

plan of care. !

1. Review of the closed clinical record for
Fesident #20 revealed the facliity admitied the
resident on 05/21/14 with diagnoses of Deep Vein
Thrombosia, Alzheimer's, and Gait Ataxia.
Resident #20 also had a history of falls.

Review of Resident #20's Quarterly Minimum
Data Set (MDS) assessment, completed on
11/07/14, revealed the facility assessed the
resident as not steady on his/her feet and
requiring extensive assistance from staff 1o tollet,
walk, and bathe. The MDS assessed Resident
! #20 as frequently incontinent of urine and was

i currently on a urlnary toileting program. The
faclity conducted a Brief Intarview for Mental
Status (BIMS) during the assessment and the
resident scored an aight (8) out of filteen (15)
indicating moderate cognitive impairment.

Heview of Resident #20's inltial Plan of Care for
Scheduled Tolieting, dated 05/21/14 and the
comprehensive care plan dated 05/29/14,
revealed the goal was for the resident to have
decreased episodes of incontinence.
Interventions listed included; encourage resident
to use the toilet in accordance with the program;
evaluate the program quarterly and as needed:
and, encourage the resident to request staff
assistance with tolleting at times other than
scheduled toileting limes,

Review of the Behavioral Program form, dated

F 315 Continued from page 75

the DON on 01/12/15, The MD$
Coordinator, MDS Nurse, DON and Risk
Manager are responsible for ensuring care
plans are completed/revised in a timely/
accurate manner. A Falls Committee was
initiated 01/12/15 to review fall
interventions, to review reviewed/revised
care plans and to complete root cause
analysis for falls during the meeting. The
Falls Commitiee is comprised of the

: Administrator, the DON, a MDS Nurse,
Social Services Representative, Risk Care
Manager, Restorative/Wound Care Nurse
and the Rehabilitation Services Manager
or therapy representative and meets
Mondy through Friday. The MDS
Coordinator, MDS Nurse, DON and Risk
Care Manager are responsible for
ensuring care plans are completed/revised
in a timely/accurate manner. A Standards
of Care meeting is led by the MDS Nurse
and the MDS Coordinator. In attendance
at that meeting are the Dietary, Risk
Manager, Social Service Representative
and the Activity Director. A report would
be generated in that meeting of all falls,
the review/revision of the residents’ care
plans and any actions taken to address
concerns which would include staff
education, staff discipline and care plan
revisions to the Quality Assessment and
Assurance Committee monthly from
January 2015 -
DON and the Staff Develonment !

December 2015, The
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05/20/14, revealed Resident #20 was placed on & Coordinator were provided training by
scheduled tolleting pregram with intarventions to the Administrator on 01/09/15 on
toilet at regular intervals that matched elimination physician and responsible party
patterns identified. However, the Four (4) Day notification. The DON and the Staff
Bowel and Bladder assessment form, used 1o : :
determine Resident #20's elimination patterns, PWCIOP ment ('.?oordmalor mmam! all
dated 05/23/14, revealed no documentation the licensed nurses' and Certified Nursing
! resident was tolleted, found wet o dry for an elght Assistants’' (CNA) training on 01/10/15
{8) hour time-frame, on 05/22/14 from 5:00 AM to and continued that training through
1:00 PM, and for a twenty-two (22) hour 01/13/15. All staff have been trained. The
g‘ae'g:aim:;“ggg;/‘ 1:' :Lmigg ‘:‘T until 11:00 training to all licensed nurses and certified
documentation for a fourteen (14) hour nursing assistants mclut:.icd: wor]f order
time-frame from midnight till 2:00 PM. process, care plans, certified nursing
' assistant care sheets, proper use and types
Review of the Scheduled Tolleting Program plans, of alarms, the scheduled toileting program
dated June 2014 thraugh Decembaer 2014, : process/form to be used and proper
ravealed staff was to documen? continent completion of the form. The licensed
episodes on the form under headings labeled: nurses received training on: falls and

Tollet as needed during the night, with morning

care, after breaklast, after lunch; between 3:00 proper process for notification of the

PM and 5:00 PM, after supper, at bedlime; and, ' resident's physician, the responsible party,
between 10:00 PM and 12:00 PM. On the botiom the neurological check process, the proper
portlon of the form the staff was to document completion of the Event Report Form,

incontinent episodes every two hours. Continued
review of the Scheduled Toileting program forms
revealed numerous blanks, indicating staff did not

review/revision of care plans, root cause
alnalysis process, policy and procedure on

document continent and incontinent episodes as Accidents and Incidents, policy on Falls
reguired each month. Continued review of the Prevention, Neurological check protocol
documents revealed no revisions were made to form and the form used for the Sheduled
Resident #20's scheduled 1olleting time-frames to Toileting Program. The Administrator
indicate the staff was performing toileting at the provided training to the Director of
:Lni';:'the residant would mostly likely need to Nursing, the Risk Manager and the

. therapy staff on 01/12/15 and 01/13/15
Review of the Restorative Monthly Assessment regarding the I], policy and procedure
form, dated 11/07/14, revealed staff documented revisions, processes of Falls Committee
the resident continued to frequently dribble urine Meeting, quality assessment and assurance
and had a decrease In ambulation ability due to committee role to ensure compliance and
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knee pain. Howevaer, there was no documented
assessment of urinary frequency, incontinence or
continent episodes documented on the form to
determine if the program was meating the needs
of the resident or the goal to decrease the
number of incontinent episodes.

Review of the Restoralive Monthly Assessment
form, dated 12/03/14, revealed staff documented
Resident #20 had a signtficant decline In
embulation with complaints of bilateral leg pain
and the resldent remained on the scheduled
toileting to dacrease wetness along with unsafe
transfers. However, there was no decumentad
assessment to determine if the program was
meeting the neads of the reaident or tha goal to
decrease the number of incontinent eplsodes.
i The assessment forms further did not address
' the resident's falls sustained on 06/1 014, I
06/11/14, 08/09/14, 09/08/14 and 10/20/14. On
12/10/14 and 12/14/14 that found the resident
incontinent with each of these fails and received a
head injury that required hospitalization and
subsequent death.

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

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

2. Review of the clinical recard for Resident #15
revealed the facility admitted the resident on
08/19/13 with diagnoses of Dementla, Anamig,
Osteoarthritis, and Bladder Disorder, Further
review revealed Resldent #15 had a history of

F 315| Continued from page 77
develop further actions to be taken. Three
{(3) notifications of residents’ who fell
prior to 01/12/15 was made to the
attending physicians and responsible
party on 01/12/15 with one (1) physician
and the responsible party notification of 2
fall which occurred on 81/13/15. The
DON provided training to the
Restorative/Wound Care Nurse on
01/08/15, 01/16/15 and 01/12/15
addressing the facility's scheduled
toileting program, the toileting program
as it relates to falls, review of the four-day
bowel and bladder assessment process to
note patterns and trends to develop an
individualized scheduled toileting
program for the resident, the process of
documentation on the toileting program
form and the creation of an audit tool to
audit the clinical documentation relative
to the toileting program, menitor for
patterns and trends of the toileting
program and a system to report findings
of the audits to the Quality Assessment
and Assurance Commitee. The
Restorative/Wound Care Nurse would
audit the toileting program using the
Sheduled Toileting Audit tool. The
toileting program documentation was to
ensure accuracy and completeness of
scheduled toileting programs. The audit
would include completion of all fields on
the toileting program document, issues
noted, trends noted, updates to the |
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falls and was recalving antl-depressant and
anti-anxiety medicetions to treat symptoms of
Depression and Anxiety.

Review of Resident #15's quarterly Minimum
Data Set (MDS) assessment, compisted on
12/02/14, revealed the facillty assessed the
resident not steady on his/her feet and neaded
exiensive assistance from staff to tollet, walk,
' transfer and bathe. The MDS further ravealad
stait could not conduct a Brief Interview for
. Mental Status (BIMS) due to the resident having
i short-term and long-term memory problems
which affected his/her ability to make dacisions
and follow cues. The {acility determined on the
MDS the resident required supervision in daily
decislon making. The assassment further
determined the resident was a candidate for a
urinary toileting program.

Review of the comprehensive care plan, dated
07/08/14, revealed the resident was on a
Reslorative Nursing Program schaduied toileting.
Resident required restorative nurging scheduled
toileting program related to decrease episodes of
urinary incontinence and unsafe self transfers
related to tolieting needs. The undated
interventions stated lo abserve skin for
breakdown whila toileting per individual schedule;
encourage resident to use toilst in accordance
with the program and as needed; evaluate
restorative program quarierly and as needed;
encourage resident to request siaff assist to
bathroom as needed at times other than
scheduled toileting times. Howaver, the
comprehensive care plan did not provide direction
to staff as to when 1o take the resident o the
bathroom,

toileting program and her initials. On
£1/12/15 the Restorative/Wound Care
Nure audited twenty-nine (29) clinical
records finding one (1) area of concern
and on 01/13/15 she audited twenty-eight
(28) clinical records finding one (1) area of !
concern. The Restorative/Wound Care
|Nurse is to report identified concerns with
|the toileting program to the DON and the
Quality Assessment and Assurance
Committee will review and monitor thosc
findings. The facility will utilize the
Quality Assessment and Assurance
Commitlee 1o review, evaluale and
monitor for compliance with the
notification of physician/responsible party,
revision of resident care plans, toileting
program and accidents and supervision
with the following documents to be
utilized: audits for falls, audits of
notifiation of resident’s attending
physician/responsible party, audits of care
plans addressing falls and audits of
toileting program. The monthly meeting
of the Quality Assessment and Assurance
Committee to be held in February 2015
will be the initial meeting to review all of
the audit information. These mectings
will continue monthly for the next
calendar year and will review the audit
findings, assess the effectiveness of actions
taken, revise action plans if necessary and
continue to monitor the specifics of all
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Review of the Scheduled Toileling Program Plan
revealed a flow sheet with a documentation key
D-decline, V-tolleted/voided, O-toiteted-did not
void, V/BM-tolled, volded and bowel maovement. It
further was divided into two sections one titled
Continent Episodes only and Incontinent
Episodes. The form contain a daily grid for sach
day and time noted as toilet pm during night: with
AM care; after breakfast; after lunch; between
aP-6P, after supper; between 10P and 124. The
form further revealed it was not individualized, but
toileting took place every two hours,

Review of the Scheduled Toileting Program Plan,
for Residant #15, dated June 2014, revealed nine
{9) toileting times per day the resident was
scheduled to be toileted. There were no entries
made for one hundred and two (102) of the two
hundred and seventy (270) {oileting opportunities.

Haview of the Scheduled Taileting Program Plan,
dated July 2014, revealed nine (9) tolieting times
per day the resident was scheduled. However,
there was no entry made for fifty-five (55) of the
two hundred seventy-nine (279) toileting
opporunities.

Review of the Scheduled Toileting Program Plan,
dated August 2014, revealed nine (9) toileting

times per day the resident was schaduledto be |,
toileted. However, there were no entries made
for sixty-elght (68) of the two hundred g
seventy-nine (279) toileting opportunities,

Review of the Scheduled Tolleting Program Plan,
dated September 2014, revealed nine (9) tolleting
times per day the resident was schaduled ta be
toileted. However, there were na entries made
for eighty-nine (89) of the one hundred sixty-two

falls within the facility.

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

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

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

Licensed nurses and CNAs were provided
training on the Scheduled Toileting Program
by the RestorativerWound Care Nurse, DON
and SDC on 01/10-13/14 addressing the
toileting program components including the
four-day bowel and btadder assessment
process to note patterns and trends to develop
an individualized scheduled toileting program
for the resident, the process of documentation
on the toileting program forms and the
toileting program as it relates to the
prevention of falls. The Restorative/Wound
Care Nurse developed an audit tool to audit

| the clinical documentation relative to the
toileting program. The Restorative/Wound
Care Nurse is auditing the toileting program
on Monday through Friday, The Scheduled
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{162) tofleting opportunities between 09/01/14
and 09/18/14. No ioileting documentation was
complated on this sheet between 09/18/14 and
09/30/14,

dated Getober 2014, revealed nine (8) tolleting
times per day the resident was scheduled to be
toileted. However, there were no entries made

hundred and seventy-nine (279) toileling
opportuniies.

times per day the rasident was scheduled to be
toileted. However, there were no entries made
for ane hundred and fifty-tour (154) of the two

times per day. There were no antries made for
one hundred and seventeen (117) of the two
hundred and seventy-nine (279} toileting
oppottunities.

Continued review of Resident #15's program
resident sustained on 11/17/14, 1215614 and

12/17/14 with injury all assoclated wilh Irying to
self tailet. On 11/17/14 the resident was taking

, to left syebrow. On 12/15/14 the resident was

On 12/17/14 the resident was taking self to the
bathroom and fell sustaining an abrasion te the
back and a skin lear to the elbow.

2

Review of the Scheduled Taileting Program Plan,
for one hundred and fifty-seven {157) of the two

Raview of the Scheduled Tolleting Program Plan,
dated November 2014, revealed nine (9) toileting

hundred and seventy (270) tolleting opportunities.
Review of the Schadulad Toileting Program Plan,

dated December 2014, revaaled nine (9) toileting |
revealed # did not address the three (3) falls the

self 1o the bathroom and fall receiving a lacaration

Incontinent and fell with pain in the right shoulder,
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Toileting Audit form is used to determine all
fields on forms are completed, identify any
{ssues of concern, determine trends related to
toileting and make updates to the program as
needed. Identified concerns will be reported
to the DON who will addressed with the
appropriate stafl through education. The
Restorative/Wound Care Nurse is responsible
for this auditing process to ensure it is
completed and addresses the program's b
relation to falls prevention. The Restorative/
Wound Care Nurse will report her findings to
the Quality Assessment and Assurance
Committee on a monthly basis for review and
monitoring as well as provide direction.

4. Detail how the facility will monitor to
ensure continued compliance is achieved
and/or maintained?

The Restorative/Wound Care Nurse will
submit a report of findings to the Quality
Assessment and Assurance Committee on
'a monthly basis for the remainder of
calendar year 2015. The Quality
*Assessment and Assurance Committee
will review and discuss the findings
presented and cvaluate the effectiveness
of the actions and direct further action
'plans when needed.
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: thosa residents had a different schedule from the

Interview with Certified Nursing Assistant {CNA)
#9, on 01/09/15 at 12:00 PM, revealed she would
toilet residents on tha toileling program every two
hours. She stated if a resident did not void she
left the box blank an the tolleting form. The CNA
stated she had been trained on the tolleting
program, and her preceptor was another CNA
and she was told to leave the area blank if the
residant did not vold or was not incontinent,

Interview with CNA #3, on 01/08/15 at 10:55 AM,
revealed the residents on the {oileting program
were toileted every two hours and as needed,

Interview wilh CNA #6, on 01/08/15 at 1:55 PM,
revealed the resldents on the tolleting program
wera tolleted every two hours and before and
after meals.

Interview with the Restorative/Wound Care
Licensed Practical Nurse (LPN), on 01/09/15 at
2:30 PM, revealed the scheduled toileting
program was not the same as a Restorative
toileting program; however, it was documentad on
the same forms. She further stated there ware
twanty-seven (27) residents who were on the
schedulad toileting program and only two (2) of

rest. Shae stated residents were assessed tor four
(4) days to determine if they met the
requirements to be on the scheduled toileting
program. She stated the Certified Nurging
Assistants documented the resident's continent
and incontinent episodes on the Scheduled
Tolleting Program form. She stated all areas on
the forms should be filled in using the key at the
top of the page and there should be no blanks.
She stated a quarterly and monthly assessmant
was completed on each resident to determine if
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' the residents continued to qualify for the program.

- completed by the Reslorative/Wound Care LPN,

 revealed the facility implemented the following

She staled she did not track or trend the
information gathered regarding the residents
tolleting habits to determins if changes needed 1o
be madoe to a resident’s program to better meet
their needs or to determine if the program was
administered by nursing effectively, She stated
the care plan for the toileting program was
computerized and the computar automatically
genarated generic interventions for each
resident’s care plan.

Interview with the Risk Manager, on 01/09/15 at
9:35 PM, revealed she had not completed any
audits of the tolleting program 1o determine if the
program was effective or needed revisions.

interview with the Director of Nursing (DON) on,
01/09/15 at 3:00 PM, revealed the
Restorative/Wound Care Licensed Practical
Nurse, was responsible for assessing the toileting
program to detsrmine the program's
affectiveness. Bul he was not awara there was
documentation issues’ occurring [n regards to the
tolleting program until this week. He stated he
thought it was important for her to tell him it there
was a problem with the tolleting program
documentation sooner. The DON stated he did
not know of any tracking and frending data

in regards to the tolleting program.

Review of the Allagation of Compliance (AQC)

Immediate stepa to remove the Immediate
Jeopardy:

1. The Medical Director was notifled of
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| Set Nurse, House Supervisor, two (2) Unit

l update/ravision to care plans for eleven (11)

Continued From page 83

Immadiate Jeopardy and incidents causingthe
Immediate Jeopardy on Thursday 01/08/15, )

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

3. Ucensed nurses (DON, Stalf Davelopment
Coordinator, Risk Care Manager,
Restoralive/Wound Care Nurse, Minimum Data

Managers and a Staff Nurse) completed an audit
on 01/10/15 for the ane hundred eleven (111)
residents currently in the facllity. This inciuded
thirty (30) residents who had a fall In the past
thrae (3) months, and eighty-one (81) residents
who had no fall within the past three {3) months.
The audit included a review of the fall event
document for those wha had fallen for root cause
of the fall, interventions added to the care plans
at the time of the fall, times of scheduled toileting
program (if any), alarms utilized, care plans,
notifications made to the attending physician and
resident's responsible party and interventions |
added after the audit was completed. An action
taken as a result of the audit included

residenis that included reachers; toilating In early
moming hours; sensor pads; mattresses; and,
non-gkid strips to the floor. In addition, one
resident's toileting program was addressed as a
result of the 01/10/15 audit with changes to the
timing of the toileting program based on hisfher
individualized nesds.

4. The Medical Director met with the Director of

F 315
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Nursing (DON) on 01/08/15 to review policles,
procedures and practices for physician
netification, root cause analysis of accidents,
incidents and falls prevention, revision of care
plans and the schedulad toileting program.
Revisions were made to the policy, Accident and
incldents, for physician and responsible party
notification to include notification to the physician
within thirty {30) minutes of a fall involving head
Injury or a fall which was not witnessed. Revision
was made to the pollcy, Falls Prevention, to
check safety devices each shift to ensure they |
are in place and tunctioning properly.

5. The procadurs for conducting neurological
checks was reviewed by the DON and (he Staff
Development Coordinator and alt licensed nurses
provided education on that process on 01/10/15
through 01/13/15. The DON and the Staff
Development Coordinator conducted the
inservice training on neurological checks and
additional pen lights (used to conduct the
neurclogical checks) were ordered by the DON
on 0112116,

6. The MDS Coordinalor, MDS Nurse, DON and
Risk Manager are responsibie for ensuring care
plans are completed/revised in a timely/accurate
manner. The care plans of residents who have
falien would ba reviewed weekly in a Standards of
Care meeting led by the MDS Nurse and the
MDS Coordinator. In attendance at that meeting
are the Dietary Manager, Risk Manager, Soclal
Services Representalive and the Activity Director,
A report would be generated in that meating of ail
falls, the review/revision of the residents' care
plans and any actlons taken 1o address concems
which would Include stalf education, staff
discipline and care plan revisions to the Quality
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Continued From page BS

Assessment and Assurance Commitiea maonthiy
from January 2015 - December 2015.

7. The DON and the Staff Development
Coordinator were provided training by the
Administrator on 01/09/15 on physician and
responsible party notification. The DON and the
Staff Development Coardinator initiated alf
licensed nurses'’ and Certified Nursing Assistants'
(CNA) training on 01/10/15 and continued that
training through 01/13/15. Atotal of one hundred
nineteen (119) stati had heen trained by 9:30 PM
on 01/13/15 with one (1) remalning stalf notified
thay must receive training by their supervisor prior
to returning to work. The training to all licensed
nurses and certified nursing assistants Included:
wark order pracess, care plans, certifled nursing
assisiant care sheets, proper uss and types of
alarms, the scheduled tollating program
process/form to be used and proper completion
of the form. The licensed nurses racelved
training on: falls and proper process for
notitication of the resident's physician, the
responsible party, the neurclogical check
process, the proper completion of the Event
Report Form, review/revision of care plans, root
cause analysis process, policy and procadure on
Accidents and Incidents, policy on Falls
Prevention, Neurclogical check protocal form and
the form used for the Scheduled Toileting
Program,

8. The Administrator provided training to the
Director of Nursing, the Risk Manager and
therapy staff on 01/12/15 and 01/13/15 regarding
the I, policy and procedure revisions, processes
of Falls Committee Meeling, quality assessment
and assurance committee role 1o ensure
compliance and develop further actions to be
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9. Three (3) notifications of residents’ wha fel
prior to 01/12/15 was made to the attending
physicians and respensible party on 01/12/15 with
one {1) physiclan and the responsible party
notification of a fall which occcurred on 01/13/15,

10. AFalis Commitise was initiated 01/12/15 to
review fall interventions, to review £
raviewed/ravised care plans and to complete root
cause analysis for falls during the meeting, The
Falls Committee is comprised of the
Administrator, the DON, 8 MDS Nurse, Social
Worker, Risk Cara Manager, Restorative/Wound
Care Nurse and the Rehabilitation Services
Manager and meets Monday-Friday.

11. The DON provided training to the
Reslorative/Wound Care Nurse on 01/08/15,
01/10M15 and 01/12/45 addressing the facility’s
scheduled toileting program, the tolleting program
as it relates to falls, review of the four day bowel
and bladder assessment process o note patterns
and trends to develop an individualized scheduled
toileting program for the resident, the process of
documentation on the toilsting program form and
the creation of an audit toof to audit the clinical
documentation relafive to the toileting program,
monltor for patterns and trends of the taileting
program and & system to report 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
Toileting Audit tool. The 1cileting program
documenlation was to ensure accuracy and
complateness of scheduled tolleling programs.
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