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Investigation of facility-reported incidents :
HB0B05-1 ard #50372-4 which was conducted ,
BI7{16 - 624716, resulted in the following :
daficiency, [

See the Code of Federal Regulations (420FR)
Part 483, Subpart 8-C, :
F 279 483,20(d), 483.20()(1) DEVELOP i F 2?‘9-5
$8=p | COMPREHENSIVE CARE PLANS ' :

A factlity must use the results of the zssessment
! 10 develop, review and revise the resident's
¢ comprehensive plan of cars,

The facility must develop a comprehensive care
plan for zach resident that includes measurable
objeclives and {imstables to meet a resident's

medical, nursing, and mental and psychosocial F
needs that are identified in the comprehensive !
f assessment,

| The care plan must describe the services that are i
to be furnished to atiain or mainiain the residenl's
highest practicable physical, mental, and
psychosccial well-being as required under
§483.25; and any setvices that would otherwise :
be required under §483.25 bul are not provided
dug to the resident's exercise of rights under
§483,10, including the right to refuse treatment :
under §483.10{b)(4). :

This REQUIREMENT is not mef as evidenced

by:

( Based on record review and staff interviews, the
i

oy

LABORATCRY DIRECTOR'S ipﬁzovsoems fpurj REPRESENT, PIVE'S SIGNATURR 4 . . _ Time B (6] DATE
AR N Ry 41514

Any daﬁcier{\ey statement ending with an aslerisk (*) denotes a deficiency which e institution may be excused from correcling praviding It is determined that
clher safeguards provide sufficient protection lo the patients, (See instructions.) Except for nursing homes, the findings slated zbove are disclosable 90 days
fallowing the date of survey whether or not a plan of cosreclion is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the dale these documents are made avaiiable fo the facility. If deficiencies are cited, an approved pian of correclion is requisite fo coalinued
program participation,
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facility failed to revise the Care Plan for Resident
#4. The Care Plan directed staff to raise the
lower side rail but gave no direction to staff which
rail to raise in order to prevent the resident from
falling. The sample consisted of 5 residents and
the facility reported a census of 45 residents.

Findings include:

Resident #4 had a Minimum Data Set (MDS)
assessment, with a reference date of 3/23/18.
The MDS indicated the resident had short and
long term memory problems and severely
impaired cognitively. The MDS indicated the
resident experienced signs and symptoms of
inattention and disorganized thinking. The
resident required extensive assistance of one
staff for mobility, dressing, toileting and hygiene.
A balance during transitions and walking test
identified the resident as not steady and only to
stabilize with staff assistance when walking,
moving from seated to standing position, and
surface to surface transfers.

The clinical record Face Sheet identified the
resident had diagnoses that included: anxiety,
diabetes, postural kyphosis, history of falling and
unspecified lack of coordination with
abnormalities of gait and mobility. The resident
had 1 fall with no injury since the prior
assessment.

Review of the Fall Risk Assessment dated
5/19/16 identified the resident scored a 16 on the
assessment scale. A score of 10 or above
represented the resident at a high risk for falling.

The Care Plan, target date 6/12/186, identified the
rasident at risk for falls with interventions that
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included: utilize a bed alarm, chair alarm, and
baby monitor, The alarms were to be placed up
and out of reach so audible. The falls Care Plan
directed both top side rails up and one lower rail
up while in bed. The Care Plan did not indicate
which lower side rail to be in a raised position.

An x-ray report dated 6/10/16 reflected the
resident sustained a subcapital fracture seen with
impaction {right hip fracture).

On 6/21/16 at 1:44 p.m. Staff G, CNA, was
interviewed and stated she walked by Resident
#4's room and chserved him/her standing beside
a walker. She did not hear an alarm, and then
observed the alarm "stuffed" under blankets. She
encouraged the resident lie down in bed and did
not toilet the resident. Staff G stated she
observed three side rails up, the upper side rails
and the lower side rail. Staff G indicated the
lower side rail near the door was up, and then
indicated it was the lower side rail near the
window. Staff G was aware Resident #4 climbed
out both sides of the end of the bed. Staff G
stated when the resident fell, she noted the
alarms were placed under blankets again.

0On 6/23/16 at 1:.00 p.m. Staff H, CNA was .
interviewed and stated he assisted Resident #4 to
bed prior to the fall. Staff H stated he put the top
two side rails up and the left, lower side rail up
{door side) on the bed, Staff H stated he was not
aware the right lower side rail (window side} was
to be up. Staff H stated he went to break at
approximately 12:00 a.m. and noted Resident #4
was awake and lying in bed. Upon return from
break he observed the resident sitting beside the
walker and complained of leg pain. Staff B,
licensed practical nurse (LPN), informed him the
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right lower side rail (window side) was to be up
because Resident #4 tried to climb out of the right
side of bed. Staff H stated the head set directed
three side rails were used but did not indicate
which three. Facility staff now places a piece of
paper on the head of the bed to indicate which
specific side rails are to be up.

On 6/22/16 at 3:13 p.m. Staff B, LPN, observed
Staff G exit Resident #4's room approximately 10
minutes prior to the fall. Staff B heard the
resident's alarm sound, but thought Staff G was
with Resident #4 because typically, she doesn't
turn off the alarm while in the room with the
resident. She heard Staff G ask the resident why
he/she was on the floor.

Upon entry to the resident's room, she observed
Resident #4 on the floor between his/her
roommates walker. The side rails at the head of
the bed were up and the left lower side rall (near
the door) was up rather than the lower side rail
near the window. Initially, the resident did not
complain of pain, however upon rising he/she
was not able to bear weight. Staff B stated
Resident #4 fell between his/her bed and window
and always attempted fo climb out of bed on that
side. The intervention implemented was fo raise
the lower side rail near the window because that
was the side Resident #4 attempted to climb out
of. StaffB

had observed Resident #4 attempt to climb out of
bed between the upper and lower side rail before.

On 6/21/16 at 1:35 p.m. the Director of Nursing
stated three side rails were to be up, two on top
and the lower side rail near the window. The
lower side rail provided a boundary after Resident
#4 fell between the bed and window. The raised
side rail was effective because he/she did not try

F 279
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to provide Resident #4 with
adequate supervision and assistive devices to
prevent an accident which resulted in a fractured
hip. The sample consisted of 5 residents and the
facility reported a census of 45 residents.

Findings include:

Resident #4 had a Minimum Data Set (MDS)
assessment, with a reference date of 3/23/16.
The MDS indicated the resident had short and
long term memory problems and severely
impaired cognitively. The MDS indicated the
resident experienced signs and symptoms of
inattention and disorganized thinking. The
resident required extensive assistance of one
staff for mobility, dressing, toileting and hygiene.
A balance during transitions and walking test
identified the resident as not steady and only o
stabilize with staff assistance when walking,
moving from seated to standing position, and
surface to surface transfers.
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F 323 483.25(h) FREE OF ACCIDENT F 323
§5=G | HAZARDS/SUPERVISION/DEVICES
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The clinical record Face Sheet identified the
resident had diagnoses that included: anxiety,
diabetes, postural kyphosts, history of falling and
unspecified lack of coordination with
abnormalities of gait and mobility. The resident
had 1 fall with no injury since the prior
assessment,

Review of the Fall Risk Assessment dated
5/19/18 identified the resident scored a 16 on the
assessment scale. A score of 10 or above
represented the resident at a high risk for falling.

The Care Plan, target date 6/12/16, identified the
resident at risk for falls with interventions that
included: utilize a bed alarm, chair alarm, and
baby monitor. The alarms were to be placed up
and out of reach so audible. The falls Care Plan
directed both top side rails up and one lower rail
up while in bed. The Care Plan did not indicate
which lower side rail to be in a raised position.

The Side Rail Rationale Screen, dated 3/23/16,
indicated three (3) side rails were used, two top
rails and one bottom rail.

Afall incident report dated 6/9/16 at 10:50 p.m.
reflected Staff G, certified nursing assistant
(CNAY}, discovered Resident #4 lying on the floor
between his/her rcommate’s walker,

A Fall Investigation for CNAs, dated 6/9/16,
indicated at the time of the fall, the left side rail
was up instead of the right side rail. The
contributing factors could have been
hallucinations and wearing no gripper socks.

At 11:25 a.m. on 6/9/16, the nurse notified the

physician. The physician informed the nurse to

F 323
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call him if pain worsens to the right leg or if the
resident would stop weight bearing on the right
leg for a new order.

The Nurse ' s Notes dated 6/10/16 at 2:15 a.m.
indicated the staff attempted to stand the resident
and the resident had no weight bearing on the
right leg. The note indicated the resident had
vocalized pain since 11:00 p.m. with attempts to
stand or roll the resident. The resident cried but
no tears. The nurse administered antianxiety
medication. The physician was notified and
ordered the resident sent to the emergency room
for an evaluation. The Nurse * s Notes indicated
the resident returned to the facility at 5:10 a.m. on
6/10/16.

The hospital discharge instructions indicated an
x-ray of the right hip, femur and pelvis indicated
no fractures seen.

At 8:35 a.m. on 6/10/16, the physician notified the
facility that the resident had a fractured hip and to
transfer back to the hospital. The ambulance
arrived at 8:45 a.m. and transported the resident
to the hospital. The note indicated the resident
had not had pain until moved.

An x-ray report dated 6/10/16 reflected the
resident sustained a subcapital fracture seen with
impaction (right hip fracture).

The Resident Assessment Data Collection/initial
Care Plan indicated the resident returned from
the hospital on 6/13/16 at 2:30 p.m. The note
indicated the resident had a dressing on the
incision {repair of hip) along the lateral side of the
right hip.
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On 6/21/16 at 1:44 p.m. Staff G, CNA, was
interviewed and stated she walked by Resident
#4's room and observed him/her standing beside
a walker. She did not hear an alarm, and then
observed the alarm "stuffed" under blankets. She
encouraged the resident lie down in bed and did
not toilet the resident. Staff G stated she
observed three side rails up, the upper side rails
and the lower side rail. Staff G indicated the
lower side rail near the door was up, and then
indicated it was the lower side rail near the
window. Staff G was aware Resident #4 climbed
out both sides of the end of the bed. Staff G
stated when the resident fell, she noted the
alarms were placed under blankets again,

On 6/23/16 at 1.00 p.m. Staff H, CNA was
interviewed and stated he assisted Resident #4 to
bed prior to the fall. Staff H stated he put the top
two side rails up and the left, lower side rail up
(door side) on the bed. Staff H stated he was not
aware the right lower side rail (window side) was
to be up. Staff H stated he went to break at
approximately 12:00 a.m. and noted Resident #4
was awake and lying in bed. Upon refurn from
break he observed the resident sitting beside the
walker and complained of leg pain. Staff B,
licensed practical nurse (LPN), informed him the
right lower side rail (window side) was to be up
because Resident #4 fried to climb out of the right
side of bed. Staff H stated the head set directed
three side rails were used but did not indicate
which three. Facility staff now places a piece of
paper on the head of the bed to indicate which
specific side rails are to be up.

On 6/22/16 at 3:13 p.m. Staff B, LPN, observed
Staff G exit Resident #4's room approximately 10
minutes prior to the fall. Staff B heard the
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resident's alarm sound, but thought Staff G was
with Resident #4 because typically, she doesn't
turn off the alarm while in the room with the
resident. She heard Staff G ask the resident why
hefshe was on the floor.

Upon entry to the resident's room, she observed
Resident #4 on the floor hetween his/her
roommates walker. The side rails at the head of
the bed were up and the left lower side rail (near
the door) was up rather than the lower side rail
near the window. Initially, the resident did not
complain of pain, however upon rising hefshe
was not able to bear weight. Staff B stated
Resident #4 fell between his/her bed and window
and always attempted to climb out of bed on that
side. The intervention implemented was to raise
the lower side rail near the window because that
was the side Resident #4 attempted to climb out
of. StafiB

had observed Resident #4 attempt to climb out of
bed between the upper and lower side rail before.

On 6/21/186 at 1:35 p.m. the Director of Nursing
stated three side rails were to be up, two on fop
and the lower side rail near the window. The
lower side rail provided a boundary after Resident
#4 fell between the bed and window. The raised
side rail was effective because hefshe did not try
to climb out after raised.
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Preparation and/or execution of this plan of correction does not constitute admission or agreement by
this provider of the truth of the facts alleged or conclusion set forth in the statement of deficiencies.
The plan of correction is prepared and/or executed soley because it is required by provisions of federal
and/or state law.

Regarding F279: The care plan for resident #4 was revised relzted to the specific side rail placement. Al
other resident care blans will be reviewed and updated for specific side raii placement. To be
completed July 18, 2016. DON and MUGS nurse to monitor weekly for three months.

Regarding F323 58.28(3)e 58.20 {4): The facility will ensure residents environment remains free of
hazards and will provide adequate supervision and assistive devices as needed, to prevent accidents, All
supervision and assistive devices are In place for resident #4, All other resident assistive and safety
devices were reviewed for adequate supervision to prevent accidents. Completed luby 14, 2016. DON
and charge nurse monitor weekly for three months.



