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DESCRIPTION:

Based on record review and interview, the facility failed
to provide adequate supervision to protect one (1) of
three (3) residents from hazards during transfers.
Resident #1 fell and sustained a hip fracture on
10/12/16, two days after admission. Record review
revealed Resident #1’s care plan had not addressed
how Resident #1 should have been transferred. Staff
interviews revealed they previously transferred Resident
#1 on multiple occasions with less assistance than the
initial Nursing Assessment indicated and there
transferred. The facility reported a census of 45
residents.

Findings include:

The discharge Minimum Data Set (MDS) assessment
dated 10/12/16 noted Resident #1's admission date as
10/10/16, and listed the resident's diagnoses as
Alzheimer's Disease, Parkinson's Disease, and
orthostatic hypotension (drop in blood pressure related
to standing after sitting or lying down). The MDS
indicated Resident #1 had either not walked in the
corridor, or family and/or non-facility staff provided care
100% of the time during the assessment period. The
MDS also indicated Resident #1 depended on the
extensive assistance of staff to provide all ADLs
(activities of daily living), which included weight bearing
support to walk in the room. According to the MDS, staff
assessed Resident #1 as having an altered level of
consciousness, a memory problem, inattention,
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disorganized thinking and moderately impaired cognitive
skills for daily decision making.

The October TAR (Treatment Administration Record)
from the previous facility where Resident #1 resided
noted that upon admission, the resident required a
wanderguard and pressure alarm safety device at all
times.

The Discharge Instructions dated 10/10/16 from the
facility where Resident #1 previously resided, noted the
resident required the assistance of 2 staff due to activity
limitations.

The Fall Risk Assessment dated 10/10/16 indicated
Resident #1 scored 22. According to the assessment
form, a prevention protocol should have been initiated
immediately for any resident that scored 10 or more.

The initial Care Plan with a goal date of 10/30/16 noted
the prevention of injury or harm had been the goals
related to falls/safety risk, but only listed "encourage to
use call light" and "Physical Therapy referral" as the
interventions to attain that goal.

The Quality Assurance Monitoring Tool dated 10/12/16
at 3:15 a.m. indicated Resident #1 attempted to transfer
him/herself. A newly implemented intervention called for
one on one monitoring of the resident until an alarm
could be obtained.

The Final Report document dated 10/12/16 indicated
Resident #1 sustained a mildly displaced oblique
intratrochanteric acute fracture proximal left femur
(fractured upper thigh bone). The Final Report dated
10/13/16 indicated Resident #1 had undergone a
surgical pinning of a left hip fracture.

If, within thirty (30) days of the receipt of the citation, you: (1) do not request a formal hearing or; (2) withdraw
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The initial Nursing Assessment dated 10/10/16 indicated
that Resident #1 required extensive assistance of 2 staff
for bathing, dressing, transferring and toileting. The
Nursing Assessment noted the resident had right and
left lower extremity weakness, a history of falls which
included the last 30 days, bladder incontinence and a
lethargic level of consciousness.

Though the initial care plan had not addressed how
Resident #1 should have been transferred, staff
interviews revealed they were not sure how Resident #1
should have been transferred, and admitted they had
previously transferred Resident #1 on multiple
occasions with less assistance than the initial Nursing
Assessment indicated as follows:

An interview on 11/16/16 at 9:35 a.m. with Staff F, LPN
(licensed practical nurse), revealed that sometimes they
only schedule one person on the memory unit, but
believed they make every attempt to have two back
there on overnights. She thought that had been their
policy. According to the LPN, staff calls back and forth
between the nurses * stations as their way of
corresponding, or they simply go to the memory unit and
check on things. She stated the facility told them they
could not carry their cell phones, but she told them she
believed it was a safety issue by not carrying it. The
LPN said they no longer use walkie talkies, so she relies
on her cell phone in the event of an emergency.
According to the LPN, if an only person in the memory
unit could not reach someone at the nurses ' station
and did not have a cell phone, they better hope they
could leave the emergency long enough to get help, or
hope someone came soon.
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An interview on 11/16/16 at 12:10 p.m., and subsequent
interviews with Staff C, CNA/CMA (certified nursing
aide/certified medication aide), revealed she worked on
the memory unit from 10:00 p.m. on 10/11/16 until 6:00
a.m. on 10/12/16. She stated newly admitted residents
are not typically equipped with alarms right away
because they reserve the use of alarms as an
intervention after a fall. According to the CNA, she had
been told by the previous shift at report that Resident #1
should have been equipped with an alarm upon
admission because he/she had been transferred from
their corporate affiliate in Knoxville where he/she
previously had an alarm. The CNA stated the resident
had not been equipped with an alarm upon admission
because the facility did not have an extra alarm.
According to the CNA, if the resident had been equipped
with an alarm, the fall might have been prevented
because they respond so quickly when they hear an
alarm sounding. When asked how she knew how to care
for a newly admitted resident, the CNA stated, if it had
not been passed on during shift report, she could not be
sure how things were supposed to be done upon their
arrival. In a subsequent interview, the CNA stated
working shorthanded had been an issue approximately
a month before. She said it had been common for only
one staff member to be scheduled up front with the
nurse and one on the memory unit. According to the
CNA, the nurse came to the memory unit from time to
time, but usually just called unless there had been
problems. Staff C stated the night nurse spent the
majority of her time up front, and staff on the memory
unit called the nurses’ station up front if necessary.
When two staff members are scheduled on the memory
unit, she said they relieve each other for breaks. The
CNA expressed concern about being left alone in the
memory unit. She said sometimes residents get up in
the night and go outside in the courtyard. According to
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the CNA, a resident might make a round out there,
come back in and fall asleep on the couch or just roam
around. Staff C mentioned the alarm sounded on the
unit and up front when the door opened. She also stated
that staff that work up front call the unit when they hear
the alarm, and someone came to the memory unit if they
were not able to reach someone. According to Staff C,
the thought of a resident falling asleep outside while she
assisted other residents concerned her the most. The
CNA said the night Resident #1 fell, she took her 30
minute break about 1:30 a.m. and the other CNA on the
memory unit took hers about 2:30 or 2:45 a.m. Both
were left alone on the unit during their breaks.
Fortunately, staff C said 15 minute checks on Resident
#1 had just been implemented about 3:00 or 3:15 a.m.
and the nurse had just gotten to the unit about 5 minutes
before Resident #1 fell. Staff C said the nurse remained
on the unit until about 4:00a.m., Staff A remained in the
unit until she went up front about 5:00 a.m. to help Staff
D and she remained on the memory unit for the
remainder of that shift. She stated Staff D had been left
alone up front while the three of them were back in the
memory unit. Staff C said before the nurse left the unit,
she told Staff C to administer Tylenol and call her if the
resident complained of pain. Staff C said she attempted
to call the nurse about 5:20 a.m., but had not been able
to reach her. She said the phones at the nurses’ stations
are the designated means of communication. The
CNAJ/CMA said if she were alone in the memory unit
during an emergency, she would just keep trying until
she could reach someone.

An interview on 11/16/16 at 12:40 p.m. with Staff D,
CNA revealed she worked up front from 10:00 p.m. on
10/11/16 until 6:00 a.m. on 10/12/16. She stated she
first realized Resident #1 had fallen when the nurse
came to the front to get the equipment to do vital signs.

If, within thirty (30) days of the receipt of the citation, you: (1) do not request a formal hearing or; (2) withdraw
your request for formal hearing; and (3) pay the penalty, the assessed penalty will be reduced by thirty—five
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According to the CNA, the nurse stated she would be
tied up on the memory unit due to the fall. When asked
about her opinion, the CNA stated they are adequately
staffed. When the CNA had been informed that another
staff member spoke of working short staffed, she
became more open. She stated they did not take breaks
back in July, August and September because there had
only been one staff member scheduled up front, one
scheduled in the memory unit and one nurse over the
entire facility. She stated falls occurred simply because
of being short staffed. The CNA said the facility did not
have enough alarms to go around. She stated that she
and other staff members heard that Resident #1 should
have been alarmed, but due to a shortage of alarms,
he/she had not. According to her, the facility has used
safety alarms for a very long time.

An interview on 11/16/16 at 1:30 p.m. with Staff B, CNA
revealed that she worked on the memory unit from 6:00
a.m. to 10:00 p.m. on 10/11/16. According to Staff B,
she relied solely on the previous shift to report details
related to the care of a newly admitted resident. In a
subsequent interview, the CNA stated she used her own
judgment for the first couple days after the arrival of a
newly admitted resident until the development of an
initial care plan had been completed. She said she could
not remember what the previous shift reported to her
about Resident #1. The CNA said earlier in the day of
10/11/16, the resident had been lethargic, so they used
2 staff and a gait belt to transfer and walk with him/her.
According to the CNA, the resident became more active
during the evening and kept trying to self-transfer, so
staff had to follow the resident around in an attempt to
keep him/her safe. In an effort to describe how much
better the resident walked that evening compared to that
morning, the CNA said when he/she got up alone to
walk to the bathroom; she reached out and assisted the
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resident by herself. When asked, she stated she did not
think to put a gait belt on the resident, but also said she
did not think a gait belt had been necessary based on a
couple of factors. First, she stated the resident became
agitated when she attempted to put a gait belt on
him/her, and second, due to the resident's improved
gait, she did not believe a gait belt had been warranted.
The CNA said the resident had been so busy that
evening, he/she fell asleep once he/she sat down.

An interview on 11/17/16 at 9:45 a.m. and subsequent
interviews with the DON, (Director of Nursing), revealed
Resident #1 had been very lethargic when he/she
arrived on 10/10/16. She stated initially the resident
required transfer assistance of 2 staff and a gait belt, but
had not been equipped with a safety alarm because of
the resident's lethargic state and because their facility
had a locked unit. She stated they do not necessarily
resort to alarms if they are adequately staffed.
According to the DON, the resident came from their
affiliated facility in Knoxville, where he/she had required
transfer assistance of 2 staff and had been equipped
with a safety alarm because they did not have a locked
memory unit. When asked if the change in the resident's
activity level would have warranted the use of a safety
alarm, the DON said the charge nurse would have been
responsible to reassess the resident to see if an alarm
would have been warranted. When this surveyor
informed the DON that other staff interviews revealed
the resident ' s lethargic state diminished and he/she
became more active, she stated she had not been
informed of the resident's change. Regarding the Fall
Risk Assessment that instructed staff to immediately
implement a prevention protocol if a resident scored 10
or more, the DON stated they did not have one. When
asked what protocol they followed, she stated they do
not follow a protocol. She stated they assess every
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resident on an individual basis. The DON revealed she
expected everyone to follow the care plan.

An interview on 11/22/16 at 2:40 p.m. with Staff E, LPN,
revealed that she worked the overnight shift on the
10/12/16. According to the LPN, she arrived in the
memory unit about 3:00 a.m. and saw Staff C coming
out the 1% room on the right. She believed Resident #1
resided in that room. As she sat and charted, she said
she heard a loud noise. According to the LPN, she went
down the hall where she met Staff C. As they searched
rooms, she stated she believed Staff C had been the
one to find Resident #1 on the floor. The nurse said she
went to get the equipment to do vital signs. She said she
returned and attempted to check Resident #1's vital
signs. She stated she had been unable to assess the
resident because he/she became combative. She stated
the resident denied having pain, so they stood him/her
near the bed, and she had been able to check his head
and arms. As they walked the resident from near the
bed to the doorway, he/she lifted both legs and said “put
me down”. The LPN said they lowered the resident to
his/her knees. She went to get a wheel chair. When she
returned, Staff A had been present, so she held the
wheel chair while the LPN and Staff C put the resident in
it. She stated they wheeled the resident to the dining
room table where he/she sat for an hour and a half with
the LPN as she charted. According to the LPN, the
resident occupied him/herself by playing with her
paperwork. Once she finished charting, the LPN said
she told Staff C to give Resident #1 Tylenol and call her
if he/she complained of pain. She stated Staff C
attempted to call her, but she had been rounding up
front with Staff D. Consequently, Staff E said she had
been unaware that Staff C tried to call. The LPN said In
the event of an emergency, Staff C would have had to
keep calling until she reached her. The LPN said ideally
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an intercom would be nice, but believed that their
current system worked fine. According to her, the doors
are alarmed and they hear it up front. She stated they
also carry their cell phones at night. The LPN stated
Resident #1 had not complained of pain at any time.
She stated another neuro assessment had been due for
the Resident, so she returned to the memory unit about
5:40 or 5:45 a.m. She said Staff C informed her at that
time the resident complained of pain and she had given
Tylenol. The day shift nurses walked in right after that
and she said she reported off to them.

An interview on 11/23/16 at 6:55 a.m. with Staff A, CNA,
revealed she worked on the memory unit from 10:00
p.m. on 10/11/16 until 6:00 a.m. on 10/12/16. According
to the CNA, she had never met the resident, and he/she
had been asleep on the couch in the lounge when her
shift began. The CNA said between 1:00 a.m. and 2:00
a.m. on 10/12/16, Staff A's co-worker had gone on
break, and she had been left alone on the memory unit.
During that time, the resident woke up and got up off the
couch on his/her own. The CNA said she approached
the resident and applied a gait belt as she assisted
him/her to the bathroom. According to her, the resident
seemed very unsteady. Next, the CNA said she helped
to transfer the resident to bed by herself. During shift
report, the CNA said she heard the resident had been
unsteady, very restless and did not like to stay in one
place. According to the CNA, nobody told her how many
people were required to transfer the resident. The CNA
admitted that a reference sheet related to new
admissions could be found in the ADL book, but she had
not looked at it before her shift began. She did not think
she needed to because typically only residents that
require the assistance of one staff are on the memory
unit. She agreed that obviously there are exceptions like
in that situation. She said typically one person can deal
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with most of the residents, so they only ask for help
when a resident becomes combative. Staff A stated that
once she thought about it, she should have checked to
see if the resident needed more assistance. She said it
gets crazy sometimes, like when she arrived at 10:00
p.m. on the evening of 11/22/16. She stated there had
been about 8 residents up walking around, and one of
them had tried to get out the door. She stated that
sometimes she cannot even get report due to the
commotion. Staff A spoke of the early morning hours of
10/12/16 when the nurse, Staff C and she were all in the
memory unit because of Resident #1's fall. Staff A
stated that Staff D had been up front alone at that point
and she would have been spread kind of thin since the 3
of them were in the memory unit. She said that some
nights are wonderful, but other nights are horrible
because the residents are climbing the walls. Staff A
stated she thought at least 2 staff members were
needed up front at all times. When asked what she
would do if she were alone on the unit during an
emergency situation, she stated she would call the
nurses’ station up front. According to her, if nobody
answered, she would keep trying until she got ahold of
someone. She said that had never happened before, but
she could see how it would be possible. According to
Staff A, the Administrator and DON have changed 3
times in the 3 years she had worked at the facility, and
most of the nurses are new again. She stated it seemed
like a revolving door, and everyone had a different idea
of how things should be done. According to her,
because a communication barrier existed, it felt like she
had to figure it out on her own once she “hit the floor”.

The Daily Nurse Hall Assignments revealed between
10/1/16 - 11/12/16 on the 10:00 p.m. - 6:00 a.m. shift,
only one staff member had been scheduled on the
memory unit, one staff member over the rest of the
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facility and one nurse to supervise the entire facility on
10/1/16, 10/2/16, 10/3/16, 10/8/16, 10/9/16, 10/26/16,
10/31/16, 11/12/16.

FACILITY RESPONSE:
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