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The following deficiencies refate to the | C}g
g::.ﬁgasggu?; lc:;:;ngllizaréti:z?‘;?::4g%8 tl g:aerff The response or providers plan

303 382)25(d)(1)(2)(n)(1) (3) FREE OF ACCIDENT F 393 of correction contained herein

g3=6 | HAZARDS/SUPERVISION/DEVICES . shall not be considered to be or
(d) Accidents. | construed as an admission of

The facility must ensure that -

- the validity of the citation or
(1) The restdent environment remains as free Y
from accident hazards as is possible; and | _ alleged deficiency to which is it

(2) Each resident receives adequate supelivision addressed.
and assistance devices fo prevent accidents. '

{n} - Bed Rails. The facility must attempt tuf) use
appropriate alternatives prior to installing & side or
bed rail. If a bed or side rail is used, the facility

must ensure correct installation, use, and | : yd
maintenance of bed ralls, including but not; limtted .
to the following elements. :

(1) Assess tha resident for risk of enirapmant
from bed rails prior to instaliation.

(2) Review the risks and benefits of bed raiils with
the resident or resident representative and obtain
informed consent prior to installation. '

(3) Ensure that the bed’s dimensions are
appropriate for the resident's size and welg'u
This REQUIREMENT is not met as ewdenu,ad
by:

Based on observation, record review, and :taff

.BORATOHYESIRECTORS OR PRO) u:Iersu ueé REPRES 'fssaemm ,4 THLE: Cm 45} DATE
VA ACD 94 > L-N 74@ A5 o;/% l& 02/16/2017

w deficiency siaiﬂ%nt ending wdh an astferisk (*} denoles 4 defide (‘09 which tie instilution may be excused from correcting providing il is determined that
“er safeguards prglide sufficient protection o the patients \(See ins ?lcﬂons.) Except for nursing homes, the findings stated above are disclosable 90 days
lowiitg the date of survey whether or nol a plan of correction t ed. For nuising homes, the above findings and plans of corraction are disclosable 14
ys {ollowing the dale these documents are made avallable to the famhly If deficiencies are ciled, an approved plan of correction Is requisile to continued

:gram participalion.
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interviews, the facility failed to provide ade'quale
nursing supervision and failed to keep the
resident's environment safe from hazards jn order -
to mitigate falls (Resident #7). The sampla
consisted of 7 residents and the facility reported a F323

census of 49 residents. ‘ g ﬂ //]

Findings include: |
| Resident #7 has been provided adequate W

1. Resident #7 had a MDS (Minimum Dats Set)
assessment, wilh the reference date of 11/26/16.
The MDS indicated the resident had short and
Tong term memory deficits and severely impaired
cognition. The MDS identified the resident
required limited assistance of one staff person for
transfers and ambulation and used a walker for
ambulation (walking). The MDS identified the
resident as not steady, could only stabilize with
staff assistance and demonstrated functlonal
limitations on both sides of the body.

Supervision and safe environment to

Mitigate falls,

The Care Plan identified a concern with thaf
resident being at high risk for injury related to
impaired mobilily and cognition. The ‘
interventions included and directed the slaﬂ to ‘ All residents wi
wi
ensure the resident wore non-skid, well-fitting  have adequate
footwear when up, assure call light within easy : Supervision a .
] nd
reach in room at all times; did not always use : be provided a safe
assistive devices, and will use Merry walker with Environment to mi
: 0
restorative aide as needed. The care plan did not - mitigate falis.
identify any new fall interventions for fall |
precautions afler 3 falis between 11/30/16 and

12/14M18. ; W

An Incident Report dated 11/30/16 at 3:45 p.m.
documented the staff found the resident lying on
the floor in the hallway. The incident report riloted
an unlocked wheelchair near the resident and the
rasident may have tried to sit down oniil. Th;-z staff
E:Zveni JD:RGY211 Fadifity 1 1A0B15 1 continuation sheet Page 2 of 11
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documented no injuries or redness noted
. ! j
The Progress Notes dated 11/30/16 at 5:42 p.m. All staff in serviced by 01/27/17 )/ !7/i
indicated the staff found the resident on th:e floor, For pr ici /{
wheelchair about two feet back from the resident proper supervision and providing
with unlocked brakes. The resident may have \
tried to sit on it and the wheelchair rolled tack. - A safe environment. Ow

The family member and the physician notified.
The resident had no injuries noted al the time. Al
7:53 the staff documenied the resident denied
pain when asked, up walking around in a :
pleasant mood, smiling and Jaughing. '

An Incident report dated 12/05/16 at 1:01 a.m.
with a revision date of 12/23/16 at 10:31 a.m. _
documented the resident had attempted toi getlup
from a recliner, fell forward and hit head ori the
floor. The incident report Identified a staff -
member was across the room and unable to get
to the resident soon enough to prevent the fall.
The incident report identified the facllity
assessment noled a 4 centimeter diametel
hematoma (collection of blood under the skin) on
the left forehead and the resident complainad of
head hurting. The neuro [neurological] checks
were within normat fimits, blood pressure slightly
elevated and the nurse could not obtain a third
set of pupil checks due {o the resident squinting
oyes closed. The resident guarded the left:
armfwrist area. The nurse contacted the
physician and the physician requested the |
resident be sent to the hospital emergency room
for an evaluation. :

DON and/or designee will complete

Routine audits regarding supervision and
Safe environment to mitigate falls and
Communicate the audit results on a monthly

basis to the QA committee.

The Progress Notes daled 12/05/16 al 1:00:a.m.
indicated the resident attempted to get up from a
recliner, fell forward and hit head on the floar. The
Progress Notes indicated the staff were acrgss
the room and unable to reach the resident in time
Event ID:RGY211 Facllity ID: 1A0B15 1f continuation sheet Page 3 of 11
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to prevent the fall. The staff noted a four :
cenlimeter diameter hematoma to the left | ’
forehtead, range of motion to all exiremities 7 ’7

without complaint. The resident voiced hehis
head hurt. At4:45 a.m, the staff documented the !
resident returned from the hospital, no new (/K&
orders, CT (computerized tomography) scan and
laboratory reporis, vital signs and neuro checks
within normal limits

A report notification dated 12/14/16 at 03:25 a.m.
documented the staff found the resident in the
hall in froni of the resident’s room with hea{i
against doorway. The resident voiced pain. The
resident wore non- skid socks and cause of the
fall unknown. The resident yelled in pain and
grabbed hip with right hand when attempted to
get up. The resident obtained a skin tear to'the
top of the left hand and retracted hand when
touched. :

The Progress Notes daled 12/14/16 at 03:35 a.m.
indicated the nurse notified the physician arid
recelved ordars to send to the emergency room

to be evaluated. The resident went to the hospital
at 4:20 a.m. At 1:57 p.m. the nurse documented
she called the hospilal, The hospital indicated

the physician admitted the resident witha |
diagnoses of a “subdural hematoma (collection of
blood under the Dura-the Dura covers brain] to

the face".

A radiology report dated 12/14/16 at 4:47 a.m.
indicated findings of a scaip hematoma to the |eft,
subacute extra-axial subdural blood productis
noted along both cerebral hemispheres with the
right greater than the lefl with a maximal AP |
diameter of 13 millimeters. i
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A Progress note dated 12/16/16 at 3:00 p m. O/Z/
indicated the resident returned from the hpspltal. ’ 7 ! 7

escorted by ambulance. Upon arival the resident
appeared very sleepy and vital signs stable. . O{ﬂ

On 01/18/16 at 11:09 a.m. Staff A, CNA/CMA was
interviewed and stated she had been workingon
the medication cart when Resident #7 fell; She
stated the resident had fallen several times. Staff
A stated the resident had been independent one
time the resident had been in the living room and
tripped over own feet, the second time the
resident the resident had been in the hallway and
fell over own feet and the third time had sdt down
like had been trying to sit in a chair that had not
been there.

On 01/18/17 at 12:38 p.m. Staff B, LPN was
interviewed and stated she worked when
Resident #7 foll. Staff B stated it appeared as if
the resident had fallen in the doonway. Staff B
stated the residend bled from the head, and
thought the resident complained of right wrist
paln. Staff B stated when getting the resident, the
resident complained of left hip hurting. Staff B
stated she called the etergency system, doctor
and family.

On 01/19/17 at 9:55 p.m. Staif D, LPN wasj
interviewed and stated she did not work the day
of the fall. Slaff D stated ihe resident felt
frequently. Slaff D stated the resident is in ;a
wheelchair but because of a diagnoses of
Alzhelmer's Disease, shefhe wilt forget not to
walk on own and would get out of the chair! Staff
D stated the staff would walk with the resident or
attempt to redirect back to the wheelchair. |

F 353 483.35(a)(1)-(4) SUFFICIENT 24-HR NURSING - | F 353 C /([}
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483.35 Nursing Services

The facility must have sufficient nursing staff with
the appropdale competencies and skills selsto
provide nursing and related services to asstre
resident safety and attain or maintain the highest
practicable physical, mental, and psychosqcial
well-being of each resident, as determined by
resident assessments and individual plans.of care
and considering the number, acuity and |
diagnoses of the facility's resident population in
accordance with the facility assessment reqmred
at §483.70(e).

[As linked to Facllity Assessment, §483. 70(e), will
be implemented beginning November 28, 2017

(Phase 2)]

(a) Sufficient Staff.

{a){1) The facility must provide services by
sufficient numbers of each of the following types
of personnel on a 24-hour basis to provide |
nursing care to al residents in accordance wuh

resident care plans:

(i) Except when waived under paragraph (e} of
this section, licensed nurses; and |

(i) Other nursing personnel, including but n()t
limited o nurse aides. ;

(a)(2) Except when waived under paragraph (e} of
this section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of

duty.

{2)(3) The facility must ensure thai licensed 3

F353 Cio
F 353 did not identify specific residents.
Residents call lights will be answered in

A timely manner in order to meet the

Resident’s needs.

sl
@Uﬁ
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nurses have the specific competencies and skili
sets necessary to care for residents’ need‘?, as
identiffed through resident assessments, and
described in the plan of care. 1

(a}(4} Providing care includes but is not limited to
assessing, evaluating, planning and implernenting
resideni care plans and responding to res:dent’
needs.

This REQUIREMENT is not met as evadenced
by:

Based on resident and staff interviews, 1h.=
facility failed to ensure sufficient staff was
available to answer resident call lights in a limely
manner in order to meet the needs of four |
residents interviewed. The facility census was 49

residents.
Findings include;

1. During group inferview on 1/19/17 at 1:10 p.m.,
four residents indicated at imes it fook 45
minutes to get the call light answered. One |
resident that required two staff assistance slated
hefshe would often have to wait for staff to get
assistance before they could be placed on the
foilet and put to bed. All four residents stated if
someone asked to use the bathroom during a
meal, they would be told they could not because
slaff were assisting residents with the meal |
service. Alf residents stated there was just not
enough staff in order to mest resident needs,

During interview on 1/18/17 at 11:09 a.m., StaffA,
certified medication aide, CMA indicaled mo::;t are
agency stafl and the facilily only has four ful time
facility staff presently on the day shift with the rest
of the staff being agency. Staff A stated staffing
has been one certified nurse aide, CNA for each

F 353 CM

Al staff in serviced by 02/24/2017 on

Answering resident call lights in a timely ] I»l
Manner to meet the resident’s needs.

DON and/or designee will conduct

Raoutine audits on answering call

Lights in a timely manner. Resuits

of the audits will be reported to the‘

QA committee on a monthly basis.
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hallway with a float, with a bath aide and
restorative aide unless they are putled 1o \VOrk the
floor. Staff A stated the restoralive aide st an

agency alde.

During interview on 1/18/17 at 12:38 p.m., Staffl
B, licensed practical nurse, LPN indicated from
6:00 pm-10:00 pm, the CNAs assignments were
one CNA for Hall I, one CNA for Hall 2, ang 1
CNA for Hall 3, Staff B indicated two nurses split
the three haliways fo provide nursing care and
medication pass. Staff B stated the 10:00 |
pm-6:00 am shift has one nurse and 3 CNI\'s but
feels the staff work well together, i

During interview on 11917 at 9:34 a.m., Staff C,
CNA indicated staffing has been one CNA I’or

gach of the three haliways with one float CNAand

two nurses, and occasionally there was a bath
aide and rehab aide on the day shift. !

During interview on 1/19/17 at 11:10 a.m., otaff F,
CNA stated the facility was staffed with one/CNA
for each of the three haliways with one float CNA
and two nurses, and occasionally there was a
bath aide and restorative aide on the day shift.
The 2-10 pm shift was staffed with one CNA, for
each hallway with occasionally a CNA float énd 2
nurses. On the 10p-6a shift staff included one
CNA for each hall and one nurse, Siafl F stated
felt residents do not get the altention needed
because staff are hurrying to get {asks :
completed. Stafi F stated if they ask the nurses
for assistance they will help but they will not;
volunteer even knowing the aides are short |
staffed. Staff F stated the assisted residents are
to be toileted every two hours but it does not
happen like thal, :

;/54 I
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During interview on 119/17 at 12:30 p.m., Staff

G, CNA stated she did not fee!l the residents were _

getting the quality of care they should be getting
when they are staffed with just one CNA par
hallway. Staff G sfated the nurses are very good
about helping if asked. Staff G stated it was very
stressful trying to get everyone ready for bed and
get them in bed. Staff G stated the assrsted
resident's are nol getting checked and chahged
every two hours as they are supposed fo l;\;e.

On 1724117 at 11:20 am., the Director Of Nursing, |

DON stated the expectation was {o toilet
dependent residents every two hours or to check
and change every two hours as needed. The
DON acknowiedged they were having problems
with getling permanent staff and were usmg
agency staff to fill in the gaps.

483 80{a){1){2}{4)(e)(f) INFECTION CONTROL
PREVENT SPREAD, LINENS

(a) Infection prevention and controt progranrj.
The facility must establish an infection prevfmtion

and control program (iPCP} that must lnclucle at
a minimum, the following elements:

(1} A system for preventing, identifying, reporting,

investigating, and controlling infections and .
communicable diseases for all residents, staff,
volunteers, visitors, and ofher individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according fo §483.70(e) and following
accepted national standards (facility assessmenl
implementation is Phase 2);

W CMS-2567(02-99) Previous Versions Obsolele

Event |D:RGYT1
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F 353 (Q/ {{/
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Fa41
Resident #4 no longer resides in the
Facility.
Residents witl receive care per proper
Infection control technigues to
pPrevent the spread of infection. Ow
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(2) Written standards, policies, and proceiiures
for the program, which must include, but are not

fimited io:

F 441 | Continued From page 9 ; F 441 Q/ {
(/ (7
(i) A system of surveillance designed to identify
possible communicable diseases or lnfec’uons
before they can spread to other persons m the . .
facility: | _ All staff in serviced by 01/27/17 on

Py i ;
(ii) When and to whom possible incidents of oper infection control practices.

commiunicable disease or infections should be
reporied; :

(iiiy Standard and transmission-based prec.’;’;lutions j
to be followed to prevent spread of infectim;]s;

{iv) When and how isolalion should be used for a
resident; including but not limited to:

{A) The type and duration of the isofation,
depending upeon the infectious agent or orgamsm
invalved, and

(B} A requirement that the isolation should be the
least restrictive possible for the resident under the

circumstances.

{v) The circumstances under which the facility
must prohibit employges with a communicable
disease or infected skin lesions from direct |
contact with residents or their food, if direct |
contact will transmit the disease; and :

{vi) The hand hygiene procedures to be folicwed
by staff involved in direct resident contact.

(4) A system for recording incidents identiﬁeéj
under the facility's IPCP and the corrective

M GMS-2567(02-85) Previous Versions Obsolale Efvenl D:REY2N Fadility ID: IA061S If continuation sheet Page 10 of 11
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actions taken by the facility.

(e) Linens. Personnel must handle, store,
process, and fransport linens so as to prevent the
spread of infection. :

(N Annual review. The facility will conduct an
annual review of its [PCP and update the:r
program, as necessary.

This REQUIREMENT is not met as ewdenced
by:

Based on observation and clinical record lewew
the facility falled to follow proper infection (,ontrol
techniques in order to prevent the spread of
infection for one of seven residents observed.
(Resident #4} The facility census was 49
residents. ‘

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 12/16/16, documented Resident #4
required extensive assistance for ali acllwths of
dally living and was incontinent. :

Observalion on 1/18/17 at 10:35 a.m., reveuled
Staff C, certified nurse aide, CNA and StaffJ,
CNA entered the resident's room to provide
cares. Staff C removed the sheet from the .
residents bed that revealed a visibly soaked air
matiress. Staff C stated they would need a clean
sheet and recovered the resident with the wet
sheet. Staff performed cares for the resldenﬁ and
took a wat periwipe and swiped it over the s';:)iied
air matiress. Staff C placed a clean sheet arid
incontinency pads under the resident. Staff failed
to properiy sanitize the air matiress that had urine

residue present.

DON and/or designee will perform W
Routine audits on infection control

Practices and report the results to the

Monthly QA committee.
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N 101] 50.7(1) 481- 50.7 (10A, 135C) Additional N 101 02/
: [7 /f

notification.

481-50.7 {10A,135C) Additional notification. The
director or the director * s designee shall bn=

notified
within 24 hours, or the next business day, py the

most expeditious means available (1ILI1): ; : N 101

50.7(1) Of any accident causing major injury. ; "
. " Major injury " shall be defined as any injury Resident #7 has not had any incidents
which: : ini ; i
(1} Results in death; o ‘: of injury that has required any hospitalization
2) Requires admission to a higher level of care s . . -
§oz tre:tmeni other than for obgservatlon or or required reporting since last incident of
(3) Requires consultation with the attending} o 12/14/16.
physician, designee of the physician, or physiclan
extender who determines, in writing on a form
designated by the department, thal an in}ur’y isa
* major ‘
ijury " based upon the circumnstances of the
accident, the previous functional ability of the
resident, and
the resident ' s prognosis.
b. The following are not reportable acmdenls
(1) An ambulatory resident, as defined in rules
481-57.1(135C), 481-58.1(135C), and
481-63.1(135C), who falls when neither the*
facility nor its employees have culpability re[aled
o the
fall, even if the resident sustains a major mjury. or
{2) Spontaneous fraciures; or !
(3) Hairline fractures.

i

This Stalute is not met as evidenced by:
Based on record review and staff interviews, the
facility failed to notily the Department of
Inspections and Appeals of an accident cautmg
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major Injury which required hospitalization for
Resident #7. The sample consisted of 7 |
residents and the facility reported a census of 439
residents. !

Findings Include:

1. Resldent #7 had a MDS with a reference date
of 11/26/16. The MDS identified the reside:nt
required fimited assistance of one staff for ;
transfers and ambulation and used a walker. The
MDS indicated the resident not steady and could
only stabilize with staff assistance and
demonstrated functional limitations on both sides
of the body. i

A report notification dated 12/14/16 at 03:25 a.m.
decumented the staff found the resident in the
hall in front of his/her room with head against the
doorway. The resident yelled in pain and grabbed
hip with right hand when attempted io get up. The
resident obtained a skin tear to the top of the left
hand and reifracled hand when touched.

Progress notes dated 12/14/16 at 03:35 indlcated
the physician ordered the resident be sent to the
emergency room for evaluation, The remden!
was transferred at 4:20 a.m.

A radiology report daled 12/14/16 at 4:.47 a.m.
indicated findings of a scalp hematoma to the left,
subacute extra-axial subdural blood products
noted along both cerebral hemispheres with the
right greater than the fefl with a maximal AP 2
diameter of 13 millimeters. :

A Progress note dated 12/16/16 at 3:00 p.m.
indicated the resident returned from the hOSFltal
escorted by ambulance.

Facility will follow DIA requirements of reporting

Majar injury.

All staff were in-serviced by 01/27/17 to report
To the DON and/or Administrator any resident
Fall and/or injury within the appropriate

Reporting time frames.

The Administrator and/or the DON
will monitor resident falls and/or injuries

and follow DIA requirements of reporting

Major injury.

2//7/;7
(Ap
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On 12/24116, during the exit conference, the ,7 {
interim Director of Nursing acknowledged the fall -

with injury had not been reporled to the | ' 1
Department of Inspections and Appeals. | (/W
Review of the depariment's records idenﬁfied the
facility had nol reported the resident's major

injury. i
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