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\“d(ﬂ Correclion data S- ~-1o \/7
sl See
2 “ lTha following deficiencies refate to the O\M.rﬂ ("Me}\ ’

investigation of incident #57266, #67592 &
#B67993 and complaint #57755. (See coda of
federal ragulations (42CFR) Part 483, Subpart
8-C)

F 157 | 483.10(g)(14) NOTIFY QF CHANGES F 157
s5=0; (INJURY/DECLINE/RQOM, ETC)

{g){ 14} Notification of Changes.

(i) A facility must immadiately inform the rasident;
consult with the rasident's physiclan; and notify,
consistent with his or her authority, the resident
rapresentative(s) when there is-

{A) An accident involving the resident which
resulls [n injury and has the potential for requiring
physician intervention;

{B) A significant change in the resident's physical,
mental, or psychosocial status ({that is. a
deteroration [n health, mental, or psychosocial
status in sither lite-threatening conditions or
clinical complications);

{C) A nead to alter treatment signilicantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or lo
commence a new farm of treatment); or

{D) A decision lo transfer or discharge the
resident from the facilily as specified in

§483.15(c){1)ii).

(ii} When making notification under paragraph (g}

ARORATORY DIRECTOR IDER/SLUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%8) DATE
L
2z e Aobi nis e der— 05/23/2017

q‘fly daﬁc@ﬁy__ﬁ@,ﬂmﬂﬁr M an eslarisk {*) danotes a defidancy wiich he Institullon way be excused from comrecling providing it Is dslenminad thet
thar safaguands provide sufficient protection to tha palients ., (Sse instruclions.) Excepl for nursing homes, the findings stated above are disclosabla 80 days
following the date of survay whelher or noi a plan of comeclion is provided, For nursing homes, the abovs findings and plsns of corection are disclosabie 14
3ys following the date these documents are mads availabla to the fadilily. If deficiancies ars cited, an approved plan ¢f correciion is requisiie to confinued
program padicipaticn,
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{14)(i} of this section, the facility must ensure that
all pertinent information specified in §483.15{c)(2)
is availabla and provided upon requsst {o the
physician.

{iii) The facilily must also prompliy noflfy the
resident and the resident representative, if any,
when thera is-

(A} Achange in room or roommate assignment
as specified in §483.10(2)(6); ar

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e}{10} of this saction.

(iv) The facility must record and periodically
update the addrass {mailing and emall) and
phone number of the rasidant rapresantative{s}.
This REQUIREMENT Is not met as evidenced
by:

Based on clinical record review, Tamlly and staff
intarview, the facilty falled to nolify one residents
family of a fall In a timely manner, (Resident #2)
The facllily census was sixly (60) residents,

Findings include:

1. The Minimum Data Set (MDS) assessment
dated 3/27/17, documented Resident #2 required
extensive staff assistance with bed mobility,
transiers, walking in room and comidor, dressing
and tolleting and utilized a walker or whealchalr
for mability.

Pragress noles dated 3/30/17 at 2:10 a.m,,
revealed staff found the resident laying on his/her
back on the floor next to the dresser. The
residant had no complaints of pain and the
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F 157 | Continued From page 2

assessment did not show abnormality, Two staff
got the rasident up from the floor and assisted the
resident to the bathroom and back to bed.

A fall report dated 3/30/17 at 1:52 a.m., revealad
Staff D, licensed practical nurss, LPN
documented the resident's responsible party was
notified on 3/30/17 at 2:08 a.m, However during
interview on 5/3/17 at 5:43 a.m., Staff D stated
she did nat notify the family and the
documentation of notification was lo indicate the
famlly would be notified. Staff D stated the only
contact informaticn available was an email and
there was no phane number on the face sheet.

On 5/8M17 at 2:35 p.m., the resident's responsible
party staled she was not notified of the resident's
fall on 3/30/17 by either phone or ermail and would
want nolification.

F 281 | 483.21{b)(3)(i) SERVICES PROVIDED MEET
§5=0 | PROFESSIONAL STANDARDS

{b}(3) Comprehensive Care Plans

The sarvices provided or amanged by the facillty,
as outlined by the comprehensive care plan,
musl-

(i} Meet professional standards of qualily.
This REQLIREMENT is not met as evidenced
by:

Based on clinical record review, resident, family,
physician and staff Interview, the facility failed lo
follow physician arders for two of five residents
reviewed. The facllity census was 60 residents.

Findings include:

F 157

F 281
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1. Admission orders idenlified Resident #2 was
admilted to fhe facllity on 3/20/17. Slgned
medication orders dated 3/21/17, ravealed the
resfdent had an order for B12 1000 unils daily at
bedtima.

Review of the resident's March 2017 and April
2017, medicalion administration record (MAR)
ravealed slaff administered the B12 twice a day.

On 5317 at 1:53 p.m., the director of nursing
stated 2 nurses doubls check orders, One of the
orders was for B12 and the other arder was for
cyanocohalamin, The nurse did not reallze they
were the same drug,

2. The Minimum Data Set {MDS) assessment
dated 1/43/17, documantad Resident #8 required
extensive staff assistance with bed mability and
toileling and had diagnosas that included
quadriplegia and psychotic disarder.

A physiclan order dated 3/7/17, revesled the
ARNP (advanced registered nurse practilioner}
orderad Haldo} (antipsychotic) 2 milligrams (mg.)
every morning and 5 mg at bedtime "if OK with
daughtar”.

On 31817 at 4:53 pm., the care plan nurse spoke
with the resident's daughter aboul behaviors and
new orders for Haldol lo assist with bahaviors.
The daughtar stated she would discuss it with the
resident and call back tomorrow about the
medication. The progress notes did not contain
any documentation after 3/8/17,

Review of the resident's March 2017 medication
administration racord {MAR) revealed the

F 281
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resident received the first dose of Haldof on
3/8/17 at bedlime. The resldent continuad with
Haldol 2 mg In the moming and 5 mg at night
until 3724117, when the dosage was cul to 2 mg
twice a day for 5 days and then stop.

On B/3/17 at 2:00 p.m., the resident’s daughler
stated the facility contacted her aboyt the Haldal

| at the beglnning of March and she told the facllity
"nc”. She stated shae firat spoke with the
MDS/care plan nurse and Informed her, she
wanted to speak with the resident first. The
daughter called the facility and spoke with Staff K,
licensed practical nurse and told Staff K she did
not want the residsnt {o take Haldol,

On 5/8/47 at 1;26 p.m., Staff K, LPN confirmed
the resident's daughter phoned and said she did
not want the resident to take Haldol. Staff
informed the ADON (assistant director of nursing}
about the phona call.

On 5/217 at 6:55 a.m., the DON staled the
resident's rasponsible parly sald no to using the
drug and it should not have bean entared into the
computer. Because it was entered in the
computer, ihe pharmacy brought it and staff
adminisierad it. The rasident took the drug about
3 weeks and the Ombudsmen said the resident
lost the use of the left hand bul it was very limited
i before. However the resident said he/she could
na longer use the phaone.

On 5417 at 3:11 pamn., the physician staled thay
did not think the residenls decline was due {o the
Haidol because the resident had "very little
function anyway".

Observalion on 5/2/17 at 12:08 p.m. , reveated
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(d) Accldents.
The facility must ensure thaf -

{1} The resident environment remains as free

! from accident hazards as is possible; and

{2) Each resident receives adaquate supervision
and assisiance devices to prevent accidents.

{n) - Bed Ralls. The facility must attempt to use
appropriate alternatives prior to Installing a slde or
bed rall. if a bed or side rail is used, the facilily
must ensure cormact installation, use, and
maintanance of bed ralls, including but not limited
lo the following elements.

(1} Assess the resident for risk of entrapment
from bed rails prior fo installallon,

(2) Raviaw the risks and benefits of bed rails with
the resident or resident representative and cbiain
informed consent prior o inslalfation.

(3) Ensure that the bed's dimensions are
appropriate for the resident's size and weight.
This REQUIREMENT s not met as svidenged
by:

Based on record review, physician and stalf
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fha resident was assisled with the meal by
therapy. The resident used a curved fork wilh
built up handle and was able to slawly spear focod
items and get them 1o his/her mouth. At that time,
the residen stated ha/she was doing better
because hefshe could now get the foed on the
utensl.
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intarviews, the facility fafled to ensure each
resident received adequate supervision to
pravent acoidents for 2 of & residents. Resident
#2, with cognitive impairment, admiltad fo the
facility from home with a histery of falls prior to
admisslon. Staff interviews revealed Resident #2
was kniown (o not wall for staff assistance or
reliably use the call iight. The resident fell
3/3017. Slaff dotumsnied the intervention to the
fall as "education” and scraen for therapy. The
rosident was cognitlvely not able to retain the
education provided and the facllity did not cany
out the therapy screen. On 4/3/17 tha resident fall
sustaining inlracranial hemormthage (brain bleed)
and fractured clavicle. The resident returnad the
facility on Hospice and expired 4/12717.
Resident #3, with cognitive impairment, had a
history of multiple fails and non-cooperative with
wailing for staff assistance and/or call light use.
On 3/2117 the residant fell unwitnessed and staff
sducated the resident to walt far assistance and
te usa the call light. The facility evaiuated the
rasident room and the resident did not want fo
change any amangament In the room. There was
no Intervention put in place following the Incident,
On 41017 the resident fell unwitnessed during
the night and sustained a fractured right hip. The
factlity implemented a night light and asked the
residen{’s family to take some things from the
room. The cara plan did not reflect an increase in
supervision for the resident. After the resident
retumed to the facility on 4/14/17, Resident #3
had an unwitnessed fall an 4/20/17 during the
night and the facility staff did not conduct
neurolagical checks. Later on 4/20017 the
resident's family requested Hospice and the
resident expired 4/24/17. The facility identified a
census of sixty (60} residents,

.
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Fintdlngs include;

1. AMinimurm Data Set (MDS) with asseasment
relarence dale of 3/27/17, assessod Resideni #2
with a Brief Interview for Menlal Status {BIMS)
score of "4" (severe cognitive impairment). The
resident admilted te the facility on 3/20/17 from
the community. The rasident had hallucinations
and physicat bahavior symptoms 1 to 3 days ocut
of 7. The resident did not reject care or wander.
The resident required extensive staff assistance
wilh bed mobility, transfers, walking in room and
corridor, dressing and toileling. The resident used
a walkar or wheelchair for mobility. A "balance
during transitions and walking" test Idantified the
rosident as unsteady and only able to stabllize
with staff assistance. The restdent was
accasipnally incontinent of bowel and had a
urinary indwelling catheter. The resident had
diagnoses that included: hypertansion, diabetes
mellitus and Parkinsan's disease. The MDS did
not identify falls since admission. The resident
used an anfidepressant dally.

Afalls CAA (care area worksheet) dated 373017
ravoaled the resident had a history of falls. The
resident required assistance wilh all ADLs
(activities of dally living} and used a 4 wheel
walker for ambulalion and transferring shord
distances, The resident used & wheslchair for
longer distances, The resident had dementia but
had the abilily {0 use the call light, The CAA
identified that staff should assure the wheelchalr
and walker brakes were set prior to lransfers.
Staff should provide proper fitling and nonskid
shoes while in the wheelchair and when
ambufating. Provide safa, uncluttered, dry floors
and geod lighting in the room. An undalad Kardex
care plan identified the resident required slafl

Fa23
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assistance of one with mebllity and transfers.

A siderail screen assessment dated 3/20/17
identified the resident as a fall risk.

A care plan dated 3/20/17 revealed the resident
neaded staff assistance for mobility and transfers
and assist for toileting and transfers PRM. On
512/17 at 11:20 a.m. the care plan nurse stated
shae wrote it that way because the resident used a
catheler. The care plan identified on 3/30/17 thal
staff educated the resident folfowing the 3/30M7
fall. There was no other interventions on the care
plan following the 3/30/17 fall.

Progress notes dated 3720117 at 1:45 pam.,
revaated the resident arrived at the facllity via
private vehicle.

Progress notes dated 3/21/17 at 7:57 p.m.
revealed one staff assisted the residant with gait
belt and wheeled walker for ambutation,

Progross noles dated 3/22/17 at 8:10 p.m.
revealed one staff assisted the resident with
transfers and ADLs,

Progress noles dated 3/30/17 al 2:10 a.m,
revealed staif found the resident laying on his/her
back on the floor next lo the dresser, The
rasident had no complaints of pain and
assessment did not show abnommalily. Two stalf
got the residant up from the floor and assisted the
resident ta the bathroom and then back to bed.,
On the same date at 11:32 p.m. staff transferred
the resident with one staff and the walker as
usual,

A fall repori dated 3/30/17 al 1:52 a.m. revealed
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ataff found the resident laying on his/her back
next to the dresser. The resident did nol sustain
injury and staff assisted the resident to the
bathroom. The immediate action taken was
assisted resident to the bathroom and than to
bed. Will gst orders for therapy lo screen”, The
form revealed the precipilating faclors were galt
imbalance, and ambulating without assistance.

Progress noles dated 4/3/17 at 9:38 pm.
revealed staff found the resident lying on the floor
on hisfher right side next to the bathroom door.
The resident's glasses were off his/her face and
the resldent's head [aid on top of the glasses. The
rasidant comptainad of right hip paln. On the
same dale at 7:57 p.m. the emergency room (ER)
called and stated the resident admitted to the
hospital with a brain blesd.

Afall report daled 4/3717 at 8:22 p.m. revealed
the resident had Increased confusion. Staff found
the resident an the floor laying on the right side
next to the bathroom door. The resident faid on
top of hisfher glasses and complained of right hip
pain. Staff called the ambilanca. The form
identified the pracipitating factors as confusion,
gait imbalance, impaired memory and ambulaling
without assistance,

An emergency department nursing assessment
daled 4/3/17 with ER arrival time of 6:51 p.m.
revealed the resident had pain and swelling over
the right orbit (eye) with a large area of
ecchymosis noted over the area. There was pain
and swelling over the pasterior occipital sealp,
There was no aclive bleeding. The resident
responded to verbal stimuli but apeech was
slurred and garbled. The residont had difficulty
understanding and following verbal commands.
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The report identified the ER physician spoke with
the facility nurse and whe informed the physician
that staff [ast saw the rasident between 5:30 p.m.
and 5:50 p.m. The resident fell in the room
unwitnessed onto the right side. The resident
complained of right hip pain and broke histher
glassas. This was the second fall In the last 30
days since resident arrived at the nursing home.
The resident tock baby aspirin as a blood thinner.

The emergency depariment chart dated 4/3/17 at
7:05 p.m. identified the resident with a fraclured
clavicle and traumatic intracranial subarachnold
hemarrhage. A hospital history and physical,
dated 4/3/17 identified the resident admitted to
the Intensive care unit {ICU). The consuitalion
rapart dated 4/4/17 documented the CT scan
(compuiar tomegraphy) of the resident's head
showed a small amount of acute subarachnoid
hemomhage with a small acute subdurat
hemorhage ovarlying the anlarior left frontal lobe
measuring 2.5 centimeters {vm) and 3 milimeters
(mmy}in thickness.

A transfer form dated 4/5/17 revealed the resident
retumed {o the facilily on with Hospice to follow
and comiornt measures,

Nursing progress notes identified the rasident
continued lo decline afler readmission to the
nursing home and expired on 4/12/17 at 3:50
a.m.

A death certificate identifiad the time and dale of
death as 4/12/17 at 3:60 a.m. The manner of
death was "accident”. The immediale cause of
death was cardiac arrhythmia dua to hypertension
with other signilicant conditions of: subdural bleed
due to recent fall, Parkinson's disease, diabales
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maeliiius and colon cancer remote,
Staff Interviews:
Staff that worked whan the [all occurred:

On 5/3/17 at 10:21 a.m. Staff A RN (registered
nurse) slated she went down the hall and when
sha walked by the resldent's room, she observed
the rasident on the floor laying on thair right side.
She called for help and stayed with the resident
until help arrived, The resident complained of
pain when touched so staff called 911. StaffA
stated the resident was supposed to have
assistance ambulating but the resident would get
up and walk by seif at imes. The restdent did not
atways use the call lighl, [t was not activated at
{he time of the fall, Staff A slated the resident’s
responsible parly informed the facllity of the
resident’s falls at home when admitted to the
facility.

On 5/2/17 at 1:38 p.m. Staff B CNA (certified
nurse aide) stated the resident needed
assistance but he/she would try and do things on
their own. The resident would get up perselfa
cauple times a shift to use the bathroom for
bowel movements. She slated slaif was just in
the resident’s room with a food ray prior io the
incident and the resident appeared confused. The
i resident was pretly good about using the call light
and appeared sleady on hisfher fest when hefshe
paid attention. When the resident gol distracted,
then he/she would get unsteady.

On 5/2{17 at 5:18 a.m. Staff D LPN {licensed
practical nurse) stated she came on duty and had
not taken over the shifi yet when they found the
resident on the floor. Staff A found the resident.
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Staff D stated the resident was noncompliant.
The resident didn't wait or use the call fight. In
response lo that, siaff just counseled {he resident
and gave the residert rominders. On 3/30/17 the
rasident fell on the way to the bathreom so aftor
staff got the resident up from the floor, they
assistad tha resident to the bathreom, Staff D
stated staif isn't sure where the resident tried to
go when he/she fell on 4/3/17. They found the
residant parailel to the wall in the same direction
as the bathroom with the head to the hallway and
foet by the battiroom. The resident’s glasses
were smashed and the resident had a black eye.
They sent the resident to the hespital right away.

On 4/27/17 at 2 p.m. Staff E CNA stated she was
gotting ready to leave on 4/3/17 when she heard
Staff A yell. She grabbed the vitals cart and went
to the resident's room and the residant was on
the flnar. The resident laid by the bathroom door.
She stated the resident thought he/she needed
tha bathrocm and would try to go by seif a lot.
Staff E would cateh the resident going by self fo
the bathroom 3 to 4 times a shift. The resident
neaded halp dus 1o unsteadiness. The resident
would not use the call fight. She staled when she
asked the residant if hefshe needed anything, the
resident would never request the bathroom and
then shorlly after that, the resident would go by
sell to the bathreom.

On 4/27/17 at 1:05 p.m. Staff F RN staled she
was giving report whan Stalf A found the resident
an the fioar, The bathroom door was wide open.
Staff F stated she was in the rasident's room at
5:15 p.m, {o check the residant's blood sugar.
Staff F stated she thought the resident was a ™1
assist”. The call light was not activated. After the
incldent, Staff F found out the resident still
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(hought hefshe needed o urinate and would keep
trying to go the bathroom. The resident used a
Foley catheter. The resident was not consistent
with call light use or walling for help.

On 412717 at 1:47 p.m. Staff G CNA stated she
was in the front of the building when the resident
fell. The resldant required 1 to 2 staff to assist
with ambulation, The resident would somatimes
iry to self transfer. The resident was good about
using the call light. They always walked the
resident with 2 staff because the resident leaned
when walking.

Other stalf;

On 612117 at 6:26 a.m. Staff C CNA staled the
residant would sometimes use the cali fight and
somelimes would not use the call light.
Sometimes whan going down the hall, staff would
catch the resident standing up by salf. The
resident was not always steady on faet.

On 5/217 &t 6:55 a.m, tha Diraclor of Nursing
{DON} statad the rastdent requlred assistance of
ane staff for transfers and ambulation, The DON
staled she educated the resident on falls and use
of the call light. She stated the inlervenlion
{allowing the 3/30/17 fall was 1o educate the
resldent. They planned lo do a therapy screen on
Monday 4/3/17 but they couldn't get insurance
verification unfil Monday so the screen was not
dona,

Some slalf sald the residenl used the call light
frequently and other staff said he/she did not but
slaff would sometimes catch the resident halfway
to the bathroom. The DON stated staff just did
the narmal supervision on the resident by looking
in when going by the reom. They did not have the

F 323
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resident on a toileting plan since the resident
used an Indwelling urinary catheter. When the
second fall occurred, the resident was off balance
from tha prior fall.

On 5/2/17 at 5:50 a.m. Staff | (CNA) stated she
was lold in report {before the resident's falls} that
the residant was independent.

2. A MDS wilh assessmenl refarence date of
2i8/17, assessed Reskdent # 3 with a BIMS score
of "11" {maderate cognitive impairment). The
MDS Identifled the resident as independent with
transfers and tellating and neaded supervision
with ambulation. A "balance during transitions and
walking" test revealed the resident with a score of
"1" in all areas of testing. A score of '1" Idantified
the resident as not steady but able to stabilize
withoul staff assistance. Tha resldent used a
wheslchair for mehility. The resldent was
continent of bowel and bladder. The rasident had
diagnoses that included: dementia and
Parkinson's disaase. The resident had 2 falls
without [njury since the prior assassment.

A self care deficit care problem with Inlfiation date
of 4/5/15 ravealed {he resident raguired
assistance if one stafl with transfers, ambulation,
{cllating, dressing and showers as resident
allowed. An intervention dated 11/8/16 revealed
the resident frequently took self lo the bathroom,
iransferred and ambutated in room by self and
rofused to use tha call light for assistance. A care
| ptan with prablem Initiation dale of 3/28/15
revealed the rasident was al risk for falls. An
intervention dated 3724116 identified the resident
as noncompliant wilh using call light when
neading assistance,
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History of falls and self transfers:;

An incldent report dated 12/6/18 at 4:45 a.m.
ravealed staff responded to a call fight and found
the resident silting on histhar butiocks at the
bedside. The resident denied njury. Tha report
and care plan did not identify an intervention after
the incident,

An incident report dated 12/7/16 at 11 p.m.
revaaled staff found the resident sitting on the
fleor onto hisfher botlom. The resident claimed

{ he/she slid off lhe bed. The resident did not

sustain injury.

The care plan identified staff initiated assist bars

: on the right side of the bed on 12/13/18.

An incident report dated 1/7/17 at 3 p.m. revealed
the resident sat at the side of the bed and slid off
to the floor. The residant did not sustaln injury.

The care plan identified staff iniliated a scoop
matiress on 1/16/17. '

An incident report dated 2/6/17 at 8:45 p.m.
revealed staff found the residant seated on the
floar in front of the wheelchair. The resident tried
to get something from hisfher new fridge, Tha
resident did not sustain injury.

The care plan updaled 2/7/17 identified staff
asked the resident’s family to provide a table for
the fridge fo sit on o elevate lo a safer fevel for
easier access.

An incldent report daled 2/27/17 at 10:30 a.m.
revealed staff found the resident lying on hisfher
left side betwean the bed and TV stand. The
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resldent's head was towards the foot of ths bed
and legs pointed toward the head board. The
resident trlad to walk to hisfhar wheelchair from
the bathroom. The resident did not sustain injury.
The Incldert raport identified thal staff educated
the resident on the importance of using the call
light. On 2/28/17 the physiclan ordered lactaid
(for milk intolerance) for the rasident’s diarrhea to
decrease bathroom urgencyineed.

An incident repor dated 3/2/17 al 6:30 a.m,
revealad staff observad the resident sitling by
hisfher bed. The resident stated hefshe slid from
the wheelchair. The report identifled the rasident
as inconfinent and ambulating without assistance,
The resident did not sustain injury. The report
identified staff educaled the resident on using tha
call light and gelting assistance befora
tranaferring. Staff assessed the resident’s room
and the resident declinad to make any changes in
room arangement. The care plan did not reflect a
new intarvention in response lo the incident.

{The care plan coniained an Intervention, dated
BI5/15 to tollet the resident every two hours.) The
incidant report daled 3/2/17 did not identify when
siaff last toileted the resident.

Progress notes identified the resident was
hospitalized from 4/3/17 lo 4/8/17 wilh atrial
fibriftation and congeslive hearl failure. After
return to the faclity the resident relurned ta ER
{emergency room) twica that day finally relurning
on 41917 at 6:17 p.m.

Anincident report dated 4110117 at 1 am,
revealed staff found {he resident laying on hisfhar
back next to the closet. The rasident stated
hefshe hil the back of ihe head hard on the floor.
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The resident complained of back, neck, lower
back and lag psin. The rasident stated he/she
tried lo get to the bathroom. The resident
transferred lo the emergency room (ER). The
report [dantified the facility would call the family
and ask them to ramove some items froim the
resident’s reom and provide a night light. The
Incident raport did not identify when slaff last
follsted the resident.

An ER note, dated 4/10/17 revealad history was
obtained from the resident who had a history of
demenlia. The resident denied hitting thelr head.
The resident fell trying to get oul of bed and no
complains of right leg pain. The ER discharge
ideniified the resident with a closed fracture of the
hip. The resident admitted to medical/surgical.

The ER non-portable report dated 411017
identified Resident #3 had a right intertrachanteric
hip fraciura.

A transfer form identified the date of transfer as
4f14/17 back lo the facllity for skilled services
following ORIF for right hip fracture.

A physician visit note daled 4/18/17 revealed the
ARNP (advanced registered nurse praclitioner)
statad the resident was i a lof of pain falfowing
right hip fracture, The ARNP added additicnal
pain medication for the residenl's pain, The
ARNF documented no concams with the
restdent’s respiratory status,

On 5/2/17 at 6:15 a.m. Staff D LEN stated she

: worked when the resident fell on 411017, Staff D
found the resident an the ficor when she did
rounds. Staff D staled stalf checked the resident
every 2 haours. If the resident gof up by sslf, staff

Ty
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would counsel the resident on the need to use the
call light and wait for help. Staff D asked the
resident if anything burt, They rolled the resident
1o hisfher back and the resident screamed in

pain. The call light was not aclivated. Staff D
called the doctor and the resident went to ER.
Sha didn't know when staff last checked the
rasidant. She assumed it was at 10 p.m. or 10:30
p.m. The resident just went downhili after the hip
fracture.

An incidenl rapoet dated 4/20/17 at 2:13 a.m. staff
found the rastdent laying on the left side on the
flaer with head and shoulders under the bed and
legs extended towards the sink, The resident did
nol sustain irjury. The rasident slated he/she was
looking for "red” and deanied hitting hisfher head.
The intervention was for staff to check on the
resident at the end of first rounds.

The progress notes daled 4/20M17 at 2:23 a.m.,
revealed Resident # 3 was found lylng on hisfher
left side on the floor with hisfhor head and
shoulders undor the bed {by the fool of the bad};
and hisfher logs were extended oul towards the
sink. Staff documented the resident denied hitting
hisfher head and staff assessed the rasident. The
resident then tried te climb/pull curtains off the
wall. Staff notifiad the nurse manager.

At the time of the 4/20/17 fali the residoni
received Eliquis (anticoagulant) 5 milfigrams
{mg.) twice a day.

Facliity policy identified staff should condugt
neurolagica! (nauro) checks if there was
suspecled head injury. Cn 5/3/17 al 12:50 p.m.
the DON stated slaff did not conduct neuro
chacks following the 4/20/17 [all, She stated head
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injury was not suspected.

On 4/20M17 at 11:13 a.m. the resident's family

i requested a Hospice consultation. On 4/20H7 at
5:04 p.m. the resident appearsd very lathargic,
restlass and confused. The resident admitied to
Hospice. The resident continued to dacline and
expired on 4/24/17 at 7:20 a.m,

On 5/4717 at 3:11 p.m. the resident's physiclan
stated the facility should perform neuro checks
afler any falls espaclally an unwitnessed fall. She
stated she completed the resident death
certificale and thought she Jdenfified COPD as
{he cause of death. .

Additional Intarviews:

On 5/2/17 at 6:15 a.m. Staff J CNA stated she
heard the rasident yell for help and found the
residani on the floor on his/her side by the closet.
Staff J guessed the resident plannad to go to the
bathroom. The resident stated he/she trded to get
up. Staff J stated she chacked tha rasident on
rounds at midnight and the resident didn't need
anylhing., The resident is not supposed fo transfer
per seif. The resident wasn'l good about using
the call light and would get up without help.

On 5/3M17 at 10:21 a.m. Staff A RN siated the
resident got up all the time by self to the toilet and
did not use the call fight.

On 4/2717 at 2 p.m. Stafl E CNA stated the
resldent rarely ever waited for help or used the
call light. Staff E stated she would caich the
resident in the bathroom. The resident also self
transfarved fram bed to wheelchair and
wheelchair to bathroom. The resident would get
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The facility must have sufficient nursing staff with
the appropriale compelencies and skills sets to
provide nursing and related services lo assure
rosldent safety and aliain or maintain the highest
praciicabla physical, mental, and psychosocial
well-being of aach restdent, as determined by
resident assassmaents and individual plans of care
and considering the number, acuily and
diegnoses of the facility's resident populaiion in
aceordance with 1he facility assessment required
at §483.70(e).

[As linked 1o Facility Assessment, §483.70(e), will
be implemenled beginning November 28, 2017
{Phase 2]

{a} Sufficient Stafi.
(a}(1) The facllity musi provide services by
sufficient numbers of each of the fullowing iypes
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unsteady, Staff would offer to help the resident
but the resident declined help.
On 5HHT at 2:50 p.m. Staff H CNA stated
Resldent #3 was independent with fransfars,
On 412717 al 10;25 a.m. the care plan nurss
stated the resident wauld not use the call light
and did aitempt to self {ransfer. The cara plan
reflected this. The resident was supposed fo have
assistance.
On §/2/17 al 5:50 a.m., Staff | CNA stated
sometimes the resident was totafly independent
and other nights the resident was {otal care,
F 353 | 483,35(a){1}-(4) SUFFICIENT 24-HR NURSING F 353
8§8=0 ;| STAFF PER CARE PLANS
483.35 Nursing Services
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of parsannel on a 24-hour basis to provid
nursing care to all residents in accordance with
resident care plans:

{i) Except whan waived under paragraph (a) of
this section, licensed nurses; and

{ii} Other nursing personne!, including but not
Emited to nurse aides.

(a}(2) Except when waived under paragraph {e) of
this seclion, the facility must designate a licansed
nurse fo serve as a charge nurse on each tour of

duty.

{a)(3) The facility must ensure that licensed
nurses have the spacific competencies and skill
sels necessary to cara for rasidants’ needs, as
identified through resident assessments, and
dascribad In the plan of care.

{a){4} Providing care includes but is not limiled to
assessing, svaluating, planning and implemenling
resident care plans and responding fo resident's
neads,

This REQUIREMENT is not mat as evidencad
by:

Based on clinical record review, staff and
resident interviews, the facllily falled answer
resident call lights in a timely manner in order to
meel residant neads for three of five residents
reviewed, (Residenl #10, #11 & #7) The facility
consus was 60 residents.

Findings include:
1. The Minimum Data Set (MDS) assassment

dated 2/22/17, documented Resident #10 had a
brie! interview lor mantal slatus (BIMS) score of

F 383
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15, indicaling intact cognition. The resldent
required extensive assistance for bathing, bed
rohility and transfers.

The care plan contained a problemn dated 212717,
of self care deflcil related to pain, right above the
knee ampulation, left knae replacement, history
of skin ulcars, activity intolerance, and frequent
refusals to get out of bed,

On 5/8/17 at 3:38 p.m., the rasident stated he/she
did not get Z baths a week and would lake them if
offered. Review of the resident's Apiil 2017 and
May 2017 bath schedule revealed the resident
received baths on 4/5/17, 471217, /1517,
4/26/17 and 5/3/17. The resldent stated the
weak of 4/24/17, the call light was on for an hour.
The resident monitored the time with the TV,

2. The MDS assessment dated 3/8/17,
documentad Resident #11 had a BIMS score of
13, indicaling intact cagnition &nd required
extansive assistance with tolleting and hygiens
and tolal assistance with baths, The resident was
always incontinent of bowel and frequently
incontinent of bladder.

On 58117 at 3:45 p.m., the resident stated the
call fight was an for an hour during the week of
4124147, The resident sialed he/she wore a
waleh. The rasident stated he/she was lucky to
gel one bath a week and would take mors if
offered. Review of the resident's April 2017 and
May 2017 bath schedule revealed the resident
received baths on 4/1/17, 415117, 412117,
AABM7, 4/28/17 and &/317.

3. The MDS assessment dated 3/8/17,

F 3563
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documenied Resident #7 had a BIMS score of

and ambuiation in rosm. The resident required
oxtensive staff assistance with toileting and
bathing.

The care plan idenlified the resident with a self
care deficit related o spina bifida and limited
mobility, An Interveniion dated 4/6/16 revealad
ane staif assisted the resident wilth bathing and
staff should altow the resident to so as much of
the bath as possible.

On 42717 at 2:40 p.m., the resident stated

take them if offered.

the following dates: 411317, 411717, 4120117,
(The resident went to the haspitat on 5/5147)
During intarview on 5/8/17 at 5:00 p.m., when
director of nursing stated she would nesd lo

baths comectly and residents also refused.

call light concerns.

Resident council minutes dated 1/18/17,
addressed call light and bathing concems,

15, indicating intact cognition and required limited
assistance with bad mobllity, ransfers, dressing

he/she did not recelve 2 baths a week and would

Review of the April 2017 and May 2017, bathing
reccrds revealed the resident received baths on

4/27117 with no baths documented after 4/27/17.

asked why rasidents were not getling baths, the

check inlo it hul staff did not always documant the

Rasident councll minutes dated 2/8/17, identified
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This plan of correction does not constitute an admission or agreement by the provider of the truth of
the facts alleged or the conclusions set forth in the statement of deficiencies. This plan of correction is
prepared solely because it is required by State and Federal law.

Date of compliance 5-10-2017

F157 Itis the practice of Cedar Falls Health Care Center to notify resident representative of falls in a
timely manner.

1. Resident number #2 no longer resides in facility, no further action necessary.

2. For similar residents, progress notes were reviewed by the Assistant Director of Nursing on 5-10-
2017 any concerns Identified were addressed. An in-service for nurses regarding notification
requirements was completed on 5-10-17,

3. The Director of Nursing or designee will conduct audits of notification requirements a minimum
of 3 times per week for 3 months to ensure compliance.

4. DON or designee will report progress to QAP| committee for minimum of three months to
assura on going compliance.

F281 It is the practice of Cedar Falls Health Care Center to follow physician orders.

1. Resident #6 the provider addressed the Haldol medication prior to survey, no further action was
necessary. For resident #2 the provider had already addressed the B12 medication prior to
survey, no further action necessary.

2. For similar residents, an in-service for nurses was completed on 5-10-17 regarding physician
order campliance.

3. The Director of Nursing or designee will audit physician orders a minimum of three times a
week, Any concerns identified will be addressed.

4. The Directar of Nursing or designee will report progress to QAPI committee for minimum of
three months to assure ongoing compliance.

F323 It is the practice of Cedar Falls Health Care Center to ensure residents received adequate
supervision to prevent accidents.

1. Resident #2 and #3 no longer reside in facility, no further action necessary.

2. For similar residents, an in-service for staff was completed on 5-10-17 regarding falls,
interventions and proper assessments.

3. The Director of Nursing and Intradisciplinary Team will review any falls during morning
meetings to ensure appropriate interventions and documentation are in place.

4. The Director of Nursing or designee will report progress to QAP! committee for a minimum
of three months to ensure ongoing compliance,

F353 It is the practice of Cedar Falls Heaith Care Center to ensure that call lights are answered in a
timely manner and baths or showers

1. Forresidents #10, #11 and #7, an in-service was held on 5-10-2017 to reeducate staff on timely
response to call-lights and bathing requirements.

2. For similar residents, an in-service was heid on 5-10-2017 to reeducate staff on timely response
to call-lights and bathing requirements.



3. The Administrator or designee will perform call light audits a minimum of 5 times per week. Any
concerns identified will be addressed. The Administrator or designee will randomly interview
residents a minimum of 5 times per week to evaluate call-light response timaes. Any concerns
identified will be addressed. The Director of Nursing or designee will audit hathing a minimum
of 3 times per week to ensure compliance. Any concerns identified will be addressed.

4. The Administrator and Director of Nursing or designee(s} will report progress to QAP! commiittee
for a minimum of three months to ensure ongoing compliance.
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G139, 50.7{1)a(2) Additional notification

481-50.7(10A,135C) Additional notification. The
director or the diractor's designee shall be nolified
within 24 hours, or the next business day, by the
most expediticus means avallable:

£0.7{1) Of any accident causing major injury.

a. "Major injury"shall be defined as any injury
which:

{2) Requires admission to a higher lavel of care
for traatment, other than far chservation;

This REQUIREMENT is not met as evidencad
by:

Based on record review and staff interview, the
facllity faited 1o report a majer Injury that rasuiled
in fractura and admission to the hospilal as
required par Chapter 50.7(1)a{2) for 1 of &
fractures reviawed. According to physical therapy
discharge surmmaries dated 7/20/16 and 2/24/17
Resident #4 required supervision with standing
activilies, contact guard assistance (CGA) with
ambulation and standby assistance (SBA) for
transfers. The care plan in place when the
fall/fracture ocourred, reflected the resident as
independent in reom., On 377117 (he resident fell
and sustained a fraclure and was admitted fo the
hospital for traatment. Facillly census was sixly
(60) residents,

Findings include:

1. AMinimum Data Set (MDS) with assessment
reference dale of 12/6/1B, assessed Resideni #4
with a brief interview for mental status (BIMS)
score of "14” {no cognitive impaimment). The MDS

€138
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Identified the resident requirad suparvision of one
staif with bed mobillity, transfers and ambulation
in room. The resident required limited staff
assistance with toileting. The resident was

| Incontinent of biadder. The resident had 2 falls

{ gince the previous assessment, One with injury
and one without injury, A *balance during
transitions and walking” test revealed the resident
as not steady but able to stabllize without staff
assistance In all areas of testing. The rasident
had diagnoses that included: dementia.

A physical therapy (PT) discharge summary with
end of care date 2/24/17 raevealed lhe resident
could walk with assistive device and contact
guard assistance (CGA). The rasident raquired
stand by assistance {SBA) with transfers,

A care plan with initiation date of 12/26/14 |
Idaniifiad the resident with a self care deficit
related to incontinence, risk for skin alteration and
ostecarthritis. An intervantion dated 7/20/16
ideritified the resident could be independent in
raam and facility for ambulation. Another
inlervention daled 10/16/15 revealed the resident
was Independent in the facllity with a walker.

An incident report daled 3/7/17 at 2:20 p.m,
revealed slaff cbserved the residant faying on the
t bathroom floor on the loft side with head towards
the toilet. The resident stated he/she altempled to
go to the bathroom but sfid. The resident
complained of pain so staff called 911. The
ambulance anived and iransporied the resident
to the hospital,

A hospital history and physical dated 3/7/17
raveated the resident had a history and of siroke
with gail ataxia. The resident ambulaled
minimally with a2 watker and was not suppased o
DIVISION OF HEALTH FAGILITIES - STATE OF IOWA
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mobllize unsupsrvised, The resident walked by
saif to the bathreom for urinary urgency and fell
landing on knees sustaining a distal femur
iracture. The diagnoses Included: mechantcal fall
and traumatic left distal femur, periprosthetic
fracture.

A transfer form dated 3/11/17 revesled the
resident underwant ORIF {open reduction and
Internal fixalion) lo repair the fracture on 3/8/17.
The transfar form revealed the resident should
wear an immaobllizer to the left extramity at all
times except for showers. Hospilal progress
noles dated 3/10/17 revealed the resldent also
suffarad acute blood loss which would not be
troated,

On 52117 al 6:55 a.m., the DO staled the
faciiily did not receive tha 2/24/17 PT
recommendations because PT naver gave them
to the facilily. She stated the resident was
Independent in the room and staff ancouragad
the rasident to ask for halp.

On 5/3/17 at 2:53 p.m. the Physlcal Therapist
stated she dld not give the resident anything after
PT discharge an 2/24/17 because nothing
changed with the resident. No progress was
made. The resident was always supposed o
have CGA with ambulation and SBA with
transfers. The resident required this level of
assistance bacause the residenl's need for
assistance variad and he/she had weakness and
frequent falls, Review of the previous PT/OT
discharge summaries, dated 7/20/45 identified
the rasldent required-supervision with standing
activilies. On 5/8/17 at 2:07 p.m. the PT stated
the resident needed supervision whils standing so
lhe resident would also need supervision with
transfers and ambulation.
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Atherapy stalus communication sheet dated
7/19/16 identified the resident could be
independent in room and facility for ambulafion.

On 5/8/17 the Administrator stated the facllity
follows an accidentifall reporting flow sheel for
guldelines on what to report to should repart stale
agency.

On 5/2M7 at 12;25 p.m. the DON stated the
accident was not reporied becauss the resident
was independent.

Progress notes dated 3/12/17 at 4 p.m, revealed
the resident returned ic the facility followinp
hospitalization for surgical repalr of hip fracture,

Progress notes dated 3/31/17 the facility recelved
an order for a Hospice evaluation. Progress nolas
dated 4/6/17 at & p.m. the rasident expired,

The death certificate ravealed the resident
explirad 4/6/17 at B:p.m. with the cause of death
as accident. The Immediate cause of death listed
respiratory failure due to failure to thrive due to
recant fracturad ferur.
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This plan of correction does not constitute an admission or agreement by the provider of the truth of
the facts alleged or the conclusions set forth in the statement of deficiencies, This plan of correction is
prepared solely beécause it is required by State and Federal law.

bate of compliance 5-10-2017
C 139t is the practice of Cedar Falls Health Care Center to report major injury per Chapter 50.7(1)a(2).

1. Resident {14, she no longer resides in the facility and no further action necessary.

2. For similar residents, records were reviewed 5-10-2017, no other reporting requirement
concerns were identified. An in-service was held with staff on 5-10-2017 regarding reporting
reguirements,

3. The Director of Nursing and Intradisciplinary Team will review any falls during morning meetings
to ensure appropriate interventions and documentation are in place. The facllity has a new
Administrator effective, 3-31-2017 who monitars compliance with reporting requirements
regularly,

4. The Administrator or designee will report compliance with this process to the QAPI committee
for a minimum of 3 months to ensure compliance.




