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This plan of correction does not constitude admission
F 000 | INITIAL COMMENTS Fooo| °P
or agreement by the provider of the truth of the facts
Correction Date_ 02/01/2019 alleged or the conctusions set forth in the statement of

. deficiencies. This plan of correction is prepared solely
Compflaints # 79754-C and # 79771-C were
substantiated. because it is required by State and Federal Law.
Lo F000: Deficiencies Corrected by 02/01/2019

Investigation of facility's reported incident

#79879-| resulted in deficiency.

See the Code of Federal Regulations
(42CFR) Part 483, Subpart B-C.

F 623 | Notice Requirements Before Transfer/Discharge F623
59=0 | CFRIs): 483.15(c)(3)-(6)(8)

Tt is the practice of the facility to enswre that

residents being involuntarily discharged from

facility received required notice of that

discharge,

F623

1.Resident # 3 was discharged from the cenfer

on 11/10/18 No further action can be taken

at this time.

2.0n January 28, 2019 the Administrator

performed an audit of current residents

of the facility for the need to consider

transfer/discharge options.

3. The Administrator provided in service

education between January 28, 2019 and

anvary 30, 2019 to department supervisors related

to the requirements and expectations of

and : Uansfer/dischafge of facility resident’s. .

{iil) Include in the notice the itams described in 4 The Adn?mlsmo.r and{o,r designee w'!l condl.m

paragraph (c)(5) of this section. random audits o vahdafe staff’ ‘are following policy
and procedures as required 3 times per week for

3 weeks, then weekly for & minimum of 3 months,

quarterly thereafier if need continues.

§483.15{c){3) Notice before transfer,

Before a facility transfers or discharges a
resident, the facllity must-

{i) Notify the resident and the resident’s
representativa(s) of the transfer or discharge and
the reasons far the move in writing and in a
tanguage and manner they understand. The
facility must send a copy of the nofice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical racord in
accordance with paragraph (c)(2) of this sectiom;

§483.15(c){4) Timing of the notice.

{h) Except ?s Spef:lﬂed in paragraphs (c)(4)(ii) and ‘The administrator or designee will repost findings
(9) (8) of this se.c fion, the not.lce of ?ransfer or of above monitoring system monthly times 3 months to
discharge requ1r§_d under this section must be the facility quality assurance program, then reviewsasscss
mafie by.the facility at ieas.t 30 days before the for need to continue. The plan will be reviewed and
rﬁslder_\t Is transferred or dl'scharged, . ) revised as indicated and staff will be reeducated as needed.
{ii} Notice must be made as soon as practicable 5. Date of Compliance: 1/31/19
LABCRATORY BIRECTOR'S OR FROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6} DATE

ul SO O\ msirady Q1213

Any deﬂclanc};ﬁYmam ending with an asterisk {*) denofes a deficiency which {hs institufion may be excused fror coecting providing il is detarmined that

other safeguarfis provide sufficlent protection te the palients. (See instructions,) Except for nursing homes, the findings statod above are disclosable 90 days
following the daje bf survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documsents are made avallable to the facility. If deficlencles are cited, an approved plan of corection is requisite o ¢conlinued

pragram paricipalion. /
Poc arr‘oﬂ‘ll.‘a_j Ydha YA STV
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before transfer or discharge when-

{A) The safety of individuals in the facility would
be endangered under paragraph {¢}{1)(i)C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c){1}(i{D) of
this section;

{C} The resident's health improves sufficiently to
allow a more immediate transfer or discharges,
under paragraph {c){1}{i}{B) of this section;

(D} An immediate transfer ar discharge is
required by the resident's urgent medical needs,
under paragraph (cY1)(D(A) of this section; or
{E} Aresident has not resided in the facility for 30
days.

§483.15(c){5) Contents of the notice. The written
notice specified in paragraph {c}(3) of this section
must include the following:

(i} The reason for transfer or discharge;

(i) The effective date of transfer or dischargs;
(iii} The location to which the resident is
transferred or discharged;

{iv) A statement of the resident's appeat rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
complefing the form and submitting the appeal
hearing request;

{v) The name, address {(mailing and emsail) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(v} For nursing facillty residents with inteilectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
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developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.5.C. 15001 et seq.); and

{vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally |l Individuals Act.

§483.15(c)(6) Changes to the nolice.

if the informatian in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c){8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70().

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, facility policy
review and staff interview, the facility failed to
notify a resident of an involuntary discharge from
the facility for one of five residents reviewed
(Resident #3). The facility reported a census of
28 residents.

[t

Findings include;
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According to the Minimum Data Set (MDS}
assessment dated 10/26/18, Resident #3 had
diaghoses of demaentia, Parkinson's disease and
bipolar disorder. A Brief Mental Status (BIMS)
documented a score of 9, indicating moderate
cognitive and memory impairment, The MDS
documented the resident did not display physical,
verbal ar other behavioral symptorns during the
7-day assessment period,

The resident's Care Plan documented a focus
area dated 5/7/18 of Parkinson's disease with
interventions directing staff to monitor for signs
and symptoms of depression and consult with
mental health as needed. Staff should provide
emotional support, encouragement and
encourage the resident fo vent her feslings about
her disease. Afocus area dated 5/7/18
documented Resident #3 had a hehavior problem
related to bipolar disorder with the goal to have
fewer episodes by the review time.

Progress Notes dated 10/1/18 4:04 a.r. - 10/3/18
at 1:01 p.m. documented Resident #3 would
refuse to fake her medications. An entry on
10/4/18 at 10:08 a.m. documented facility staff
contacted the resident's previous inpatient
treatment center fo update them on the resident's
behavior and to nofify them of the facility's
attempt at placement with another facility.

Progress Notes dated 10/4/18 a1 2:10 p.m. -
10/10/18 at 1:58 p.m. documenied the resident's
continual refusal of medication, a decline in
activities of daily living (ADL's) and refusal of !
assistance from staff. Anote dated 10/11/18 at
5:42 p.m. documented Resident #3 hit her
roommate. The resident's roommate was
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removed from the room and assigned to a
different room. Staff provided 1:1 supervision for
Resident #3. An entry dated 10/17/18 at 3: 11
p.m. documented the facility received a new
preadmission screening and resident raview
evaluation (PASRR). The Medical Director
reported the resident as not appropriate to reside
at the facility and she required inpatient
psychiatric evaluation and treatment,

A Progress Notes dated 10/17/18 at 4:16
documented the resident transferred to a local
hospital emergency room for evaluation and
{reatment.

The Emergency Raom note dated 10/18/18 at
11:0G a.m. documented the resident in ER due to
suicidal ideatlon. The resident stated she didn't
know why she was in ER and babbled things
about the nursing home trying o poison her and
sprinkle her with angel dust.

A Progress Note dated 10/18/18 at 12:20 p.m.
documented the resident returned to the facility.
Staff transferred # 3 to her room and to bed,
Notes of the same date at 2:01 p.m. documented
the resident medically stable and able to be
transferred to a psychiatric institution for inpatient
evaluation and freatment. An entry at 4:58 PM
documented the nurse called muitiple facilities for
the resident's placement without success so far,

Progress Notes dated 10/18/18 at 4:48 p.m. -
10/26/18 at 4:00 p.m. documented the resident
continued with 1:1 staff supervision and showed
manic behaviors. Progress notes dated 10/30/18
documented staff from an out of state behavioral
health inpatient facility would have an open bed

the following moming; on 10/31/18 at 1:12 p.m.
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Resident #3 transferred to the out of state
inpatient faciiity. The facility Administrator
continued to assist in finding long term placement
for the resident that met PASRR identified needs
after inpatient freatment,

A Progress Note dated 11/9/18 at 4:47 p.am.
documented the Administrator spoke to staff from
the out of state inpatient who reported they were
discharging the resident back to the facility,. The
Administrator reported they would not accept #3
Resident citing there wasn't a private room
available, the resident can't have a roommate
due to a history of aggression toward residents
and the facility's inability to provide the care
needs identified in the PASRR.

Review of the resident's clinical record did not
reveal staff provided the resident with a Notice of
Invoiuntary Discharge.

The facility's Administrative Manual, revised 7/15,
instructed staff to provide a written notice of at
least 30 days when the facitity wishes to
discharge a resident. The written notice must
include the reason for transfer/discharge, the
effective date, the location of discharge or
transfer, and the right of appeal and netification of
how to reach the long-term ombudsman and/or
the appropriate protection and advocacy agency.
Further, the facility must provide sufficient
preparation and orientation to residents to ensure
safe and orderly transfer or discharge from the
facility.

Buring an interview dated 1/8/18 at 3:30 p.m. the
Adminisfrator reported the PASRR completed
10/17/18 identified specialized services for the

resident's behavioral health and/or development
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condition the facllity could not provide. The
facility did not issue a Notice of involuntary ] ] o
Discharge to the resident or her representative. It is the practice of the facility to implement and/or -
F 656 | Develop/implement Comprehensive Care Plan F 656 establish a care plan reflective that identified each
§5=0 1 CFR(s): 483.21(b}(D)

§483.21(b) Comprehensive Care Plans
§483.21{b}(1) The facility rmust develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483,10(c)(2) and
§483.10{c}(3), that includes measurable
objectives and timeframes to mest a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

{i) The services that are to be furnished fo attain
or maintain the resident's highest practicable
physical, mental, and psychesocial well-being as
required under §483.24, §483.25 or §483.40; and
{ii) Any services that wouki otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due fo the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483,10(c)(6).

(iii) Any specialized services ar specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. if a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medicat record.

{iv)in consultation with the resident and the
resident's representative(s)-

(A} The resident's goals for admission and
desired outcomes.

{B) The resident's preference and potential for
future discharge. Facilities must document

resident’s need for medical, nursing, mental and

psychosocial care,

Fe656

1. On January 28, 2019 the MDS/ Care plan coordinator

has updated/revised the care plan for resident number

one to reflect the residents need for medical, nursing,

mental and psychosocial care and resident number

three no longer resides at facility.

2. Between Janvary 28, 2019 and January 31, 2019

The Director of Nursing and/or designee completed an

audit on current resident careplans to ensure they reflect

each resident’s need for medical, nursing, mental and
psychosocial care,

3. On January 30, 2019 the Director of Nursing
re-educated the Interdisciplinacy Team regarding the
requirement to maintain the plan of care fo reflect the
resident’s current medical, rursing, mental and

psychosocial needs.
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whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth In paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observation and
staff interviews, the facility failed to implement
and/or establish a care plan reflective that
identified each resident's need for medical,
nursing, mental and psychosocial care for two of
five residents reviewed (Residents #1 and #3)
reviewed. The facility reported a census of 28
residents.

Findings include:

1. Resident #1's Minimum Data Set (MDS)
assessment dated 9/4/18 recorded diagnoses
that included dementia and Parkinson's disease.
The assessment documented he experienced
severe cognitive impairment, The MDS
documented Resident #1 the assistance of two
staff with transfers and walking, had range of
motion impairment in both upper extremities and
used a wheslichair with staff assistance for
locomotion.

The resident's Care Plan dated 3/16/18 identified
a high risk for fails related to confusion,
gait/balance problems due o Parkinson's disease
and lack of awareness for safaty needs.
Interventions inctuded placing the resident in a
recliner at the nurse’s station when restless,

placement of a modified lap buddy when in the

scheduled care plans weekdy times 3 weeks and monthly
times 3 months to validate needed revisions are reflected
on the resident's plan of care. The Director of Nursing
and/or designee will report findings of the above
menitoring system monthly times 3 months through

the facility quality assurance program, then review/assess
for need to continue. The plan will be reviewed and
revised as indicated and staff will be reeducated as needed,

5. Date of Compliance: 1/31/19
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wheelchair for positioning, to monitor him every
30 minutes, remove the iab buddy every two
hours for toileting and ambulation and place a
non-skid tube to wheelchair seat between
resident and cushion. The Care Plan did not
establish interventions to address the resident's
repetitive action of removing his lap buddy from
his wheelchair and for staff to monitor the
resident when sitting in his wheelchair.

The Incident Report dated 8/14/18 at 6:32 a.m,
documented an aide reported the resident held
onto the dining room table and lowered himself io
his knees on the floor, Staff assessed the
resident and noted no injuiies,

The Incident Report dated 10/2/18 at 7:45 a.m.
documented several staff were present when the
resident, sitting in his wheelchair in the front lobby
with the lap buddy in place, removed the lap
buddy and felt forward out of the wheeichair on to
the floor. An assessment revealed no injuries.

The Incidert Report dated 11/9/18 at 11:00 a.m.
documented Staff A, a licensed prattical nurse
(LPN) heard a loud noise and saw the resident
had tipped his wheelchair forward with him lying
on his right side on the floor in front of the nurse's
desk. The nurse documented one side of the lap
buddy was on,

During an interview dated 1/7/19 at 10:58 a.m.,
Staff A stated the resident has a history of moving
the lap buddy when sitting in the wheelchair,

On 17119 at 11:31 a.m., Staff B, LPN reported
the resident fidgets and leans forward when
sitting in the wheelchair. The resident has a
history of falling out of the wheelchair and staff

FORM CMS-2567(02-08} Previous Versicns Obsolale Event |D:FANVEH Facility [0 [AB532 . If comtinuation sheet Page 90f 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/25/2019
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIERICLIA %2) MULTEPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
C
165235 B, WING 01/08/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
LENOX CARE CENTER 111 EAST VAN BUREN
LENCX, 1A 50851
(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F B56 | Continued From page 9 F 656

are to keep their eyes on him at all times.

During an interview on 1/719 at 11:45 a.m., Staff
C, a cerlified nursing assistant (CNA) reporied
staff at the nurse's station were to keep their eyes
on the resident as he has a history of removing
the fap buddy and a history of falling from his
wheelchair.

During an interview on 1/7/18 at 12:00 p.m., Staff
D, LPN reported he had worked the day shift 6:00
a.m. - 2:00 p.m. on 11/9/18. He reported the fall
could have been prevented if staff had put the
resident down fo rest, Staff have been directed to
keep eyes on him at all times. Staff C reported
when the resident fell, he was sitting at the
nurse's station with his back foward the resident.

During an interview on 1/7/19 at 110 p.m., the
Director of Nursing reported the fall of 8/4/18
occurred when the resident self-transferred from
his wheelchair during a meal and lowered himself
to the floor. The last two falls, 10/8/18 and
11/9/18 oceurred when he sat in his wheelchair
and fell forward on to the floor. These falls could
have been avoided if staff had positioned the
resident behind the nurse's station where nurses
were positioned.

2, According to the MDS assessment dated
10/26/18, Resident #3 had diagnoses of
dementia, Parkinson's disease and bipolar
disorder, Tha assessment documented a Brief
Interview for Mental Status score of 9, indicating
moderate cognitive and memory impairment. The
MDS documented the resident did not display
physical, verbal or ofher behavioral symptoms
during the 7-day assessment period. The MDS

Indicated a significant change in status which
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required an updated assessment, The
assessment identified increased extensive
assistance two staff with transfer, bed mobility,
teilet use and dependence with bathing.
Additionally the resident needed extensive
assistance of one staff with dressing and
personal hygiene.

Fhe Care Plan contained focus areas dated
5/7118 and 8/10/18 with interventions related to
Parkinson's disease, the use of anti-anxiaty,
psychotropic medications related to bipolar
disease and behavioral problems, The care plan
did not reflect the physical care needs and
behavioral changes identified from the MDS
assessment of 10/26/18. Interventions wera not
established giving staff specific directions in
performing the need cares and behavioral actions
of the resident,

A Progress Note dated 10/17/18 at 3:11 p.m.
documented the facility received a new
preadmission screening and resident review
evaluation (PASRR). The Medical Director .
reported the resident as not appropriate to reside
at the facllity and she required inpatient
psychiatric evaluation and treatment.

During an interview on 1/7/18 at 4:10 p.m. the
Administrator reported the PASRR completed
10/17/18 Identified specialized sarvices for tha
resident's behavicral health and/or development
condition the facility could not provide.

During an interview on 1/9/18 at 11:10 a.m. the
Director of Nursing reported the care plan had not
been updated despite changes in the resident's
behavior and care needs. She reported a PASRR

outlining additional focus areas and interventions
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§483.25(d) Accidents,

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices (o prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff and
resident interviews, the facility failed to provide
adequate supervision to prevent an accident
causing injury for one of five residents reviewed
{Resident #1). The facility reported a census of
28 residents.

Findings include:

Resident #1's Minimum Data Set (MDS)
assessment dated 9/4/18 indicated he had
diagnoses that included dementia and
Parkinson's disease, The assessment
documented Resident #1 had severe cognitive
impairmeni. The resident needed the assistance
of two staff with fransfers, had impaired range of
motion in both upper extremities and used a
wheelchair with staff assistance for locomotion.

The resident's Care Plan contained a focus area

F639
I. Resident #1's fall plan of care was reviewed and
revised to reflect current fall interventions and the plan
was communicated to the Interdisciplinary Team on
January 25, 2019 by the Director of Nursing/designee.
2. The Director of Nursing completed an audit on
January 25, 2019 to identify current residents of the
Facility whao are at risk of injucy related to falls. The
DON and MDS coordinator will review and revise the
care plans of the residents who were identified on
January 25th who are in need of falk prevention and
will include communication to staff.

3. Staff were in-serviced between on January 17, 2619
to Jangary 25, 2019 by Administrator and DON related
to fall prevention policies and expectations, including

providing supervision to prevent accidents causing

injury for resident #1 and current residents.
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could not be implemented. The facility had been
trying to seek inpatient treatment during this
pariod and it would have been impossible to
establish interventions with all of the physical and
behavioral r?hanges the resident had prese'med. It is the practice of the facility to provide supervision to
F 689 | Free of Accident Hazards/Supervision/Devicas F €89
s5=G | CFR(s): 483.25(d)(1)(2) prevent an accident causing injury.
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ait/balance due h/her Parki \ d lack of then weekly for a minimum of 3 months, quarterly
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minutes and remove the lab buddy every two
hours for toileting and ambulation and place a
non-skid {ube to wheelchair seat between
resident and cushion. Physical therapy
recommended to lower the back of the
wheelchair seat to prevent the resident from
falling forward.

The Incident Report dated 8/14/18 at 6:32 a.m.
documented an alde reported the resident held
onto the dining room table and lowered himseif to
his knees an the floor and started to crawl. Staff
assessed the resident and noted no injuries.
Staff reported they were unable to reach the
tesident when the resident lowered h/herself to
the floor,

The incident Report dated 10/2/18 at 7:45 a.m.
docurmented several staff were present when the
resident, sitting in his wheelchair in the front lobby
with the lap buddy in place, removed the lap
buddy and fell forward out of the wheelchair on o
the floor. An assessment revealed no injuries.

The Incident Report dated 11/8/18 at 11:00 a.m,
documented Staff A, a licensed practical nurse
{LPN) heard a loud noise and saw the resident
had tipped his wheelchair forward with him lying
on his right side on the floor in front of the nurse's
desk. The nurse documented one side of the lap :
buddy was on. hut one of two sides of the
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modified lap buddy had moved from nommal
position, The resident attemptad to sit upright
and moved all extremities independently. An

nurse until funch time,

‘| A Progress Note dated 11/9/18 at 6,00 p.m,

She asked the resident if he hurt and had
difficulty understanding the resident. The
resident grimaced when she assisted with his
incontinent brief and when rolling from side to

reported his back hurt. Staff positioned the

standing for stand a pivot transfer, Resident #1

knees and the resident stated it hurt only with

transported to the hospital via ambulance and
prior to transport staff administered pain
medication.

revealed no hip or pelvic fraclures. The X-ray
showed chronic heterotopic ossification noted

to prior images.

assessment revealed no injuries. Staff assisted
the resident from the floor with the use of a Hoyer
back into his wheelchair, The resident appeared
restless and was required lo be placed next to the

documented staif reported the resident showed
signs of pain. Staff A entered the resident's room
and found him to be awake and alert to his name.,

side, Resident #1 grimaced again, moaned and
stated his hip and right groin hurt, The resident

resident to a seated position on the edge of the
bed and the resident once again grimaced. Upan

placed weight on his left leg and used the toes
on the right leg and moaned when he sat down.
Staff completed range of motion o both hips and
right hip movement. Staff contacted the resident's

physician who ordered an evaluation/treatment at
a local hospital emergency room. The resident

An X-ray of both hips on 11/9/18 at the hespital

with lower lumbar degenerative changes similar
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Progress Notes dated 11/10/18 at 11:31 p.m.
recerded Resident #1 displayed paln when
repositioning but when asked denied having pain. '

Progress nofes dated 11/11/18 at 7:58 p.m. ‘
documented staff administered Acetaminophen

650 milligram {mg) as the resident showed signs J
of pain during evening cares. Progress notes x
dated 11/14/18 at 1.26 a.m. documented pain
medication given he displayed non-verbal
indications of pain (facial grimacing and grabbing
his leg) during repositioning related to the right
leg/hip area,

Progress Notes dated 11/14/18 at 3:54 p.m.
documented he showed signs of discomfort by
rubbing the right thigh. While walking from the
bathroom to bed with two assist, it appeared his
pelvis and left hip or the curvalure of the back or
hip had greater protrusion. The resident walked
differently with his right feg and acted as if it had
been painful to bear weight.

Progress Notes dated 11/15/18 at 9:49 a.m.
documented the resident's speech can be
mumbled at times and hard to understand. At
times he is able to make his needs known but
doesn't always make sense when speaking and
at times Is confused. The residents usually
understands what is being said to him, but has
difficulty comprehending and following through
with requests or cues at times.

Progress Notes dated 11/20/18 at 3:56 p.m.
docurmented MDS charting, noting resident is not
physically restrained but had a lap buddy to assist
with sitting up due to his Parkinson's disease.
The resident could not sit up and had increased
pain,
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Progress Notes dated 11/20/18 at 5:456 p.m.
documented staiff sent a fax to CHI Health center
as Resident#1 had increased pain while walking
during therapy. The resident raised his leg when
attempting to walk. Staff are questioning a pelvic
X-ray.

An X-ray report dated 1/21/18 documented the
reason for the Imaging was recent fall, pain and
inability to walk. Findings of the X-ray revealed a
displaced fracture of the proximal femur (hip),
likely involving the right femoral neck.

Pragress Notes dated 11/21/18 at 3:09 p.m.
documented Resident #1 denied pain but
nen-verbal cues are opposite. An entry at 5:48
p.m. documented during a staff transfer from bed
{o a gurney, he had facial grimacing and kept his
knees flexed, Staff administered Acetaminophen
650 mg for pain. Progress notes dated 11/21/18
at 6:31 p.m. noted the resident's primary
physician reported she was getting a second
apinion about the resident's fracture. The
resident's physicians believed the resident
needed a surgical consult. Staff notified the
resident's family and they agreed to have him
seni to the hospital emergency room and then to
another facility for a surgical consult.

Medication Administration Records (MARs) for
11/1/18-11/30/18 revealed Acetaminophen 650

mg every four (4) hours prescribed as needed

{prm) for pain. This record dacumented this

medication hadn't been administered 11/4/18 -

11/8/18, but had been administered with

increased frequency or a total of 20 times

beginning 11/9/18 - 11/30/18 for pain, '
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An Internal tnvestigation-Injury of unknown origin
documented the resident fell from his wheelchair
on 11/8/18, X-ray results on 11/8/18 revealed no
fracture seen. The resident received physical
therapy on 11/13/18. The resident would, at
tfimes, show signs of pain with pain medication
administered as needed. On 11/20/18 the
resident walked with therapy and nurses
observed he did not walk very well. Staff
requested an order for another X-ray. Resulis of
the X-ray showed a right basiccervical hip
feacture,

During an interview dated 1/7/18 at 10:58 a.m.,
Staff A reported the fall the resident sustained on
11/9/18 was preventable. Resident#1 had baen
sitting in his wheelchair with a lap buddy placed in
front of him and sat in the front lobby
approximately 15 feet from the nurse's station.
Staff A reported the resident is to be placed
adjacent to staff at all times. Resident#1 has
had previous falls and is not to be left unattended.
The morning of 11/9/18 she had directed staff to
lay the resident in bed but had seen him sitting in
his wheelchair. When she asked stafi why they
hadn't Jaid him down as directed, staff reported
another nurse told them to keep the resident up.
Staff A recalled that she and Staff D, LPN sat at
the nurse's station talking to another resident's
family members when she heard a loud noise.
She stated she had charted her observationin a
progress note on 11/8/18 at 1:22 p.m. The
progress note recorded Resident #1 tipped his
wheelchair forward and laid an the floor on the
right side. It appeared one side of the lap buddy
was in place on one side but nof the other. She
reported the resident has a history of moving the
lap buddy when sitting in his wheelchair, Staff
are directed to keep eyes on him at all times.
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During an interview on 1/7/19 at 11:31 a.m., Staff
B, LPN reported she didn't work on 11//9/18 and
hadn't withessed the fall. She recalled that
Resident #1 fidgeted and leaned forward when
sitting in the wheelchair. The resident has a
history of failing out of the wheelchair and staff
are to keep their eyes on him at all times.  Staff
are to put the resident to bed mid-morning unti}
lunch time. Staff are directed to get him up last
for meals as he becomes restless. The resident
could move the lap buddy as he has strong upper
body strength.

During an interview on 1/719 at 11:45 a.m., Staff
C, a cerlified nursing assistant (CNA) reported
there are four CNA's scheduled for days. On
11/9/18 there were only two CNA's working that
marning. She and another staff got the resident
up from bed and placed him in a wheelchair
before lunch and placed him in front of the
television. Staff at the nurse's station were to
keep their eyes on him as Resident #1 had a
history of removing the lap buddy and of falling
from the wheelchair.

During a phone interview on 1/7/18 at 12:00 p.m.,
Staff D, LPN (fermer) reported he worked the day
shift 6:00 a.m. - 2:00 p.m. on 11/9/18. He
reported Resident #1 has a history of falls,
Including falling out his wheelchair. A lap buddy
had been previously used but was discontinued
because it was considered a restraint. The lap
buddy was put back inte use to reduce the
resident’s back pain and also because he leaned
forward and this reduced his ability fo lean to far
forward. The resident frequently removes the
device and becomes increasingly restless, The

morning of 11/9/18 Staff A had directed staff {o lay
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the resident down in bed but another nurse had
told staff to keep the resident up, as they were
short CNA's. The fall could have been prevented
if staff had put the resident down o rest. Staff
have been directed fo keep eyes on him at all
times. Staff C reported when the resident fell, he
was sitting at the nurse's station with his back
teward the resident,

During an interview on 1/7/19 at 1:10 p.m., the
Director of Nursing reported the resident felt on
8/4/18, 9/9/18, 10/8/18 at 11/9/18. The fall of
8/4/18 occurred when the resident
self-transferred from the wheelchair during a
meal and lowered himself to the floor. The fall of
9/9/18 occurred when the resident
self-transferred from bed and staff found him in
the bathroom. The last two falls, 10/8/18 and
11/9/18 occurred when he sat in his wheslchair
and fell forward on to the floor. These falls could
have been avoided if staff had positioned the
resident behind the nurse's station where nurses
were positioned. The lap buddy kept Resident #1
from leaning forward and it corrected his posture,
She confirmed staff hadn't put the resident to bed
to rest as they nomally did.

During an interview on 1/8/18 at 2:30 p.m. the
resldent's wife stated staff informed her of the
resident's fall on 11/9/18. Resident #1 went to the
hospitaf for evaluation and treatment. An X-ray
was negative for fracture but she believed the
X-ray results were in error. She reported her
spouse has a high tolerance for pain and doesn't
communicate clearly due to Parkinson's disease.
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