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Complaint # 7 222O-C was substantiated

lnvestigation of facility-reported incident
# 73068-l resulted in facility deficiency.

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

Quality of Care
CFR(s): 483.25

S 483.25 Quality of care
Ouality of care is a tundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatrnent and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.
This REQUIREMENT is not met as evidenced
by:
Based on clinical remrd review, observation,

and staff interview, the facility failed to ensure that
residents receive treatrnent and care in
accordarce with professional standards of
practice, the comprehensive person-centered
care plan for 1 of 10 residents reviewed (Resident
#'l). The resident had occasional incontinence of
urine and ftequent incontinence of bowel. Staff
documented they observed moisture associated
skin damage breakdown on both buttocks on
12131/17. Observation showed staff asked the
resident if she needed to use the toilet and the
resident said no. Staff did not check the resident
for incontinence. The facility also failed to
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correction date 2

Wthout waiving the foregoing

statement, the facility states that
with respect to resident #1 , and all

similarly situated residents, the
facility has reviewed and revised

where appropriate facility practices

and policies related to the
development and implementation
of comprehensive resident-

centered care plans, admission

assessments, incontinence care,

bowel assessments and
management, cognitive status,

skin and wound assessment and
treatment and documentation of
treatments.
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Any deficiency statement ending with an asterisk (') denotes a defciency which the inslitution may be excused from coneding providing it is determined tha!
other safeguards provide suffcient proleciion to the patients . (See instructions.) Except for nursing homes, the findings stated above are disdosable 90 days
following the date of survey whether or not a plan of c.n€€tion is provided. For nursing homes, the above fndings and phns of corection a.e disdosable 14

days following the date these documents are made ava;lable to the facility. lf deficiencies are cited, an approved plan of co.reclion is .equisite to crntinued
program psrticipation. I I/hr o,..nL-J zlyzltt {\L-,-"...*,'.
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F 684 The Director of Nursing and Assistant Director
of Nursing have re-educated nurses, and the
MDS RN on the requirement to the develop
and implement comprehensive resident-
centered care plans, policies and procedures

related to admission assessments,

incontinence care, bowel assessments and

management, cognitive status changes, skin

and wound assessment and treatrnent and

documentation of treatrnents. Completed:
February 7, 2018

All nurses and direc{ care staff have been re-edu

capabilities of residents to appropriately answer (

resident's cognitive status. Appropriate intervent
staff to encourage residents with impaired cogniti

activities of daily living. Completed: January 31,

All nurses and direct care staff have been re-edu

comprehensive resident-centered care plans. N€

forms have been introduced to aid in communica
identification between staff of observed changes
Completed: February 7, 2018

Continued From page 'l

manage the residents bowel status adequately
The facjlity identified a census of 51 annent
residents.

The Minimum Data Set (MDS) assessment dated
12D7117 assessed Resident #1 with a brief
interview for mental status score of7, indicating
severe cognitive impairment. The resident
required the assistance of 2 staff for bed mobility,
transfers, toilet use, dressing and personal
hygiene. The resident did not walk. The resident
was occasionally incontinent of bladder and
frequently incontinent of bowel. The MDS
documented she had one unhealed pressure
sore Stage 1 or higher and moisture associated
skin damage.

An admission assessment dated 11l2oh7 did nol
identifo skin breakdown on admission.

A care plan problem dated 1'l /29117 identified a
problem ofADL (actiMlies of daily living) and
elimination deficits. The problem revealed that,
since the fall and fracture ofsacrum and then
new fracture of pelvis, the resident required more
assistance with ADLs. The resident was
incontinent of bowel and bladder. An intervention
identified the resident wore blue pads and snap
pants and depends PRN. Under the area of
"toileting" , the care plan direc{ed staff to use a

commode with assistance of 2. The care plan did
not identify frequency oftoileting or to check the
resident for incontinence. On 1/10/18 at 11:26
a.m. the care plan nurse stated she expected
staff to toilet the resident every 2 hours based on
standard nursing practice. She stated ifthe
resident said no to the toileting she expected staff

Findings include

to
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F 684 Continued From page 2

to check the resident for incrntinence.

1. Progress notes dated 12131/17 at 9:59 p.m.

identified bleeding areas to the buttocks. Staff
noted a 2.3 centimeter (cm.) by 1.2 crn. open
area to the lefr buttock and a 1.8 by 1 crn- open
area to the right buttock- Statr applied
Calmoseptine (banier) cream and educated the
resident to lay on her side.

Progress notes dated 1/'ll18 at 3:11 p.m.

identified communic€tion with the physician. Staff
informed the physician of new moisture
associated skin damage to both the right and left
buttocks. Stafi noticed the resident with increased
incontinence of bowel and bladder since the
residents pelvic fracture (on '12114h7)- Stafr
described the buttocks as red with distinct open
areas to both buttocks. The buttock areas were
deep red with flaking skin around the edges. Staff
requested an order for Calmoseptine/Mtamin A &
D mixture to the buttocks/coccyx with each
incontinence episode until healed.

Progress notes dated 'll2hB al8:57 a.m.
revealed the facility received physician orders for
the areas- The physician ordered Calmoseptine
and Vitamin A & D ointrnent lo the residents
buttocks after each incontinence episode.

During observation on 1/8/18 at 1:20 p.m., two
staff laid the resident in bed. Stafi did not check
the resident for incontinence or assist her to use
the toilet- Afrer the resident was in b€d, Staff F

CMA (certified medication aide) stated she asked
the resident if she needed the toilet and the
resident said no. Staff F stated the resident knew
if she needed to use the bathroom.

The Director of Nursing and/or their designee
v/ill monitor to ensure mmprehensive resident-
centered care plans are being developed and

implemenled appropriately, policies and
procedures related to admission assessments,
incontinence care, bowel assessments and

management, cognitive status changes, skin

and wound assessment and treatment and

documentation of treaEnents are b€ing
iollowed. ONGOING
The Director of Nursing and/or their designee
will conduct random obseNational audits to

monitor mmpliance with policies, revisions,

and protocols. ONGOING

F 684
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On llgh8 al 12:12 p.m. staff got the resident up
from bed. At that time they asked the resident if
she needed the bathroom and the resident said
no. Staff did not check for incontinence- On the
same date at l:25 p.m- staff asked the resident if
she needed the bathroom. The resident s3id no.
Staff transfened the resident back to bed . At that
time, staff removed the resident's panE and brief
for the skin nurs€ to assess the areas. Staff
identified the residents pad as wel

Review of the January 20'18 treatnent
administration record (TAR) did not identify that
staff applied the Calmoseptine/A & D ointment
that month.

Progress notes dated 1 l2h8 al 8:2O p.m.

revealed the resident continued with a skin
lreatrnent to the buttocks. Progress notes dated
1l4l'18 a|1,2:16 a.m- and 9:15 p.m. revealed she
continued with Calmo (Calmoseptine) to open
areas on her buttocks. Progress noies dated
1/5/'18 at 10:40 p.m. revealed the treatnent
continued to the open areas on the buttocks.
Progress notes dated 116118 al 12:37 p.m.

revealed the skin care treatrnent conbnued to the
buttocks. Progress notes dated 1rl18 at 9:'15
p.m. revealed continued on Calmo and A&D to
open aeas on buttocks. Progress notes dated
1/8/18 at6:43 a.m. revealed slaffapplied
Calmo/A&D to the open areas as ordered.
Progress notes dated 1/9/18 at 10:06 a.m.
recorded staff continued to apply Calmo/A&D
ointment-

The residents Skin and Wound Assessment form
documented that on 1/4/18 the right buttock
wound measured: length-2.1 cm., width 1.6 cm.
with no depth measurement. The right buttock

F 684
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F 684 Continued From page 4

had light bloody drainage with superficial loss of
tissue. On 1/4/18 the left buttock, measured 2.

cm in length and 1.1 cm. wide with light bloody
drainage with superficial loss oftissue. Both
measurements were larger fian the initial
'l 2/31/1 7 measurements.

Updated measurements dated 1/11/18 at 3:43
p.m. revealed the left buttock wound measured:

length-2.3 cm., width 1.1 cm. and depth 0-1 cm,
The right buttock measured a length of 1.8 cm.,
width 1.2 crn. and 0.1 cm. depth.

Progress notes dated 11/20/17 revealed the
resident entered the facility- Progress notes dated
11D1117 rcyealed lhe resident reported she had
no bowel movement for a few days.

A November 2017 medication administration
record (MAR) revealed the resident received
Miralax (laxative) daily as a routine order- The
resident had as needed (PRN) Milk of Magnesia
(MOM) available and Dulcolax Suppository PRN
available for constipation. A December 2017 MAR
revealed an order for Citrucel (laxative) 12i15l17
for daily administration in addition to Miralax and
PRN orders.

Bowel records did not identiry a bowel movement
(BM) until 1'1126/17. Review ofthe November
2017 MAR did not identity an additional laxatives
administered during that time. The bowel record
did not identiry a BM ftom '11126117 lo 12Dl'17.
Progress notes dated 11l3oh7 at11.51 a.m.
revealed the resident requested and received
MOM. The bowel record did not identify a BM
then from 12r3l17 until 1219/17. The resident had

2. Bowels

F 684
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a small BM on 1A5117, 1216h7 and 1218117 - fhe
bowel record did not identify a BM fiom 1214117
unlil 12120117 olhe( than a small BM on 'l 2/1 5/1 7,

12117h7 and 12l19/17. The bowelrecord did not
identiry a BM trom 12n1n7 until12ngl17 olhet
than small BMs on 12n3117, '12124h7 end
12D5t17.

The MAR identified one dose of MOM given on
1211117 and one Oulcolax Suppository
administered on 12lZ'17 the entire month.

On 1/10/18 at '12 p.m. the ADON (assistant
direc{or of nursing) stated the facility did not count
small BMs unless there was 2 small BMs in one
day. Also at that time, the ADON checked
admission papeMork and stated she could not
find when the resident had a BM prior to 1120/17
admission to the facility.

Progress notes dated 12118h7 al 11:.20 a.m.
revealed the residents Citruc€l for daily
administration was not in the resident's
medication supply- The MAR idenified staff did
not administer the Citrucel until 12/19/17.

On lnng at 12:42 p.m. Slatr B CMA (certifed
medicatjon aide) stated she offered the resadent

Citrucel on 12i 15/17 and the resident said she
didn't want it. lfthe resident would have said yes
then she would have bonowed from someone.

O^ 'lh7l18 al ll38 a.m. Staff I CMA stated she
gave the resident Citrucel on 1216117. The
resident did not have her own supply so she
bonowed from someone.

The facility's Policy and Procedure for Bowel
Assessments. dated 123114, instructed if the

F 684
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Vvithout waiving the foregoing stiatement, the
facility states that with respect to resident #1,

#2 and ,13, and all similady situated residents,

the iacility has reviewed and revised where

appropriate facility practices and policies

related to the residents' environment remains

as free of accident hazards as is possible; and

each resident receives adequate supervision

and assistance devices to prevent accidenh.
Additionatly, the facility has reviewed and

revised whe€ appropriate facility praclices and
policies related to admission fall risk

assessment, ialls investigation protocol,

resident nurse assessment post iall,

appropriate interventions for residents at risk for

falls and post falls, develop and implement

comprehensive resident-c€ntered care plans.

F 684

F 689

Continued From page 6

resident did not have a BM in 2 days, staff would
administer a PRN laxative, If no BM in 3 days,
staff would administer a suppository.
Free of Accident Hazards/Supervision/Devices
CFR(s): a$.25(dX1X2)

5483.25(d) Accidents.
The facility must ensure that -
y83.25(dx1) The resident environment remains
as free of accident hazards as is possible; and

5483.25(dX2)Each resident receives adequate
supervision and assistance devces to prevent

acaidents.
This REOUIREMENT is not met as evidenced
by:
Based on observation, record review and staff

interview, the facility failed to ensure that the
resident environment remained as free of
accident hazads as possible; and each resident
received adequale sup€Msion and assistance
devices to prevent accidents for 3 of 10 residents
reviewed. Resident #1 fell and sustained a pelvic

frac,ture on 1z14l17. lnteMews with staff
revealed prior to the fall, stafi observed he
resident self-transfenjng and toileting self and
Resident #1 did not reliably use the cell light. The
facility failed to revise the residents plan of care
based on Resident #1's needs. Resident #3 had I
falls in 6 months, hifting their head during 4 ofthe
falls. The facility failed to fully investigate the falls
to identiry if interventions were in place or revise
interventions to increase supeMsion of the
resident. Resident #2 fell during self-transfers to
the toilet or from bed. The facility failed to
inqease supervision of the resident. Facility
census was ffty-one (51) residents.

F 689
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F 689 The Director of Nursing and Assistant Direclor,
educated nurses, and the MDS RN on the requ

residents' environment remains as free of accic
possible; and each resident receives adequate
assistance devices to prevent accidents. Additil

have been re-educated on facility praclices anc

admission fall risk assessment, falls investigati(
resident nurse assessment post fall, appropriai
residents at risk for falls and post falls, develop
comprehensive resident-centered care plans. (

January 31, 2018

All nurses and direct care staff have been re-ec

capabilities of residents to appropriately utilize I

request staff assistance based on resident's co
direct care staff re-educated on following residq

and the mon[oring of resdents who are high rii
Completed: January 31. 20'18

All staff re-educated on the requirement that th(

environment remains as ftee of accident hazarl
and each resident receives adequate supervisil
devices to prevent accidents. Completed: Jan!
The Director of Nursing and/or their designee ul

investigations, assessments, care otansino in{
prompty. lnterdisciplinary team will be utilized

determine if interventions are appropriatg. ONt
The Director of Nursing and/or their designee ul

observational audits of nurses ano olrectLre f]

residents' plan of care, residents' interventions
in place per c€re plan, nurse assessment skills
electronic medical records for proper document
plan interventions. ONGOING
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F 689

1. A Minimum Data Set (MDS) with assessment
reference date of '11l27l17 assessed Residenl #1
with a Brief lnterview for Mental Status (BIMS)
score of "12" (moderate cognitive impairment),
The resident required extensive staff assistance
ofone staff with bed mobility, transfers, and
toileting. The resident required limited staff
assistance with ambulation in room, dressing and
personal hygiene, The resident was occasionally
incontinent of bladder and frequently incontinent
of bowel. A "balance during transitions and
walking" test revealed the resident was not steady
and only able lo stabilize with staff assistance in
all areas of testing. The MDS identified lhe
resident with almost constant pain with intensity
of"7" that interfered with sleep and daily activity.

A fall risk assessment dated 11/20/17 identified
the resident as a moderate fall risk- ln response
to the question "has the resident ever fallen
before". The facility wrote "no" [inaccurate].

Review of physical therapy (PT) notes dated
1A6l'17 rcvealed the resident was a continued fall
risk and recommendations conlinued forthe
resident to have one person close by for
supeMsion (ambulation) with recommendations
for CGA (contact guard assistance) of one lstaffl
for gait with front wheeled walker. The resident
required 2-3 attempts to stand at times and
required verbal cues for proper hand placement
and satgty.

Continued From page 7
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I A facility admission t*$d datd 121151'17

I revealed the resident admitted to the facility
| '11120/17 with a primary diagnosis of ftactured
lsacrum.
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An incident report da|€d 12114117 al9:1o a.m.
and documented by StaffA RN (registered nurse)
revealed staff heard a noise in the resident's
bathroom and found the resident on the floor on
her back parallel to the sink with her head near
the toilet. The resident stated she was'going to
the bathroom". Staff observed an abrasion to the
lefr elbow.

A progress note dated 12114117 al lOt2O a.m.
revealed staff called the physician who had no
clinic openings and directed stafi to send the
resident to the ER (emergency room). Staff called
the residents family to see if they could transport
the resident to the ER. Stafi attempted to sit the
resident on the side ofthe bed and the resident
was unable to tolerate sitting up due to pain. Staff
then decided to call tor an ambulance

A progress note dated 121'14117 al ll:O4 a.m.
identified the resident heard a "pop" sound when
she moved the lefr leg and then staff transfened
her to ER.

A progress note dated 1211411? al'l p-m.
revealed the resident retumed to the facility with
diagnosis of left superjor and inferior pubic rami
fracture. The physician increased the resident's
hydrocodone to 1 every 4 hours as needed for

Continued From page 8 F 689

The Director of Nursing and/or their designee
will conduct observational audits of nurses an(

direcl care for following residents' plan of care
residents' interventjons are appropriately in

place per care plan, nurse assessment skills

audits, and review electronic medic€l records

for prop€r documentation and/or care plan

interventions. ONGOING
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I A progress note daled 121141'17 at 9.52 a.m.

I revealed the resident complained of pain at level

I 
"5" on a scale of 0 to '10 with 0 being no pain and

| 10 being the worst pain. There was no shortening

I or extemal rotation noted- The resident denied

I increased pain related to the fall. The resident

I was able to bear weighl The resident informed

I staff she thought she should s€e a doctor.

I

I
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pain and orders for PT to evaluate and treat the
new fractrre.

A hospital emergency room (ER) history and
physicaldated 1214l17 revealed the resident
admitted to the nucing home to recuperate trom
a sacral fracture received from a fall prior to
Thanksgiving.
The ER history and physical daled 121'14117

revealed the resident anived to ER with moderate
pain in the Ieft hip and groin. The onset was just
prior to anival at the ER and the result of a Ell.
The resident fell and landed on her left side. Staff
got her up and into bed, The resident complained
of discomfort to the left hip so she came to the
ER. The resident had a history ofsacral fracture
from a previous fall and was at the nursing home
getting therapy for iL The resident stated the pain
was doing pretty well until this fall and now she
has increased discomfort The ER
musculoskeletal exam showed limited range of
motion and tendemess in the lefl anterior and
posterior hip. There was moderate pelvic
tenderness.

A radiology report dated 1214l17 of the left hip
identified moderately displaced and comminuted
fractures of the inferior and superior pubic rami

on the left.

The physician discharge information dated
121'14117 al 12:28 p.m. revealed the treafnent for
the injuries would be pain controlwith initial rest
and then slowly start physic€l therapy to allow for
healing ofthe pelvic fractures. The resident had
pain when sitting up beyond approximately 45
degrees and therefore needed to transfer back to
the facility p€r ambulance. The physician

identified this would be a long recovery and they

DEPARTMENT OF HEALTH AND HUI\4AN SERVICES

CENTERS F EDI RVICES OMB
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would take it one day at a time.

Pior to lhe 1414117 fall with fraclure, the
resident received the following for pain confol

Fentanyl (narcotic) Patch 50 microgram (mcg.)
per hour change every 3 days. Ordered 11/30/17
Hyd rocodonei APAP (narcotic) 5/325 milligrams
(mg.) one every 6 hours PRN (as needed)

Fentanyl Patch same as before
Hydrocodone/APAP 5/325 mg. one every 4 hours
PRN (ordered 12l14l17)
Changed to Orycodone 5 mg every 4 hours PRN
on 12r2U17
Changed to Oxycodone 5 mg. 2 tablets every 4
hours PRN on 12123117.

Afrer the fall, the 12127l'17 MDS identified a
dedine in status with BIMS of "7" (severe
cognitive impairment) and extensive staff
assistance needed with transfers, dressing,
toileting and personal hygiene. The resident did
not ambulate. The resident reported occasional
pain with pain intensity of "7" that limited day to
day activities and interfered with sleep. The MDS
also identifed the resident developed a pressure
sore.

A care plan dated 11/29/'17 identified the resident
with a problem of ADL (aclivity of daily living)
deficit related to rehab and urinary incontinence.
The care plan identified the resident transfened

Pain Control

After lhe 12114117 fall

Care Plan
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with the assistance of one staff. The resident
used wheelchair for distance and a walker and
one staff assistance in the room. Staffshould
start walking the resident to the restroom using a

tont wheeled walker and assistance of 1 as pain

allowed.

On 1i8l18 at 1:27 p.m. StafiA RN stated she was
assisting Resident #1's roommale when she
heard a walker ratding and then saw the resident
on the bathroom floor. StaffA pushed the
resident's wrist button to summon help. StaffA
stated fie resident was reliable about using the
call light and StaffA peeked in on the resident
eadier in the shifr and the residents eyes
appeared dosed and she rested comfortably.
Staff A stated it appeared the resident took 2
steps into the bathroom and went down. StaffA
assess€d the residents range of mouon and
asked the resident to move her legs. The resident
complained of pain in the lefr gluteal region and
rated the pain as 5 on a 0 to 10 scale. StaffA
palpated the residents hips wilh no complaints of
pain. StafiA pressed on the pubic bone and there
was no inseased pain (same level). They put a
gait belt on the resident and assisted her to stand
with no increased pain. The resident started
walking and walked fine from the bathroom back
to bed. The residents daughter came and they
discuss€d whether to send the resident to the ER
for examination. The daughter preigned to wait.
Shortly afrer, the daughter informed StaffA that
the resident lifted her left leg and heard a pop.

The pain then increased so they decided to send

the resident to the ER. Stafi A was asked why
she moved the resident if she had pain and
responded, she got the resident up after the fall

Staff lnterviews

DEPARTMENT OF HEALTH AND HUMAN SERVICES
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because there was no increased pain and
everything else checked outfine. StaffA stated
the resident wanled lo see the doctor because
the resident thought something was wrong,
however nothing seemed to be wl.ong when Staff
A assessed the resident.

On 1/9/'18 at 10:20 a.m. Staff B, CNA (certified
nurse aide) stated a call light came on and when
she answered it, the resident and StafiA were in
the bathroom and the resident was on the floor.
Staff B stated she thought the resident went to
the toilet about 1 and % hours before the incident.
StafiA assessed the residenl and the resadent
denied pain or iniury. They got the resident up
and there was no indication there was anything
wrong. A couple hours later the resident said she
was hurting and she went to ER. Staff B stated
the resident did try to self-transfer/ambulate
without assistance more than once pior to the
incident, Staff B caught the resident a couple
times when the resident was up per self. Staff B
informed more than one nurse about it. Staff B
stated there was no protocol on checking the
resident. Staff B stated they knew this could
happen because the resident feh better,

On '118/18 at 3:20 p.m. Staff C, CNA stated she
caught the resident up on her own before the fall.
Staff C saw the resident at least 2 times on the
toilet after walking there per self. \Men Staff C
told the resident she should not transfer/ambulate
per sell the resident apologized. She stated she
told nurses when the resident got up per selt

On 1/8/18 at 3:20 p.m. Staff D CNA stated she
caught the resident up on her own and on the
toilet 2 or 3 times before the resident fell, Staff D

said she reminded the resident to use the call

F 68e
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light and the resident would jusl smile- Staff O

stated the resident didn't always remember she
wasn't supposed to ambulate without assistance.
Staff D told nurses when the resident
self-transfened.

On 1/10/18 at 7:25 p.m. Staff E RN stated she
caught the resident up unassisted before the
'12114h7 fall and lhen assisted the resident the
rest of the way. She stated she had caught the
resident less than 5 times. She stated she rarely
saw the resident's call light on. Staft E stated she
did not think the resident had the cognition to use
the call lighl

On 'll8/18 at 9:10 a.m. observation showed the
resident on her bacl in bed. The resident stated
she fell when she used a 2 step foot stool and
hurt her tailbone. The resident denied falling at
the facility. The resident said she got up a little bit
but it was painful.

Review of the residents medication orders
revealed the resident had pain medic€tion
changes on 12123h7 lo Oxydone 5 milligrams
2 tablets every 4 hours as needed moderate pain.

fhe 12D7117 MOS (afret lhe 12114117 tall\
identified the resident with occasional pain that
limited aclivity and made it hard to sleep.

On 'llgi 18 at 10:55 a.m. the care plan nurse
stated no care plan reMsions were made based
on staff knowing the resident s€lf-transfened and
tried to toilet self. She was not aware the resident
self-transfened until the day ofthe fall (121141'18).

Following that fall, the new intervention was to
keep a commode by the bed. She also stated the

Observation

F 689
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care plan did not contain any revision based on
the resident not being reliable with call light use

2. A MDS with assessment referenc€ date of
11/10/17 assessed Resident #3 with a BIMS
score of "5" (severe cognitive impairment). The
resident required extensive staff assistance e with
transfers and bed mobility. The resident required
limited staff assistance with toileting and personal
hygaene. A "balance during transitions and
walking" test identifed the resident as not steady
and only able to stabilize with staffassistance
while toileting. The resident was identifed as not
steady and able to stabilize self in all there areas
oftestjng.

A physical therapy (PT) recommendation at end
of therapy dated 3/31/'17 identified the resident
should use a front wheeled walker and shoes with
all mobility.

An incident report dated 8/3/'17 at 11:58 a.m.
identified an unwitnessed lall in the residents
balhroom. Stafffound the residenl on her back in
the bathroom. The intervention following the
incident was to move the plastic organizer into the
shower room to free up space. The iall
investigation did not identify what the resident had
on her ieet when the fall occuned.

An incident report dated 8/3/17 at 2:15 p.m.

identified an unwitnessed fall in the residents
room. Staff found the resident on the floor
b€tween the bed and wall with right foot under the
lefr leg. Bleeding was noted by the residents right
eye. The incident report identilied a 2.5 cm. cut in
the eyelid with swelling and purple discoloration.
The resident transported to the emergency room
(ER). The incident report revealed the resident's

F 689
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lefr sho€lace was untied. The intervention was for
the resident's family to come and free up space in
the room.

F 689

ER records dated 8/3/17 revealed a CT
(computerized tomography) and scan was done
whrch with negative results. The physician
performed 0.5 cm. repair to the right upper eyelid
fullthickness laceration. The skin was closed with
adhesive. The ER report also identified a
contusion to the right eye.

An incident report dated 10/1/'17 at 5 a.m.
identified an unwitnessed fall in the residents
room. Staff observed the resident sining on the
floor next to the bed. The resident did not sustain
injury. The resident stated she fell out of bed. The
report did not identify what the resident wore for
footwear or if the walkerwas available. The
intervention was "med review'. A resident status
sheet submitted to the physician for medication
revrew. dated 10/3/17 revealed the physician

stated he would discontinue the rivastigmine (for
dementa) patch. A progress note dated l0/3/'17
at 3:54 p.m. revealed the residents family
declined the discontinuation of the medication.

An incident report daled '1014117 at7:O5 p.m.

revealed an unwitnessed fall in the residents
room. Staff observed the resident on the floor
with back against chair. The resident hit her head.
The resident could not identiry why she iell- The
report did not identify what the resident was trying
to do. The resident had a 2 crn- by 2 ctn. red area
to the back ofthe head. The resident had socks
on only. Staff instructed the resident to wear
shoes. The resident was not using a walker. The
intervention following the incident was to check
orthostatjc blood pressures each shift for 3 days.

DEPARTI\,IENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR IVIEDICA EDI D CES o 1
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An incident report da:€d 111'1117 al4:3O p.m.

revealed an unwitnessed fall in the residents
room. Staff found the resident laying on the floor
across from the bed. The resident laid on her
back and it appeared the resident hit her head on
the bottom drawer. The resident said she fell out
of bed. Staff assessed a soft tender area to the
Ieft sade ofthe back ofthe head. The report did
not identify what the resident wore for footwear or
if the walker was available. The inlervention
following lhe incident was to remove wheels from
bed.

An incident report dated 12118/17 at 6:05 a.m.
revealed an unwitnessed fall in the resident's
room. The residentwas on the floor between the
bed and closeL The resident stated she slipped
offthe side ofthe bed- The walker was next to the
bed. The resident wore improper footwear. The
intervention was staff placed qripper socks on the
residents feet and assisted the resident into bed.
Staff informed the family ofthe resident having
difficutty getting in and out of bed due to the
height ofthe bed. Resident had her own personal

bed and required assistance to get in and out of
bed.

On 1l'10118 at22o p.m. the DON stated the care
plan nurse thought the family placed a new box
sgnng on 12D1 117 .

Continued From page 16
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An incident report da]€d '1213'1117 at2:3o p-m.

revealed an unwitnessed fall in the resident room.
Staff found the resident on the lloor leaning
against the foot ofthe bed on the right side
a$oss from the dresser, The resident said she
slid offthe bed- Staff assessed slight .edness
measuring 4 inches by 3 inches on the mid back
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area. The report did not identify what the resident
had on her feet and if she used the walker. The
interventjon following the incident was to put
walke. in reach and resident told to notiry nurse
aides when wanting to transfer. Staff would also
obtain an order for PT and OT (occupatonal
therapy) to evaluate.

An incident report dated 1/15/18 at 3:29 p.m.

revealed an unwitnessed fall in the residents
bathroom. The resident reported standing next to
spouse and waited for him to finish using the
toilet The resident got tired of waiting and sat
down. The resident did not sustain injury- The
report identified the resident had shoes on and
used a walker. The intervention afterthe incident
was to instrud resident to use the call light and
houdy checks fortoileting and safety for 24 hours.

A care plan dated 3/17116 identified the resident
with a problem of falls. The care plan directed
staff to ensure the resident wore proper footwear
when ambulating and on 12l18/17 the care plan

directed staff to apply gripper socks to the
resident in bed. The c€re plan also direcled staff
to make comfort rounds. Make every 2 to 3 hour
comfort and toiletjng rounds. The comfort round
interventions were dated 3/17116. On 1/'19/18 at
10 a.m. the care plan nurse identified "comfort
rounds" as every 2 hours. Stafi checks on the
resident, changes lhem, offers water, reposition
them and ensures the call light is available.

3. A MDS with assessment reference date of
11l17l17 assessed Resident #2 with a BIMS
score of "11" (moderate cognitive impairment).
The resident required extensive staff assistance
with bed mobility, transfers, dressing, personal
hygiene and bathing. The resident had tunctional
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Iimitations in range of motion on one side ofthe
upper and lower extremities. The residenl was
frequently incontinent of bladder and occasionally
incontinent of bowel. The resident did not
ambulate. A "balance during transitions and
walking" test, revealed the resident as not steady
and only able to stabilize with stafi assistance
when moving on and off the toilet and surface to
surface transfers. The resident was unable to
complete any other areas of the balanc€ test The
resident had a diagnosis of stroke with left side
weakness.

A physical therapy (PT) discharge instruction
sheet direcled staffto assist the resident with 2
staff and use a wheelchair for mobility.

An incident report dated 9125/17 at I a.m.
revealed the resident fell when he attempted to
self-transfer to the toilet, The residents wife
stated she cruld not get there in time to stop the
resident. The resident did not sustain injury. Stafi
educated the resident and the residents wife to
request assistance tom nuBing stafi for all
transfers. (Bathroom related) The fall
investigation did not identify when staff last saw
or toileted the residenl

An incident repo( dated 10rl17 at 6:15 p.m.

revealed the resident pulled on the door to the
bathroom and fellto the floor with the wheelchair
sliding away. The resident hit his head on the foot
board. Stafi assessed a 2 inch abrasion to the
forehead. (Bathroom related). The intervention
was to not place the resident in front of the
bathroom door as the resident thinks he can use
it for a lransfer bar- The fall investigation did not
identry when staff last saw or toileted the
resident.

F 689
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An incident reporl daled 11115117 al'l'l:'15 a.m.
revealed the resident tried to get up per self. Staff
observed the resident lying beside the bed with
his head al the foot of the bed. The resident wore
gripper socks. The residenfs bed contained a
waffie mattress that elevated the height of the
bed. Staff assessed a 3 inch red area on the left
side of the coccyx that resolved afrer staff lifred
the resident from the floor. The resident was
incontinent of bowel. The resident stated he
needed to use the bathroom so he tried to get
there. (Bathroom related) The inlerventjon
following the incidenl was to remove the waffie
mattress and get a PT evaluation. The fall
investigation did not identify when staff last saw
or toileted the resident.

An incident report dated 1216117 al12.30 a.m.
revealed the resident rolled out of bed. Staff
observed a superfcial abrasion to the top of the
scalp 4 centimeters (crn.) in diameter with slight
swelling. The resident stated he tried to get more
comfortable because his back hurt and then he
was on the foor. The intervention was t hour
checks and offer Tylenol PM at the earliest
nonverbal signs of pain. A care plan dated 61217
identified the t hour checks done for 24 hours
only. On '1110/18 at 1:30 p.m. the care plan nurse
confirmed the houdy checks were for 24 hours
only. The fall investigation did not identiry siderail
ure or when staff last saw or toileted the resident

An incident report daled 1219117 at2:23 p.m.

revealed the resident fell at his wife's aparbnent
when the resident attempted to stand up. The
resident did not sustain injury. The resident stated
he was going to the bathroom. (Bathroom related)
The iall investigation did not identiry when staff

Continued From page 19
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last toileted the resident. The intervention for the
incident was to ensure the residenfs foot pedals
were on 8nd wheelchair locked when the resident
worked on proiecis.

An incident report daled 12112117 al9:.'15 p.m.

revealed the resident was lying on the floor
parallel to the bed. The resident did not sustain
injury. The resident exhibited contusion stating
his bed was sold and he needed to dean it up
before it was picked up. The iall investigation did
not identity siderail use or when staff last saw or
loileted the resident. The intervention was 'l hour
checks for 24 hours.

A cere plan dated 6/2/.17 identified the resident
with a problem of falls due to stoke that lefr the
resident unable to use his left side- The care plan

directed staff to transfer with 2 or more staff and
a gait belt. The care plan directive for toileting
was 1 or more slafi assist the resident with
toileting. There was no trequency identified or any
change in the toileting plan even though the
resident had falls related to bathroom needs. The
care plan did not contain any information about
siderails.

Observation showed on 1/8/18 at'l:07 p.m. one
staff lransier the resident to the toilet with a gait
belt. On 1/10/18 at 3:30 p.m. the DON (diredor
of nursing) stated the facility asked PT reevaluate
the resident today for transfer needs and the PT
was going to change the resident from needing 2
staff to assist with transfers to 1 staff for
transfers.

Observation showed on 1/8/18 at 2:57 p.m. the
resident in bed which was at regular height with
siderails up on each side ofthe bed. The siderails
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Wthout waiving the foregoing statement, the
facility states that with respecl to resident #2,
#4,#5,#8, and #9, and all similarly situated
residents, the facility has reviewed and

revised where appropriate facility practices

and policies related to the processes of use of
call lights, the Elpas System, and
implementation of call light response in a

timely manner.

The Director of Nursing and Assistant Direclor
of Nursing have re-educ€ted nurses and direcl
care staff on the requirement to processes of
use of call lights, the Elpas system, and

implementation of call light response in a

timely manner.

Completed: February 7, 2018
The Direc{or of Nursing and/or their designee
will monitor call light response and perform

random audits to ensure the appropriate
processes of use of call lights, the Elpas

System, and implementation of call light
response in a timely manner are being
utilized. ONGOING

F 68S

F 725

SS=E

Continued From page 21

coveEd the center portions of the bed on eacfr
side with a small open space at the foot and head
of bed on both sides.

Suffcient NuBing Staff
CFR(S): 483.35(aX1X2)

$483.35(a) Suff cient Staff .

The facility must have suffcient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related seMc€s to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
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 required
at S483.70(e).

5483.35(aX1) The facility must proMde seMces
by suffcient numbers of each ofthe following
types of personnel on a 2+hour basis to provide

nursing care to all residents in accordance with
resident c€re plans:
(i) Except when waived under paragraph (e) of
this seclion, licensed nurses; and
(ii) Other nursing personnel, including but not
limited to nurse aides.

5483.35(aX2) 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 ofduty.
This REQUIREMENT is not met as evidenced
by:
Based on clinical record review, facility record

review, observations and resident and stiaff
interviews, the facility failed answer c€ll lights in a
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timely manner to meet the needs of 5 of 10
residents reviewed (#2, #4, #5, tE and tlg). The
facility identified a census of 51 residents.

1. The l\rinimum Data Set (MDS) assessment
dated 10/20i 17 assessed Resident #4 with a brief
intervlew for mental status (BIMS) score of 15

indicating no cognitive impairment. The resident
required the assistance of one with dressing and
bathing and transfened, walked and used the
toilet independently.

Review of call light response revealed the
following dates and lengths of response for his
activated call light:

1211117 9:28 p.m.lo 10:33 p.m.= t hour4
minutes
12111h7 9:O8 a.m.lo 9:30a.m.=21 minutes 56
seconds
121'12117 8:og a.m.lo 8:33 a.m.=24 minutes 3
seconds
12114117 4.49 p.m.lo 5:06 p.m.=17 minutes 43
seconds
121'16117 8:22 a-m.lo 8:45 a.m.=23 minutes
12119117 4:44 p-m.lo 5:18 p.m.=34 minutes and

Findings include
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Acare plan dated 3/21117ldentified the resident
had residual effects of stroke and weakness. The
care plan direded staff to ensure the resident's
call light was in place and
instruct/remind/encourage the resident to utilize it
for assistance.

On 1/8/18 at 11:15 a.m. Resident#4 slated once
in a while it takes a while to get help. He did not
time it.

1



DEPARTI\.4ENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE MEDI D

PRINTED: 0'l/31/20'18
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER,SUPPUERTL|A
IDENTIFICATION NUMBER:

1651,19

(x2) MULTIPLE CONSTRUCTTON

A. EUILDING

B, WNG

(X3) DATE SURVEY
COMPLETED

c
01t1712014

NAME OF PROVIOER ORSUPPLIER

ROWLEY MEi'ORIAL MASONIC HOME

STREEIADDRESS, CITY, STATE, ZP COOE

3OOO EASTwlLLIS AVENUE

PERRY,IA 50220

SUMMARY SIATEMENT OF DEFICIENCIES
(EACH OEFICIENCY MUST BE PRECEDED BY FUIL
REGULATORY OR LSC IDENNFYING INFOR]\,IATION)

to

TAG

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSSREFERENCED TO THE APPROPRIATE
DEFICIENCY)

cr0

F 725 Continued From page 23

27 seconds
12D1h7 5:U p.m.lo 5:50 p.m.= 16 manutes 57
seconds
12123117 7:49 p.m.lo 9:'19 p.m.= 'l hour30
minutes
12D4h7 4:59 p.m.lo 5:19 p.m.=20 minutes
116118'10,52 a.m. to 11:42 a m =49 minutes 32
seconds
1/6/18 '12:05 p.m. to 12:23 p.m. 18 minutes 11

seconds

ReMew of the resident's Progress Notes revealed
he had loose stools on 1/6/18. There was no
other documentatjon ofillness in January 2018.

2. The MDS assessment dated 10/11i 17

assessed Resident #5 with a BIMS score of 15.

The resident required the assistance of one staff
with transfers and toilet use and she did not walk.

A care plan dated 2/20/17 identified the resident
at risk for falls related to weakness, pain, and
instability with surface to surface transfers. The
care plan directed staff to be sure the resident's
call pendant or bracelet was in reach and
encourage the resident to use it for assistance as
needed. The resident needs prompt response to
all requests for assistanc€.

On 1l8i18 at '12:45 p.m. the resident informed the
surveyor she needed help and couldn't get any.
Vvlen asked if she activated the call button on
her wrist band, the resident said she had. Review
of the residents call light report revealed ttle
resident activated the call button at 12:30 p.m.

and staff tumed it off at 12:31 p.m.

On 1/10/18 at 9 a.m. the DON (Director of
Nursing) stated staff G cNA (certified nursing
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assistant) turned the call light off and was on her
way to help the resident.

On 'll10/18 at 9:12 a.m. Staff G denied tuming
the c€ll light off. She stated she was in a room
with a resident and didn't know a call light was on
She did not have a tablet to use so the only way
she could see if a resident needed help would be
to to look al a computer.

On 1110118 al9:24 a.m. the DON said the facility
ordered more tablets.

According to call light print out dated 1/8/18, the
resident activated her call light at 6:43 p.m. and
staff responded to it at 7:06 p.m. (22 minutes 52
seconds).

3. The MDS assessment dated 1'll'17l'17
assessed Resident #8 with a BIMS score of '15.

The resident required the assistance of one with
transfers, dressing and bathing.

A care plan dated 6/30/16 identifed the resident
at risk for falls related to age, medications,
diseas€ process and mechanic€l devices. The
care plan direded staff to ensure the resident's
call light was in reach and encourage the resident
to use it for assistance as needed. The resident
needs prompt response to all requests for
assistance.

During inteMew on 1/8/'18 at 9:50 a.m. the
resident stated there were long waits for her call
light response. The resident did not time it and
did not have any incontinent episodes waiting.

Review of the residents Call light.esponse
record revealed:

F 725
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a- 1211117 8:41a-m. to g:02 a.m.=21 minutes 30
seconds
b. 1n118 6:48 p.m.lo 7:26 p.m.=37 minutes 52
seconds

4- The MDS assessmenldaled 11h7117
assessed Resident #9 with a BIMS score of 9,
indicating moderate cognitive and memory
impairment. The resident required the assistance
of one with fansfers and toalet use.

A care plan dated 6125/13 identified the resident
at risk for falls related to age, diagnoses and
limitations. The care plan directed staff to ensure
the resident's call light was in reach and
encourage the resident to use it for assistance as
needed. The resident needed prompt response to
all requests for assistance.

During inteMew on 1/8/18 at 10:10 a.m. the
resident stated it takes awhile to get help. The
resident denied accidents waiting for staff assist.

Review oflhe residenfs Call light response
record revealed:

1212117 5:O'l p.m. to 5:21 p.m. 19 minutes 44
seconds
1 117 1:17 p.m. to 1:34 p.m.=16 minutes 54
seconds
1213117 6:41p.m. to 7:15 p.m. 34 minutes
12nh7 6:07 p.m. to 6:50 p-m. 43 minutes I

second
121'lol17 6.Up.m.lo 6;50 p.m. 16 minutes 33
seconds
1A15117 1'l:47 a.m.lo 12:29 p.m,4'l minutes 45
seconds
12117117 11:40 a.m.lo 12:05 p.m. 24 minutes I

Continued From page 25 F 725F 725
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seconds
12120117 6:43 a.m. to 7:04 a.m. 20 minutes 24
seconds
12120117 7:12a.m-lo 7;33 a.m,20 minutes I
seconds
12DOl17 6:43 p.m.lo 7 p.m.=16 minutes 35
seconds
12DOl'17 7 p.m-lo7:17 p.m. 17 minutes 6
seconds
12123117 12:43 p.m. to 1:03 p.m.= 19 minutes 44
seconds
12n4117 8:27 p-m- lo 8:56 p.m.= 29 minutes 4
seconds
12D6117 9:13 a.n.lo 9:31 a.m.=17 minutes 35
seconds
1/3/18 3:19 p.m. to 3:41 p.m. =20 minutes 6
s€crnds
1/5/18 6:20 p.m. to 6:38 p,m.=17 minutes 45
seconds
1/6/18 10:38 a.m. to 10:59 a.m. =21 minutes 2
seconds
116h83:41p.m. to 3:59 p.m.=17 minutes 17
seconds
1/6/'18 4:49 p.m. to 5:06 p.m.=17 minutes 8
seconds
1n1181'l:48 a.m- lo 12:10 p.m.=21 minutes 54
se@nds

5. The MDS assessmenldabd 11117117

assessed Resident #2 with a BIMS score of 11,

indicating moderate mgnitive and memory
impairment. The resident required the assistance
of two staff with bed mobility and transfers and
the assistance of one with dressing, personal
hygiene and bathing. Resident #2 did notwalk
and had functional limitations in range of motion
on one side of the upper and lower extremilies.
The resident had a diagnosis of stroke with left
side weakness.

F 725

FORM CMS-2567(q2-99) Previous wEions obsolete Ewnt lO:N4KO11 Facilily lD: lA0l35 Itcontinuation sheer Page 27 of 33

I

I



DEPARTMENT OF HEALTH AND HUMAN SERVICES

RS FOR MEDICARE & MEDICAID S

PRINTED:01/31/2018
FORM APPROVED
B NO. 093&0391

iX3) DAIE SURVEY
COMPLETED

c
01t17 t2014B, WNG

(X2) MULTIPLE CONSTRUCTION

A, BUIIOING

STAIEMENI OF DEFICIENCIES
AND PLAN OF CORRECT]ON

(X1) PRO\,1DER/SUPPLIER'CLIA
IDENTIFIGAIION NUUBER;

165149

SIREETADORESS, CITY, STATE, ZP CODE

3OOO EAST WILLIS AVE}IUE

PERRY,IA 50220

NAME OF PROVIDER OR SUPPLIER

ROWLEY iIEiTORIAL MASOTIIC HOME

DATE

to
PREFIX

TAG

PROVIOERS PLA'! OF CORRECTION
(EACH CORRECNVE ACTION SHOULD BE

CROSSREFERENCEO TO TIIE APPROPRIATE
OEFICIENCY)

(x4) rD
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULAIORY OR LSC IDENIIFYING INFORMATION)

F 725F 725

The residents care plan dated 620/17 did not
address his call light use. The care plan
documented he required the assistanc€ of one or
more staffwith bed mobility and the assistance of
two or more staff to transfer.

On 1/8/'18 at '10:02 a.m. Resident #2 stated he
had a long wait for the call light that moming. He
times it with a clock and he thought it was on
from 5:55 a-m. to 6:30 a.m. He stated he made it
in time to the bathroom.

Review of the residents Call light response
record revealed:

12l1117 9:06 a-m. to 9:22 a.m.=16 minutes 12

seconds
12J15117 7:59a.m-to 8:34 a.m.=35 minutes'19
seconds
12f21h7 8:47 a.m.lo 9:07 a.m.=19 minules 9
se@nds
12f23117 6:55 p.m.lo 7:20 p.m-=25 minutes 12

seconds
12f24117 8:52 a.m.lo 9:20 a.m.=28 minutes 37
seconds
1/1/8 8:55 a.m. to 9:19 a.m.=23 minutes 55
seconds
'lnl'l8 8:35 a.m- 8:59 a.m-=23 minutes 43
seconds
1/8/18 8:15 a.m. to 8:35 a.m.=19 minutes 33

seconds

A c€ll light policy dated 'll27l16 instrucled when
the call light goes offthe statr will answer the call

for help as quickly as possible- Maximum wait
time for any resident is to be less than 15
minutes. lf the call light isn't answered in 2
minutes time, all those with tablets will be notified

Continued Ftom page 27
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Continued From page 28

ofthe need for help. If the call light isn't answered
in 5 minutes time, this will show on the tablet as
well and the charge nurse will investigate the
reason forlhe wait time. lf the call light isn't
answered in 10 minutes time the DON and all
other administmtive staff will receive notifi cation
on their computeB. Stafi are nol to tum ofi any
call light before they are in the residenfs room or
direcl proximity of the resident. This can b€
tracked and disciplinary action will be taken ifthis
happens. lf the call light isnt working properly or
becomes damaged the DON or designee will
replace the call light with a new one and test it
before giving it to the residenl The expedation is
to cancel the €ll light at the residents door.

On 1/10/18 at I a.m. the DON stated the call
lights showed they were longer than 15 minutes
beceuse staffdid not cancel the call light propedy
on the computer or tablet. On the same date at
9:30 p.m. the ADON stated if staff did not cancel
the original (first) notifcation ofa call light, then it
would show the call light was not canceled. She
stated statr are trained but they don't always do it
corTecdy.

Resident Call System
CFR(s): a&.90(s)(2)

5483.90(g) Resident Call System
The facjlity must be adequately equipped to allow
residents to c€ll for staff assistance through a
communication system which relays the call
direc{y to a staff member or lo a centralized staff
work area-

5483.90(9)(2) Toilet and bathing iacilities.
This REQUIREMENT is not met as eMdenced
by:

F 91S
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Based on clinical record review, observations
and resident and stafi interviews and
observations, the facility failed to ensure a
working call system was in place for 3 of 10
residents reviewed (Residents #4, #6 and #7).
The facility identified a census of51 residents.

Findings include

1. The Minimum Data Set (MDS) assessment
dated 10/20/17 assessed Resident #4 with a brief
interview for mental status (BIMS) score of 15
indicating no cognitive impairment The resident
required the assistance of one with dressing and
bathing and transtuned, walked and used the
toilet independently-

Acare plan daled 3/21l'lT adentified the resident
had residual effecls of a stroke and weakness.
The care plan direcled staff to ensure his c€ll light
was in place and instrucl/remind/encourage to
use it for assistance.

On 1/8/18 at'11:15 a.m. Resident#4 stated the
other night he got sick and kept pushing his call
button. He needed a nurse and muldn't get one
He stated the battery on the wrist call band was
dead. He stated he happened to see a staff
memb€r in the hall so he got help.

114118 10:42 p.m.low battery
'l15/18 4:54 a.m.low battery
'll5/18 9:38 a.m. low battery
1lshg 2:14 p.m. low battery
1/5/18 5:16 p.m. low battery

Review ofthe residenfs progress notes revealed

F 919
\Mthout waiving the foregoing statement, the
iacjlity states that with respect to resident #4,
#6, and #7, and all similarly situated
residents, the facility has reviewed and

revised where appropriate facility practices

and policies related to the processes of
maintenance and operational function of call

lights and the prop€r use of the Elpas system.

The Director of Nursing and Assistant Direclor
of Nursing have re-€ducated nurses and
direct care staff on the processes of
maintenance and operational function of call

lights and the use of the Elpas system to
prevent non-operalional c€ll lights.

Completed: February 7, 2018
Protocol developed and implemented to
monitor call light battery l€vels each shift to
ensure @mpliance with the pocesses of
maintenance and operational funclion of call

lights. Completed: February 7, 2018
The Direclor of Nursing and./or their designee
will monitor compliance with the maintenance
and operational tunction of call lights and the
proper use of the Elpas system. ONGOING

F 919
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he had loose stools on 1 /6/1 8- There was no
other documentation of illness in January 2018

2. The MDS assessment dated 12l15/17
assessed Resident # 6 with a BIMS score of '15,

indicating no cognitive impairment. The
residents diagnoses included high blood
pressure and diabeles mellitus.

The care plan dated 4/3/17 identified the resident
as alert and oriented with limitations in his
shoulder. The resident remained relatively
indep€ndent and dificulty with his socks. The
care plan directed staff to instruc{/encourage the
resident to use the call light for assistance.

During inteMew on 1/8/18 at 10:15 a.m. Resident
#6 stated sometjmes staf doesnt show up at all
when he activates the call button- He stated he
figured out the battery is dead when thal
happens. He stated he never knows ifthe call
button actually wo*s or not and has waited 20
minules to an hour.

3- A MDS with assessment reference date of
'1219/17 assessed Resident #7 with a BIMS score
of 15. The resident required the assistance of
one with bed mobility and bathing.

A c,,re plan dald 2f26l1 6 identified the resid€nt
with an ADL (aclivities of daily living)/rehab
problem related to chronic and acute pain,
weakness. The care plan direc-ted stafi to ensure
the c€ll light was in place and
instrucuencourage/remind the resident to utilize it
for assistance-

On 118118 al1'l:22 a.m. the resident stated she
used the call light and not long ago, she had the

F 919
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call light on for an hour. She thoughl it was in the
last week. She stated the battery was dead in the
call button bracelet and she didn't know it. She
denied incontinence from waitjng for assisiance.

On 1/8/18 at 3:50 p.m. the surveyor checked the
Elpas call light system wilh Staff H RN (registered
nurse), The viewing showed one resident had a

wist band with a dead battery and another
residents device was missing since 1/3/18 at
8:52 a.m. At the time of the check, the care plan

nurse stated the system should be checked every
shift for dead batteries or missing devices but the
facility had no policy. Nurses have never been

told to check the system and the ADON (assistant
DON) checks it on Fridays. After viewing the
system and seeing a resident had a dead battery.

the surveyor and Stafi H RN went to the resident
and confirmed the battery in the wrist band was
dead. They also checked the resident that had a

missing device and did not find a device on the
resident. Both residents lived on lhe CCDI
(chronic contusion and dementing illness) unit.

Staff H stated, even though there was a solid red

Iine present on the system, she thought the
battery was Ok because lhe battery showed up
green and the system said it was OK

On 1/8/18 at4:03 p.m. StafiA RN stated the
Elpas system was not assigned to the nurses to
check and offce staff do the checks. She stated

the care plan nurse tells her if she needs to check
it. When she checks it, she stated she looks for
the green battery signal and also checks for when
a device was last identifed by the system. lf its
been a couple days, she checks the wrist device.

A call light policy dated 1/27116 directed when the
call light goes off the stafi will answer the call for
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help as quickly as possible. An addendum to the
policy dated 1/8i18 directed that c€ll lights will be

checked every shift by Charge Nurse 1 and the
battery changed if a solid red line shows on the
screen.
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