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On211118, facility reported incident 72845-l was
lnvestigated and substantiated.

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

Free of Accident Hazards/SupeMsion/Devices
CFR(s): 483.25(dXlX2)

5483.25(d) Accidents.
The facility must ensure that -
$483.25(dX1) The resident environment remains
as ftee of accident hazards as ls possible; and

S483.25(dX2)Each resident r€c6lv6s adequate
supeMslon and assistance devices to prevent
accidents.
This REQUIREMENT is nol met as evidenced
by:
Based on record review and staff inteMews, the

facility failed to ensure residents received
adequate supervision during transfers to prevent
accidents for two (2) of four (4) residents at risk

for falls. Resident #4 lell on 11128117 and
sustained an arm fracture when stafi transferred
her without a gait belt for her safety. Resldent #2
suetained minor injuries when staff failed to follow
her care plan for transfers. The fucility census
was 47 residents.

1. The Mlnimum Data Set (MDS) assessment
daled firu17 Resident #4 had diagnoses of
hypertenslon, anxiety, depression, multiple
myeloma (not in remission), pain and palliative
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This plan ofcorection does not constitute

an admission or agreement by the provider

to the accuracy ofthe facts alleged or
conclusions set forth in the statement of
deficiencies. The plan ofcorrections is

prepared and/or executed solely because it is
required by the provisions offedetal and

state law. Completion dates are provided for
procedural processing pulposes and

correlation with the rnost recently completed

or accomplished cotrective action and do not

correspond chlonologically to the date the

facility maintains it is in compliance with
tho requirements ofparticipation, or that

corrective action was necessary,

F689 PLAN OF CORRECTION

tn continuing compliance with F689, State

Regulation 483.25(dXlX2) Free of Accident
HazardslSupervisi on/Devices :

I. Gait belts are required for all nursing
team membcrs as part of thcir uniform,
and will be used for the individuals
involved as woll as to protect other
rcsidcnts in similar situations as directed

by tlreir pocket care guides.

2. Education for all nursing team members
at multipte meetings between lln$llT
and l2l8ll7 on wearing gait belts and use

of pocket care guides. Ongoing
reminders are included intermittently at

daily huddle meetings.
3. As part of Halcyon House's ongoing

commitment to quality assurance, DON
and/or designee will monitor gait bett

usage and use of pocket care guides to
ensure compliance.

OR REPRESENTATIVE'S SIGNATURE

i
Any deficiency statement ending with astorisk a deficiency which lhe inslitution rnay be exoused from conEcting providing lt is determined that
other safeguards provida sumdent protecllon to tha patients . (See instruotions.) Except for nursing homs, the findings slat€d above are disclosablo 90 days

followinq the date of suavey whether or nol a plan of correction is provided. For nursing homes, the above findings and plans of corractlon 6re disclosable 14

days following the dato thoso documents ar€ mads avallable to th6 facility, lf deticiencies are cited, an approved plan of c;offeclion is requisi(e to continued
program parfcipation.
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The MDS revealed Resldent #4 had no cognitive
impairments. Resident #4 required extensive
assistance of two staffwith transfers. Resident
#4 had balance issues and only able to stabilize
with staff assistance.

The CNA (Nurse Aide) Pocket Care Plan directed
staff to transfer Resident #4 with assisl of one

staff and a walker; if not using a walker provide

assistance of two staff, refuses walker at times
and prefers to spend time in bed.

The Care Plan revealed Resident #4's abilities

vary from day to day and during the day based on

level of pain, weakness, fatigue and shortness of
breath and may need more help at times than

others,

The lncident Report dated 11128117 revealed the
Nurse walked with Resident #4 to the bathroom
uslng the front wheeled walker. Resident #4's
gait slow and steady. Resident #4 complained of
the right arm hurting on the way to the bathroom.

Resident #4 pivoted in front of the toilet and
grabbed the grab bars on both sides of the toilet.
Resident#4's hands grasped the bars and

elbows rested on the bar. Resident #4 lowered

on the toilet and ended up crooked on the toilet
with a thud. Three popping sounds heard and

then Resident #4's arm went slack to the floor
and Resident #4 complained of pain. The Nurse
administered pain and anxiety medications and
called hospice.

An interview on 2l1l18at 1 :26 p.m. Staff B

reported he/she answered Resident #4's call light.
Resident lf4 wanted pain medication. Staff B left

Continued From page 1

care.
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to get the pain medication. When Staff B returned
with the pain medication Resident #4 reported
he/she needed to go to the bathroom really bad.

Staff B assisted Resident #4 to the toilet without a
gait belt.

The Radiology Consultation Report dated
11125117 of the right shoulder revealed Resident
#4 sustained a mildly displaced mid right
humerus fracture, Resident #4 had degenerative
changes of the right shoulder.

The Cars Plan updated 11128117 revealed
Resident #4 sat down hard on the toilet and
sustained a right arm fracture ftom the safety rail.

The Care Plan directed the staff to provide
assistance of two staff with transfers and
ambulation.

An interview onN1l18 al2:17 p.m. the lnterim
Director of Nurses reported she expected staff to
use a gait belt for all transfers that require one to
two staff physical assist. The lnterim Director of
Nurses reported the staff received education on

the use of gait belts and also implemented the
nurses wear a gait belt as part of the uniform in

addition to the nurse aides.

2. According to the Minimum Data Set (MDS)
assessment dated 12128117 Resident#2 had
diagnoses of anemia, hypertension and

dementia.

The MDS revealed Resident #2 had moderate
cognitive impairments. Resident #2 required
extensive assistance of two staff with bed
mobility, transfers, dressing, toilet use and
personal hygiene. Resident #2 had balance
issues and only able to stabilize with staff

F 689

FORM CMS-2567(02-99) Pr€vious V€rsions Obsolete Event lD:GcPl'11 Facilily lD; 140917 lfcontinuation sheet Page 3 of5

I

I
I



(X1) PROVIDEF'SUPPUEFYCLIA
IDENIIFICATI ON NUMBER:

,t65483

(x2) MULTTPLE CONSTRUCTTON

A. EUILDING-

B, WNG

(X3) DATE SURVEY
COMPLETED

c
o2totiDa18

STATEMENT OF OEFICIENCIES
ANO PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

HALCYON HOUSE

STREETADDRESS, CITY, STATE, ZIP CODE

10,I5 SOUTH IOWA AVENUE

WASH|NGTON, tA 62353

ID
PREFIX

TAG

PROVIOER'S PLAN OF CORRECTION
(EACH CORRECTIVEACTION SHOULD BE

CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x6)
COMPLETION

OATE

(x4) rD
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH OEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 689F 689

The Care Plan updated 917117 direded the staff
to hansfer with a sit to stand lift and two staff .

The CNA (Certifled Nurse Aide) Pocket Care Plan
directed the staff to transfer Resident #2 with a sit
to stand lift and two statf.

The lncident Report dated 1l29l1$ at 3:50 p.m.

revealed Resident#2 at the edge ofthe bed and

Nurse Aide assisting Resident #2 to get up. The
Nurse Aide had a gait belt in place and providing
assistance of one staff. The Nurse Aide reported
the wheelchair slipped backwards and Resident
#2 foll to the floor, Resident #2 sustained skin

tears to both wrists. The staff administered first
aid, The fall investigation revealed the Nurse
Aide called in to cover the evening shift. The
Nurse Aide failed to have a pocket care plan and

transferred Resident #2 without the sit to stand

lift. The investigation revealed a coaching
session completed with the staff.

The Care Plan updated 1129118 revealed an

intervention of teaching for staff on lransfening
Resident #2 safely.

An interview on2l1l18 at4:51 p.m. StaffA
reported he/she just started working at the facility.

Staff A reported this was his/her first time working
on Resident #2's household. Staff A did not get a
pocket care plan at the start of the shift. StaffA
did not know hovv much assist Resident #2
required for transfers. Staff A asked Resident #2

if he/she required one or two staff. Resident #2

told Staff A one staff. Staff A reported he/she took
Resident #2's word. Staff A reported he/she
placed a gait belt around Resident #2. Resident

Continued From page 3

assistance.
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#2 was sitting in the recliner. Staff A locked the
wheelchair. StaffA assisted Resident #2 to stand
and pivot to the wheelchair. Resident #2 started
to sit In the wheelchair, The wheelchair moved
backwards and Resident #2 grabbed Staff A's
arms. Staff A reported ho/she lowered Resident
#2 to the floor. Resident #2 had skin tears on
each wrist. Staff A reported it was his/her rnistake
and he/she should have had a pocket care plan.

Staff reported feeling awful that Resident #2 has
bandages on both wrists,
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