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Correction date: 9/18/24

The following deficiencies resulted from i
investigation of complaint #123168-C and facility
XDC | reported incident #123281-1 conducted
September 6, 2024.

‘Complaints #123168-C was not substantiated.

Facility reported incident #123281-I: was
substantiated.

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

F 689 Free of Accident Hazards/Supervision/Devices F 689:
88=G'| CFR(s): 483,25(d)(1)(2) '

§483.25(d) Accidents.

The facility must énsure 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 fo prevent
accidents.

This REQUIREMENT is not met as evidenced.
by

Based on:clinical récord review, staff interviews,
and facility policy review, the facility failed to
provide adequate nursing supervision to.prevent
afalf for 1 of 3 residents reviewed (Residents #3).
The faeility reported a total census of 30 '
residents.

Findings include:

: Resident #3's clinical record documented
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diagnoses of anxiety disorder, abnormal weight
foss and adult failure to thrive. The Brief Interview
for Mental Status (BIMS) score of 15, indicating
severe cognitive impairment,

Review of facifity provided Incident Report dated
9/5/24 at 5:30 p.m. revealed under incident

! description staff heard someone yelling heip help

help. Staff ran to the direction of the. screaming.
Resident was laying down supine on the floor by
the icé maching in the hallway. Resident's head

was laying on the floor an the right side of the ice

machine: Head towards the north wall with her
right leg straight out towards the south of the:hall.
Resident's left Ieg was rotated out, Resident was
screaming in pain that her left hip hurt se bad.
Resident description’ revealed:| slipped.

Review of fesident Progress Notes dated 9/5/24

at 5:40 p.m., revealed fall details. Date and Time: |
‘of Fall: 9/5/24 at 5:30 p.m.. Fall was not

witnessed. Fall occusred in the haliway. Actwlty at
the time of fall: slipped on water in front of the ice
machine. Reason for the fall was ev:dan_t Reason
for fail: slipped oni ice in front of the ice: maching.
Did an injury occur as a resuit of the fall: yes.
Injuiry details: left hip-fracture. Did fall result in an

: Emergency Room (ER) visit: yes. ER
i visit/Hospitalization details: Resident transported

to Emergency Departmerit (ED). Hospitatized in
lecal Hospital for left hip-surgery tomofrow

_morning.

Review of Facility Self Report dated 8/5/24 at

{ 7:54 p.m., revealed Resident had just finished her

supper and was walking up:the-northeast haI[way
togo back to her room, Nursmg staff heard
someane. yelllng help Heip help. Nursing staff ran

1o the area they heard someona yelling for help to

i
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find this resident lying on the floor, in a supine
position, Resident complained that she couldn't
move her left [eg and that she hit her head when.
she fell. There was a quarter size. amount of
water on the floor near the area-wheré the
resident fell. Resident did have shoes on at the
time of the incident. Resident stated | slipped.
Resident is independent with ambulation without
the use of an assistive device. Residentsent to
the focal ER for evaluation of left hip pain,

Review of ED.Note dated 9/5/24 revealed patient :
reports hare today via Emergency Medical
Service (EMS) from a local nursing home after
slipping on some ice and landing on her left hip.
She reports-severe. pain with movement of her
left leg hip. She denies hitting her head, rieck
pain or headache: Patient's loft leg is externally
rotated and shorter than the right. Incident
occurred just prior o coming to the emergency
room. Patient's x-ray did.confirm an
intertrochanteric femur fracture.

Interview.on 9/6/24 at-12:47 p.m., with Staff A,
Certified Nursing Assistant {CNA) revealed they

' were passing trays. and heard.someone yelfing
help me | fell. She went running over to where the'
-sound was camiing from and found the resident
by the ice machine. Staff A asked Resident #3-
what had happened Resident #3 revealed she-
had slipped-on water and fell..Staff A had the
cther aide got the nurse and the riurses handied it
from there.

Interview on 8/6/24 at12:50 p.m., with Staff B,
CNArevealed the fall happened when getting
supper trays passed. She heard a scream and
.stopped what she was domg and went running fo
where the screaming was coming from. She- did
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‘and she came running over rlght away..

-at her medication cart working-on:passing.

yellthat'is hard to explain for help. She took off

‘what had happened. Resident #3 explained that

i and the staff had asked which door the
ambulance came to-and she told them and asked

‘water on the floor; The DON revealed Her left leg

: they would be getting het a new pair of shoes..

not have any tread on her shoes. Resident #3
didn't know the water was on-the floor and slipped
and fell and hit her head. Staff B got the nurse.

Interview on 9/6/24 at 1:55 p.m., with Stafi C,
Licensed Practical Nurse (LPN) revealed she was

medications when she heard a different type: of

_r_ur_lnlng and found: Resident #3 laying on the floor
by the ice machine. Staff C asked Resident #3

she had slipped on a'little puddie of water. Stafi C
confirmed she saw. a puddle of water no bigger-
than a quarter on the floor.-Resident #3 was
holdirig hér left hip.and leg area and was stating
she was in térrible pain. Resident was transferred
to.the-ER for an evaluation.

Interview on 8/6/24 at 2:29 p.m., with the Director
of Nursing (DON)- revealed:she was just gefting
back with:anather resident from an appointment

why. Staff had told the DON Resident#3 had
fallén by the ice machine. The DON went directly |
to the area and seen staff warking with Resident
#3, Resident#3 old the DPON she:had sltpped on

was visibly noted to be rotated outward and the
ambulance was on their way. The DON further
revealed the resident had on a pair of shogs that
did not have any tread on the bottom of them'and

Review of facility provided policy titted Fall
Management Standard with a revised date of
8/2021 the evidence paints.to the following
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Tall risk factors. The interdisciplinary team works

implement-apptoprizte interventions to reduce the-

the ice machine right away and make sure the
floor is dry.

Contiriued From page 4

conditions as potentially modiftable risk factors in
both community-dwslling and nursing home
residents including environmental hazards
including wet floors. The: facmty strives ta reduce
the risk for falls.and injuries by promoting the
implementation of the Risk Reduction: Falls and
Injuries Program, Residents are assessed for the

with the residefits and Tamily to identify and

risk of falls or.injuries while maximizing. dignity
and independence.

Interview on 9/6/24 at 3:06 p.m., with.the DON
revealed staff should clean up any spilled ice by

F680
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This plan of correction represents the center’s allegation of compliance. The following
combinéd plan of correction and allegation of compliarice is not an admission to any of
the alleged deficiencies.and is submitted at the request of the Iowa Department of Public
Health. Preparatlons and execution of this response and plan of correction does not
constitute an admission or agreement by the provider of the truth of the facts alleged or
conclusions set forth in the statement of deficieneies. The plan.of correction is préepared
and/or executed solely because it is required by the provision of federal and state law.

F689

The facility strives fo ensure that the resident environment remains-as free of accident
hazards as is possible; and that each resident receives adequate supervision and
assistarice devices to prevent accidents.

Corrective action taken for residents found to have been affected by deficient practice.
Resident #3’s shoes with no tread were removed and replaced with gripper socks, as well
as-a new pair of shoes ordered.

How the center will identify other residents having the potential to be aﬂected by the
same deficient practice. _ _
Residents residing in the facility have the potential to be affected.

What changes will be put into place 1o ensure that the pioblem will be corrected and

will not recur. '

° An auditof residents’ shoes was completed to ensure residents had appropriate
footwear.

e A sign was posted on the ice machine directing staffto pick up any ice on the floor.
Absorbent mat placed on. floor in front of ice machine.

» Staff were educated on’ plckmg up any dropped ice and to clean up any spills-noted.on
the floot.

e Administrator or designee to randomly complete audits of area around ice machine to
ensure dry and no ice noted 3 times per week: for 4 weeks.

Quality Assurance Plan to monitor petformance to make. sure corrections are achieved.
and are permanent.

Identified concerns shall be reviewed by the facility’s QAA Committee.
Recommendations for further corrective action will be discussed and implemented to
sustain compliance.

Date when corrective action will be.completed,
9/18/2024




