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Criteria 2: The last 30 days of events have
F 157 | Continued From page 1 F 157} been reviewed by the DON, QA Coordmator -

the address and phone number of the residenf's
legal reprasentative or interested family mamber.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy/pracedurs, it was determined
tha facility fafled to immediately inform the
physiclan of a significant change in the resident's
physical status for one residant (#1), in the
selected sample of three residents. Resident #1
exhibited signs and symptoms of a possible
fracture; however, Licensed Praclicat Nurse
(LPN) #4 did not noify the resident's physiclan
immediately. The resident was transportad to a
scheduled physician's appointment, and was a
direct admit to the hospital with a fractured femur.

The findings include:

A review of tha facility's policy/procedure,
“Physiclan/Lagal Representative Notification,"
revised 08/06, revealed the facility “would
immediately consult with the resident's physician
when there was e significant change in the
resident's physical stafus. The charge nurse
would make two sttempts to nofify the attending
physician in a ten minute time perlod. If
unsuccessful, the physician on call or the Medical
Director would be notified.”

A record review revealed Resident #1 was
admitted to the facillty on 05/11/07 with diagnoses
to include Osteoporosis and Demantia. A raview
of the quarterly Minimum Data Set (MOS), dated
12448/11, revealed the facliity identified the
resident to be moderately cognilively impaired

and Staff Development Coordinator to
determine that MD notification has been
completed, and that injuries of unknown
origin have been thoroughly investigated
and reported. There were no unrcported
injuries of unknown origin identified in the
review.

Criteria 3: Licensed nursing staff have
received inservice education on resident
events, including but not limited to:
reparting of events to the MD/RP, and
thorough investigation of events as provided
by the DON and/or Staff Development
Coordinator on 2/7,2/9, 2/11, 2/14, 2/15,
d 2/16, and 2/18.

Crteria 4: The CQI indicator for the
monitoring of MD notification will
be utilized monthly X 2 months and then
quarterly as per the established CQI calendar
under the supervision of the DON.

gl

Criteria 5:
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and required total assistence with bed mobility
and bathing, extensive assistance for transfers,
eating, dressing, end hygiena. The resident did
not ambulate (walk).

An interview with LPN #4, on 01/26/12 at 2:00
PM, revealed she was the nurse laking care of
Resident #1, on 11/14/41. The resident had a
scheduled appointment to see the Orthopedic
physician, related to the resident's left hand
fracture. She assessed the resident before the
appointment, and revealed the resident's leg
looked “differant.” She revealed the rasident was
lying in bed, and it appeared her leg was “turmned
in" at the knee {more so then usval). The resident
had pain upon movement. She reveeled the
resident was confused end not as alert as usual.
She revealed the resident's son was going to
accompany the resident to the appoiniment. The
son was informed of the residant’s pain, and she
revealed the son was going to inform the
physician, at the appoiniment. LPN #1 revealad
she should have nolified the resident's physician
before sending him/er to the schaduted
appoiniment.

An infarview with the Orthopedic physictan, on
01/26/12 at 8:10 AM, revealed when Residant #1
arrived at his office, he/she was in moderate pain
with movemant. He revealed the resident should
have been sant to the emergency room instead of
a schedulsd appointment, es he/she presentad
with &n acute fracture of the femur.

An intarview with the Director of Nursing {DON),
on 01/26/12 et 4:15 PM, revealed the nurse
should have notified the resident’s physician
immediately, instead of waiting for a scheduled
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88=D | INVVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found gullty of abusing, neglacting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse alde
registry concerning abuse, neglect, mistreaiment
of residents or misappropriation of thelr property;
and report any knowledge it has of actions by 2
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authoritias.

The facility must ensure that ali allaged violations
Involving mistreatment, neglect, or abuse,
including Injuries of unknown sourca and
misappropriation of rasident property are reported
immediately fo the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and cerlification egency).

Tha facitity must have evidance that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
fo the administrator or his designated
represantative and to other officlals in accordance
with State law {including lo the State survey and
cartification agancy) within 5 working days of the
incident, and If the alleged victation Is verified
appropriate corrective action must be taken.

F 225 Investigate/Report Allegations

The facility must ensure that all alleged
violations involving misfreatment,
neglect, ox abuse, including injuries of
unknown source are reported
immediately to the administrator of the
facility and to other officials in
accordance with State law through

“established procedures. The facility must

have evidence that all alleged violations
are thoroughly investigated.

Criteria 1: Resident #1 is no longer a

i resident of the facility.

Criteria 2: The last 30 days of events have
been reviewed by the DON, QA Coordinator
and Staff Development Coordinator to
determine that MD notification has becn
completed and that injuries of unknown
origin have been thoroughly investigated
and reported, There were no unreported
injuries of unknown origin identified in the
review.
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This REQUIREMENT is not met as evidenced
by:

Based on inferview, record review, and review of
the facility's policy/procedurs, it was determined
the facllity failed to ensure that all alleged
violations including injuries of unknown source
were reported in accordance with State lew
through established procedures. The facllity falled
to provide evidence that an alleged violation was
thoroughly Investigated to prevent further
potential abuse for one resident (#1), in the
selacted sample of threa residents. Residant #1
sustained a fraclure on 11/09/11 and on
11H4/11; however, the investigations did not
provide consistent ovidence of the cause of the
fractures; and the fractures were not reported as
injuries of unknown source.

The findings include:

A review of the facility's policy/precedura, "Adutt
Abuse, Corporal Punlshment, Neglect,
Inveluntary Seclusion, Exploitation and [njuries of
Unknown Origin," undated, revealed “events such
as suspicious bruising of rasidents, occuriences,
patterns and trends that may constitute abuse
wera identified and monitored by adherence to
the incident documantation policy and to the
protocol for Investigation of incidents of unknown
origin."

A raview of the facility's policy/procedure, "Event
Report," undated, revealed "an event report is to
be completad for any occurrence which is not
consldered a normal accurrence in a facitity, or

received inservice education on resident
events, including but not limited to reporting
of events to the MD/RP, and thorough
investigation of events as provided by the
DON and/or Staff Development Coordinator
on 2/7,2/9, 2/11, 2/14, 2/15, 2/16, and 2/18.
-The Administrator, DON,

and Staff Development Coordinator were
provided inservice education on the Abuse -
Policy and Procedure, and the need to report
injuries of unknown source, as provided by
the Nurse Consultant on 2/13/2012,

Criteria 4: -The CQI indicator for the
monitoring of event investigations will

be utilized monthly X 2 months and then
quarterly as per the established CQI calendar
under the supervision of the DON.

Criteria 5¢

2119)iz.
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has an undeslrable cutcome, of resuits in, or may-

result in, more serious consequences. These
events may Include but are not limited to skin
tears, lacerations, falls or suspected falls, injuries
of unknown origin," efc, Further review revealed
that Section | was to be completed by the Charge
Nurse on duty and Section il was a final
disposition (24 hour follow-up}.

A record review revealed Resident #1 was
admitted to the facility on 05/41/07 with dlagnoses
to Include Ostaoporosis and Dementia. A review
of the quarterly Minimum Data Set (MDS), dated
12718111, rovealed the facllity Identified the
resident to be moderately cognitively Impaired
and required tolal asslstance for bed mobility and
bathing, extensive assistance for transfers,
eating, dressing, and hygiene. The resident did
not ambuiate {walk).

A review of the facllity's Investigation, undated,
revealed Resident #1 sustained a fracture to the
ieft hand and had bruising to the left orbital (eye)
area, on 11/08/11. The Investigation revealed
Cerlified Nurge Aide (CNA) #1 gave the resident
a bath before breakfast, on 11/09/1. Swelling
was noted to the resident's left hand, but it was
not reported at that time. According to the
investigation, breakfast trays arrived on the floor
between 7:45 AM and 8:15 AM. CNA#1 prepared
the resident for breakfast in the bed, but did not
feed the resident. After breakfast, around 10:30
AM, CNA #1 reported bruising to the resident's
eye and hand. The investigation revealed
Resident #1 was questioned by staff and stated "l
fell and leaned forward.” It was assumed the
resident nodded off to sleep.in the recliner after
eating breakfast, leaned forward, and raised

F 226
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hisfher hands fercefully, catching the badside
table as the resident fell forward. The
investigation revealed inconsistent statements as
to whether the resident was in bed, or in the
reclinar for breakfast. Additionally, staff that were
working the prior shift were questioned about the
rosident's injuries, and it was determined the
resident atso told CNA #2 about a fall,

An interview with CNA #2, on 01/25/12 at 4:35
PM, revealed, on 11/09/11 at approximately 6:00
AM, the resident was lying on his/her left hand
and it was "turned funny" and was swollen. She
revealed the resident made a statement about a
fall tha night before; however, it was not
witnessed. The CNA reported the swelling to
Licansed Practical Nurse {LPN} #2.

An Interview with LPN #2, on 01/26/12 at 8:10
AM, revealed she was in the resident’s room on
the morning of 11/09/11, and noticed the
resident's hand was red, "like he/she had been
laying on it” She revealed she did not report It at
that time.

An intervlew with the Program Manager, on
01/26/12 at 2:55 PM, revealed she conducted an
investigetion refated to Resident #'s Injuries
discovered on 11/09/11. She revealed the
resident was quastioned, and stated "l went
forward.” When asked about the resident's
cognition, she revealed it changes from day to
day. She revealed most of the time, the resident
was cognitively Impalred; however, she reveated
she took his/her word for what happened. She
further revealed she was aware the resident’s left
hand was swolten during the prior shift. She
revealad a thorough investigation was conducted,
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even though she was not able to determine whan
the injuties occurred.

An interview with the Team Development
Registered Nurse (RN}, on 01/26M12 at 3:30 PM,
ravealed she conducled an investigation of the
resident's injuries and provided the written
summary to the surveyor. She revealed the
resident stated that hefshe feli, and was able to
repeat it to other staff members. She further
ravealed the resident was not reliable all the time,
as the resident had Dementia; hawever, she felt
confidant in the facility's determination.

A record review revealed the resident was
admitted o the hospital on 11/14/11 with a
fractured femur, and returned to the facility on
HHeM.

A review of a fall Investigation, dated 111411,
revealed Resident #1 sustained a fracture of the
famur. The fractura was discovered, on 11/14/1%,
during an appoiniment with the orthapedic
physician. The resident exhibited signs/symptoms
of pain, just prior to the appointment, The
investigation revealed CNA #5 observed the
resident on the edge of the bed on 11/11/11. CNA
#5 had to reposition the resident fram the edge of
the bed, to avoid a fall. The resident's recliner
was noar lhe bed at the time. Further review of
the invastigation reveelad when CNA #5
posilioned the resident from the edge of the bed,
the resident steted "ouch.” CNA#5 was not sure
If the resident's feet were under the recliner prior
to the transfer. It was determined by the faciiity,
that the resident's toes were under the recliner,
and when 1he resldent was assisted further into
the bed, it caused the femur fracture; however,
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the incident on 11/11/11 was not reported at that
time,

An interview with CNA #5, on 01/26/12 at 10:55
AM, revealad she heard Resident #1 yeiling for
help, on 19/44/11, and observed the resident
sitting on the edgoe of the bed. She revealed the
resident's fest were on the floor, and his/her lags
wore feaned against the recliner. She put her
arms under the resident's arms and "wiggled" the
resident back further on the bed, but she revealed
the resident did not complain of pain at that time.
She revealed the resident did not complain of
spacific pain to the leg, until after the resident
returned from the hospital, on 11/16/11, with the
fractured femur.

An interview with RN #3, on 01/26/12 at 2.30 PM,
revealed he worked the morning of 11/11/11. He
revealed ha was not made aware of any incldent
during his shitt. He stated that GNA #5 esked him
for assistance to reposition the resident in bed.
He revealed the resident was sitting all the way
back in the bed with his/her feet close to the ftoor
at tha time he entered the room. He revealed the
resident eppeared to be in no pain, and there was
no reason for him to think the resident was
injured. He further revealed that he also worked
on 11/13/11, and the resident did not complain of
any pain {o hisfher leg at that time.

A review of the "Pain Management Flow Sheet,”
dated November 2011, revealed the resident did
not recelve pain medication specifically for right

leg pain until 11116/11.

An interview with LPN #4, on 01/26/12 at 2:00
PM, revealed the resident had an appointment to
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3ee the Orthopedic physician on 11/14/11, as a
foltow-up to the left hand fracture. She revealsd
the resident was lying in bed that day, and hisfher
leg looked “different." She revealed it was "turned
in" at the knee {more so than usual}, and there
was pain with movement. She revealed the
rasident was confused, and not as alert as usual,
She statad that the son was informed of the pain,
and she asked the son to inform the Orthopedic
physician at the scheduled appointment.

An interview with the Team Development RN, on
01/26/12 at 3:30 PM, revealed she conducted the
investigation of the femur fracture and providsd
the summary to the surveyor. She revealed after
the investigation, it cculd not be determined “for
surg” whan the resident's fracture occumred.

An interview with the Director of Nursing (DON},
on 01/26/12 at 4:15 PM, revealed she was
responsible for reporting injuries of unknown
origin; however, negligence was not suspected,
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