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Findings Include:

A review of the facllity's "Resident Abuse and
Neglect" policy, undated, revealed neglect was
defined “as the fallure to provide goods and
services necessary to avoid physical harm,
mental angutsh, or mental fiiness.”

A record review revealed the facllity admitted

in order to identify other
resldents having the
potential to be affec!'ed by
same deficieni practice
residents whose BIMS
score is between 13-15
will be interviewed by the
Social Services Director
to ansure that their care is
being provided as
Indicated, and that they
ate kelng provided with
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Resident#1-on-11/02/1¢-with-diagnoses-o

Include Alzheimer's Dementia. A review of the
quarterly Minimum Data Set {MDS), dated
01/20/12, ravealed the facilily Identified the
resident as severely cognitively impaired,
required extensive assistance of two staff for
toilet use. and was Incontinent of bowe! and
biadder. A review of the Comprehensive Device
Assessment, dated 10/21/11, and the Resident
Care Guide, undated, revealed the resident had a
sensor alarm pad and a self release beit to the
wheelchalir for safety. A review of the
Comprehensive Cars Plan, dated 01/12/12,
revealaed the resident should be toiisted every two
hours and as needed. A review of the Fall
Assessment Screaning Tool, dated 01/12/12,
revealed the facllity identified the resldent as a
high risk for falls.

Areview of the Final Investigative Report, dated
03/38/12, revealed CNA #3 and CNA #5 did not
toilet Resident #1, on 03/04/12, from 6:00 AM to
approximatiely 4:00 PM. The report revealed
Resident #1 was found in the floor with his/her
pants pullect down and urine on the floor. Ths
resident's sensor pad alarm was tumed off and
was not sounding prior to the fall. The resident
sustained & intertrochanteric right femoral neck

appropriate care.
This will be completed by

May 6, 2012, -

Criteria #3
The two Cortified Nurse
Aldes (Cerlified Nurge
Aide #3 and Cedlifiad
Nurse #5) that falled to
provide care were
terminated for neglect of
Resident #1 on 3/8/2012.
The responsible Cerlified
Medication Tech. (CMT)
was provided corrective
action on 3/5/2012 related
ta the incident. Cortified
Nurse Aide #1 was algo
provided with correctjve
action in refation to the
incident on 3/5/2012,
Corrective actions were
provided by Administrative
Nursing,
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F 224 { Continued From pago 2 F 224 The faciiiiy/Adminis(rative
(right hip) fracture, per the report. CNA #3 and Nursing will also
CNA#5 were suspended on 03/05/12 and :anﬂl:?;e:;r;glﬂr;% ?2? e
terminated on 03/08/12 for neglect. &a ch shift that Indicates
An interview with Registered Nurse (RN} #1, on Cgr{i?izzjﬁé?s?%c‘fges are
03/23/12 at 1:25 PM, revealed she was the nurse responsible for,
who worked on 03/04/12. She revealed she did Implementation of these
not witness Resident #1's fall; however, she sheefs will be May 8, 2012
examined the resident afterwards. She revealed
the resident was lying on his/her right side with The Assfstant Director of
st tspulled sty down, amd there was Nu “'"Q-G{'Id—the—mrcctsr of
mS/mar paiiE pal Nursfng wr" monito f
urine on the floor. She further revealed CNA #5 completion of th { f‘;f
admilted she had not toileted the restdent the ' sheets oh a wee?cls 2 m.g
enfire shift. y basis
fo ensure that they are
) . ) ) heing completed. .
An interview with Certified Medication Tech !
{CMT)#1, on 03/23/12 at 10:30 AM, revealaed sho Staff members were also !
was passing medications when Resident #1 feil, provided sducation on the \
on 03/04/12, She revealed CNA #3 and CNA#5 Residen{ Abuse/Neglect :
verified they had not provided care for the Policy by the !
resident all day, as the resident was already up in Administrator/Director of :
the wheelchair when thair shift began. S8he g%;g'g_? on 3/5/2012, I'
rovealed CNA #3 and CNA #5 stated that the S f20$'23232’21%§-12
resident was "next on their list,” but the resident 3/28/2012, 3/30!‘20121 ;
fell before care was provided. 41212012, 4,4,201& ' ’
4112012, 411812012,
An interview with CNA #3, on 03/23/12 at 10:40 41812012, 410/2012, and
AM, revealed she started her shift, on 03/04/12 at 4/26/2012,
9:30 AM. She stated that Resident #1 was
already up in the wheelchair, so she "assumed"
the resident had already been provided care. She
revealed the rezident was supposed (o be folleted
every two hours, but it had been a "hectic® day.
An attsmpted interview with CNA #5, on 03/23/12
at 10:20 AM, 12:50 PM, and 3:00 PM, was
unsuccessful; however, a review of the Final
investigative Report, dated 03/08/12, revealed
Event |D:U4RP 11 Faclity |D: 100686 If continuation eheet Page 3 of {5
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CNA #5 admitted the resident was nof toileted tgs;:;\-'f}c;r;g;::sﬂr:owded |
prior to 4:00 PM, as she had “forgotten," Resldant Care Gugiss are
to be followed by
An interview with the DON, on 03/23/12 at 326 Administrative Nursing on
PM. revealed she conducted an intervlew with 3/5/2012, 3/6/2012,
CNA #5, on 03/05/12. CNA#5 admitted she did 3/7/2012, 3111/2012,
not provide care for Resident #1 on 03/04/12, 312812012, 47472012,
ptior to the fall. She revealed CNA #8 stated she 471172012, 4118/2012, i
“was busy.” She expected CNA #3 and CNA#5 to :g9{2912, and 4/25/2012,
follow the resident's care guide, providing comavatve Nursing
tcomtinam cars/ ollating evary two S Ui and as plsiod-this-training—
needed. © Criteria #4 :
- . A Continuous Quality :
An interview with the Risk Manager, on 03/23/12 Improvement Tool will be
at 6:15 PM, revealed she witnessed the interview utiized %3 months and
with the Director of Nursing {DON) and GNA#S, then quarterly to ensure
on 03/05/12. She revealed CNA #5 admitted she that staff can identify
did not toilet the resldent her entire shift on examples of abuse/neglect
03/04/12. and knowledge of the
abuse neglect policy. This
Additionally, the resident's sensor pad alarm on :\ngnzﬁiggg;gfreied by the
the whaelchair was not turned on prior to the fall. Administratorlwm interview
staff and ask them to
A review cf the "Personal Safety Alarms" policy, Idenlify typas of Abuse
undated, revealed "perscnal safety alarms would and Nagiect, and
be checked at least every two hours for proper reprocusssions of Abuse
functioning by direct care staff. Alams should be and Negleat.
chacked for proper placement, to ensure they are
funetioning or In good working order. Ongolng The abuse poticy will also
surveillance of proper device use would be done RE;}?\?;;’;;?: Sg mgmhs
during routine care and compliance rounds. Spd then quarterly after
A review of the "Alarms Monitoring" policy, a,-:g (l?ng?v?:crl;g %T&I:aan(:e
undated, revealed "the Cerified Medication Aide policy.
was |0 access each resident alarm at the
beglnning of the shift by sounding the alarm and Criteria #5
ensuring it functioned correctly,” 5712012
Event I0: U4RP 11 Fecility 1D 100688 It conlinualion sheet Page 4 of 16
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An interview with Registered Nurse {RN) #1, on
03/23/12 at 1:25 PM, revealed the residont was
sitting at the nurse's desk prior to the fafl, and she
hotlced the self-release belt attached to the
resident; however, she did not ensure the:
resldent's sensor alarm was turned on and
functioning. She revealed the Cartified Medlcation
Tech (CMT) was responsibla for ensurlng the
alarm was tumed on and functioning.

The Certified Nurse Aides
that neglect was
substantiated against
were terminated from
employment on 3/8/2012.
They will no longer provide

care to residents at River's -

Beond Retirement
Cammunity, which
includes Resident #1,

Amrintervisw with-Certified-#exlication Tech
{CMT} #1, on 03/23/12 at 10:30 AM, revealed she
worked on 03/04/12 from 6:00 AM to 6:00 PM,
She revealed It was the re=ponsibility of "all staff
fo ensure alarms were on and functioning. She
revealad she checked to ensure the self-release
belt was attached to the resident, but could not
recall if the sensor alarm was turned on and

functioning.

An interview with CNA #3, on 03/23/12 at 10:40
AM, ravealed she started the shift on 03/04/412 at
D:30 AM. She revealed she did not ensure the
regident's sensor alarm was on and functioning
prior to the fall. She further revealed the resident
was ambulated by restoratlve prior to the fail and
it should have been checked at that time.

An interview with Certlfied Nurse Aide (CNA) #1,
on 03/23/12 at 9:35 AM, revealed she provided
level 2 restorallve care for Resident #1 on
03/04/12. She revealed she ambulated the
resident between 10:00 AM and 11;00 AM. She
revealed when she stood the resident up, the
alarm did not sound. After ambulating the
resident, she ensured the self-release belt was
attached, but did not turn on the resident's sensor

pad alarm.

Criteria #2

In order to identify other
residents having the
potential to be affected by
same deficient practice
residents with a BIMS
score of 13-15 will be
interviewed by the Social
Services Director to
onsure that Resident care
is being provided as
Indicated, and that they
are belng provided with
%J:Eproplr,iate care,

s will be completed b

May 8, 2012, g Y

- Criterfa #3
The Director of Nursing
and Assistant Director of

" Nursing were provided
education on the
Abuse/Neglect Policy,
which includes suspension
of alleged staff, on

| 3(28/2012. This was

completed by the
Administrafor,
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Staff ware provided
An attempted interview with CNA #6, on 03/23/12 aducation on
at 10:20 AM, 12:50 AM, and 3:00 PM, was Abuse/Neglect Pollcy by
: : ) Administrative Nuraing or
unsuccessful; however, a review of the Final Administrator on 3/5/5012
Investigative Repor!, dated 03/08/12, revealed A16/2012, 31712012, '
she did not ensure the resident's alarm was 31112012, 3/21/2012,
turned on and functioning prior fo the fall. 3/2812012, 3/130/2012,
41412012, 4/11/2012,
Interview with the Director of Nursing {DON), on 411612012, 4/18/2012,
03/23712 at 3:25 PM and at 5:20 PM, reveated 471912012, and 4/26/2012.
st expected the staff foensure e Tosiioms . .
alarms were placed, according to the resident ' Crrtena_ #4 )
care guide. . ;l\ Continuous Quatity
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 " u’{;ﬁ’;g;i?%‘g:ﬁf;‘ ;’r“'é be
s5=G | ABUSE/NEGLECT, ETC POLICIES ' then quarterly fo enalre
that staff can identify
The facility must dovelop and implement written examples of abuse/neglect .
policias and procedures that prohibit and knowledge of the :
mistreatment, neglect, and abuse of rasidents abuse neglect policy. As -
and misappropriation of resident property. part of this tool staff wilf be
inferviewad and asked
lypes of abuse/neglect and
; : the reprocussions of being
gh'ls REQUIREMENT is not met as avidenced convicted of abuse and
v . , i neglect. This wlll be
Based on interview, review of the facllity's completed by the
policy/procedures, and the Final investigative Administrator.
Report, it was determined the faciiity falled to
ensure written policies and procedures were
implemented that prohibit neglect for one residant
(#1) in the selected sample of four residents, Criteria #5
Certified Nurse Alde {CNA) #3 and CNA #5 failed 5712012
to toilet Rasident #1, on 03/04/12, from 6:00 AM
to approximately 4:00 PM. Resident #1 was found
in the floor, at 3:30 PM., with histher pants pulled
down and urlne on the Roor. The resident's
sensor pad alam was not tumed on prlor fo the
fall. The resident sustalned a intertrochanteric
right femoral neck {right hip) fracture, as e result
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of the fall. {Refer to F224) CNA#3 and CNA#S
were not removed from resident care, on
03/04/12, and were allowed to work a partial shift,
on 02/05/12, before suspenslon was initiated,

Findings Inciude:
A review of the facllity's policy/procadure,

"Resident Abuse and Neglect," undated,
revealed" the resident's safaty and protection

watld-beassured: iFarrinckiemrvolved am
smployee, the employee would immediately be
placed on suspsension until the investigation was
completed.”

A review of CNA #(3's imesheet, dated 03/04/12,
revealed she worked from 9:24 AM to 6:30 PM,
and on 03/05/12, she worked from 5:57 AM to
12:28 PM,

An interview with CNA #3, on 03/23/12 at 10:40
AM, revealed she did not provide Incontinent
careftoilsting for Resident #1, on 03/04/12, prior
to the resident's fall at 3:30 PM. Sh revealed she
did not ensure the resident's sensor alarm pad
was turmned on and functioning. She was Issued a
written disciplinary action afler the events by
Certified Medication Tech (GMT) #1, but she was
allowed to conlinue with resident cara for the
remainder of the shift. She revealed she was
supposed to report to the Director of Nursing
(DON}) at 11:00 AM, on 03/05/12; however, she
was not aware she could not complete her shift
as scheduled, on 03/05/12.

Araview of CNA #5's timesheet, dated 03/04/12,
revealad she worked from 5:58 AM to 6:28 PM,
and on 03/05M12, she worked from G:01 AM to
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12:40 PM.

An stiempted interview with CNA #5, on 03/23/12
at 10:20 AM, 12:50 PM, and 3:00 PM, was
unsuccessful; however, an Interview with
Registered Nurse (RN} #1, on 03/23/12 at 2:35
PM, reveaied CNA #5 completed her shift on
03/04/12, and worked 03/05/12, until she was

Ssuspended by the DON.

ArrinteroRw Wit CMTH#1, o 0372312 8010730
AM and at 2:30 PM, revealed CNA #3 and CNA
#5 reported to her that they had not toileted
Resident #1 prior to the fall, on 03/04/12 at 3:30
PM. She reported the allegation of neglect fo RN
i1 immadiately, She revealed the DON instructad
her o inservice CNA #3 and CNA #5 about
neglect. They received disciplinary action at that
time; however, the DON did not instruct her to
send the two staff members home. She revealed
she would remove a staff member from resident
care if there was an allagation of physical or
verbal abuse; however, she was "not sure" about
a neglect allegation.

An Interview with RN #1, on 03/23/12 at 1:25 PM,
revealed she first reported the resident's fall (with
no alarm sounding} to the Assistant Director of
Nursing {ADON), as she was on c¢all. It was later
in the shift when it was discovered the resident
had not been checked for Incontinence/toileting
the entlre shift. She revealed the ADON was
notified immediately after the allegation of
neglect. CMT #1 was instructed by the DON to
inzervica CNA#3 and CNA #5, and issue
disciplinary action. She revealed the CNAs were
not removed from resldent care, a= she was not
Instructed to remove them, She revealed she did
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not know what the policy stated. She stated "I

didn't even think about removing them,”

An interview with the ADON, on 03/23/12 at 3:10
PM, reveaied she was mads aware of the : j
allegation of neglect, as she was on call for the
facility, on 03/04/12. She revealed sho made the
Administrator aware and the Adminlstrator took
over the investigation.

Amrinterview withr the DO oI 03/23M2 1t 3725
PM, revesled she instructed CMT #1, on
03/04/12, to inservice CNA #3 and CNA #5
related to "alsrms” and “providing care to their
residents.” She reveated CMT #1 was fo issue
writien disclplinary action at that time, CNA #3
and CNA #5 were supposed to meet in her office
the next morning at specific echeduled fimes. She
revealed they were not supposed to provide
resident care, on 03/06/12, She stated that she
was not aware they worked the floor prior to
meeting with her,

An inferview with the Administrator, on 03/23/12
at 4:00 PM, revealed she did not speak with CNA
#3 and CNA #5 specifically, but gave direction to
the ADON and DON. She revealed CNA #3 and
CNA #5 were suppose to report to the DON's
office at specliic imes, on 03/05/12, They were
not suppose 1o provide resident care, as an
investigation would be conducted for possible
neglect, $he was not aware CNA#3 and CNA#5
wotked the floor, an 03/05/12; however, she did
recall CNA #3 had "scrubs” on during the
interview process.

Areview of the Final Investigative Report, dated
03/08/12, revealed CNA #3 and #5 were
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terminated as of 03/08/12 for neglect. 52?2 41
‘ riteria
F 262 | 483.2009(0)) SERVICES BY QUALIFIED P22 Raidont #1 has reumed
58=G to the facility sfter

The services provided or arranged by the facility
must be provided by qualified persons In
accordance with each resident's written plan of
care.

' raceiving treatment for the
right hip fracture. Staff

. members were inserviced

. that Realdent #1 is to be

- toileted as indicated on
Resldent #1's resident
care guide this was

This REQUIREMENT is not met as evidenced
hy:

Based on intervigw, record review, review of the
facility's policy/procedure, and the Final
Investigafive Repont, it was determined the facility
failed to enstire services were provided by
qualified persons in accordance with each
resident's wrilten plan of care for one resident
(#1), in the selected sample of four residents, The
Comprehenslve Care Plan Indleated Resident #1
should be toileted every two hours and as
needed. Cerilfied Nurse Alde (CNA) #3 and CNA
#5 did not follow the Comprehensive Care Gulde
related to tolleting, as the resident was not
tolleted on 03/04/12, from 6:00 AM to 4:00 PM,
The Resident Care Guide indloated Resident #1
required a sensor pad alarm to the wheelchair for
safety, Rosident #1 fell from the wheelchalr, on
03/04/12. The resident was found with hisfher
pants pulled down and wine on the floor. CNA#1,
CNA #3, and CNA#5 falled to ensure the
resident's sensor pad alarm was tumed cn and
funotioning, according to the Resident Care
Guide. Resident #1 sustained a intertrochanteric
right femoral nack {right hip} fracture as a result
from the fall.

Findings include:

completed o 375/20172;
31612012, 3/7/2012,
312812012, 4/4/2012,
411812012, 4/119/2012, and
" 4125/2012, This was
- completed by
Administrative Nursing.

Staff were also insarviced
by the Dirsctor of Nursging
on the personal safety
alarms that are used in fall
managemeént for Resident
#1 this was completed on
3/5/2012, /62012,
31712012, 3/128/2012,
4/4/2012, 4/18/2012,
4/19/2012, and 4/25/2012.
During this inservice staff
were also {rained that
these are to be checked
for function and placement
every 2 hotirs,
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Administrative Nursing will
Areview of the facllity's "Comprehensive Care g(?uﬁ [? nw?w;:;w?niﬁﬂggam
Plan® policy/procedure, undated, revealed "the visually observing at feast
GNA care plan would be provided 1o strive to 50% of the residents and
ensure that nursing staff were aware of supports ensuring they are being
that were to be provided for the resident.” provided alams/devices
* that they are care planned
Arocord review revealsd the facility admitted for in relation to fall
Resldent #1 on 11/03/10 with diagnoses to . management, This will
include Aizheimer's Disease. A review of the oceur x1 month E_lpf' then
qUETteHy MY Data Set(MDS), aated ;ﬁ:‘giﬂa‘e{w:m‘ﬂu
01/20/12, reveated the facility identified the maintaint : ‘;’D r:ff,
resident as severely cognitively impsired and This will b eﬂ donept;am.
required extensive assist for toilst use and 652012, y May o

transfers, The MDS revealed the resident was
incontinent of bowe! and biadder. A review of the
Comprehensive Care Plan, dated 01/12/12,
revealed the resident should be tileted every two
hours and as needed. A review of the Reslident
Care Guide, undated, revesled the resident
ghoufd have a sensor pad alarm to the wheelchair
for safety,

A review of the Final Investigative Report, dated
03/08/12, revealed Resident #1 fell from the
wheelchair, on 03/04/12 at 3:30 PM, with hisfher
panis pulied down and urine on the floor, The
resident's sensor alarm pad was turned off and
not sounding at the time of the fall, The resident
sustained a inteitrochanteric right femoral neck
{right hip} fra¢ture as a result of the fall.

An Interview with CNA#1, on 03/23/12 at 9:35
AM, revealed she ambulated the resident
between 10:00 AM and 11:00 AM, on 03/04/12.
She revealed the sensor alarm pad was not
sounding when the resident stood up, and she did
not turn i on after assisting the resident back into

in order to identify other

_ residents having the

potential to be affected by
same deficient practice
résidents with a BIMS
score of 13-15 will be
Interviewed by the Social
Senvicas Director lo
ensuro that their care is
being provided as
indicated, and that they
ara being provided with
appropriate care. This will
bo completed by May &
2012,
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the wheelchar, Staff.were provided
education by
AN Interview with CNA #3, on 03/23/12 at 10:40 Administrative Nursing/
Administralor that they are
AM, revealed she clocked [n at 8:30 AM, on " tobe following the
03/04/12, and did not toilet Resident #1 her entire Resident Care Guides and |
shift. She rovealed the resident should have been ensuring that the supports i
tolleted every two hours and as needed. She also listed are being provided - - - -
revaaled she did not ensure the resident's sensor for each resident. This :
alarm pad was turned on and functioning. was completed on
3/6/2012, 3/612012, ,
2 L2 IONAD. LA L O S N
Attenpied intervew Wit CNATYS, o 03723/ 12 3t AHEGTe T T a0z, :
10:20 AM, 12:50 PM, and 3:00 PM, was 3}'2};%‘1’;2‘;‘;’1’?%3;2-
unsuccessful; however, a review of the Final : :
o 4/19/2012, and 4/252012.
%e_stigauve Raport revealed she did not toil%.-, S igw
fosident from 6:00 AM to 4:00 PM, on Cerlifiad Medication
03/04/12. The report also revealed she did not Techs, were provided
ensure the resident’s alarm sensor pad was on education by
and functioning. Administrative Nursing that :
they are to be doing i
An interview with the Director of Nursing {DON), coynpliance rounds each '
on 03/23/12 at 5:20 PM, revesled she expacted shift, which includes
the staff to follow the care plan for each resident. :{;ﬁ{“m’;’}g;&igs ate
F 323 | 483.25(h) FREE OF ACCIDENT F 323 provided to the resldent as
$$=G | HAZARDS/SUPERVISION/DEVICES the care plan indicates.
This was completed on
The facllity must ensuie that the resldent 3/23/2012.
ehvironment remains as free of accident hazards !
as is possible; and each resident receives The Dire(_;tor of N_u_rsing
adequate supervision and assistance devices to 2lso provided traning on
prevent aceldents. gnsuring complstion of {
compliance rounds on
4/11/2012, and 5/2/2012.
This was provided to
Cerfifiad Medication
Techs,
This REQUIREMENT is not met as evidenced
by:
Based on interview, record review, review of the
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facility's policy and procedures, and the Final
Investigative Report, it was determined the facility
failed to ensure each resident recelved adequale
supervision and assistance device to prevent
accidents for one resident {#1), In the selected
sample of four residents. On 03/04/12 at 3:30
PM, Resident #1 fell from the wheelchair, it was
determined the resident’s sensor pad alarm was
not turned on and functioning at the time of the
fall. The resident sustained a Intertrochanterlc

(X4} 10 SUMMARY STATEMENT OF DEFiCIENCIES iD
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX {FACH CORRECTIVE ACT{ON SHCOULD BE GOMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFPRIATE BATE
UEFICIERTYY
- Staff members were also
F 323 | Continued From page 12 F 323 provided education that

they are fo be following the
Resident Care Guide and
ensuring the supports
{Isted are being provided
as indicatad, This
gducation was provided by
Administrative Nursing
and was completed on
3/5/2012, 3/6/2012,
3/7/2012, 311172012,
3/21/2012, 3/28/2012,

$

righttermoral fiecK (ighit hipy fracture o a resun
of the fall.

Findings Enclud,e_:»
@
A review of the facility's "Personal Safefy Alarms”
policy, undated, revealed "personal safety alarms
would be checked at feast overy two hours for
proper functioning by direot care staff. Alarms
should be checked for proper placement, to
ensure they are functioning or In good working
order. Ongoing surveillance of proper device use
would be dons during routine care and
compllance rounds.

A review of the faclllity's "Alarms Monitoring”
policy, undated, ravealed "the Cenifled
Medication Aide would access each resident
alarm at the beginning of the shift by sounding
the alarm and ensuring it functioned correctly.”

Arecord revlew revealed the facility admitted
Resident #1 on 11/02/10 with diagnoses to
Include Alzhelmer's Dementia. A review of the
quarlerly Minimum Data Sef (MDS), dated
01/20/12, revealed the facility (dentifled the
resident as severely cognitively Impalred,
required extensive assistance of two staff for

A LA A0 A LA AJDY VAL
A2 T TH2072;

411812012, and 4/25/2012,

Criteria #4

The facility plans to
monitor if's performance
by Administrative Nursing
receiving compliance
rounds/atarm checks that
ara completed by Certified
Medicafion Techs. 2¥'s a
month Thia will ensure that
that this monitoring tool is
being completed. This will
be done for one month
and then every quarter
after this.

Administrative nursing vl
also pick a sample of 560%
of residents and visuatly
observe supports that are
being provided in
comparison to the care
plan to ensure that they
are being provided as
indicated. This will ocour
one menth and then every
quarter after that to ensure
that compliance is
achieved and maintained.

Criteria #5
B/7/2012

FORM CM5-2567{02-89) Previous Vaisions Obsolele
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transfers. A review of the Comprehensive Device
Assessment, dated 10/21/11, and the Resident
Care Gulde, undated, revealed the resident had a
sensor alarm pad and a self-release belt to the
wheselchair for safety. A review of the Fall
Aszessment Screening Tool, dated 0§/12/12,
revealed the faclllly Identified the resident as a
high risk for falls,

A review of the Final Investigative Report, dated

{Xa) 1D BUMMARY STATEMENT OF DEFICIENGIES [ FROVIDER'S PLAN OF CORRECTION i)
PREFUX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREQTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG OROSS-REFERENCEC TO THE APPROPRIATE oAre
DEFICIENGY]
F323
F 323 | Continued From page 13 F 323 Criteria #1

Resident #1 has returned
to the facility after
recelving treatment for the
right hip fracture, Staff
members were inserviced
on 3/5/2012, 3/06/2012,
31712012, 3f28/2012,
4142012, 41812012,
411912012, and 4/25/2012
that Resident #1 is to be
{oileted as indicated on

Residentd##‘sresldent

€3/06/12, reveniet Revident#was fourm 1 ths
ficor with hisfher pants puiled down and urine on
the floor, The resident's sensor pad alarm was
turnad off and not sounding prior {o the fall. The
resldent sustained a intertrochanterlc right
femoraj neck {right hip) fracture, according to the
the report.

An Interview with Registerad Nurss {RN) #1, on
03/23/12 at 1:25 PM, revealed she was the nurse
who worked on 03/04/12, Sha revealed she did
not witnass Resident #1's fall; however, she
examined the resident aflterwards. She revealed
the resident's sensor pad afarm was not turned
on at the time of the fall.

She further revealsd the resident was sitting near
the nurse's desk that day, and she noticed the
self- release belt was attached to the resident;
however, she did not ensure the resident’s sensor
alarm was tumed on and functioning. She
revealed the Certified Medication Tech (CMT)
was responsible for ensuring the alarm was
turned on and functioning.

An interview with Cerlifled Medication Tech
(CMT)#1, on 03/23/12 at 10:30 AM, revealed she
worked on 03/04/12 from 6:00 AM to 6:00 PM.
She revealed il was the responsibility of "all staff'

care guide. This training
was provided by
Administrative Nursing.

Staff were also inserviced
on the personal safely
alarms that are used In fall
management for Resident
#1, and that these are to '
be checked for function {
and placement every 2 .
hours. This was done by
Director of Nursing on
3/5/2012, 3/6/2012,

372012, 3/28/2012,
4/18f2012, and 4/18/2012,
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to ensure alarms were on and functioning. She
revealed she checked to ensure the self-release
belt was attached to the resident, but could not
recall if the sensor alarm was turned on and
functioning.

An interview with CNA #3, on 03/23/12 at 10:40
AM, revealed she started the shift on 03/04/12 at
9:30 AM. She revealed she did not ensurs the
resldent’s senzor alarm was on and functloning

Adminlstrative Nuraing will

--da a one fime compllance

tound which includes
visually abserving at least
50% of the residents and
ensuring they are being
provided alarms/devices

i that they are care plannad
* for in relatton to fatl

management. This will be
- completed x1 month and
then quarterly aftar this to

priorto-thefal - She-fortterrevealedthe
Restorative CNA ambulated the resident earller in
the shift, and she shouid have ensured the
sensor pad alarm was turned on at that time.

An interview with CNA¥1, on 03/23/12 af 9:35
AM, revealed sho provided Levei 2 Restarative
for Resident #1 on 03/04/12, She revealed she
ambulated the resident batween 10:00 AM and
11:00 AM. She revealed when she assisted the
resident to stand up, the atarm did not sound.
After ambulating the resident, she snsured the
salf-release belt was attached, but she did not
turn on the resident's sensor pad alarm,

An attempted interview with CNA #5, on 03/23/12
at 10:20 AM, 12:50 AM, and 3,00 PM, wae
unsuccessful; however, a review of the Final
Investigative Report, dated 03/08/12, revealed
she dld not ensure the resident's alarm was
turned on and functioning prior to ths fall,

Interview with the Director of Nursing {(DON), on
03/23/12 at 3:25 PM and 5:20 PM, revealed sho
expocted the staff to ensure the residents' alarms
were placed, according to the resldent care
guide,

. ensure maintained
compliance.
This will be done by May
6, 2012,

In order to identify other
residents having the
potentlal to be affected by
same deficient practice
residents with a BIMS
score of 13-15 will be
interviewed by the Social
Services Dirsctor 6
ensure that their care Is
being provided as
indlcated, and that they
are being provided with
appropriate care. This will
be completed by May 8,
2012,
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