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Initial Comments

The State Agency (SA) conducted a Complaint
Investigation (Cl), ClI MS #24068 and Cl MS
#24293 at the facility from 3/19/24 through
3/20/24. The SAinvestigated Cl MS #24293
related to an allegation of abuse and there were
no deficiencies cited related to the complaint.
The SAinvestigated Cl MS #24068 related to a
resident fall and cited M640. During the survey,
the facility was found to be in compliance with the
Minimum Standards for Institutions for the Aged
or Infirm, state licensure requirements. Based on
the facility's implementation of corrective actions
completed by 2/8/24, the SA determined this to
be Past non-compliance (PNC) as of 2/8/24, prior
to the SA entrance into the facility on 3/19/24.

45.21.8 Accidents

Accidents. The facility shall ensure that the
residents ' environment remains as free of
accident hazards as possible, and adequate
supervision shall be provided to prevent
accidents. If an unexplained accident occurs, this
injury must be investigated and reported to
appropriate state agencies.

This Statute is not met as evidenced by:
Level Il

Based on interviews, record review, and facility
policy review, the facility failed to prevent a fall
during Activities of Daily Living (ADL) care for one
(1) of three (3) sampled residents. Resident #1.
Based on the facility's implementation of
corrective actions completed by 2/8/24, the SA
determined this to be Past non-compliance (PNC)
as of 2/8/24, prior to the SA's entrance into the
facility on 3/19/24.

M 000

M 640

Past Non-Compliance, No POC needed.
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Findings include:

Record review of the facility's "Fall Management
Policy", updated 01/23/23, revealed, " ...shall
strive to maintain an environment that promotes
resident safety. Resident assessment and
monitoring will help in managing the occurrence
of falls ..."

Record review of a handwritten statement signed
by CNA #1, dated 2/3/24 at 3:00 PM revealed, "
Was wiping Resident down and got sheet wet so
want to change sheet. Rolled resident over and
couldn't find anyone in hall to stand on other side
so when | rolled resident and put sheet under to
put new sheet down he started to roll off bed tried
to catch but resident slipped out of my hands ..."

Record review of the facility's "Facility Reported
Follow-Up Investigation", dated 02/03/24,
revealed " ...Resident has 5 small abrasions to
left forearm, did not require steri-strips. Blue and
dark colored bruising noted to left upper and
lower elbow ...No additional physical or mental
harm noted ...(Proper name of CNA #1) | was
wiping resident down and got sheet wet.Rolled
resident over ...he started to roll off bed ..."

Interview on 03/19/24 at 11:30 AM, with the
facility Administrator (ADM) revealed that the
facility had conducted an investigation on
02/03/24 and determined that an agency Certified
Nursing Assistant (CNA #1) had not followed the
resident's care plan and had not requested
assistance with the care of the Resident #1. CNA
#1 rolled Resident #1 over in his bed and he fell
out of bed onto the floor and hit his head and
elbow. The resident was immediately transported
to the local emergency room for evaluation and
was found to not have any injuries. The facility
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called the nursing agency that CNA #1 was
employed with and requested that she never
return to the facility to work. CNA #1 has not
worked at the facility since the incident with
Resident #1 on 02/03/24. The facility thoroughly
investigated the incident and assessed all
residents that had been attended by or assigned
to CNA #1. The facility began in-service training
on 02/03/24 and no employee was allowed to
work until they were in-serviced on following care
plans and following ADL protocols as well as
abuse, neglect, and exploitation. The facility had
two (2) Quality Assurance Committee meetings
from 02/05/24 through 02/08/24. The ADM stated
that the facility had put a corrective action plan in
place immediately following the incident on
02/03/24 and that the facility had made all
corrections for non-compliance by 02/08/24.

Interview on 03/19/24 at 11:30 AM, with the
facility's Director of Nursing (DON) revealed she
was called to the facility on a Saturday 2/3/24 in
the afternoon at approximately 2:30 PM and was
told that Resident #1 had fallen and hit his head
and elbow. Resident #1 was a paraplegic and
had no use of his lower extremities and very
limited use of his upper extremities. The DON
discovered upon her investigation that CNA #1
had not followed facility procedures and had not
obtained other staff to help with the care of
Resident #1. The DON stated that all residents
within the care of the CNA were interviewed and
assessed on 02/03/24 and Resident #1 was sent
out for x-rays and assessments which determined
that he was not in pain and was not injured. He
had no injuries. Resident #1 did obtain five (5)
small abrasions to his elbow and some bruising to
his arm and elbow did appear. Resident's x-rays
and CT (computed tomography) scan were
negative. The DON stated that CNA #1 admitted
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that she had attempted to deliver care to
Resident #1 alone and had not attempted to ask
for help from the other staff that were present on
first shift 02/03/24. CNA#1 had never been
employed by the facility but had always been an
agency employee.

Interview and observation on 03/19/24 at 1:30
PM, with Resident #1 revealed he remembered
how he fell out of bed on 02/03/24. Resident #1
stated, "l was dropped on the floor." Resident #1
stated that he was being attended to by one (1)
CNA and he could not remember her name.
Resident #1 stated that there was no one else in
the room when he "was dropped." Resident #1
confirmed that he fell on the floor and was
assisted up by several staff and transported to
the local hospital for evaluation. Resident #1
stated that he never had pain and had not taken
any pain medications as a result of the fall on
02/03/24. Resident #1 stated that he did not
receive any serious injuries as a result of the fall,
only small abrasions with some bruises to his
elbow and he hit his head.

Interview on 03/20/24 at 12:45 PM, with Licensed
Practical Nurse (LPN) #1, Safety Nurse, revealed
that she had been a member of the Quality
Assurance (QA) Committee meetings and that it
was determined through investigation that CNA
#1 had not followed procedure and had not
obtained assistance from other staff to assist with
Resident #1 during care. She stated that
Resident #1 fell from the bed to the floor and hit
his head and elbow and had been assessed and
transferred to the local hospital for evaluation and
returned to the facility on the same day with no
new orders. LPN #1 stated that she assists in the
training and in-services of all staff on safety of the
residents and fall precautions.
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Interview on 03/20/24 at 12:55 PM, with CNA #2
revealed that she had been working on 02/03/24
on first shift when Resident #1 fell. CNA #2 stated
that CNA #1 called out for assistance and that
she and two (2) other nurses came to the room to
assist with Resident #1. When she arrived in
Resident #1's room he was on the floor on his
side as he had fallen off the bed. CNA #1 was
alone in the room and had voiced that she
thought that she could care for Resident #1 by
herself. CNA #2 stated that Resident #1 made no
complaints, and he did not moan, groan, or voice
and pain or injury. Resident #1 stated that CNA
#1 had "dropped" him. CNA #2 stated that
Resident #1 was sent out for assessment to the
local hospital and was returned the same day with
no injuries. CNA #2 stated that on 02/03/24 there
were 9 other CNA's working first shift and two (2)
nurse supervisors and four (4) medication nurses.
There was no shortage of staff on 02/03/24
during the first shift when Resident #1 fell at
approximately 2:00 PM. CNA #2 stated that
Resident #1 had always been a two (2) person
assist with all his needs since he was admitted to
the facility.

Interview on 03/20/24 at 1:10 PM with Registered
Nurse (RN) #1, Treatment Nurse, revealed that
she had discovered during treatment rounds that
Resident #1 had abrasions to his elbow and that
treatments were administered to the elbow from
approximately 2/5/24 through 02/19/24.

Resident #1's elbow treatments were
discontinued on 02/19/24.

Record review of the "Face Sheet" revealed the
facility admitted Resident #1 on 11/5/2015 and he
had current diagnoses including Paraplegia.
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Record review for Minimum Data Set (MDS), with
an Assessment Reference Date (ARD) of
01/18/2024 revealed Resident #1 had a Brief
Interview for Mental Status (BIMS) score of 12
which indicated his cognition was moderately
impaired.

The facility began their investigation and
corrective actions on 02/03/24 as follows:

1-Evaluated/assessed all residents that were
assigned to CNA #1's care.
2-Evaluated/assessed Resident #1 and sent him
out to the local hospital for further evaluation.
3-Investigated and obtained statements from all
staff that worked on 02/03/24.

4-Suspended CNA #1 from the facility at 3:00 PM
on 02/03/24.

5-Contacted the contract Nursing agency and
terminated CNA #1 from working at the facility.
6-In-serviced all staff concerning fall preventions
and following care plans.

7-Completed all plans of action on 02/08/24.
8-Continued ongoing assessments and
evaluations of Resident #1 and had reviewed and
updated his care plan.

9-Conducted two (2) Quality Assurance (QA)
committee meetings from 02/05/24 through
02/08/24.

On 3/20/24 the State Agency (SA) validated
through observation, interview, and record
reviews that the correction actions were
implemented by the facility as follows:

1-The SA validated all residents were
evaluated/assessed that were assigned to CNA
#1's care.

2-The SA validated Resident #1 was
evaluated/assessed and sent out to the local
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hospital for further evaluation.

3-The SA validated the facility investigated and
statements were obtained from all staff that
worked on 02/03/24.

4-The SA validated CNA #1 was suspended from
the facility on 2/3/24 at 3:00 PM.

5-The SA validated the facility contacted the
contract Nursing agency and terminated CNA #1
from working at the facility.

6-The SA validated all staff were inserviced
concerning fall preventions and following care
plans.

7-The SA validated all plans of action were
completed by 02/08/24.

8-The SA validated continued ongoing
assessments and evaluations of Resident #1 and
validated the facility had reviewed and updated
his care plan.

9- The SA validated the facility conducted two (2)
Quality Assurance (QA) committee meetings from
02/05/24 through 02/08/24.
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