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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure one of one
sample resident {Resident 1), was free from
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F 000 : INITIAL COMMENTS F 000
The following reflects the findings of the Pr.eparation and/or f:xecution of
- Department of Public Health during the this Plan of Correction does not
investigation of a complaint during an Abbreviated | constitute admission by the
standard survey. _ Provider of the truth of the facts
Complaint Number: CA00501263 - Substantiated allege:i or conclusions set trorth. on
the Statement of Deficiencies.
Representing the Department of Public Health: This Plan of Correction is
; o prepared and/or executed solely
“Health Facilities Evaluator Nurse 1D: 36526 because it’s required by the
provisions of Health and Safety
The inspection was limited to the specific Code Section 1280 and 42 C.F.R.
complaint investigation and does not represent 483.” .
the findings of a full inspection of the facility.
Four deficiencies were issued for complaint
CA00501263. This Plan of  Correction
Highest Severity and Scope: G constitutes ] L"'ke"f’(’(’d,s
F 224 483.13(c) PROHIBIT F224; Healtheare credible allegation of
55=G MISTREATMENT/NEGLECT/MISAPPROPRIATN compliance for the alleged deficit

practices.

F224
. Corrective Action/s:

Resident 1 was transferred to the hospital on
08/29/16 for further evaluation.

Sy

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE
s

Ala N

Any deficiency statement ending with ahastersk (*) denotes a deficiency which the institution may be excused from correcting previding it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether cr not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Trauma History and Physical (H&P) Report dated .
8/30/16 indicated Resident 1 had a large ,
right-sided pneumothorax (abnormal collection of |
air or gas in the cavity between the lungs and the |
chest wall, causing collapse of the lung), for

which a right tube thoracostomy (surgical artificial -
opening through the chest wall, usually for the :
drainage of fluid) was placed. The H&P listed
Resident 1's injuries as follows; a small abrasion
and soft tissue swelling in the right temporal

region (side of the head behind the eyes), blunt
torso (upper) trauma, and right 7th, 8th and 12th
posterior (back) rib fractures

X4)1o ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN QF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENCY)
F 224 Continued From page 1 F 224!
neglect by failing to: . How to Identify Other Residents:
1. Conduct continuous neurological assessment IDT reviewed fal that occurred in the month of
from 7:30 p.m. to 11 p.m., on Resident 1 who October. Falls were reviewed for the following:
sustained a forehead laceration (cut) after a fali :
on 8/29/16, at 7 p.m. Presence of the neuro check for falls with head
injury, neuro checks for unwitnessed falls and
2. Transfer Resident 1 to higher level of care investigation of circumstance surrounding the
immediately to receive the necessary care, when falls/injuries and timeliness of intervention.
Resident 1 reported to staff that she thought that
she broke her ribs after a fall on 8/29/16, at 7 #5 residents care plan were updated to include
p-m. but not limited to fall circumstance
3| . he ci . , investigation and neuro-checks, No
: nyeSt'gate the ClrcumSt?nlces of BES[qe,nt,1 s hespitalization was necessary in 2all cases
unwitnessed fall and sustaining multiple injuries, identified. No negative outcom b 4
and provide this written report to State Agency O negative outcome was observed.
representative (Evaluator) as indicated in the .
facility's policy and procedure In-service on Abuse was conducted by the DSD
from 10/24/2016 - 10/28/2016. RN, LVN, CAN
As a result of these deficient practices, Resident and other department attended this in-service.
1 did not receive the necessary care in a timely Fall investigation, neurc checks, assessment
manner to address her injuries. On 8/29/16, at and timely hospitalization was discussed with
: |
11:23 p.m., Resident 1 was transferred to the the licensed nurse during the in-service.
general acute care center (GACH) after a fall It
incident on 8/29/16, at 7:15 p.m., which was four LYN#1 & RN#2 were given 1: 1 in-services by .
hours and eight minutes after a fall. The GACH the DON initiated on 10/24/2016 for the Y

following topics:

Clinical implications and

importance/timeliness  of  conducting

neurological assessment in accordance
with policy and procedure after any status

of any unwitnessed fall or head injury
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. Cross Reference F309 and F323.
Findings:

Gn 9/1/16, at 1:32 p.m., during an observation of !
Resident 1 in the GACH, Resident 1 was noted
with bruises (skin discotoration) purplish in color

: to her right eye socket, and eye brow. The
resident's right side of the forehead had a healing
cut which was yellowish/purplish in color. :
Resident 1 was observed with a chest tube
attached to her right side upper body, connected
to a drainage confainer,

During a concurrent interview, Resident 1 stated

“| fell while in my room, | don't remember how but

they kept jamming ice to my head over and over.” |
- The resident stated a certified nursing assistant

(CNA) manhandled and tied her to a wheelchair.

The resident continued to cry and repeatedly

stating "l don't want to go back to the facility.”

Areview of the Resident 1's Admission Record
indicated she was admitted to the facility on

6/3/16 and readmitted on 8/22/16 with diagnoses
that included generalized muscle weakness, ;
psychosis (a severe mental disorder in which i
thought and emotions are so impaired that

contact is lost with external reality), and seizure
disorder {uncontrolled jerking movement of the
body and momentary loss of awareness).

Areview of Resident 1's H&P dated 6/6/16
indicated the resident did not have the capacity to -
understand and make decisions.

A review of the Minimum Data Set {(MDS§, an
assessment and care screening tool), dated
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e Clinical symptoms that would require
immediate transfer after an unwitnessed
fall or head injury

|
. Policy on Unusual Gccurrences or injuries

of Unknown Origin

IN.  Systemic Changes:

a. DON/Designee in-services the Licensed
Nurses initiated on 10/24/2016 for the
following topics:

* (Clinical impiications and importance of
conducting neurofogical assessment in
accordance with policy and procedure
after any status of any unwitnessed fall or
head injury

+ Clinical symptoms that would require

immediate transfer after an unwitnessed .

fall i

*  Policy on Unusual Occurrences or injuries -
of unknown origin

b. Upon a resident incident of fall, Licensed
Nurse will do a thorough investigation and body
assessment for injuries which includes the vital
signs & pain rating. A neurological assessment
will be completed for any unwitnessed fall or
head injury per facility’s protocal. This will be
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7/13/18, indicated Resident 1 had no memory
problems, usually makes self-understood and
had the ability to understand others. The MDS
indicated the resident was not steady, but able to

 stabilize self without staff assistance, and

required supervision setup help only for bed
mahbility, transfer, walk in room and corridor.

. Areview of the facility's document titled "SBAR

" (Situation, Background, Assessment and
- Recornmendation) a technique that can be used

to facilitate prompt and appropriate
communication," dated 8/29/16, at6:45a.m.,

“indicated Resident 1 was in bed, yelling,

screaming for no apparent reason. When staff

tried to talk to her, the resident continued to
- scream, started kicking and tried to bite staff.

The note indicated that Resident 1 was on 1:1

monitoring and that an associated behavior at the |

time of this change was that the resident was
seen placing herself on the floor. The
documentation indicated there was discoloration

noted at the resident's right upper back and left

elbow.

A review of SBAR dated 8/29/16, at 7:15 p.m.,
indicated Resident 1 was found on the floor,
along the hallway by certified nursing assistant 1
{CNA1). The SBAR notes did not address the
resident's injuries.

A review of the Licensed Personnel Progress
Notes dated 8/29/16, at 11:10 p.m., indicated

Resident 1 was alert and oriented, and walk up to

the ambulance gurney (A stretcher or litter used
for moving residents who require medical care).
The note indicated after the resident got into the

gurney the resident went to deep sleep. At 11:23 -

p.m., the progress notes indicated the resident’s

documented in the Licensed Nurses’ note and
Neurological Assessment form.

. Any change of conditions post fall, resident’s
Primary MD will be notified for immediate
transfer of resident, as well as notification of
Responsible Party.

d. Post Fall, the iDT wilt review the event during -
the Fall Meeting after Stand Up daily M-F & by
RN Supervisor during weekends with DT to
investigate the event further and recommend
appropriate interventions and update the Plan
of Care, as well as follow ups from the Post Fall
Huddie. A full IDT review of fall that occurred
on the weekend will be completed on Monday.

e. Any unknown fractures or unknown origin of
events will be reported to Administrator/DON
or Designees as scon as possible for immediate
reporting to appropriate agencies.

f. Medical Records will complete the Change of |'\'»
Condition audits daily and findings will be given
to DON/Designee for follow through.

IV. Monitoring:

DON/Designee will present any Investigations )
related to Unknown Fracture or Unknown -
Origin during the Monthly QAA Meeting for
review and further recommendation. Trending
will be review for need of further re-education
of staff.
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care was transferred to paramedics. The resudent
continued to be non-responsive.

Areview of Resident 1's Paramedics Report
dated 8/29/16 indicated that the paramedics were
dispatched at 11 p.m., and arrived in the facility at
11:07 p.m. The documentation indicated a 811 -
{emergency number) raspanded to a complaint of
head trauma from an .unwimessed ground level
fall around 7.00 p.m., this evening with hematoma
(localized swelling that is filled with blood caused
by a break In the wall 'of a blood vessel) to back
of the head. The Paramedics Report indicated
the resident had a second fall unwitnessed
approximately 30 minutes later resulting in a-
hematoma above the right eye with right rib pain.
The report indicated mat the resident told the staff
that her ribs were broken around 7:00 p.m. and
the facllity did nat call 911 for four (4) hours.

Areview of the GACH Trauma History and
Physical Report dated 8/30/16 indicatad Resident
1 had alarge right-sided pneumothorax, for which
a right tube thoracostomy was placed. The
documentation Indicated the resident had a small
abrasion and soft tissue swelling in the right
temporal ragion. The list of injuries indicated the

i following:

1. Status post fall .‘

2. Blunt torso trauma
3. Right-sided pneumotharax
4, Right 7th, 8th and 12th posterior rib fractures.

| On 9/1116, at 5:05 p.m., during an interview with
the diractor of nursas (DON) ha stated that
Resident 1 was not assess for neuralogicai status
because there was no head Injuries on 8/29/16

| after a fafl 4

F224] 11/7/2016, Addendum to F224:

Corrective actions to those found to be |
‘affected by the practice: Resident - #1 was
transferred to the acute hospital on 8/29/2016,
Return not antlclpated.

Kemification of others residents with the
potential to be affected by this practice and
corrective actions:

Residents with falls, Reparted fafls or other
Incident with head injury and Unwitnessed falis
in the month of October and moving forward

‘were/will be assessed and records reviewed by | , b
the DT for completeness and timeliness of ’II
needed " services. H/

The RN supervisor will immediately assist the

ticensed nurse with assessment to inchude | ‘ L
continuous netrological  assessment  and - ;. . =

Inftiate investigation through the “Huddle” for
further evaluation / root cause analysis of the
fall and development of plan of care.

Systemic changes in place to ensure the
practice does not recur:  Resident with Un-
witnessed fall, injury (fes) of unknown origin,
restdents reported falls gmd other incidents that
might result in potential head infuries will be 'b
" reported to the RN supervisor immediately and a7

RN sup will initiate the assessment to include ]1/

continuous  neurblogical  assessment  and
assessment far other intémaI/extemal injuries,

1
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’ ' accardance to the revised facillty pofiey and
On 9/1/16, at 5:30 p.m., during an interview, pracedure to meet the industry's standard and
license vocational nurse 1 (LVN 1) stated around ‘the need of the patient.
7 p.m.,; on 8/28/16 she was passing medication
and was called by CNA 1 to assess Resident 1. tn accordance with the facility’s policy and
LYN 1 stated the resident had a laceration at procedures, the facility shall report injuries of
resident’s right side of the forehead, but was not unknown. origin to. CDPH and ombudsman
too big.-LVN 1 stated she did assessed Resident. withi 24 hours, Furthermore, the facility shail
: 15 neurofogical status after the fall; but did not do investigate  ticumstances of injuries of
it cantinucusly. , unknown origins  and  report summary of
On 9/2/16, at 8:16 a.m., upon request of the findings to COPH within 5 business days.
lnveétlgation report regarding Resident 1 incident .
of fall and/or placing herself on the fleor on Monito:ng Performuce to ensure solutions
8/29/18, the DON declined to provide the - achieved are sustained. .
investigation stated that it was protected by their ) ! : .
quahty assurance coimmitted. Designated quality assurance nursefes) will
review falls within 24 hours for appropriate
On 9/6/16, at 200 p.m., durlng an lntervlew the - interventions. and complatenass and report
fire department chief(FDC): stated upon . findings to the Assistant Director of Nursing
picking-up Resident 1 from the facility, the Services for immediate follow up. b
resident had an injury to har right eye. The FDC "'I"'
stated there was bloody gauzs around residents These findings witl be reported to the DO on v
head, and "We did nqt“remove the gauze, so it Mon — Frl during the daily clinical review/report !
would- not ag_gravate it . meeting. The ADON will review theses finding
. . th kends and update the DON.
On 9/26/16, at 3:26 p.m., during an interview, on the WEEKENGS and upcate the
RNS 2 stated she was called in at 7:00 p.m., on The DON will further review findings, identify
B/29/16 by LWN 1 fo assess Resident 1 who -
, . trends and areas of performance improvement
sustained a fali. RNS 2 stated she assessed
Resident 1, but failed to document the oppocumity for educational needs for future
assessment. RNS 2 was unable to provide the teaching. DON will report findings to the QAA
documentation of resident's neurological committee for review and recommendations.
assessment after a fall from 7 p.m., to 11 p.m,, on |
8/29/18, She also did not know the actual injuries
that Resident 1 suffered after a fall.
On 5/30/18, at 3:20 p.m., upon request of the
written report investigation reqarding Resident 1
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unwitnessed fall on 8/28/16, the assistant
administrator stated that the report was with the
DON. However, the written investigation report

~was not provided.

- According to the 4/1/15, facility's revised policy

and procedure tilted "Abuse Reporting and
Investigation - Operational Manual Abuse and
Neglect," the purpose indicated to protect the

health, safety, and welfare of the facility residents

by ensuring that all reports of resident abuse,
mistreatment, neglect, or injuries of an unknown
source are promptly and thoroughly investigated.
The policy indicated the administrator will provide
a written report of the results of all abuse
investigations and appropriate action taken to
Licensing and Certification and others that may

. be required by state or local laws, within {5)

working days of the reported allegation.
483.13(c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:
Based on interview and record review, the facility

failed to investigate an unwitnessed fall with injury

as indicated in the facility's policy and procedure
for one of one sampled residents (Resident 1).

" This deficient practice had the potential to cause

reoccurrence of the incident, jeopardizing the

F224°

F 226

F226

I. Corrective Action/s:

Resident 1 was transferred to the hospital on

08/29/16 for further evaluation.

Il. How to ldentify Other Residents;

a. Residents who have had falls during the
month of October 2016 have been reviewed by
the IDT. Revision started on 10/24/2016 for -

further interventions and any additional Plan of
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F 226 Continued From page 7 F 226 i
safety of the resident. ' Care revisions. #5 Residents were identified °
" who needed the revisions on their Plan of Care.
" Findings: When possible, fall circumstances were
) o investigated during chart review and care plan
Areview of the Resident 1's Admission Record updated from conclusion of the root cause
. indicated she was admitted to the facility on analysis of the fall.
6/3/16 and readmitted on 8/22/16 with diagnoses .
that wclgded general|zedtn';Lc1j$clegveakneS_S. ! b. LVN#1 & RN#2 were given 1: 1 in-services by
. psychosis (a sevgre menta !.SOF .er in which . the DON was started on 10/24/2016 for the
thought and emotions are so impaired that | following topics:
' contact is lost with external reality), and epilepsy + loflowing topics:
{uncontrolled jerking movement of the body and Clinical implicati nd import
momentary loss of awareness). inical Implications anc impotance
) . of conducting neurological assessment in
! A review of the Minimum Data Set (MDS, an _ ' accordance with policy and procedure after any
assessment and care screening tool), dated | status of any unwitnessed fall or head injury
7/13/18, indicated Resident 1 had no memory ’
problems, usually makes self-understood and . Ciinical symptoms that would require
. had the ability to understand others. The MDS immediate transfer after an unwitnessed fall or
indicated the resident required supervision , head injury
{oversight, encouragement or cueing) setup heip ! it
only from the staff for bed mobility, transfer, walk . Policy on Unusual Occurrences or I
“in room and corridor, was continent (had control) injuries of Unknown Origin )
of bowel and bladder functions, and no previous . 17
falls in the last month. I Systemic Changes: '.t“
A review of the general acute care hospital a. DON/Designee initiated in-services with
(GACH) Trauma HIStOI’y and_ Physmal Report Licensed Nurses on for the following topics:/
dated 8/30/16 indicated Resident 1 had afarge |
r!ght-5|deq pneumot_horax (abnormal collection of R Clinical implications and importance
air or gas in the cavity between the lungs and the . ) .
. of conducting neurological assessment in
chest wall, causing collapse of the lung), for 4 th pol f d ft
which a right tube thoracostomy (surgical artificial | Accorfiafice WIth policy and procetire atter any
opening through the chest wall, usually for the status of any unwitnessed fall or head injury
drainage of fluid) was placed. The
- documentation indicated the resident had a small
abrasion and soft tissue swelling in the right ‘
temporal region (side of the head behind the |
eyes). The list of injuries indicated the following: ‘
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| ! T Clinical symptoms that would require
1. Status post fall ' immediate transfer after an unwitnessed fall or
2. Blunt torso (upper body) trauma | head injury
" 3. Right-sided pneumothorax ‘ ;
4. Right 7th, 8th and 12th posterior (back) rib . Policy nn Unusual Occurrences or
fractures, : Injuries of Unknown Origin
On 9/1/16, at 5:30 p.m., during an interview with . b. Upon a resident incident of fali, Licensed -
Clicense vocationallr.lurse (LVN 1),. stated that she . Nurse will do a thorough investigation and body
_was called by certified nﬁrse assistance CNA to 1 { assessment for injuries which inciudes the vital
, ASSESS Resadgnt 1 who had suffered a fall. LVN signs & pain rating. A neurclogical assessment
stated the resident had a cut to her forehead, _ .
right side. will be completed for any unwitnessed fall or
_ ; head injury per facility’s protocol. This will be
On 9/2/16 at 8:02 am., during a telephone 7 documented in the Licensed Nurses’ note and
interview with certified nursing assistant 1 {CNA . Neurological Assessment form.
" 1), stated the charge nurse might witness the fall !
" since she was closer to Resident 1. CNA 1 c. Any change of conditions post fall, resident’s
stated that she assisted her to get the resident up . Primary MD will be notified for immediately
from the floor. CNA 1 further stated ice packs transfer of resident, as well as notification of -
were applied to Resident 1's bumps to the Responsible Party. i !
forehead. ‘
. . ) ] . d. Post Fail, the IDT will review the event during ‘..\"‘
On 9/2/16 at 8:16 a.m., during an interview with the Fall Meeting after Stand Up daily M-F & by [
the director of nurses DON he stated he could not . . ; ‘
. L . - ‘ RN Supervisor during weekends with IDT to
: provide the incident report information paperwork | investieate th t further and d
because it was protected by the quality ‘ estigate the event further and recommen
assessment and assurance (QAA). appropriate interventions and update the Plan .
of Care, as well as follow ups from the Post Fall
- Areview of the facility's undated Policy and Huddle. A full IDT review of fall that occurred
Procedures titled "Mandated Reporter,” indicated on the weekend will be completed on Monday.
that if a serious bodily injury was sustained, the
facility will call local law enforcement, and fax a e. Any unknown fractures or unknown origin of
written report to the local ombudsman and the events will be reported to Administrator/
Department of Public health. ‘
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309
ss=g HIGHEST WELL BEING
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Each resident must receive and the facility must
pravide the necessary care and services to attain -
or maintain the highest practicable physical,

- mental, and psychosocial well-being, in |
accordance with the comprehensive assessment

and plan of care.

This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, and record
review, the facility failed to ensure one of cne :
sampled resident (Resident 1), who had history of |
grand mal seizure (a tonic [the person initially
stiffens and loses consciousness, causing them
to fail to the ground], and clonic phase [following
the tonic phase, the clonic phase will start as the

. muscles begin to spasm and jerk, and loss of
alertness]), and episodes of placing herself on
the floor, received necessary care and services

- by failing to:

" 1. Assess and identify if Resident 1 episodes of
placing herself on the floor was a behavior or a
type of seizure.

2. Monitor Resident 1's behavioral patterns and
provide a safe environment as indicated in the
seizure disorder plan of care

3. Assess Resident 1's neurological status as
indicated in the facility's policy and procedure, to

- identify early changes in level of consciousness to
prevent delayed interventions.

4. Conduct a thorough body assessment when
Resident 1 reported to staff that she thought that
she broke her ribs after a fall on 8/29/16, at 7

Desighee as soon as possible for immediate
reporting to appropriate agencies.

f. Medical Records will complete the Change of
Condition audits daily and findings wiil be given
to DON/Designee for foliow through.

V. Monitoring:

DON/Designee will present any Investigations
refated to known Fracture or fractures of
Unknown Origin during the Monthly QAA
Meeting for review and further
recommendation. Trending will be review for
need of further re-education of staff.

F309
I. Corrective Action/s:

Resident 1 was transferred to the hospital on
08/29/16 for further evaluation.

if. How to tdentify Other Residents:

10T reviewed falls that pccurred in the month
of October and reviewed residents with known
seizure disorder and known residents with
behavior that might put them at risk for self
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- p-m., and transfer Resident 1 to higher level of
- care immediately.

As a result of these deficient practices, Resident
1 was found on the hallway floor on 8/29/16, at

transferred to the general acute care center
(GACH) until 11:23 p.m. {four hours and eight
- minutes after a fall). The GACH wdentified

(abnormai collection of air or gas in the cavity
between the lungs and the chest wall, causing
collapse of the {ung), which required a right tube
thoracostomy ({surgical artificial opening through

small abrasion and soft tissue swelling in the right
temporal region {side of the head behind the
eyes), blunt torso (upper) trauma, and right 7th,
8th and 12th posterior {back) rib fractures.

Cross Reference to F323

. Findings:

- On 9/1/16, at 1:32 p.m., during an observation of
Resident 1 in the GACH, Resident 1 was
observed with bruises (skin discoloration) purplish
in color to her right eye socket, and eye brow.
The resident's right side of the forehead had a
Resident 1 was observed with a chest tube
attached to her right side upper body, connected

. to adrainage container.

' During a concurrent interview, Resident 1 stated

they kept jamming ice to my head over and over."

. Areview of Resident 1's History and Physical

7:15 p.m., with a cut on the forehead and was not

Resident 1 with a large right-sided pneumpthorax

the chest wall, usually for the drainage of fluid), a

healing cut which was yellowish/purplish in color. ;

"[ fell while in my room, | don't remember how but |

F 309

injury i.e. throwing self on the floor. . Records
were reviewed for the following:

»  LCare plan to include behavior, assessment,
intervention either in the form of creating
a safe environment, medication
adjustment or timely hospitalization for
further eval and treatment. .

# Presence of the neuro check for falls with
head injury,

»  neuro checks for unwitnessed falls

»  investigation of circumstance surrounding
the falisfinjuries and timeliness of ’i?\:
intervention with adequate root cause | -

analysis of fall/behavior etc.

#5 residents care plan were updated to include
but not flimited to fall circumstance
investigation and neuro-checks and #2
residents were referred to psychiatrist for
follow up. No hospitalization was necessary in
all cases identified. No negative outcome was
observed.
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" (H&P) from the GACH dated 8/18/16 indicated @ Residents with Dxs Seizure Disorders and
“the resident had an uncontrolled seizure disorder | . behaviors which may resuit in self injury such
with recurrent seizures due to non-compliance | as putting seif on the flopr were reviewed by
with medications. The H&P indicated the | the 10T on 10/24/2016 — 10/28/2016 for
resident's Dilantin (an anti-seizure medication) further interventions and any additional Plan of
level was 2.2 microgram (m,CgfImI) (REference Care revisions. #1 Residents were identified
range 10.0-20.0 mcg/mL, this is use in - _
: L . . . who needed the revisions on their Pian of Care.
. determining therapeutic dosing, managing
! advqrse effeCtsf andltOXlClty). The resident was_ i b LVN#1 & RN#2 were given 1: 1 in-services by
admitted and given intravenous {through the vein) " the DON 10/25/2016 for the followi
- Keppra (anti-seizure medication) and was ; the on or the foflowing
discharged back to the facifity on 8/22/16. . topics:
Areview of e Resident 1's Admission Record ’ Clinical implications. and importance
" indicated she was admitted to the facility on of conducting neurological assessment in
6/3/16 and readmitted on 8/22/16 with diagnoses accordance with policy and procedure after any
that included generalized muscle weakness, status of any unwitnessed fall or head injury
psychosis (a severe mental disorder in which
thought and emotions are so impaired that . Assessment and clinical symptoms
: contact is lost with external reality), and seizure that wouid reguire immediate transfer after an
. disorder (uncontrolled jerking movement of the unwitnessed fall or head injury or other
body and momentary loss of awareness). changes of condition. |
Ie
H 1 H " . l?
.The care p'a'.’ dated. 6."3(16’ litled Se.'zures’ *  Emphasis on assessment of
indicated at risk for injuries due to seizures IS

disorders. The interventions included to maintain
a safe environment for the resident and monitor

" behavioral patterns,

- Areview of Resident 1's H&P dated 6/6/16
indicated the resident did not have the capacity to :

understand and make decisions,

A review of the Minimum Data Set (MDS, an
assessment and care screening tool), dated
7/13/18, indicated Resident 1 had no memory
problems, usually makes self-understood and

" had the ability to understand others. The MDS

indicated the resident was not steady, but able to

injury/behavior, timeliness of intervention
including but not limited to hospital

transfer as needed.

. Policy on Unusual Occurrences or
Injuries of Unknown Origin

. Policy Change Conditions,

including seizure activities and individualized

on

behavior plan such as putting self on floar
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_ stabilize self without staff assistance, and ‘
. required supervision setup help only for bed ‘
mobility, transfer, walk in room and corridor.

A review of the facility's document titled "SBAR
(Situation, Background, Assessment and
Recommendation) a technigue that can be used

i to facilitate prompt and appropriate

- communication,” dated 8/29/16, at 6:45 a.m.,

“indicated Resident 1 was in bed, yelling,
screaming for no apparent reason. When staff
tried to talk to her, the resident continued to
scream, started kicking and tried to bite staff.
The note indicated that the resident was on 1:1

. monitoring and that ancther associated behavior
with this change was that the resident was
placing herself on the floor, The documentation
indicated there was discoloration noted at
resident's right upper back and left elbow.

" Areview of SBAR dated 8/29/16, at 7:15 p.m.,
indicated Resident 1 was found on the floor,
along the hallway by certified nursing assistant 1

. (CNA 1). The notes indicated the following vital |
signs:

. - Blood pressure of 136/80 milliliter mercury (mm
Hg) (normai range 120/80 mm HgQ, pulse rate 86 |
beat per minute (bpm) (normai range 70 to 100
bpm),

- Respiratory rate 20 breathes per minute (normal
rate 12-20 breaths per minute),

. - Body temperature 98.6 degrees Fahrenheit (°F)
(normal temperature 91.8-100.8 °F), ‘
- Oxygen saturation (oxygen in the blood) was 99
percent (%) (Normal range from 95 to 100 %).

The SBAR Progress notes indicated the
physician was notified and ordered to transfer

IH. Systemic Changes:

a. DON/Designee in-services the Licensed
Nurses on 10/24/2016 — 10/15/2016 for the
following topics:

. Clinical implications and importance -

of conducting neurological assessment in
accordance with poiicy and procedure after any
status of any unwitnessed fall or head injury.

. Clinical symptomns that would require .

immediate transfer after an unwitnessed fail or
head injury

. Poiicy on Unusual Ocecurrences or

injuries of unknown origin

. Policy on Change Conditions,
including seizure activities and individualized
behavior plan such as putting seif on floor

b. D5D/Designee in-services the CNAs on Abuse
with emphasis on unauthorized restraint on
10/24/2016 — 10/28/2016

¢. Upon a resident incident of fall or behavior
such as putting seif on floor, CAN to notify
Licensed Nurse for a thorough investigation,

root cause analysis and body assessment for -

injuries which includes the vital signs & pain
rating. A neurological assessment will be
completed for any un-witness fail, head injury
or seizure activity per facility’s protocol. This
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Resident 1 to the emergency department (GACH) |
for evaluation. The notes indicated that the
resident was waiting to be picked up. The

. documentation did not specify who was gbing to
pick up the resident and did npt address the
resident's actual injuries.

Areview of the Licensed Personnetl Progress '
Notes dated 8/29/16, at 11:10 p.m., indicated

. Resident 1 was alert and oriented, and walked up
to the ambulance gurney {A stretcher or litter
used for moving residents who require medical
care). The note indicated after the resident got
into the gurney the resident went into a deep

. sleep. At 11:23 p.m., the progress notes

.indicated Resident 1's care was transferred to

~paramedics. The resident continued to be

non-responsive,

A review of Resident 1's Paramedics Report

- dated B/29/16 indicated that the paramedics were
dispatched at 11 p.m., and arrived in the facility at .

. 11:07 p.m. The documentation indicated a 911
(emergency number) responded to a complaint of |
head trauma from an unwitnessed ground level
fall around 7:00 p.m., this evening with hematoma .
(tocalized swelling that is filled with blood caused
by a break in the wall of a blood vessel) to back
of the head. The Paramedics Report indicated
Resident 1 had a second fall unwitnessed
approximately 30 minutes iater resulting in a
hematoma above the right eye with right rib pain.
The report indicated that the resident told the staff -
that her ribs were broken around 7:00 p.m. and

- the facility did not cail 911 for four (4) hours.

' Areview of the GACH Trauma History and !
Physical Report dated 8/30/16 indicated Resident ;
.1 had a large right-sided pneumothorax, for which
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will be documented in the Licensed Nurses’
note and Neurological Assessment form.

d. Any change of conditions post fail/ behavior

which causes self injury such as putting seif on

floor, resident’s Primary MD will be notified for
. immediate transfer of resident, as well as
notification of Responsibie Party.

e. Post Fall & Post Behavior such as Putting Self
on Floor, the IDT wiii review the event during
the Fall Meeting after Stand Up daily M-F & by
RN Supervisor during weekends with IDT to
investigate the event further and recommend
appropriate interventions and update the Plan
of Care, as well as follow ups from the Post Fali
Huddle. A full IDT review will be completed on
Monday.

g. Medical Records wili complete the Change of
Condition audits daily and findings will be given
to DON/Designee for follow through. .

h. DON/Designee to review any delayed in
transfer of residents to hospital post Change of
Conditions daily. Findings will be discussed
during Daiiy Stand Up Meetings for further
investigation of the event & recommendations.

V. Monitoring:

DON/Designee will present during the Monthly
QAA Meetings the # of residents with Dxs. of
Seizures & Behaviors such as putting self on
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The report indicated that the resident told the staif
that her ribs were broken around 7:00 p.m. and
the facility did not call 911 for four (4) hours.

head injuries will be reported to the RN
supervisar immediately and RN sup will initiate
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F 309 | Continued From page 13 F 309  11/7/2016: Addendum r 309: I
Resideni 1 to the amergency department (GACH) S o
for evaluation. The notes indicated that the ' Cotrective  Actlons:  Residept  #1  was
resident was waiting to be p_iCl‘(Ed up: The transferred to the acute hoéphal. Return not
documentation did not specify who was going to anticipated,
pick up the resident and did not: address the
resident's actual injuries. - How to identify other residents with potantial
_ Arev:ew of the Licensed F'arsonnel Progress ;:hhm& idents m w@ m"wvf actions:
Notes dated 8/29/16, at 11:10 p.m., indicated . er residents with early morning blood draw | 16
| Resident 1 was alert and oriented, and walked up refusal’ had their blood" draw rescheduled for ,,7
to the ambulance gurney (A stretcher or litter after 0800am. This wili enable further |]
used for moving residents who require_medica| resources like psycholqgist, social service and
care). The note indicated after the resident got - DON's intervention to facilitate the blood
into the gurney the resident went into a deep draw. ’
sleep. At11:23 p.m,, the progress notes 3
‘indicated Resident 1's care was transferred to Systemic changes in place to ensure the
paramedics. The rasident continued to be practice does pot recur:  The concept of STOP
nan-responsive. . - and WATCH has been implemented to staff and
A review of Resident 1's Paramedics Report. :::;:;D '::;t“? s‘-ji:‘;:dt::gﬁr;" r:S'di"ts
dated 8/29/16 Indlcated that the paramedics were I ° ® report these
dispatched at 11 p.m., and ar_rivad in the facility at ndings/observations to the Iicensed nurses for
11:07 p.m. The documentation indicated a 911 further Intervention.
{emergency number) responded to a compiaint of . : ) )
head trauma from an unwitnessed ground level The RN supervisar will further assess resident
fall around 7:00 p.m.; this evening with hematoma for cause of behavior and communicate
(localized swelling that is filled with blood caused . findings. to. MD. for possible diagnostic exam as.
by a break in the wall of a blood vesssl) to back {* needed. :
of the head. The Paramedics Report indicated :
Resident 1 had a second fall unwifnessed . Resident with Up-witnessed fall, injury (ies) of
approximately 3¢ minutes later resultingina | unknown arlgin, residents reported falls and-all ,!b
hematoma above the right eye with right rib pain. © or other incldent that might result in potential 14

the assessment to include continuous
Areview of the GACH Trauma History and [
Physical Report dated 8/30/16 indicated Resident
1 had a large right-sided pneumothorax, for which
FORM CM5-2667{02-89) Previous Versions Obsolete ‘ Event [D; C2L511 Facility 1D CAR40000008 If continuation sheet Page 14 pf24
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" aright tube thoracostomy was placed. The
docurmentation indicated the resident had a small
abrasion and soft tissue swelling in the right
temporal region. The list of injuries indicated the
following:

' 1. Status post fall

2. Blunt torso trauma

3. Right-sided pneumothorax

4. Right 7th, 8th and 12th posterior rib fractures.

-0On 9/1/16, at 5:30 p.m., during an interview,

licensed vocational nurse 1 (LVN 1) stated

around 7 p.m., on 8/29/16, she was passing

- medication and was called by CNA 1 to assess

"Resident 1. LVN 1 stated she cleaned the

“laceration (cut) on the resident's right side of the |
forehead, and notified the primary care physician.

- LVN 1 stated that the resident's laceration was

" not too big. LVN 1 stated that a regular
ambulance {ambulances that provide
transportation for residents who do not require

: cardiac [heart] monitoring) was called to transfer
the resident to the GACH. However, when the
resident got into the gurney, the resident went

. into a deep sleep, and the ambulance declined to
transport the resident, and the 911 was called.

On 9/6/16, at 2:00 p.m., during an interview, fire

" depanment chief (FDC) stated upen picking-up
Resident 1 from the facility, the resident had an
injury to her right eye. The FDC stated there was
bloody gauze around the resident's head, and
"We did not remove the gauze, so it would not
aggravate it."

On 9/26/16, at 3:26 p.m., during an interview,
RNS 2 stated she was called inat 7.00 p.m., on |
8/29/16 by LVN 1 to assess Resident 1 who !
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floors with negative findings for trending’s and :
further recommendation.

DON to present findings from the audits from
any delay of transfers on any Change of
Conditions  for further

trending’s  and

recommendaticn.
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) a“rightrtube thgracostomy WaS p!aced_ The other internal/external injuries.
documentation indicated the resident had a small ‘
abrasion and soft tissue swelling in the right Neurological checks wili be conducted in
temporai region. The list of injuries indicated the accordance to the revised facility policy and |
following; procedure to meet the Ingustry’s standard and

: the need of the patient.
1. Status post fall
2. Blunt torso trauma in accordance to the facilitys poliey and | b
3. Rlght-sided pneumotharax . : procedures,. the facllty shall report Injures of (’II
4, Right 7th, 8th and 12th posterlor rib fractures. unknown origin to COPH and ombudsman |\!
On 9/1/186, at 5:30 p.m., during an interview, fmm" 24 hours. Furthermore, the faciity shail
licensed vocational nurse 1 (LVN 1) stated nvestigate  circumstances  of  Injurles  of
around 7 p.m.; on 8/29/16, she was passing _ unknown origins and report summary of
medication and was called by CNA 1 to assess findings to CDPH within 5 business days.
Residént 1. LVN 1 stated she cleaned the o ,
laceration (Cut) cm‘the resident's right side of the . Monitoring Performance to ensure soiutions
forehead, and notified the primary cara physiclan, achiaved are sustained.
LVN 1 stated that the resident's laceration was . :
not too big. LVN 1 stated that a reqular Designated quality assurance aurse wifl review
ambulance (ambulances that provide falls.  within 24 bouwrs. for appropriate
transportation for residents who do not require interventions and completeness and report
cardiac [heart] monitoring) was called to transfer . findings to the Assistant Director of Nursing
the resident to the GACH. However, when the - i Services for immediate follow up.
resident got into the gurney, the resident went i _
into a deep sleep, and the ambulance declined to These findings will be reported to the Mon ~ Frl
transport the resu_:lent, and the 911 was called, during the dally clinieal review/report meeting. }b
On 9/6/16, at 2:00 p.m., during an interview, fire The ADON will review theses finding on the I"q
department chlef (FDC) stated upon picking-up weekends. . ]
Resident 1 from the facility, the resident had an . . _ o,
injury to her right eye. Th:,-y FOC stated there was The DON-will further review findings, identily
blocdy gauze around the resident's head, and trends. and areas of perfarmance improvement.
1 "We did not remove the gau’ze! g0 it wouid not epportunity for educational needs. DON will
aggravate it." report findings to the QAA committee- for
' : review and recommendations.
On 9/26/16, at 3:26 p.m., during an interview, !
RNS 2 stated she was called in at 7:00 p.m., on '
8/29/16 by LVN 1 to assess Resident 1 who
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sustained a fall. RNS 2 stated she assessed
Resident 1, but failed to document the
assessment. RNS 2 was unable to provide the
documentation of resident's neurological

, assessment after a fall from 7:30 p.m., to 11 p.m., .

on 8/29/16. She also did not know that Resident 1

: sustained a laceration in her forehead. RNS 2

i was unable to explain the reason that it took four

i hours before a resident was transferred to the

- GACH,

On 10/3/16, at 11:19 a.m., during an interview,

. RNS 1 stated Resident 1 was not assessed if

episodes of dropping herself on the floor were a
seizure or a behavior. RNS 1 stated Resident 1's
neurological assessment should have been done
on 8/29/16 after Resident 1 sustained a head

. injury from a fall. RNS 1 stated the resident had

: to be monitored every 15 minutes for the first
hour, 30 minutes for ane hour and then every four

“hours for a total of 72 hours by standard of

- practice.

- Areview of the 1/1/12, facility's policy and

; procedures titled "Neurological Assessment,”

_indicated following an unwitnessed fail; nursing

" staff shall perform neurological checks every four
{4) hours for the first 24 hours, then every eight
{8) hours, until attending physician states it is no
longer necessary or in 72 hours if resident's
condition is stable and showing no signs and
symptoms of neurological injury.

According to the 1/8/13, Long Term Care Nursing |
Library, indicated neurological checks for head
injuries included assessment of the resident for
changes in level of consciousness, observation of
injuries including lacerations, and performing
frequent neurotogical assessments every:
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15 minutes for two hours

30 minutes for two hours

60 minutes for four hours

Eight hours for 16 hours

Eight hours until at least 72 hours have elapse
and resident is stable
{<http://mww.hcpro.com/print/LTC-287387-10704/
Neurological-checks-for-head-injuries.html>)

A review of the facility's undated policy and
procedures titled "Change of Condition
Natification," indicated the licensed nurse will
assess the change of condition and determine
what nursing intervention are appropriate before
notifying the attending physician. The licensed
nurse must observe and assess the overall
condition utilizing a physical assessment and
chart review. The policy indicated the licensed
nurse must document the assessment,
483.25(h) FREE OF ACCIDENT
HAZARDS/ISUPERVISION/DEVICES

F 323
$S=G |

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure that one of one
sample resident, Resident 1, who was assessed
as having a high risk for falls, had history of falls

F 309

F 323|
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" and had a behavior of placing herself on the flobr,

was provided with adequate supervision to
prevent further falls for by failing to:

1. Provide 1:1 monitoring as indicated in the
_SBAR (Situation, Background, Assessment, and
~Recommendation) dated 8/29/16, at 7:30 a.m.

2. Follow the facility's policy and procedureson |
fall management program to identify risk factors |
and root cause of resident behavior and for
licensed nurses and/or interdisciplinary team to
develop a plan of care according to the identified
cause.

3. Maintain functional cameras in the hallways to

capture actual condition of the resident prior to

. the incident that can be used tg identify cause

and develop plan of care according to the facility's
policy and procedure.

As a result of these deficient practices, Resident

1 sustained a second fall on 8/29/16, at 7:15

p.m., and was transferred to the general acute
care center (GACH) and was found with a large
right-sided pneumothorax (abnormal collection of .
air or gas in the cavity between the lungs and the
chest wall, causing collapse of the lung), for

which a right tube thoracostomy (surgical artificial .
opening through the chest wall, usually for the
drainage of fluid) was placed. Resident 1 also
sustained a small abrasion and soft tissue
swelling in the right temporal region (side of the
head behind the eyes), blunt torso (upper bady)
trauma, and right 7th, 8th and 12th posterior
{back) rib fractures.

Findings:

F 3231

' F323
. Corrective Action/s:

| Resident 1 was transferred to the hospital on
. D8/29/16 for further evaluation.
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container,

over."

decisions.

During an observation in the GACH pn 8/1/16, at
1:.32 p.m., Resident 1 was observed with bruises
{skin discoloration) and her right eye spcket and
eye brow were purplish in color. The resident's
right side of the forehead had a healing cut which
was yellowish/purplish in color. Resident 1 was
observed with a chest tube attached to her right
side upper body that connected to a drainage

During a concurrent interview, Resident 1 stated
"l fell while in my rbom, | don't remember how,
but they kept jamming ice to my head over and

A review of the Resident 1's Admission Record
indicated she was admitted to the facility on
6/3/16 and readmitted on 8/22/16 with diagnoses |
that inciuded generalized muscle weakness,
psychosis (a severe mental disorder in which
thought and emotions are 5o impaired that

contact is lost with external reality), and seizure
disorder (uncontrolled jerking movement of the
body and momentary Ipss of awareness).

Areview of Resident 1's History and Physical ‘
(H&P) dated 6/6/16, indicated the resident did not .
have the capacity to understand and make :

Areview of the Minimum Data Set (MDS, an
assessment and care screening tool), dated
7/13/186, indicated Resident 1 had no memory
problems, usually makes self-understood and
had the ability to understand others. The MDS
indicated the resident was not steady, but able to
stabilize self without staff assistance, and
required supervision setup help only for bed
mability, transfer, walk in room and corridor.

F 323|
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Il. How to tdentify Other Residents:

. a. Residents with Dxs Seizure Disorders and

Behavior such as putting self on floor were

reviewed by the DT on

10/25/2016

10/28/2016 for further interventions and any
additional Plan of Care revisions. #1 Resident

was identified who needed the revisions on

their Plan of Care.

b. LVN#1 & RN#2 were given 1: 1 in-services by
the DON on for the following topics:

. Clinical implications and importance

of conducting neurological

assessment in

accordance with policy and procedure after any

status of any unwitnessed fall or head injury.

. Clinical symptoms that would require

immediate transfer after an unwitnessed fall or

head injury

. Policy on Unusual Occurrences or

injuries of Unknown Grigin

. Policy on

Change  Conditions,

including seizure activities and individualized . 7,

behavior plan such as putting setf on floors

[t Systemic Changes:

a, DON/Designee in-services the Licensed
Nurses on 10/24/2016 - 10/28/2016 for the

foliowing topics:
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. Clinical implications and importance

A review of the Fall Assessment dated 8/22/16
indicated Resident 1 scored 13 {A total score
above 10 represents high risk for fall).

The care plan dated 8/26/18, titled "Fall Risk
Prevention and Management, indicated at risk fpr
falls due to lack of awareness, cognitive deficit,

L impulsive behaviors, forgets to callfwait for
- assistance and engages in independent

transferfambulation despite explanation of risks.
The care plan indicated actual falis on 8/29/16.
The interventions included; "to provide an
environment that supports minimized hazards
over which the facility has control and to remind
the resident to use call light."

A review of the facility's document titled "SBAR
{Situation, Background, Assessment and
Recommendation) a technique that can be used

. to facilitate prompt and appropriate

communication,” dated 8/29/16, at 6:45 a.m:.,

~indicated Resident 1 was in bed, yelling, :

screaming for no apparent reason. When staff |
tried to talk to her, the resident continued to ;
scream, started kicking and tried to bite staff.
The note indicated that Resident 1 was on 1:1 :
monitoring and that an associated behavior at the
time of this change was that the resident was

seen placing herself on the floor. The
documentation indicated there was discoloration

“noted at the resident's right upper back and left
elbow.

" Areview of the Licensed Personnel Progress

Notes dated 8/29/16, at 10 a.m., indicated
Resident 1 was in her room, no episodes of
placing herself on the floor but with screaming
outburst. At 12 p.m., the progress notes indicated

of conducting neurological assessment in
accordance with policy and procedure after any
status of any unwitnessed fall or head injury.

. Clinical symptoms that would require
immediate transfer after an unwitnessed fail or
head injury

. Policy on Unusual Occurrences or
Injuries of Unknown Qrigin

. Policy on Change  Conditions,
including seizure activities and individualized
behavior plan such as putting seif on floors

b. DSD/Designee in-services the CNAs on
10/24/2016 ~ 10/28/2016 for the following
topics:

. Clinical implications and importance
of conducting neurological assessment in
accordance with the facility policy of any
unwitnessed fall or head injury

. Clinical symptoms that would require  y 72
immediate transfer after an unwitnessed fail or
head injury

. Policy on Unusual Occurrences or
injuries of Unknown Origin
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that the resident was moved to the East wing . Policy on  Change  Conditions,
station, in stable conditicn and will continue to including seizure activities and individuatized
~ monitor. behavior plan such as putting self on floors
A review of SBAR dated 8/29/16, at 7:15 p.m., ~ ¢. Cameras on the hallways were adjusted by
indicated Resident 1 fell along the hallway and on 10/24/2016 by the maintenance director to
was found on the floor by certified nursing be able to record and retain data for 30 days.
assistant 1 (CNA 1). The notes indicated the Camera was also adjusted to capture activities
| f:syizgﬁqowjzg%ﬂ?d and ordered to transfer the . on the east hallway.
Areview of the Licensed Personnel Progress d. When the resident has bemworslwbmhfmsv
Notes dated 8/29/16, at 11:10 p.m., indicated cause self harm a oot cause analysis of the
Resident 1 was alert and oriented, and waltked to resident behaviors will be conducted.
the ambulance gurney (A stretcher or litter used _ o ,
~for moving residents who require medicat care). e Upon a resident incident of fall or behavior
- The note indicated after the resident got into the such as  putting self on floor, Licensed Nurse
gurney, the resident went into a deep sleep. At will do a thorough investigation and body
11:23 p.m., the progress notes indicated the assessment for injuries which includes the vital
resident care was transferred to paramedics. The signs & pain rating. A neurological assessment
resident continued to be non-responsive. wili be completed for any unwitnesss fall, head
. , , ) injury or seizure activity per facility’s protocol.
A review of Re_SId,ent 1's Paramedics Repprt This will be documented in the Licensed
dated 8/29/16 indicated that the paramedics were - Nurses’s note and Neurological Assessment
dispatched at 11 p.m., and arrived in the facility at . & iy
-11:07 p.m. The documentation indicated a 911 form. e
{emergency number) responded to a complaint . , :
of head trauma from an unwitnessed ground level | f. Any change of conditions post fall/ behavior
fall around 7:00 p.m., this evening with hematoma | . such as putting self o floor, resident’s Primary
{Incalized swelling that is filled with blood caused . MD will be notified for immediate transfer of
by a break in the wall of a blood vessel) to back resident, as well as notification of Responsible
of the head. The Paramedics Report indicated " Party.
the resident had a second fall unwitnessed
approximately 30 minutes iater resulting in a g. Post Fall & Post Behavior such as Putting Self
hematoma above the right eye with right rib pain. on Floor, the IDT will review the event during
The report indicated that the resident told the staff
that her ribs were broken around 7:00 p.m. and
the facility did not call 911 for four {(4) hours.
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Areview of the GACH Trauma History and
Physical Report dated 8/30/16 indicated Resident
1 had a large right-sided pneumothorax, for which |
a right tube thoracostomy was placed. The

~documentation indicated the resident had a small -
abrasion and soft tissue swelling in the right
termporal region. The list of injuries indicated the

, following:

1. Status post fall

2. Blunt torso trauma
+ 3. Right-sided pneumothorax

4. Right 7th, 8th and 12th posterior rib fractures.

During an interview on 9/1/16, at 5:30 p.m., the
licensed vocational nurse (LVN 1} stated while
she was passing medications around 7 p.m.,
CNA 1 called her to assess Resident 1 who had

. suffered a fall in a hallway. LVN 1 stated the
resident had a cut to her right side of the
forehead. LVN 1 stated she cleaned the wound
with saline and notified the primary care
physician.

On 9/2/16, at 8:02 a.m., during a telephone
interview with CNA 1 she stated that she assisted |
LVN 1 to get the resident up from the floor. CNA 1
further stated ice packs were applied to Resident
1's bumps to the forehead.

On 9/2/16, at 10:50 a.m., the assistant
administrator was asked for the video footage of
Resident 1's fall incident in the haftway on
8/29/16. The assistant administrator stated that
the video footage was only for 24 hours, and the
cameras for the particular hallway were not
working.

On 9/7/16, at 9:34 a.m., during a telephone

the Fall Meeting after Stand Up daily M-F & by
RN Supervisor during weekends with IDT to
investigate the event further, complete root
cause analysis and recommend appropriate
interventions and update the Plan of Care, as

well as follow ups from the Post Fall Huddle.

h. During the weekends, the RN Supervisor wil
review the events with Rehab. Dept. and
another IDT member to conduct the Post Event
IDT for appropriate interventions & revision of
Plan of Care.

i. Medical Records will complete the Change of
Condition audits daily and findings will be given
to DON/Designee for follow through.

j. DON/Designee to review any delayed in
transfer of residents to hospital post Change of
Conditions daily. Findings will be discussed
during Daily Stand Up Meetings for further
investigation of the event & recommendations.

IV. Monitoring:

DON/Designee will present during the Monthiy
QAA Meetings the # of residents with Dxs of
Seizures & Behaviors of putting self on floors
with negative findings for trendings and further
recommendation,

DON will present findings from the audits from
any delay of transfers on any Change of
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interview with the primary care physician he . Conditions during the monthly QA meeting for
stated Resident 1 sustained several falls on trendings and further recommendation.

, 8/29/16. The primary care physician stated that

. he gave an order after the |ast fall to transfer !

. Resident 1 to a GACH due to the laceration to the |
forehead.

During an interview and review of Resident 1's
medical record on 9/26/16, at 1,49 p.m., the
registered nurse supervisor (RNS 1) stated that
on 8/28/16, she worked the morning shift (7 a.m._,
to 3 p.m. shift) Resident 1 was transferred to the
East unit for close monitoring of placing herself

- on the floor behaviors. RNS 1 was asked what
type of close monitoring was provided to Resident
1, RNS 1 stated 1:1 monitoring, however, RNS 1

- was unable to provide the specific caregiver's
name assigned to Resident 1 for 1:1 monitoring.

"RNS 1 was unable to provide documentation and
explain the reason for Resident 1's placing
herself on the floor. The cause was not assessed

. and the behavior was not communicated to the
staff to prevent occurrences.

On 9/26/16, at 3:26 p.m., during and interview, o
RNS 2 stated she was called inat 7:00 p.m., by
LVN 1 to assess Resident 1 who sustained a fall. L

'RNS 2 stated she assessed Resident 1, but failed
to document the assessment. RNS 2 further
stated Resident 1 was transferred to a GACH due
to a cut sustained to her forehead.

On 9/26/16, at 4:05 p.m., during an interview and
review of Resident 1's medical record, the
director of nurses (DON) stated he could not
provide the fall investigation because it was
protected by the QAA (quality assessment and
assurance, a committee that checks on
standards and quality of care by conducting
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quality assessment reviews, develops reference
' points and guidance for caregiver/providerson
relevant issues). The DON read the Resident 1's |
care plan and stated the precautions and ‘
implementations were {0 provide a safe
environment free of clutter, monitor of
- medications, providing activities, call light within
reach, and well-lit environment. When asked if
the care plan interventions were relevant to the
identified behavior of Resident 1 placing herself
~on the floor, the DON did not offer an answer.

A review of the 3/1/20186, facility's revised policy
and procedures titled "Fall Management
Program,” indicated to provide a safe
environment that minimizes complications
associated with falls. The policy indicated the
licensed nurse and/or interdisciplinary team will
develop a plan of care according to the identified
risk factors and root cause, and will evaluate the
resident's response to the plan of care during
weekly summary evaluation and update resident's
plan of care as necessary.
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