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F 0000
Bldg. 00
This visit was for the Investigation of F 0000 F000 The creation and
Complaint IN00180604 submission of this Plan of
' Correction does not constitute an
) ) admission by this provider of any
Complaint INO0180604 -- Substantiated. conclusion set forth in the
Federal/State deficiencies related to the statement ofdeficiencies, or of
allegations are cited at F323, F498 and any violation of regulation. This
F9999 provider respectfully requests that
) this Plan of Correction be
considered the Letter of Credible
Survey dates: September 1 and 2, 2015 Allegation of Compliance and
requests a desk review in lieu of a
. . post survey onor after 9/23/15.
Fac11.1ty number: 000012 The facility respectively requests
Provider number: 155029 a face-to-face IDR for F323 and
AIM number: 100274900 F999 as the facility disagrees with
the scope and severity of the
deficiencies.
Census bed type:
SNF/NF: 100
Total: 100
Census payor type:
Medicare: 12
Medicaid: 69
Other: 19
Total: 100
Sample: 3
These deficiencies reflect state findings
cited in accordance with 410 IAC
16.2-3.1.
QR completed by 30576 on September 9,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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 or 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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F 0323 483.25(h)
SS=D FREE OF ACCIDENT
Bldg. 00 | HAZARDS/SUPERVISION/DEVICES
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.
Based on interview and record review, F 0323 F323 The facility respectively 09/23/2015
the facility failed to ensure a staff requests a face-to-face ID,R for
ber followed the facility's poli F323 and F999 as the facility
mem e-:r ollowed the facility S po 1.cy disagrees with the scope and
regarding the use of a mechanical lift, severity of the deficiencies. The
which resulted in a fall for 1 of 3 facility failed to ensure a staff
residents reviewed for falls. This same mel-mber follglwedtr:he facmfty S
. policy regarding the use of a
staf.‘f.membe.r failed to _fOHOW j[he ) mechanical lift, which resulted in
facility's policy regarding the immediate a fall for 1 of 3 residents reviewed
notification of her supervisor and/or for falls. The same staff member
licensed nurse to provide an immediate failed to follow thefacility’s policy
hvsical t o th ident regarding the immediate
physica ass'essmen .O e res en'. notification of her Supervisor
These deflCICI’lt pl‘aCtICCS resulted m the and/or licensed nurse to provide
resident having delayed assessment, an immediate physical
evaluation and treatment and resulted in assessment to the
th ‘dent bei hologicall resident(Resident #B). These
crest er-l emg psycho oglca. y deficient practices resulted in the
harmed with anxiety when requiring the resident having delayed
assistance of the mechanical lifts since assessment, evaluation and
the fall. (Resident #B) treatment and resulted in the
resident being psychologically
o ) harmed with anxiety when
Findings include: requiring the assistance of the
mechanical lift since the fall.
Resident #B's clinical record was What corrsctive action(s) will
reviewed on 9-1-15 at 11:15 a.m. His bea_ccompl'Shed for those
residents found to have been
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diagnoses included, but were not limited affected by the
to, paraplegia, schizophrenia, diabetes, deficientpractice? .
i d a hist furi tract ‘Resident #B no longer resides
§p1 egsy and a history of urinary trac at this facilty.
infection. -CNA #1, was terminated and
no longer works at facility.
Review of his admission Minimum Data " CNA #j'(‘j"’hc_’t:a?;tt_o aSIS'St'
Set assessment, dated, 6-21-15, indicated Wwas provided with adcttional
] ) ] training on and corrective action.
he required extensive assistance of 2 or The facility Clinical Education
more persons for bed mobility and Coordinator (CEC) re-educated
transfers, is unable to walk and used a ﬁ{\ltA #2fon how to fotrr‘]dltj?t hloﬁe:j
wheelchair for mobility. It indicated he M ransiers properly that inciude
. o : . skills validation/return
is moderately cognitively impaired. It demonstration. Skills validation
indicated he had no falls in the 6 months for CNA#2 was completed on
prior to admission and none since 8/19/2015.
admission How will you identify
' otherresidents having the
] potential to be affected by the
Review of the September, 2015 same deficient practiceand
recapitulation orders indicated he had what corrective action will be
been physician ordered to use a taken? . .
mechanical lift with two assists (persons) “All residents have the potential
. o to be affected by the alleged
for transfers since admission to the deficient practice
facility. -All staff will be in serviced by
the CEC/Designee by 9/23/15 on
Review of a "Fall Event" report, dated the fall management program,
o > mechanical lift procedure and
8-12-15 at 3:05 p.m., indicated Resident falling/fainting procedure
#B reported to facility staff that on including immediate notification of
8-11-15, during the evening shift, he had resident falling or being lowered
nels : : to the ground.
'sl t of heelch:
slid out o W@ [w ee' chair] duflng a -All residents with hoyer lifts
transfer, landing on his bottom. have been reviewed by the
Associated documentation indicated the ADNS/Designee to ensure that
report by the resident to the staff member they’'ve had a physical
occurred at 11:26 a.m. A physical assessment conducted by a
o licensed nurse post fall for the
assessment shortly thereafter indicated no past 60 days
injuries. The attending physician was
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notified of the fall and ordered xrays * All nursing staff will be skills
on-site "stat," or immediately of the val!dateq on mechanical lifts and
. . falling/fainting procedure by the
lower back, bilateral hips and lower CEC/Designee by 9/23/15
extremities. Due to the quality of the What measures will be put
xrays, the attending physician requested intoplace or what systemic
the resident be sent to the local changes you will make to
. ensure that the
emergency room for evaluation and a )
. deficientpractice does not
treatment. Resident #B returned to the recur?
facility within 3 hours and was found to -All staff will be in serviced by
have a contusion (bruise) to the right hip the CEC/Designee by 9/23/15 on
with no identified fractures. the fall manggement program,
mechanical lift procedure and
) ] ) ) falling/fainting procedure
In an interview with the Director of including immediate notification of
Nursing (DON) on 9-1-15 at 1:05 p.m., resident falling or being lowered
she indicated the CNA who was working to t:l‘l':' ground. aff will be skl
. . . . -All nursing staff will be skills
with Resident #B on the evening shift of validated on mechanical lifts and
8-11-15 was a new CNA who had been falling/fainting procedure by the
working at the facility for a week or so. CEC/Designee by 9/23/15
She indicated she had completed her . ] )
Kills orientati She indicated ‘The ADNS/designee will review
? 1S 9rlen 3'1 ton. ¢ mndicated, upon the facility activity report daily to
interview Wlth CNA #1, aftel‘ the fall, She ensure that all falls were reported‘
was told that the resident was up in his physical assessment was
w/c with the sling of the mechanical lift Fond”d‘?t‘idlby a (Ijlcenggd ?grse
. . mmediately, and resident is
under him. She attached the sling straps ! S ! !
) ) ) assessed daily for 72 hours post
on one side of the mechanical lift "and as fall to assessfor harm and/or
she was walking around the w/c, he injury.
began to slip out. She said she lowered "CEC/designee will conduct
him to the floor. Then she got another rounds, by 9/23/15, on all shifts
) . ) using nurse rounds audit tool to
CNA to help her get him back into his ensure that mechanical lifts are
chair and to bed." She indicated the other operated per facility policy and to
CNA assumed the (licensed) nurse had ensure that all staff are aware of
already been notified and checked him the need to |.mmed|at.ely report all
) . falls and residents being lowered
out (assessed the resident for injuries). o the ground to a Licensed
"However, the new CNA hadn't notified Nurse. How the corrective
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the nurse. She said she was new and just action(s) will be monitored to
kind of got confused." She indicated e'_‘:“re the def.lclentl:)ractlctla.
CNA #1 was terminated "due to the fact Will not recur, l.e., w a.lt quality
. assurance program will be put
the fall occurred, the new CNA failed to into place?
report it and failed to follow our policy
on two assists [persons] with [name ‘A Fall Management and
brand of the mechanical hft] " She Mechanical Lift CQI tool will be
o ' completed weekly times 4 weeks,
1ndlcaFed CNA #2 was counseled on monthly times 6, and quarterly
reporting of unusual occurrences, thereafter for one year. Data will
including falls, to the immediate be submitted to the CQl
supervisor. committee for follow up.
-If threshold of 95% is not
achieved an action plan will be
In a telephone interview with CNA #2 on developed to ensure compliance.
9-1-15 at 3:00 p.m., she indicated CNA By what date will
#1 had asked her to assist in getting systematlc;:hanges be
Resident #B back into bed as he had completed? .
) -All systematic changes will be
slipped out of the w/c on the pad and completed by 9/23/15.
CNA #1 then lowered him to the floor.
She indicated, "He is a 2 person assist
with the [name brand of the mechanical
lift]. We always use 2 people with [name
brand of the mechanical lift] and I know
that's how she was trained [at the
facility]." She indicated CNA #1 had
been employed approximately one to two
weeks at the facility. She indicated she
and CNA #1 used the mechanical lift to
get the resident placed into bed. "She
kind of indicated to me that she was
going to report this to the nurse after we
got him back to bed. We kept asking him
if he was okay or hurt and he said he was
fine. Didn't see any redness or swelling."
She indicated, "Normally, if I would have
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lowered somebody to the floor, I would
tell the nurse as soon as possible. I was
surprised the new CNA hadn't done this."

In an interview with Resident #B on
9-2-15 at 9:20 a.m., he indicated he
recently had a fall which involved a new
CNA, CNA #1. "She tried to put me to
bed with the [name brand of the
mechanical lift] by herself. At the time, |
didn't know they [the facility] always
uses two people [to assist] with [name
brand of the mechanical lift]. I just
assumed she knew what she was doing."
He indicated CNA #1 connected the sling
incorrectly to the mechanical lift. "As
she started the [mechanical] lift up in the
air, I fell to the floor." He indicated CNA
#1 then went to seek the assistance of
someone else. He indicated CNA #2
came to provide assistance. He indicated
both CNA's lifted him off the floor by
placing their arms under his armpits and
raised him off of the floor and onto the
bed. He indicated he overheard the two
CNA's talking. He indicated, "I heard
them say they wasn't going to bother with
filing the paperwork or filing a report
because it was just extra paperwork."

Resident #B indicated he has no
sensation/feeling from approximately his
diaphragm and below, due to the
paraplegia. He indicated he typically has
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back pain, but has experienced it more
since the fall, requiring the use of "as
needed" or "PRN" pain medications
several times. He indicated "I've never
had any problems with the [name brand
of the mechanical lift], but now I get
pretty nervous about using the [name
brand of the mechanical lift]."

On 9-1-15 at 3:30 p.m., the DON
provided a copy of CNA #1's personnel
file. It contained a copy of the following
items:

- A job description, signed and dated by
CNA #1 on 7-23-15. The job description
indicated, "...Transfer...Obtains
assistance of another staff member if
needed before starting to transfer a
resident...Observes and immediately
reports to Charge Nurse, unusual
occurrences, significant changes in
resident's physical or behavioral
condition...Immediately reports
fall/injury of a resident or self to Charge
Nurse...Ensures that each Nursing
Assistant has been given report regarding
his/her residents at the beginning of each
shift..."

-A skills procedure for
"Falling/Fainting." The procedure
indicated, "1. Call for nurse and stay
with resident...3. Do NOT move
resident..." It indicated CNA #1
successfully completed this procedure,
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but was undated.

-A skills procedure for "Mechanical Lift."
The procedure indicated, in bold print
and at the beginning of the procedure,
"NOTE: Two (2) staff is [sic] required at
all times when using a mechanical lift."

It indicated CNA #1 successfully
completed this procedure on 8-3-15.

On 9-2-15 at 1:05 p.m., the DON
provided a copy of CNA #2's personnel
file. It contained a copy of the following
items:

- A job description, signed and dated by
CNA #2 on 3-11-15. The job description
indicated, "...Transfer...Obtains
assistance of another staff member if
needed before starting to transfer a
resident...Observes and immediately
reports to Charge Nurse, unusual
occurrences, significant changes in
resident's physical or behavioral
condition...Immediately reports
fall/injury of a resident or self to Charge
Nurse...Ensures that each Nursing
Assistant has been given report regarding
his/her residents at the beginning of each
shift..."

-A skills procedure for
"Falling/Fainting." The procedure
indicated, "1. Call for nurse and stay
with resident...3. Do NOT move
resident..." It indicated CNA #2
successfully completed this procedure
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4-11-15.
-A skills procedure for "Mechanical Lift."
The procedure indicated, in bold print
and at the beginning of the procedure,
"NOTE: Two (2) staff is [sic] required at
all times when using a mechanical lift."
It indicated CNA #2 successfully
completed this procedure on 4-11-15.
This Federal tag relates to Complaint
IN00180604.
3.1-45(a)(2)
F 0498 483.75(f)
SS=D NURSE AIDE DEMONSTRATE
Bldg. 00 | COMPETENCY/CARE NEEDS
The facility must ensure that nurse aides are
able to demonstrate competency in skills
and techniques necessary to care for
residents' needs, as identified through
resident assessments, and described in the
plan of care.
Based on interview and record review, F 0498 F498 The facility failed to ensure 09/23/2015
the facility failed to ensure a staff a staff member followed facility
ber foll d facili lici d policies andprocedures for the
member followed 1acihity policies e%n use of a mechanical lift and failed
procedures for the use of a mechanical to follow facilityprocedures for
lift and failed to follow facility prompt reporting of a fall to
procedures for prompt reporting of a fall supervisory staff. What
to supervisory staff. (Resident #B) corrective action(s) will
P Ty ’ beaccomplished for those
residents found to have been
Findings include: affected by the
deficientpractice?
Resident #B's clinical record was t.t??Sifde'rl]'tt #B no longer resides
. ] . at this facility.
reviewed on 9-1-15 at 11:15 a.m. His .CNA #1, was terminated and
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diagnoses included, but were not limited no longer works at the facility.
to, paraplegia, schizophrenia, diabetes, - CNA #2, Wh(? came Fo assist,
. . . was provided with additional
epilepsy and a history of urinary tract training and corrective action. The
infection. facility Clinical Education
Coordinator (CEC) re-educated
Review of his admission Minimum Data ﬁc[\ltA #2fon how to Icotrflldltjgt h|o¥je:j
o ift transfers properly that include
Set assessment, dated, 6-21-15, indicated skills validation/return
he required extensive assistance of 2 or demonstration.
more persons for bed mobility and How will you identify
transfers, is unable to walk and used a othem‘asments having the
wheelchair for mobility. It indicated he potential to be affected by the
. o . . same deficient practiceand
is moderately cognitively impaired. It what corrective action will be
indicated he had no falls in the 6 months taken?
prior to admission and none since ‘Al resident have the potential
admission. to t?e. affected .by the alleged
deficient practice
) -All staff will be in serviced by
Review of the September, 2015 the CEC/Designee by 9/23/15 on
recapitulation orders indicated he had the fall management program,
been physician ordered to use a mechanical lift procedure and
hanical Lift with t st falling/fainting procedure
mechanica 1. wi W_O ?SSIS s (persons) including immediate notification.
for transfers since admission to the -All residents with hoyer lifts
facility. have been reviewed by the
ADNS/Designee to ensure that
. they’ve had a physical
Review of a "Fall Event" report, dated, yv physt
T ) assessment conducted by a
8'12—15 at 305 p.m., 1ndlcated ReSIdent |icensed nurse post fa" for the
#B reported to facility staff that on past 60 days
8-11-15, during the evening shift, he had * All nursing staff will be skills
"ot . . validated on mechanical lifts and
slid out of w/c [wheelchair] during a . L
) i falling/fainting procedure by the
transfer, landing on his bottom." CEC/Designee by 9/23/15
Associated documentation indicated the What measures will be put
report by the resident to the staff member intoplace or what systemic
occurred at 11:26 a.m. A physical changes you will make to
.- ensure that the
assessment shortly thereafter indicated no - .
o ) o deficientpractice does not
injuries. The attending physician was recur?
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notified of the fall and ordered xrays Al staff will be in serviced by
on-site "stat," or immediately of the the CEC/Designee by 9/23/15 on
. . the fall management program,
lower back, bilateral hips and lower mechanical lift procedure and
extremities. Due to the quality of the falling/fainting procedure
xrays, the attending physician requested including immediate notification.
the resident be sent to the local 'A” nursing staff W'!l be ,Sk'”S
. validated on mechanical lifts and
emergency room for evaluation and falling/fainting procedure by the
treatment. Resident #B returned to the CEC/Designee by 9/23/15
facility within 3 hours and was found to “TheADNS/designee will review
have a contusion (bruise) to the right hip the facility activity report daily to
ith dentified f ensure that allfalls were reported,
with no 1dentitied tractures. physical assessment was
conducted by a licensed
In an interview with the Director of nurseimmediately, and resident is
Nursing (DON) on 9-1-15 at 1:05 p.m., assessed daily for 72 hours post
. . fall to assessfor harm and/or
she indicated the CNA who was working injury
with Resident #B on the evening shift of -CEC/designeewill conduct
8-11-15 was a new CNA who had been rounds on all shifts using nurse
working at the facility for a week or so. "OU”SS ?Udlltl';fd to ensurcta t(;1at
She indicated she had completed her g‘zi(lzit;rglgl?cyl S 8re operaied per
skills orientation. She indicated, upon How the corrective action(s)
interview with CNA #1, after the fall, she willbe monitored to ensure the
was told that the resident was up in his deficient practice will not recur,
w/c with the sling of the mechanical lift 18-, Whatq‘fﬁlgy asf‘_":"c‘: )
under him. She attached the sling straps pr-:\g;:\rlrlil\‘;lv;na;e?:er:tna%g aces
on one side of the mechanical lift "and as Mechanical Lift CQI tool will be
she was walking around the w/c, he completed weekly times 4 weeks,
began to slip out. She said she lowered tmhonthlf>t/ t'Tes 6, and q“%rt?”y "
him to the floor. Then she got another bee;iirr?irtteo(; ?on?hieggl alaw
CNA to help her get him back into his committee for follow up.
chair and to bed." She indicated the other “If threshold of 95% is not
CNA assumed the (licensed) nurse had Zchielved ;‘:‘ action plan Willl_ be
already been notified and checked him eveloped o ensure compliance.
. L. By what date will
out (assessed the resident for injuries). systematicchanges be
"However, the new CNA hadn't notified completed?
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the nurse. She said she was new and just
kind of got confused." She indicated
CNA #1 was terminated "due to the fact
the fall occurred, the new CNA failed to
report it and failed to follow our policy
on two assists [persons] with [name
brand of the mechanical lift]." She
indicated CNA #2 was counseled on
reporting of unusual occurrences,
including falls, to the immediate
supervisor.

In a telephone interview with CNA #2 on
9-1-15 at 3:00 p.m., she indicated CNA
#1 had asked her to assist in getting
Resident #B back into bed as he had
slipped out of the w/c on the pad and
CNA #1 then lowered him to the floor.
She indicated, "He is a 2 person assist
with the [name brand of the mechanical
lift]. We always use 2 people with [name
brand of the mechanical lift] and I know
that's how she was trained [at the
facility]." She indicated CNA #1 had
been employed approximately one to two
weeks at the facility. She indicated she
and CNA #1 used the mechanical lift to
get the resident placed into bed. "She
kind of indicated to me that she was
going to report this to the nurse after we
got him back to bed. We kept asking him
if he was okay or hurt and he said he was
fine. Didn't see any redness or swelling."
She indicated, "Normally, if I would have

completed by 9/23/15.

-All systematic changes will be
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lowered somebody to the floor, I would
tell the nurse as soon as possible. I was
surprised the new CNA hadn't done this."

In an interview with Resident #B on
9-2-15 at 9:20 a.m., he indicated he
recently had a fall which involved a new
CNA, CNA #1. "She tried to put me to
bed with the [name brand of the
mechanical lift] by herself. At the time, |
didn't know they [the facility] always
uses two people [to assist] with [name
brand of the mechanical lift]. I just
assumed she knew what she was doing."
He indicated CNA #1 connected the sling
incorrectly to the mechanical lift. "As
she started the [mechanical] lift up in the
air, I fell to the floor." He indicated CNA
#1 then went to seek the assistance of
someone else. He indicated CNA #2
came to provide assistance. He indicated
both CNA's lifted him off the floor by
placing their arms under his armpits and
raised him off of the floor and onto the
bed. He indicated he overheard the two
CNA's talking. He indicated, "I heard
them say they wasn't going to bother with
filing the paperwork or filing a report
because it was just extra paperwork."

Resident #B indicated he has no
sensation/feeling from approximately his
diaphragm and below, due to the
paraplegia. He indicated he typically has
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back pain, but has experienced it more
since the fall, requiring the use of "as
needed" or "PRN" pain medications
several times. He indicated "I've never
had any problems with the [name brand
of the mechanical lift], but now I get
pretty nervous about using the [name
brand of the mechanical lift]."

On 9-1-15 at 3:30 p.m., the DON
provided a copy of CNA #1's personnel
file. It contained a copy of the following
items:

- A job description, signed and dated by
CNA #1 on 7-23-15. The job description
indicated, "...Transfer...Obtains
assistance of another staff member if
needed before starting to transfer a
resident...Observes and immediately
reports to Charge Nurse, unusual
occurrences, significant changes in
resident's physical or behavioral
condition...Immediately reports
fall/injury of a resident or self to Charge
Nurse...Ensures that each Nursing
Assistant has been given report regarding
his/her residents at the beginning of each
shift..."

-A skills procedure for
"Falling/Fainting." The procedure
indicated, "1. Call for nurse and stay
with resident...3. Do NOT move
resident..." It indicated CNA #1
successfully completed this procedure,
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but was undated.

-A skills procedure for "Mechanical Lift."
The procedure indicated, in bold print
and at the beginning of the procedure,
"NOTE: Two (2) staff is [sic] required at
all times when using a mechanical lift."

It indicated CNA #1 successfully
completed this procedure on 8-3-15.

On 9-2-15 at 1:05 p.m., the DON
provided a copy of CNA #2's personnel
file. It contained a copy of the following
items:

- A job description, signed and dated by
CNA #2 on 3-11-15. The job description
indicated, "...Transfer...Obtains
assistance of another staff member if
needed before starting to transfer a
resident...Observes and immediately
reports to Charge Nurse, unusual
occurrences, significant changes in
resident's physical or behavioral
condition...Immediately reports
fall/injury of a resident or self to Charge
Nurse...Ensures that each Nursing
Assistant has been given report regarding
his/her residents at the beginning of each
shift..."

-A skills procedure for
"Falling/Fainting." The procedure
indicated, "1. Call for nurse and stay
with resident...3. Do NOT move
resident..." It indicated CNA #2
successfully completed this procedure
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4-11-15.
-A skills procedure for "Mechanical Lift."
The procedure indicated, in bold print
and at the beginning of the procedure,
"NOTE: Two (2) staff is [sic] required at
all times when using a mechanical lift."
It indicated CNA #2 successfully
completed this procedure on 4-11-15.
This Federal tag relates to Complaint
IN00180604.
3.1-14(1)
F 9999
Bldg. 00
3.1-13 ADMINISTRATION AND F 9999 F 9999 FINAL OBSERVATIONS 09/23/2015
MANAGEMENT The facility respectively requests
a face-to-face IDR for F323 and
) ) ) F999 as the facility disagrees with
(g)(1) Immediately informing the the scope and severity of the
division by telephone, followed by deficiencies. What corrective
written notice within twenty-four (24) action(s) will be accomplished
. for those residents found to
hours of unusual occurrences that directly
have been affected by the
threate.n the welfa're, safety, or health of deficientpractice?
the resident or residents. -Resident B no longer resides in
this facility
This state rule was not met as evidenced How will you identify other
by- residents having the potential
y: to be affected by the same
deficient practiceand what
Based on interview and record review, corrective action will be taken?
the facility failed to report a resident fall ‘All residents have the potential
from a wheelchair or from a mechanical ;0 ?e, eff[ectedt.by the alleged
. . . eficient practice.
lift for 1 of 3 residents reviewed for falls P
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of a resident diagnosed with paraplegia to
the Indiana State Department of Health
(ISDH) as an unusual occurrence. This
deficient practice has the potential to
adversely affect the physical and mental
health and well-being of a resident
dependent on facility staff for transfers.
(Resident #B)

Findings include:

Resident #B's clinical record was
reviewed on 9-1-15 at 11:15 a.m. His
diagnoses included, but were not limited
to, paraplegia, schizophrenia, diabetes,
epilepsy and a history of urinary tract
infection.

Review of his admission Minimum Data
Set assessment, dated, 6-21-15, indicated
he required extensive assistance of 2 or
more persons for bed mobility and
transfers, is unable to walk and used a
wheelchair for mobility. It indicated he
is moderately cognitively impaired. It
indicated he had no falls in the 6 months
prior to admission and none since
admission.

Review of the September, 2015
recapitulation orders indicated he had
been physician ordered to use a
mechanical lift with two assists (persons)
for transfers since admission to the

-All staff will be in-serviced on
the Incident Reporting Policy
Certified Facilities by the
CEC/designee by 9/23/15.

-Corporate Consultant
in-serviced the ED on thelncident
Reporting Policy on 9-16-15.
What measures will be put
intoplace or what systemic
changes you will make to
ensure that the
deficientpractice does not
recur?

-All staff with be in-serviced on
the Incident Reporting Policy
Certified Facilities by the
CEC/designee by 9/23/15.

-DNS/designee will review the
Facility Activity Report daily
including fall events to identify
any occurrence that may be
considered a reportable incident
andconsult with the Executive
Director to determine if the event
is reportable to ISDH and if
applicable to local law
enforcement per CMS and ISDH
guidelines.

-Corporate Consultant will
in-serviced the ED on the Incident
Reporting Policy on 9-16-15.

-CEC/designee will in-service all
new employees on the Incident
Reporting Policy upon hireand
then yearly thereafter.

How the corrective action(s)
willbe monitored to ensure the
deficient practice will not recur,
i.e., whatquality assurance
program will be put into place?

-A Fall Management CQI tool
will be completed weekly times 4
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facility. weeks, monthly times 6, and
quarterly thereafter for one year.
. Data will be submitted to the CQl
Review of a "Fall Event" report, dated, committee for follow up.
8-12-15 at 3:05 p.m., indicated Resident -If threshold of 95% is not
#B reported to facility staff that on achieved an action plan will be
8-11-15, during the evening shift, he had developed to ensure compliance.
. . . By what date will
"slid out of w/c [wheelchair] during a systematicchanges be
transfer, landing on his bottom." completed?
Associated documentation indicated the -All systematic changes will be
report by the resident to the staff member completed by 9/23/15.
occurred at 11:26 a.m. A physical
assessment shortly thereafter indicated no
injuries. The attending physician was
notified of the fall and ordered xrays
on-site "stat," or immediately of the
lower back, bilateral hips and lower
extremities. Due to the quality of the
xrays, the attending physician requested
the resident be sent to the local
emergency room for evaluation and
treatment. Resident #B returned to the
facility within 3 hours and was found to
have a contusion (bruise) to the right hip
with no identified fractures.
In an interview with the Director of
Nursing (DON) on 9-1-15 at 1:05 p.m.,
she indicated the CNA who was working
with Resident #B on the evening shift of
8-11-15 was a new CNA who had been
working at the facility for a week or so.
She indicated she had completed her
skills orientation. She indicated, upon
interview with CNA #1, after the fall, she
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W7YU11 Facility ID: -~ 000012 If continuation sheet Page 18 of 23
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was told that the resident was up in his
w/c with the sling of the mechanical lift
under him. She attached the sling straps
on one side of the mechanical lift "and as
she was walking around the w/c, he
began to slip out. She said she lowered
him to the floor. Then she got another
CNA to help her get him back into his
chair and to bed." She indicated the other
CNA assumed the (licensed) nurse had
already been notified and checked him
out (assessed the resident for injuries).
"However, the new CNA hadn't notified
the nurse. She said she was new and just
kind of got confused." She indicated
CNA #1 was terminated "due to the fact
the fall occurred, the new CNA failed to
report it and failed to follow our policy
on two assists [persons] with [name
brand of the mechanical lift]." She
indicated CNA #2 was counseled on
reporting of unusual occurrences,
including falls, to the immediate
supervisor. On 9-1-15 at 2:45 p.m., the
DON indicated this situation had not
been reported to the ISDH as an unusual
occurrence due to the lack of injury to
Resident #B.

In a telephone interview with CNA #2 on
9-1-15 at 3:00 p.m., she indicated CNA
#1 had asked her to assist in getting
Resident #B back into bed as he had
slipped out of the w/c on the pad and
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CNA #1 then lowered him to the floor.
She indicated, "He is a 2 person assist
with the [name brand of the mechanical
lift]. We always use 2 people with [name
brand of the mechanical lift] and I know
that's how she was trained [at the
facility]." She indicated CNA #1 had
been employed approximately one to two
weeks at the facility. She indicated she
and CNA #1 used the mechanical lift to
get the resident placed into bed. "She
kind of indicated to me that she was
going to report this to the nurse after we
got him back to bed. We kept asking him
if he was okay or hurt and he said he was
fine. Didn't see any redness or swelling."
She indicated, "Normally, if I would have
lowered somebody to the floor, I would
tell the nurse as soon as possible. I was
surprised the new CNA hadn't done this."

In an interview with Resident #B on
9-2-15 at 9:20 a.m., he indicated he
recently had a fall which involved a new
CNA, CNA #1. "She tried to put me to
bed with the [name brand of the
mechanical lift] by herself. At the time, |
didn't know they [the facility] always
uses two people [to assist] with [name
brand of the mechanical lift]. I just
assumed she knew what she was doing."
He indicated CNA #1 connected the sling
incorrectly to the mechanical lift. "As
she started the [mechanical] lift up in the
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air, I fell to the floor." He indicated CNA
#1 then went to seek the assistance of
someone else. He indicated CNA #2
came to provide assistance. He indicated
both CNA's lifted him off the floor by
placing their arms under his armpits and
raised him off of the floor and onto the
bed. He indicated he overheard the two
CNA's talking. He indicated, "I heard
them say they wasn't going to bother with
filing the paperwork or filing a report
because it was just extra paperwork."

Resident #B indicated he has no
sensation/feeling from approximately his
diaphragm and below, due to the
paraplegia. He indicated he typically has
back pain, but has experienced it more
since the fall, requiring the use of "as
needed" or "PRN" pain medications
several times. He indicated "I've never
had any problems with the [name brand
of the mechanical lift], but now I get
pretty nervous about using the [name
brand of the mechanical lift]."

In an interview on 9-2-15 at 1:05 p.m.,
the DON indicated it is not a common
occurrence for the facility to have a staff
member to operate a mechanical lift
without a second staff person, to have a
fall associated with a mechanical lift, or
for a fall not to be reported to the
facility's supervisory staff or
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administration promptly.

On 9-1-15 at 10:25 a.m., the DON
provided a copy of a policy entitled,
"Reportable Incidents Policy." It was
dated August, 2014, and was indicated to
be the current policy utilized by the
facility. This policy indicated, "All
reportable incidents which occur against
a resident will be reported to ISDH and if
applicable to local law enforcement per
CMS and ISDH guidelines. Reportable
incidents: A reportable incident is
defined as any happening not consistent
with the routine operation of the nursing
facility, which may have caused or may
have the potential for causing injury to
residents...All reportable incidents are to
be viewed as serious for purposes of
investigation and follow-up. Each
facility must weigh all relevant facts
when determining if the event is
reportable. When a reasonable doubt
exists in determining if an event is
reportable, the event should be
reported..."

This Federal tag relates to Complaint
IN00180604.
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