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F 0000
Bldg. 00
This visit was for the Investigation of F 0000 This plan of correction is
Complaint INO0194540. submitted as required unqer
Stateand Federal Regulations.
The submission of this plan of
Complaint IN00194540 - Substantiated. correction does notconstitute an
Federal/State deficiencies related to he admission on the part of the
allegations are cited at F 309 and F 323. facility, as to the accuracy of
thesurveyors findings, that those
findings constitute a deficiency,
Survey dates: March 2, 3, 2016 and that thescope and severity of
cited deficiency has been
Facility number: 000231 correctly applied. This plan
Provid ber- 155338 ofcorrection also constitutes the
rovider humober: facility’s credible allegation of
AIM number: 100267900 comp|iance_
Census bed type:
SNF: 20
SNF/NF: 60
Total: 80
Census payor type:
Medicare: 8
Medicaid: 45
Other: 27
Total: 80
Sample: 3
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Quality review completed 3/7/16 by
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 0309 483.25
SS=G PROVIDE CARE/SERVICES FOR
Bldg. 00 | HIGHEST WELL BEING
Each resident must receive and the facility
must provide 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.
Based on record review and interview, F 0309 03/28/2016
the facility failed to ensure staff utilized 1.Resident B was sent to the
. . . hospital had surgeryto repair
precautions to avoid moving a body part fracture. Resident was then sent
with a suspected fracture when a to Behavioral Health to
mechanical lift was used to move a addressagitation, and anxiety that
resident who fell resulting in a displaced cont.rlbuted fo recent falls.
6 fthe h ) b 1 th Resident has returnedto the
racture of the humerus (long bone in the facility and is currently receiving
arm) for 1 of 3 residents reviewed for one to one supervision.
quality of care related to a suspected 2.This f tag has the potential
fracture (Resident B). to affect residentsthat have a fall
event.
o 3.Review Interact 4.0 as it
Finding includes: relates to post fallassessment
and fall practice guidesEducate
The record for Resident B was reviewed !Iienset(jl Sotaﬁ gtn fcl)”tongth t
) . . interact4.0 as it relates to the pos
O? 3/2/16 ?t 10:00 a.m. Resident B's fall assessment and fall practice
diagnoses included muscle weakness, guidesEducatefacility staff on
osteoporosis, and dementia. taking appropriate precautions
when a resident has fallen.This
. education will include proper
A Nursing Pro.gre.ss Note, dated 2/26/16 assessment by licensed nurse,
at 11:45 a.m., indicated the nurse heard a guide”nes formoving an injured
resident fall in the hallway and found the resident, and proper notification
resident face down on the floor with a of family and Doctor.
derat t of blood fi 4. RN/LPNand facility Staff
mo era.l ¢ amounto ] ood Iroma ) education will be conducted by
laceration on her chin, the DON (Director completion date, upon hireand at
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of Nursing) approached and instructed least annually. .
the nurse to call the physician and 911. compslé?eoahfjgi::izﬁgglflyflgrb:
The POA (Power of Attorney) was also weeks then x3 weekly for 4 week
notified. on post fall assessments.
Reviewed for trends and to
A Nursing Progress Note, 2//26/16 11:45 |deqt!fy any o.pportunltlles for
ndi d d lvine fl additional training. This process
a.m., indicated Resident B was lying flat will be reported to the
on her face with 2 staff members present. QAAcommittee monthly to
A small pool of blood was noted under monitor trends and evaluate
the resident on the right side. The tra'”'”Q processes. an.d the
d 1 d Kine. Th committee will determine if further
resident was alert and speaking. The monitoring will be required
nurse assessed the resident for pain, the Completion Date 3/28/2016IDR
resident indicated she had pain in her Request
right arm. The nurse and staff then turned F-tag 309 According to the 2567
th ident to her back whil this F-tag was citedbecause the
€ res1.en OVG.I‘ .on 0 her back w 1.e facility failed to ensure staff
supporting her joints and placed a pillow utilized precautions to
under her head to see where the blood avoidmoving a body part with a
originated. A small laceration was noted suspecttfetljl frgctgre. Thde facility
. respectfully denies an
t(? lller C.hl_n a_nd ther.e were no other disputesthe allegation that it failed
visible injuries. "Visual assessment of to ensure staff utilized
extremities showed symmetrical lower precautions when movinga body
and upper extremities." The nurse then par.tdW|t:1 suspedctgg Izjltjryt.hThls
resident was admitted to the
attempted to assess ROM (range of facility12/14/2015. Resident was
motion) of extremities. The assessment admitted with a diagnosis of mild
of lower extremities was without distress intellectual disorder.Her mother
to the resident and the resident denied ‘E)"as ?lst?fm the.cl;ac[[hLy for care.
. . . ue to this resident being very
pain. The resident was a.sked to raise her anxiousand with cognitive
arms, and was able to raise her left arm impairment she did not
without difficulty, but her right arm only understand reassurance from
slightly and complained of shoulder pain. staffthat her mother was ok. Staff
Pressure was aoplied to her chin met withmother and other family
] PP ) ) members and it was agreed that
"Resident was assisted up x's 2 [by 2 staff moving the resident inwith her
members] using hoyer lift [mechanical mother would be beneficial to her.
lift] ems [emergency medical services] However, after approximately one
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: X6P611 Facility ID: 000231 If continuation sheet Page 3 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/29/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 00 COMPLETED
155338 B. WING 03/03/2016
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
445 S CR 525 E
MANORCARE HEALTH SERVICES - PRESTWICK AVON, IN 46123
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
had arrived resident was transferred to totwo weeks the resident was
gurney via hoyer lift." even more disruptive to care and
) more anxious.Resident then was
moved to the other side of the
The hospital emergency department facility, however
examination report, 2/26/16, indicated residentremained very anxious
"Upper extremity exam included findings and worried about her mother
£ i b 1 def it constantly. Staff wouldescort her
ol mspection abnormal, detormity back to visit her mother at least 6
present..." or 7 times a day. On 2/05resident
stated she did not want the
The hospital Radiology Report, 2/26/16, Whie'iha';a”d Wﬁh‘?OU'dh”OL_d .
. " . . make her dosomething she didn
indicated "There is a displaced fracture of want to do. ON2/26/2016 this
the proximal shaft of the right humerus. resident got out of bed and was
There is overriding with shortening." ambulating down the hall with
awalker with the intent of seeing
. . . . her mother. At that time the
During an interview with the DON on resident wasobserved by staff
3/2/16 at 12:30 p.m., she indicated she from a distance as she fell
had gone to the resident and when she forward hitting her chain on
(DON) was assessing Resident B's ROM, thef(ljoort. Stecljff cakm: rt]o as:stt
. . . resident and asked her about an
Resident B could barely lift her right arm pain she washaving. Resident Y
and said her arm and shoulder hurt. The Comp|ained about pain in her r|ght
DON indicated she had asked the Unit arm area. Resident didcomplain
Manager to get vital signs, and told her of pain in this area previous to
t to take the blood in her riht this fall the mobile x-ray
notto take the F)O pressgre'ln crng wasnegative at that time. As
arm because Resident B said it hurt. noted in the 2567 before moving
"Then we got her up on the hoyer [lift], theresident the DON assessed
the EMTSs [emergency medical team] the resident for injury as outlined
arrived and we lowered her onto their in interact 4.0and the fall practice
. guide (see attached). Based on
stretcher. that assessment the
DONinstructed the staff to not
During an interview with RN #1 on take the blood pressure from that
. . arm due topossible injury. The
3/2./16 at 9:20 a.m., she indicated the 2567 and the attached nurses
resident should not have been moved off note showed that the DON
the floor when staff was instructed to use tooksteps to protect the injured
the mechanical lift to move the resident arm while getting the resident up
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and clean her up. from the floor.It must also be
noted that per a CNA witness
. . . . statement that was assisting
During an interview with RN #2 on withgetting the resident she also
3/2/16 at 11:20 a.m., she indicated she immobilized the arm of the
heard the resident fall and indicated the resident by placingthe arm across
resident was crying in pain. She indicated the abdomen gnd ho!dmg it there
he DON instructed the CNA t t th to make sure it remainedstable.
the Instructed the 0 get the The facility followed the Interact
resident up with the mechanical lift. 4.0 tooland the fall practice guide
RN#2 indicated an injured resident in assessing and moving the
should not have been moved. resident with suspectedinjury.
The facility did in fact use
precautions to prevent further
CNA #3 was interviewed on 3/2/16 at injuryafter the fall. There is no
11:45 a.m. She indicated she saw evidence that moving this
Resident B fall, but was too far away to res;dent ‘;agsis furtthterlnjurt¥ ’ii
i . evidenced by the statement in the
reac.:h her. She indicated Re51der.1t B kept 2567, thenursing documentation,
crying "I'm hurt, I'm hurt." She indicated the witness statement of a staff
the DON told her everyone who falls member that was presentthe
should be picked up off the floor by the facility followed the guidelines to
hanical) lift stabilize the fracture and there
(mechanical) lift. was noactual harm to the
resident. The facility respectfully
On 3/2/16 at 1:20 p.m., CNA #4 was denies and disputesthe allegation
interviewed. She indicated she did not that it failed to ensure staff
think dt ¢ utilized precautions when
ink you were suppos.e 'o ge som.eone movinga body part with
hurt off the floor. She indicated Resident suspected injury and furthermore
B was complaining of pain. supports that the injury(fracture)
was caused by the fall the
" . . " resident suffered and not due to
The "Falls Practice Gu}de Flowchart" and anyactions the staff took after the
"Care Path Falls" provided by the DON fall occurred. The facility
on 3/2/16 at 1:30 p.m. and identified as respectfullyrequests that the
the current protocol for care of a resident citation as it related to F309 be
. . . deleted.
who fell indicated an initial nursing
evaluation for injury and/or mental status
changes with a pathway of "...DO NOT
move off floor until complete exam has
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been performed" and the next pathway
was "Suspected fracture or new bone
deformity" and indicated to notify MD
(Medical Doctor or NP (Nurse
Practioner) or PA (Physician Assistant).
This federal tag relates to Complaint
IN00194540.
3.1-37(a)
F 0323 483.25(h)
SS=G 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 record review and interview, F 0323 1.Resident B was sent to the 03/28/2016
the facility failed to implement and hospital had §urgeryto repair
. . fracture. Resident was then sent
evaluate efficacy of interventions to to Behavioral Health to
prevent a resident with an intellectual addressagitation, and anxiety that
disability from falling, resulting in a contributed to recent falls.
fractured humerus (long bone in the arm). Ziﬁ!?egagis ;e:L:;?:;dt?etch: ing
.. i . ility is cu y ivi
Additionally the. f’flClllty failed to ensure one to one supervision. The
adequate supervision to prevent the careplan for this resident has
resident from removing the been reviewed and updated to
splint/immobilizer from the fractured reflect fallsmtervgntlons putin
ltine in hospitalizati d place for this resident.
arm, resu tlng In hospitalization an 2.This f tag has the potential to
surgical repair of the fracture for 1 of 3 affect allresidents with Diagnoses
residents reviewed for accident of intellectual disability at risk for
supervision (Resident B). falls. , _
3.These residents will have
o their fall assessmentreviewed and
Finding includes: updated if needed. The care plan
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will be updated to
The record for Resident B was reviewed inclu.deidentif.ied issues with falls
on 3/2/16 at 10:00 a.m. Resident B's and |nj[ervent|ons © addrgss
those issues. RN/LPNswill be
diagnoses included muscle weakness, in-serviced on completing proper
osteoporosis, dementia, and mild assessments, and adding
intellectual disability. appropriateinterventions that
address the cause of the fall.
4 RN/LPNSs will be in serviced
The care plan, dated 12/15/15, for upon hire andreviewed yearly.
Resident B indicated she was at risk of Director of Nursing or designee
falls. Interventions included, but were willjre\./lilew rec:uiredasse;smfents
not limited to, encourage to transfer and fhnos;v;sc;zr:;s ;itinaigitg 25
change positions slowly, assist to transfer weeklyfor 4 weeks then x3 weekly
and ambulate as needed,and re-evaluate for 4 week to review complete
medications. A psychiatrist evaluation assessments,interventions, and
was added to interventions on 1//416 due ;Zjil(jl::tzfe:;tzerslcvtiﬁrt:/eentlons'
to increased anxiety and flighty ideas and monitored and documented
the plan was revised on 1/28/16 to withinthe nursing progress notes.
provide non skid shoes. On 2/22/16 new These behaviors will be tracked and
interventions for frequent toileting, trended todetermine any patterns
reminders for allowing staff to assist her, thru th? Cente_rs QA process and
and reinforce using the call light were fvaluatléns will be madet.)y. the 1oT
or possible 1 to 1 supervision
added. Interventions of storing the reductions based on these
resident's walker outside her room when patternsof her behaviors and any
not in use, comforting the resident when trends noted for specific times of
she requested to see her mother, and day for thesebehaviors (I.E. reduce
non-slip socks were added to the plan on tc;only dur':g”‘_”akmg h?urs)'l
2/26/16. The care plan did not address ;CTSEE:Z dfcaltr:;nr/::zown;an
increased monitoring of every 30 minutes physician and pharmacist
and the resident's noncompliance with withchanges per recommendations.
using the call light and waiting for Continue to reassure resident
assistance. mother is ok, frequenttoileting
assistance from staff, and one to one
A Nursing Progress Note, dated 2/26/16 iu’.)ems'on' Atte.m.p.ts il be made
o incorporateactivities and
at 11:45 a.m., indicated the nurse heard a diversional activities throughout her
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notified.

resident fall in the hallway and found the
resident face down on the floor with a
moderate amount of blood from a
laceration on her chin, the DON (Director
of Nursing) approached and instructed
the nurse to call the physician and 911.
The POA (Power of Attorney) was also

A Nursing Progress Note, 2//26/16 11:45
a.m., indicated Resident B was lying flat
on her face with 2 staff members present.
A small pool of blood was noted under
the resident on the right side. The
resident was alert and speaking. The
nurse assessed the resident for pain, the
resident indicated she had pain in her
right arm. The nurse and staff then turned
the resident over onto her back while
supporting her joints and placed a pillow
under her head to see where the blood
originated. A small laceration was noted
to her chin and there were no other
visible injuries. "Visual assessment of
extremities showed symmetrical lower
and upper extremities." The nurse then
attempted to assess ROM (range of
motion) of extremities. The assessment
of lower extremities was without distress
to the resident and the resident denied
pain. The resident was asked to raise her
arms, and was able to raise her left arm

day. Her plan of care willbe
reviewed and revised as necessary.
After initial monitoring period all
fallswill be reported to the QAA
committee for trending and to
determine if furtheror ongoing

monitoring is required.

5.Results of the audits will be
reported to theQAA committee.
Identified trends will be
reviewed/reported monthly and as
needed to the QAA monthly until
a lesser frequency is deemed
appropriate. Completion Date
3/28/2016
IDR request F-Tag 323
According to the 2567 the facility
failed to implement andevaluate
efficacy of interventions to
prevent a resident with an
intellectualdisability from falling.
Resident has a diagnosis of mild
intellectual disability. Theresident
had episodes of anxiety, and
agitation. Resident is at risk for
fallsr/t poor impulse control,
unsteady gait, and resistance to
help. The facilityhad a care plan
in place to address these issues.
The falls the resident had were
directlyrelated to the identified
risks. The facility reviewed
updated and added
newinterventions after each falls
in a attempt to find an intervention
that wouldwork for this resident.
The care plan was initiated on
12/15 with updates andchanges

without difficulty, but her right arm only
slightly and complained of shoulder pain.

1/28, 2/15, 2/22, 2/26, 2/27.

to interventions occurring on 1/19,
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Pressure was applied to her chin. Thisdemonstrates the efforts of
"Resident was assisted up x's 2 [by 2 staff thg fa0|!|ty to reduce the falls for
. . . this resident.  On the fall
members] using hoyer lift [mechanical dated2/26/2016 the facility
lift] ems [emergency medical services] identified the root cause of the fall
had arrived resident was transferred to as the residentwanted to see her
gurney via hoyer lift." mother that resided in the facility.
As noted on the careplan an
) intervention was put in place to
The hospital emergency department reassure resident that her mother
examination report, 2/26/16, indicated wasfine and they would let her
"Upper extremity exam included findings know she.was askln.g about her.
£ . b 1 def . As noted in thenursing notes the
of inspection abnormal, deformity facility did provide reasonable
present..." supervision to monitorresident’s
attempts to remove splint and ace
The hospital Radiology Report, 2/26/16, wraps. The facility reapplied
indi d "There is a displaced f £ thewraps numerous times. The
1n 1cate. ere 18 a disp .jace racture o only other option would have
the proximal shaft of the right humerus. been to restrain theresident. The
There is overriding with shortening." facility checked on the resident
reapplied the wraps severaltimes,
. toileted and assisted the resident
A Nursing ?rogress Note,. 2/26/16 at as needed. The resident was
10:20 p.m., indicated Resident B returned resistiveto care and was
from the hospital with a cast and sling on impulsive which resulted in her
her right arm. The note indicated the rer(rjlov?l tOfAthe alc(:je wragst,) "
) andsplint. As evidenced by the
resident atte'mpted to get up to go to the continued replacement of the ace
bathroom without assistance and was wraps and thesplint staff was
unsteady and off balance. providing supervision to on a
more then routine basis.
. Theupdates to the careplan show
The n.ext.entry, datefi 2/27/16 at 7:33 that the facility was reviewing the
a.m., indicated "Resident was noted care plan andattempting to find
standing at bedside when noted by a interventions that would work for
CNA, nurse responded, noted resident this resident. The citation s.hould
standing with ace wrap bandage, open be deleted because the Facility
& With P &6, 0p compliedwith the intent of F323.
arm cast, & sling removed, previously The Facility properly assessed
resident had been to hospital and Resident B to identifyrisks, the
diagnosed with a rt [right] humerous [sic] Facility re-evaluated those risks
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fracture, this occurred at 0345 [3:45 with subsequent falls, and
a.m.]. appliances replaced in proper theFaC|I.|ty care plgn.ne'd
D appropriately to minimize those
position. risks. Despite theseefforts, falls
occurred including the fall with
The next entry at 3:01 p.m. on 2/27/16, fracture. But these incidentsdid
indicated the resident had been very not result from Facility o
. had b ferred with . noncompliance. These incidents
anxious, had been transterred with a gait were unavoidabledue to the
belt and was a maximum assistance of 1 residents’ impulsivity and poor
for basic care with cueing. She had kept safety awareness. The Facility
trying to use her right arm to pull herself hadappropriate interventions in
Th lied after sh place for fall management and fall
up. Ihe ace wrap was reapplied after she safety forResident B from her
had taken it off, the sling was adjusted 12/15/2015 day ofadmit
several times. Her upper bicep was (attachment ). When resident B
swollen and discolored and ice applied. fell on 2/27/2016 she was sent to
thehospital with return on
) 3/12/2016 at which point Facility
The next nursing entry was at 11:34 p.m. again implemented
2/27/16. The entry indicated at 9:30 p.m. newinterventions including 1:1 to
the resident had been found lying on her establish a pattern of falls and
h on the fl t the foot of h behavior(attachment ). The
stomach on the floor at the foot ot her Facility complied with the cited
bed. She was assessed, complained of regulation from the day ofadmit,
pain, an ambulance was called and she and continues to follow the
was transported to the hospital at 10:30 regulation, and the unavoidable
accidentsshould not be the basis
p.m. for a citation. The facility
maintains that it has and
The hospital radiology report, 2/27/16, continues to remaincompliant with
indicated "2 views of the right humerus the intent of F323 and respectfully
re obtained and compared to a requests that the citationsof F323
we ep ¢ . .CO pare .O be deleted.
previous examination of the right
shoulder performed on 2/26/16. There is
a spiral displaced fracture of the midshaft
of the right humerus. The displacement
and angulation has increased compared to
the previous study suggesting the fracture
is unstable."
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: X6P611 Facility ID: 000231 If continuation sheet Page 10 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/29/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155338

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

00

X3) DATE SURVEY

COMPLETED
03/03/2016

NAME OF PROVIDER OR SUPPLIER

MANORCARE HEALTH SERVICES - PRESTWICK

STREET ADDRESS, CITY, STATE, ZIP CODE
445 S CR 525 E
AVON, IN 46123

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

During an interview with the DON
(Director of Nursing) on 3/3/16 at 3:00
p.m., she indicated staff were checking
on the resident frequently, redirecting
her, trying to get her involved in crafts.
The DON indicated she expected
frequent checking on a resident to be
every 30 minutes. The record lacked
documentation of the resident being
monitored every 30 minutes.

A current policy, dated 12/2011, titled
"Falls Practice Guide" was provided by
the DON on 3/2/16 at 3:45 p.m. The
policy indicated "...Initial Evaluation To
determine if a patient has factors that may
place them at risk for falls...Initial Plan of
Care...an initial plan of care is developed
and individualized interventions are
initiated....Interdisciplinary Care
Planning...The interdisciplinary team
designs the care plan to focus on all the
patient's issues including those

associated with fall prevention and fall
risk management....Change In Condition
Or Fall Occurrence...The care plan is
revised as clinically indicated to meet the
patient's current needs...."

This federal tag relates to Complaint
IN00194540.

3.1-45(a)(2)
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