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A 000 | INITIAL COMMENTS A 000

This visit was for investigation of a Federal
hospital complaint.

Complaint Number: IN00342734

Substantiated: Deficiencies related to allegations
are cited. Unrelated deficiencies are cited.

Survey Date: 1/4/21
Facility Number: 012773

QA: 1/11/21
A 130 | PATIENT RIGHTS:PARTICIPATION IN CARE A130 3/18/21
PLANNING

CFR(s): 482.13(b)(1)

The patient has the right to participate in the
development and implementation of his or her
plan of care.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to ensure a patient's family
member/designated decision-maker was
informed of treatment/progress in 1 (patient 1) of
10 medical records (MR) reviewed.

Findings include:

1. Review of patient 1's MR indicated: Review of
Authorization to Disclose Healthcare Information
indicated patient 1 authorized release/exchange
of information to R1 as acknowledged per patient
1's signature dated 10/24/20. Review of patient
1's MR lacked documentation of communication
between facility staff members and R1.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
02/22/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing 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 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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A 130 | Continued From page 1

2. Policy/procedure, Patient Rights, Policy: RR
14.01, revised/reviewed 1/31/19, indicated on
page 2: "6. Patients, managing conservator or
legal guardians have the right to participate fully
in treatment, care and service planning...11.
Patients, their conservator, or legal guardian shall
be fully informed of the various steps and
activities involved in receiving service".

3. Review of patient 1's MR indicated patient 1
experienced a fall on 10/25/20 while in the
dayroom of unit 6. The MR lacked
documentation the family was notified of the fall.

4. On 1/4/21 at approximately 1300 hours, staff
N6 (Director of Nursing) was interviewed and
confirmed patient 1's MR lacked documentation
related to communication between therapists and
R1 during the patient's admission from 10/24/20
to 11/2/20. Staff N6 confirmed patient 1's MR
lacked documentation the fall patient 1
experienced on 10/25/20 was communicated to
R1.

A 144 | PATIENT RIGHTS: CARE IN SAFE SETTING
CFR(s): 482.13(c)(2)

The patient has the right to receive care in a safe
setting.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to ensure the safety related to
patient falls in 1 (patient 1) of 10 medical records
(MR) reviewed.

Findings include:

1. Policy/procedure, Patient Rights, Policy: RR

A 130

A 144

3/18/21
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14.01, revised/reviewed 1/31/19, indicated on
page 2: "Patients have the right to be served in a
clean, safe and secure environment.

2. Policy/procedure, Fall Precaution, Policy: NR
7.05, revised/reviewed 1/31/19, indicated: "All
patiients will be assessed and identified for the
potential of being at risk for falls, upon admission.
The Falling Stars Program will be initiated if the
patient is identified as a "moderate" or "high" fall
risk. In the event of a fall occurrence, the patient
will be placed on the list to see the medical
doctor; the patient will be re-assessed every day
until the patient scores 'low' on the Morse Fall
Scale Risk assessment".

3. Review of patient 1's MR indicated the patient
fell on 10/25/20 and lacked documentation fall
precautions were initiated on 10/24/20
(admission) and lacked documenation of a fall
risk assessment/score. Review of patient 1's
MR indicated the patient was admitted to the
facility on 10/24/20 for major depressive disorder,
alcohol abuse/detox and history of seizures.

4. On 1/4/21 at approximately 1300 hours, staff
N6 (Director of Nursing) was interviewed and
confirmed patient 1's MR indicated the patient fell
on 10/25/20 while in the dayroom. Staff N6
confirmed fall precautions were not initiated on
10/24/20 upon admission. Staff N6 confirmed fall
precautions were initiated on 10/25/20 after the
patient fell.

RN SUPERVISION OF NURSING CARE
CFR(s): 482.23(b)(3)

A registered nurse must supervise and evaluate
the nursing care for each patient.

A 144

A 395

3/18/21
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This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to ensure staff document a patient's
post-fall assessments in 1 (patients 1) of 10
medical records (MR) reviewed:

Findings include:

1. Review of patient #1 medical record indicated
the patient had a fall on 10/25/20. The physician
orders dated 10/25/20 at 2200 hours per medical
staff D1 (Nurse Practitioner [NP] indicated: Vital
Signs every 2 hours x 24 hours, then every 4
hours if stable and every 4 hours between the
hours of 2200-0800.

2. The medical record lacked documentation that
vitals were taken per order. Review of Nursing
Assessment Notes indicated the patient's vital
signs were taken on 10/25/20 after the patient's
fall at 2200 hours; 10/26/20 at 0200, 0600, 0800
and 2000 hours; 10/27/20 at 0854 and 2000
hours; 10/28/20 at 0800 and 2000 hours;
10/29/20 at 0800 hours; 10/30/20 at 0800 and
2100 hours; 10/31/20 at 0800, 0845 and 2000
hours; 11/1/20 at 0800 and 2000 hours.

2. On 1/4/21 at approximately 1300 hours, staff
N6 (Director of Nursing) was interviewed and
confirmed patient 1's MR lacked documentation
vital signs were taken per order.
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