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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41785

Residents Affected - Few Based on observation, interview and record review the facility failed to provide safe transfer techniques for 2

of 2 residents reviewed. Staff failed to use a gait belt when transferring Resident #6 from the whirlpool chair
to the wheel chair. The resident became weak and fell to the floor. In an observation, Resident #21 was
transferred from the wheel chair to the whirlpool chair without the use of a gait belt. The facility reported a
census of 36 residents.

Findings include:

1) According to the Minimum Data Set (MDS) dated [DATE], Resident #6 had a Brief Interview for Mental
Status (BIMS) score of 12 (moderate cognitive deficits). The resident required substantial assistance with sit
to stand, toilet transfers, and tub transfers. Her diagnoses included renal insufficiency and Alzheimer's
Disease.

The Care Plan updated on 6/17/24, showed Resident #6 had limitations in range of motion, and had the
potential for injury related to osteoarthritis. Staff were to assist with transfers and walking, and to use the gait
belt.

A Nursing Note dated 6/7/24 at 9:00 AM, showed that Staff E, Registered Nurse (RN) was called to the
whirlpool room after Resident #6 had fallen. The resident was on the floor and complained of right hip and
thigh pain and she was unable to straighten her leg. She rated her pain an 8 out of 10. The resident had
received scheduled pain medication at breakfast so the nurse was unable to give any additional pain
medication. A Nursing Note dated 6/7/24 at 9:40 AM, showed that she left the facility by ambulance at 10:00
AM, and at 11:01 AM the hospital was sending her back to the facility. She had not sustained a fracture.
Upon return the facility received orders for Physical Therapy and Occupational Therapy (PT/OT) and transfer
with 2 staff.

On 8/5/24 at 2:32 PM, Staff C, Certified Nurse Aid (CNA), said she was transferring Resident #6 from the
shower to the wheel chair when the resident's legs gave out and she was lowered to the floor. Staff C said
that she did not apply a gait belt around the resident before transferring.

On 8/7/24 at 8:20 AM, Staff E, Registered Nurse (RN), said that the CNA called her into the shower room
after the resident went down. She remembered the resident did not have a gait belt on. She called for an
ambulance and the resident was in a lot of pain.
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F 0689 On 8/7/24 at 12:40 PM the Administrator and the Director of Nursing (DON) acknowledged that Staff C knew
better than to transfer the resident without the use of a gait belt, and the she had been disciplined. They said
Level of Harm - Minimal harm or that the staff are educated on safe transferring on a regular basis.

potential for actual harm
2) According to the MDS dated [DATE], Resident #21 had a BIMS of 11 (moderate cognitive deficit). She
Residents Affected - Few required set up assistance with toileting hygiene and dressing and substantial assistance with bathing, and
transferring in and out of tub/shower. Her diagnoses included heart failure, renal insufficiency, overactive
bladder and shortness of breath.

The Care Plan updated on 4/22/24, showed she had limited range of motion and had the potential for injury
related to weakness, congestive heart failure, shortness of breath and osteoarthritis. The resident was to
ambulate toward meals with the assist of one with wheel chair to follow.

A Fall Risk Evaluation for Resident #21, dated 6/5/24 at 1:38 PM, showed a score of 13 (total score if greater
than 10, indicated high fall risk).

Nursing Notes included the following:

On 7/31/24 at 8:20 AM, resident started on Mucinex for cough/congestion and reported feeling dizzy,
lightheaded and was seeing things that were not there. The medication was discontinued.

On 8/1/24 at 12:16 PM the resident experienced more fatigue.
On 8/2/24 at 11:02 AM, she had Shortness of Breath (SOB), fatigued and did not want to do therapy.
On 8/4/24 at 4:42 PM, she was improving, still experiencing SOB upon exertion.

In an observation on 8/6/24 at 8:24 AM Resident #21 was wheeled into the whirlpool room by Staff B, CNA.
The resident used her walker to lift herself up out of the wheel chair. She kept her head down and took small
steps. Staff B did not apply a gait belt around the resident and grabbed onto the back of the resident's
waistband to assist her into the whirlpool chair.

On 8/8/24 at 8:08 AM, Resident #21 said that she was able to get herself to the bathroom and in and out of
bed on her own. She said that there were times that she didn't feel safe on her feet and she will ask for help
and that makes her feel safer, because she did not want to fall. She said that she does need help getting in
and out of the whirlpool chair.

On 8/7/24 at 12:40 PM, the DON said Resident #21 was independent and able to walk freely around in the
facility so she did not feel that a gait belt was necessary. She said that the resident was able to ambulate
down the hallways unassisted, and they did not have a policy on gait belt use, safe transferring techniques or
on fall prevention.

On 8/8/24 at 8:18 AM, Staff C and Staff F, CNA, said that they used a gait belt with every transfer. When
asked about assisting residents that were considered independent, they were unsure and said it depends on
their current status and if the resident had change in condition or was feeling weaker than normal. They were
not aware of a policy on gait belt use.

(continued on next page)
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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41785
potential for actual harm
Based on observation, interview and record review the facility failed to ensure that residents were free from
Residents Affected - Few unnecessary medication for 1 of 6 reviewed. Resident #23 had an as needed (PRN) order for morphine
dated October of 2022. The indications for use included; shortness of breath, comfort, end of life and
restlessness. On 2/20/24, staff used the medication when Resident #23 had neck pain. The facility reported
a census of 36 residents.

Findings include:

According to the Minimum Data Set (MDS) dated [DATE], Resident #23 had a Brief Interview for Mental
Status (BIMS) of 10 (moderate cognitive ability). She was independent with sit to standing, toilet transfer and
required set up assistance with toileting hygiene and upper body dressing. The resident received scheduled
pain medication and had diagnoses that included anxiety disorder, depression, non-Alzheimer's Dementia
and heart failure.

The Care Plan updated 3/14/24, showed Resident #23 had the potential for alteration in sleep pattern related
to pain, staff were instructed to use the scheduled medications and to update the physician if the medications
were not working. The resident had numerous health concerns, pain, and negative complaints about neck
pain. She had increased depression and was started on an antidepressant. The resident had alterations in
comfort related to polyneuropathy, had a pain management program and was on comfort cares.

According to a Comfort Cares document, dated 10/3/22 at 11:25 AM, Resident #23 and the family, requested
comfort cares related to emphysema and Chronic Obstructive Pulmonary Disease (COPD). The request
included no hospitalization , labs, or weights, and orders for as needed (PRN) comfort medications;
Morphine sulfate concentrate 20 milligrams per milliliters (mg/ml) give 0.5 ml every hour PRN. The
indications for the medication use included; shortness of breath, comfort, end of life and restlessness.

The clinical chart lacked a reference to the ongoing PRN morphine in the Monthly Medication Review (MMR)
pharmacist reports.

On 8/6/24 at 6:18 AM, Staff D, Registered Nurse (RN) reviewed the facility narcotic logs. A Controlled
Medication Utilization Record showed that Resident #23 had an active order for morphine sulfate 20mg/ml
and the medication had been delivered to the facility on [DATE]. It was used on three separate dates:
3/25/23, 12/18/23 and 2/20/24.

On 8/7/24 at 6:11 AM, Staff A, Licensed Practical Nurse (LPN) said that she worked on 2/20/24 when the
resident was complaining of neck pain. She said Resident #23 was totally independent with her cares, and
she had been working with Physical Therapy (PT) which caused her to have some increased pain. She had
orders for bio freeze and scheduled Tylenol, but she also had an order for morphine that would use
occasionally but she would have used a PRN Tylenol before giving the morphine.

(continued on next page)
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F 0757 A review of the Medication Administration Record (MAR) showed that Resident #23 had an order for Tylenol
325 milligrams (mg) give 2 tablet every 6 hours as needed (PRN) for pain. The Tylenol was not used in the
Level of Harm - Minimal harm or month of February.

potential for actual harm
On 8/7/24 at 12:33 PM, the Director of Nursing (DON) said that they would keep morphine on hand as long
Residents Affected - Few as it didn't expire because of the cost to the resident, and the complications of getting new orders if a
resident had a change in condition. She said that the residents were kept on the medications indefinitely as
long as they were on the Comfort Cares program. She said that the resident had significant pain and the use
of morphine at that time was appropriate.

On 8/8/24 at 8:08 AM, Resident #23 was sitting the hallway reading a book. She said that she mostly had
pain in her feet and she had medication for that, and it seemed to help. The resident did not know what the
Comfort Cares program was and if it was a service that she was getting.

According to the facility undated policy titled: Monthly Drug Regimen Review Policy, the pharmacist would
report any irregularities to the attending physician and the report would be acted upon. Irregularities included
but not limited to any drug that met the criteria for an unnecessary drug. An unnecessary drug was defined
as any drug when used in excessive dose, for an excessive duration, without adequate monitoring, without
adequate indications for its use, in the presence of adverse consequences which indicate the dose should be
reduced or discontinued or combination of the above.
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F 0867 Set up an ongoing quality assessment and assurance group to review quality deficiencies and develop
corrective plans of action.

Level of Harm - Minimal harm or
potential for actual harm 41785

Residents Affected - Some Based on observation, interview and review of the Quality Assurance Plan, the facility failed to establish
written policies for resident care regarding the Comfort Care/End of Life program, or fall prevention/safe
transfer techniques. The facility reported a census of 36 residents.

Findings include:

1) A review of the Resident Matrix found that the facility had 8 residents on the End of Life/Comfort
Care/Palliative program.

According to a Comfort Cares document, dated 10/3/22 at 11:25 AM, Resident #23 and the family, requested
comfort cares related to emphysema and Chronic Obstructive Pulmonary Disease (COPD). The request
included no hospitalization , labs, or weights, and orders for as needed (PRN) comfort medications;
Morphine sulfate concentrate 20 milligrams per milliliters (mg/ml) give 0.5 ml every hour PRN. The
indications for the medication use included; shortness of breath, comfort, end of life and restlessness.

On 8/8/24 at 8:08 AM, Resident #23 was sitting the hallway reading a book. She did not remember the fall in
the bathroom in February and she said that she mostly has pain in her feet and she has medication for that,
it seems to help. She said that she can do most things for herself, very independent in her room and around
the facility. The resident did not know what the Comfort Cares program was that she is on.

A review of the Inter Disciplinary Team Meetings for Resident #23 revealed that the Comfort Care program
was not addressed in the meetings.

On 8/7/24 at 12:33 PM, the Director of Nursing (DON) said that they would keep morphine on hand as long
as it didn't expire because of the cost to the resident, and the complications of getting new orders if a
resident had a change in condition. She said that the residents were kept on the medications indefinitely as
long as they were on the Comfort Cares program. She said that the resident had significant pain and the use
of morphine at that time was appropriate.

On 8/8/24 at 8:34 AM, the Administrator said the facility did not have a policy or guidelines for the Comfort
Cares Program.

2) On 8/5/24 at 2:32 PM, Staff C, Certified Nurse Aid (CNA), said that she was transferring Resident #6 from
the shower to the wheel chair when the resident's legs gave out and she was lowered to the floor. Staff C
said that she did not apply a gait belt around the resident before transferring her.

In an observation on 8/6/24 at 8:24 AM, Resident #21 was wheeled into the whirlpool room by Staff B, CNA.
The resident used her walker to lift herself up out of the wheel chair. She kept her head down and took small
steps. Staff B did not apply a gait belt around the resident and grabbed onto the back of the resident's
waistband to assist her into the whirlpool chair.
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F 0867

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

On 8/7/24 at 12:40 PM, The Director of Nursing (DON) and the Administrator said that they did not have a
policy on gait belt use, fall prevention, or safe transferring techniques, but they educated the staff on these

techniques in the annual staff meetings.

According to the Quality Assessment and Assurance (QAA) Policy, the QAA committee would ensure that
the best possible care and services were maintained for the residents. The team would evaluate the level of
services by a systematic collection of data for the day to day care and would compare this evaluation with
the results of previous evaluations. After this comparison would determine whether quality of care had been

maintained or improved.

In a facility document titled: Quality Assurance Components indicated that fall protocols, policies and

procedures would be in place.
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