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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** 30570

Residents Affected - Few Based on observation, record review and interview the facility did not provided the needed services and

assistive devices. The facility practice had the potential to affect 1 of 5 residents (R) (R17) observed for
transfer and ambulation

This is evidenced by:
Surveyor reviewed the facility policy titled Gait belts dated 7/24. The policy in part read:

Policy: A gait belt provides a firm, grasping surface for the caregiver, protects the resident from accidental
trauma to the skin, provides a sense of security to the resident, and protects the caregiver and resident from
injury while transferring or ambulating.

Suveyor reviewed the facility policy titled Fall Risk Management Policy dated 11/24. The policy in part read:

Policy: It is the policy of Care and Rehab-Ladysmith to promote resident safety by identifying residents at risk
for falling; assessing fall risk factors: provide guidelines for fall and repeat fall preventative interventions and
to outline documentation and communication procedures to minimize the number of falls with major injury as
well as implement appropriate interventions to prevent continued/repeated falls.

R17 was admitted [DATE] with diagnoses that included non-Alzheimer dementia, weakness and hemiplegia.

R17's Admission Minimum Data Set (MDS), dated [DATE], indicates R17 is understood, usually understands
and has impaired cognition. R17 can walk 150 feet: once standing, the ability to walk at least 150 feet in a
corridor or similar space: partial staff assistance required. R17 has fall history prior to admission and has
fallen in the facility with no injury.

R17's Fall Risk Assessment, dated 1/9/25, notes resident at risk for falling with the following risk factors: 3 or
more falls in past 3 months, intermittent confusion, poor vision, 1-2 predisposing diseases, change in
condition in past 14 days, balance problem with standing/walking, requires use of assistive device, takes 1-2
medications. Score: 19 (10 or higher equals high risk for falls)
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

R17's care plan includes in part:

Potential for falls/injury: cognitive deficit, history (Hx) of falls prior to admission, Hx fall since admission. | am
at risk for falls due to balance issues, poor judgment in safety, continued self-transfers with assistance is
needed Mobility change due to recent stroke including abnormal involuntary movements, new environment.
Goal:

Initiated: 1/02/25 .

Intervention

Intervention to lessen my risk for falls/injury:

1) Remind me to call for help rather than to get up by myself.

2)Anticipate my needs.

3) Report pain indicators.

4) Keep items/devices in reach.

5) Encourage use of non-slip footwear.

6)Follow toileting schedule.

FALL RISK: | am at a High Risk for falls due to poor judgment in safety, self-transfers, attempts to complete
tasks independently when assistance is needed, history of falls prior to and since admission, balance issues,
and involuntary movement.

Assess fall risk and implement fall reduction measures as indicated.

Assure adequate pain management.

Invite, encourage, and assist me to participate in activities that promote exercise, physical activity for
strengthening and improved mobility and balance.

Monitor that alarms are on at all times Please see self-care deficit care plan.
Every 2 hour toileting with staff education. Alarms in place.

Seek order for OT Evaluate/treat as indicated.

Seek order for PT Evaluate/treat as indicated.

CONCERN: SELF CARE DEFICIT: Cognitive and physical limitations:

(continued on next page)
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F 0689 | will allow completion of cares that | am unable to do myself.

Level of Harm - Minimal harm or Initiated: 1/02/25
potential for actual harm
Revised on 1/29/25
Residents Affected - Few
Target Date: 4/23/25

TRANSFER/LOCOMOTION/AMBULATION: Assist of 1 with FWW and gait belt. Does not use call light for
assistance and will self transfer. Sign in room for reminder to use call light and to use walker.

Ambulate with FWW (front wheel walker), gait belt, assist of one with wheelchair to follow in hallway. He may
need cueing, occasional assistance to steer walker correctly.

On 3/04/25 at 7:33 AM, Surveyor observed R17 ambulating from dining room with Certified Nursing Assistant
(CNA) C with walker. R17 did not have a gait belt around his waist to allow staff to maintain contact guard
assistance with walking. Surveyor observed a gait belt hanging from R17's walker. CNA C was observed
walking beside resident to his room where he was seated in chair. Surveyor observed no wheelchair
following behind R17 by staff.

On 03/04/25 at 11:43 AM, Surveyor observed R17 in his bathroom with Licensed Practical Nurse (LPN) D in
R17's room just outside the bathroom. LPN D entered R17's bathroom, cued him to stand from the toilet and
walked beside R17 to his bed. LPN D did not apply a gait belt to R17's waist to maintain contact guard
assistance when she walked beside him to his bed. Surveyor again noted a gait belt on R17's walker. CNA
E, who was in R17's room, assisted R17 to stand from his bed to walk to his recliner to sit. Again no gait belt
was applied to R17's waist to maintain contact guard assistance when assisting him to stand and walk to his
recliner.

Following the observation Surveyor spoke with LPN D and CNA E about R17's fall risk and use of gait belt,
when walking and use of wheelchair following behind R17 when walking. LPN D indicated R17 is at risk for
falls; using a gait belt would give staff something to hold onto to maintain contact guard which would be
better than grabbing his arm. LPN D expressed R17's care plan should be followed.

On 03/04/25 at 12:50 PM, Surveyor spoke with CNA C about the observation. CNA C indicated R17 is at risk
for falling; not using the gait belt, contact guard assistance and following behind him with wheelchair places
him at risk for falling. Staff should use gait belt, should maintain contact guard with R17 and should use a
wheelchair close behind R17 when walking.

On 3/04/25 at 12:55 PM, Surveyor spoke with Director of Nursing (DON) B about the observations. DON B
indicated R17 is high risk for falls. R17 fell at home prior to his admission and has fallen at the facility. R17
has involuntary movements which increases his risk for falling. The approaches for safe ambulation are via
therapy and should be followed. DON B expressed she would expect staff to follow therapy
recommendations to use a gait belt for ambulation as noted in his care plan.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 525710 Page 3 of 4



Printed: 04/30/2025
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
525710 B. Wing 03/06/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Care & Rehab - Ladysmith 2 1001 E 11th StN
Ladysmith, WI 54848

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 30570

Residents Affected - Few Based on random observation, record review and interview, the facility did not distribute foods in a sanitary
manner. The facility practice affected one of one resident's (R) tray line service observed, (R17).

This is evidenced by:

Surveyor requested and reviewed the facility policy titled Food Handling Techniques For All Staff. which is
not dated. The policy in part read:

1. What foods may not be touched with your bare hands? Answer: READY-TO-EAT FOODS Examples
include: .Bread, toast, rolls, baked goods

2. What methods may be used to handle READY TO EAT FOODS? Answer: Utensils, tongs, napkins or
disposable gloves.

3. Why is bare hand contact prohibited with READY-TO-EAT FOODS? Answer: Employees may transmit
disease through unwashed or poorly washed hands. Wearing Gloves or using utensils protects the resident
from germs the employee may be carrying on their hands.

On 3/03/25 at 12:10 PM, Certified Nursing Assistant (CNA) F was observed picking up R17's hamburger bun
with her bare hands to apply ketchup to the bun. CNA F placed the bun back on top of R17's burger and
served it to R17. R17 immediately took a bite of the hamburger and bun.

On 03/05/25 at 7:03 AM, Surveyor spoke with CNA F about the observation. CNA F indicated she should
have worn gloves when handling R17's hamburger bun to apply the ketchup. Surveyor asked CNA F why
wearing gloves when handling resident foods is important. CNA F responded to prevent the spread of
bacteria or infections such as norovirus.

On 03/05/25 at 7:26 AM, Surveyor spoke with Infection Control Preventionist (ICP) G. Surveyor shared the
observation with ICP G. Surveyor asked about the facility expectation regarding bare hand food handling of
resident foods. ICP G indicated staff should wash their hands and don gloves before handling any resident
foods to not contaminate the resident foods. It is important to prevent the spread of infection.
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