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

F 0580

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0689

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Immediately tell theresident, theresident's doctor, and a family member of situations

(injury/decline/room, etc.) that affect theresident.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review the facility failed to notify aresident's Power of Attorney (POA) when aresident was admitted
to ahigher level of care. Thisappliesto 1 of 4 residents (R1) reviewed for notification in a sample of 4. The findingsinclude: R1's
Admission Record sheet, printed on August 10, 2020, showed R1 to be a[AGE] year old female with

[DIAGNOSES REDACTED]. R1's Progress Notes dated May 29, 2020 showed R1 had a critically high potassium level. R1's

physician ordered to send R1 out to alocal hospital. R1 was admitted for cardiac observation and IV fluids. Resident

was transported from the facility at 4:43 PM. On August 10, at 9:20 AM, V19 (R1's POA) stated on Monday June 1st she

attempted to call R1. The staff told her she was not in the facility. V19 stated she contacted V7 (Social Services

Director) to find out what happened. V19 stated she had no idea R1 was in the hospital. On August 10, 2020 at 9:50 AM, V7
stated she talked to V19 on Monday morning (June 1st). V7 stated V19 is the POA for R1, and was not notified of R1's
transfer to the local hospital. V7 stated V19 should have been notified for R1's hospital admission. On August 10, 2020 at

1:05 PM, V13 (Wound Nurse) stated a resident's family/POA should be notified if aresident has achange in their condition

like new wounds, falls, and being transferred to the hospital. On August 11, 2020 at 10:10 AM, V18 (Registered Nurse)
stated a resident's POA should be contacted when aresident needs to go to the hospital. The Change in Residents Condition
Policy revised November 2013, showed .Unless otherwise instructed by the resident, the Nurse Supervisor/Charge Nurse will
notify the resident's family or representative (sponsor) when: .it is necessary to transfer the resident to a
hospital/treatment center.

Ensurethat a nursing home area is free from accident hazards and provides adequate

supervision to prevent accidents.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review the facility failed to safely assist awheelchair bound resident back into the

building after smoking. This appliesto 1 of 3 residents (R 1) reviewed for safety in a sample of 5. The findings include:

R1's Admission Record sheet, printed on August 10, 2020, showed R1 to be a[AGE] year old female with [DIAGNOSES
REDACTED]. R1's Fal Incident Report dated July 2, 2020, showed R1's fall occurred when R5 was pushing R1 in her wheelchair.
Rl's

wheelchair wheel became stuck and R1 fell out of the wheelchair. R1 was educated to only allow staff to push R1 in the
wheelchair. R1's Facility assessment dated [DATE], showed R1 was totally dependent on 1 person for locomotion on unit.

R1's Care Plan printed on August 10, 2020 showed R1's focus areas to include: activities of daily living (ADL) self-care

deficit, limited physical mobility deficit, and falls related to R1's medical [DIAGNOSES REDACTED]. R1's Progress Notes
dated July 2, 2020 showed R1 was being pushed by R5. R1's wheelchair wheel got caught in amanhole cover. R1 was put back
in the wheelchair using amechanical lift. R1 had multiple skin tears and abrasions. On August 10, 2020 at 12:45 PM, V16
Certified Nursing Assistant (CNA) stated R1 needed to be pushed in her wheelchair. R1's left arm was affected by her

stroke, and she could not move the wheelchair very well on her own. On August 11, 2020 at 12:30 PM, V 13 Wound Nurse stated
R5 had wheeled R1 in and out of the building before to go smoke. V13 stated R1 should have had staff bring her in and out

for smoking times. On August 11, 2020 at 1:30 PM, V2 stated R1 should have been moved by a staff member before and after
smoking. The Facility's Smoking Policy revised on March 2019, showed the residents are assessed for recognition, safety
awareness, and any physical limitations that might cause an un-safe situation when smoking.
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