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revealed:

*On 7/10/14 at 11:00 p m. he had been found
lying on the flocr.

*He was sitting on the edge of his bed and had
been trying to reach for an item on his dresser.
*He had received a 4 inch laceration (cut) to the
top of his head.

*The nursing staff had been unable to stop the
bleeding to his taceration. He had been sent to
the hospital for an evaluation.

*On 7/11/14 at 5:00 a.m. he returned from the
hospital with staples to his wound.

*On 7/12/14 at:

-8:00 p.m. he had been requiring more staff
assistance due to an increase in shoriness of
breath (SOB). The staff had administered a
nebulizer treatment to help him breath better. He
had been very pale.

-9:00 p.m. he had been resting with oxygen on,
and the head of bed slevated.

-10:00 p.m. {Resident yelfing out "help me”
resident color dusky with increase in SOB.}
Physician had been notified and the ambulance
called.

-10:30 p.m: "Resident went unresponsive,
ambulance crew started CPR (cardiopulmonary
resuscitation).

Review of the hospital's 7/11/14 patient
information and instructions form revealed:
*The staff were to have "Watched for any new
symptoms such as change in mental status."
*Follow-up with his primary physician as
scheduled or sooner if needed.

*"Return immediately to the emergency
department for any néew symptoms or worsening
of your current symptom."

Review of resident 1's vital sign (blood pressure

¥ a0SRDOHIMT
@ 1he Director of Nursing or designee will
be responsible for this area of compliance.
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[b/p], pulse, and respirations) record report from v

2/12/14 through 7/10/14 revealed his b/p ranged
from 110/50 to 140/70.

Review of resident 1's nurses' notes from 7/10/14
through 7/12/14 revealed on:

*7/10/14 at 11:30 p.m.:

-He had been found on the floor and sent to the
hospital as stated in the above report.
-Neurological (neuro) checks (a test to check for
responsiveness and pupil (dark center of eye)
reaction) had been done along with vital signs by
the staff.

-The physician had been notified by fax on the
following:

*7/11/14 at 4:00 a.m. revealed:

-They had received a call from the hospital and
he was returning to the facility.

-His b/p done earlier had been 94/49,

-A CT {computerized tomography} was done, and
no internal injury of the head had been viewed.
*7/11/14 at 5:00 a.m. revealed:

-He had returned to the facility.

-He had been alert and responsive.

-His b/p had been 90/60.

*7/11/14 at 8:00 a.m. the physician had been
notified of his return to the facility.

*7/11/14 at 8:50 p.m. revealed:

-His b/p was 98/54 and he had been complaining
of a headache. An as needed order for Tylenol
650 milligrams (mg) had been received from the
physician and given with relief.

-No documentation had been found to support if
neuro checks (eye responsiveness, strength
testing, and level of alertness} had been done
upon return from the hospital.

*T112/14 at 5:00 a.m. revealed he had received
pain medication at bedtime for complaints of pain
all over. No vital signs or neuro checks had been
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documented.

*7/112/14 at 5:15 p.m. revealed:

-"Resident had been very sleepy today.”

-No documentation to support neuro checks and
vital signs had been completed.

*7112/14 at 8:00 p.m. revealed he had an
increase in SOB with a nebulizer treatment given.
His color was pale with abnormal sounds heard in
his lungs. His continuous positive airway pressure
(C-PAP) (keeps the airways in the lungs open)
had been applied.

*7/12/14 at 9:00 p.m. he had been resting soundly
with oxygen on at 2 liters per nasal cannula (n/c}).
He was complaining of SOB and had requested
his C-PAP to be applied.

*7/12/14 at 10:00 p.m. he had been yelling out
"help me." His color was poor with vital signs

 checked and b/p 80/40 with a temperature of 99.9

degrees Fahrenheit. His oxygen levels were low
at 72% (normal is 90% to 100%). The physician
had been notified, and the staff was given orders
to transport him by ambulance to the hospital.
*7112/114 at 10:30 p.m. he became unresponsive
while the staff had been assisting him to get
ready to go to the hospital. The ambulance had
arrived, initiated CPR, and left with the resident.
*7M12/14 at 11:20 p.m. the hospital called to
inform the facility that he had passed away.

*No documentation had been found to support
the nursing staff had been monitoring his neuro
checks per facility policy.

Review of the provider's November 2002 Falls
policy revealed:

*"Nurse performs range of motion {ROM), neuro
checks, (if there is a head injury) assessment for
rotation and vital signs.”

*Neuro checks consist of vital signs, level of
consciousness, motor function, pupil response,
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and pain response.”

*"Neurc's done when any resident suspected of
hitting head:

-Every fifteen minutes times (x) four.

-Every thirty minutes x four.

-Every hour x four.

-Every four hours x four.

-Every eight hours x four.

Interview on 9/25/14 at 12:20 p.m. with the
director of nurses (DON) regarding resident 1
revealed she would have expected to see a
minimum of 32 hours of documentation by the
nursing staff in his nurses' notes. The staff had
not assessed and documented per the facility
fails policy for a resident who had sustained a
head injury. She would have expected the nursing
staff to have documented and informed the
physician more than they had on his condition.

2. Review of resident 2's medical record
revealed:

*On 9/22/14 at 1:00 a.m. she had been found
sitting on the floor next to the toilet.

*The toilet had broken free from the wall and feli
over.

*No injuries had been found during the initial
nursing assessment,

*On 9/25/14 at 11:30 a.m. no further
documentation was found to support the nursing
staff had been assessing the resident per the
facility policy.

Review of the provider's November 2002 fall
policy revealed:

*Purpose "To ensure that all residents are
evaluated for injuries after a fall."

*'Follow through consists of (if there is no head

injury):

F 281
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-"Monitoring vital signs as indicated by
assessment.”

-"Assessment of pain, discomfort, rotation, and
bruising or abrasions every 8 hours for minimum
of 24 hours.”

[nterview on 9/25/14 at 12:30 p.m. with the DON
revealed: :
*She confirmed the nursing staff should have
documented on resident 2 for 24 hours.

*She agreed the nursing staff needed to be more
pro-active with using the provider's fall policy.

Surveyor 23059

3. Review of resident 5's 2/22/14 nurse's notes
revealed at 7:30 p.m. he had fallen in his
bathroom doorway. Alarge amount of bicod was
noted coming from his left ear. His face had
started to swell. The resident was transported by
ambulance to the emergency room at 8:15 p.m.
that day. He returned to the facility on 2/23/14 at
1:30 a.m. He had a large pressure dressing to the
left side of his head. He had a laceration on his
left ear that had required stitches. No vital signs
or neurological checks were found documented
at the time of his return from the hospital.

Review of resident 5's 2/23/14 nurses notes
revealed an entry at 5:00 a.m. that stated "neuros
WNL {within normal limits]". At 10:00 a.m. his vital
signs had been taken and recorded. No further
vital signs or neurological checks had been found
documented in those nurses notes.

Review of the 2/23/14 emergency room discharge
orders revealed the physician was to have been
notified if there had been any neurological
changes.
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Interview on 9/25/14 at 12:25 p.m. with the DON
revealed she would have expected neurological
checks and vital signs to have been documented
on resident 5 according to their policy.

Surveyor: 32333

4. Review of resident 3's complete medical record
revealed: :

*She had been admitted on 11/2/12.

*She had medical diagnoses that included but not
limited to dementia (altered mental status),
diabetes, and high blood pressure.

*She had been on psychotropic medication (alters
mental thinking).

Review of resident 3's nursing notes from 6/23/14
through 9/24/14 revealed:

*On 6/24/14 at 1:05 a.m. the resident was sitting
on the floor beside her bed.

*At 8:00 a.m. on the same date as above she was
found on the floor lying next to her bed.

*On 7/6/14 she was found on the floor in front of
her wheelchair.

*On 7/14/14 she had rolled out of her bed onto
the floor.

*There had been no further follow-up
documented regarding the resident’s falls.

5. Review of resident 4's complete medical record
revealed:

*She had been admitted on 8/19/09.

*She had medical diagnoses that included but not
limited to mild dementia, high blood pressure, and
congestive heart failure.

*She had been on psychofropic medication.

Review of resident 4's nursing notes from 5/28/14
through 9/24/14 revealed on 6/17/14 the resident
had been found sitting on the floor. There had
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been no further follow-up documented regarding
her fall.

Surveyor: 23059

6. Interview on 9/25/14 at 12:25 p.m. with the
DON revealed she would have expected the Falls
policy to have been followed after every resident's
fall.

Review of the provider's November 2002 Falls
policy revealed:

*Purpose "To ensure that all residents are
evaluated for injuries after a fall.”

*"Foliow through consists of (if there is no head
injury):

-"Monitoring vital signs as indicated by
assessment.”

-"Assessment of pain, discomfort, rotation, and
bruising or abrasions every 8 hours for minimum
of 24 hours."

*Nurse performs range of motion (ROM), neuro
checks, (if there is a head injury} assessment for
rotation and vital signs.”

*'Neuro checks consist of vital signs, level of
consciousness, motor function, pupil response
and pain response.”

*"Neuro's done when any resident suspected of
hitting head:

-Every fifteen minutes times (x) four.

~Every thirty minutes x four.

-Every hour x four.

-Every four hours x four.

-Every eight hours x four.
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