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25 I F 225 The 24 hour report was sent into
e | Ry . (02~ (4) the correct agency immediately
ALLEGATIONS/INDIVIDUALS upon discovering that it had not
been sent on Friday, March 23,
The facliity must not employ individuals who have 2015
baen found guilty of abusing, neglacting, or
mistreating residents by a court of law; or have .. .
had a finding entered into the State nurse aide TPT?J Ad!'l’lll‘ll:lratt}l‘ a:"d th:tﬁ'lr‘ectﬂl‘
registry concerning abuse, neglect, mistreatmeant Of Nursing have reviewe =}
of residents or misappropriation of their property; regulation stating that the 24 hour
o an el s f ko b report must be sent nto the
indicate unfilness for service as a nurse aide or Departme nt_ ':ff _H&alth and Human
other facility staff to the State nurse aide registry Sew!ces, Division of Health
or licensing authorities, Services Regulation within 24
of noti i fani
The facility must ensure that all afeged violations hours n()t_lﬁ_t: ation of an i"ljl.lw of
involving mistreatment, neglect, or abuss, unknown c'"g"_'" 'U—'r]th
including injurles of unknown source and All staff and private sitters have
misappropriation of resident property are reported been or will be, prior to taking their
irmedie o it o o sty ad next assignment, reeducaled
| i
through established procedures {including to the concerning _athi’”““ “39“5;“:- E":d
State survey and certification agency). mls_:pp:up”a Onh as it relates 1o our {HI N ,iJE'
residents,
I;ﬂh:_ﬂ“”“f mﬁf “::;h'i':[:':g:? “‘la* :'L:'ﬁm t All licensed nurses have been or
ions are thor i igated, ' \ .
pravent further potential abuse while the :s‘:léiz?{n‘?:l?tr trg:llﬂggtg:jew next
investigation is in progress. IS,
concerning the process of
The results of all investigations must bs reported investigation and documentation of
reprosenalive and 1 oer ol accordance any injury. This reeducation
with State law (including to the State survey and Incluﬁies notifying th_e_D're'ﬂ':’r of
certification agency) within § working days of the Nursing or the Administrator of the
incident, and if the alleged violation is verified injury as soon as possible after
appropriate corrective acfion must be taken. discwery and stating whether CHltﬁ hﬁ"
there is a known origin for the
injury.
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Any deficlency stalement

irlg with =n asterisk (*} denotes a deficlency which the insttution may be excused from correcting providing i is determined that

olher safeguards provide suficant protection to the patients. (See nstuctions.) Excapi for nursing homes, the findings siated above are disclosabls 90 days
feliewdng the date of survay whether or not a plan of correction Is provided, For nursing homes, the above findings end plans of correction are disclosable 14
days following the date thess documents are made available to the faclily. If defickencles are clied, an approved plan of comrection is raquisite ta conlbimued

program paricipation,
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This REQUIREMENT is not met as evidenced Upon notification, the Director of D"'-"H}IE
bg;m o obsarvatl i roview. and staff Nursing will log each injury onto
opsanvation, record réyview, a 3 1 H H
Interviaws, the facillty failed to submit a 24 hour the Injury L.og and indicate if there
report for 1 of 2 Residents (Resident # 3) is a known origin. Ar!:‘l" injury ﬂ'l_Eit is
reviewed for injuries of unknawn origin. not explained by an incident will be
The findings included: reported within 24 hours of the

Resident #3 was admitted to the facllity on

11/11/08. Resident #3 had diagnoses including notification to the Department of

alzhiemar * s, vascular dementia, hypartension, H_E*?Ith and Human Services,
renal insufficiency. The Minimum Data Set{(MDS) Division of Health Services
dated 12/24/14, indicated Resident #3 had short Regulation on the appropriate
and long term memory and decision making form, number 4501,

problems, Resident #3 required extansive to total
assistance with all activities of daily, transfers and

mobility.

Review of the nurse ' s note dated 3/20/15 at The Administrato cu !
7:15AM, indicated a bruise noled on right leg, the the review of the 1;:;:“ dfﬂ rﬂﬁr}the Uy U‘}I}S’
responsible person was cafled. There was further . ry Log

assessment or documentation to indicate the Injury Log Monitoring tool every

condition of the bruisa or any treatment that was morning meeting for 4

provided. weeks, three morning meetings a

Review of the record revealed there was no 24
hour report submitted for the injury of unknown week for 4 weeks, and then one

origin to Resident #3 right leg. morning meeting per week for 8
During an chservation on 3/23/15 at 2:00PM, weeks.

Resident #3 was lying in bad with a large ralsed
purple bruise on her right shin above the shin
bona, Sitter #1 indicated that she had spoken
with NA#1 about the brulse Thursday morning.
During an interview on 3/23/15 at 3:00PM, the
diractor of nursing stated that the 24 hour
invesligation was not submilled because it was
assumed the administrator had submitted to the
state agency. She furthar stated the investigation
was inclusive since all the Information regarding
the bruising had not been determinad and all staff
interviews had not bean complsted.

During an interview on 3/23/15 at 4:00PM, the
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administrator indicated the 24 hour
raporifinvestigation had not bean submitted to the
state agency hecause it was assumed the .
director of nursing had completed the The Admir_mistratur and Director of
responsibility. She acknowledged the 24 hour Nursing will present documentation
raport should have been submitted timely in to the Quality
ﬁmaiﬂ;mﬂﬂgﬁm at :00AM, NA #1 Assurance/Performance
uring a : \ :
indtca?ed that she had showerad Residant #3 on Improuer_nent Committee of the
the scheduled shower day (3/19/15) at 7:30AM reeducation of all staff members
and returned Resident #3 to her room around and privately paid sitters.
Bﬂﬂmtanl did ;ot nﬁga: azwhguvlsmg 1?1n The Administrator will report the
rasident’ s lag after s 8 rad the : TP
resident, NA#1 repeorted the following day she results ﬂf,t hEt_ Injury LOQ Mopltarlng
and the sitter #1 had a discussion about the form monitoring to the Quality
bruise on Resident #1 at which time she did not Assurance/Performance
rimrt the disca:si:n regmins: the bruise to the Improvement monthly for review
charge nurss, thinking it already baen i
reported. NA#1 indicated that it was her and recommandat:qns .for the
responsibility to report the discussion about the duration of the monitoring
bruise to the charge nurse on duty and director of timeframe of 16 weeks.
nursing. NA#1 indicated that she had not reported
tha discussion about the bruise untll she was
contacied by the director of nursing on 3/23/15,
During an cbearvation on 32415 at S:36AM,
Resldent #3 ' s bruise remained reddishipurpla in
color. She did not complain of pain and she
remained in the fetal position while seatad in the
gari-chair,
Buring an interviaw on 3/24M15 at 9:35AM, silter
#2 Indicated when sha arrived on 2nd shift duty
she noticed the bruize on Resident #3 right shin,
She was for sure the bruise was not on Resldent
#3 on Monday through Wednesday, Silier #2
indicatad she noticed the bruise on the shin on
Thursday (3/18/15) svening around 8:00PM
which was very largse in size about 3-4 inches and
2 1/2 wide and dark purple. She further stated
she went straight to nursing staff (o inquire about
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what happened. She added that the nurse cn
duty did not measure or do an assessment of the
bruise, nurse just made a stalement it may hava
been from improper lifing technigques. Sliter #2
indicated that she contacted sitter #1 to find out
what happened during the day, at which fima she
was Informad that sitter #1 had a discussion with
NA#1 about the bruiss.

During an interview on 32415 at 10:01AM, sitter
#1 indicated that she had noticed the bruise on
Resident#3 leg on 3/19/15 after the resldant had
raturned from her scheduled shower, Sitter #1
indlcated she had a discussion with NA#T about
the brulse when the resident had returned from
the shower inquiring about how and what
happaned. Sitter staled that she had assumed
NA#1 had reported the bruise lo the charge nurse
on duty. She stated sha did talk wilh sitter #2 on
sacond shift when she called and asked how and
when the bruise happened whan she arrived on
duty. Sitter #1 stated she iold sitter #2 that she
had spoken with NA#1 about it that morning and
assumed it had been reported to nursing staff,
During an interview on 3/24/15 at 4:40PM, NA#2
indicated that sitter #2 had asked her what
happened to Resident #3 ' s right leg. She
indicated that both of tham looked at the lag and
the right shin area had reddish/burgundy raised
bruise on the shin. She indicated that sitter #3
reporied the concern to nurse on duty that
avaning.

During a follow up interview on 3/24/15 at
4:50PM, director of nursing indicated that the 24
hour report was submittad on 3/23/15, and staff
had not properly followed the reporting and
submission procedures for injuries of unknown
origin.

Nurse #1 was unavailable for interview after
several attempls.
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