


Residential Care Services
 Investigation Summary Report

Provider/Facility: TOUCHMARK ON SOUTH HILL
(686136)

Intake ID(s): 3493999

License/Cert. #: AL1004
Investigator: Reed , Sharon Region/Unit: RCS Region 1/Unit A Investigation

Date(s):
02/28/2018
02/28/2018

through

Complainant Contact Date(s):
Allegations:
1. A named resident fell three times self-propelling her wheelchair into and out of her bathroom. She fell trying to navigate over
a new transitional strip that had been recently replaced and was noted to be elevated. Facility nursing staff placed interventions
for an urgent maintenance work order and frequent checks every hour at night with toileting offered were implemented after
additional falls.

2. The transitional strip was identified as the cause of fall and an urgent work order was placed on 2/14/18. The transitional strip
was replaced on 2/16/18.

Investigation Methods:
Sample: 4 sample residents Observations: care and services were

observed including
toileting

Interviews: were conducted with
named resident, other
residents, care staff,
nurses, maintenance staff
and administrative staff.

Record Reviews: The resident's medical
records including the
resident's negotiated
service agreement,
progress notes, physician
orders, work orders and
facility investigative
reports.
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Allegation Summary:
1. Observations were made and interviews were conducted with caregivers and nursing staff. Staff were observed attentive to
residents and provided care and services including supervision and toileting. The named resident was observed self-propelling in
her wheelchair and was able to navigate over a transitional strip between the dining room and common area. The resident was
not able to remember the events. During interviews and record reviews, the resident had sustained an initial fall out of her
wheelchair on 2/14/18 while crossing over the transitional strip to her bathroom. The transitional strip was identified as being too
high and caused her fall. Staff placed an urgent work order on 2/14/18 into maintenance. After an additional fall, nursing staff
placed further inventions of hourly checks and toileting assistance and took action after the resident complained of pain. The
facility staff conducted an investigation. Staff made the appropriate reports to family, primary care provider and the
Department. No failed practice cited with quality of care.

2. Per further interviews with maintenance staff, the urgent work order placed on 2/14/18 was not seen and acted upon until
2/16/18. Maintenance staff stated e-mails were reviewed once a day in the morning. However the next morning on 02/15/18,
due to snow, the maintenance staff were out in the field and had not seen the order until the following morning on 2/16/18. The
resident sustained two additional falls when navigating the transitional strip. The resident complained of pain and was sent out
to a local hospital and was diagnosed with a  and provided pain medication. Failed practice was identified
for failure to ensure the resident's room was free of hazards. Action was not taken timely and the resident sustained two
additional falls.

Unalleged Violation(s): Yes No

Conclusion /
Action:

Failed Provider Practice Identified /
Citation(s) Written

Failed Provider Practice Not Identified /
No Citation Written

See Statement of Deficiency dated 02/28/18. Cited 388-78A-2700 (2)(a) The facility failed to maintain the premise free of
hazards.
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