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and rose herself up to her wheelchair. According
to the progress note, a staff member who was in
the dining room reported the resident did not fall.
The facility concluded the fall did not occur and
did not analyze it further.

The nurse note dated 9/14/13 documented the
resident was found sitting on the bed, and
reported she had a fall. The nurse assessed the
resident and the resident did not report pain.
There was no documented evidence that an initial
evaluation of the fall occurred. The
interdiscipiinary team (1D7T) progress note dated
9/16/13, two days later, documented the resident
would have required assistance in order to get up
had she fallen, therefore the IDT determined the
fall was unikely and did not evaluate possible
risks and/or hazards related to the fall.

On 10/22/13 at 3:22 p.m,, during an interview, the
Director of Nursing (Staff A} stated further '
analysis of the fall on 9/14/13 did not occur,
because the |DT team determined the resident
was unable to get up from the floor without staff
assistance.

On 10/22/13 at 2:45 p.m., during an interview,
Staff B reported she found the resident sitting on
the side of the bed, and when she asked the
resident what happened the resident stated she
had fallen. Staff B reported the resident would
ambulate incependently and get cut of bed an her
own without staff assistance.

Review of the record revealed on 9/18/13
Resident #1 was found sitting on the floor in front
of the bathroom doar. The resident complained
of mid upper back pain that radiated to the front

of her chest, and was medicated with as needed

ITL Measures the nursing home
will take or the systems it will alter to
ensure that the problem does not recur:

Staff members have been re-educated
regarding the requirement to report and
perform an investigation for resident
selfereported falls. The investigation is
to be documented on the Electronic
Accident and Incident Report (eAl),
which runs its user through the proper
steps of an investigation to include
identifying possible risks and or
hazards associated with a resident’s
self-reported fall. Appropriate
interventions will be noted therein.

Iv. How the nursing home plans
to monitor its performance to make
sure that solutions are sustamed:

Accident anrd Incident reports will be
reviewed by the Resident Care
Manager RN to ensure that a
comprehensive investigation has been
performed for witnessed and self-
reported falls. Investigation findings
will be reviewed during the daily
Clinical Meeting process as well.
Findings will be reviewed during the
next three scheduled QA meetings to
ensure that ongoing compliance is
sustained.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
905325 B. WING 10/22/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
835 MADISON AVENUE NORTH
ISLAND HEALTH & REHAB CENTER
BAINBRIDGE ISLAND, WA 98110
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY?}
| ilisfiz
F 323 Continued From page 2 F 323

FORM CMS-2567(02-98) Previous Versions Obsolete

Event i3 0YRE11

Facility #: WAZ3300

if continuation sheet Page 3of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDRICARE & MEDICAID SERVICES

PRINTED: 10/30/2013
FORM APPROVED
OMB NO, 0938-0391

for comparison.”
Resident #1 had two recent self reported falis
facility failed to identify possible risks and or

hazards associated with the resident's
seif-reported falls, and the resident was [ater

. hody.

documented, "mild compression of a mid-thoracic
veriebral body, age uncertain without old studies

which facility staff concluded did not occur. The

found on the ficor by staff. This failure may have
- contributed to the resident possibly sustaining a
' mild compression of the mid thoracic vertebral

|

- responsibie to ensure correction:
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" pain medication. The resident later complained
. of back pain and pain with breathing.
Review of the x-ray report dated 9/18/13 . _
Y. Dates when corrective action

will be completed: Nov 15,2013
V1. The title of the persor/s
Administrator, Director of Nursing,

Educational Training Director,
Resident Care Managers
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