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ALLEGATIONS/INDIVIDUALS

The fachlity must not employ indlviduals who have
bean found guilty of abusing, neglecting, or
misirealing rasidents by a court of lav/; or have !
had a finding entered into the Slate nurse aide
registry concerning abuss, neglact, misireaiment
of residents or misappropriation of their property;
and report any krnowledge it has of actions by a
court of law against an amployss, which would subrmisston of the response to
{ndicate unfitness for service as a nurse aide or .

othar facliity staff {o the State nurse aide reglstry

i i the Statement of Deficlency
or licensing auiheritias,

y signed does not
The facillty musi ensure thal all alleged viokations by the underslg

involving mislrealment, neglect, or abuse,

including injuries of unknown sourcs and i Constitute as admlssion that
misappropdation of resident properly are reported )

immediately to the adminlsirator of the facility and a deficlency exit, were

to other officials in accordance with State law ,
through established procadures (including to the correctly ctted and/or require

State survey and certification agency).
correction.
The facliity must have evidence that alf allsged
violalions ara thoroughly investigated, and must
provent further polential abuse whila the
Investigation Is In progress.

Ths results of all investigations must be reporiad
to the administralor or his designated
rapresenialive and lo other ofticlals in accordance
with State taw {nctuding to the Siate survey and
certification agengy) within 5 working days of the
incldant, and if the allaged viclation is verified
appropriale correciive action must be taken,

LARORATORY DlﬂECﬁ)E‘/Z})? PROVIDERSHPPLIER REPRESENTATIVE'S STGMATURE ) (/7 ' 7 TIVLE l?:ﬁli)i\'
\ACURGRAM_ Wil Stody 0/ /}3

Any deficlency sla;?nont ending wilh an asterisk {*} denales a deficlancy which the Insmullon‘ﬁ\ay bo excused from correcting providing it [s determingd Lhal o !

ather safeguards pfbvide suffictont protection b the patieats. (See tnstructions) Fxeept for.nursing homes, the findings stated above ate disclosabla 00 days
fallawing the dato Bf strvey whother ar not a plan of correction Is pravided, For nursing homas, the abova findings and plans of correctlon arg disclosable 14

days faliowing \he dale thase documants are made avallable to the faclty. (f daliclencles are ¢iled, an approved plan of corraction Is requlsite to continued
program pasticipation,
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Conilinued From page 1

This REQUIREMENT s nol met as evidanced
by:

Based on record raviews, staff and physician
intarviews, the facility falied to submit a 24 hour
and a 5 day rapost to the Hoallh Care Regisiry for
an Injury of unknown origin for 1 of 3 residents
{Rasident # 2) reviewed for accidents of unknown
orlgin.

Findings include:

Resldaent ¥ 2 was admilted on 11-27-13 with the
following diagnoses: abnormality of gait localized
primary oslaoarthrills of lefl leg,
moderately/sevare osteopenia, left knee
defarmily, dementia with behaviors, tack of
caordinafion and muscle weakness.

Arecord raview of the Minimum Dala Set (MDS)
dated 8-1-13 revealed the resident was not
intarviewable and a BIMS {Brief Interview for
Mental Stalus) score was unable to be obtalped
due to her dementia status. The resident required
axiensive assistancs with bed mobilily and
transfers but could propel self throughout the
facility using her feet to paddie her wheelchair.

A racord review of the care plan dated 8-10-13
addressad the polential for allaration in comfort
rslated to and slags ostecarthritis of the left knee,
Fudher review revealad the resident as a falls
fisk. The reskient was assessed as being o sland
and pivot transfer dure o her fear of falls,
Resident # 2 would become exiremely agitaled
and combative whan a lifl was usad, therefore
creatlng a greater risk of injury.

Aroacord raview of the nurse ' s notes daled
8-15-13 revealed ihe rasident was found by NA #

¢ F228

In the facliity

All resldents have the potential

practice. Recently & previoys

facllity investigations have been

Federal Regulatlons

Restdent #2 Is no fonger o resident

be effected by this allege deficlent

sudited by the Adminlstrator and
Dlrectar of nursing to ensura that
Invastigations were reported and

Inwestigated within the $tate and

8/15/13

to

9f30/13
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1 attemipling 10 gel in her bed and asked the Administrator received re- education
resident If she needed help, The resident told the 9/26/13
NA that her ankle hurt, NA#2 enlered the room to T
assist NA# 1 to stand and plvet the resident to
the bed. The nurse assessed the ankle after the
resldent was lylng in the bed and noled there was
" movement above the ankle where there shouldn
"the ", Per the record, the physician was notifiad
at that time and an ordaer was received to obtain a
mobila x-ray al the facility,

Regarding the reporting requirements
of Injury of unknown origin

by the Reglona] Director of Operations,

A review was conducted of the mobile x-ray
report, dated 8-16-13 which confirmad a spiral o
fracluse lo he libia/fibula, ’

Further review of the nurses notos daled 8-16-13
rovealed the nurse contacled the physfclan with
the mobile x-ray resulis. Al that time an order was
received 1o ransport tha resident {o the hosplat
fer {urther {raalment

Administeator will provide re-education

for the Faclilty staff to Include

An Inlerview was conducted on 8-10-13 at o B \
5:00pm with NA # 3 who was presant at the tims administrative, nursing and ancillary 10/5/13
the swelling and brulsing 1o the loft ankle was .
noted. She slatad the resident was found staff related to reporting Injury of
attempling to puf herself in bed. NA#1 and NA #
2 assisted the residant to the bed and it was at unknown origin and, reporting an
this time the resident ¢ried out in pain and
indicated that lhera was pain In the feft ankle. NA fntent F-225.
# 3 slaled the resident was a two person assist lo
pivolfiransfer dus to her fear of falling from the
lift.

An Intervigw was conducted on 9-11-13 at 2:10
prm with the Registered Murse (RN} assigned to
Resident #2 on 8-15-13. She reported that she
had wilnessed the resident up at the dinlng room
table aating her meal independantly at 6:30 pm.
B The rasident showed no Indications of pain or

FORK CMS.2587{02-99) Pravious Varsons Obioleta EventifnTiFsy Fegaty ID: 923978 I continuation sheet Page 3 of §




DEPARTIMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 092612013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, (838-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIEIVCLIA {X2) MULTI'LE CONSTRUGTION (X3} DATE SURVEY
AND PLAM OF CORREGTION INENTIFICATION NUMBER: COMPLEYED
A BUILDING
C
346008 B, WiNg 0974212013
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE. 2P CODE
BLUMENTHAL JEWISH NURSING & REHAB CENTER $724 WIRELESS DRIVE
GREENSBORO, NG 27455
X410 SUMIMARY STATEMENT OF DEFICIENCIES ] PROVIRER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY £ULL PREFIX {EACH CORRECTIVE ACTION SHOULD 6 COVAETICN
TG REGULAYORY OR LSC IBENTIEYING INFORMATION) TAG CROSS.REFERENCED YO TS APPROPRIATE DATE:
’ . DEFICIENCY)
F 225 | Continuad From page 3 F 228

discomfort at that time. The RN roported thal she
had taken har evening break and when she
relurned sround 7:00 pm, NA# 1 asked herlo
coma lo Rasident #2 room. The nurse slated she
assessed the rasidents ' foot and noled the foot
was " Obviously broken, " The RN reported she
notified tha physictan at that ime who orderad a
mobile x-ray to be done In the facility,

During an interview on 9-11-13 at 2:50 pm with
NA# 1 who was assignad to Resident #2 on
8-15.13, It was ravealed NA # 1 was passing the
rosidents room and noliced tha rasidant
altempling lo get Into bad by harself. NA # 1
slated that she asked the resident If she was
ready 10 go lo bed and the resident replied that
she was because her ankla was hurting. Af this
fime, NA# 1 stated that she asked NA #2 and NA
#3 who were passing In the hall to assist her to
pul Resident #2 o bed. She stated the rosident
corplainad of pain and crled out during the
stand/pivot iransfer, NA# 1 stated she heard no
popping noises Indicating the fracture could have
occurred during the lransler, it was during the
time that NA# 1 and NA #2 were pulling on the
fesident’ s gown that the swelling and brulsing
was noted.

An inferviaw was conductad wilh NA # 2 on
8-11-13 2t 3:30 pm. She reperied that she
assisted NA # 1 to put the resident te bad and
that the resident only complained when they
altempied to stand her up. NA# 2 denled hearing
any popping noisaes durlng the fransfer, fndlcallng
that the resident may havs bean Injurad durlng
the ransfer. NA# 2 staled thal she nolicad the
swelling and brulsing lo the isft ankle when she
placad the resident on thea bad.

Incident / Accidents, concerns and
24 hour hour reperting wllt be
reviewed Monday — Friday daily 2

at the facility dally meetings by the
DON and Administrator to ensure
that any Issues of injury of unknown
origin are identified, lavestigated

and reported timely,
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On 9-11-13 al 4,10 pm, an interview Vias
conducled with the Administrator, She roporied
that she did nol investigate this fracture as sn
injury of unknown ‘origin and did not submit a 24
hour or 5 day report to the Heaith Care Reglsiry
because the physician desmed the lncldent as a
patholegical fraclure related to diffuse, severe to
mederate osleopenia, The Administrator followed
the facilily poficy with an In house investigation
which involyad intarviewing all slaff involved. Staff
1o resident abuse was ruled cut.

An intervisw was conducted on 8-12.13 at 8:45
am with Resident #2 physiclan. The physlclan
cama {o the facifity to explain that the fracturs (he
fesident recaived was pathological refated to her
past history of sovere osleopenia, He slated tha
fracture could have possibly eceurred while the
residont was self propelling herself using her fesl
1o peddle harsslf along In the hall, He staled that
tnjury did not always have 1o ocour fo cause a

i pathologleal fracture and the resident may not

i have experienced aculs pain until she was
assisted up and plvoted to the bed by the staff, At
this paint, the physician stalad the rasident may
have yalied out in pain. The physician stated
The nature of a splral fraclure Is depending on
the movament of the bona when the pathologicat
fraclurs ocours, ™

Administrator will reviev weekly

fesults to analyse for any trends

and report findings monthly for

3 months to the facllity QA
tomntittee, The QA committee
will evaluate the effectiveness of
the plan based on trends identifled
andimplement additional
Interventions as needed to

ensitre continuad comphianea.

Manltoring will be monthiy
times 3 months then
Quarterly for one year by

Admlnlstrator and/or deslgnee

]

FORM CMS-2567(02-99) Praviaus Varslans Ohsolats

Eveal [D; HFEH

Facdiity 1D; 922478

tFcontinvation sheel Page 5 of §




