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A complaint investigation survey was conducted
from 02/27/17 through 03/01/17. Immediate
Jeopardy was identified at:

CFR 483.10 and 483.12 at tag F221 at a scope
and severity of J

CFR 483.20 at tag F278 at a scope and severity
of J

CFR 483.25 at tag F323 at a scope and severity
of J

The tags F221 and F323 constituted Substandard
Quality of Care.

Immediate Jeopardy began on 02/16/2017 and it
is ongoing. A partial extended survey was
conducted.

F 221 | 483.10(e)(1), 483.12(a)(2) RIGHT TO BE FREE F 221
ss=J | FROM PHYSICAL RESTRAINTS

§483.10(e) Respect and Dignity.

The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical symptoms,
consistent with

§483.12(a)(2).

42 CFR §483.12, 483.12(a)(2)

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/06/2017

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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any physical or chemical restraint not required to
treat the resident’'s symptoms.

(a) The facility must-

(1) Ensure that the resident is free from physical
or chemical restraints imposed for purposes of
discipline or convenience and that are not
required to treat the resident’'s medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

Based on observations, medical doctor interview,
staff interviews and record reviews the facility
utilized a device without considering it to be a
restraint and without a medical symptom. The
Transfer Handle entrapped the resident and when
the resident was found, he was dead. This was
for 1 of 1 sampled resident with a Transfer
Handle (Resident #1).

Immediate Jeopardy began on 02/16/17 when
Resident #1 was found lying on his left side on
the fall mat beside the low bed with his head
entrapped in the Transfer Handle. When found by
the staff the resident was dead.

The immediate jeopardy is present and on-going.
The Findings included:

Resident #1 was initially admitted to the facility on
12/03/04 and expired in the facility on 02/16/17.

Resident #1's diagnoses included blindness,
cerebrovascular accident, right sided
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hemiplegia/hemiparesis, vascular dementia,
history of convulsions, heart failure, and major
depressive disorder.

Review of Resident #1's most recent
comprehensive minimum data set (MDS) dated
10/30/16 revealed that Resident #1 had long and
short term memory problems and was moderately
impaired for daily decision making. No behaviors
were identified on the MDS. The MDS further
revealed that Resident #1 required extensive
assistance of 1 staff member for bed mobility and
required extensive assistance of 2 staff members
for transfers. The MDS stated that Resident #1
was 72 inches tall and weighed 198 pounds. No
falls were identified since the prior MDS. The
MDS also revealed that Resident #1 received
hospice services and indicated no physical
restraint was used while Resident #1 was in the
bed.

A fall care plan updated on 11/16/16 specified the
resident was to have positioning bars for
positioning and fall mats on both sides of the bed
while in bed to avoid injury from a fall.

Review of the cumulative physician orders for
02/01/17 through 02/28/17 revealed that on
11/22/16 a physician's order was written for
"positioning bars on both sides of bed for
assistance with positioning and trunk control."
The facility was unable to locate the original
order. Further review of the medical record
revealed no diagnosis or medical symptom for
use of the transfer handle and did not reveal a
side rail assessment or a restraint enabler
decision tree.

Review of a nurse's note dated 02/16/17 at 11:32
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PM read, "Resident #1 was observed not
breathing at 5:15 PM. Skin color pale, Resident
#1 was lying on his left side. Floor mats were in
place, bed was in low position and head of bed
was elevated between 45 and 90 degrees.
Hospice nurse was notified. Family was notified
and physician was notified." The note was signed
by Nurse #1.

Observations on 02/27/17 at 10:00 AM and again
on 02/28/17 at 10:00 AM made of Resident #1's
bed revealed a bed that was approximately 80
inches long and contained a Transfer Handle on
each side of the bed. The transfer handle was
approximately 18 inches from the top of the bed
making the bottom of a pillow in line with the
transfer handles. The transfer handle was a 24
inches by 4 inches wide by 24 inches tall metal
rail and was perpendicular to the bed. When
attached the vertical bar created 90 degree angle
to a flat mattress. The transfer handle was
attached to the bed frame per the manufacture
instructions.

Interview with the Assistant Director of Nursing
(ADON) on 02/27/17 at 11:50 AM revealed that
on 02/16/17 the Director of Nursing (DON) had
been on vacation and she was working late that
evening finishing up some paper work in the
office. The ADON stated she had gone to get a
chart and was walking down the hallway when
she noted Nursing Assistant (NA) #2 summoning
her to Resident #1's room. The ADON stated she
put the chart down and ran to Resident #1's
room. The ADON stated that when she entered
Resident #1's room Nurse #1 informed her
Resident #1 was a hospice patient and had a Do
Not Resuscitate order in place and he had
expired. The ADON stated when she entered
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Resident #1's room she saw Resident #1 lying on
the floor with his head resting on the mattress
and his chin "touching" the transfer handle. The
ADON described the color of Resident #1 as a
"little yellow." The ADON stated she directed the
staff to lower Resident #1's head to the floor and
then assist the body back into bed. The ADON
stated she was unaware of how long the incident
had been going on and she did not think staff
knew she was there because she was working in
an office with the door closed and had come out
to obtain a chart and the staff saw her and
summoned her so she just was really not clear on
what happened but she had some "concerns with
the way Resident #1 was positioned."

Interview with the Administrator on 02/27/17 at
12:13 PM revealed that on 02/16/17 at
approximately 5:30PM she got a phone call from
the ADON and was informed that Resident #1
had expired. The initial call from the ADON was
that the staff stated Resident #1's head was
caught in the side rail, so the Administrator told
the ADON that she would be on her way back to
the facility. The Administrator stated she returned
to the facility around 8:00 PM and immediately
started interviewing the staff. The Administrator
stated that she went into Resident #1' s room and
observed that Resident #1 did not have side rails
he had assist bars that were 4 inches wide and
the assist bars were not considered a side rail or
a restraint. The Administrator stated that she
observed Resident #1's body and did not see any
bruising or discoloration, she stated he did have
red bumps on his neck but that he had been
shaved earlier in the day but nothing that had
indicated he had got hung on the assist bar. The
administrator stated that through her interviews
she got the same story of what happened and
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even took it a step further and brought the staff to
the desk and used charts to simulate what
happened. The staff told her that Resident #1
was sitting on the fall mat with his shoulders
leaning on the mattress, his head was lying on
the mattress and his forehead and chin were
touching the assist bar. The administrator stated
she asked the staff what he looked like and they
stated he was white as a ghost but did not see
bluish color to him. The administrator stated at
that time she had no reason to believe the assist
bars had anything to do with his death.

Interview with NA # 4 on 02/27/17 at 2:58 PM
revealed that she routinely cared for Resident #1.
NA #4 stated she had fed him breakfast and
lunch on 02/16/17 and he was his usual self. NA
#4 stated that Resident #1 was a "wiggler in bed
and always leaned to the left side of the bed." NA
#4 stated she frequently throughout her shift
would have to reposition Resident #1 back to the
middle of the bed.

Interview with NA #2 on 02/27/17 at 3:05 PM
revealed that she routinely took care of Resident
#1 and Resident #1 quite often slid to the left side
of the bed and she would have to straighten him
back up. NA #2 stated that Resident #1 was a
"busy body" and would scoot from the middle of
the bed to that left side of the bed. NA #2 also
stated that because Resident #1 had swallowing
issues they had been advised to keep the head of
his bed elevated. NA #2 stated that on 02/16/17
at approximately 5:15 PM-5:30 PM they were in
the dining room and NA #1 had taken Resident
#1's tray to his room to assist him with the meal.
NA #2 stated that immediately NA #1 came
running back into the dining room and stated "he
is choking." NA #2 stated that all the staff jumped
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up and ran to Resident #1's room. NA #2 stated
that when she entered Resident #2's rooms she
could tell "he was dead, there was no movement,
he was limp, and his face was completely white."
NA #2 stated that Resident #1's bed was in low
position and the head of the bed was elevated
between 45 and 90 degrees and Resident #1's
chin was "hooked" on the transfers handle with
his neck between the mattress and the handle.
NA #2 stated that Resident #1's body was lying
parallel to the bed except his head which was
"hooked" on the transfer handle. NA #2 stated the
bar was tight against Resident #1's neck under
his chin (pointed to the larynx area) and stated
that they had to lower the head of the bed to
remove Resident #1 from the transfer handle. NA
#2 stated that after they removed Resident #1
from the transfer handle there was a red area on
his neck under his chin (pointed to larynx area)
where the transfer handle had been.

Interview with Nurse #1 on 02/27/17 at 3:24 PM
revealed that she was the nurse taking care of
Resident #1 on 02/16/17. Nurse #1 stated she
arrived for her shift at 3:00 PM and got report and
counted the medication cart and then walked
down the hallway to check on her patients. Nurse
#1 stated that at that time Resident #1 was in his
bed in low position and the head of the bed was
elevated and he was his "normal self." Nurse #1
she had come up the hall after ending her
medication pass at around 4:30 PM and again
looked in on Resident #1 and he was he was
alive and well. Nurse #1 stated that after she
completed her medication pass she had gone
into the dining room to wait for the dinner tray so
she could assist residents with the meal. Nurse
#1 stated that at approximately 5:15 PM NA #1
took Resident #1's tray to his room to assist him
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with the meal. Nurse #1 stated that immediately
NA #1 came running back to the dining room
hollering for help. Nurse #1 stated that all the staff
jumped up and ran to Resident #1's room. Nurse
#1 stated she walked around the side of the bed
and Resident #1 was lying on the floor parallel to
the bed with his chin firmly between the transfer
handles and his neck between the transfer handle
and the mattress. Nurse #1 stated that she had
summoned for the NA to get some help because
she had no idea what to do. Nurse #1 stated that
she did confirm that Resident #1 had expired with
no respiration and had a Do Not Resuscitate
order in place. The ADON advised them to place
Resident #1 back in the bed and perform post
mortem care. Nurse #1 also stated that they had
to lower the head of the bed to remove Resident
#1 from the transfer handle. Nurse #1 stated she
had notified the hospice provider, the family, and
the physician that Resident #1 had expired.

Interview with NA #3 on 02/27/17 at 4:39 PM
revealed that she routinely cared for Resident #1
and on 02/16/17 at approximately 3:45 PM she
had provided incontinent care to Resident #1. NA
#3 stated that when she entered his room he was
lying on his side on the left side of the bed and
she had to reposition him near the middle of the
bed and after providing care and repositioning
Resident #1 she had raised the head of his bed
and ensured the bed was in low position and left
the room. NA #3 stated that Resident #1 favored
the left side of his bed and generally about 3
times during her shift she would have to go in and
reposition Resident #1 near the middle of the bed
but he would always scoot back to the left side.
NA #2 stated that lately he would rest his head on
the transfer handle that was attached to his bed
and would often time throw his legs off the side of
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the bed. NA #3 stated that on 02/16/17 at
approximately 5:15 PM the staff was in the dining
room and NA #1 had taken Resident #1's tray to
his room to assist him with the meal. NA #3
stated that immediately NA #1 came running back
to the dining room and stated "Resident #1 is
choking", so we all jumped up and ran to his
room. NA #3 stated that when she entered his
room she could tell Resident #1 was dead, she
stated he was very pale and white in color. NA #3
stated Resident #1's body was lying on the floor
on the fall mat and his chin was between the
transfer handles with his neck between the
handle and the mattress. NA #3 stated that there
was a red line where the bar had been on
Resident #1's neck under his chin (pointed to
larynx area) and they had to lower the head of the
bed to remove Resident #1 from the transfer
handle. NA #3 stated that his bed was in the low
position and the head of the bed was just as she
had left it earlier after rendering care. NA #3
stated that after they removed Resident #1 from
the transfers handle they assisted the body back
into bed and post mortem care was provided.

Interview with the Director of Maintenance on
02/28/17 at 10:00 AM revealed that on 01/04/17
he had ordered a new bed for the facility. On
01/11/17 the new bed arrived to the facility and on
or around 01/16/17 he assembled the new bed
which included the Transfer handles. The Director
of Maintenance stated that the new bed had
come with Transfer handles and he attached
them to the bed per the manufacturer instructions
and once the bed was assembled the bed was
placed in an empty room until someone needed
the bed. The Director of Maintenance stated that
at some point Resident #1 needed a new bed and
someone had grabbed the bed with the Transfer
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handles on it and assigned it to Resident #1. The
Director of Maintenance stated he had no
involvement in assigning Resident #1 to the bed
with the Transfer Handles. The Director of
Maintenance stated to his knowledge the beds
were just switched and was not sure that there
was anything wrong with the old bed.

Interview with the hospice nurse on 02/28/17 at
11:06 AM revealed that she routinely visited
Resident #1 but had no involvement in assigning
a bed to Resident #1. The hospice nurse stated
that the facility would handle any type of bed or
device that was needed for the resident. The
hospice nurse stated that when she would visit,
Resident #1 was usually found him lying on his
left side with his head resting on the top upper rail
of the transfer handle. The hospice nurse stated
that she would move him closer to the middle of
the bed but Resident #1 would wiggle back to the
left side of the bed. The hospice nurse stated she
had no concerns with Resident #1's preferred
position of resting his head on the transfer handle
and if she would have had any concerns she
would have immediately notified the facility staff.
The hospice nurse stated that Resident #1 also
seemed to be comfortable and obviously
preferred the left side of bed. The hospice nurse
stated she had visited with Resident #1 on
02/15/17 and he was his usual self.

Interview with the Central Supply Clerk on
02/28/17 at 11:22 AM revealed that he had been
out of work for medical reason from 12/08/16 and
returned to work at the facility on 01/19/2017. The
central Supply clerk stated that when he left on
12/08/16 Resident #1 had a different type of rail
on his bed and when he returned to work at the
facility on 01/19/17 he had the Transfer handles
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on his bed. The Central Supply clerk stated that
Resident #1 was a "fidgety person in bed and
would pull himself around to the left side of the
bed a lot."

Interview with Director of Nursing (DON) on
02/28/17 at 12:04 PM revealed that she was on
vacation when Resident #1 expired and did not
participate in any type of investigation associated
with his death or the manner in which he was
found. The DON stated that Resident #1 was a
"busy body" in the bed and would pull on the
other devices that they had in place for him. The
DON stated that at one point Resident #1 was
able to pull a device called a "Halo" out of the
device that secured them to the bed. The DON
stated that they had tried several different types
of beds to find what would work best for Resident
#1 "but we felt like the Transfers Handle that
attached to the bed frame was sturdier and better
for him." The DON stated that she believed that
Resident #1 got the Transfer Handle a couple of
months ago but could not recall for sure.

Interview with NA #1 on 02/28/17 at 3:39 PM
revealed that she routinely cared for Resident #1
and on 02/16/17 at approximately 5:10 PM she
was in the dining room and when the trays arrived
she had taken Resident #1's tray down the hall to
his room to assist him with the meal. NA #1

stated that when she entered the room she saw
Resident #1's legs were outside of the bed. NA #1
stated when she got to the bedside she saw
Resident #1 with his chin between the transfer
handles and his neck between the handle and the
mattress and it was purple in the area of his
chin/neck (pointed to larynx area). NA #1 stated "I
ran for help but | knew that he was already dead,
he was making no noises, he was limp and very
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pale." NA #1 stated she ran and told Nurse #1
that "the rail is choking him come now." When
asked to describe the choking NA #1 replied "the
rail was in his neck, his neck was trapped in the
rail, and he could not get out of the rail." NA #1
stated that the head of the bed was elevated and
we had to lay the head of his bed flat to remove
him from the transfer handle. NA #1 stated that
when we removed Resident #1 from the transfer
handle there was blueish/purplish bruise still
present in the same area (points to larynx area)
where the transfer handle had been. NA #1 stated
that they were instructed to lower Resident #1 to
the floor and then back to bed and perform post
mortem care.

On 02/28/17 at 4:20 PM in a follow up interview
with the Administrator she stated that the assist
rail was 4 inches wide and physically impossible
to get your head stuck and the facility did not
consider the transfer handle a restraint or a side
rail. The Administrator stated she had not
re-enacted the scene as Resident #1's body was
still present in the facility at the time, however she
used charts to simulate the scene. The
Administrator failed to provide the written
information surrounding the circumstances of the
incident.

In an interview with the Medical Director (MD) on
03/01/17 at 4:08 PM revealed that he did not
recall writing the order for Resident #1 to have to
have the Transfer Handles but could not deny it.
The MD stated that he did not assess the need
for devices like that the facility would handle that
and notify him if they needed anything from him
or needed an order. To his knowledge and
recollection the MD stated he did not assess
Resident #1 for any transfer handle or other
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device for his bed.

The Administrator was notified of the immediate
jeopardy on 02/28/17 at 4:20 PM.

F 278 | 483.20(g)-(j) ASSESSMENT F 278
ss=J | ACCURACY/COORDINATION/CERTIFIED

(9) Accuracy of Assessments. The assessment
must accurately reflect the resident’s status.

(h) Coordination

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

(i) Certification
(1) A registered nurse must sign and certify that
the assessment is completed.

(2) Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

(j) Penalty for Falsification
(1) Under Medicare and Medicaid, an individual
who willfully and knowingly-

(i) Certifies a material and false statementin a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(ii) Causes another individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment.
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(2) Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to accurately code
the quarterly minimum data set assessment to
reflect the use of a physical restraint and hospice
service for 1 of 3 resident reviewed (Resident #1).
Resident #1's chin was restrained between the
two bars of a Transfer Handle that was attached
to his bedframe and his neck was stuck between
the Transfer Handle and the mattress. When the
resident was found, he was deceased.

Immediate Jeopardy began on 01/30/17 when the
nursing home failed to assess Resident #1 for the
use of a device that met the definition of a
restraint and had the effect of restraining the
resident. On 2/16/17, Resident #1 was found
lying on the left side of his body on a fall mat
beside the low bed with his head entrapped in the
Transfer Handle. When the resident was found by
the staff, the resident was dead. See findings in
1.a.

The immediate jeopardy is present and on-going.
The findings included:

1a. Resident #1 was initially admitted to the
facility on 12/03/04. Resident #1's diagnoses
included vascular dementia and heart failure.

A fall care plan updated on 11/16/16 specified the
resident was to have positioning bars for
positioning and fall mats on both sides of the bed
while in bed to avoid injury from a fall.

F 278
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Review of the cumulative physician orders for
02/01/17 through 02/28/17 revealed that on
11/22/16 a physician's order was written for
"positioning bars on both sides of bed for
assistance with positioning and trunk control."
Further review of the medical record revealed no
diagnosis or medical symptom for use of the
Transfer Handle and did not reveal a side rail
assessment or a restraint enabler decision tree.
In an interview with the Medical Director (MD) on
03/01/17 at 4:08 PM the MD revealed that he did
not recall writing the order for Resident #1 to
have to have the Transfer Handles but could not
deny it. The MD stated that he did not assess the
need for devices like that. The facility would
handle that assessment and notify him if they
needed anything from him or needed an order. To
his knowledge and recollected the MD stated he
did not assess Resident #1 for any Transfer
Handle or other device for his bed.

Observations on 02/27/17 at 10:00 AM and again
on 02/28/17 at 10:00 AM made of Resident #1's
bed revealed a bed that was approximately 80
inches long and contained a Transfer Handle on
each side of the bed. The Transfer Handle was
approximately 18 inches from the top of the bed
making the bottom of a pillow in line with the
Transfer Handles. The Transfer Handle was a tall
metal rail that measured 4 inches wide by 24
inches tall and was perpendicular to the bed.
When the Transfer Handle was attached to the
bedframe, the vertical bar created a 90 degree
angle to a flat mattress. The Transfer Handle
was attached to the bed frame per the
manufacturer's instructions and was not easily
removed.

Interview with the Central Supply Clerk on

F 278
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02/28/17 at 11:22 AM revealed that he had been
out of work from 12/08/16 and returned to work
on 01/19/2017. The Central Supply Clerk stated
that when he left on 12/08/16 Resident #1 had a
different type of rail on his bed and when he
returned to work at the facility on 01/19/17 he had
the Transfer Handles on his bed.

Review of Resident #1's most recent quarterly
minimum data set (MDS) dated 01/30/17
revealed that Resident #1 had long and short
term memory problems and was moderately
impaired for daily decision making. The MDS also
revealed that Resident #1 required extensive
assistance of one person for bed mobility and
required extensive assistance of two staff
members for Transfer. The MDS further revealed
that Resident #1 had no falls since the prior
assessment, indicated no physical restraint
(defined as any manual method or physical or
mechanical device, material or equipment
attached or adjacent to the resident's body that
the individual cannot remove easily which
restricts freedom of movement or normal access
to one's body) was used in bed or chair.

Interview with MDS Nurse on 03/01/17 at 10:30
AM revealed that she had completed the MDS
dated 01/30/17 for Resident #1 and she had not
coded any use of restraint because Resident #1
did not have a restraint. The MDS nurse stated
he had no side rails, he only had Transfers
Handles and those were used for positioning but
were not a restraint.

Interview with Nurse #1 on 02/27/17 at 3:24 PM
revealed that she was the nurse taking care of
Resident #1 on 02/16/17. Nurse #1 stated that at
approximately 5:15 PM NA #1 requested her
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assistance. Nurse #1 stated she walked around
the side of the bed and Resident #1 was laying on
the floor parallel to the bed with his chin firmly
between the Transfer Handle vertical rails and his
neck was between the Transfer Handle and the
mattress. Nurse #1 stated that she confirmed
Resident #1 had expired with no respiration and
had a Do Not Resuscitate order in place. Nurse
#1 also stated that they had to lower the head of
the bed to remove Resident #1 from the Transfer
Handle.

Interview with the Director of Nursing (DON) on
02/28/17 at 12:04 PM stated that Resident #1
was a "busy body" in the bed and would pull on
the other devices that they had in place for him.
The DON stated that at one point Resident #1
was able to pull a device called a "Halo Safety
Ring" out of the post that secured it to the bed.
The DON stated that they had tried several
different types of beds to find what would work
best for Resident #1 "but we felt like the Transfer
Handle that attached to the bed frame was
sturdier and better for him." The DON stated that
she believed that Resident #1 got the Transfer
Handle a couple of months ago. The DON also
stated that residents with side rails were
assessed using the side rail assessment located
in the electronic medical record and other devices
were assessed using the restraint enabler
decision tree also located in the medical record.
The DON stated that they did not consider the
Transfer Handle a restraint for Resident #1.

On 02/28/17 at 4:20 PM in an interview with the
Administrator she stated that the Transfer Handle
was 4 inches wide and physically impossible to
get your head stuck and the facility did not
consider the Transfer Handle a restraint or a side
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rail. The Administrator stated that all residents
with side rails were assessed for safety using the
side rail assessment document located in the
electronic medical record and that other devices
were assessed using the restraint enabler
decision tree. The Administrator stated that they
always try to use the least restrictive device
possible and they believed the Transfer Handle
was appropriate for Resident #1. The
Administrator stated that the Transfer Handle for
Resident #1 was used for positioning.

The Administrator was notified of immediate
jeopardy on 03/06/17 at 11:39 AM.

1.b. Review of a document titled, "Hospice and
Palliative care Certification/Recertification
Statement" that was found in the medical record
read in part, "l have reviewed the above
beneficiary's clinical circumstances and | certify
that the beneficiary is terminally ill with a life
expectancy of six months or less if the terminal
illness runs its normal course." The document
was signed by the hospice medical director on
01/04/17. The certification period was 01/18/17 to
04/17/17.

Review of Resident #1's most recent quarterly
minimum data set (MDS) dated 01/30/17
revealed that Resident #1 had long and short
term memory problems and was moderately
impaired for daily decision making. The MDS also
revealed that Resident #1 received hospice
services, but did not indicate that Resident #1

had a life expectancy of less than 6 months to live
(section J1400 of the MDS).

Interview with the MDS Nurse on 03/01/17 at
10:30 AM revealed that she had completed the
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MDS on Resident #1 dated 01/30/17 and that he
was receiving hospice care during the
assessment period. The MDS nurse stated that
they never checked the prognosis of less than 6
months to live (section J1400) on the MDS unless
the physician wrote a note stating that they have
6 months or less to live. The MDS nurse stated
that it was very rare for them to check that on the
MDS in section J, because "doctors do not time
frame how long someone has to live."

In a follow up interview on 03/01/17 at 11:28 AM,
the MDS nurse confirmed the assessment should
have reflected that Resident #1 had a life
expectancy of less than 6 months to live.

Interview with Director of Nursing (DON) on
03/01/17 at 4:31 PM revealed that she expected
the MDS to be completed accurately to reflect the
resident status.

F 323 | 483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT
ss=J | HAZARDS/SUPERVISION/DEVICES

(d) Accidents.
The facility must ensure that -

(1) The resident environment remains as free
from accident hazards as is possible; and

(2) Each resident receives adequate supervision
and assistance devices to prevent accidents.

(n) - Bed Rails. The facility must attempt to use
appropriate alternatives prior to installing a side or
bed rail. If a bed or side rail is used, the facility
must ensure correct installation, use, and
maintenance of bed rails, including but not limited
to the following elements.

F 278

F 323

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W49P 11

Facility ID: 923298

If continuation sheet Page 19 of 30




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

PRINTED: 05/01/2017
FORM APPROVED
OMB NO. 0938-0391

(1) Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with
the resident or resident representative and obtain
informed consent prior to installation.

(3) Ensure that the bed’s dimensions are
appropriate for the resident’s size and weight.
This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
record reviews the facility failed to identify a
Transfer Handle as an accident hazard for 1 of 1
residents (Resident #1) that resulted in a resident
becoming entrapped in a Transfer Handle and
when found by staff was dead.

Immediate Jeopardy began on 02/16/17 when
Resident #1 become entrapped in the Transfer
Handle that was attached to his bed. When
Resident #1 was found he was lying on his left
side on the fall mat beside the low bed with his
head entrapped in the transfer bar and was dead.

The immediate jeopardy is present and on-going.
The Findings included:

Review of facility policy titled "Bed Safety" revised
December 2007 read in part, To try to prevent
deaths/injuries from the beds and related
equipment (including frame, mattress, side rails,
headboard, footboard, and bed accessories), the
facility shall promote the following approaches:
identify additional safety measure for residents
who have been identified as having a higher than
usual risk for injury including entrapment (e.g.,
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altered mental status, restlessness, etc.)

Resident #1 was initially admitted to the facility on
12/03/04 and expired in the facility on 02/16/17.
Resident #1's diagnoses included blindness,
cerebrovascular accident, right sided
hemiplegia/hemiparesis, vascular dementia,
history of convulsions, heart failure, and major
depressive disorder.

Review of Resident #1's most recent
comprehensive minimum data set (MDS) dated
10/30/16 revealed that Resident #1 had long and
short term memory problems and was moderately
impaired for daily decision making. No behaviors
were identified on the MDS. The MDS further
revealed that Resident #1 required extensive
assistance of 1 staff member for bed mobility and
required extensive assistance of 2 staff members
for transfers. The MDS stated that

Resident #1 was 72 inches tall and weighed 198
pounds. No falls were identified since the prior
MDS. The MDS also revealed that Resident #1
received hospice services and indicated no
physical restraint was used while Resident #1
was in the bed.

A fall care plan updated on 11/16/16 specified the
resident was to have positioning bars for
positioning and fall mats on both sides of the bed
while in bed to avoid injury from a fall.

Review of the cumulative physician orders for
02/01/17 through 02/28/17 revealed that on
11/22/16 a physician's order was written for
"positioning bars on both sides of bed for
assistance with positioning and trunk control."
The facility was unable to locate the original
order.
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Review of a nurse's note dated 02/16/17 at 11:32
PM read, "Resident #1 was observed not
breathing at 5:15 PM. Skin color pale, Resident
#1 was lying on his left side. Floor mats were in
place, bed was in low position and head of bed
was elevated between 45 and 90 degrees.
Hospice nurse was notified. Family was notified
and physician was notified." The note was signed
by Nurse #1.

Observations on 02/27/17 at 10:00 AM and again
on 02/28/17 at 10:00 AM made of Resident #1's
bed revealed a bed that was approximately 80
inches long and contained a Transfer Handle on
each side of the bed. The transfer handle was
approximately 18 inches from the top of the bed
making the bottom of a pillow in line with the
transfer handles. The transfer handle was a 24
inches by 4 inches wide by 24 inches tall metal
rail and was perpendicular to the bed. When
attached the vertical bar created 90 degree angle
to a flat mattress. The transfer handle was
attached to the bed frame per the manufacture
instructions.

Interview with Nursing Assistant (NA) #2 on
02/27/17 at 3:05 PM revealed that she routinely
took care of Resident #1 and Resident #1 quite
often slid to the left side of the bed and she would
have to straighten him back up. NA #2 stated that
Resident #1 was a "busy body" and would scoot
from the middle of the bed to that left side of the
bed. NA #2 also stated that because Resident #1
had swallowing issues they had been advised to
keep the head of his bed elevated. NA #2 stated
that on 02/16/17 at approximately 5:15 PM-5:30
PM they were in the dining room and NA #1 had
taken Resident #1's tray to his room to assist him
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with the meal. NA #2 stated that immediately NA
#1 came running back into the dining room and
stated "he is choking." NA #2 stated that all the
staff jumped up and ran to Resident #1's room.
NA #2 stated that when she entered Resident
#1's rooms she could tell "he was dead, there
was no movement, he was limp, and his face was
completely white." NA #2 stated that Resident
#1's bed was in low position and the head of the
bed was elevated between 45 and 90 degrees
and Resident #1's chin was "hooked" on the
transfers handle with his neck between the
mattress and the handle. NA #2 stated that
Resident #1's body was lying parallel to the bed
except his head which was "hooked" on the
transfer handle. NA #2 stated the bar was tight
against Resident #1's neck under his chin
(pointed to the larynx area) and stated that they
had to lower the head of the bed to remove
Resident #1 from the transfer handle. NA #2
stated that after they removed Resident #1 from
the transfer handle there was a red area on his
neck under his chin (pointed to larynx area)
where the transfer handle had been.

Interview with Nurse #1 on 02/27/17 at 3:24 PM
revealed that she was the nurse taking care of
Resident #1 on 02/16/17. Nurse #1 stated she
arrived for her shift at 3:00 PM and got report and
counted the medication cart and then walked
down the hallway to check on her patients. Nurse
#1 stated that at that time Resident #1 was in his
bed in low position and the head of the bed was
elevated and was his "normal self." Nurse #1
stated she had come up the hall after ending her
medication pass at around 4:30 PM and again
looked in on Resident #1 and he was he was
alive and well. Nurse #1 stated that after she
completed her medication pass she had gone
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into the dining room to wait for the dinner trays so
she could assist residents with the meal. Nurse
#1 stated that at approximately 5:15 PM NA #1
took Resident #1's tray to his room to assist him
with the meal. Nurse #1 stated that immediately
NA #1 came running back to the dining room
hollering for help. Nurse #1 stated that all the staff
jumped up and ran to Resident #1's room. Nurse
#1 stated she walked around the side of the bed
and Resident #1 was laying on the floor parallel to
the bed with his chin firmly between the transfer
handles and his neck between the transfer handle
and the mattress. Nurse #1 stated that she had
summoned the ADON because she had no idea
what to do. Nurse #1 stated that she did confirm
that Resident #1 had expired with no respiration
and had a Do Not Resuscitate order in place. The
ADON advised them to place Resident #1 back in
the bed and perform post mortem care. Nurse #1
also stated that they had to lower the head of the
bed to remove Resident #1 from the transfer
handle. Nurse #1 stated she had notified the
hospice provider, the family, and the physician
that Resident #1 had expired.

Interview with NA #3 on 02/27/17 at 4:39 PM
revealed that she routinely cared for Resident #1
and on 02/16/17 at approximately 3:45 PM she
had provided incontinent care to Resident #1. NA
#3 stated that when she entered his room he was
lying on his side on the left side of the bed and
she had to reposition him near the middle of the
bed and after providing care and repositioning
Resident #1 she had raised the head of his bed
and ensured the bed was in low position and left
the room. NA #3 stated that Resident #1 favored
the left side of his bed and generally about 3
times during her shift she would have to go in and
reposition Resident #1 near the middle of the bed
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but he would always scoot to the left side. NA #2
stated that lately he would rest his head on the
transfer handle that was attached to his bed and
would often time throw his legs off the side of the
bed. NA #3 stated that on 02/16/17 at
approximately 5:15 PM the staff was in the dining
room and NA #1 had taken Resident #1's tray to
his room to assist him with the meal. NA #3
stated that immediately NA #1 came running back
to the dining room and stated "Resident #1 is
choking", so we all jumped up and ran to his
room. NA #3 stated that when she entered his
room she could tell Resident #1 was dead, she
stated he was very pale and white in color. NA #3
stated Resident #1's body was lying on the floor
on the fall mat and his chin was between the
transfer handles with his neck between the
handle and the mattress. NA #3 stated that there
was a red line where the bar had been on
Resident #1's neck under his chin (pointed to
larynx area) and they had to lower the head of the
bed to remove Resident #1 from the transfer
handle. NA #3 stated that his bed was in the low
position and the head of the bed was just as she
had left it earlier after rendering care.

Interview with the Director of Maintenance on
02/28/17 at 10:00 AM revealed that on 01/04/17
he had ordered a new bed for the facility. On
01/11/17 the new bed arrived to the facility and on
or around 01/16/17 he assembled the new bed
which included the Transfer handle. The Director
of Maintenance stated that the new bed had
come with Transfer handles and he attached
them to the bed per the manufacturer instructions
and once the bed was assembled the bed was
placed in an empty room until someone needed
the bed. The Director of Maintenance stated that
at some point Resident #1 needed a new bed and
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someone has grabbed the bed with the Transfer
handles on it and assigned it to Resident #1. The
Director of Maintenance stated he had no
involvement in assigning Resident #1 to the bed
with the Transfer Handles. The Director of
Maintenance stated to his knowledge the beds
were just switched and was not sure that there
was anything wrong with the old bed.

Interview with the hospice nurse on 02/28/17 at
11:06 AM revealed that she routinely visited
Resident #1 but had no involvement in assigning
a bed to Resident #1. The hospice nurse stated
that when she would visit Resident #1 was usually
found him lying on his left side with his head
resting on the top upper rail of the transfer
handle. The hospice nurse stated that she would
move him closer to the middle of the bed but
Resident #1 would wiggle back to the left side of
the bed. The hospice nurse stated she had no
concerns with Resident #1's preferred position of
resting his head on the transfer handle and if she
would have had any concerns she would have
immediately notified the facility staff. The hospice
nurse stated that Resident #1 also seemed to be
comfortable and obviously preferred the left side
of bed. The hospice nurse stated she had visited
with Resident #1 on 02/15/17 and he was his
usual self.

Interview with NA #1 on 02/28/17 at 3:39 PM
revealed that she routinely cared for Resident #1
and on 02/16/17 at approximately 5:10 PM she
was in the dining room and when the trays arrived
she had taken Resident #1's tray down the hall to
his room to assist him with the meal. NA #1

stated that when she entered the room she saw
Resident #1's legs were outside of the bed. Nurse
#1 stated when she got to the bedside she saw
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Resident #1 with his chin between the transfer
handle and his neck between the handle and the
mattress and it was purple in the area of his neck
under his chin (pointed to larynx area). NA #1
stated "l ran for help but | knew that he was
already dead, he was making no noises, he was
limp and very pale." NA #1 stated she ran and
told Nurse #1 that "the rail is choking him come
now." When asked to describe the choking NA #1
replied "the rail was in his neck, his neck was
trapped in the rail, and he could not get out of the
rail." NA #1 stated that the head of the bed was
elevated and we had to lay the head of his bed
flat to remove him from the transfer handle. Na
#1 stated that when we removed him from the
transfer handle there was blueish/purplish bruise
still present in the same area (points to larynx
area) where the transfer handle had been.

On 02/28/17 at 4:20 PM In an interview with the
Administrator she stated that the assist rail was 4
inches wide and physically impossible to get your
head stuck. The Administrator stated she had not
re-enacted the scene as Resident #1's body was
still present in the facility at the time, however she
used charts to simulate the scene. The
Administrator failed to provide the written
information surrounding the circumstances of the
incident.

The Administrator was notified of Immediate
Jeopardy on 02/28/17 at 4:20 PM.

F 514 | 483.70(i)(1)(5) RES

ss=p | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

(i) Medical records.
(1) In accordance with accepted professional

F 323

F 514
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standards and practices, the facility must
maintain medical records on each resident that
are-

(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

(5) The medical record must contain-

(i) Sufficient information to identify the resident;
(i) A record of the resident’s assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician’s, nurse’s, and other licensed
professional’s progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

This REQUIREMENT is not met as evidenced
by:

Based on record review, and staff interviews the
facility failed to provide complete documentation
of a significant event for 1 of 1 resident (Resident
#1).

The findings included:
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Review of a nurse's note dated 02/16/17 at 11:12
PM read, "Resident was observed not breathing
at 5:15 PM. Skin color was pale, resident was
lying on his left side. Floor mats were in place,
bed in low position and head of bed elevated
between 45 and 90 degrees. Hospice nurse
notified. Resident family notified and the
physician was notified." Signed by Nurse #1.
There was no additional documentation in the
medical record about this event.

Interview with Nurse #1 on 02/27/17 at 3:24 PM
revealed that she was the nurse taking care of
Resident #1 on 02/16/17 and that she wrote the
nurse's note dated 02/16/17 at 11:12 PM. Nurse
#1 stated that at approximately 5:15 PM on
02/16/17 she was summoned to Resident #1's
room because he was reportedly choking. Nurse
#1 stated she walked around the side of the bed
and Resident #1 was lying on the floor parallel to
the bed with his chin firmly between the transfer
handles and his neck between the transfer handle
and the mattress. Nurse #1 stated that she had
summoned for the Nursing Assistant (NA) to get
some help because she had no idea what to do.
Nurse #1 stated that she did confirm that
Resident #1 had expired with no respirations and
had a Do Not Resuscitate order in place. Nurse
#1 also stated she was told by the Assistant
Director of Nursing (ADON) to only document that
they found him unresponsive and to not
document how he was found or any details of the
event. Nurse #1 stated, "I documented what she
told me to document.”

Interview with the ADON on 02/27/17 at 11:50 AM
revealed that she was summoned to Resident
#1's room by staff and when she entered
Resident #1's room she was informed by Nurse

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345415 B. WING 03/01/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1010 LAKEVIEW DRIVE
PINEVILLE REHABILITATION AND LIVING CTR
PINEVILLE, NC 28134
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page 28 F 514

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: W49P11

Facility ID: 923298

If continuation sheet Page 29 of 30




PRINTED: 05/01/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
]
345415 B. WiNG 03/01/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1010 LAKEVIEW DRIVE
PINEVILLE, NC 28134

PINEVILLE REHABILITATION AND LIVING CTR

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 | Continued From page 29 F 514

#1 that Resident #1 was a hospice patient with a
Do Not Resuscitate order in place and he had
expired. The ADON stated she had some
"concerns" with the way Resident #1 was
positioned and she reached out to the
Administrator. The ADON stated she did not
recall instructing the staff what to document.

Interview with the Administrator on 02/27/17 at
12:13 PM revealed that during the investigation
the staff had notified the Director of Operations
that they were being instructed as to what to chart
and what not to chart. The Administrator stated
that the individual who allegedly instructed the
employee what to document was given corrective
action and was instructed that she could not do
that, that the employee was free to document
what they felt was necessary.
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