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‘ The facility must have evidence that all alleged
violations are thoroughly investigated.
This STANDARD is not met as evidenced by:
Based on record review and verified by interview,
‘ the facility failed to complete a thorough
| investigation for 1 of 1 sampled clients (#1) to
| investigate injuries sustained by unknown origin.
‘ The finding is:
Review of internal records on 2/3/22 revealed an
incident report (IRIS) dated 11/29/21 which
revealed client #1 returned home from
therapeutic leave with an injured left foot.
| Continued review of the IRIS report revealed that
at 12:00 PM staff heard a thump on the floor and
found client #1 on the floor trying to stand up.
Further review of the IRIS report revealed that the
' nurse assessed the client and client #1's left
ankle was swollen and red. Review of the IRIS
report revealed that at 6:00 PM staff and client #1
were transported to the local emergency
department (ED) for evaluation. Review of IRIS
report revealed that client #1 was evaluated and
the attending physician found a sewing needle
lodged in the client's left foot along with a 5th toe
fracture.

| Review of the internal investigative summary

| dated 11/29/21 revealed that client #1 returned
from therapeutic leave with her guardian with a
limp and swollen left ankle. Continued review of
the internal investigative summary revealed the

i guardian told the nurse that the guardian

| transported client #1 to the hospital on 11/26/21

| due to the client injuring her left foot. Further

‘ review of the investigative summary revealed that

| the guirdian reported to the nurse that no

The facility will ensure alleged violations are
thoroughly investigated by Program Manager
inservicing all investigators to investigate and
document all incidents that could possibly related to
incident, to review all medical consultations related
to the incident and to ensure there was a timely
response to any incident reported including medical
treatment. Program Manager will inservice QP to |
ensure all incidents have been documented including
that the incident has been reported to the nurse.

QP will in-service staff to contact triage

nurse and complete an incident report following all

‘ incidents. In addition site supervisors/ area ‘

supervisor will be in-serviced by Program Manager
to respond in a timely manner to provide any
documentation for review.

To prevent further occurences Program Manager will
review all completed investigations to ensure all ‘
incidents related to investigations have been
addressed and all follow up has occured in a timely
manner including any medical care. QP will review
all incident reports to ensure all areas have been
completed including reporting to nurse and medical |
follow up has occurred. ‘
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additional treatment was needed for client #1.
Review of the internal investigative summary
revealed that on the afternoon of 11/29/21 client
#1 was having difficulty standing, was assessed
by the nurse and had a swollen left ankle that was
wamn to the touch. The investigative summary
revealed that the staff accompanied the client and
was transported by EMS to the ED for further
evaluation of the left foot. The facility
unsubstantiated the internal investigation based
on allegations of neglect and injury of unknown
origin. Further review of the record was not
completed as client #1's record was not made
available during the survey upon request. The
following documentation was not available for

| review as requested: client diagnosis and
medical history, facility communication log,
medical consults, discharge instructions, follow
up care and appointments, nurses notes and
body checks.

Interview with the facility nurse on 2/3/22 revealed
that client #1's guardian called her on 11/29/21 to
discuss the client's injury to her left foot. The
nurse revealed that the guardian reported she
took client #1 to the ED and no additional
treatment was needed. The nurse also revealed
during the interview that the discharge and follow
up instructions were not available as the guardian
kept a copy. Continued interview with the nurse
revealed that staff called her on 11/29/21 at 12:00
PM to report that client #1 could not stand up.
| Interview with the nurse revealed that staff did not
| tell her that client #1's left ankie was swollen or
that the client had fallen. Further interview with
the nurse revealed that she traveled to the group
| home and assessed client #1's foot and left ankle
was swollen and red. The nurse instructed staff
to transport client #1 to the ED for an evaluation.
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The nurse also revealed during the interview that
she was not sure why client #1 was not taken to
| the hospital until 6:00 PM.

Subsequent interview with the nurse revealed that
staff called on 2/2/22 to report that client #1 had a
change in health status and was having some
mobility issues. Continued interview with the
nurse revealed that staff called her again on
2/3/22 to report that client #1 had additional
mobility changes and was having difficulty
standing. Additional interview with the nurse
revealed client #1 was scheduled for a follow up
appointment on 2/3/22 to remove the needle from
the left foot however the client missed the
appointment due to staff not being able to get the
client in the car. The nurse also revealed during
the interview that the staff reported on 2/3/22
client #1 was having difficulty standing and they
called EMS to transport the client to the hospital
at 2:00 PM. Interview with the nurse revealed
she instructed staff to transport client #1 to the
ED to check for sepsis symptoms. The nurse
verified during the interview that she did not
complete nurses notes for client #1 relative to the
swollen ankle, sewing needle embedded in the
foot and the assessments of the client's foot.

Interview with the Program Manager (PM) on

2/3/22 revealed she was not sure why an internal

investigation was not initiated due to client #1's

fall on 11/29/21 at the group home. Continued

interview with the PM revealed that on 11/29/21

| client #1 receive a medical boot and wheelchair
for her left foot and the sewing needle remains in

| her foot. The PM revealed during the interview

‘ that client #1 had a follow up appointment on
1/31/22, the fracture is healing, and the medical

| boot was removed. The PM verified that client #1
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sewing peedlg remains in client #1's left foot. | inservice nursing to document consumer
Further interview with the PM revealed that there | assessments and document follow up care of
were no team meetings to discuss client #1's medical concern including resolution. Area supervisor
5 will inservice site supervisor to reschedule doctor's
changes in health status. The PM revealed site appointment once it has been determined an
during the interview that she was unsure why appointment has to be rescheduled.
: ; i To prevent further occurences QP will review with
there was a delay in seeking medical treatment team members including nurses status of any
for client #1 on 2/2/22 due to a change in medical incidents, doctors appointents and medical concerns
— during core team meeting. In addition nursing will
! receive outcome of monthly peer reviews to make
W 331 | NURSING SERVICES W 331 corrections.

CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
| failed to provide nursing services in accordance
with the needs of 1 of 6 clients (#1) relative to not
responding timely to medical concerns with a
change in client health status. The finding is:

Review of internal investigation 2/3/22 revealed
provider was investigating an injury of unknown
origin due to report from mother/guardian stating
no treatment was given while at hospital on
11/26/21. Continued review of internal
investigation revealed client #1 returned to group
home on 11/29/21 and staff reported to the facility
nurse swelling in foot and client #1 having

difficulty walking. ‘

| Further review of internal investigation revealed ‘ |

' client #1 returned to the group home at ‘ '
approximately 10:00 AM on 11/29/21. ‘

Subsequent review of internal investigation ‘
revealed staff A to hear a thump outside the office ‘

|
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at approximately 12:00 PM on 11/29/21 and the
facility nurse to be notified of client #1 refusing to
stand with left ankle and foot swollen. The facility
nurse arrived at the group home and instructed
client #1 to be taken to the emergency
department (ED) and client #1 was transported by

| medic to the hospital at approximately 6:00 PM.

Client #1 had a fractured left toe and a sewing
needle embedded in foot.

| Review of additional documentation could not be

completed as the record for client #1 was
unavailable during the survey. The following
documentation was not available during the

| survey after numerous requests: facility incident

report, nursing notes, assessments, hospital
discharge papers, and physician consults.

Interview with the facility nurse on 2/3/22
confirmed that client #1 was sent to the ED on
11/29/22 due to not being able to stand. The

| nurse also revealed during the interview that staff

didn't tell her that client #1 had fallen and had a
swollen ankle. Continue interview with the facility
nurse verified that she arranged for client #1 to go

| out to ED on 11/29/22 for further evaluation.

Further interview on 2/3/22 with the facility nurse
confirmed that she did not document nursing
notes regarding report of unknown injury and she
did not document her assessments, nursing
notes, and follow-up care for client #1.
Subsequent interview with facility nurse revealed
client #1 was placed in a medical boot and
wheelchair for fracture to left toe. Additional
interview with the facility nurse revealed that she
received a call on 2/2/22 from staff that client #1
was experiencing mobility changes. The nurse
also revealed that she received a second call on
2/3/22 from staff that client #1's mobility was
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| continuing to decline. The nurse also revealed
during the interview that she was not sure why
she did not send staff to transport client #1 to the
| ED for medical evaluation on 2/2/22. The nurse
was told of missed appointment for client #1
which was to occur at 11:00 AM on 2/3/22 while
coordinating ED visit.
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