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accident hazards, Specifically, one resident fcli
outside into a sunken area of grass which staff
identified as an old fish pond. (Resident 1} In
addition, the facility had not repaired ripped floor
caverings that could cause residents to fall. The
facility did not have a door that locked to one of the
rooms on the special needs unit which the residents
could have access to paint and various tools.

Findings include:
1. Sunken area in the grass:

The facility smoking area was observed on 7/9/02 at
2:30 PM. There was a large sunken avea in the grass
that measured approximately 20 foot {ft) by B fi. The
hole was approxirhately 2 ft deep. The facility had no
out door lights which would iHuminate the smoking
arca or the sutken area at night. The nearest light was
approximatley 0 feet away and was located cutside of
the fenced area.

A confidentia) interview with a resident was held on
7/10/02 at approximately 2:30 PM. The resident
stated that there was no light out by the smoking arca.
The residents depend on the street light outside of the
fenced Brea to sed the smoking area at night.

Resident 1 was admitted to the facility on 3/10/95 with

1-3.Al} residents have the potential to be
affected.

Measures to Prevent Reoccurrence
1.Maintenanee has put up a construction
fence around the sunken area to make
residents and staff aware or the ares on
719/02.

/31502

2.The facility's beauty shop's linoleum was
replaced on 8/6/02 with new carpet and tiles,
The carpet in the facility’s dining room

corridor

| carpet In the 100 hall corridor was replaced
on 8/10/02. The carpet in the entrance of the

300 hall

3. The contents that were placed in the Suite
in ths special needs unit were removed on

711/02.

function|

starting 8/16/02. This walk through will
engure that the residents’ environment is free
of accident hazards.
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The facility must ensure that the resident environment ot 2l eficient prac
rernains as free of accident hazards as is possible. L. Resident 1 was treated for pain within the
facility. No other residents or staff wers
. . . affected by this practice,
This REQUIREMENT is not met as cvidenced by: 2.No specific resident was identified,
‘Baged on a medicdl record review, rexident interviewn, 3.No specific resident was identified, —fo e
and observations, #t was detertnined the facility did not
ensure that the residents’ civironment was free of wi ial

A light was placed near the arcn on
to help with illumination.

was repaired on 7/15/02. The

corridor will be replaced by 9/8/02. ~

. wMNiane &
Monitoring corrective getion 1 Q‘;
Administration (Any department head
member) will conduct & walk through of and
around the facility at least once a day, to
verify that the facility is in quality,

ing order. This wili be documentad
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diagnoses of diabetes, hyperglycemia, manic
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Any deficicnoy staement ending wiiia s
sufficient protection o the patients. The findikgs
such information Is made availsbic ta the facility. If defi¢iencics ar i

(*) dencies a deficiency which may be exeused from correction providing 11 is determined that cgther safoguards provide
stated nbave arc disclosable whether or not a plan of correction is provided. The findings are dqc‘lugbic within 14 days aft
ited, an approved pian of correction is mequisite to conlinued program panticipation.
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e« to the hole durmg ShE
“and had cracked sonie ‘of herribs. She SE

| futther stited that she knew of one other resident who |
fell and one employee who fell into the hole.

“

A review pf res1dent 1's medical record was done on
7902,

A quarterly Mlmmum Data Set (MDS) assessment was
compléted by Tacility staff on 10/11/01 and annual
MDS dated 6/18/02 docmnented that resident 1 was
moderately cognitively impaired. The fac ility staff
assessed resident 1 as being able to walk in the
corridor and room independently and needed
supervision when out of the facility.

A nurse's note dated 10/2/01 at 9:15 PM stated "Res v
{resident] came in from 9:00 PM smoke and stated that |
she fell into. a,laxge hole in the grass onto her front
side. 0 [zero] injuries. Res c/o [complains] b [bilateral]
leg pain. Able to bear weight and walk OK. Lortab
glven.

A nurse's note dated 10/3/01 stated ".. complams of t

. r'z‘hz'lhm in’:
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physician) was in the facility and the resident !
complained of rib pain. New order written for rib belt
for rib spleen."

A facility staff nurse was interviewed on 7/9/02 at
12:45 PM. During that time she was asked to identify '
! residents who were alert and oriented. She had
" identified resident I as a alert and oriented.

-

The facility's Direct of Nursing (DON) was i
interviewed at approximately 3:30 PM. She was asked : ‘
to obtain all incident reports regarding resident 1 from : |
October 2001 to the current date. A review of the
incident reports documented that there was no incident
report for resident 1's fall that had occurred on
10/2/02. :

2. Other ripped floor coverings: !

- The following observations were made on 7/10/02 ‘
between 12:00 PM through 3:30 PM. : .

The facility’s heatrty shop was observed to have
approximately 4 ft by 6 fi area in the linoleum that was |
cracked and wrinkled. ‘

i The corridor to the facility ‘s dining room was f : |
: observed to have an area of carpet approximately 12 |
inch by 12 inch that was cut out and loose.

The 100 hali corridor was observed to have and area
of carpet approximately 14 inch by 14 inch that was
cut out and loose. :
r i3
1 7
The entrance into the 300 hall corridor was observed
to have a 4 fi by 4 fi split in the carpet. The edge of
carpet was observe to be lifting away from the floor.
Several ateas along the split the carpet was threadbare.
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The 300 hall corridor was observed to have two areas
in the carpet that were threadbare that measured
approximately 6 inches by 1 foot .

3. The unlocked room in the special needs unit (SNU):

The isolation room (1S02) in the special needs unit !
was observed to be under major renovationand hada | \ i
door that did not Jock. A can of paint and various ’
tools such as a saw and a hammer were observed to be
in the unlocked room.
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