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MOOQ INITIAL COMMENTS M 000
CER 0 & 9
Surveyor; 14940 P 05 2014
On June 2, 2014, the Bureau of Assisted Living, | -:tum.%“ il H‘C“w"h ice
Southern Regional Office conducted an onsite, PR Y
- self report review at Bethesda Lutheran
Communities - Stoneridge, located at 1421
Stoneridge Drive, Watertown, W.
- One citation of noncempliance is being issued.
M 570 88.10(3)() Safe Physical Environment M 570

Safe physical environment. To a safe
environment in which to live, The
adult family home shall safeguard
residents who cannot fully guard
themselves from environmental hazards
to which they are likely to be
exposed, including conditions which
would be hazardous to anyone and
conditions which would be or are
hazardous to a particular resident
because of the resident's condition or
handicap.

This Rule is not met as evidenced by:
Surveyor; 14940

. Based on observation, interview, and record

review, the Licensee did not provide a safe
environment for a resident with a history of
unsupervised mobility concerns,

Resident 1 was admitted to the facility on May 6,
2014 with a history of 'wandering' without
supervision of caregivers while residing ata
different location.

A lock was installed gn R/G/14
the basement stairs. ‘

Completed

An automatic self closure 5/123/14
mechanism was installed on

the door to the basement

stairs. Completed

The community wil) 5/16/14
complete post safety
screens on all current
individuals who reside in
the community and update
the TSP as needed with
any identified safety
concerns. This was
completed via the safety
sections of the Annual
Strengths and Needs and
Risk Assessment Tanl,
This is onqoina far any
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M 570 | Continued From page 1 M 570 |
On May 9, 2014, Resident 1 fell down the home's new admissions and
basement steps while in a wheelchair. annually for those

currently residing at
this home. Monitored hy

The findings are as follows: Area Director (AD)

On May 13, 2014, the Department received the

facility's self report. The report includes, "At 6:33 The community will complete

P.M. on May 9, 2014, (Area Director A) received a pre/post admission safety|9/12/14
phone call that (Resident 1) (one of the people screens on individuals whd

we support) living at Bethesda Lutheran admit to this community tao

Cammunities AFH (Adult Family Home) at 1421
Stoneridge Drive had fallen down the basement
stairs while in (Resident 1's) wheelchair.
(Resident 1) had been in the living room for
devotions but was propelling her/aimself in
(Resident 1's) wheelchair back and forth between

ensure safety needs are
timely identified and an
individualized plan is
developed to address the
concerns. The Annual

the living room and dining room, (The basement strengths and Needs and
stairs (are) in a hallway off of the dining room.) A Risk A ssessment Tool has
few minutes later the (caregiver) heard a loud been revised. This tool
crash and ran to the basement stairs to find will be uwsed as the pre
(Resident 1) at the bottom, still in (Resident 1's) admission screen, the post
wheelchair. Immediately after the fall, staff admissian screen and !
unbuckled (Resident 1's) seatbelt and removed annually to identify
(Resident 1's) wheelchair. One (caregiver) safety concerns. To be
stayed with (Resident 1) while the other called monitored by the AD.

911 and the Program Manager. (Resident 1) was Ongoing.

transported to Watertown Regional Medical
Center via EMS (ambulance) and the Med-Flight

to Aurora Summit Hospital. (Resident 1) During the initial 28 daysi8/29/14
sustained two lacerations to (Resident 1's) face, a in a new home environment

nasal sinus fracture and several bone fractures in the Annual Strength and ‘

one hand. According to the ER (emergency Needs and Risk Assessment

room) physician the head CT (computerized Tool will be completed.

tomography) did not show any recent brain Any information that 1s

trauma. However, as the evening progressed,
(Resident 1) was unable to sustain a good BP
(blood pressure) on histher own. The physician
suspected that (Resident 1) vomited post-fall
which may have caused an airway blockage and

contrary to the Pre-
assessment will be
addressed immediately. Thiks

STATE FORM 8850 CMTX11 If continuation sheet 2 of 7
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M 570 Continued From page 2 M 570
temporary loss of oxygen. The brain damage | will be reviewed at the
from loss of oxygen would lead to b_ram s inability | | 28 day staffing. On going.
to regulate his/her bodily functions i.e. | To be monitored by the
maintaining heart rate. After several rounds of Area Director ” :
meds (medications) and CPR (cardiopulmonary | ‘
resuscitation), the doctors appeared to determine l
that (Resident 1) could not be saved. (Resident - FOnmental _
1) died at approximately 1:30 AM. on 5-10-14." | An environmental safety  5/10/14

On June 2, 2014, Surveyor 14940 conducted an
onsite, self report review at the facility.

Surveyor 14940 interviewed Caregiver C about

the needs and services of the residents, including

Resident 1.

Caregiver C told Surveyor 14940 that she was
familiar with Resident 1 prior to admission to the
home. She had been a caregiver at Resident 1's
previous residence. Resident 1 utilized a
wheelchair for all mobility within the home and
was able to propel the wheelchair with Resident
1's feet. Resident 1 required caregiver
assistance with all personal cares.

Caregiver C said Resident 1 would venture
throughout the house and explore. This was
something Resident 1 did at Resident 1's
previous residence, as well. Caregiver C told
Surveyor 14940 that Resident 1 would have a
purpose for propelling throughout the previous
residence, but was known to enter areas that
Resident 1 was not supposed to travel.
Caregiver C said Resident 1 was able to open
Resident 1's bedroom door without assistance at
this home.

Caregiver C told Surveyar 14940 the door of the
staircase leading to the basernent, located
adjacent to the home's kitchen and laundry area,
was kept closed. Prior to the incident, the

check was completed by the
Program Manager and Area
Director with any concerns
noted either corrected
immediately or the
maintenance staff
to correct.

infoermed

Staff were trained on the 5/20/14
new safety measures that

were added to the home on

May 20, 2014, Ongoing

training by the Program

Manager will occur on an |

annual basis and with new
employees,

Daily checking of locked
doors and chimes will be
added to the New Employee
checkTist to ensure all
new staff are trairned.
Program lanager will monitar
to ensure checklist is
completed.

9/12/14
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M 570 Continued From page 3 . M 570 ‘
|

basement door was not locked.

by the maintenance staff
as noted in the
environment check
completed on §5/10/14 are

‘ A1l safety modifications 8/5/14

Program Manager A, Manager B, and Surveyor
149840 toured the home, including Resident 1's
farmer bedroom and the basement staircase.

Resident 1's bedroom door included a lever style corrected.

door knob. |

The door leading to the basement staircase )

included a lever style door knob and the door Door chimes to front 8/15/14
opens out into the hallway. ' entrance door and daor

The staircase contains 13 steps to a landing. A leading to garage installed.

section of the wall included a black scrape. Completed

Manager B said the black mark was made by
Resident 1's wheelchair as Resident 1 fell down

the staircase. Root Cause Analysis 8/19/14
Manager B said she was at the home during the developed in consultation

day of Resident 1's fall down the stairs. She had with Vivage Quality Health

been in the basement working during the day and Partners, namely Cynthia

had made many trips up to the first floor level. Haskell
Manager B said she was positive she shut the 5
door behind her before leaving the home prior to
Resident 1's fall.

a qualified
professional not affiliated
with Bethesda Lutheran

Communities. Completed
Program Manager A and Manager B told | g;%?{ia’ report received
Surveyor 14840 the door leading to the basement | © ’
staircase is. now equipped with an automatic, self |
closing mechanism and a locked, lever doar knob : i ,
that can only be opened with a key, Both ~ Monthly preventative 8/29/14
changes were made after Resident 1's fall and maintenance check on self-
were observed by Surveyar 14940, ~ locking mechanism added

to maintenance checklist.
Program Manager A and Manager B discussed (see attached) Home's
the incident involving Resident 1 with Surveyor maintenance person will
14940, complete menthly. See
The Managers told Surveyor 14940 that September's as attached.
Caregivers D and E were working the late AD will ensure completion
afternoon and evening shift of May 9, 2014. by monitoring the checklist.
While Caregiver E was conducting part of an
activity in the home's living room, Caregiver D

STATE FORM 8898 CMTX1 If cortinuation sheet 4 of 7
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Both the local police and the facility investigated
the incident, where bath Caregiver D and
Caregiver E said the basement door was shut
prior to the incident on May 9, 2014.

his’her environment, something Resident 1 liked

maving to the home, Resident 1 was found in an
unoccupied bedroom, sleeping in Resident 1's
wheelchair. Up until moving to the home,
caregivers were to check Resident 1's location
every 16 minutes because Resldent 1 would
maneuver around the previous facility to areas
Resident 1 was not allowed without supervision.

Program Manager A, Manager B, and Surveyor
14940 reviewed Resident 1's record, as provided
by the Managers.

Resident 1 was admitted to the facility on May 6,
2014 with diagnoses and history of Profound
Mental Retardation, Right Hemiplegia (paralysis)
with Atrophied Upper and Lower Extremity, and
Visual Impairments.

Program Manager A said Resident 1 help
Resident 1's right hand to Resident 1's chest
related to Hemiplegia.

(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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M 570 Continued From page 4 M 570 ’
used the bathroom. During this time, Resident 1 ‘ Automatic self closure 8/29/14
propelled the wheelcharr to the b:asement door, and Tock installed on
lcgp&ned it, and fell c;owq the s:eps. 1 laundry room door per
rogram Manager A said Res dept was able to recommendation of review
reach the basement door, open it, and fall down by Vivage Completed
the steps within a matter of moments after a ‘ ]
leaving the activity in the living room. Caregiver
D was still in the bathroom when Resident 1 fell . ‘
down the steps. Monthly preventative 8/29/14

Manager B said Resident 1 was very interested in :

to do at Resident 1's previous residence. Prior to |

maintenance check on door
chimes functionality and
operability of batteriesg
added to maintenance
checklist. (See attached)
Home 'S maintenance person
will complete monthly;

AD will ensure completion

by monitoring the checklist.

Door chime added to
basement door as further
preventative measure.
Completed

9/3/14

Direct Support Staff will 9/3/14
inspect the basement door
daily to ensure the door

is locked and lTatching
properly. This will be
monitored by staff entering
| the checks for the doors
(basement, laundry room,
garage and front) in the
Extended Care Professional
(ECP) system which is our
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M 570 | Continued From page 5 M 570

Program Manager A said a preadmission
assessment had not been completed prior to
Resident 1's admission on May 6, 2014. . :
Program Manager A said the organization now :1? ! iﬁirMﬁT l 1 a %?t h :Ce ’ :1 g }; ’
has a new policy to ensure preadmission comn ] éf 'e'd t h’i eheck Ech
assessments are completed prior to a Resident's Wi [IT X 2 ecx.
‘move-in’ date. cue staff that this
needs to be done.

electronic monitoring
system. The Program

An Individualized Program Plar, dated January
16, 2014 (approximately 4 manths prior ta
Resident 1's admission to the home) includes
"Any alternate setting would need to
accommodate my wheelchair, desire to "roam" -
plenty of open areas," and ".. supervision due to
high risk for falls, history of attempts to ambulate
on owrn."

A 'New Admission/Re-Admission
Assessment/information Form" dated January 22,
2014, received by Surveyor 14940 from Program
Manager A on June 4, 2014, includes "Risk
Issues: Falling Elopement Evacuation - 15 min
(minute) checks, ~ Considered at high risk for
falls" and "Uses wheelchair for mobility "

An Individualized Service Plan, dated January 29,
2014 (approximately 4 months prior to Resident
1's admission to the home) includes, "History of
wandering/elopement: Yes (checked) If yes, what
is the prevention plan: (Resident 1 has) a 15
minute check in place that staff will use to make
sure they know where (Resident 1 is) at all
times."

An Individualized Service Plan (ISP) Assessment,
dated May 9, 2014 (the day of Resident 1's fall)
includes information related to Resident 1's high
risk for falls. The assessment does not address
Resident 1's history of 'wandering’ and/or need
for supervision (including 15 minutes checks),

STATE FORM s83G CMTX11 If gentinuation sheat 6 of 7
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Summary: Resident 1 was admitted to the facility ‘
on May 6, 2014 with a history of 'wandering’ |
without supervision of caregivers while residing at
a different home. On May 9, 2014, Resident 1 fell
down the home's basement steps while in a
wheelchair. Resident 1 died shortly after this
incident.
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