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D E PA RTMENT O F DISABILITIES, AGIN G AND I NDEPENDENT L IVING 

Division of Licensing and Protection 
HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 
http://www.dail .vermont.gov 

Survey and Certification Voice/TTY (802) 241-0480 
Survey and Certification Fax (802) 241-0343 

Survey and Certification Reporting Line: (888) 700-5330 
To Report Adult Abuse: (800) 564-1612 

Ms. April Furlow, Administrator 
The Villa Rehab 
7 Forest Hill Drive 
St Albans, VT 05478-1615 

Dear Ms. Furlow: 

Enclosed is a copy of your acceptable plans of correction for the Federal portion of the 
Re-certification survey conducted on November 20, 2019. Please post this document in a 
prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 

Sincerely, 

~~¼tJ<JV 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 
Licensing and Protection 

Blind and Visually lmparied 
Vocational Rehabilitation 



(X2) MULTIPLE CONSTRUCTION 
A. BUILDING., 	  

8. WING 	  

tX3) DATE SURVEY 
COMPLETED 

C 

11/2012019 

)EPARTMENT OF HEALTH AND HUMAN SERVICES 
;ENTERS FOR MEDICARE & MEDICAID SERVICES 
ATEMENT OF DEFICIENCIES 
D PLAN OF CORRECTION 

475055 

!AME OF PROVIDER OR SUPPLIER 

1-1E VILLA REHAB 

PRINTED: 12/04/2919 
FORM APPROVED 

OMB NO. 0938-0391 

:STREgrAO0FtEsS CITY, STATE, ZIP CODE 

7 FORESTHILL DRIVE 
aT ALEANS,VT 0547:B 

pen PnovioErusupeLlEa/CLIA 
IDENTIFICATION NUMBER:. 

SUMMAWISTATEkii5NT PF DEFICIENCIES 
(EAGHIDEFICIENDY MUST BE PRECEDED BY FULL. 

REGULATORY OR LSO. ib.BNTIFYRO INFORMATION) 

0BovioEat PIAtiOPtottBECTiON 
ta01 (3,RREeT.DiEfspcfN wy.wpg 

CROSS-REFERENCE0 To THt/S.PPI3OPMATE 
DEFIPIEtiPl) 

VN ID 
PREFIX 

TAG 

.10 
PREFIX 

TAO 

PO) 
COMPLETION 

DATE 

Initial Comments ,E 000 E 000 

An unannounced onsIte recertification survey 
with Eihergency Preparedness review was 
conducted by the Diyiaion of Licensing and 
Protection from 11118-11/20/19. The facilitywas 
found in substantial compliance with regulations 
related to Ernergehey PreparedrieSs. 

F 000 INITIAL COMMENTS F'000 

An unannounced annual recertification, survey 
and a 0om plaint investigation was conducted by 
the Diyisioh of Licensing and PrOtection on 11/18. 
through /20/2018, The following regulatory 
Viola:Ohs were identified: 
Services Provided Meet Professional Standards 	F 658 
0FR(0: 403.21.(b)(8)(i) 

§483.21(b)(3) Coniprehentive Care Plans 
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must- 
(i) Meet professiOnal standards of quality. 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview, the 
foaity foiled Meet professional standards of 
quality regarding nursing assessment'by a 
registered nurse at, the time of a fall and before 
transfer for 1 applicable resident, (Resident #20). 
The findings include the following: 

Per review of the medical record, Resident #20 
has diagnoses Of, but npt limited to, Dementia, 
,Alzheirner's Qisease, Diabetes, Conge5tive Heart 
Failure and Fracture of the 10th rib right side. An 
incident report dated 09/12/19 at 0B:57 AM, 
identifies that the resident fell from his/her bed 
While ah LNA (Licensed Nursing Assisstant) was 

F 658 
SS=G 

F658 

1. What corrective action will be 
accomplished or those residents 
found to have been affected by the 
deficient practice? 
DNS and NHA have provided re-
training with all nurses (RN/ LPN) to 
ensure understanding of regulations and 
policies against LPN assessments. 

2. How will you identify other residents 
having4he potential to be affected by 
the same deficient practice and what 
corrective action will be taken? 
All residents requiring assessments are 
potentially at risk. Corrective actions 
taken are; all RN/LPNs have been re-
educated on regulations and policies 
against LPN completing assessments 
and policies have been updated to 
reflect the need for immediately calling 
in a RN to complete all assessments and 
prior to moving a resident after falls 
when a RN is not already present in the 

building. 

ORATORY DIRECTORS 0 ROVIDERtSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 	 VA) DATE 

rvnleIMItAver  
Ldefic:ren y statement 	.091411  an Vterisk denOtes a deficiency which the institution may be excused from correcting providing it is detemlin0 thSt 
ar safeguards provide su icient protection to the patients. (See instructions) Except-for nursing homes the findings Staled above are 	 days  
Ming the date of-survey whether or not a plan of correction is provided. For nursing homes, the above GniifnQ§ and. awls of correcticin are dieclibeable 14 

s. tbileahr6tra0afr fheSe doednientS are made available to the (ability. If defiderieieSSin 	An roil:A/0par of correction is requisite to continued 
gram participation. 
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F 65a Continued From page 1 	 F 658 
providing care independently to the resident. The.  
facility failed to ensure an assessment of the 
r0SlidObt was oeffettritd by a qualified 
prefeational et the time of the fall and prior to 
mechanically lifting the resident off the floor, for a 
reSidentWhe is unable to communicate injury or. 
pain verbally.. 

Per review of Resident #20's Minimum Data Set 
Assessment (FADS), a Federal/State mandated 
OSSeaSitent completed on 06/13/19, identifies the 
residentrequires.totel dependence with one staff 
member for personal hygiene, bathing/dressing 
and two staff MeMberafor tradafer utilizing a 
mechanical. lift. The resident Ia.:unable to 
ambulate arid does not require bed rails. 
Resident #R.O's person -centered care plan, 
CerifirMathe staff assistance required to provide 
activities of daily living (ADL). 

Per review of the incident report dated 09/12/19 
at OUTAM., Resident #20 was receiving 
persenalADL Care by the LNA. At the time of.the 
incident the resident was on the bed, facing away 
from the LNA, who had turned around to rinse out 
the.Watheloth in the wash basifi. The resident 
rolled off the.bed and onto the`fiber. Per interview 
With the. LNA on 11/19/19 at approximately 3 PM 
and 0:9112119 at apprarriately 1 PM, The LNA 
identified that the:resident was lying On the floor, 
landed on histher right side with her upper body 
facing under his/her bed. The LNA confirms by 
demonstration, that the fall Was some 25-30 
inches:from the height of the bed to the fiber. 
The resident was not moved at this time and the 
LNA left the room to notify the Licensed Practical 
Nurse (LPN), Who Was in an adjacent Mom, of 
the incident. The LNA cannot recall if s/he turned 
the! resident onto his/her back before the LPN 

3. What measures will be put into place 
or what systemic changes you will 
make to ensure that the deficient 
practice does not recur? 
NHA and DNS will track all incidents 
requiring RN assessment to ensure 
assessments are being completed timely 
by a RN. This will be tracked utilizing 
incident audit tools, and requiring a RN 
to sign off that she/he has assessed the 
resident. 

4. How the corrective actions will be 
monitored to ensure the deficient 
practice will not recur; what quality 
assurance program will be put in 
place? 
NflA and DNS will track all incidents 
requiring RN assessment to ensure 

assessments are being completed timely 
by a RN. This will be tracked utilizing 

incident audit tools, and requiring a RN 
to sign off that she/he has assessed the 
resident. This information will be 
reviewed with the IDT team weekly at 
QAPI meetings. 

5. The dates corrective action will be 
completed. 
Corrective action will be completed on 
12/10/2019. 

SStd P Cre_ cAmv1-c D-11010 
t•c\ , 	 wls• 

11ONle..667(tia.:§-9) Previous Versions. Obsolete 	 Event ID: HU5M11 	Facility ID: 475055 	 if continuation sheet Page 2 of 9 



NAME OP:PR.Dvr4EPOR SUPPLER. 

THE VILLA REHAB 

STREET.AUDRESS, WY, STATE. ZIP CODE 

7 FOREST HtLf, 

ST ALBANS, VT 0547e 
:. 

(X4) ID 	 §Cll0fYlAVSTATO4Eil:f pF !-gFieloF$ 	 la 	 PIV910RB":1 PLAN-OF C0RA8CiI1oN 
11.551X. 	(EAGN DEFICIENCY MUST BE PRE :6E DED By FULL 	pREFIX1054K69.t3.4Q-Tlyg*11(21?!411240.W 

TAG 	REGULATORY OR 1,SG IDENTIFYING  INFORMATI.ON) 	 TAG 	DIR70;$Wg  RE:4015,  TO th:014.17.toertstAte 
CEPICikesi) 

0154 
COMPLETION 

DATE 

F 658 Continued From page 2 	 F:658.  
came in to the room of Resident #20. 

Per interview with the LPN on 11/19/19 at 10:45 
AM, the LNA had alerted him/her to the incident 
S/he Main the adjacent room and immediately 
respefided to 	;1_,NA's request. The LPN 
confirmed the resident was lying on the flair, on 
his/her right side beside the bed. S/he evaluated 
the resident by obtaining vital signs, began 
neurological checks and ct.ocurnented the 
incident, On mechanical lift transfer back te bed,  
the reSident waS found with a bruise to the right 
patella (knee c),. light blue in color, measuring, 
5 cm IN 7 ctn. (Centimeters). Both the LNA and 
the LPN confirm that the resident did not 
complain of ph, rot s/he was unable to express 
blm/heraelf verbially. 

Per facility policy, Post Fall Assessnient effeCtive 
3/2019: 
"1). First person with  the resident 	or 
unwitrieSsed;  will stay kiith the resident and call 
for aSsittande." 
Per interview the LNA, confirmation was made 
th.Bt s/be left the resident unattended to alert the 
nurse of the fall. 

"21 MA: moving the resident until his/her status 
is fully evaluated to prevent.further injury Than 
injury has occurred as a result of the fall:" 
Per interview with the LNA confirmation was 
made thetsthe left the resident unattended to 
alert the nurse Of the fall. Interviews with both the 
LPN and the LNA confirmed that the resident was 
transferred beck to bed, via mechanical lift before 
the Registered Nurse conducted an assessrpqnt. 

"5). The nurse will evaluate resident for injury 
and need .for first 	complete vital slgns, 
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Continued From page 3 
body check for bruising, abrasion, skin tears, 
changes in range. of motion and sign of pain 
imrnediateiy as appropriate." 
The.RN, DN onfirmed that s/he Was aware of 
the inOident,'hadbeen informed of the information 
gathered by the LPN, but did not conduct a full 
asseSsfrfent of the resident pi-tor to trantfer. 

Per review of the progress notes dated 09/12/19 
t 7,42 AM, identifies the physician and the 

Cr-rector of Ali-0'86S (liNS)vVere notified of the 
incident Incident report dated 09/12/19 identifies 
that the resident was .not examined by the 
physician, nor was the resident transferred to the 
hespitaL 

A chest x7ray was ordered on 09/16117 to rule out 
PileVnionia. Findings showed pulmonary 
congettion, with ha significant change from prior 
chest ,kLray on 0&/P0/19. l.t is undlear if the ribs 
were tutly.visualizeti in the first x-ray. Per request 
of Resident #20% familye second portable x-ray 
Of the chest and bilateral ribs was obtained on 
09/20/19 The results identified a fractured lateral 
right 10th rib with moderate cardiomegaly (an 
•enlarged heart). ' 

Into-Me Board Of Nursing Scope of Prattioe & 
Decision Tree for RN, APRN, and LPN the 
folloWitig is stated: 
"LPN retain assessment, planning, and 
iniRlellilehtafion of a strategy of Care: 
-LP:Ne may not independently assess the health 
Statut elan individual or grOup and may not 
independently develop or Modify the plan of care. 
LIDN'may conthhute to the assessment and 
nursing care planning processes;,  however, 
patient assessment and care plan development 
or revision remain the responsibility of the 

P 658 F 658 
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RN/APRN/licensed physicien,flicensed dentist. 
-LPN8 May not Modify a patient care. protocol. If 
the situation and/or data c011etted by the LPN are 
not dearly consistent.with a protocol, the LPN 
must consult with: the :supervising professional or 
authorized proVider before taking action or 
making a recomMendation to a patient" 

*Reference: Based on Standards of Professional . 
Nursing Practice, Lippincott MantIal of Nursing 	' 
Practice 19th edition, Wolters Kluwer 
Health/Lippincott Williams, Page #17, Standards 
of Practice was deviated with the failure of RN 
assessment atthe time,of a fall and prior to 
transfer. 

IX5.1 
-COMPLETION 

Min 

F 658 

(see F689) 
F 689 Free ofAceident HezerOs/Supervitio.n/DeVices 
SS=G CFR(s):48325(d)(1)(2) 

4458.2,40). Accidents., 
The facility muttensure that - 
§488,25(0)(1)Tbe resident environment remains 
as free of accident hazards as is possible; and 

§483.25(d)(2)Each resident receives adequate 
Supervision and assistance devices to prevent 
aocidents, 
This 'REQUIREMENT is not Met as :evidenced 
by: 
Bated on staff interViewsand record review the 

facility'  ailed to provide adequate supervision Cr 
assistance devices to-  prevent accidents (falls) 
that resulted in a fractured rib, for one applicable 
resident, (Resident #2.0), Tile findings include-  the 
following: 

Per review of the medical record, Resident #20  

F689 

1. How will you identify residents having the 
potential to be affected by the same 
deficient practice and what corrective 
action will be taken? 
All residents who are at risk for falls have 
the potential to be affected by the deficient 
practice. The corrective actions 
implemented are: staff were re-educated on 
the falls management policy and procedures, 
safe practices such as proper positioning of 

residents and placement of necessary 
equipment and the need to use call systems 
to call for assistance when a resident has had 
a fall; to ensure residents are not left alone at 
any time during an incident, or moved 
without full RN assessment. 

F 689 
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has .diagnoses Of, but not limited to, Dementia, 
Alzheimer's Disease, Diabetes, Congestive Heart 
Failure-end Fratture of the 10th rib right side. An 
inbident repOrt dated 09/12/19 at 06:57 AM, 
identifiesthet the resident _fell from his/her bed 
while an LNA(Licensed Nursing Asaisstont) was 
providing care independently to the resident. 

Per;reVieW of Resident #20!s Minimum Data Set 
Assessment (MM., a Federal/State Mandated : 
a§teS§Ment completed :on 06/1$119, identifies the • 
resident requires' total dependence with one staff 
member flOrPorWriel hygiene, bathirig/dresSirig 
and two-Staff members for transfer utiliAng a 
theellanidal lift The resident is unable to 
atribblate arid does not require bed rails. 
ReSident#20's person centered care plan, 
confirms the staff -assistance required to provide 
activities of daily living (AuL). 

Per reVieW:Of the incident report dated 09/12/19 
at 06!.5.7 AM, Resident #20 was receiving 
personal ADL care by the LNA. At the time of the 
incident the reSidentwaS On the bed, facing away 
from the LNA, who had turned around to rinse out 
the WaShCiath in the wash basin. The resident 
rolled orrthe bed and onto the flOor. The LNA 
notified the nurse irnmediately who was in an 
pdiacerAt room. Per interview with the LNA on 
11/19/49 et approximately 3 PM and 09/12/19 at 
approximately 1 PM, confirmation was made that 
sliaa'Nvas getting Resident #20 ready`for 
treaKfasl, providing personal care and preparing 
to di-e'S the resident for the day. The LNA turned 
the reSident to. his/her left Side feting a -tali 	_ 
dresser,in the diredtion of the deorway- The LNA 
had washed the resident's back and bottom, s/he 
turned to rinse the washcloth (wash basin was on 
en overthe bed table behind the LNA), when she 

C44-256702-90 PreviousVecsfons Obsolete 	Event ID: HU5M11 

2. What measures will be put into place or 
what systemic changes you will make to 
ensure that the deficient practice does not 
recur? 
Periodic education on falls management and 
policies with all nursing staff, as well as 
monitoring to ensure staff are using safe 
practices to ensure resident safety. Weekly 
QAPI reviews of falls to include full report 
of fall and processes during time of fall. 

3. How the corrective actions will be 
monitored to ensure the deficient practice 
will not recur; what quality assurance 
program will be put in place? 
The IDT will review falls weekly in QAPI 
meetings; to include full report of fall, 
processes during time of fall and 
assessments completed post fall. 

4. The dates corrective action will be 
completed. 
Corrective action will be completed on 
12/10/2019. 

C 6,16CA Pat -C 	4_ 
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heard a thud. The LNA identified that the resident 
was lying on the floor, landed on his/her right side 
With her upper body facing under his/her bed. The 
LNA:confirrns by demonstration, that the fall was 
some.25,39 inches from the height of:the bed to 	 • i 
the floor. S/he alto confirms that while s/he was 
prbviding care s/tre was aware that-the resident 
was not positioned in the center of the bed, s/he 
wee lying on the edge ofthe left side of the 
mattress. There Were no pull/drawsheet 
incetitinent pads underthe resident therefore, 
siIhe.felt s/he was unable to position the resident 
ProPellY, nor did she ask, for assistance. The 
LNAdonfirtned 8/he did not aetuallylkiithes the 
fall just the retident lying on the floor. The 
resident was not moved at this time and the LNA 
left the room to notify the Licensed Practical 
Nurse (LPN), wht was in an adjacent room, of 
the incident The LNAcennOt recall if s/he turned 
the resident onto his/her basic before the LPN 
assessed Resident #20. 

Per interview with the. LPN on 11/19/19 at 10;45 
AM the. LNA had alerted him/her to the incident. 
Slhewa8 in the adjacent room and immediately 
responded to the LNA's request. The LPN 
confirmed the 	7sidentwas.iying on thefloor. On 
his/her right side beside the bed. Sjhe evaluated 
the resident by obtaining vital "tight, bergen 
neurological checks and documented the 
incident On mechanical lift transfer back to bed, 
the teSidentWes found with a -bruise to the right 
patella (knee cap), light blue in coldr, measuring, 
5 cm. 7.  cm, (centimeters). Both the LNA end 
the LPN confirm that the resident did not 
cornplain of pain, ter s/he was unable to express 
him/herself verbally. 

Per facility policy., post Fall Assessment effectiVe 
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312019: 
"1). First person with the resident witnessed or 
UnwithesSed, will stay With the resident and call 
for assistance." 
Per inteNieW the LNA, confirmation was made 
thatelhe left the resident unattended to alert the 
hate of the fall. 

"2). 

 

Avoid Moving the resident until his/her status 
IS fully evaluated to prevent further injury if an 
injtirytas Occurred as a result of the fall." 
Per intoivitwwith the LNA confirmation was 
Made that Sine left the resident unattended to 
elett the nurse of the fall, Interviews with both the 
LPN and the LNA confirmed that the resident was 
transferred back to bed, Via meChanical lift before 
the Registered Nurse Conducted an assessment 

"5). The nurse will evaluate resident for injury 
arcdneedfGrfiretakL complete vital Signs, full 
body check fat brulaing, abrasion, skin tears, 
changes in range of motion and sign Of pain 
itnniediately as appropriate." 
The RN taN.Is confirmed that s/he was aware of 
the:incident, had been informed of the information 
gathered: by the LFN:, but did not conduct a full 
assessment df the resident pi-loft° tenger. 

Per review Of the:progress notes dated 09/12•/19 
et 742 AM, identifies the physician and the 
RTretorIof Nurses (DNS) Were notified Of the 
Ind:dent InCident report dated 09/12/19 identifies 
that the resident was not examined by the 
phytician. nor was the resident transferred to the 
hospital. Per interView With the DNS on 11/20/19 
at approximately 7:45 AM, confirms that the-s/he 
egndixted a 2 . hour follow up related to the fall. 
S/he also Confirms that the care plan was 
updated:at that time identifying new initiatives 
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F 689 Continued From page 8 F 689 
such as proper positioning of residents in bed, 
placement Of wash basin and necessary supplies , 
when providing .het side care, all to avoid future 
occurrences. Education was provided by the 
DNS With the LNA who yva,s involved in the 
inOiderit. 

The Raricy titled Fall Manag.ement was reviewed 
with both the LPN and the LNA during the 
interviews. The LPN was knowledgeable about 
the polity, but thetNA stated ["I think I have seen 
that:when I 'firSt stortedl. 

A chest x-ray. was ordered or 09/16/17 to rule out 
pneUrnenia. Madinat showeditiutrrionar 
congettion, with no significant change from prior 
chest x-ray on 0.8(M:19. It is unclear if the ribs 
were fully visualized in the first x-ray. Per request 
of Resident #20's farnity a second pOrtable x-ray 
of the chest and bilateral ribs Was obtained on 
0912.0/19. The results identified a fractured lateral 
right 10th fib with,  moderate carthomegely (an 
enlarged heart), 
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VERMONT 	 AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 
Division of Licensing and Protection  

HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 
http://www.dail.vermont.gov   

Survey and Certification Voice/TTY (802) 241-0480 
Survey and Certification Fax (802) 241-0343 

Survey and Certification Reporting Line: (888) 700-5330 
To Report Adult Abuse: (800) 564-1612 

December 11, 2019 

Ms. April Furlow, Administrator 
The Villa Rehab 
7 Forest Hill Drive 
St Albans, VT 05478-1615 

Dear Ms. Furlow: 

Enclosed is a copy of your acceptable plans of correction for the State portion of the 
Re-certification survey conducted on November 20, 2019. Please post this document in a 
prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 

Sincerely, 

11-etta_RN 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 
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1. What corrective actions will be put into 
place to ensure that the deficient practice 
does not recur? 
Facility policy has been updated to reflect 
any death occurring within 60 days from a 
fall will be reported immediately to the 
Administrator, who will report within 1 
business day to DLP. 

2. How the corrective actions will be 
monitored to ensure the deficient practice 
will not recur? 
The DNS and Nursing staff will report all 
deaths immediately to the Administrator. 
The Administrator will track all death 
reports to ensure timely reporting and ensure 
policies are followed. 

3. The dates corrective action will be 
completed. 
Corrective action was completed on 
11/21/2019 
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5000 Initial comments 	 S 000 

During an unannounced onsite CMS 
re-cerrification survey, nernpleted by the Division 
of Licensing and Protection on 11/20/19, the 
following violation of the State of Vermont 
Licensing and Operating Rules for Nursing 
Homes Was identified. 

2:9 .(a ,.d) REPORTS TO LICENSING AGENCY 

The folloWing reports must be filed with the 
licensing agency: 

2:9'(a) At any time'a fire occurs in the facility, 
regardless of .the size or damage, the licensing 
agency and the Department of Labor and Industry 
rntiSt be notified by the next business day. A 
Written report must be subMitted to both 
departments by the next business day. A copy of 
The report shall be kept on file in the facility. 

2.9 (b) Any untimely death that occurs as a result 
of an::untoward event, such as an accident that 
results in hospitalization, equipment failure, use 
of restraint, etc., Shall be reported to the licehsing 
agency by the next, business day, followed by a 
Written report that details and summarizes the 
eVetit. 

2.9 (0) Any unexplained or unaccounted for 
; bilSende 9f-a resid,ent for.  a period of more than 

30 minutes shall be reported promptly to the 
licemin9 agency. A writren report must be 
subrriitted by the close of the next business day. 

2.9 (d) Any breakdown or cessation to the 
;facility's physical plant that has a potential for 
harm to the residents, such es a loss of water, 
poWar„,heat or telephone tmytenuhicatte.m, etc., 
for four hours or more, shall be reported. within. 24.  
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hours to the 	licensing agency: 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review rand staff interview the 
facility failed to repOil to the licensing agency an 
untimely death, as a result Olen untoward -event 
such as anaccident/fall), for one appii0able 

resident, (Resident #20). The findings include the 

Per review of the medicatrecord, Resident #20 
haStliagnoses.of, bgt not limited to, Dementia, 
Alzheirrters DiSeaSe,'Congestive Heart Failure 
and Fracture of the 10th rib right side. 

An incident'report dated 09/12/19 at 00:-57 AM, 
identifies that the resident fell from his/her bed. 
Per inteiview with the Licensed Nurse Aide on 
1149119 at approximately 1 pm, Mie confirms 
that the fall was some 25-N:  inches from the 
height of the bed to the floor A•partable X-ray of 
therchest and bilateral ribs was Obtained on 
09/2009 that identified a fractured lateral right 
10th &With Moderate cadromegaly (en enlarged 
heart). The reSidertt died on 09/21/19 at 
approximately 9:S0 PM, seven days after the, fall. 

The Office of Medical Dearniner'S deterrriihed the 
cause of death to be Congestive Heart Failure 
spcOndary to rib frectUre caused by blunt force 

• trauma as a contributing faotor. Confirmation 
was male On 11/19/19 at a pprarnately 3 PM 
that a report was ncit made to the licensing 
agency. -However, the Nurs'ing Home 
Administrator aCknowledges that the Medical 
Examiner Wat notified at ttie time of death 
9.9121/19 and did reviewthe modical record two 
days after the death. 
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