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§8=p HIGHEST WELL BEING The statements made in this plan

Each resident must receive and the facility must of correction are not an admission

provide the necessary care and services to altain and do not constitute agreement
or maintain the highest practicable physical, with the alleged deficiencies
mental, and psychaosocial well-being, in herein

accordance with the comprehensive assessment

and plan of care. . o ) .
I'o remain in compliance with all

state and federal regulations, the
enter has taken or will take the

This REQUIREMENT is not met as evidenced Cbl].lel b ‘} - .“ . )C -
by: actions set forth in this Plan of
Based on staff interviews and record review the Correction. In addition, the
facility failed to assess a resident's condition after following pian constitutes the
a faI‘I with mjuw‘for one (1) of three (3) sampled center’s allegation of compliance.
Residents (Resident #1). , .

All alleged deficiencies have been
The findings are: or will be correcled by the dates

indicated.
Resident #1 was readmitted to the facility on

4/24/12 with diagnoses that included dementia,

history of CVA and others. The quarterly MDS F309

dated 7/18/12 specified the resident had

moderately impaired cognition, required extensive T'his facility does understand that IO/{ O{IQ
i 26 Wi DL falls. ; .

SRR, ML ADE ST e oAl cach resident must receive and the

Review of Resident #1's medical record revealed facility must provide the

a nurses' entry written by licensed nurse (LN) #1 necessary care and services to

dated 8i2l1l12 that specified on 8/20/12 fat 10:15 attain or maintain the highes{

p.m. Resident #1 fell frem her wheelchair, struck acticable vhysical. mental, and

her head on the floor, sustained a laceration praclicable P ySIom; | leatil €

above her left eye and was bleeding. The eniry psychosocial well-being, in

specified the on-call physiclan was notified and accordance with the

ordered the resident to be sent lo the Emergency Compl‘chcllsive assessment and

Department for evaluation. .
plan of care.

The Emergency Depariment report dated 8/20/12

Lnewﬂecmﬁs OR JHl m@ R REPRES);NTATIVE S SIGNATURE TITLE (X6) DATE

Gy Nals, cANA AT RADR, V&Qs J18,
.01( deficiency slalement encing with an aster )wles a defici er{cy which the institulion may be excused from correcting providing il Is determined thal
other safeguards provide sufficient Frot lc th patients. (See Insiruclions,) Excepl for nursing homes, the findings stated above are disclosatle 90 days

fellowing the dale of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the date these documents are made availabla to the facility. If defliciencies are ciled, an approved olan of correction is requisite to continued

program participation, ( A S (\({( 0(&1\[[ LL_LFL( B RECEIVED
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specified the resident sustained a head injury with
a taceration to the forehead {hat required sutures.

Further review of the medical record revealed
Resident #1 had no identified wheelchair safety or
positioning concerns. Resident 1 had a foam
cushion in place for comfort.

On 9/19/12 at 11:40 AM LN #1 was interviewed
and stated nurse aides were expected to report
falls immediately lo a licensed nurse. She
confirmed she was assigned to care for Resident
i1 on 8/20/12 and reported that al 10:15 PM
nurse aide (NA) ##1 reported Resident #1 fell out
of her wheelchair and hit her head on the floor,
She slated she went to assess the resident
immediately and found the resident in bed with a
towsl over a one (1) inch long laceration to the
forehead bleeding and bruised. LN #1 reported
that the resident was transferred from the floor to
bed by NA#1. She siated she was not aware of
when the resident fell because NA#1 had not
notified her immediately after the fall. LN #1
reported she notified the on-call physician and
received orders to send Resident #1 to the
Emergency Depariment for evaluation of a head

- injury.

On 9/19/12 at 12:45 PM NA #12 was inlsrviewed
and stated that Resident #1 required two (2)
people to transfer her, NA #i2 added she was
trained to report any fall immediately to the
licensed nurse on duty. She reported that on
8/20112 NA ##11 came o her and asked her for
help wilh Resident f#1. NA #2 slaled she entered
Resident #1's room and observed the resident in
bed with a laceration to the forehead that was
bleading. NA #2 slated NA #1 reported the
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How the corrective action will he
accomplished for the resident(s)

affected. The certified nursing
assistant who failed to
immediately report the fall is no
longer employed by the facility.

How corrective action will he
accomplished for those residents
with the potential to be affected by

the same practice. Revicw of
August 2012 and September 2012
falls identified no other residents
that were transferred prior to
notifying the nurse of a fall.

Measures In place to ensure
practices will not occur. Certified
nursing assistant staff received
eclucation on fall prevention and
response; completed by 10/01/12.
The Director of Nursing (DON)
will review resident falls for stafl
response by including the nursing
feam assigned to a resident who
experiences a fall in a weekly
review of falls for 8 weeks. Any
staff found to be deficient in IO{{O{{Q
practice will be disciplined using
the progressive discipline process.
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- resident she fell out of her wheelchair and hil her
head on the floor. She added thal NA #1 stated
she panicked and transferred the resident back to
bed and used a towel over lhe forehead
laceration fo try to stop the bleeding. NA #2
reported she was unaware of when the residenl
fell but confirmed NA #1 asked her what to do.
NA #2 staled she told NA #1 to nolify LN #1
immediately.

On 9/19/12 at 1:.00 PM NA 1 was interviewed
and stated that she was trained to notify the
licensed nurse on duly immediately when a
resident fell and that she was not to move or
reposition a resident until the licensed nurse had
assessed the resident for injury. She stated thal
on 8/20/12 she posilioned the wheelchair to the
bed, turned away from the resident and during
this time the Resident #1 fell out of her
wheelchair and hit her head. NA #1 added the
resident had a laceration fo the forehead that was
bleeding. She stated she wasn'l sure what to do
so she transferred the resident off the floor and
back to bed and used a towel to stop the

‘ bleeding. NA #1 added she heaard NA#2 in a
nearby room and asked her for help. NA 11
stated NA #2 told her to notify LN 1. NA #1 was
unable to remember how the long she waited
before nolifying LN #1 that Resident ##1 fell.

On 9/19/12 at 1:35 PM the Direclor of Nursing
(DON) was inlerviewed and reported nurse aides
were expected to nolify the licensed nurse
immediately after a resident fell. She stated that
NA #1 should not have wailed to notify the
licensed nurse that Resident #1 fell and should
not have transferred the resident back to bad and
administered first aide.
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How the facility plans to monitor
and ensure correction is achieved

and sustained, The DON wil] {O{(O({Q—
monitor the fall meetings for eight

weeks as indicated above and

report any patterns or trends to the

quality assurance committee, The

quality assurance committee will

determine if further education or

systemic changes are needed.
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