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Findings included:

F 323 483.25(h) FREE OF ACCIDENT
s38=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
envirenment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

Based on record review, observation, staff,
resident and responsible party interviews the
facility failed to determine the cause of falls, to
implement the bed alarm and evaluate
interventions to prevent further falls 1 of &
residents reviewed with falls. {(Resident #5}

Review of the electronic record revealed
Resident #5 was admitted on 5/01/13 at 4,06 PM,
for rehabilitation. His diagnoses were in part,
incomplete left hip and a rib fracture, diabetes
mellitus, chronic kidney disease, atrial fibriliation
and dementia. He was readmitted from the
hospital on 5/15/13 due to gastrointestinal

Review of the care plan for falls dated 5/10/13
revealed in part the facility was to

investigate the cause of fall immediately, and
evaluate the pattern of falls  if resident fell more
than once. Anticipate Resident #5 needs in
relation to present ADL * s (activity of daily
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Preparation and/or execution of
F 323 this Ptan of Correction does not
constitute an admission or
agreement by the provider of
the truth of the facts alleged or
conclusions set forth on the
Statement of Deficiencies. This
Plan of Correclion is prepared
and/or executed solely because
required by the provisions of
Health and Safety Code Section
1280 and 42 C.F.R.
405,1907
F323
6/14113
1. Corrsctive action will be
accomplished for those
residents found to have
been affecled by the
deficient practice:
Facility completed post fall
investigation in regards to
Resident #5 and the event
of 6/3M13. Care plan
inferventions for resident
#5 were evaluated by the
interdisciplinary team for
appropriatensss.
Interventions were
implemented on 6/4/13
which included a physical
evaluation, an order for an
x-ray, therapy referral and
initiation of a prompted
toileting program. Bed
alarm intervention
continued. Results of x-
ray and evalualion were
called and faxed to
physician on 6/4/13.
Nurse Practitioner
evaluated resident #5 on
6/5/13 with no new orders
given.
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réancy staternent ending v?'(h an asterisk {*} délotesé deficiency which the instilution may be excused from correcting providing it is determined that

othgrEafeguards provide sufficienf protection 1o the patients . (Ses instrustions.) Except for nursing homes, lha findings slated above are disclosable 90 days
folGwing the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

program participation.

fays following the date these documents are made available to the facility. 1f deficiencies are cited, an approved plan of correction is requisite to continued
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Review of the discharge summary dated 5/15/13
revealed due to a fall isk, Coumadin {a blood
thinning agent) 2 mg {milligram)} a day by mouth
except Tuesday and 1 mg on Tuesday was
discontinued and aspirin 81 mg every day was
started.

Review of the fall risk assessment dated 5/15/13
indicated Resident #5 was at high risk for falls,

The amended care plan on 5/17/13 included the
addition of a senser pad afarm to wheelchair and
bed, nursing to check placement and functioning
every shift and a floor matt at the bedside.

Review view of the Accident Report dated 5/20/13
revealed Resident #5 had an unwitnessed fall on
7:00 AM. No injury was sustained. No further
interventions were implemented.

The Minimum Data Set dated 5/29/13, revealed
cognition was intact and he was able to make
decisions of his daily care. He required extensive
assistance with two people to perform bed
mobility, to transfer, {0 use the toilet, to dress and
for personal hygiene. He was totally dependent
on staff for bathing. He was not steady and only
able to stabilize with staff assistance when
moving on and off the toilet, furning around,
walking moving from a seated o a standing
position and surface to surface transfer. He had
left lower extremity impairment, requiring a walker
or wheelchair. Resident #5 was frequently
incontinent of bowel or bladder, and currently was
not managed on toileting program.

Review of current physician order dated 6/1/13

Corrective action will be
accomplished for those
residents having potential
to be affected by the same
deficient practice:

An audit of falls risk
assessments was
complaeted by the Director
of Nursing, Assistant
Director of Nursing, Staff
Davelopment Coordinator,
MDS Coordinators, Rehab
Staff and Social Worker for
all residents to ensure
appropriate interventions
are in place with revision
of care plan as necessary
on 6/11/i3. An audit of all
resident care plans related
to falls was completed by
the Director of Nursing,
Assistant Director of
Nursing, Staff
Development Coordinator,
MDS Coordinators, Rehab
Staff and Social Worker on
6/11/13 to review fall
interventions and goals.
An audit of all residents
utilizing bed alarms was
compleled by the Director
of Nursing, Assistant
Direstor of Nursing, Staff
Development Coordinator,
MBS Coordinators, Rehab
Staff and Social Worker on
6/11/13 to ensure alarms
in place and funclioning
appropriately, These
audits consisted of a
review of each residents
fall risk assessment, a
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revealed Lasix (a diuretic) 0.5 mg by mouth daily.

Review of the nursing note dated 6/3/13 at 4:50
AM, Nurse #1 revealed ™ Resident got up and
went {o the bathroom. On his way back when he
got fo his bed as he reached for the bed he stated
he lost his balance and dropped to his knees on
the safety matt at his bedside. No injury noted.
Vital sighs stable. Will continue to monitor. ”

During an interview on 6/4/13 at 11:44 am the
DON {Director of Nursing) indicated Resident #5
had not sustained a fall on 6/3/13, there was no
documented accident report or SBAR (Situation,
Background, Assessment and
Recommendation). The DON was then asked to
read the nurses noted dated 6/3/13 at 4:50 am.
She had no further comment,

During an interview on 6/4/13 at 2:25 PM, Nurse
#1 indicated no assessment was done to
determine the caused the fall and no new
interventions were putinto place.

During an interview via tefephone on 6/6/13 at
11:27 AM, Aide #1 Indicated Resident #5 yelled
{a name) when he needed toileting or he got up
and the alarm would sound. She heard the alarm
sounding on 6/4/13 and assisted Nurse #1 to get
Resident #5 in bed. She had asked himif he
needed to be tolleted and he said. " No. " She
indicated she checks on him at least every two
hours,

During an interview on 6/4/13 at 1:43 pm, while
with the RP {responsible party) and another
family member present, Resident #5 indicated he
did not remember a fall yesterday. Chservation

interventions and a review
of progress notes for
documentation of
compliance with
Interventions, Nurses are
documenting placement
and function of alarms
each shift.

Measures will be put info
place or systemic changes
made to ensure that the
deficient practice will not
oceur:

Nurses educated as to
procedure for shift change
reporting by Staff
Development Coordinator.
Training will be completed
on 8/14/13,

Nurses conducting a shift
to shift review of progress
noles to monitor resident
change of condition or
other resident evenis,
MNurse management to
conduct a 24 hour review
of all progress notes,
accidentfincident reports
with review of SBAR's .
Licensed and certified staff
will be educated in regards
to necessity, placement
and proper functioning of
safely devices with
completion on 6/14/13.
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revealed Resident #5 sitting in bed without an
alarm device. The alarm was attached to the
head board behind the bed, out of sight. There
was ho alarm pad on the bed. When asked how
Resident #5 got into bed. The family member
indicated he stood up and got into bed himself. A
family member indicated Nurse #2 was just in the
room and assessed Resident #5 for bruising and
pain because he fell the day before. The RP
rang the call beli for staff to attach the bed alarm.
The RP indicated they had been unsuccessful to
get Resident #5 to use the call bell. " We have
tatked and talked to him, he just doesn'tuseit. "

During an interview on 6/4/13 at 2:08 PM, Aide
#2 indicated the afarm should be connected. She
demonstrated the alarm operation pulled it apart
to cause it to sound and placed it on Resident #5.
Buring an interview on 6/4/13 at 2: 11 PM, Aide #3
indicated Aide #4 had put Resident #5 to bed
after lunch and did not put the alarm on him.
During an interview on 6/4/13 at 2:15 PM Aide #4
indicated she had not assisted Resident #5.
During an interview on 6/4/13 at 2:19 PM Nurse #
2 indicated the family was in the room and the
alarm wasn 't necessary.

During an interview on 6/4/13at 5:00 PM the
DON indicated the SBAR and accident reports
are reviewed every merning, to determine the
cause of a fall and put interventions into place.
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indicate how the facility
will monitor its

Director of Nursing or
Assistant Director of
Nursing will review all
progress notes daily for
four weeks. Director of
Nursing or Assistant
Director of Nursing will
conduct an audit of 50% of
residents utilizing bad
atarms for
appropriateness,
placement and proper
functioning.
Interdisciptinary team
review of afl resident
events conducted dally.
Results will be presented
to the Quality Assurance
team for racommendations
and follow up for 6
months.
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