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; An abbreviated standard survey (KY16349) was ' :
: conducted on May 8, 2011, The complaint was :
! slbstantiated with deficient practice identified at ;
1D jevel, !
F 323 | 483.25(h) FREE OF ACCIDENT F 323 85’ e_ odlach e
ss=0 | HAZARDS/SUPERVISION/DEVICES - '

The facility must ensure that the resident
anvironment remaing as free of accident hazards
as-is possible; and each resident recefves
adequate supervision and assistance devices to
prevent accidents,

Thiz REQUIREMENT is not met as evidenced
by: ‘

Based on interview, closed record review, and a
review of facility poficies/procedures, the facility
failed to ensure the environment was free of
accident hazards and that adequate supenision
1 and assistance devices were provided for one
; resident to prevent acoidents, Resident #1 was
| assessed 10 be at high risk for falls upon
- admissior ta the facilly; howaver, there was no
t avidencea fall interventions had been implemeantad
. untll the resident sustained a fall from the bed on
April 14, 2011.

The findings include:;

A review of the faciity's Falls Prevention Program
revealed an assessmant would be completed
upon admission, and quarterly, to identify
residents at high risk for falis. The program '
furthar noted the risk factors would be identified ' !

LABCH DRY DIRECTOR'S OR P LERSLUPPLIER REPRESENTATIVE'S SIGNATURE {X8) DATE

amade. XOht ) Odnunistrata  S/anl

Any defic) sratemant anding with an eaterigk *) dehotes & deficiency which bhe instiution may be exclused from eormecting providing it is determined that
tiher safeddards provige sufficiant protection 1o the patients. (See instructions.) Except for nursing hemes, the findings stated above are disclosable B0 days
following the date of survey whether or not & plan af correction |s providad, Far nursing hames, the above findImge and plans of eomection am disninsable 14
days following the date these documants are made avallabie to the facillty. If deficlencies are clied, an approved plan of carrection i requisite to continued
program participation,
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an the care plan/Kardex and inferventions to
prevent falls would be documented and intiated.

A review of the closed madical record ravealed
resident #1 was admitted to the facility on Aprli B,
2011, with diagnoses including Hypoxio
Encephalopathy, Advanced Chronic Cbstructive
‘Pulmonary Disease, History of Alcoho! Abuse
with recurrent Pancreatitis, and Diabetes Maliitus. |

i
:

A review of the Fall Risk Assessment completed
L on April &, 2011, for resident #1 revealed the

| rasident had been assessed to have @ score of
!12, According to the Fall Risk Assessment, &

i scare of 10 or greater indicated a resident was at
high risk for falls,

Review of a care plan developad at the time of
the residant's admission (April 8, 2011) ravealed
the facliity idenfified the resident to have a
problem related to falis/safety risk. Intervantions
deveioped Included to keap tha cail bell within
reach, to encourage the resident o use the call
bell, and to instruct the resident on safety
measures.

A review of nurse's notes dated April 14, 2011, at
9:35 a.m., revesled rasident #1 was found sittng
on the foor next to the resident's bed. The

: resident was assessed to have a red abrasion of
: the back and buttocks araa, Resgident#? was
transferred to the Emergancy Room for further

{ evaluation/ftreatmant. The resident returmed to
" the facillty on April 14, 2011, at 440 p.m., with no |
injury noted. ‘

Further review of the care plan reveajed the care - l
plan was updated on Aprit 14, 2011, after resident
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| A review of the Treatment Administration Record

. mats were initizled as bzing Implemented on April

| to administer medications for agitation as

: bedside,

 record (TAR) for residant #1,

| An terview conducted with the Unit Manager

Continued From page 2 .

#1 was found sitting on the floor beside the
resident's bed. New intervenficns included to
utilize a bed alarm, to offar diversional activities,

needed, and to maintain fall mats at the resident's

(TAR) for April 2011 revealed a bed alarm and fali
14, 20114, during the 3,00 p.m. to 11:00 p.m. shift.

A review of the inltial camprehensive assessment
completed on April 19, 2011, revealzd resident #1
was assessed (o be alert with independent
decision-making skills, to require extensive
assistance of two staff persons for bed mobility
and transfers, and fo be nonambluiatory.

AR interview conducted with Licensed Practical
Nurse (LPN) #3 on May 6, 2011, at 3:0C p.m,,
revealed LPN #3 completed the Fall Risk
Aesessment for resident %1 when the resident
was agmitted to the facility on April 8, 2011. LPN
#3 stated the Fall Risk Assessment was to be
completed upon admission and when changes
ocourred in = resident's condition. LPN #3 stated
if a resldent's scora was 10 or grestec all staff
was to be made aware of the resident's falt risk
and fall inferventions shouid be implemented,
The LPN stated a bed alarm should have been
implementec and documented on the treatment

(UNN on May B, 2011, at 4:00 p,m., revealed fall
intetventions were required to be implemented
when a resident's fali sk assegsment score was

I

I
F 323;
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10 or greater. The UM stated the admission
nurse was respansible for implementing the
interventions after completing the Fall Risk
Assesement. The UM further stated all staff was
responsible to ensure the interventions had been
impiemented to address the resident's fall risk.
The UM confirmed the bed alarm and fall mets
were not implemeanted for resident #4 until Apri
14, 2011

The Director of Nurses (DON) was interviewed on
May &, 2011, at 4:10 p.m. The DON stated the
lleensed nurses were responsibie to complefs the
Fall Risk Assessment upon a resident's
admission and to implement fali intervantions as
indicated. The DON stated the UM was
responsible to ensure fall inferventions had been
implemented.
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Plan of Correction
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1 Resident #1 is no longer a resident of this facility.
2. All resident’s were reviewed by the unit managers to ensure fall interventions ware in

place and documented on the chart per the fall risk assessment guidelines (fall risk
indicated with score of 10 or higher).

3, Both unit managers as well s all nurses were in-serviced cn May 9-13, 2011 by the DON
and Quality Assurance Manager that al! residents who score 10 or higher on the fall risk
assessment are to be evaluated for the appropriate fall intervention after falt
assessment has been completed. Upon completion of evaluations, the intervention will
be put in place immediately.

4, The cQl team will check 3 resident charts on each unit weekly for one month then
quarterly for six months to ensure all residents have fall interventions in placeand
documented on the chart when they score 10 or higher on fall risk assessment. Any
irregularities will be corrected immediately and reported to QA for follow up.

5. Date of Completion:  May 13, 2011.
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