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while the stalf continued thelr moming rounds.
intsrvlew with staff revesied thay were golng
abalit dolng their asslgned duties an the hall and
monitorad the resident when they could.

Findings include:

Arevisw of the policy antiled *Fall Prevention®
revisad 08/04/09, revesiad a Comprehensive
Side Ruil/Devies/Fall Assasgment is complatad
on all residents upon admlssion/re-admission,
quarterly, as nesded (PRN), and with any
significant changa of conditlon. As with all
events, rasidents are thoroughly assessed prior
o moving from the site of the event Skin, range
of motion, neurologlcal slgna. tevel of
consciousness, elc, are assassed in immediately
identify any Injury sustainad. With sll events,
follow-up documentation must ba dana every shift
X 24 haurs if no injury noted and awary shift x 48
houre if any injury is gustained.

Resident #2 was admittad to the facility on
02/02112 {rendmittad on 02M5/12) with diagnoses
to Include Cersbral Vascular Actident (CVA),
Domentia without Behavior Disturbance,
Dapressive Disorder and Hypartension.
Assazzment of Resident #2 ravealsd ha/she was

| atrisk for falls. A review of the Fall Assessment

dated 02/03/12 revaated Rotident #2 was
assasoed to ba a falls cak and staff initiated a
prassure alarm o histher bad and wheelchair. A
reviaw of the comprehensive care plan "At tigk for
falia® datad 02/16/12 revaaisd =taff was to keep
the envionment frae ¢lutter, keep frequent usad
tems within raach, encourage the resident i ask
for assistanca, monitor condition of shoas and
have repaired, restorative to evatuate and placs

completed on 3/29/2012. The
alarms were checked for proper
placement and function. A
review of all falls that occurred
within the past 90 days was
completed on3/29/2012.
During the review, the (DT
investigated each incldent to
identify causal factors and
make sure the appropriate
intervention to prevent another
fall was in place.

3. Staff was in-serviced an
3/26/2012 on Accldent
Prevention and Safety, Falls,
and Restraints, The
Adrministrator compieted a CE
far NHA on “Preventing Falls:
Keeping Residents Safe” on
3/26/2012. The Fall Prevention
Policy was revised on .
3/27/2012 to state that after
every fall that resident be
placed on 15 min checks for 72
hours and charted on every
shift for 72 hours. The IDT will
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in offactive programs, therapy discplines to
screan, evaluate and treat indicated gs neaded,
falt sk astessmant done quarterly and as
neadad . Arsvisw of tha gdmiction Minimum
Data Set (MDS) dated 02/16/12 revesled hefshe
had a Briaf Interview of Mentai Status (BIMS)
8cors of "8 Resident #2 wag saverely impalred
in his/her cognition and never mads any
decisions. He/she required extensive assistance
of two staff with activities of daily living,

Arevisw of tha nurses notes dated 02/26/12 at
4:00 AM, revaaled the resident was found eitting
in the middla of the foor of hisher bedroam,
Registered Nursa (RN) #1 assassed the resident
and found no injuries. The residem was care
planned to have a pressure alam o hisher bed
and wheelchair. A phona interview with
Reglsterac Nurse (RN) #1, on 03/09/ 2 at 10:44
AM, revealed the resident had besn found on the
floor of hissher bedroom at 4:00 AM on 02726/ 2,
The resident was assisted back to hisfher
wheelthajr, Resident #2 was token to the lobby
by the CNA. At 5:16 AM, RN #1 documented the
resident was lying in the floor of the jobby actively
bleeding from the taceration on the bridge of
his/ar nose. The nursa documented the fall was
not witnassed and staff would treat the resident
as @ possible haad injury, About 5:15 AM. RN #1
raported in interviaw the resident was found lying
in the lobby floor and she was unable to racall if
the alarm to hismer whealchair was sounding.
The residant was alana in the lobby at the time of
hleshor fall. She was unabla tb monitor the
reaident while she completsd accu checke and/or
tube feedings. A phone intarview with Certifisd
Nursing Assistant (CNA} #2, on 03/09/12 at 8:56
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Investigate each fall to
determine adequate
supervision, assistance device,
and causal factors and
implement resident specific
intervention,

4. A new CQl Form N-31 titled,
“Fall Safety/Accident
Investigation Inspection”, was
implemented and will be
tompieted every week for 4
weeks, then quarterly
thereafter.

3/29/2012
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AM, revealed she did not witness Residant #2's
falt an 021261 2. She aesisted with getting the
residant In the whealchair, but did not ses the
resident afterwards. During rounds they wears
answearing call lights and helping the ather
residents get up. She revealed the resident was
watched when they could bacause the two aidas
working the hall were heiping other resldents at
the time.

The msldent aiso complained of pain in hishar
right arm and hip. RN #1 contacted the physician
and ha ordered for the resident to be sentto the
local hospital for svaluation and treatment.
Addttionally, the family was notified of the
incidant. The record revealed at 6:00 AM, the
facility ransferrsd Resident #2 to the hospital for
evaluation. At 11;00 AM, Resident #2 returmed to
the facility having been dlagrosed with a nasal
contusion and treated with the Danna bond skin
adhesive, Staff was to monitor the abrasion to the
nosa for five days.

An intervisw with the Director of Nursing (DON),
on 03/07/12 at 6:07 PM, raveated the resident
had two falls on 02/26/12. The resident was
found in the flaar at 4:00 AM with no injuriss and
the etaff asslated the resident up and placed
himmer in thair whaslchair. The atalf placed the
resltent in the Jobby aftsrwards and at 5:15 AM,
Resident #2 was found in tha lobby fioor.
Raeldant ¥2 was observed blaading from the
bridgre of hiather nosa and the staff eant the
resident out for evaluation at the iocal hosphal,
During the fall at 5:15 AM, the resident was Isft
unsupervised whila siaff was gatting other
residerts up. The residant had a tendency too
tean to the right and shs thaught the residant
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probably laanad ta far resulting in himvher falling
out of the wheelchair. The DON revealed the
incident was unwitnessad, She revealod tha staff
did not supervise the rasident whilte he/she was
sitting in histhar wheelchair In the lobhy,
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