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A review of a Fall Risk Assessment, dated

 02/25M0, revealed the facility assessed Resident
: #1 at high risk for falls with a score of 28 points: a
score of 12 or higher indicated a high risk for falis.

A review of the resident's {(undated), care plan for
! the problem, "Impaired Skin Integrity" revealed
interventions included the use of an "air loss"”
matiress on the resident's bed. Review of the
care plan for the problem, "Falls/Safety", dated

: 07/13/09, revealed interventions included the use
: of a bed holster to be placed to the right side of
the bed, "to aid with positioning",

A review of physician orders, dated 05/01-31/10,
revealad an order for the air mattress and

- revealed the start date, of 08/06/08. Additionally,
the physician orders included the use of a holster
o be applied to the right side of the bed for
positioning, with a start date of 02/26/10.

- A review of nurses notes, dated 04/19410 at 9:00
PM, revealed Resident #1 rolled over the bed
bolster and fell an the floor. The resident i
sustained skin tears {o the left knee, upper right
arm, and between first and second fingers of the

| left hand. A bruise was noted ko the resident's
right cheek and a blood blister was noted on the

: resident’s right eyelid. The note revealed

: Resident #1 compiained of pain o the head and

' neck, the physician was notified and an order was
- received to obtain a x-ray of the resident's
cervical {neck) spine and both hands.

A review of the x-ray report, dated 04/18/10 at
11:04 PM, revealed Resident #1 sustalned an

- acute {recent} fracture to the second vertebra in
the cervical spine {neck). The x-ray report also

: revealed the resident had Kyphosis {exaggerated
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2. How wili lacility identify other
residents:

a. On 5/20/10, trial worksheets were
developed to complete a 100% audit for
all residents using a low air loss
mattress and/or a positioning device in
the Long Term Care Facility. A
summary of this audit was eompleted.
See Attachment 7.

3. Measures put in place to ensure
deficient practice will not recur: j

a. Policy on “Positioning/Mobility and :
Pressure Reduction Devices” was
written that ineludes an evaluation of
the need for mobility and positioning
devices as well as proper assessment of
use of pressure reduction devices to
include the potential risk, benefit,
evaluation of benefit versus risk and
rationale for use of any such device.
See Attachment 8 — 2 pages.

b. The asscssment on Bedrail/Fall
Assessment was updated to include
assessment of positioning/mobility
devices and pressure reduction devices.
See Attachment 9 - 3 pages.

c¢. Mandatory in-services have been
. scheduled for all licensed and CNA
- staff -to review completion of new arcas |
* of assessment identified in policy. See
- Attachment 10 -2 pages, and
. Attachment 11,
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curvature of the upper sping} and chronic {old or
fongstanding} compression fractures to the

second and third vertebra of the thoracic {upper !
back) spine.

A review of the "falls monitor”, dated complated, :
on 04/22M10, by the facility's Administrator, -
revealed the reason the resident fell was due to ;
"restlessness/confusion”. The Administrator
documented in the section entitled "problems
identified from this review", the cause for the fall
I'was not determined, the residant resident setdom
: moved in bed and the resident would be

- monitored closely.

- An inferview conducted, on 05/20/10 at 1:20 PM,
: with Licensed Practical Nurse {LPN) #2 revealed
: the nurse found Resident #1 on the floor, on

i 0411 9/10, and the resident had been observed by
the nurse 1o have episcdes of restlessness while
!'in bed. LPN #2 described the resident as having
episodes of "squirming and turning”, while in the
: bed. She slated she could not defermine how

! Resident #1 was able to roll over the bed bolster
and fall to the floor. LPN #2 stated she did not
assess the resident for the safe use of the air
mattress or the bed bolster, prior {0 continuing the
use of the devices. However, she asked the
Certified Nursing Assistants {CNA) to check the
bed and bed bolster to ensure they were in place,
prior to assisting Resident #1 back into the bed.

©An interview with LPN #1, on 5/20/10 at 2:40 PM, .
' revealed she had obtained the order for the bed
. bolster, on 02/26/10. Resident#1 had a Stage IV :
pressure area to the upper right back and

frequently rolled to the right side. The bed bolster

was utilized to prevent the resident from rofling

¢ onto the pressure area after use of pillows for
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d. Updated competencies will be
completed on all staff, See
Attachments 12.

4. Monitor performance to ensure that
solutions are sustained:

a. Quality Assurance worksheet
. established for on-going monitoring.
See Attachment 13.

b. Monitoring will be completed and
reported monthly to all Long Term Care
staff, and quarterly to Quality
Assurance Committee.

5. Date of Completion of all corrective | 6/24/10

i action to correct this deficiency —
6/24/10.
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positioning was unsuccessful. LPN #1 stated she
discussed the resident's care with other nursing
staff, but the resident was not assessed for the
use of the device to ensure it was safe. LPN #1
stated she was unaware of any procedure
deveioped by the facility to be completed prior to
implamenting a positioning device, such as the
bad botster or the air mattress. When a resident
was admitted to the long term care {LTC) facility
from the hospital portion of the building, if they
were received on an air mattress and had a
physicians order for the mattress, no assessment
was conducted.

An intarview with the Administrator and Birector
of Nursing {DON), on 05/20/10 at 3:05 PM,

' revealad the cause of the resident's fall was not

determined. The Administrator stated the facility
did not have an established policy related to
assistive device (air mattress or bed bolster)
assessmentis {0 ensure safety for the rasident,

prior to implementation.

An interview with Registered Nurse (RN} #2, staff

development coordinator, on 05/21/10 at 10:35
AM, revealed CNAs were responsible for
checking placement of bed holsters every shift,
but she was not sure whether the CNAs had been
trained and were competent to ensure proper

 placement of a device. She stated she would

* expect licensed staif to ensure the placement of

! the bed bolster initially. but did not know who was
: designated responsibility. RN #2 stated

" inservices on the ptacement and use of bed

boisters had been provided, on 05/18/10, in
rasponse {0 a request made by LPN #2,

| An interview with the Administrator, on 05/21/10
i at 12:30 PM, revealed she could net focate

|
L
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| evidence of training provided by the facllity for the
use of bed kolsters, prior to 05/18/10, Prior to

: 05/18M10, guidelines for applying the bed bolsters
" was posted on the bathreom door of Resident

. #1's room and each CNA was supposed to read

. the guidelines prior to applying the bolster.

!
[
N>
]

An interview with LPN #1, on 06/21/10 at 1:10 i
PM, revealed she requested the inservice :
because she found the bed bolster applied
loosely previously. J

An interview with GNA #3, on 05/21/10 at 1:15 ; ;
P, revealed she found the bolster applied : :
: loosely, previously.

! An interview with CNA #4, on 056/21/10 at 1:30 |
PM, revealed she received training related to the

use of air mattresses and ficensed staff talked to |
her about the bed bolster, but the CNA had not !
received formal inservices or training related to :
the application of the bed bolster.

An interview with CNA #5, on 05/21/10 at 1:35

PM, reveaied she had been employed

approximately two months, had not received any

: training on either the air mattress or the bolster |
- and would not know how {o apply a bed bolster.

An interview with CNA #7, on 05/21/10 at 1:55
PM, revealed she had been empioyed

approximately six months and had no formai :
training or inservices since hire, related to bed
bolsters or air matiresses, prior fo 05/18/10. :

An interview with Resident #1°s family member, : f
{ on 0520110 at 2:30 PM, revealed the facifity had :

! not informed the refative of a determination of a

- cause of the resident's fall. The family member
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stated Resident #1 had been observed very
restioss in bed at times, but had not been
observed attempt to get out of bed.

Observations of Resident #1, on 05/19/10 at
10:20 AM and 3:40 PM, revealed Resident #1
was in bed and the bed was equipped with an air
matfress and a hed boister was applied to the

i right side of the bed. The bed was observedin a
| low position, fall mats were located on both sides

of the bed and a bed sensor alarm was in place
and activated. The resident was not ohserved
restless during the observations.

2. A record review revealed Resident # 9 was
admitted to the facility with diagnoses to include
End Stage Parkinson's Disease, Diabetes
Mellitus, Parotid Gland Infection, Weight Loss and
Pressure Uleer.

Observations of Resident #9, on 05/20/10 at 4:50
PM and cn 05/21/10 at 10:00 AM, revealed the

: resident was lying on an air mattress, with side
raiis on both sides of the hed, in the down

position.

A review of the physician's orders, dated
0517110, revealed the order for the air loss
mattress.

A review of the care ptan, dated 05/17/10,

revealed the resident was on an air loss mattress.

; A review of the medical record revealed there
. was no assessment identifying risks or benefits
¢ for the safe use of the air loss mattress.

3. A record review revealed Resident #8 was

- admitted to the facility with diagnoses to include

F 323!
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i Decubitus Ulcer, Diabetes Mellitus, Hypertension, ‘
! Coronary Artery Disease, Cangestive Heart : !
| Failure, Pacemaker and History of Humerus 3 :
: Fraciure.

| Observations on 05/20/10 at 1:15 PM and
06/21/10 at 5:00 PM, revealed Resident #8 was
lying on an air matiress with the siderails in the up
position.

A review of the physician's order dated
02/10/2008, revealed an order for an air matiress. i

A record review revealed there was an :
. assessment compieted on 05/21/10 to identify the :

: risks and benefits for the safe use of the air '
: mattress.

4, Resident #3 was admitted to the facility with
diagnoses fo include Multiple Decubiti, Renal
Insufficiency and Diabetes Mellitus.

. An observation on 05/19/10 at approximately

i 10:25 AM, revealed Resident #3 was lying on an
air matiress with the side rails of the bed in the
down position.

i A review of a physician's order dated 05/10,
! reveated an air loss maliress was o be utilized.

i A review of Resident #3's care plan for Impaired
! Skin Integrity dated 05/03/10, revealed an

i intervention for "air loss mattress" as a pressure
! relieving support surface.

A review of the medical record revealed there
| was no assessment completed for the safe use of
- an air matiress,
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5. Resident #7 was admitted to the facility with
diagnoses {o include Multipte Myolemma, Hip
Fracture and Chronic Pain.

An observation on 05/20/10 at approximately 1:25
' PM, revealed Resident #7 was lying on an air

matiress with 1/2 side rails bitateraily in the up

position,

© A review of the admission physician's orders

dated 05/10/10, revealed an order for an air
mattress.

A review of the medical record revealed no
assessment had been completed for the safe use
of an air mattress.

An interview with the Minimum Data Set (MDS)
Coordinator on 05/20 10 at approximately 4,45
PM, revealed no assessments were completed

. for the safe use of an air mattress for Residents

i #3 and #7. Additionally, the MDS Coordinator

: revealed If residents were admitted from the

. acute care hospital with an order for an air

mattress, then no assessmenis were compleied.
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b. Provide announcement to Resident
Council Mecting.

c. Provide updated information to all
staff related to identification of
“Resident Flammable Materials List”.
See Attachment 19,

d. Sign placed in resident rooms to
alert current residents/families about
any flammable materials brought in,
See Attachment 20,

e. New policy written to define
Nlammable materjals and treatment of
such. See Attachment 21,

4, Monitor performance to ensure that
solutions are sustained:

a. Environmental floor rounds will be
conducted monthly and personal items
will be examined for safety and
reported as necessary.

5. Date of Compietion of all corrective
actions to correct this deficiency:
6/30/10.

6/30/10
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