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fall on 08/07/14 to prevent falls but the facility
failed to obtaln the wedge cushion {imaly and
failed to put an intervention In place until the
wedge cushion was received.

The firdings include:

Review af the facllity's Fall policy, dated 04/2012,
revealed It was the intent of the facility to provide
residents with assistance and supervision in an

folowing the date of survey whether or not g plar of carraction s

effort to minimize the risk of falls and fzil related

a personal alarm Initiated when up in her
wheelchair. The personal alarm was

added to resident’s care plan and c.n.a.

care plan. Cushion ordered was recejved

on August 27, 2014, once placed in resident’s
wheelchair it did not assist with her
positioning, Therapy re-evalutated an
9/15/2014, elevated wheelchalr seat

And added a dliiferent cushion,

Resident remalns with personal alarm.
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OE\;icw_ﬁursing and Rehabilitation does
not believe and docs not admit that any
] [ LB Fooc deficiencies existed, before, during, or after
the survey, Qakview Nursing and
An Abbreviated Survey investigating (KY #22094) Rehabilitation reserves all rights 1o contest
was conducted on 08/18/14 through 08/21/14 to the survey findings through mt'onpal dispute
detemmiine the facility’s compliance with Federal resolnlion..fonna] appeal proocadm_gs. or
requirements. The complaint was substantiated any adminisirative or legal proccedings.
with & deficdiency Identified at the highest S/5 of a This plan of correction is not meant to
D", cstablish any stendard of care, contract
F 323 | 483.25(h) FREE OF ACCIDENT F 323 obligation or position and O:II;V!WSN::S"%
" e £ mls
88=D | HAZARDS/SUPERVISION/DEVICES and Rehabilitation reserves fl:ﬂ ;
: all possible contentions axl'nd de Ses in any
p ivil or criminal claim, action, or
| The facliity must ensure that the resident g’rgz;fd‘;:l"s" ‘]’;:ming pontained in ths pian
environment remains as fraa of accidefnt tazards of correction shotld be considered as &
as s possible; and each resident receives waiver of any potentially applicable Peer
adequate supervision and essistance devices to | Review, Quality Assurance, or self-critical
prevent accidents. examination privilege which Oakview
Nursing and Rehabilitation does not waive
and reserves the right to assert in any
adminjstrative, civil or criminal claim,
action or proceeding. Orkview Nurslng_and
This REQUIREMENT is not met as evidenced Rehabilitation offers its responses, cfedlble
by: ailegations of compliance as part of its
Basad on observation, interview, record review, ongoing cfforts to provide quality of care to
and review of the facillty policy it was determined residents,
the facility failed to provide an assistive device
timely to prevent accidents for one (1) of three (3) F323 i
sampled residents (Resident #2). Resident #2
was assessed to need a wedge cushion after a l. On August 21, 2014 resident #2 hag f9/19/2014 '

REPRESENTATIVE'S SIGNATURE

ency which the insiituton may ba excused from camrecling providing & Is detarmined that
Instructions.) Except for nursing homes, the findings stated above ame disclosable 90 daya
provided. Fer nursing homes, the above findings and plans of comaction are disciosabla 14
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Il. On September 8, 2014 all resident’s
F 323 | Continued From page 1 F 323! had “Fall Risk” evaluations reviewed and

injuries.

Record raviaw revesled the facility admitted
Resident #2 on 05/10/11 with diagnoses which
included Anemia, Non-Alzheimer's Dementia,
Depression, Anxiely, Hypertension, and Gait
Instability, Review of the quarterly Minimum Data
Set (MDS) assessment, dated 06/27/14, revealed
the facility assessed Resident #2's cognition as
severely impalred with a Brief Interview of Mental
Status (BIMS) score of six (8) indicating the
resident was not interviewable,

Review of the Resident #2's Fall Rick Evaluation,
dated 08/30/14, revealed the resident scored
twenty (20) and a score of 10 or higher indicated
the resident was at risk for falls.

Review of the facility's Investigation Report, not
dated, revealed on 08/07/14 at 3:20 PM, CNA #2
was pushing Resident #2 in his/her wheelchair
out of the shower room, when she stopped and
tumed around to close the door. The resident
leaned forward and fall out of the wheelchair and
sustained a minimally displaced proximat
fracture,

Review of a Physician's Order, dated 08/08/14,
revealed fo refer Resident #2 to Occupational and
Physical Therapy for positioning while in
wheelchair.

Interview with the Occupational Therapist (OT),
on 08/21/14 at 3:05 PM, revealed the resident
was raferred to therapy on 08/08/14 due to a fall
on 08/07/14. She stated the resident was
assessed for improper positioning while up in
wheslchair. She stated OT determined the
resident required a wedge cushion for proper

compared to current “BIM* score. This

was completed by September 9, 2014.
Residents identified with a “Fall Risk*

score greater than 10 and a “BIMS”

score of 8 or lower, have been identified

as high risk for falls. The high risk residents
identified have been assessed for

possible need of assistance devices. Any
residents identified as needing ;
assistive devices have been evaluated !
and assistive devices put in place, All

other residents who are not identified

as high risk for falls have also been evaluated
for need of assistive devices, with devices put
Into place as required. Any new assistive
devices put in place have been added

to resldent’s care plan as well as c.n.a,

care plans. Afl falls from the past 6 months
were reviewed by the DON to ensure that
any and all interventions involving asslstive
devices were in place as discussed by the
interdisclplinary team, completed by

August 30™ 2014,

il The Regional Therapy Director educated
the facility Therapy Manager on September

9, 2014 ensuring that any assistive devices
recommended by therapy be available to
utilize or that until equipment can be obtained
there will be an optional Intervention put in
place. Alftherapists were educated by the
Therapy Manager on September 10, 2014, on
recommending devices that are avallable and
using devices that are available and using
optional interventlons. Any devices or equipment
recommended by therapy, needing to be

ordered, wiil go through the Central Supply

1
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bevelopment Coordinator will condwct
education with all licensed nurses regarding
F 323 | Continued From page 2 F 3231 nitiating immediate fafl interventions for fails,
alignment. including those that have been refesred to
therapy. The ficensed nurses will notify the On
Observation of Resident #2, on 08/19/14 at 4:00 Call nurse with all falls to ensure that a proper
PM, revealed Resident #2 was sitting in the lobby intervention has been identified and initiated
in his/er wheelchair; however, there was no immediately, Education with ail llcensed nurses
wedge cushion in Ia.ce ' will be complated on September 17, 2014, Any
9 place. licensed nurse that did not complete the education
the 177 will recelve prior to working their next
Interview with the Director of Nursing (DON}), on :zm_e Pt Ll i
08/21/13 AT &:20 PM, revealed Resident #2 was
referred to OT for positioning in wheelchair and V. Al falls will be reviewad Monday through Friday i
therapy recommendsd a wedge cushion to during the morning clinical meating Lo review !
wheelchair. She stated the wedge cushion was Interventions. Therapy referrals will be brought
not ordered until 08/15/14 and she expected to the moming clinical meeting for follow up and
there to ba a quicker response related to the recommendations. Any residents [dentified by
ordering of the wedge cushion. She revealed she therapy that Tq""“ a"ha“'“'”e de‘:‘e o
' i L will the devi
expected the wedge cushion to be in place by equpment will ensure the device and or

equipmant Is available at the time or that
anather interventlon has been identified and in
place until device is avallable, Any falls that 1

now, Further interview revealed no other
intervention was put In place to ensure the

resident would not fall again untll the cushion was occur during weekends or off hours will be
recelved, She staled she wouid have expected a reported to On Call nurse for immediate
tab alarm to have been put in place to the nursing Interventions.

resident's shoulder sa it would sound if the

resident leaned forward. V. Allresidents with a fal! will be evaluated

as well as medical record reviewed up to

72 hours post fall for interventions and any
equipment or devices recommended are In
place, or that an optlonal intervention is in place
until equipment or device can be avallable.

All admissions and re-admission charts and
Residents will be evaluated and reviewed far
Their “Fail Risk* score and their "BIMS” score.
Any resident Identified with a2 *Fall Risk” score
of 10 or greater and a *BIMS” score of 8 or lower
will be evaluated for possible need of assistive
devices to prevent a fall. The Director of
HNursing will monitor and report findings

daily, Monday through Friday, to the
Interdisciplinary Team. The Director of

Nursing will report findings to the QAP
committee monthly for 3 months, After

3 months, the QA/PI committee will

Determine need for further monitoring.
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