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Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
on 06/30/15, as alleged.
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88=p HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receivas
adequate supervision and assislance devices to
prevent accidents,

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, record raview,
and review of the faciity's policy/procedure, it was
determined the facility faited to ensure sach
resident receives adequate supervision and
assistive devices to prevent accidents related to
falis for one (1) resident, In the selected sample
of threa (3} residents (Resident #1).

The findings include

Review of the facility's "Falls Management”
policy/procedura, revised 05/15/14, revealed
those determined to e at risk for fal's will receive
appropriate interventions to reduce risk and
minimizz the actual occurrence of falls.

Record review revealed the facility admitted
Resident #1 on 02/27/13 with diagnosas 1o

F 323

On 5/28/2015, Resident #1's care plan was
updated by the DNS to reflect current
interventions in place to reduce risk and
minimize the actual occurrence of falls,
including observation to ensure that the bed
was in a low position and the resident was not
being positioned near the edge of the bed with
no additional corvective action required. The
resident did not experience any negative
outcome,

On 5/28/20135, other residents identified to be
in a low bed position to minimize risk of falls
were audited by the DNS and ADNS and
determincd that all other beds were in a low
position and residents were positioned
appropriately to reduce the risk of a fall.

On 6/17/2015, LPN #1, CNA #1, CNA #2,
CNA #3, and RN # | were re-educated on the
facility “Falls Management” policy/procedure
to include each resident receives

adequate supervision and assistance devices to
prevent accidents by the DNS with posttest
completed to validate understanding,
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include Congestive Heart Failure, Adult Failure to

| Thrive, Diabetes, Generalized Muscle Weakness,
Cardiac Pacemaker, and Primary Open-Angle
Glaucoma.

Observation, on 05/26/15 at 4:15 PM and on
05/27/15 at 1:50 PM, revealsd Resident #1 was
lying in bed positioned on his/her right side facing
the wall. His/her upper forso was positioned
toward the center of the bed and his/her tower
body was near the edge of the bed, Further
observation revealed the bed was in the lowest
position with one (1) pillow undernealh the
resident’s head.

Review of Resident #1's Fall Risk assessment,
dated 03/23/15, revealed a score af fourteen (14)
indicating he/she was at moderate risk for falls,
Review of Resident #1's fall nisk intarventions
revealed to utlize a low bed, to be properly
positioned while in bed, and attempt to position
the rasident with pillows while In bed as helshe
will allow. This will prevent him/her from gatting
too close to the edge of the bed.

Review of the Order Summary Report, dated
03730115, revealed the bed was to be in a low
position while the residant was in bed.

Review of the facility's falls investigation revealed
Resident #1 fell out of bed on 05/08/15 at 6:30
PM, and on 05/09/15 at 8.02 AM.

Interview with Cenlified Nurse Aide (CNA) #1, on
05/27/15 at 3:35 PM, revealed, on 05/08/15 at
630 PM, Resident #1 fell out of the bed Furiher
interview revealed the bed was nat in the lowast
position at the time and pillows were not utilized
for proper positioning,

Licensed Nurses and nurse aides will be re-

F 323 educated on the facility “Falls Management”

policy/procedure to include that each resident
recejves adequete supervision and assistance
devices to prevent accidents by 6/29/2015
with posttest completed.

Beginning 6/17/15, the Administrator, DNS,
ADNS, CRC, MDS Coordinator, or RN
Charge Nurse will complete visual
observation audits of residents in low beds for
5 residents 3 X per week X 4 weeks, then 5
residents 1 X per week X 4 weeks

The Director of Nursing will report findings
of these audits to the Performance
Improvement Committee, which consists of
the Administrator, Director of Nursing,
Assistant Director of Nursing, Social Services
Director, Dining Services Director,
Admissions Coordinator, Payroll/Benefits
Designee, Business Office Manager, Nurse
Practice Educator, and Maintenance Director
for further recommendations. Findings will be
reviewed by the Pecformance Improvement
Committee when they mect at Jeast 10 times
annually.

Compliance Date: 6/30/2015
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Interview with CNA #2, on 05/28/15 at 11:10 AM,
revealed Resident #1 fell out of the bed on
05/08/15 at approximately 6:30 PM. Further
interview revealed the resident was positioned on
his/her back and the bed was nat in the lowest
position,

Interview with Licensed Praclical Nurse (LPN) #1,
on 05/28M5 at 2:50 PM, revealed Resident #1 fell
out of the bed on 05/08/15 and was found lying
{ace down on fall mats beside the bed, at
approximately G:30 PM. LPN #1 further revealed
the resident's bed was not in the lowest position
at the time of the fall.

inferview with CNA #3, on 05/26/15 at 12:15 PM,
revaaled Resident #1 fall out of the bed on
05/09/15 at approximately 8:00 AM_Further
interview ravealed the resident tends 1o lie toward
the edge of the bed and rolled off the bed. CNA
#3 stated, "the bed was as low as it goes, buti
did not attempt to reposition him/her because
that's the position he/she prelerred”.

Interview with Registered Nurse (RN) #1, on
05/2B/15 at 11:50 AM, revealed he/she fell out of
bed on 05/09/15 at 8 02 AM. Further interview
revealed Rasident #1 changes position in bed
and preferred his/her lower hotly to be against the
edge of the bed.

Interview with the Director of Nursing (DON), on
(5128115 at 4:45 PM, revealed Resident #1 fell
out of bed on 05/08/15 at 6:30 PM and on
05/09/15 at 8:02 AM. Further interview ravealed
the root cause of the fall on 05/08/15 was
identified as Resident #1 being positioned near
the edge of the bed. Additional interview revealed
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the bed was not in the lowest position. The DON
stated, "the resident is not fond of being
positioned with pillows",

Interview with the Administratar, on 05/28/15 at
520 PM, ravealed when Resident #1 fell out of
the bad, on 05/08/15 at 6:30 PM, the resident's
bed was not in the lowest pasition. Further
interview revealed use of pillows to position
Resident #1 was uncaomfortable for the resident
and was nat utilized for that reason.
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