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04/12111, revealed the facility assessed Resident
#2 required the extensive assistance of lwo staff
members for all activities of daily living {ADLs.) A
review of the monthly physician orders, dated
June 2011, revealed an order for a pressure
alarm to be used at all times, initiated on
02/02/10, and a sensor afarm o the wheel chair,
initiated on 01/27/11.

A review of the Falls Risk Assessinent, dated
12/28/10, revealed the facility identified Resident
#2 as a high risk for falls. A review of the falls
care plan, dated 04/21/11, and the Certified
Nurse Alde (CNA) care plan, dated June 2011,
revealed interventions included a pressure type
afarm to be utilized at all times, to include when
the resident was in bed and in the wheel chair to
alert staff members of attempts fo transfer
unassisted, A review of the Change of Condition
Forms, dated 12/26/10 and 12/28/10, revealed
Resident #2 had a history of falis, which occurred
when the resident slid out of the wheel chair onto
the floor, yet received no injuries.

An observation in Resident #2's room, on
06/07/11 at 12:00 PM, revealed the atarm box
had no connecting wires and was on the floor,
next to the bed and floor mats. An observation of
the resident in the wheel chair, being propelled by
a staff member to the dining room, on 06/07/11 at
12:10 P, revealed there were no afarms
attached o the wheel chair,

An observation in the resident's room, on
06/07/11 at 2:35 PM, accompanied by the
Director of Nurses (DON) revealed the DON
stated there was "something wrong with the wires
on the alarm box." The resident was sealed in

have been clarified with instructions
regarding type of alarin, verification
for placement, verification for
functioning and have been put on
the Medication Administration
Record (MAR), the comprehensive
care plan updated and the CN.A.
care plan updated on 06/20/11 by
the Director of Nursing, Education
regarding alarm placement provided
to staff by the Assistant Director of
Nursing on 06/07/11, and by the
Staff Development Coordinator on
06/08/11 and 06/09/11. Alarm
placement and functioning will be
verified by the Director of Nursing,
or designee, 5 days a week for 4
weeks to ensure compliance with
alarm orders. All new orders will be
reviewed by the Director of
Nursing, or designee, during clinical
meeting to identify any new alarm
orders.

4, Above stated audits will be
reviewed by the Quality Assurance
committee monthly for 3 months for
further recommendations as
indicated.
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the wheef chair on the hallway and no alarms
were observed on the wheel chair.

An interview with the Assistant Director of Nurses
(ADON), on 06/07/11 at 2:42 PM, revealed the
resident, "pulls on the alarm box". The ADCN
stated she "had good intentions to go downstairs -
and get a new alarm for the resident.”

An interview, on 06/08/11 at 3:00 PM and 3:10
PM, with Resident #2's two siblings revealed both
visited weekly at different times and neither had
seen the alarm on the resident's hed or wheel
chair, "for some time.” When the siblings had
asked the Certified Nurse Aides (CNAs) why the
resident no longer had the alarm, one CNA had
stated the wheel chairs had just been washed
and she was unsure where the alamms had been
placed. Both siblings stated this had occurred
several weeks prior to the interview.

A review of the Falls Policy, dated December
2010, revealed the bed and wheel! chair alarms
were environmental measures, used as
strategies for fall reduction, but did not address
proper and timely application of the devices,
monitoring for the effectiveness of the device or
replacement of the devices, as needed.
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