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: two staff for transferring and ambulation.
A review of lhe Cetified Nurse Alde (CNA) Care

: interventions Included a sensor alarm to the
resident’s bed and chalr, a "smart pad" alarm

' An observation of Resident#1, on 06/21/11 at

Identifiad the resident as severely cognitively
Impaired and required extensive assisiance of

Pldn Record, dated 06/11, ¢evealed fall

beside the hed and in front of the chair, and a
magnetic door alarm on the bathroom door,

1:30 PM and on 06/22/11 al 7:20 AM, revealed
there was no akarm to the resident’s bathroom
dooys. Further observalion, on 06/22/11 at 7:20
AM, revealed Resident #1 was lying in bed. The
sensor alarm to the resident's bed was disabled-
and the connector was broken, The “smart pad”
alarm was pushed completely under the
resldent's bed.

2. Arecord review revealed Resident #3 was
admitted to the facility, en 03/28/11, with
diagnosss to include a histary of fafls. Areview of
the initial MDS asseaament, daled 04/03/11,
revealed the resident was sognilively intact and
required {imited assistance of one staff for
transfers. A review of the Fall Asgessment
Screening Tool (FAST), dated 03/28/11 and
06/410/11, revealed lhe faclity assessed the i
resident at a high risk for falls,

A review of the CNA care pian record, dated June
2011, revealed interventions included a magnetic .
personal alarm {o the resident's wheelchalr and
bed, not a sensor alarm lo the bad. A review of
the "Falls/injury” comprehensive ¢are plan
revealed a sensor alarm was added o the

inserviced by Adnmilnistrative
Nursing to ensure that gait belt

. is properly applied when utlizing

. the gait belts in transfers. Staff
will be Inserviced to ensure that
they are aware Resident #2 is 2
twa-person assist with
transfers. Staff will be inserviced
by Administrative Nursing on
following CNA care plans.

Criteria #2; For all resident’s
who have had a falf In the last
six months, Administrative
Nursing wlll review interventions
pur Into place as supports for
that resident. New Interventions,
if appropriate, will be added at
. this time, CNA care plans and
J i Comprehenslve Care plans will
also be reviewed to ensure that
Interventions for fall
management are doctimented
correctly on hoth decuments,
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{ Criteria #3: A staff/inservice
F 282 | Confinued From page 2 ' F 282 wlil be conducted by

I resident's wheeichair on 05/20H1.

An observalion, on 08/22/11 at 7:45 AM, revealed

Resldent #3 was siiting on the side of the bed,
There was a sensor alasrm in place on {he

; resldent's bed. The resident was {ransfasred out
of the bed by staff asslstance and the sensor

alarm was turned off and did nat sound. Thers
was no magnetic personal alarm noted. The
rasident's wheelchalr had a sensor alarm In

place.

An interview with CNA#, on 06/22/11 at 10:05
AM, rovealed she did nol-fGllow the care plan for

- Reslidenl #1 on 06/21/41. She was unaware the
. resident's bathroom door alarm was not in place

and she did not know whal type of personal
alarms wera specified for Resldent #3, per tha

care plan.

An Interview with CNA #4, on 06/22/11 at 10:35
AM, revealed sha was aware the bathroom door

alarm had not been in place for a "few days", but |

did not report the information becauss she
assumed the alarm had been discontinued. She
revealed the resident care pian should be

reviewed every'day.

2. A record review revealsd Resldent #2 was
admitted o the facilily, on 08/08/09 and
readmitted 02/25/14, with dlagnoses fo includa
Hypertension, Chronic Back Pain, Osteoporosis,

! Ostaoarthritis, Cerebral Vascular Accldent, and

Anxiety. l
Areview of the quarterly MDS, dated 05/17/11,

revealed the facilily assessed the resident as
severely cognitively impaired and required

Administration on following care
plans, how to follow the CNA
care plan, locatlon of care
plans,that the CNA care plans
must be revelwed each shift,
and they will be instructed on
,how 1o read the CNA care plan.
Staff will also be provided
education on ensuring that
alarms are turned on and
functioning. Examples of the
alarms the facility utilizes for fall
management wil also he
reviewed with staff. The p/r_actice
of fall management and purpose
of it will be reviewed with staff.
Staff will be inserviced that
alarms are to be checked every
two hours to ensure that they
are functloning and in goed
repair. Previously staff were
completing one time a shift.
Incident Review Committee will
be hefd at least 3x's weekly.
The ¢committee will review
incldences of falls, previous
interventions, and determine an
appropriate intervention to -
strive to prevent further -
occurences of falls.
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F 282 | continued From page 3 F 282  Interventions will be ,
i axtensive assist of two staff for transfers. A documented on both the CNA
review of the CNA care plan record, dated March | care plan and Comprehensive
2011, revealed inlerventions included the
assistance of two staff and use of a gait beltfor | Care Plan by Administratjve
transfers. i | Nursing. The Incident Report
. t 1 © Committee is interdisciplinary.
A review of the Nurse Log Report, dated 03/25/11 Currently the C ittee is
at 1:04 PM, rovealed the residsnt sustained a fail ! : u”:;n Y]t N omkm:h-ee ’,“ b
while being transferred from tha bed to the chair. - _meeting 1X a week, this will be
1 : Increased to 3x a week, The
AN Intarview with CNA 27, on 06/22/11 at 11:00 facility policy will be revised by
AM, revealed she attampted to transfer Resident th - \
#2 from the bed to the chalr, on 03/25/11. She e Administrator to reflect this.
was aware the resident required two staff to
assist for transfers, but was unable to find | Criteria #4; One time a week
: another staff member to-assist and she stated, "I Administrative nursing will do
was frying to get dons." She used the gait belt for .
the transfer, but did not ensure the gait belt was an audit of alarm usage to ) :
properly applied. She revealed the resident ensure that resldents that utilize :
began to slide down when litted from the bed, and” these devices are being provided
! she Jowered the resident to the floor. : with the alarm designated on
An interview with the Director of Nursing, on the comprehensive and CNA ;
06/22/11 at 4:10 PM, revealed she expected staff care plan. Staff will be trafhed by
to provlde each resident's care, per the care plan. : Administrative Nursing to check
F 323, 483.25(!1) FREE OF ACCIDENT F 323 lar ident
Ss=D} HAZARDS/SUPERVISION/DEVICES alarms on residents who use /
‘ them every two hours for
The facility must snsure that the resident ¢ functioning and placement. One !
environment remalns as free of accldent hazards " dme a month CNA and
! as Is posaible; and each resident receives ' Comprehensive Care Plans will
: adequale supervision and assistance devices lo | )
prevent accidents. be reviewed to ensure that
appropriate supports for fafl
management are documented
' on both documents. This will be
1 This REQUIREMENT is not met as evidenced completed by Administrative

Nursing.
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F 3231 Conti .
b;'ntmued From page 4 F 323 A list of residents who atllize
Based on observations, interviews and record " alarms and the type of alarm
f review, it was determined the facility failed to being utliized will be placed In
: ensure adequale supervision and assistance the Clinical Monitoring book by
devices to prevent accidents for three residents - rvive Nursing. This will
{#1, #2, and #3), in the selected sample of three. Administrative . E :
i allow a quick reference tool to :
Record review and siaff interviews revealed assist Charge Nurses in being
Resident #1 sustaeined s fall on 04/24/11 and on i
) alarm s being
06/31/11. Resident#3 sustained a fall, on aware of what ecident. When
08/13/11 and on 06/02/11, 1t was detarmined the utilized for what v .
restdents' safely alarms did not sound ol the time alarm usage changes ‘
of the falls. Additionally, Resident #2 sustalned a Administrative Nursing will :
fall, on 03/26/11, related to an improper transfer. ake changes to this list to
Qbservations conducted during the survey on _ <trive to ensure accuracy.
06/21-22/11 revealed personal alarms were not in : i
place and functioning per the care plans for !
! Resident #1 and #3.
i Findings Include:
Areview of the "Parsonal Safety Alarms” policy, Criteria #5:
undated, revealed the facility would utilize '
personal safely alarms as a non-restrictive device !
to promote a safe environment for residents i o August 5, 2011
whose assessments indicated they would benefit J / i
from the device. Direct cave siaff would check the _ {
personal safety alarm (PSA) al least one time a . :
shift for proper functioning, Ongolng surveillance |
of proper device use would be done during
routine care and complianca rounds,
Areview of the "Resident Safe Environment" f '
policy, undated, revealsd the [ncident Review :
i Committee wouid review past interventions for |
i those residents that have had & fall, and new
' interventions would be Implemaented to strive to
prevent further eccurrences of the same type of
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 revealed the resident had heen ambulating
! without assistance and had lurned off the

" alamms were sounding.

incident, New Interventions would be documented
on lhe comprehensive care plan to ensure they
were a part of the overall care being provided.

1, A record review revealed Resident #1 was
admilted to the facility, on 08/12/10, with
diagnoses to inciude Dementia, Gai
Difficulty/Decline and History of Falls. A review of
the quartetly Minimum Data Set (MDS)
assesament, datad 04/21/11, revesled ihe faclity
identlfied Resident #1 as seversly cognitively
impalred and required extensive assistance of
two stalf for transferring and ambulation.

Araview of the “Fallfinjury” care plan, dated ;
08/23/10, revealed an intetvention was initjated '
on 04/26/11, to check the resident's alarms often.

Areview of the Nurse Log Report, dated 04/24/11
al 1:98 PM, revesled the resident was observed
lying on the floor, with a decreased level of
consaclousness, decreased oxygen saturation
{82%) and complained of right leg pain. The
resident was sent to the emergency room for
‘evaluation and treatment,

Areview of the fa’lﬂ investigation, dated 04/24/11,

personal safely alam.

Criteria #1: Rasident’s (Resident
#1) bathroom door atarm will be
repiaced and in good working
order. The sensor alarm t/o_
resident's bed will be in good
* working order, and the smart
pad will be properly placed by
the bed. This will be comDEEtEd*‘
by Administrative Nursing.
Administrative nursing will
reviaw Restdent #1's
interventions for fall _
management ta ensure that
they are appropriate. Resident
#1's comprehensive care plan
and CNA care plan will also be
reviewed by Administrative
Murstng to strive to ensure that
appropriate supports for fall
managetnent are documented
on both the comprehensive and
CNA care plans.
Resident #1's alarms wilt be

An interview with CNA #1411, on 06/22M1 at 2:20
PM, revealsd she worked on 04/24/41 and found |
the resident in the haliway of his/her room and ne |

/
An interview with Licansed Praclical Nurse (LPN) !

#2, on 06/21/11 at 1:50 PM, revesled she was the !

checked for proper functioning
every 2 hours by Nursing staff to
ansure that they are

| appropriately placed and in
good working order,

Staff wiil also be provided
training by Administrative
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. ~ Nursing on alarms that Resldent
F 323 Continued From page & F323. 41 s to be provided with for fall
nurse assigned for Resident #1, on 04/24/11.
She revealed a visitor reportad to staff that management. _ :
Rasident #1 was lying on the floor. On enlering Rasident #3 !
the room, the resident was observed lying on ; ; i
his/her right hip and arm near the door. She Staff will be pr_owded with
stated she heard no alarms sound at the time of tnservice training by
the fal. Administrative Nursing on the .
) : f alarms that Resident #3
: Areview of (he Nurse Log Report, dated 06/31/11 types © a; ith for fall
at 1:49 AM, ravealed Resldent #1 was found is provided with for Ia
sitting on the floor mat in front of the recliner. management. A review of
ng facllity agsessed tr;ehrtesiéientr?ﬁ hgnvir;(g ?;‘1 Resident #3 CNA care plan and
abrasion to the upper right side of the back. ‘ :
roview of the 05/31/11 fail invastigation ravealed the comprehensive care plan wil
the resident was told not to turn off the personal be completed by Administrative
safety alarms and to use the call ight. A ravisw Nursing to ensure appropriate
of the Falllinjury"' care plE_ln, datﬂd' 06.{23” 0, fall management interventions
ravealed a new intervention was initiated 06/08/11, documented
1o check the resident's alarms every two hours, A are documentea. ;
review of the Certlfied Nurse Alde (CNA) Care :
Plan Record, dated June 2011, revealed fall Resident #2 Staff will be.~
interventions included the use of a sensor alam (cad by Administrative
to the resident's bed and chair, a "smad pad” lnserlv ced by Adn hat gait belt i
alarm beside the bed and in front of the chalr, and _ Nursing to ensure that gait o j
a magnetlc door alarm on lhe bathroom door. | is properly applled when utlizing '
A ob on of Resident #1 21411 at ! the gait belts in transfers. Staft /
observation of Resldent #1, on 06 a . . .
1:30 PM and on 08/22/11 at 7:20 AM, revealed t will be inserviced by
there was no atarm in place at the resldant's ' Administrative Nursing (0 i
bathroom door. Further observation, on 0672211 ensure that they are aware :
a1 7:20 AM, revealed Resident #1 was lying in Resident #2 is a wo-person
bed and the sensar alarm allached (o tho bed . ith t fers. Staff will
was disabled and the connector was broken. The assist with transters. St
“smarl pad" alarm was pushed complelely under be inserviced on following CNA
| the resident's bad. care plans by Administrative
L an interview with CNA #1, on 06722H1 at 10:05 , Nursing.
AM, revealed she wes responsible for Resident 1
{
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#1's care, on 08/21/11 and 06/22/11. She was
not awate tha alarm was not in place on the
bathraom door. She stated, "l must have missed
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F 323, Conlinued From page 7 F 323| Criteria #2: An audit will be
1
1

done by Admini;trative Nursing
- 10 ensure that residents @Who

it" She further revealed the sensor alarm to the | utilize alarms for fal|

resident’s bed had been "missed” and she was managemen ,

not aware the conneotor was broken, with the a} o be‘lng provided
: Addiifonally, CNA #1 revealed she was urnaware aiarm that is designated
" the "smart pad" alarmwas under the bed, She | by the CNA and Comprehensive

stated all alarms were supposad to be checked | Care Plan. The audit will also

for proper functioning, at the beginning of the : ; \
| shlf;t), B g ot 9 g | ; consist of ensuring that alarm Is
: - on and functloning, Any

An jnterview with CNA#4, on 08/22/11 a1 10:38 malfunctioning alarms wilj be

AM, ravealed she was responsible for the . . replaced by Administratiy

Resident #1's care on 06/22/11, She revealed Nursing ¢

* the resident's bathroom door alarm had not been :
in place for "a few days", and she did pot repont
the information to the charge nurse. She further
revealed she had not been in tha resident's room
and had not checked the resident's alarms for .
i functioning, on 06/22/11.

An interview with LPN #2, on 06/22/11 at 7:20
AM, revealed the alarm on the resident's
! bathroom door was broken and had not been

/ * replaced, /

2. Arecord review revealed Resident #3 was
I admilted to the facllity, on 02/28/11, with :
 diagnoses lo Include a History of Falls, Areview |
of the initiat MDS assessm@nt, dated 04/03/11,
revealed the resklent was identified as cognliively .
intact and required fimited assislance of one staff !

i for transfers, Areview of the Fall Assessment
i Screening Tool (FAST), dated 03/28/11 and

: 06/10/11, revealed the facility assessed the
resident at a high risk for falls.

L
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{25)
.COMPLETION

the time of the fajl,

An interview with CNA #6, on 06/22/11 at 10:56
AM, revealed she was ambuiating another
rosident when she noliced Restdent #3 on the

| loor. She revealed the resident sild out of the
wheelchalr, and there were no alarms sounding.

An observation, on 06/22/11 at 7:45 AM, revealed
Resident #3 was sitting on the side of the bed
: with a sensor alarm attached to the bed. The
: rosident was assisted to li'fa‘nsfar from the bed

being checked one time a shift.

!
}

: F?.i‘ép'ﬁ (EAGH DEFIGIENGY MUST SE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG LROSB-ACFORENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- ' . i
F 323 | Continued From page 8 F 323 Criterla #3: i
Araview of the Nurse Log Repert, dated 05/13/11 A staff/inservice will be
at 8:05 AM, revealed the resident was found . .
sftting on the ficor in front of the whaelchair. The conducted by Administration on
resident had tansferred him/herself from the hed following care plans, howto
to tha wheelchalr, but slid out of the ¢hair. follow the CNA care plan,
location of care plans,that th
An Interviaw with LPN #2, on 06/22/11 at 3:26 NA ! P A ¢
PM, revealed sho was the nurse for Resident #3° Care pians must be
on 05/13/41. She revealed the yesident had the . revetwed each shift, and howto !
magnetic parsonal atarm clipped to him/her at the read the CNA care plan. Staff :
time of the fall, but the “alarm box" was siting on | ; .
the resident's drasser which allowed the resident ; were ? 50 provided education on
to teansfer, without the alarm sounding. ensuring that alarms are turned
on and functioning. Examples of
: Areview of the CNA Cara Plan Record, dated the alarms the facility utifizes
June, 2011, revealed fall interventions included a " for fall man ent will also b
magnelic personal alarm was to ba applied fo the atll management Witl aiso be
resident's wheelchair and bed. However, a ; reviewed with staff. The practice
 review of tha “l;aIislinﬁcl[er”:‘Eomp!reRensive care - of fall management and purpose
. plan revealed the resident should have a sensor of it will be revi with
" alarm to the wheelchalr, Intiated on 05/20/11. !l be reviewed with staff.
Staff will be inserviced that
Areview of the Nurse Log Reporl, dated 06/02/11 alarms are to be checked every
at 11:11 AM, revealad a staff member found the two hours to ensure thatThey
1 rgsident in the floor betwsan the wheelchair and ; .
recliner. There were no alarms on the residenyat are functioning and in good :
repair. Previously they were /
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F 323 Continued From page 9 F 323! Criteria #4: One time a weok
and [he sensor alam dld not sound and was Admnistrative nursing will do
noted In the off position. There was no magnetic an audit of alarm usage ¢
personal alarm observed. The resident's ensure th ge to
wheelchair had a sensor atacm in place. at residents that utilize
: . these devices are being pravided
An interview with Residerd#3, on 06/22/11 at with the alarm designated on
7:48 AM, revealed he/she did not need the comprehensiy
assistance with transfers and stated, "l gel up by " car e and CNA
' myself.” The resident was not aware of any ! € plan. Staff will be trained 1o :
 personal atarms to be applied to the bed or } check alarms every two hours to ;
! wheelchair. ensure that it is properly placed
An interview with CNA #1, on 06/22/41 at 10:06 and functioning. One timg a
: AM, revealed she was responsible for ensuring month CNA and Comprehensive
: the correct personal alarms were used for Care Plans will be reviewed to ;
Resident #3, She was not aware the resident - ensure that appropr '
was supposed to have a magnelic personsl alarm ; . supports f priate
to the bed and chair. | ¢ >ubports for fall management
: . { are documented on both
. An interview with CNA #4, on 06/22/11 at 10:35 | documents
AM, revealed she was responsibte for the ! : - Criterla g5
rasident's care, on 06/22/11, She revealed she | 1
was unsure of the location of the magnetic
personal alarms and stated the resident had used
! the magnetic alarm in the past. She revealed she August 5, 2071
i . S i '
was respansible for ensurng the resident’s ; ! ‘ ;
alarms were on and functioning, but $he had not ./
checked the alarms that morning. .
[
i An interview with the Director of Nursing (DON), | l
on 06/22/11 al 4:10 PM, revealed she expecled :
the CNA's to ensure e personal alarms are on
and functioning at the beginning of their shift and
as needed, She was aware Resident #1 and #3
could take off or disable their personal alams. :
! 8She further rovealed she was aware the : ;
Intervantions for these residents were Ineffeclive !
and stated that the facility was “working on !
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- admitted to the facility, on 08/09/09 and

| A review of the quarterly MDS assessment, dated

. Areview of the CNA Care-Plan Record, dated

" Areview of the Nurse Log Report, dated 03/25/14

: done." She used the gait belt for the transfer, but |

making the syslem bhetter."
3. Arecord review revealed Resident #2 was

readmitted 02/25/11, with diagnoses to include
Hypertonsion, Chronic Bagk Pain, Ostecporosis,
Osteocarthritls, Cerebral Vascular Accldent, and
Anxiety.

051 7/44, revealed the facliity assessad the .
resldent as severefy cognitively Impaired and
required extensive assist of two staff for transiers.

March 2011, revealed the resident required the
assistance of two staff and a galt belt, during
fransfers.

al 1:04 PM, revealed the resident sustained a fall |
while being transferred from the bed to the chair.

! An interview with CNA #7, on 06/22/11 al 11:00
: AM, revealed she attempted to transfer Resident = -
i #2 from the bed lo the ¢halr, on 03/25/11. She

was aware the resident required two assistance

for transfers, but was unable to find another staff
member to assist and stated, "l was trying to get-
not apply the galt beit properly. The resident i
began to stide down when Hfted from the bed, and ;
CNA#7 stated she had to be lower Resident #2

to the floor.
-~

. An Interviow with the DON, on 06/22/11 at 4:10°

PM, revealed CNA#7 did not follow the resident's
care plan, which resulted in the fall, on 03/25/11.
She stated she expocted two staff to lransfer the !
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