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1. The activity box for resident # 3 is

The services provided or arranged by the facility
musl be provided by qualifiad persons in
accordance with each resldent's written plan of
care.

This REQUIREMENT i= not met as évidenced
by: '

Based on interviews, record review and review of
the facility's polley and procedura [t was
determined the facillty falled to implement the
care plan for two residents (#3 and #4), In the
selocted sample of four. The facility failed to
implemant the care plan for activity box, falled to
ensure the alarming seat belt was functioning,
and failed to ensure Resident #3 was in a
visualized area when up in wheelchair.

Arecord review revealad Resident #3 had a total
of seven unwitnessed falls and sustained a
laceratlon to the right eyebrow from an
unwitnessed fail that required sutures on
02126/12 and had two more unwitnessed falls
from the wheelchair {on 04/07/12 and 05/20/12}
which resulted in the laceration being reopened.
in addition, Resident #3 had an unwitnessed fall
on 06/02/12 which resulted in a fractured dght
hip.

In addition, the facility failed to implement
non-skld socks and non-skid strips to the floor for
Resident #4 per the resident's plan of care.

Findings include:

Areview of the facllity's policy and procedure
refated to Plans of Care, dated January 2012,
revealed the plan of care provides informatlon

in place, care planned and on the
CNA worksheet as of 7-17-2012 as !
noted by the Administrator, The self;
alarming seat belt for resident # 3
was on and functioning as noted by '
the Administrator on 7-17-2012,
Rresident # 3 was noted to be ina -
visualized arca by the Administrator’
on 7-17-2012. Resident # 4 wag
weating non-skid socks and had
non-skid strips on the floor as noted
by the Administrator on 7-17-2012. -
2. A complete review of all current
residens’t fall care plans was
completed by the Director of
Nursing and the Unit Manager on
7-18-2012 to assure that all fall
interventions wore in place and
functioning and that any fall
interventions that should be
communicated fo the nussing
asgistants was listcd on the CNA
workshests, Any identified concemns:
were immediately corrected, !
3. All Licensed staff and Nursing
Asgistants were re-educated on :
following the CNA worksheete and |
reporiing W the nurse if they are not ,
able to follow any fall interventions.’
This education was completed by
the Education and Training Director
or Director of Nursing by 7-30-2012:
with no licensed staff or CNA :
working post 7-30-2012 without -
having received this education, The :
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F 282 | Continued From page 2 F 282 related to assuring the CNA
regarding how the causes and risks associated assignment sheets are updated
with Issues and/or conditions can be addressed following clinical review. The re-
to provide for a resident's highest practicable education was provided by the
level of weli being. A review of the Fallfinjury Repional Nurse Consultant on 7-17-
Management policy and procedure, last revised 2012. :
Aprlf 2012, revealed Interventions should be 4. A Department Head will review all
communicated to staff through the Care Delivery CNA assignment sheets daily for
Guide/Nursing Assistant Assignment Shoet. two (2) weeks followed by five (5) !
times per week for ton (10) weeks to |
1. A record review I"eVeled Residont #3 was assure that all falt interventions are
admitted to the faclity on 01/24/12 with diagnosis in place and functioning properly. °
1o include Traumatic Brain Inj_ury. Hyperlension, The Department Heads consist of
Gaslro Esophageal Reflux Disease, Dementia, th P .
; ; ¢ Administrator, Director of
Dopression, Anemia and Dysphasle. Nursing, Assistant Director of
Amaview of the Faliz/injury Assessment, dated I;urs.' nEs g.mt I:gan:g‘:lr, iso%?:ector
01/24/12, revealed the facility assossed Resident crvices Direator, ctivity y
#3 at risk for fafisfinjucy due to unsteadiness, Dietary Services Manager,
Traumatic Brain Injury and on anti-anxefy g;{;“tml':;megs':m;:;f E:i:zs
o e Ivlanage
medication. Clerk, Education and Training :
Areview of the Fall/injury, Prevention and Director, MDS Nursc and Business -
Management Plan of Care, dated 01/24/12, Office Assistant The resg!ts of the :
revealed staff should keep frequently used tems audits will be reviewed vqlh the
within reach of the resident and provide a bed Quality Assurance Committee
alam, low bed and mat to floor. Further review monthly for three (3) months for .
rovealed an Intervention was added on 01/25/12 further recommendations as necded.
for staff to conduct 16 minutes checks on If at anytime concerns are identified,,
Resident #3 due to a falf from his/her bed. the Quality Assurance Committee
will conveng to review and make
Aveview of the Accident/injury Report, dated further recommendations.. The ,
02106_!1 2at 10;DD.AM. revealed Resident #3 Quality Assurance Commiites will
suslainad an unwitnessed fall at 8:20 AM in the consist of at a minimum the
lobby from the wheelchalr with no apparent injury. Admlnlstrator, Director of Nursing,
The fslaﬂ raattachlad the chalr_alarm and Soclal Services Director, Activity
momtored the I‘ESIdenl. A re'\-'.'lew Uf‘he 24 hour Dirﬂﬂmr [I.l‘ld the Medical Dirﬁctor
flow checks revealed the facility continued to di t least quarterly
monitor Resident #3 every 15 minutes as was atten Ing at fe a ) '
Comepliarce - Dol 1|aiz
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initiated on 01/25/12,

Araview of an IDT note, dated 02/06/12 at 3:10
PM, revesied the IDT met to discuss Resident
#3's fall at 8:20 AM. Tha IDT had therapy
evaluate the resident and therapy placed a self
releasing alamming seatbelt on the resident's
wheslchair.

A review of the nurse’s note and review of the
Accident/Injury Report, dated 02/26/12 at 8:25
PM, revealed Resident #3 was found in the
haliway outside of hisfher room lying on tha floor
on his/her right sida, A raview of the 24 hour flow
checks revealed the facllity continued to monltor
Resident #3 evary 15 minutes, the same
intervention that was initiated on 01/25/12. The
resident had a two centimeter (cm,) iaceration )
noted to the right perorbital area across aysbrow.
The facility transferred the resident {o the
emargency reom and the resldent received five
sutures to the right syebrow, [n addition,
nauro-chacks weje conducted when the resldent
retumed to the facility,

Acroview of the IDT Note, dated 02/27/12 at 4:00
PM, revealed the IDT team developed an
intervention for staff {o ensure when the resident
was up In the wheelchalr the resident should be in
visualized areas.

Aroview of the Nurses Notes and Accident/injury
Repont, dated 03/13/12 at 5:10 PM and 5:20 PM
respectively, revealed Resident #3 had &
witnessed fall from the wheelchair in the dining
room and sustained an abrasion fto the faw. The
resident was assisted back In the wheel chalr. A
review of the 24 hour flow checks revealed the

F 282
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faclity continued to monitor Resident #3 every 15
minutes, as initiated on 01/25/12,

A review of tha IDT note, dated 02/14/12 at 2:00
PM, tha facility's imeline and an interview with

the Activity Director, on 07/13/12 at 2:37 PM,
ravealed an activity box was put together and
kept In the resident's room. Hawever, review of
the Comprehensive Care Plan, last updated
08/18/12 and Nurse Assistant Assignment Sheet,
iast updatad 07/10/12, revealed the care plans
were not updated to provide an aclivity box for the
resident.

interviows with LPN #4, LPN #5, LPN #7, CNA
#5, CNA#6 and CNA#8 on 07/13/12 at 3:42 PM
and 4:10 PM, on 07/15/12 at 5:05 PM and on
07/16/12 ot 8:05 AM, 9:10 AM and 1:50 PM
respeclively, revealed they were not aware of the
resident having an activity box,

Interview conducted with the Unit Manager after
reviewing the CNA care plan, on 07/11/12 at
11:17 AM, revesled the Activity box was not
placed on the CNA cara plan. She revealed it
was the Social Worker's responsibility to update
the CNA Care Plans,

An Interviaw with the Social Services Director, on
07/11/12 at 1:10 PM, revealed that the social
worker was rasponsible for updating the CNA
Care Plans. Hs stated he should have updated
the CNA care plan to include the activity box.

A review of an electroni¢ Incldent Report, dated
04/07/12 at 1:28 PM, revealed Resident #3 had a -
fall from the wheelchair while not being visuallzed -
by staff and was found on the floor beside his/her

F 282
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wheelchair, The fall resulted in reopening the
lacaration to the right eyebrow.

Ad Interview on 07/16/12 at 8:056 AM with CNA #6
revealed she was at the nurse's station when
Resident #3 fell on 04/07/12 In the hallway in front
of the dining rcom. She stated she was working
on the computer at the nurse's dask and when
sha ooked up she saw Resident #3 had fallen,

A review of the Nurse's Note and Accidentinjury
Report, dated 04/26/12 at 6:10 PM, revealed
Resident #3 had a fafl in the wheelchair while not
baing visualizad by staff.

An interview on 07/13/12 at 4:10 PM with LPN #5
revealed ghe was working on 04/26/12 gelling
ready to dock out when she turned and saw
Resident #3 with whaelchair tipped over in the
lobby. She stated the resident was still in the
wheslchair but sustalned no injuries,

A raview of the electronic Incldent Report, dated
05/06/12 at 1:30 PM, revesled Resident #3 had a
fall from the wheelchair in the dining room while
no being visvalized by staff. There was no infury
identified.

A review of tha electronic Incident Report, dated
05/20/12 at 4,00 PM, revealed Resident #3 was
found on the floor under the wheelchair with a
puddle of blood on the floor in the dining reom
while nat being visualized by stafl. The
unwitnessed fall caused the laceralion to the
realdent's right eyebrow to reopen. The resldent
was sent to the amargancy room and refurmed
with five sulures to the right eysbrow. Furlher
review raveated the self-release alaming seat
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"“when a dietary staff came out and told her that

07/116/12 at 9:50 AM, revealed when Resldent #3

the resident’s risk for falls with the self releasing

belt was not in good repalr. The seat belt was not
working properly as the alanm would not sound.
Administration was aware and a new lap belt had
been ordered but had not been received yet.,
incident report noted the “lap belt Is not working
properly. Administration is aware, and a new lap
beit has been ordered, but not ye! received, =

An inferview with CNA #10, on 07/16/12 at 12:05
PM, revealed Rasidant #3 was left unattended in
the dining room on 05/20/12 by the assigned CNA
and Activity Director. She revealed all aides ware
aware Resident #3 should not be left unatiended
because of his/her risk of falls, She stated she
was charting at the nursing desk on at hall 2

Resident #3 had falien in the dining room.
Resident #3 was laylng on his/her Aght side with
eye busted open and bloed everywhere. Sha
stated thé resldent's alarm wasg not sounding
because It had not been working for a coupla of
days. She stated Administration was aware and a
new self releasing alarming lap belt had been
ordered. She was not aware of any interventions
putin place lo address the fact that the resident’s
alarming seat belt was not working.

Interview with Registered Nurse (RN) #3, on

fell on 05/20/12, the resident’s self alarming fap
belt was not working, She stated she called
Administration and was told a new one had been
ordered and had not come in yet. She was not
awars of any interventione putin place to address

alaming seat bslt not working.

A review of e-mait of a proof of order form and
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intarview with the Nurse Consultant on 07/16/12
at 11:20 AM, rovealad a self alarming Velcro seat
belt was ordered on 05/18/12 and was delivered
on 05/26/12.

Areview of the nurse's note and electronic
Incidant Report, dated 06/02/12 at 4:30 PM and
6:00 PM respectively, revealed Resident #3 had
an unwitnassed fall in the dining room. The
resident was found under the able, bleading from
the iefi hand. The resldent deniad pain afler the
fall.

An interview with the Unit Manager, LPN #2, LPN
#3, CNA #3 and the Cook (staff #2), on 07/11/12
at 3:60 PM and 5:05 PM and on 07/12/12 at
12:40 PM, 2:35 PM, 3:20 PM and 3:55 PM
respectivaly, revealed Resident #3 was in the
dining room with no staff present and not
visualized when the fall occurmed, The staff
rovoaled that staff were not assigned to the dining
room area when mezls were not being provided.

Intorviews with Licensed Praclical Nurse (LPN)
#2 LPN #5, LPN #7, Certified Nurse Assistant
(CNA) #3, CNA#4, CNA#S5, CNA#B and a
Phystcal Therapist Assistant, on 07/12/12 at 9:10
AM, 9:30 AM and 12:40 PM, on 07/13/12 at 2:28
PM and 4:10 PM, on 07/15/12 at 5:05 PM and on
0716/12 at 9:10 AM and 1:50 PM respeclively,
revealed the staff inforpreted the intervention for
Resident #3 to be In visualized areas as the
residant should have been In an area whetre the
resident was in view of staff at alt times, The staff
revealed Resldant #3 should not hava been left in
the dining room withoul staff present,

An interview with the Director of Nursing (at the

-F 282
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time of the fafls), dated 07/12/12 at 4:00 PM,
revealed staff should implemant the interventiona
on the cara plan.

Areview of a Nurse's Noles revealad Resident #3
was assessed every shift after the falf until
06!03{12 at 8:00 AM whan staff identiflod
.Resident #3's toes were blue and the right ankle
and toes were swollen. The physician was called
with orders were received to x-ray under the right
knee and anide. A review of an x-ray report of
the right knee, dated 08/06/12, revealed there
was no evidence of a fracture or distocation.
Further review of the nurse's notes, dated
06/03/12-06/09/12 revealed the nursing staff
continued lo assess Resident #3 and identified
the resldent had dght leg pain at times. A review
of the nurse’s notes, dated 06/09/12 rovealed
Resident #3 was Identifled as having edema to
the right hip and thigh. The physiclan was
notified and orders were raceived fo x-ray the
right hip. A review of the x-ray report, dated
06/09/12, revealed there was an acule verses
subacute intertrochanteric fracture with mild
angulation defority to the right hip. A review of
the hospital's history and physical, dated
06/10/12, revealed Resident #3 had surgery to
perform an open reduction internal fixation of tha

right hip.

2. Arecord review revenied Resident #4 was
admitied to the facllity on 05/30/12 with dlagnoses
to include Arthtitia, Generalized Weakness,
Peripheral Neuropathy, Cataract & Glaucoma.

A review of the Comprehensiva Care Plan for
fallfinjury assessment; prevention and
management, dated 05/31/12, revealed Resident
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14 was at risk for fails related to pain, Diabetic
Meuropathy, Arthritis, Weakness, High Blood
Sugar, Exhaustion, Hypertension, Bowel/Bladder
Incontinence, Sensory Impairment and
Pharmacologic factors. Further review revealed
Interventions for one staff to assist with
ambulation and transfer, provide increased
supetvision and a high/low bed,

Areview of Minimum Data Set (MDS), dated
06/12/12, revealed the facility assessed Resident
#4 as cognitlvely intact and the resident required
extenslve assistance of one staff for transfers,
walking and toilet use.

Acrecord review of Accident/incidant report, dated
0672 at 8:05 PM, reveals that Resident #4
had an un-wifnessed fali in her room.

Arecord review of the Fall/Injury Assessment,
dated 06/18/12, revealed the addition of
interventions for non-skid adhssive to floor and
non-skid socks,

An obgervation on 07/16/12 at 8:50 AM and 1:56
PM respectively, revealed Resident #4 was
ambulating in room with walker, thera wera no
non-skid strips noted on the floor beside
resident's bed or bathroom and the resident did
nof have non-skld socks on his/her feet.

interviews with CNA #1 and CNA #8, on 07/10/12
at 2:47 PM and 4:00 PM and on 07/11/12 at 8:22
AM and 9;40 AM respectively, revealed that they
were unaware of any special fall precautions-in
place for this resident,

An interview with Unit Manager, LPN #1, on
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0711/12 at 10;:20 AM, revoaied Resident #4
should have non-skid strips on the floor and
should have non-skid socks on his/her feet. After
reviewing the Comprehensive Care Plan and
CNA assignment sheet the Unit Manager noted
the interventions for the non-skid socks and sirip
was not transferred to the CNA Assignment
Sheet,

An Interview with Social Services Director, staff
#1, on 07-11-12 at 1:10 PM revealed that he/she
was aware that he falled to get the non-skdd stips
and non-skid socks listed on the Comprehensive
Cara Plan for Resident #4 transfemred to the CNA
Assignment Sheet. This resulled in the CNAs not
knowing about the interventions so they could
ensure the interventions were implemented.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facllity muat ensure that the resident
environment remalns as free of accldent hazards
as is possible; and each resident recelves
adequate supervislon and asslstance deviess fo
prevent accldents.

This REQUIREMENT is not met as evidenced
by.

Based on observation, intarview, racord review
and facllity polley and procadure raview, it was
determined the facility falled to provide adsquate
suparvision {o prevent accidents for one resident
(#3), in the selected sample of four. The facilily
failed to ensure their policies and procedures

F 282

F 323

323

The resident identified as resident |
#3 wags reviewed by the ‘
Interdiseiplinary Team on
7-16-2012 to include all falls for the
past nincty (90) days to assurc that -
the falf interventions and fall care
plan meets the needs of the remdent
as well as resident’s supervision
Ievel to include any trends and
patterns . Resident #3°s care plan
was updated to reflect any changes.
All current residenst falls for the
past forty five (45) days were
reviewed as well as all current
residents full care plans were
reviewed including all currcnt
resident level of supervision, This
review by the Interdisciplinary
Team occurred on 7-16-2012. Any
necessary changes were completed
immediately. The Intcrdasclphnary
Team consisted of Director of
Nursing, Unit Manager, Social
Services Dircctor, Dictary Scrvices *
Manager, Adminisirator, Activity
Dircctor and the Facility
Rehnbilitation Coordinator, .
All licensed Staff were re-educated
on fall investigation, root cause  :
analysis and appropriate
intervention by the Director of :
Nursing by 7-30-2012 with no staff’

_working after 7-30-12 without
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refated to falis investigations and irterventions
ware followed, The facllily assesased Resident #3
as at high risk for falls. Resident #3 experienced
11 falls from the wheelchair from 01/25/12
thmugh'06f021'12 (apprpximatefy four months).
On 02/26/12, Resident #3 sustained a laceration
to the right eyebrow from an unwitneszed fall that
required sutures and had two more unwitnessad

 faljs from the 'wheelchair (on 04/07/12 and

06/20/12) which resultad in the laceration being
reopened. The facility failed to implement
interventions for Resident{#3 to be in visualized
areas when up in wheelchair and to provide an
activity box,

The fadllity failad to conduct interdisciplinary
Team (IDT) meetings after each fall to 1dentify if
the fall interventions were implemented and if the
interventions provided adequate supervision for
Reszident #3.

The fagility failed to identify Resident #3 had five
unwitnassed falis even though there was an
intarvention for Resident #3 to be in visualized
arsas when in wheelchair. In addilion, the facifity
failed to provide increased supervision for
Resident #3 whan the facility was knowledgeable
the resident's self alarming seat belt was not
working. Thesa fajlures to ensurs adequate
supervision to prevent accidents resulted in
Residont #3 having an unwitnessed fallon
08/02/12 which resulted in a fracturad right hip.

Tha facility's fallures to prevent Resident #3 from
experiencing multiple falls without effective
intervention to result in a fractured right hip waa
identified as Substandard Qualily of Care.

Interdisciplinary Team was re-
educated on fall prevention, root
cause analysis and investigation as .
well as the syatem change to include :
trends and patterns analysis, This
education was provided by the
Regional Nurse Consultant on 7-19- .
2012. The facility systemn change is ;
as follows. All fails will be reviewed:
by the clinical manager and will be :
reviewed with the Quality C
Assurance Committes during
morning stand up meetings. The
Quality Assurance Committee will
mect weckly for fall committee
rcview for any further
recommendations,

The Quality Assurance Committee -
will meet weckly and review all
falls to assurc that there ig a through!
investigation, root cause analysis
and appropriaic inferventionsto |
include appropriate supervision and
analysis of trends and patterns. If at |
any time concerns arg identified, the!
Quality Assurance Committes will |
review and make further "
recommendations as needed. The -
Quality Assurance Committee will :
consist of at 2 minimum the :
Administrator, Dircetor of Nursing, ¢
Social Scrvices Director, Activity
Dircctor and the Medical Director
attcnding at least quarterly.

CeomphicresDade. Wathz
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Findings include:

Areview of the facility's Falls and Injuries palicy
and procedure, last revised 04/2012, revealed the
facility strives to reduce the risk of falls and
injuries by premoting the implementatlon of the
Risk Reduction; Falls and InJuries Program, and
strives fo provide supervision and assistance
devices to each residont to prevent avoidable
accidents. Adequate supervision ig defined as the
typo and frequency of supervision, based on the
individual residents assessed needs. Supervision
may vary from time to time and resident to
resident. The use of tools or items such as
personel alarms can help monitor resident's
activiles but does not eliminate the need for staff
vigltance and are not to be utilized in lisu of
superviaion,

A review of the facility's Fall/injury
Management-Post Fall or Injury pollcy and
procedure, last revised 04/2012, revealed actlons
that need to be taken following a fail includes:
determining what rnay have caused the fall,
addressing the contributing factors of the fall and
revising the plan of care to reduce the likelihood
of another fall. The fallfinjury shouid be reviewed
at the next scheduled appropriate dally clinical
meeting, The review should include a review of
current assessments, a review and discuasion of
“the residents previous fall/injury histoty and
identifying trends or potential new risk factors,
The care plan should be revised to include new
interventions and the interventions sholid be
communicated to staff through the 24 hour status
raporl, Nursing Assistant Assignment Sheet and
Plan of Care.
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A record review rovealed Resident #3 was
admitied to the facliity on 01/24/12 with dlagnesls
to Include Traumatic Brain Injury, Hypertension,
Gastro Esophageal Reflux Dlsease, Dementia,
Depression, Anernia and Dysphasia. A review of
the Falls/Injury Assesement, dated 01/24/12,
revaalad the facllity assessed Residant #3 at sk
for fallsfinjury due to unsteadiness, Traumatic
Brain Injury and antl-anxiety medication.

Anaview of the Fall/Injury, Prevention and
Management Pian of Care, dated 01/24/12,
revealed staff should keep fraquently used items
within reach of the resident and provide a bed
alam, low bed and mat to floor. Further review
revealed an intervention was added on 01/25/12
for staff to conduct 15 minutes checks on
Resident #3 due 1o a fall frem his/her bed,

Areview of the Accident/Injury repon, dated
01/28/12 at 11:456 AM, revealed Resident #3 had
awitnessed fall from the wheelchsir in the
common area. The resldent sustained an
abrasion to the right eyebrow area. A review of
the 24 hour flow checks revealad the facjlity
continued monitoring Resident #3 avery 15
minule checks, an intervention which the facility
had initiated on 01/25/12. The facility shortened
the chair alann cord.

An Interview with Licensed Practical Nurse (LPN)
#4, on 07/13/12 at 3:42 PM, revealed she
witnessed the fall on 01/28/12. She stated she
wae at the medication cart and the rosldent was
leaning forward and fell before she could get to
hinvher. She slated the chalr alarm sounded.
Sherevealed tha resident often leaned to the
right side as was in this instance. She stated the

Faz3
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chalr alann was shortened 50 it would sound if
the resident [eaned forward.

Areview of the IDT Noles, dated
01/28/12-02/01/12, revealed there was no
avidenco the IDT met to discusgs this fall. In
addition, thero was no svidance the facility
evaluated the effectiveness of the 15 minute
checks to pravent falls.

Amaview of an Accident/Injury report, dated
02/01/12 at 1:40 PM, revealed Resident #3 had
an un-witnessed fall in the haif from the
wheelchair with no obvious injury reported. A
reviaw of the 24 hour flow checks revealed the
facility continued to monitor Resident #3 every 15
minutes as was initiated on 01/25/12. The facility
Implementad laboratory studies to include
urinalysis and anti-anxjety medications.

Areview of the IDT Notes, dated
02/01/12-02/04/12, revealed thare was no
evidence the IDT met to discuss this fall_ In
addition, thera was no evidence the facility
evaluated the effectivoness of the 15 minwte
checks to prevent falls,

A review of a Nurses Note and an Accident/Injury
Repor, dated 02/04/12 at 2:20 PM, revealed
Resident #3 had a witnassod fall from the
whesfchair resulting in an abrasion, The staff
determined the resident was ncontinent and
hefshe was taken to hisfher room for incontinent
care. The resldent was placed on a toileting
program. Areview of the 24 hour flow checks
revealed Resident #3 conlinued on 15 minute
checks that were initiated on 01/26/12,

F323
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Areview of the Interdlsciplinary Team (IDT)

Notes, dated 02/04/12-02/06/12 revealed there
was no evidence the {DT met ta discuss this fall,
In addition, there was no evidenca the fadlity
identified the 15 minute checks did not provide
adequate supervision to prevent a fall,

An interview with LPN #4, on 07/13/12 at 3:42
PM, revealed she wilnessed the fall on 02/04/12
whan the residant feli In the lobby bul she was
urable o get to the realdent before hefshe fell.
She stated the resident had been Incaontinent so
staff provided incontinent care and placed the
resident on a tolleting prograrm.

Areviaw of the Accident/Injury Repori, daled
02/06/12 at 10:00 AM, revealed Resident #3
sustained an unwitnessed falf at 8:20 AM in the
lobby from the wheelchair with no apparent injury.
The slaff reaftached the chalr alarm and
monftored the resident. A raview of the 24 hour
flow checks revealed the facility continued to
monitor Resldent #3 every 15 minutas as was
iniiated on 01/25/12.

Arsview of an [DT note, dated 02/06/12 at 3:10
PM, revealed the IDT met to discuss Resident
¥3's fail at 8:20 AM. The IDT had therapy
avaluate the residant and therapy placed s self
raleasing alarming seatbelt on the resident's
wheelchair. Howaver, there was no evidence the
facllity identified the 15 minute checks did not
provide adequate supervision to prevent a fali,

A review of the Minimum Data Set (MDS)
assessment, dated 02/06/12, revealed the facility
assessed Resldant #3 as severely cognitively
impalred requiring extensive assistance for
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transfors, toileting and walking did not accur, In

addition, Resident #3 had two falls with one injury

sinoe admission, A review of the Comprehenelve

Care Plan, last updated 01/25/12, ravealed here
werg no new Interventions added to address
prevantion of falls.

A review of the nurse's note and review of the
AccidenV/Injury Report, dated 02/26/12 at 8:25
PM, revesled Resident #3 was found In the
haftway outside of hisfher room lying on the floor
on histher right side, A review of the 24 hour flow
checks revealed the facility continued to monitor
Residant #3 every 15 minutes, the same
intervention that was initiated on 01/25/12. The
resident had a two centimeter (em.) laceration
noted to the fght periorbital area across syebrow.
The facilify transferred the resident to the
emeargency raom and the resident recaivad five
sutures to the right eyabrow. n addition,
neuro-checks ware conductad when the resident
retumned to the facility. :

Areview of the IDT Note, dated 02/27/12 at 4:00
PM, revealed tha IDT team developed an
intervention for staff to ensure when the resident
was up in the wheelchalr the resident should be in
visualized areas, In addition, the residont’s Ativan
was decreazgd from Atlvan 0.5 mg, thrée times a
day to two times a day related to lsthargy,

A review of the Nurses Notas and Accldent/Injury
Repont, dated 03/13/12 at 5;10 PM and 5:20 PM
raspectively, revaalad Resident #3 had a
witnessed fall from the wheelchair in the dining
reom and sustalned an abrasion to the jaw. The
resident was assisted back in the wheel chair. A
review of the 24 hour flow checks ravealed the
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facility continued to monitor Resident #3 every 15
minutes, as initiated on 01/25/12.

An Interview, on 07/14/12 at 5:10 PM with a
dietary employee, revealed that he saw Resident
#3 in the dining reom during meal time on
03/13/12, He stated Resldent #3 relaased his/her
seat bel and fell, hifting his/her head on the table.
He revealed he did not recall hearing an alam
sound. The dietary window was open during
meal times and dietary staff was able to view the
residents from the kitchen.

Interviews with LPN #2 LPN #5, LPN #7,
Certified Nurse Aide (CNA) #3, CNA#4, CNA#S,
CNA#8 and a Physical Therapist Assistant, on
07M2/12 at 9:10 AM, 9:30 AM, and 12:40 PM, on
07/13/12 at 2:25 PM and 4:10 PM, oh 07/15/12 at
5:05 PM and on 07/18/12 at 9:10 AM and 1:580
PM respactivaly, reveated the slaff interpreted the
intervention for Resident #3 to be in visualized
areas as the resident shoulid have been in an
area where the resident was in view of staff at al|
times. The staff revealed Reosident #3 should not
have bean left in the dinihg room without staff
present.

Arevew of the IDT note, dated 03/14/12 at 2:00
PM, revealed the IDT team developed an
intervention for staff to offer Resident #3 a nap
after lunch. In addition, a review of the facility’s
timeline and an interview with the Activity Director,
on 07/13/12 at 2:37 PM, revealed an aclivily box
was put together and kept in the rasident's room.
However, revlew of the Comprehensive Care
Plan, fast updaled 03/14/12, and CNA
Assignment Sheel, dated 07/10/12, revealed the
care plan did notinclude an intervention to

F 322
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provida an activity box for the resident.

interviews with LPN #4, LPN #5, | PN #7, CNA
#5, CNA#8 and CNA #8 on 07/43/12 at 3:42 PM
and 4:10 PM, on 07/16/12 at 5:05 PM and on
07/16/12 at 8:05 AM, 9:10 AM and 1:50 PM
respectively, revealed they ware not aware of the
resident having an activity box,

interview conducled with the Unit Manager after
raviewing the CNA care plan, on 07/11/12 at
1117 AM, revaated the Activily box was not
placed on the CNA care plan. She revealsd it
was the Social Worker's responsibility to update
the CNA Care Plans.

An interview with the Social Services Director, on
07/11/12 at 1:10 PM, revealed that the social
worker is responsible for updating the CNA Care
Plans. He stated he should have updated the
CNA carg plan to Include the activity box.

A review of an slectronic Incident Report, dated
04/07/12 at 1:28 PM, revesled Resident #3 had
an unwitnessed fall fram the wheelchalr and
hefgsha was found on the floor besida hisfher
wheelchair. The fall resulled in reopening the
lacaration to the right eysbrow. The resident
stated he/she was trying fo go smoke. Areview
of the 24 hour flow checks revealed the faciiity
had discontinued the 15 minute ¢hacks on
03119/12,

An Intervisw, on 07/16/12 at 8:05 AM with CNA
#6, ravaaled sho was at the nurse's station when
Resident #3 fell on 04/07/12 in the haliway in frong
of the dining room. She stated she was working
on the computer at the nurse's desk and whan

F 323
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she looked up she saw Resldent #3 had fallen.
Araview of the [DT note, dated 04/09/12 at 2:45
P, revealed the resldent was sent to the hospital

and received suturas fo the laceration that was
reopened. The IDT requested a therapy
evaluation to drop the resident’s wheelchair seaf;
howevaer, thers was no evidenoe the DT team
identified Resldent #3 was not Ih a visuafized
area according to care plan.

Areview of the Nurse's Note and Accident/injury
Report, dated 04/26/12 at 6:10 PM, revealed
Resident #3 was observed lying on the floor with
the whealchair tippad over and no injury. The
resident was assisted back to the whealchair,
vital signs were taken and the resident was
placed on 15 minute checks. The resident stated
hefshe was frying to get his/her keys.

An interview, on 07/13/12 at 4:10 PM with LPN
#5, revealed she was working oh 04/26/12 gstting
ready to clock out when she turned and saw
Resident #3 with wheelchair tipped over in the
iobby, She stated the rasidont was still in the
wheelchair,

A roview of the IDT Nota, dated 04/27/12 (no
time), revealed anti-tippers and a basket wers
applied to the resident's wheelchalr, however,
there was no evidence the IDT identified tha
resident was not visualized at the time of the fail,

A review of the elactronle Incldent Report, dated
05/06/12 at 1;30 PM, revealed Resident #3 had
an unwitnassed fall from the wheelchalr in the
dining room after the resident released the self
r¢lease seatbolt and tried to walk. There was no
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injury identified. The staff was educated on
making sure the atamm was always on and to
raeke sure to get to resident es soon as the alarm
_goes off, because the resident can move quick.

A raview of the IDT Notes, dated 05/04/12
-05/15/12, revealed thore was no evidence the
IDT met to discuss the 05/06/12 fall. In addition,
there was no evidenca the facility identified the
resident was not visualized at the time of the fall,

A review of the elsclronic Incident Report, dated
0520112 at 4:00 PM, rovealed Resident #3 was
found on the floor, in (he dining room, under the
whaelchair with a puddle of bload on the floor.
The resident reported he/she was trylng to walk
ta the window. The fall caused the |laceration to
the resident's right eyebrow to reopen. The
resident was sent to the emergency room and
retumed with five sutures to the right eyebrow.
Further review revealed the self-release alarming
seal beit was nof in good repalr. The seat beit
was nol working property as the alam would not
sound. Adminlstration was aware and a new lap
belt had been ordered but had not been recaived
yet The incident réport noted the “lap belt is not
working property. Administration i3 aware, and a
new iap belt has bean ordered, but not received. ™

An Interview with CNA #10, on 07/16/12 a1 12:05
PM, revealed Resident #3 was laft unattended in
the dining room on 05/20/12 by the assigned CNA
and Activity Director. Sha ravealad all aides ware
aware Resident #3 should not be feft unattended
because of hisfher risk of falls. She stated she
wag charfing at the nursing deek on hall 2 when a
diotary staff told her that Rosident #3 had fallen in
the dining room. Resident #3 was laying on
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his/her right &ide with hisher eye busted open
and blood everywhere. She stated the rezident's
alarm was not sounding because it had not been
working for a coupla of days. She stated
Administration was aware and a new self
releasing alarming'lap beit had been ordered.
She was not aware of any Interventions put in
place to address the fact thai the resident's
alarming seat bslt was not working.

Intorview with Reglstered Nurse (RN#3, on
07/16/12 at 9.50 AM, revealed whon Resldent #3
fall on 05/20/12, the resident's self alarming lap
belt was not working. She stated she called
Adrainistration and was told a new one had been
ordered and had not come in yet. She was not
aware of any Interventions put in place to address
the resldant's risk for falls with the self releasing
alarming seat belt not working.

A raview of an e-mall (proof of order form) and
interview with the Nurse Consultant, on 07/16/12
at 11:20 AM, rovealed a self alarming Valcro seat
belt was ordered on 05/18/12 and was delivered
on 05/28/12.

A review of the 10T Note, dafed 05/22/12 at 5:00
P, revealad the resident was referred to therapy
and the seal belt was replaced; howaver, there
was no evidence the IDT identifiad the reslden!
was not visuallzed by staff at the ime of the fali
and there was no evidence the facility identified
no intervenlion was put in place to address the
resident's tack of supervision related to the self
raleasing atarming seat belt not working,

A raview of the nurse's note and alecfronic
Incident Report, dated 06/02/12 at 4:30 PM and
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6:00 PM respectively, reveatad Resident #3 had
an unwitnessed fall In the dining room. Tha
resident was found under the table, bleeding from
the left hand. The resident denled pain after the
falt.

An interview with LPN #2, on 07/11/12 at 3:50
PM, revealed she was made aware of the fall by
CNA#3 & LPN #3. They reported to her that the
resident was found In tha dining reom floor by a
kitchen staff worker. She revealed LPN #3
assessed the resident after the fall. She stated
staff was not assigned to the dining room area
when there are no meal fimes.

An interview, on 07/12/12 at 3:20 PM with a cook,
revealed that she was working on the day of the
06/02/12 fali, $ha revealed the kitchen window
was open to the dining room and the next thing
she knew Resident #3 was on the floor under the
table. She nofified a nurse but didn't remember
which one. She did not recall if the alarm was
sounding or not. She stated all staff was
supposed to wafch out for the residents but
kitchen staff was not specifically asslgned to
watch resldents whila warking in the kitchen.

An interview with CNA #3, on 07/12/12 at 12:40
PM, revealed she was at the nurse's stalion when
Resident #3 had the fail on 06/02/12. She stated
sha and a Kltchen staff had justeft the dining
room approximately three (3) minutes prior o the
resident fall, She raveaaled the Kitchen staff and
she went to the dining room when they heard the
fall. The alarm was not sounding. The resident
was found on the floor under the table and was
bleeding. She notified the nurse and the nurse
told staiff {o gel the resident back into the
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wheslchalr without assessing the resident. She
slated she dld not recail the name of the nurse,
The resident denied paln after fall, The CNA
revealed she only worled af the facility for { ¥4
months and had never received a capy of the
CNA Cara Plan and wasn't aware of where to
locate @ copy in the facility.

An interview, on 07/12/12 at 3:65 PM with LPN
#3, revealed she racalled the fall on 06/02/12
with Resident #3 in the dining room. She stated
she was called {0 the dining room by kitchen staff,
She revealed she and a CNA responded. Ths
resident was under the table, She did not recall if
the alarm was sounding or not, She reported the
fall to Resident #3's nurse, than went back to her
assigned hall,

An interview, on 07/11/12 at 5:05 PM and
07/12/12 at 2:38 PM, with the Unit Manager
revealed gshe was the weekend manager on
06/02/12.. She stated she was doing rounds
when she heard an alam sounding. She
revealed she went into tha dining room and saw
the resident on the floor under the table. She
stated she "checked ovar” the resident and did
range of motfon. The resident denisd pain and
the resldent was assisted back into the
wheelchair,

A review of the IDT Note, dated 06/03/12 at 4:45
PM, revealed an Intervention for therapy to
evaluate Resident #3 for an aclivity tray; however,
there was no evidence the |DT Identified the
resident was not visualized by staff at the time of
the fall..

An interview, on 07/13/12 at 2;25 PM with the
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Physical Theraplst Azsistant, revealed Resident
#3 was impulsive and (red to gef up on histher
own. He stated as far as ha knew thers was
always someone watching him in the lobby. He
revealed Resident #3 was always under constant
supervision while in their department.

An interview, on Q7/13/12 af 2:37 PM with the
Activity Diractor, revealed sha attended the IDT
- | mealings and meetings after the falls, She stated
she set up the activity box and placed it in the
resident's room so any one could assist the
resldent with the box. She revealed she would do
the activity box with thé resident once a week for
about 15 minutes.

A revisw of a Nurse's Notes revealed Resident #3
was assessed every shift after tha fall until
06/03/12 at 8;00 AM whan staff identified
Resident #3's (oes were blue and the right ankle
and toes were swallen, The physician was called
with orders were received to x-ray under the right
knae and ankie. Areview of an x-ray report of
the right knee, dated 06/08/12, revealed there
was no evidence of a fracture or dislocation,

A review of a nurse’s note, dated 08/08/12 at 6:00
PM revealed Resident #3 compiained of right leg
pain at times, The resident was complaining of
pain less frequently aind reported the pain is
better. A rgview of a Nurse's Note, datad
06/08/12 at 10:00 PM, ravealed Resident #3
complained of pain to the right knea, Pain
modication was administered. Further review of
the nurse's noles, dated 06/09/12, ravealed
Resident #3 was ldentlfied as having edema to
the right hip and thigh. The physldian was
nofified and orders were received to x-ray the

o]
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right blp. A review of the x-ray report, dated
06/09/12, revesled there was an acute verses
subacute Intertrochanteric fracturs with mild
angulation deformity to the right hip, A review of
the hospital's history and physical, dated
06/10/12, revealed Resident #3 had surgery lo
perform an open reduction inlemal fixation of the
right hip.

An Interview, on 07/13/12 at 3:02 PM with the
Social Services Director, revoaled he attended
tha [DT meetings and had discussed the
residont's falls. He revealed the staff dlscussed
whether interventions had been offectiva or nal.
He stated IDT meetings were done daity.

An interview with the Unit Manager, dated
07/16/12 at 10:35 AM, revesled she attended
most of IDT meatings as well a= meotings aftar
falls. She stated the incident reports were
brought to the meetings and the IDT discussod
whether past intervantions had bean effective or
not. She revealed when Resident #3 was in
visualized areas of staff, It was determined that
the resident interactad more with staff and other
tesidents which kept himmher occupled. She
stated they had not idantifled that the resident
WaS continuing to have unwitnessed falls even
when in a visualized area and had not identified
eight out of slaven (8 of 11) falls from the
wheelchair occurad on weekends.

Aninterview with the Director of Nursing (at the
time of the falla), dated 07/12/12 at 4:00 PM,
revealed she would investigate the falls by
interviewing staff prosent, look at medical history,
medications, and environment, She stated falls
wers tracked and trended by times, residents,

F 323

FORM CM3-2567(02-99) Freviout Verslons Obsolete Event 10; 52XE11

Faciiity 1D: 100084

I continuation sheet Page 26 of 27




88-A8-12 16:01

Pyg: 2B

Fax sent by @ 2784759456 PEMBROKE NURSING n
P :
DEPARTMENT OF HEALTH AND HUMAN SERVICES Rﬁ"&fﬁ Aggggirgg
CENTERSFOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OERIGIENCIES (1) PROVIDER/SUPPLIERICLIA (22} MULHPLE CONSTRUCTION Tw, ' (X3) DATE SURVEY
AND PLAN OE CORRECTION _ - IDENTIFICATION NUMBER; N 1 coMPLETED
. a A BUILDING ’
B. WING c
185338 ' B 07/16/2012

NAME OF PROVIDER OR SUPPLIER

FEMBROKE NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
24 WEST NABHVILLE 8T

PEMBROKE, KY 42266

shifis, where in the bullding and days. She was
unable o give an explanation as to why there
ware no interventions put in place to address the
geal belt alarm not working, the resident
continuing to have falls even when in visualized
areas and having unwitnessed falls when the
resident was supposed to be visuallzed.
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