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; An abbreviated standard survey (KY16348) was ' :
; conducted on May B, 2011, The complaipt was 5
! sUbstanbiated with deficient practice identified at :
D" jevel, |
F 323 | 483.25(h) FREE OF ACCIDENT Fas) flached - |
ss=b | HAZARDS/SUPERVISION/DEVICES e QA

The facility must ensure that the resident
anvironment remaing as free of accident hazards
as-is possibie; and each resident receives
adequate supervision and zssistance devices to
prevent accidents,

Thiz REQUIREMENT is not met as evidenced
by: ‘

Based on interview, closed record review, and a
review of facility poficies/procedures, the facility
failed to ensure the environment was free of
accident hazards and that adequate supenvision
1 and assistance devices ware provided for one
. resident te prevent accidents. Resident #1 was
| assessed 10 be at high risk for falls upon
t admigsion to the facilify; however, there was no
i svidence fall interventions had been implemenied
. until the resident sustained a fall from the bed on
April 14, 2011,

The findings include:;

A review of the faclity's Falis Prevention Program
revesiad an assassmant would be completad
upon admission, and quarterly, to identify
residents at high risk for falls. The program ,
further noted the risk factors would ba identified ' !
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Any defic) statement anding with 2n gaterigk (*) denotes & deficienty which s institution mey be exclused ffom correcting providing it iz determined that
siher safeddards provige sufficiant protection 1o the patients. (See instructions.) Except for nursing hemes, the findings stated above ars disclosable B0 days
following the date of survey whether or not & plan of correction |s providad, Far nursing hatnes, the above findImge and plans of corection am disciosabla 14
days following the date these documants are made avallabie to the facillty. If deficlencies are clied, an approved plan of correction is requisite to continued
program participation,
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on the care plan/Kardex and inferventions to
prevent falls would be documented and intiated.

Ateview of the closed madical record revealed
resident #1 was admitted to the facility on Aprli E,
2011, with diagnoses including Hypoxio
Encephalopathy, Advanced Chronic Obstructive
Pulmonary Disease, History of Alcohal Abuse
with recurrent Pancreatitis, and Diabetes Melitus. |

i
:

A review of the Fall Risk Assessment completed
L on April 8, 2011, for resident #1 revealed the

| rasident had been assessed to have a score of
'12, According 1o the Fall Risk Assessment, &

i scare of 10 or greater indicated a resident was at
kigh risk for falls,

Review of a care plan developed at the time of
the residant's admission (April 8, 2011} raveajed
the facliity idenfified the resident to have a
problemn related to falls/safety risk. Interventions
developed Included to keap the czil bell within
reach, to encourage the resident o use the call
bell, and to instnuct the resident on safety
measures.

A review of nurse's notes dated Agril 14, 2011, &t
9:35 am., revealed resident #1 was found siting
on the Boor next to the resident's bed. The

: resident was assessed to have a red abrasion of
: the back =nd buttocks area, Resident#? was
transferred 1o the Emergancy Room for further

{ evaluationftreatmant, The resident returmed to
| the facillty on April 14, 2011, at 440 p.m., with no | i
injury noted. ‘ l

Further raview of the care plan raveaied the care
plan was updated on April 14, 2011, after r_esident
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| A review of the Treatment Administration Recard

| mats were initizled as baing implementead on Aprll

; bedside,

 reoord (TAR) for resident #1,

| An ntarview conducted with the Unit Manager

Continued Fram page 2 .

#1 was found sitting on the floor beside the

resident’s bed. New interventions included to :
utilize & bed alarm, to offar diversional activiies,
to administer medications for agitation as ;
needed, and to maintain fall mats at the residents |

(TAR) for April 2011 revealed a bad alarm and faf
14, 2014, during the 3,00 p.m. to 11:00 p.m. shift.

4 review of the inltial comprehensive assessment
completed on April 18, 2011, revealed resident #1
was assessed to be alert with independent
decision-making skills, to reguire extensive
asslstance of iwo staff persons for bed mobility
and transfers, and o be nonambuiatory.

AR interview conducted with Licensad Practical
Nurse (LPN) #3 on May 6, 2011, at 3:00 p.m,,
revealad LPN #3 completed the Fall Risk
Agsessment for resident #1 when the resident
was admitted to the facility on April 8, 2011, LPN
#3 stated the Fall Risk Assessment was to be
completed upon admission and when changes
oceurred in & resident's condition, LPN #3 stated
if a resldent's scora was 10 or greater all staff
was to be made aware of the resiient's falt risk
and fall inferventions shouid be implemented,
The LPN statad a bed alarm should have been
implemented and documenied on the treatment

(UM on May 6, 2011, at 4:00 p,m.. reveaied fall
interventions were required to be implerented
when a resident's fall risk assessment scorg was

I
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10 or greater. The UM stated the admission
nurse was responsible for implementing the
intarventions after completing the Fall Risk
Assegement. The UM further stated all staff was
responsible ta ensure the interventions had been
implsmented 1o address the resident's fall risk.
The UM confirmed the bed alarm and fall mats
were not implemented for resident #4 until Apri
14, 2011.

The Director of Nurses (DON) was interviewed on
May &, 2011, at 4:10 p.m. The DON stated the
lleensed nurses were responsibie to complets the
Fall Risk Assessment upon a resident's
admission and to implement fall interventions as
indicated. The DON stated the UM was
responsible to ensure fall infervertions had been
implemented.
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F-323
1 Resident #1 is no longer & resident of this facility.
2. All resident’s were reviewed by the unit managers to ensure fall interventions ware in

place and documented on the chart per the fall risk assessment guidelines (fall risk
indicated with score of 10 or higher).

3, Both unit managers as well as all nurses were in-serviced on May 9-13, 2011 by the DON
and Quality Assurance Manager that al! residents who score 10 or higher on the fall risk
assessment are to be evaluated for the appropriate fall intervention after fall
assessment has been completed. Upon completion of evaluations, the intervention will
be put in place immediately.

4, The QI team will check 3 resident charts on each unit weekly for one month then
quarterly for six months to ensure all residents have fall interventions in placeand
docurnented on the chart when they scors 10 or higher on fall risk assessment. Any
irregularities will be corrected immediately and reported to QA for follow up.

5. Date of Completion:  May 13, 2011
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