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Submission of this response is neither an
F 000 | INITIAL COMMENTS F 000 admission to nor an agreement with the deficient
| prectices noted below, but provided as required

An abbreviated standard survey (KY23657 under the Conditions of Participation,

KY23665) was initiated on 08/10/15 and
cancluded on 08/11/15. Complaint #KY23865
was unsubstantiated with no deficiencies.
KY23857 was substantiated and deficlent

practice was |dentified with the highest scope and F 280
severity at'G' lavel.

F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280 Resident # 1's care plan was revised by the

§5=G | PARTICIPATE PLANNING CARE-REVISE CP Interdisciplinary Team (IDT) to include

necessary information regarding the falf and

The resident has the right, unless adjudged interventions that were put in place 1o help reduce
incompetent or otherwise found to be falls and minimize injury from impulsiveness and
incapacitated under the laws of the State, to decreased safety awarcness as evidenced by

attempt to rise from chair or self- ambulation
without assistance. These interventions include
but are not limited to: a bed and chair alarm,
closer monitoring, floor mats, and may include a
self-reieasing lap belt. Resident #1 will have plan
of care reviewed as necessary and revisions made

participata in planning care and treatment or
changes in care and treaiment.

A comprehensiva care plan must be developed
within 7 days after the completion of the

comprehensive assessment; prepared by an with the IDT if indiceted for change in care. The
interdisciplinary team, that includes the attending IDT consists of the Director of Nursing, Unit
physician, a registarad nurse with responsibility Manager(s), therapy, Social Services
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs, All residents have the potential to be affected by
and, to the extent practicable, the participation of the alleged deficient practice. The Director of

| the resident, the resident's family or the resident's Mursing has re-educated the licensed nurses on
legal representative; and perlodically reviewed the 24 hour report communication between shifts
and revised by a team of qualified persons after and changes in behavior ere recorded on these,
each assessment. The nurses will be expected to sign that they have

read and are aware of what is on the report and to
communicate, using this report between shifis,
any changes regarding fall prevention and/or
safety devices which are newly implemented or
for & new admission/readmission. Care pians
have been reviewed by the IDT for safety devices

This REQUIREMENT is not met as evidenced being used for current residents. Any safety |

| OY: . devices not identified were corrected
Bas:ed on interview, recard review, review of immediately, In addition, Communication
facility policy, and review of the faciiity's regarding any safety devices not identified were
updated on the 24 hour report.
LAB DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE i (%8) DATE

=3 Qv s
Any daﬁnﬁncy statement en with tarisk (‘) denctes a daficiency which the instituion may be excused from correcting providing it is determinad that g

cther safeguards provide aufficient prol to the patients . (Ses instructions.) Exeapt for nursing homas, the findinga stated above are diackeable 0 days

lollowing the date of survey whather or nat a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documentis ars made avallabla to the facllity. If deficiencies are cited, an approved plan of correction is regquisite lo continuad

program participation.
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investigation it was determined the facility failed
to ensura the plan of care was revised afler a
change in behavior was Identified for one (1) of
three (3) sampled residents (Resident #1). The
resident was witnessed to be standing without
assistance by ataff. Howaever, the facility faited to
ensure this change in the resident's behavior was
added to the care plan. The resident
demonstrated this same behavior hours later,
which resulted in a fall with multiple facial
fractures and fracture of the humerus (upper
arm).

The findings include:

Review of the facility's policy titted "Care Plan
Policy Statement," date unknown, revealed any
licensed nurse and/or interdiscipfinary team
member could update the care plan to reflect
changes and thet care plans were revised as
information about the resident and the resident's
condition changed.

Record review revealed the facility admitted
Resident #1 on 07/31/15, with diagnoses that
included Confusion and Dementia. Review of the
nursing “Admiasion Assessment" dated 07/31/15,
revealed the resident was assessed to be alert,
confused, and to be experiencing poor short and
long-term memory problems. Further review of
the Nursing Admission Assessment revealed the
faciity assessed the resident to have mild to
moderate cognitive impairment and to require
assistence with mobility.

Review of the Occupational Therapy (OT)
Evaluation and Plan of Traatment, dated
07131115, revealed the resident was referred to
OT due to "new onset of decrease in strangth,

*  The following bullet points will be Re-
educated for licensed nurses by the
Director of Nursing, Staff
Development Nurse, Unit Managers
regarding the 24 hour report for
communicating resident
safety/behavior changes, new or
changed safety devices and safety
devices for new and/or readmirted
residents. This communication will be
discussed with the aide(s) assigned by
the licensed nurse who is providing
cares,

*  The 24 hour report is to be used in
communicating to the on-coming
nurse and aides when doing rounds at
change of shift. The on-coming nurse
will be expected to sign that they are
aware of its contents afler reviewing
with the off-going nurse.

e A communication book for all nursing
stafTthat has changes of resident
behavior and or safety devices will be
recorded for review if the nursing staff’
has been absent. This is used in
conjunction with the 24 hour report for
documenting any changes that occur
froro shift to shift.

s  Licensed nurses are being reeducated
by the Director of Nursing, Staff
Development Nurse and/or Unit
Menager(s) on the expeciation for
completing the initial Interim Care
Plan to include resident at risk for
falls and safety devices ordered if
indicated for fall risk and prevention
initially identified. These are
completed by the licensed nurse(s) as
an interim Care Plan until a more
formel one is written, within the first
5-7 davs.
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. Llccnséd nursing staff will be expected
F 280 | Continued From page 2 F 280 update any changes regarding safety

decrease in functional mobility, decrease in
transfars, reduced balance, reduced ADL
(Activities of Daily Living) participation, increased
need for assistance from others and decreased
coordination placing the patient at risk for falis.”

Review of the resident's Plan of Care, dated
07/31/15 and revised on 0B/03/15, revealed the
resident was at risk for falls related to confusion
and dementia and required the use of a chair
alarm when using a whee!chair.

Review of statements taken by the facliity as part
of an incident investigation, date unknown,
revealed Licensed Practical Nurse (LPN) #1
stated that on 08/03/15 during second shift,
Resident #1 was found to ba standing without
asslstance In front of his/her wheslchair and the
chair alarm was sounding, The LPN also stated
the resident was found standing without
assistance again later during the shift.

Review of the facility's "Resident Incident
Follow-up," dated 08/04/15, revealed on 0B/03/15
at 11:55 PM, Resident #1's roommate reported to
staff that Resident #1 was sitting next to his/her
bed on the floor. Further review revealed LPN #3
and Certified Nurse Assistant (CNA} #3 enterad
the resident's room and assassed the resident,
finding no injuries. The resident was assisted to
the bedslde commaode and then back to bed.

Review of CNA #3's statement taken by the
faciiity on 08/04/15, revealed after assisting the
resident back to bed the resident "kept trylng to
get up.” The CNA stated he assisted the resident
to the wheelchair and placed the resident at the
nurses’ station where LPN #3 was receiving
medications with a pharmacy medication delivery

interventions on the Care Plan well as
initialing and dating them

» A Waich-list for communication will

be placed on the front of the resident
record on new or readmitted and will
contain resident diagnosis, and any
related risks, such as fall, safety
devices, etc.

= During the moming IDT meeting

Sxfwecek the care plans will be
reviewed and changes have been
documented.

¢ The Unit Manager will be responsible

for bringing the 24 hour report and the
Communication book to moming [DT
meeting end discuss any issues
documented as well as follow up as
needed ongoing.

e Education on the above system will be
given during nursing orientation and
for compliance by the Director of
Nursing. 5taff Development Nurse
and/or Unit Managers ongoing on the
above system.

The above system was reviewed and
approved by the facility Quality
Assurance committee on August 20,
2015.

This education will be complcted by September

8, 2015

The Director of Nursing, Unit Manegers, and/or
Staff Development Nurse will follow up every
shift for | month then daily for 2 weeks, then 2
times a week for 2 weeks to ensure any
changes/behaviors are documented on the Care
Plans and the 24 hour report, Watch List for new
and or readmits This will start the week of
September 7, 2015. The facility Quality
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person. CNA#3 stated, "l went up frontto geta
wheeichair alarm, while getting the alarm the
resident fell hitting the station,"

Review of the History and Physical fram the
hospilal, dated 08/04/15, revealed Resident #1
was admiitad to the hospital after the fall from
hisfher wheelchair which resulted in ieft facial
fractures, as well as a left humerus (bone in the
upper arm;} fracture.

Interview with LPN #1 on 08/10/15 at 4:45 PM
revealed on two (2) occasions during the evening
shift on 0B/03/15, she was alerted by Resident
#1's chair alarm and found the resident standing
in front of his/her wheslchair without assistance,
The LPN reported after finding the resident
standing without assistance the second time, she
placed the resident in the hallway for closer
observation. Further interview revealed this was
a new behavior for the resident; however, LPN #1
reported she did not update the resident's plan of
care to reflect the change In behavior.

Interview with LPN #3 on 08/10/15 at 5:55 PM
revealed she was not aware the resident had
been standing withaut assistance during the
previous shift or required the use of a chalr alarm.
However, review of the resident's care plan
revealed this information was on the care plan.
The LPN stated she was responsible for
reviewing the Plan of Care for residents who were
newly admitted to the facility; however, she had
only briefly reviewed the Plan of Care for
Resident #1 after the resident's fail on 08/04/15,
Further interview with LPN #3 on 08/11/15 at 4:20
PM, revealed the resident's recent change in
behavior related o standing without assistance
was not on the care plan. The LPN stated
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F 280 | Continued From page 3 F280| Assurance Committee, consisting of the

Administrator, Director of Nursing, the Medical
Director, the Education and Training Director,
and others, will monitor the resuits of these
follow-ups. The QA committee will identify any
trends, positive or negative, and make
recommendations and implement changes and
revisions as nceded. The QA Committee will
meet weekly for 1 month end then monthly
thereafier, until system compliance is maintained
»3 months.

Compliance Date--September 15, 2015
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changes with residents should be on the care
plan and passed on in report from shift to shift.

Interview with the Unit Manager (UM) on 08/11/15
at 3:45 PM revealed a resident's Plan of Care
directed nursing care; however, she was unsure
how often nursing staff should be reviewing the
Plan of Care. Further Interview revaaled any
updates or changes with resident care should be
noted on the care plan.

Interview with the Director of Nursing {DON) on
08/11/15 at 4:50 PM revealed changes in resident
behavior should be placed on the care plan;
however, nursing staff was not responsible to
routinely review the care plan. The DON stated
that changes In resident behavior were to be
reflected on the care plan. Further interview
revealed the facility did not have a system to
ensura information was passed from one shift to
the naxt shift,

Interview with the Administrator on 08/11/15 at
5:45 PM, revealed the change in the resident's
behavior should have been passed on in report
and placed on the care plan. The Administrator
stated nursing staff should review the care plans
dally.

483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidencad

F 280

F 282
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Based on Interview, record review, policy review,
and review of facllity investigation it was
determined the facllity failed to ensure a safety
alarm was used in accordance with one (1) of
three (3) sampled residents' written plan of care
{Resident#1). On 08/04/15, Resident #1
experienced a fall, related to standing without
assistance from his/her wheelchair, resulting in
muttiple facial fractures and a humerus (upper
arm) fracture. Interviews with facility staff
revezled the resident did not have a safety alarm
In use during the time of the fall as indicated in
the resident's plan of care,

The findings include:

Review of the facility's policy titied "Care Plan
Policy Statement,” no date, revealed the care
plan was designed to incorporate identified
problem areas and aid in preventing or reducing
declines in the resident's functionat status and/or
functional levels.

Record review revealed the facility admitted
Resident #1 on 07/31/15, with diagnoses that
inciuded Confusion and Dementia. Review of the
Nursing Admission Assessment dated 07/31/15,
revealed the facllity assessed the resident to be
aler, confused, and to be experiencing poor short
and long-term memory problems. Further review
of the Admission Assessment revealed the facility
assessed the resident to have mild to moderate
cognitive impairment. The facility assessed the
resident as requiring assistance with mobility.

Interview with Licensed Practical Nurse {LPN) #2
on 08/10/15 at 5:20 PM revealed she participated
in Resident #1's admission assessment on
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Resident # I’s care plan was revised by the
Interdisciplinary Team (IDT) to include
necessary information regarding the fall and
interventions that were put in place to help reduce
falls and minimize injury from impulsiyeness and
decreased safety awareness as evidenced by
atiempt to rise from chair or self- ambulation
without assistance. These interventions include
but are not limited to: a bed and chair alarm,
closer monitoting, floor mats, and may include a
self-releasing lap belt. Resident #1 will have plan
of care reviewed as necessary and revisions made
with the IDT if indicated for change in care, The
{DT consists of the Director of Nursing, Unit
Manager(s), therapy, Social Services. Resident #1
was admitted back 1o the facility and the care
plan was reviewed and changes made to include
her current plan. We are monitoring R#1 daily for
a Jeast two weeks to ensure that any her plan of
care is being followed and make changes as
NECEssary.

All residents have the potential to be affected by
the alleged deficient practice. The Director of
Nursing has re-cducated the licensed nurses on
the 24 hour report communication between shifls
and changes in behavior are recorded on these.
The nurses will be expected 10 sign that they have
read and are aware of whet is on the report and to
communicate, using this report botween shifis,
any changes in the Plan of Care which are newly
implemented or for a new admission/readinission,
Care plans have been reviewed by the IDT for
safety devices being used for current residents,
Any safety devices not identified were corrected
immediately. During this review, we also
reviewed the Plan of Cere, Accunurse system,
and the actual care being provided to made sure
that the care plan is being followed. Any issues
were corrected immediately. .
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07/3115. Further interview revealed Resident
#1's famlly had Indicated the resident had fallen
at home prior to admission to the facility. The
LPN stated a chair alarm was implemented upon
admission, as a fall pravention intervention,

Interview with Certified Nurse Assistant (CNA) #1
on 08/10/15 at §:37 PM revealed she had also
taken part in Resident #1's admission process
and confirmed a chair alarm was implemented
upon admission to prevent falis.

Review of the Occupational Therapy (OT)
Evaluation and Pian of Treatment dated 07/31/15,
revealed the resident was referred to OT due to
"New onsetl of decrease in strength, decrease in
functional mobility, decrease in transfers, reduced
balance, reduced ADL {Activities of Daily Living)
participation, increased need for assistance from
others, and decreased coordination placing the
patient at risk for falls.”

Review of the resident's Pian of Care dated
07/3115, revealed the resident was at rick for
falls refated to confusion and dementia and
required the use of a chair alarm when using a
wheelchalr,

Review of the facllity's investigation revealed
written statemant made by CNA #3 on 08/04/15.
The statement revealed CNA #3 discovered the
resident on the floor of the resident's raom on
08/03/15 at approximately 11:50 PM. LPN #3 and
CNA #3 agsessed the resident finding no injuries,
assisted the resident to the bedside commode,
and then assisted the resident back to bed. CNA
#3 reported that the resident "kept trying to get
up" resuiting in the CNA assisting the resident to

‘ OMB NG. 0938-0391
BTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA 0(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
186173 8. WING 08/111/2015
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
CUMBERLAND NURSING AND REHABILITATION CENTER 200 NORFLEET DRIVE
SOMERSET, KY 42501
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 282 | Continued From page 8 F 282 Systems to ensure the alleged deficient practice

does not recur;

» The foowing bullet points will be Re-
cducated for licensed nurses by the
Director of Nursing, Staff
Development Nurse, Unit Managers
reparding the 24 hour report for
cominunicating resident
safety/behavior changes, new or
changed safety devices and safety
devices for new and/or readmitted
residents. This communication will be
discussed with the aide(s) assigned by
the licensed nurse who is providing
cares.

®  The 24 hour repott is to be used in
communicating to the on-coming
nurse and aides when doing rounds at
change of shift, The on-coming nurse
will be expecied to sign that they are

aware of its contents afier reviewing
with the off-going nurse.

* A communication book for all nursing
staff that has changes of resident
behavior and or safety devices will be
recorded for review if the nursing staff
has been absent. This ts used in
conjunction with the 24 hour report for
documenting any changes that oceur
from shift to shift.

¢ Licensed nurses are being recducated
by the Director of Nursing, Staff
Development Nurse and/or Unit
Manager(s) on the expectation for
completing the initial Interim Care
Plan to include resident ut risk for
falls and safety devices ordered if
indicated for fall risk and prevention
initially identified, These are
completed by the licensed nurse(s) as
an interim Care Plan until a more
formal one is written, within the first

his/her wheelchair and positioning the resident by
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the nurses’ station, Further review revealed the .
CNA then left the resident to abtain a wheelchair * Licensed nursing staff will be expected
alam during which time the resident fell from the update any changes regarding safety
wheelchair hitting the nurses' station. The interventions on the Care Plan well ag
resident was sent to the hospital for evaluation. initinling and dating them
A Watch-list for communication will
Review of the History and Physical from the be placed on the front of th: "sc'ldc'.‘ltl
hospital dated 08/04/15, revealed the resident mnt;id on n;w °';;:°adm'.“° a:l' Wi
was admitted to the hospital on 08/04/15 afler contaln resident diagaosis, and any
i p related risks, such as fall, safety
sustaining a fall from his/her wheelchair resulting devices, etc.
in a left orbital floor (facial bone) fracture, left e  During the moming IDT meeting
sinus fractures, left maxilla (upper jaw bone) 5x/week the care plans will be
fracture, and a left humerus {bone in the upper reviewed and changes have been
arm) fracture. documented.
e  The Unit Maneger will be responsible
Interview with LPN #3 on 08/10/15 at 5:55 PM for bringing the 24 hour report and the
revealed she was responsible for Resident #1's Communication book to moming IDT
care on the morning of 08/04/15 when Resident meeting and discuss any issues
#1 experienced a fall at approximately 12:20 AM. documented as well es follow up as
Further interview revealed at approximately 11:50 needed ongoing.
PM on 06/03/15, Resident #1's roommate alerted e  Education on the above system will be
staff that Resident #1 was sitting on the floor given during nursing orientation and
beside histher bed. The LPN stated she and for compliance by the Director of
CNA #3 entered tha resident's room, assessed Nursing, Stafl Development Nurse
the resident, and found no Injuries. They assisted and/or Unit Managers ongoing on the
the resident to the bedside commode and then gbove system. )
back to bed. The LPN stated she was then called * The above system was reviewed and
from the room due te the medication delivery approved by the facility Quality 2
person armiving to check in medications. Further ;\:grancc LA SO Pl
interview revealed the LPN was told by CNA #3 . o
the resident would not stay in bed. She stated ';h;;:gucahun will be completed by Septomber
CNA#3 placed the resident In his/her wheelchair ¥
and brought the resident to the nurses' station in
order for staff to monitor the resident. LPN #3
stated an alarm was not on the resident's chair,
She Instructed the CNA to obtain a chair alarm for
the resident at that time. Further interview
revealed the LPN began checking in medications
with the medication delivery person by the nurses'
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statlon and witnessed the resident stand up from
histher wheelchalr without assistance and
immedlately fall forward to the floor at
approximately 12:20 AM on 08/04/15. LPN #3
further stated she had not reviewed Resident #1's
care plan and was unaware the resident was care
planned for an alarm. LPN #3 stated she
Instructed the CNA to place an alarm on the
resident’s chair, because nursing staff utilized
their judgment when a chair alarm was necessary
and they did not have to get a Physician's Order.

Interview with the medication delivery person on
08/11/15 at 1:19 PM, revesled he was present at
the facility on 08/04/15 at 12:20 AM, The
medication delivery person stated no alarm was
sounding prior to the fall sustained by the
resident.

Interview with CNA #3 on 08/11/15 at 3:15 PM,
revealed he assisted Resident #1 to histher
wheelchair and to the nurses' station on 08/04/15.
CNA #3 stated a chair alarm was not In use prior
to the resident's fall. Further interview with the
CNA revealed he was not aware the resident
required a chair alarm when in a wheelchair. The
CNA stated the facility "Accunurse” (headset
system) provided him with the resident’s fall
prevention interventions; hawever, he was unsure
what interventions were in place for the resident
prior to the fall on 08/04/15. The CNA stated he
was not informed during the shift-to-shift report,
that the resident required a chair alarm, per the
Plan of Care.

Interview with the Unit Manager (UM} on 08/11/15
at 3:45 PM, revealed she was unsure what
Resident #1's fall prevention intervantions were
and she was not aware the resident did not have
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The Director of Nursing, Unit Managers, and/or
Staff Development Nurse will follow up every
shift for 1 month then daily for 2 weeks, then 2
times a week for 2 weeks (o ensure any
chanpes/behaviors are documented on the Care
Plans and the 24 hour report, Watch List for new
and or readmits This will start the week of
September 7, 2015. The facility Quality
Assurance Committee, consisting of the
Administrator, Director of Nursing, the Medical
Director, the Education and Training Director,
and others, will monitor the results of these
follow-ups. The QA committee will identify any
trends, positive or negative, and make
recommendations and implement changes and
revisions as needed. The QA Committee will
meet weekly for 1 menth and then monthly
thereafier, until system compliance is maintained
x3 months.

Compliance Date~September 15, 2015
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a chair alarm In place at the time of the fall on
08/04/15. Further interview revealed nursing staff
was not required {o routinely check resident care
plans, even though care should be directed from
the care plans.
Interview with the Director of Nursing (DON) on
08/1115 at 4:50 PM revealed she was aware that
Resident #1 had been assessed upan admission
to be at risk for falls and a chair alarm had been
implemented as a preventive measure, The DON
stated an alammn placed upon admission should be
included on the care plan and the care plan
should be followed. Further interview revealed
care plans were always available to nursing staff;
however, they were not responsibie to review the
care plans routinely,
Interview with the Administrator on 08/11/15 at
5:45 PM, revealed nursing staff was responsible F 123
to review and follow resident care plans daily. ! Resident # 1's care plan was revised by the
Further interview revealed, according to the Plan Interdisciplinary Team (IDT) to include
of Care, Resident #1 should have had a chair necessary information regarding the fall and
alamm in place prior to the fall that occurred on interventions that were put in place to help reduce
08/04/15. falls and minimize injury from impulsiveness and
F 323 | 483.25(h} FREE OF ACCIDENT F 323] decreased safety awareness as evidenced by
§8=0 | HAZARDS/SUPERVISION/DEVICES attempt to ris¢ from chair or self- ambulation
without assistance. These interventions include
The facility must ensure that the resident but are not limited to: a bed and chair alarm,
environment remalns as free of accident hazards closcr monitoring, floor mats, and may include a
as is possible; and each resident recsives self—relcmpg .Iap belt, Resident #1 wn!l_have plan
adequata supervision and assistance devices to of care reviewed as necessary and revisions made
with the IDT if indicated for change in care. The
prevent accidents. IDT consists of the Dircetor of Nursing, Unit
Manager(s), therapy, Social Services, Resident #1
was admitied back to the facility and the care
plan was reviewed and changes made to include
her current plan. She is stable and has had no
This REQUIREMENT is not met as evidencad falls since this readmission.
I !
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Based on interview, record review, facility policy
review, and review of the facility’s investigation it
was detarmined the facility failed to ensure
assistance devices were provided to prevent
accidents for one (1) of three (3) sampled
residents (Resident#1). The facility assessed
Resident #1 to be at risk for falls and a care plan
intervention was developed for a chair alarm
while the resident was up in a wheelghair,

On 08/03/15, during the evening shift, the
resident was witnessed to be standing without
assistance, which was a change int behavior for
the resident. On 0B/04{15, Resident #1 was
assistad to & wheelchair and taken to the nurses’
station without a chair alarm in place, which was
required per plan of care. Resident #1 got up
from the chalir unassisted and fell, resulting in
multiple facial fractures and a fracture to the
humarus (bone in the upper arm).

The findings Include:

Review of the facillty’s poficy titled "Incidents and
Accidents,” undated, revealed all incidents and
accidents were reported using written and verbal
format,

Review of the "Care Plan Policy Statement,”
undaled, revealed a comprehensive care plan
was developed for each resident and any
licensed nurse and/or interdisciplinary team
member could update the care plan to reflect
changes.

Record review revealed the facility admitted
Residant #1 on 07/31/15, with diagnoses that
included Confusion and Dementia. Review of tha

the alleged deficient practice, The Director of
Nursing has re-educated the licensed nurses on
the 24 hour report communication between shifts
and changes in behavior are recorded on these.
The nurses wili be expected to sign that they have
read and are aware of what is on the report and to
communicate, using this report between shifts,
any changes regarding fall prevention and/or
safety devices which are newly implemented or
for a new admission/readmission. Care plans
have been reviewed by the IDT for safety devices
being used for current residents. Any safety
devices not identified were corrected
immediately. {n addition, Communication
regarding any safcty devices not identified were
updated on the 24 hour report.

Systems to ensure the alleged deficient practice
does not recur;

» The following bullet points will be Re-
educated for licensed nurses by the
Director of Nursing, StafT
Development Nurse, Unit Managers
regarding the 24 hour report for
communicating resident
safety/behavior changes, new or
changed safety devices and safety
devices for new and/or readmitted
residents. This communication will be
discussed with the aide(s) assigned by
the licensed nurse who is providing
cares.

*  The 24 hour report is to be used in
communicating to the on-coming
nurse and aides when doing rounds at
change of shifl. The on-coming nurse
will be expected to sign that they are
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Nursing Admission Assessment, dated 07/31/15,
revealed the resident was assessed to be alert,
confused, and to be experiencing poer short and
long-term memory. Further review of the
Admission Assessment revealed the facllity
assessed the resident to have mild to moderate
cognitive impairment and to require assistance
with mobility.

Review of the Occupational Therapy (OT)
Evaluation and Plan of Treatment, dated
G7/31/15, revealed the resident was referred to
OT due to "new onset of decrease in strength,
decreasa in functional mablility, decrease In
transfers, reduced balance, reduced ADL
(Activities of Daily Living) participation, increased
need for assistance from others, and decreased
coordination ptacing the patient at risk for fzlls."

Review of the resident's Plan of Care with a
revision date of 08/03/15, revealed the resident
was at risk for falls related to confusion and
dementia and required the use of an alarm when
using a wheelchair.

Review of the History and Physical revealed
Resident # 1 was admitted to the hospital on
08/04/15 after sustaining a fall from a wheelchair
resulting in left orbital floor (facial bone) fracture,
left sinus fractures, lsft maxilla (upper jaw bone)
fracture, and a left humerus (bone in the upper
am) fracture,

Review of the "Resident Incident Follow-up,*
dated 08/04/15, revealed Resident #1 was
discovered on 08/03/15 at 11:55 PM on the foor
next to his/her bed by Certified Nurse Assistant
(CNA) #3 and Licensed Practical Nurse (LPN) #3

after the resident's roommate notified facility staff.
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with the off-going nurse.

A communication book for all nursing
staff that has changes of resident
behaviar and or safety devices will be
recorded for review if the nursing staff
has been absent. This is used in
conjunction with the 24 hour report for
documenting any changes that occur
from shift to shift,

Licensed nurses are being reeducated
by the Director of Nursing, Staff
Development Nurse and/or Unit
Manager(s) on the expectation for
completing the initial Interim Care
Plan to include tesident at risk for
falls and safety devices ordered if
indicated for fall risk and prevention
initially identified. These are
completed by the licensed nurse(s) as
an interim Care Plan until a more
formal one is written, within the first
5-7 days.

Licensed nursing staff will be expected
update any changes regarding safety
interventions on the Care Plan well as
initinling and dating them

A Watch-list for communication will
be placed on the front of the resident
record an new or readmitted and will
contain resident diagnosis, end any
related risks, such as fall, safety
devices, etc.

During the moming IDT meeting
Sx/week the care plans will be
reviewed and changes have been
documented.
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F 323 | Continued From page 12 F 323 for bringing ';i 24 hour report and the
The staff members assisted the resident off the Communication book to morning DT
floor and then assisted the resident to the meeting and discuss any issues
bedside commode for toileting. The resident was documented as well as follow up as
assessed at that time and found to have no needed ongoing.
injuries, CNA #3 assisted the resident back to = Education on the above sysiem will be
bed; however, the resident stated he/she did not given during nursing orientation and
want to stay in bed. CNA #3 then agsisted the for compliance by the Director of
resident to his/her wheelchair and took the Nursing, Staff Development Nurse
reskient to the nurses' station for close and/or Unit Managers ongoing on the
observation. The resident was witnessed to above system.
stand up from the wheelchair, grab the nurses' * The sbove system was reviewed and
station, and fall o the floor on 08/04/15 at 12:20 approved by the facility Quality
AM. Assurance committee on August 20,
2015.
Review of witness statements taken by the This education will be completed by September
facilty, dated 08/04/15, revealed CNA #3 stated 8, 2015
the resident "kept trying to get up" so the CNA
assisted the resident to a wheslchalr and took the : :
. The Director of Nursing, Unit Managers, and/or
resident to the nurses’ station. CNA#3 preiorine Staff Development Nurgs’e will fnlloa\f up every
went to locate a wheelchair alarm and while he shift for § month then daily for 2 weeks, then 2
was laoking for the alarm, Resident #1 fell. times & week for 2 weeks to ensure any
changes/behaviors are documented on the Care
Further review of the statements revealed LPN #1 Plans and the 24 hour report, Watch List for new
stated the resident was found to be standing and or readmits This will start the week of
unassisted two (2) times during the evening shift Seotember 7, 2015. The facility Quality
{(3PMto 11 PM) on DB/03/186. AODOIdiI'Ig to the Assurance Commiltee, consisting of the
statement, the resident had a working wheelchair Adminjstrator, Director of Nursing, the Medicel
atarm in place at the time. The LPN stated after Director, the Education and Training Director,
the resident attempted to stand unassisted two and others, will monitor the results of these
(2) imes, she placed the resident in the hallway follow-ups. The QA committee will identify any
for closer observation. trends, positive or ncgative, and make
recommendations and implement changes and
Interview with LPN #2 on 08/10/15 at 5:20 PM revisions as needed. The QA Committee will
revealed she was involved in the admission meet weekly for | month and then monthly
process far Resident #1. The LPN stated thereafier, until system compliance is maintained
Resident #1's family had indicated the resident x3 months.
had fallen at home in the past. Further interview
revealed the LPN placed a wheelchair ala'rm on Compliance Date~-September 15, 2015
the resident upon admission as a preventive
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measure for falls.

Interview with LPN #1 on 08/10/15 at 4:45 PM
revealed she was responsible for Resident #1's
care on the evening of 0B/03/15. Tha LPN stated
she was alertad hy the resident's wheelchair
alarm on two (2) occasions during the shift. The
resident was found to be standing without
assistance on both occasions. Further Interview
revealed after the second occumrence of the
resident standing withaut assistance, staff placed
the resident in the hallway for closer observation
while the LPN completed medication pass. The
LPN stated she verbalized to the oncoming nurse
(LPN #3} that the resident was found standing
unassisted and required a wheslchair alarm.

Interview with CNA #3 on 08/11/15 at 3:15 PM
revealed Resident #1's mommate alerted him
that the resident was on the floor on 08/03/15 at
11:55 PM. Tha CNA stated he found Resident #1
sitting on the flcor beside the bed. He stated the
resident stated he/she had "scooted” out of bad
and needed to use the restroom. CNA #3 stated
he and LPN #3 assisted the resident to the
bedside commode and assessed the resident,
finding no injuries. He stated LPN #3 was called
from the room to check in a medication delivery,
Further interview revealed CNA #3 stated he
assisted the resident back to bed from the
bedside commoda. He stated the resident was
sitting on the side of the bed and was fidgeting
with his/her socks. CNA#3 reported he asked
the resident if he/she wantad to get up and the
resident agreed. The CNA assisted the resident
to hisfher wheelchair and took the resident to the
nurses’ station. CNA #3 stated the resident did
not have a wheeichair alarm in place. Further
interview revealed the CNA was instructad by
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LPN #3 to get an alarm for Resident #1. Ha
stated he left the resident at the nurses' station in
sight of LPN #3 and went to locate an alarm.
CNA.#3 stated he was not made aware during
shift-to-shift report that the resident required a
wheelchair alarm and did not recall if the
“Accunurse” {headset system that directs CNAs
on resident care needs) directed the use of a
wheelchair alarm for Resident #1.

Interview with LPN #3 on 08/10/15 at 5:55 PM,
ravealed after Resident #1 was discovered on the
floor of his/her room on 08/04/15 at approximately
11:55 PM, she and CNA #2 assisted the resident
to the bedside commode. LPN #3 stated
Resident #1 was assessed and was found to
have no injuries. The LPN stated she was called
from the reom to check In a delivery of
medication at the nurses’ station. The LPN
stated the resident would not stay in bed so CNA
#3 assisted the resident to the nurses' statlon in a
wheelchair.

Further Interview with LPN #3 revealed a
wheelchair alarm was not in place at that time
and she felt the resident needed an alarm In
place on the wheelchalr. LPN #3 stated she
Instructed CNA #3 to locate and place an alam
on the resident's wheelchair. The LPN stated she
was checking in medications with the medication
dellvery person when she witnessed Resident #1
stand unassisted and fall farward to the floor.
LPN #3 stated she was unaware the resident
required a wheelchalir atarm and had not
reviewed Resident #1's care plan, She stated
she asked the CNA to apply an alarm per nursing
judgment. The LPN aiso stated she was not
informed that Resident #1 was standing
unassisted during the previous shift on 08/03/15.

F 323
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Interview with the medication delivery psrson on
08/11/15 at 1:19 PM revealed he was at the
facllity on 08/04/15 at the time of the rasident's
fall checking in medications with LPN #3. Further
Interview revealed the medication delivery parson
and LPN #3 were approximately six to eight feet
from the resident and confirmed no alarm was
sounding when the resident fell,

Intarview with the Director of Nursing (DON) on
08/11/15 at 4:50 PM, ravealed Rasident #1
should have had a wheelchair alarm in place prior
to the fall on 08/04/15. The DON stated alarms
could be implemented by nurses using their
judgment and did not require a Physician's Order.
The DON further stated that fall prevention
interventions should be placed on the care plan,
The DON stated that all care plan updates and
interventions were reviewed during the moming
administration meeting. The DON staled
updates/changes that were identified in the
marning meeting were placed in the "Accunurse”
system.

interview with the Administrator on 08/11/15 at
3:45 PM revealed a wheelchair alarm should
have been in place for Resident # 1 prior to the
fall. The Administrator further stated that all
incidents and accidents were discussed in the
morning meetings, and any care plan updates
and interventions were reviewed and updated In
the "Accunurse” system.
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