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bed rall. If a bed or side rall la used, the facliity
must énéure correct Ingtallation, use, and
miriteriance.of bed ralls, !ncludlng but not imited
to the followlry eléments.

(1) Assess the resldent for risk of entrapment
from bed ralls prior to Installation.

(2) Raview the rigks and benefite of bed ralls with
the resident or resldent fepreaantative and obtain
Informed consént prior to installation.

(3) Ensufs thet thie bed's dimenslons are
approptlate for 1he residant's size and welght.
This REQUIREMENT s not met 46 evidenced

by:,
Basad on observation, medical record review,

~and reeldént.and etaff Interview, the faclilty falled

to Implement plahned Intaryentions to prevent
fdlls for 1 of 2 eample rasldents (#2) reviswed for
falla, This fallure resultsd In harm to & resldent
with & freétuted hip, whe confinued to heve falls
which displaced tha fracture. The findings were:

Revlew of {He significant change MDS
asspsament with an ARD of 11/16/16 shéwed
resident #2 had diagnoses that Included
non-Aizhsimer's dementla, muecle weaknese,
and & history of traumatic braln Injury. The
resldent required the extensive physical
assistancé of two péraone for ADLa such as bed
mobllity and-transfers, and the extenalve physieal
aselslance of one person for locomotion and
tolleting. The resident had two falls that did not
result In Injury sinca the previous assessment.
Raview of the IDT post-fall notes with an
"effactive” date and tima of 11/18/16 at.9:36 AM
showed the resldent fell out of bad In hig/her
room and the fall was unwitnessed. The resident

the IDT on 6/1/17.
1dentification of Others

The Rehab Program Manager
and Rehab team conducted an
audit of 100% of residents for
proper wheelchair positioning
and wheelchair seat cushions
on 5/16/17. Identified concemns
wete corrected,

An audit was conducted on 6/1/17
by IDT of all residents who have
had repeat falls In the last 30 days.
Ths care plan were reviewed and
updated (where appropriate) to
ensure effectiveness of
interventions,

Systemic Change

Upon admission, quarterly and
PRN the Therapy Department
screens residents for positioning
and proper cushion and
addresses any concerns that

are identified.

The facility staff was provided
in-service by the Staff
Development Coordinator

to recognize and report any
improper positioning
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i
. F 323/ Continued From page 2 F 323 observations to the therapy
1 | was sent tg.the hospltal due to hip paln, wheré a . “
i department using the “Hey
: Iéft hip fracture was diagnosed. Review of the Therany.” or the “Ston and
p , 11118116 curnpu’ﬁed tomography scen results Wat 15?1 ) P A0 1
showad-fixation hardwalre" In the resident's right atch” tools as an optiona
hip aid'a "subtle non-displaced fractire Involving form of communication.
'the laft This training wag completed
, gréatet trachahter.” The following concarns were on 6/9/17.
N Idehtlﬂad'
¢ On 5/31/17 in-service training
1, Whealchall' positioning and transfer safety: was provided to the therapy
a. Observation on 6/10/17 at 10 AM ehowed department by the Rehab
{he resldent wae In a wheelcHalr In the fiont Program Manager regarding
| lobby. The regident hed slld down In the chalr and proper positioning observation,\
’ was Isgning to ofie side, The residant #ppearad reporting and correction
; as though sfhe was uncomfortable. Intérview with techniques.
. the iresldeni at that t'léne rg\gaaled a/he noeded
assistante to reposition, There was a reception|st :
r at the frant desk whe was on the phone, &nd no t‘JY étlgif:l::‘:?i;il;: i?;i;ati:ﬁt:i d
- olfer statf members were avallable In the lobby. tempts to ident! it
; The surveyor located.an alde down the hallway a temp st.° ! t:“ ify an appropriate
and asked the alde to asslst the resldent. interven 110 n attempt to pr eyem
Obsaivation on-5/10/17 at 10:23 AM showed CNA future falls and the care plan is
#1 and RN #1 asslstéd the resldent to repoaition updated
in the wheelchalr. At that time the realdent was - . .
noted to cry out when movad up Inthe On 6/1/17 in-service trammg Was
wheelchair. pl’OVide to the IDT by the District
b, Observation on 5M10/17 at 11:66 AM Director of Clinical Services
showed LPN #1 attempted to transfer the reeldent regarding fall management,
from a racliner In the front lobby to hig/her Interventions care planning and
wheelchalr. A second LPN (#2) had been monitoring,
, aaslsting the resldent with flulda. During the
, transfer LPN #2 stood hack and did not provide a Monitoring
N ge?onddphysllciald t;tsle;t wlrélla LPN #1 useld a galt )
elt and gesléted the resldent to a atandin o
pasition, LPN #1 asked and encouraged tﬁe ;ll"heﬁl} shab Programeanager mtqmtms
rasldent to turn so afhe could sft Into the 1¢ Hierapy screen o1 proper seating or
wheelchalr, The resident wes unable to perform positioning and observations of
the tagk 50 LPN #1 then loweréd the resident cushion appropriatoness of 10 residents
‘back into the recliner and g sit-td-stand per week The Rehab Program Manager
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:y ,; F 323 Continued From paga 3 ’ o F323 %’gg&%::fgg‘:;i&f‘}g?ﬁ?:;
iy mechanical lift was used-with the asslst of both review and resolution
i LPNs to chmpléte the.transfer, During thg ' '
A obsarvation it wes nated the cushlon In the ;
e resldents wheelchalr waa In poor condltion with The Resident Care Management
Al the front asction fiattahed ' Coordinator monitors the residents
| 0. Observation on.6/10/17 at :30 PM shawed with falls and works with the IDT
: the resldent was In the wheelchalr In the aesletéd to ensure that appropriate
" dining room, There were staff membere In the interventions are put in place and T, ae ol
: room; hewever, none noticed the resldent was the care plan Is updated S-thmespor (L, f/ 1 ¢ @
peerly positioniad In the whealchalr. Tha resident week. Any identified trends are Sl s
\‘ o was laaning to one side, hiad élld forward on the reported to the Quality Assurance
i eeat, and had hig/her lags tucked under the éhalr, Performance Improvement
iy At'5:50 PM the resident was lakan from the teble Committee monthly for their
ils and transported-in.ths wheslchalr by CNA#2. The review and resolution.
wl alde did hot reposltion the resident and the
il resldent's faet were dragging under the chalr és These audits will continue for 90
}3‘ ) the CNA traneported the resldent down the ‘ : days unless the Quality Assurance
b i hallway. Interview.with CNA#2 on 6/10/17 at 6:62 Performance Improvement
it PM revgaled she was hot aware of ahy technlgue Commmittee deems it prudent to
i or plan.for the resldent to prevent the feet from :
1, dragglng continue,
£ls -| . d.Interview with Physical Theraplst #1 on
i B/11/47 &t 10:16 AM réveeled there had been
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-past attempts made to egulp the resident's
whaalchalr with vatlous fost rests and none were
gocapited by the résident, Further, the therapist
verified In the past.other chalre and cushlons-had
béen tried for the résldent to allow for batter
positioning. Hawever, noattempts had been
matle o increaka the halght of the aeat on tha
resldent's current chalr. He verifled It wés
posslble this may help to better position the
résldent, The therapist stated staff should ask the
resident to It hie/her legs while being
traneported. A later Interview on 6/11/17 at 11:32
AM with the theraplst verified the cushlon that
was belhgused in the fesldent's chalr was hot the
carrect cushlon, and the cushlan's condition
méde It Inffective for cormifrt or positioning.
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il 2. Review &f the SBAR notes from November
2018 to May 2017 showed the resldent fell ah
additional 16 times aftar the 19/18/18 fracture,
Revlew of the SBAR communieation end IDT
progreés notgs fromi these falla and thelr
respective dates showed the following talls ware
unwitrioesed; -
8 Revie of the SBAR dated 11/21/16 and

timed 10:19 PM-ahowed the resident was found
: “In rootnilaying on the floor on biack, noted
{ ; Incontinerit of urlie, - i ‘beén in [hie/ar] wig
Sl [wheelchalr]." The SBAR further showad the, -
| réeident was " ...rict able to comprehend (slc) that

y (e/he) s not safe enoiigh to ba up ambulating by
. [Him/herselfj-and that [8/he] has & fx [fracture]"
i -Ard *...up by:nurées statlon so [s/he] can ba
R ! rhomtored " Raviaw of the IDT post fall review for

] this fall showed the resident was unable to
Vol demanstrate tHe Usg of the call light In'the room
e or n the bethreom, The summary of the

k - | Interdigéiplihary team showed “Resident while

- awake nekds to be within sight of staff,
encourage raeldant to femain closa to nurses
station.”

b. ReView bf thé SBAR dated 11/24/18 and
| timed 11;26 PM showed the resident was “found
i lying on floor In bathroom on L [lefl] side with
‘ towel rdck In hand," The resident's wheelchalr
was In thie doorway.

¢. Reviéw of the SHAR dated 12/23/16 and
timed af 8:48 AM showed the resident attemptad
1o traristér him/herself from bed to chalr, lost
bilance ahd "fell out of bed." Review of the IDT
. poet fall review for thig fall showed the resident
1. was unable to demonstrete the use of the call
“light In'thié room or in the bathroom. The
summary of tha Interdisclplinary team showad
"Change the get up time to earller In the moming

| SN . - . : Ly
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Continued From page 5 .
w0 resident doesn't try to assist [him/herself] on

gelling up In tha merning.” . .

d. Review of the SBAR datad 1/3/17 and
timed @t 10:33 AM ghowed the rasident had an
"unwithessed unassisted self transfer resulting in
a fall. Review of the IDT pot fall ravisw for thls
fall showed the realdent was In bed prior to the
fall, and was unable 1o demonstrate the uss of
the call light in the room or In the bathreom.

8, Review of thé SBAR dated 1/18/17 and

‘timed at 3 AM showed the resldent wag "self-

tranefériing fror wheelehalr to bed, couldn't

*| suppoft {his/her] welght and assleted [him/herself]

to the riat on [his/her] knees...." Review of the
IDT post fall.review for thie fall showed-the
recomimandationof the intérdisciplinary team was
‘[Resldént name] will verbalize urnderstariding of
safely pracautions and education provided. WIl

verballze' understanding of potentlal

complications of not complying with safety
recorfifhéndétlons. Haes poor safety awareness,

féfus@s assistance, stand by and provide help as

needed.”
f. Raview of the SBAR dated 2/16/17 and

timed &t 7:36,PM showed the resident was "

...found on the floor in the small dinlhg room
..Regldent had béeh esting [his/her] supper
there. Waa notad on [his/her] right side, (his/her]
w/6 [wheelthall] behind (him/her). it was noted
during supper, resident kept alling aslesp and
[s/he] had to woke (glc) séveral times ,.." The
SBAR further showeid the resldent was "unable to
8lt up In w/c, leaning forward and falling asleep.”
The residant was placed In a récliner by the
nure's station. Review of the IDT post fall review
fot this fall showed the Interdisciplinary team
recommiendatioh was "ABX [antiblotice] for URI

[upper régplratory Infaction] and ST [spaech
therapy) for pocketing food." The ,

F 323
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b rélatad to the résident falllhg asleep at the table.
: valqw of the SBAR dated 2/19/17 and

tlmed t 12123 PM showed the "Resldent fell

forward bt of wié [wheelchalr] onto [His/her]

. kneas. [slhe] did thle twloe trylng to transfer

W [hlmlhel‘%elﬂ " Reviéw of the'IDT post fall review

dated 2/20/17 at 8:33 AM-showed the falls were

} -| unwitiessed and the falle occurrad in the

J resldeht's room,

: ‘. Review of the SBAR dated 2/28/17 and
times &t 3 'AM ghowed the resident. "to have trled
to getféf\tq 8d gnd lags gave (slc) (s/he] sat on
floor. Rasident waa 4ittlhg (slc) on met when
2 found .\Wa In wheelchalr."

; i i, Review of the SBAR dated 4/18/17 and-
iy i &t 10:50 AM showed the resident hed.an

unabs@ivad el Review of the IDT post fall

L “réview fat this fall showed the resldent fell In

A hlalhar téesim, and the fall was upabgerved.

o Y
o

L

timed &t 12:42 P ahowed the resident had a
second fall 6h4119/17. The second falt occurréd
: at m(dhlght when the resident fell out of his/her
X E whaelchdlr In his/Her réeim; The recommendation
A of the Intérdlﬁclpllnary team was "Re- educate
It regldeht on complicetions asscClatéd with
. fréquent talla. (I8 mejor- injury, hospltglizatlon,"
g k. Rav[aw of the SBAR dated 4/21/17 and
1 timved &t 8:48 PM showed the residént attempteéd
.40 tréhgfer [Hi/herself] onto the coush In the -
south room ahd slid to fioer .." Réview of the IDT
pést tall review for this fall showed the

. recommendation of the Interdisciplinary team was
v "Place Itéme within reach and continue
interventlons on cava plen,"

. 3. Reviaw of the current care plan with a revision
e date of 4/23/17 showed the fesldent wae. at high

). Réylew ofthe 4/19/17 IDT post fall review -

Lo

. 7,\&
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riek for falls, The problem ared revealed the falls
were felated to decline I health status and
personal choléed related to safaty precautjons.
This caifé plah showed 20 falls octurred whilé at
the facliity since 11/1/16. The Intarventions to.
pravent falls were shown to include the following:

2. 11/1/16: "educate staff to ensuré
wheéelchalr cushion Is dry prior to application.”

b. 11/17/18: add an antl-rollbéok davice to the

. resldent’s Whaslchalr,

c. 11/21/16; eheure the résident was In a
"high vislbiilty aréa while awake,!

d. 12/23/18 : "asslst reslddnt With AM cares
sariler In the maerning &o resldent doeen't try to
egalst [hir/hersalf].". .

e. 1/20/17: "8naure proper posltioning, In wic
{whesicheir] & bed with each encouriter," end
"...resldent aaalated [with] tolleting frequently,
staff to be with reaident and redlroot récident
whah resldent:tries to stand.”

t. 2/28/11: "offet re¢iinar as neaded for

‘coffort aid posltionlhg.”

4, Review of X-ray resulta dated 12/27/18 for the
|eft hip.snd lateral peivis showed the fracture had
become digplaced since 11/18/18. The results
showed, “There Is a fracture extérding through
the intratrachantaric portion of the proximal left
femur. There Is slgnificant angulation and
Impaction deformlty." The 1/23/17. physician
consult report showed there wera "surgical
conglderations" howaver, “surréhlly 0 [no)] desire
for surgery...also may conslder no-op [operative)
managsmant as surglcal risks are present.”

6. Intetview with the DON on 5§/11/17 at 8:35 AM
revealed the resldent was hie/her own parson for
declslon making, and made poor decislona as a
result of histher mental heaith diagnosls. The
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v, DON verlfied many Intarventions were In place {o
: prévent falls and the 'staff sholld follow the care
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