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Standard Disalalmer:
This plan of correction is provided as a
necessary  requirement of contlnued

$5=0 | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident participation In the Medicare and Madicald
envlronment remains as froe of accldent hazards program{s} and does net, In any mannaer,
asis possible; and each resldant receives constitute an admisston to the validity of
adaquale suparviston and assistance devices fo the allaged deflciant practice.

prevant accidents,
Resident #2 is has been re-svaluated for

use of porsonal alamm and risk for falls.
Cdra ptan has besn updated,

All nursing staff has been In-serviced on

This REQUIREMENT is notmet as evidenced appropriato monltoring of personat alarms

by: - . with attention to folleting residents - with
Based on observation, stalf and resident alarms,
interviews and a review of medical racords the
 facility fallad to assure that 1 of 3 residents All alarms are noted on MAR for g shift
(Resident #2) received adequate supanision to verifioation by nursing staff,

ravent an accident.
P Residents who are at risk for falls andfor

fall rolated Injuries are reviewed weskly

Findings: durlng Person At Risk waekly mitg.
Resldent #2 was adralttad to the facility on All nursing staff have attended the In-
211312 vith dlaghoses including Cerebral . service and DVD review on “Mobility and
Vascular Accident, Macular Dagenoration and Safe Movemant of the Eiderly: Improving
delidum tremors. An undated Fall Risk your skils to prevent injutles and reduce
Assessment indleated that she was at High Risk falls™ by Teapa Snow as approved by
for falls. The Director of Nursing (JON} an OHSR.
interview on §/2/12 at 2:55pm siated that this
undated Falls Assessment was completed on The lnterd(sci’gin:;yvgt?}rz :; :ea" I::arTv?;-ﬁg
idant* snsure camplian
2/13/12 as part of the resident ' s admission for resldentz who have persgmai alarms :
assessment. andfor Incidentsfaccidents related to falls, 5130/12
Any Identified dlscropancies shall be
The 30 day MDS (Minlmum Data Set} remediated.
assessment dated 3/27M12 Indicated that
Resident #2 had severe cognitive deficits and ’
required the extonalve asslstance of 1 parson for
bad mability and transfars induding tolleting,
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTAUVE'S SIGNATURE e LY OATE
V vl o £4) i@mmﬁ*a)ﬁv_, S 7/ s

Any defistoncy slalemrﬂendr’ng wilth an asiedﬁ {*ydenoles a deficlency which tha instilution may be excused ltom cerrecting proviiing it bs datermined that
other safeguatds provide sulficlant protection to the patients. {See Insliuctions ) Excapt for nursing hamas, tho findings stated abave are disclosablo 80 days

* folloving the date of survey whothar &f not a plan of correction is provided, For nueging honies, tho above findings and plans of corcection are disclosatin 14
days lollowing Ihe dale These decuments ate made available to the facility, If deficiencles aro cited, an approved plan of correction is requisite o conlinued
program padicipalion,
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A plan of care dated 2/22/12 includad
Interventions to address Residant #2* s fall risk
secondary to impaired funcional mobility and
Impulsive hehavlor, The Iinterventlons included
use of a clip alarm {o alert staff of altempts to gelf
transfer.

Restdent #2 was observed on 511112 at 7:20pm.
She was In bad with a pressure sensitive alarmin
place on the bed and a clip type alarm secured to
the wheelchalr next to the bed. There was a fal
mat in place next to the bed. When she was
interviewad on 6/1/12 at 7:48pm she stated that
she nesdad holp golng to the bathroom and that
she had one fali resulting In some hip pain, She
could not recall whan the fall happened and
stated she had only been In the facility for 1 week
or s0,

During an interview on 5/1/12 at 11pm tho nurse
alde (NA#1) assigned to Resldent #2 stated that
the resident neaded 1 person to assist her to the
balhroom. She revealed that there were personal
alarmsg and a fall mat In use for fall prevention,
She statad that staff had to make sure the alarms
were in use and if the alarm scunded staff had to
" immediately respond. "

A review of Resident #2 ' s medical record
reveaied a Nursas Noto dated 3/22/12 at 8:40pm
that indicated the residend sustalned a skin tear of
{he Ieft thumb with no further Information.

An Ingldent Report dated 3/21/12 at 6:20pm
Indicated that Resident #2 " bumpad her left
thumb on BR {bath room) door " with a skin tear
notad hotweon the tep of the knuckle and thumb
nall,

F 323

i
The plan of correction for this aflegsd |
deficlent practice shall be inchided as an
addendum to the facliity's most recent;
Quallty Assurance Committee mesting |
minutes.  Additionally, the Administrator, 1
DON andfor Clinlcal Coordinator shall |
reporl any eplsedes of non-compliance |
with Physlelan recommendations/follow-up i
identified to Qualily Assurance Commitiee
monthly for three months and then|

quarterly thareafter.
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During an Inferview on 5/2/12 at 10am the NA
(NA#2) who had asslsted Residoant #2 on the
avening of 3121712 indicated that the resident had
removed the clip alam and transferred hersslf
onto the tollet on 3/21/12. Tha NA stated that the
resident then ussed the emergency call Hghtin the
bathraom to call for assistance, The NA

- Findicated that she was in the noxt room which is
connectad to Resident #2 ' s room via the

t bathroom, $he stated that she heard the
bathroom call light and responded. She found
Rosident #2 seatad on the toilet and the resident
raquasted halp to transfer to the wheelchair. The
NA reported that she asked Resident #2 to
remain on the toilet for not more then 10 or 16
minutaes while she fintshed caring for the rasidant
in the adjacent room. She then reported thatin
not quite 10 minulas she returned to assist
Resident #2 and found the resident had
transferrad Herself off the toilat out of the
bathraom and into her wheelchalr. She stated
that she then noticed the resident ' s clip alarm
lying on the bad and that the resident had blood
oh her hand. .

NA##2 reported that she did not hear an alarm
because the resident had removyed it. She stated
that the resident she was caring for in the next
room was safely i her bed when she responded
to Resident #2° s request for help. She stated
that when she left Resident #i2 saated on the
toilet she closad the bathroom door and
procesded to undress and put night clothes on
‘{he other resident. She Indicated she cotild not
seo Rasident #2 and that she left her alonhe on
the tailet for not quite 10 minutes. 8he indicated
that she beolieved Resident #2 had transferrad

F 323
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Continued From page 3

herself into the bathroom and then used the call
light to seek assistance cut of the bathroom. She
reported that she didn 't think Resident #2 would
lry fo transfer herself because she had put the
call light on forhelp. She stated that she was
tralned not to leave residents with persenal
alarms upattended when in the bathroom.

On 52112 at 11:26pm & Med Aide (MA#1) was
interviewed in regard o rasidents who have
porsenal alarms. She stated lhat while toileting a
resident who had a parsonal alarm the alanm s
turned off and the resident s not to be left alone
while in the bathraom,

During an interview on 612112 at 11:28am a NA
(NAK3) wio has worked at the facllity for 2 years
stated that residents who have parsonal alanns
are closely supervised when tsing the bathroom.
"Wa rnake sura we can ses them" while
allowing privacy and provide * close supervision.

On intervisw on 5/2712 at 11:38am a nurse
{LPN#1) who was assigned to Resident #2
indicated that it was the policy of the facility to
keep residents wilk personal alarms " in your
viston * when alarms are tumed off during
bathroom use, She stated that this was done to
prevent unassisted transfers.

Dusing an Interview on 5/2/ 2 at 11:50am the NA
{NA#4) assigned to Resident #2 stated that wihon
she foileted the resident she remalned in the
bathroom orin the doorway and kept the rasident
in her sight " because she will get up unassisted
ifyou leave her. "

F 323
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On Intarview on 512112 at 12pm a PTA (physlcal
therapy alde #1) who had worked Viith Resident
#2 from 2113112 to 3/281 2 stated that Resident
#2 could get up from a bed or chalr unassistsd.
She indicated that the resident when toilated
needed someone with her. She stated that the
resident was unsafe when tuming or reaching for
safety bars and that the resident was very
inconsistent. She stated that staif * could ha in
the doorway keeping har in sight but not watk
away and leave her unsupervised, "

Buring an interview on 5/2112 at 12:05pm the
DON stated that her expactations would have
baen that the NA would have assisted Resident
#2 from the tollet on the evening of 322112 and
then rasumed care for the resident who was
already in bed.

On interview on 61212 at 4:05pm the .
Administrator stated that when the 3/21712
Incident was reviewed at morning meeting they
determined the causal fastor 1o be the resident's
self transfer. They did notidentify that the
rosident was [aft unsupervised in a bathroom,

F 323
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Standard Dlaclalmar:

This plan of comection Is provided as &
necessory rogulrornent  of  contimed
participation In the Madicere and Muadicaid
pragrem{s) and does not, I any imanner,
conetituto on adminson to the valldiy of
the allsped doficiant practice.

Resident A2 is has booh re-ovaluated for
vse of persenal alarm and riok for falla,
Gare plan has bean updataxl.

Al nursing steff has been inseorvicsd on
appropriate monttoring of personal alanms
with altention to toilating residonts with
alorme.

All alarms are noted an MAR for o shift for
varification by nuraing staff.

Rosidants who ero at risk for falls andfor
fall rolatad Injuries are revimwod weekly
during Parson At Risk (PAR} weskly mig,

Al nursing stolf have attended the In-
gegvice and DVD ¢aview on “Mebllty and
Safe Movement of the Eldedly, improving
your skillz o provert Injuies and roeduce
folls' by Toupa Snow es opproved by
DHSR.

Tha Intardisciplinary Care Plan Team shall
ansure compllence with cara plan reviews
for rosidents who hava poersonwt slarms
andlor incikdentefaceidents related to falls.
Any identified discrepencles shall be
remodiztad,

The DON/Adminiatrater andior desiymsee
shalt monitor nurging sinff wookly for
compliance with {all prevention process
and ths safe monitoring of residents with
alarms wookly ¥ ¢ weeks und then
monthly/pm  thereaftsr.  Any variances
Idantifiod ‘will be incledad in the morning
weetings, woakly PAR meotings end QA
oommittee,

The plan of corecden for thie allaged
daficlent priice shall be included o8 an
addsndum o the facllity’s mowl recent
Quality Assurance Conmittee meeting
minutes.  Additlonally, the Adminktostor,
DON andfor Clinkeal Coordinater shall
rapoit any oinodes of non-compllence
with Falt Provention process and pargenal
alarm uge recommondstionsHallawsup
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{tortifisd to Quality Assurance Comnitton
monthly for thrse months end thon
quartorly thomefiur.
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