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Complaint Investigation #1643518/1L86500
F 323 | 483.25(h) FREE OF ACCIDENT F 323
8s=G | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to document timely
investigations after a resident fall and failed to
implement fall interventions in a timely manner to
prevent future falls for one of three residents (R2)
reviewed for falls in the sample of seven. These
failures resulted in R2 sustaining a right wrist
fracture.

Findings include:

An Interdisciplinary Fall Reduction/Injury
Prevention Protocol dated 7/2012, documents
each fall is to be investigated as soon as possible
post fall, by all staff members working on that
unit...the Director of Nursing Services (DNS) and
the Interdisciplinary team (IDT) to discuss each
fall in the daily meeting...notify the team of the fall
and new intervention implemented in the morning
meeting. A summary of each fall should be written
in the IDT notes by the DNS/designee during the
safety meeting, which is to include a description
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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of the fall, causative factors and interventions
implemented.

R2's Care Plan dated 2/5/16, documents R2 is at
risk for falls due to a history of falls and a
diagnosis of Dementia and requires assist of one
staff member and a gait belt for transfers. R2's
Minimum Data Set Assessment dated 6/12/16,
documents R2 has moderately impaired cognitive
skills and requires extensive assistance of one
staff member for transfers and ambulation.

A Resident Incident Report dated 4/7/16 at 12:45
p.m., documents R2 was found sitting on the floor
next to wheelchair. An IDT Note dated 4/13/16 (6
days after R2's fall), documents interventions
which include, "non slip strips in front of bed."

A Resident Incident Report dated 6/12/16 at 11:50
p.m., documents R2 was found on the floor at
foot of bed. R2 complained of right hand pain. An
x-ray report dated 6/13/16, documents R2
sustained a right distal radius fracture.

At approximately 10:30 AM on 6/30/16, no non
slip strips were present by R2's bed.

On 6/30/16 at 12:45 p.m., E10 (Certified Nurse
Aide) verified R2's room did not have any non slip
strips on any side of R2's bed.

On 7/5/16 at 11:36 a.m., E3 (Director of Nursing
Services) verified R2's room did not have non slip
strips in place on 6/30/16.

A Resident Incident Report dated 3/23/16 at 7:30
p.m., documents R2 was found on the floor next
to the bed. A Post-Incident Actions report dated

3/23/16, documents Immediate Post-Incident
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Action was "Gripper socks placed on feet.
Therapy to screen." A weekly fall safety meeting
dated 4/8/16 (16 days after R2's fall), documents
"resident was trying to take pants off, went to sit
on the bed, missed the bed and fell."

A Resident Incident Report dated 4/22/16 at 6:30
a.m., documents R2 was found on the floor
between the bed and doorway. R2 received a 9
centimeter skin tear to the left elbow. A Post
Incident Actions form dated 4/22/16, documents
therapy to screen R2. A Therapy Screening form
dated 4/22/16, documents R2 fell out of bed and
a therapy evaluation is recommended. A Physical
Therapy Plan of Care dated 5/16/16 (24 days
after therapy evaluation was recommended),
documents R2 was started on Physical Therapy
Services.

On 7/5/16 at 12:10 p.m., E3 (DNS) stated R2's
physician was on vacation and the facility was
waiting on the order to evaluate R2 for therapy.
E3 stated R2's physician does have a Physician's
Assistant in the office and E3 does not know why
an order was not received or why the facility did
not pursue an order.

A Physical Therapy Plan of Care dated 5/16/16,
documents R2 requires moderate assistance with
transfers and moderate assistance in gait with
wheeled walker due to an exacerbation of
Dementia. A Resident Incident Report dated
5/18/16 at 6:15 p.m., documents R2 got out of
bed and walked to doorway and R2 stated she
slipped. An IDT note dated 6/1/16 (fourteen days
after R2's fall), documents R2 was changed to
stand by assist.

On 7/5/16 at 11:36 a.m., E3 (DNS) verified R2's
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IDT note dated 6/1/16 documents R2 was
changed to stand by assist even though R2's
therapy notes document R2 required moderate
assist with transfers and ambulation.

E3 also verified E3 has a hard time getting safety
meetings done in a timely manner and changes
need to be made to the fall investigation process.
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