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483.25(h) FREE OF ACCIDENT
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 interview and record review, the facility
failed to ensure that safety devices are in place
for one of three residents (R3) reviewed for falls
in the sample of 10 residents. As a result of this
failure, the resident sustained a laceration to the
left orbit/temporal area, a skin tear to the left
knee,and left hip pain requiring an emergency
department visit.

Findings include:

Care plan for R3, dated 11-7-11, documents an
identified problem area of "At Risk for Falls" with
the following intervention: "7/19/11 bed alarm to
alert staff of attempts to transfer without assist."
Care plan also documents that R3 had an
identified problem area of "Cogpnitive skills for
daily decision making moderately
impaired--decisions poor; cues/supervision
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required related to dementia."
On 2-1-12 at 1:30 PM, E3/CNA (Certified Nursing
Assistant) stated that E3 was the staff member
who found R3 lying next to the bed on 1-23-12
and that there was no alarm sounding at the time.
E3 stated that R3 did not have a bed alarm on the
bed as she usually did.
ED (emergency department) Encounter Form
documents that R3 had a 2 cm (centimeter)
laceration, swelling and ecchymosis (bruising) to
the left orbit/temporal, left hip pain, and 6 cm skin
tear to the left knee as the result of "GLF (ground
level fall) from bed to ground."
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