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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to properly monitor, and connect a tab alarm (a
 device which will produce sounds to alert staff when resident's tries to stand up and walk) to resident's clothes for one
 of three sampled residents, (Resident 2). This deficient practice had the potential to result in falls. Findings: On
 11/19/2019 at 11:45 am, an unannounced visit was made to the facility to investigate an Entity Reported incident regarding
 Resident Safety/Falls. During a observation on 11/19/2019 at 12:15 p.m., in the dining room, Resident 2 was observed
 sitting in a wheelchair with a tab alarm attached to the chair was not connected to her clothes. During an interview on
 11/19/2019 at 3 p.m., Registered Nurse Supervisor (RNS) stated Resident 2's tab alarm was not connected properly and would
 not go off if the resident stood up. A review of Resident 2's admission record indicated Resident 2 was re-admitted on
 [DATE] with [DIAGNOSES REDACTED]. A review of Resident 2's physician's orders [REDACTED]. A review of Resident 2's
Care
 Plan titled Alarm dated 09/26/2019, indicated Resident 2 required a tab alarm while in bed and up in wheelchair to alert
 staff of the resident's mobility or any unassisted transfer/standing. The interventions included monitoring the tab alarm
 placement and well functioning. A review of Resident 2's Minimum Data Set (MDS- standardized assessment and care-planning
 tool) dated 10/03/2019, indicated Resident 2 had memory problems and required extensive assistance with transfers. A review of the
facility's undated policy on Devices and Physical Restraints, indicated position change alarms are alerting devices
 intended to monitor a resident's movement. The devices emit an audible signal when the resident moves in certain ways.
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