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Residents Affected - Some

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 interview and record review, the facility failed to implement a systematic approach to falls prevention for 3 of 3 sampled
residents (Resident 1, Resident 2, and Resident 3) when the residents sustained falls and there was no documented
 evidence of an Interdisciplinary Team (IDT) review or root cause analysis. This failure had the potential to place
 residents at greater risk of repeated avoidable falls. Findings: 1. According to the Resident Face Sheet, Resident 1 was
 admitted   in late 2019 with [DIAGNOSES REDACTED]. A review of the clinical record for Resident 1 included the following
 documents: A Fall Risk Assessment, dated 12/13/19, indicated Resident 1 was at a moderate to high risk for falls. A Minimum Data
Set (MDS, an assessment tool), dated 12/20/19, described Resident 1 as having severe cognitive impairment, scoring 1
 out of 15 possible points, on the Brief Interview for Mental Status (BIMS). The MDS indicated Resident 1 was totally
 dependent on staff for transfers between surfaces and required the physical assistance of 2 or more persons. A review of
 Resident 1's fall event reports indicated the resident had falls on 12/23/19, 12/28/19, 12/29/19, 12/30/19, 1/3/20, 1/9/20, and 2/19/20.
All the falls resulted in no serious injury except the 2/19/20 fall. The 2/19/20 fall resulted in Resident 1
 sustaining a non-displaced (maintained proper alignment) [MEDICAL CONDITION] wrist. The 12/28/19, 12/29/19, and 1/3/20 fall
reports did not indicate any possible contributing factors for the fall. The 1/9/20 fall report lacked a description of the fall, how the
resident was found, and an indication of possible contributing factors. A review of Resident 1's progress
 notes indicated the absence of an IDT review of any of Resident 1's falls. 2. According to the Resident Face Sheet,
 Resident 2 was admitted   in early 2020 with [DIAGNOSES REDACTED]. A review of the clinical record for Resident 2 included
 the following documents: A Fall Risk Assessment, dated 2/13/20, indicated Resident 2 was at a moderate risk for falls. A
 review of the Resident 2's fall event report indicated the resident had a fall on 2/14/20 with no injury. The report did
 not indicate any possible contributing factors for the fall. An MDS, dated [DATE], described Resident 2 as having severe
 cognitive impairment, scoring 3 out of 15 possible points, on the BIMS. The MDS reflected Resident 2 needed extensive
 assistance for transfers between surfaces and required the physical assistance of 2 or more persons. A review of Resident
 2's progress notes indicated the absence of an IDT review of Resident 2's fall. 3. According to the Resident Face Sheet,
 Resident 3 was admitted   in early 2020 with [DIAGNOSES REDACTED]. A review of the clinical record for Resident 3 included
 the following documents: An MDS, dated [DATE], described Resident 3 as having moderate cognitive impairment, scoring 12 out of
15 possible points, on the BIMS. The MDS reflected Resident 3 transferred on 2 or less occasions and required the
 physical assistance of 2 or more persons. A Fall Risk Assessment, dated 1/11/20, indicated Resident 3 was at a moderate
 risk for falls. A review of Resident 3's fall event report indicated the resident had a fall on 2/6/20 with no injury. The
 report lacked a description of the fall, how the resident was found, and/or an indication of possible contributing factors. A review of
Resident 3's progress notes indicated the absence of an IDT review of Resident 3's fall. In an interview on
 2/27/20 beginning at 2:27 p.m., the Clinical Nurse Manager (CNM) stated there were no IDT notes for any of the residents'
 falls. The CNM stated there was no new Fall Risk Assessment after a fall, and the Fall Event Report was the new fall risk
 assessment. The CNM confirmed many of the fall event reports were incomplete. In an interview on 2/27/20 at 4:20 p.m., the
 Director of Nursing (DON) stated the falls process was something the facility was working on. The DON confirmed there were
 no IDT notes for the falls. The DON stated she had no investigation files for any of the falls, and it depended on how the
 resident fell   whether or not it would be investigated. The DON confirmed several of the Fall Event reports lacked details related to
the fall, such as what the resident was doing at the time of the fall. The DON stated the facility's, Fall
 Prevention Policy and Procedure, dated 2/27/18, was relevant to the facility's efforts to promote patient safety, except
 for the information regarding safety alarms. The DON stated there were no safety alarms used in the facility. A review of
 the facility's, Fall Prevention Policy and Procedure, dated 2/27/18, reflected the absence of a systematic approach to
 preventing resident falls. The policy did not mention an IDT review of resident falls or a process for evaluating and
 analyzing fall data to determine the root cause and prevent future falls.
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