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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 record review and interviews, the facility failed to ensure one (#1) of three residents received adequate
 supervision to prevent accidents out of three sample residents reviewed. Specifically, the facility failed to ensure an
 assessment of Resident #1 was completed by a registered nurse (RN) following a fall. Findings include: I. Professional
 references According to the Colorado Department of Regulatory Agencies website, Board of Nursing: Laws, Rules and Policies
 https://dpo.colorado.gov/Nursing/Laws (retrieved 8/27/2020), The practical nursing student is taught to identify normal
 from abnormal in each of the body systems and to identify changes in the patient's condition, which are then reported to
 the RN or MD (medical doctor) for further or full assessment. II. Resident #1 A. Resident status Resident #1, age 95, was
 admitted on [DATE]. According to the September 2019 computerized physician orders [REDACTED]. The 9/16/19 minimum data
set
 (MDS) assessment revealed the resident had short term and long term memory impairment and had severe impairment in making
 decisions regarding daily tasks of life. She required extensive assistance of two people with bed mobility, transfers and
 toileting. She required extensive assistance of one person with personal hygiene, eating and dressing. She was totally
 dependent with one person assistance for bathing. She was not steady and only able to stabilize with staff assistance for
 moving from a seated to a standing position. B. Record review The 9/18/19 nursing progress note revealed Resident #1 was
 being assisted by a certified nurse aide (CNA) in the shower room. While the resident was seated in the shower chair, the
 CNA dried off her legs. The resident leaned forward, fell   on  to the CNAs back and then onto the floor. The resident
 sustained [REDACTED]. It indicated the resident was assisted from the floor by the licensed practical nurse (LPN) and the
 CNA following an assessment of the resident. It did not indicate an RN was notified to complete an assessment of the
 resident immediately following the fall and prior to moving the resident off the floor. The 9/18/19 fall investigation
 revealed the resident fell   forward, while sitting in a shower chair, onto a CNA and then onto the ground, while in the
 shower room. The resident sustained [REDACTED]. The physician and resident representative were notified at 10:30 a.m. A
 treatment was put into place to address the skin tear to the resident's left wrist. The fall investigation was completed by an LPN. It did
not indicate an RN had conducted an assessment of the resident following the fall. C. Staff interviews RN#1
 was interviewed on 8/25/2020 at 4:43 p.m. She said following a fall sustained by a resident, an RN should complete a head
 to toe assessment of the resident to determine if the resident sustained [REDACTED]. She said a LPN cannot perform an
 assessment because it is not within their scope of practice. She said an LPN could gather and report information but not
 assess a resident for injury. The director of nursing (DON) was interviewed on 8/25/2020 at 4:35 p.m. She said following a
 fall, an RN should complete a head to toe assessment of the resident to determine if the resident sustained [REDACTED]. She said
she was unable to find documentation to indicate an RN assessment of the resident was completed the fall sustained by
 the resident on 9/18/19. She said the documentation indicated an LPN completed the assessment of the resident. She said the
physician's assistant (PA) had come into the facility and assessed the resident following the fall. She confirmed the
 resident had fallen at 6:00 a.m. on 9/18/19 and the PA note indicated 10:59 a.m. She said she could not confirm what time
 the PA assessed the resident. She confirmed the evaluation of the resident was not immediately following the fall and after the
resident had been moved from the ground and was back in her room.
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