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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 observation, interview, record review, and facility policy review the facility failed to ensure ordered
 interventions were in place and functional to prevent falls for Resident #44. Actual Harm resulted when Resident #44
 sustained a [MEDICAL CONDITION] after an unsupervised transfer and fall on 07/29/20. This affected one of four residents
 reviewed for falls (Residents #44, #45, #47 and #49). The facility census was 42. Findings include: Review of the medical
 record revealed Resident #44 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Review of the most recent
 significant change Minimum Data Set 3.0 (MDS) assessment, dated 07/22/20, revealed Resident #44 was cognitively impaired
 and required extensive assistance of one or two staff for most activities of daily living including transfers and
 toileting. The assessment indicated the resident had not had a fall since the last assessment. Review of the care plan for
 falls initiated 01/25/17 and updated through 10/25/20 revealed she was at risk for falls due to increased confusion,
 decreased mobility and poor safety awareness. She also would intentionally place herself on the floor at times.
 Interventions included redirection, floor mats beside the bed, a low, extra wide bed to allow for more movement, gripper
 socks and assistance or encouragement to use the bathroom. A non-sound pressure alarm that triggered the resident's call
 light was ordered on [DATE]. Review of nursing notes dated 06/13/20 at 4:45 A.M. revealed Resident #44 was found on the
 floor. The pressure alarm was sounding through the call light and the resident was not injured. An intervention was put in
 place to assist the resident to the bathroom if she awakens through the night. Resident #44 had a hospital stay from
 06/26/20 through 06/28/20 and on return to the facility, she was placed in a different room due to the need to quarantine
 for COVID 19. She later developed symptoms of COVID 19 and was kept in the quarantine unit until the testing was negative
 and symptoms resolved. She was transferred to a room out of the quarantine unit on 07/28/20. Review of a nursing note dated
07/29/20 at 2:34 A.M. revealed the resident was found on the floor in front of a recliner and stated she had walked from
 the bathroom and fell  . The note indicated the resident complained of pain to her hips and elbow. An order was obtained
 for x-rays of both hips, the pelvis and left elbow. Review of the x-ray results obtained on 07/29/20 (no time indicated)
 revealed Resident #44 had an acute, impacted, right, subcapital femoral neck fracture ([MEDICAL CONDITION]). A nursing note
dated 07/29/20 at 7:15 A.M. revealed the nurse practitioner was notified of the x-ray results and the resident was sent to
 the hospital for evaluation. Review of the fall investigation for the incident on 07/29/20 revealed a statement by State
 tested   Nursing Assistant (STNA) #100, dated 07/29/20. STNA #100 stated she had been in and out of the resident's room
 several times for the resident unplugging the bed alarm setting off the call light. The statement indicated the resident
 was checked and changed (incontinence care) at 1:30 A.M. and at 2:15 A.M. a door slam was heard. The STNA statement
 indicated the resident slammed the bathroom door while falling. Review of the nursing notes dated 08/18/20 at 11:40 A.M.
 revealed the resident returned to the facility with bruising to the right elbow and staples noted to the right outer thigh
 after surgery to repair her [MEDICAL CONDITION]. An interview by phone with STNA #100 on 08/19/20 at 1:36 P.M. revealed
she had been told the resident was more confused than usual on 07/28/20 due to the room change. She stated the resident had
 been playing with the bed alarm several times through the night and had set off the alarm by disconnecting it from the
 wall. She stated she had reset the alarm several times but it did not alarm when the resident got up before the fall. She
 stated she was alerted to the fall by hearing the bathroom door slam. She verified she had not talked to the nurse about
 the resident's behavior that night of disconnecting the alarm. An interview with Licensed Practical Nurse (LPN) #200, on
 08/19/20 at 1:45 P.M. revealed she was the nurse working the night the resident was found on the floor with the fracture.
 She stated she was not aware of the resident's increased confusion and behaviors related to disconnecting the bed alarm.
 She stated if she would have known about the behavior of disconnecting the alarm, she would have explored other
 interventions to alert staff to unsupervised transfers, such as moving the alarm out of her reach or to the other side of
 her bed, as she (the resident) always laid on one side. She verified the resident stated she had gotten up, gone to the
 bathroom and fell   as she made her way back to bed. Further review revealed the fall investigation also included
 statements from STNA #101 and #102, whose statements were written on 07/29/20. Both indicated they were in a dining room
 near the resident's room and heard a door slam, which alerted them the resident had fallen. An interview with Registered
 Nurse (RN) #300 on 08/19/20 at 2:00 P.M. confirmed Resident #44 had increased confusion due to a room change and according
 to the fall investigation and interviews, had been found by the nursing staff to have set off the alarm to her bed by
 manipulating the cords earlier that evening prior to the fall. RN #300 stated the resident was able to disconnect the
 cords, which resulted in the alarm not going off when she got up, walked to the bathroom unassisted, and fell   on   her
 return to bed, subsequently fracturing her hip. RN #300 confirmed there had been no other interventions put in place to
 more closely monitor Resident #44 on that night, even though staff were aware she was restless and had been manipulating
 the alarm. Observation of a non-sound bed alarm with RN #300 on 08/19/20 at 2:10 P.M. in an empty room revealed the alarm
 consisted of a pad which would be placed under the resident's top sheet with a cord coming from the pad to a box. Another
 cord connected the box to the call light. RN #300 verified the cord to the pad would have come out under the sheet and
 could have been placed so the resident could not see the cord or have access to the cord or the box to prevent her from
 disabling the alarm. RN #300 also verified if the resident had been anxious and focused on the alarm, staff should have
 ensured other measures were put in place to prevent unassisted transfers. She further verified the fall resulted in a
 [MEDICAL CONDITION] that required surgery. Resident #44 was observed in her room and bed on 08/19/20 at 2:30 P.M. She
 appeared comfortable but was confused and not interviewable. A cord for the non-sound alarm was noted coming from under the
resident and attached to the call light. Review of the facility fall policy, revised March 2018, revealed staff should
 monitor the residents response to interventions to reduce the incidence of falls and reconsider the interventions if
 necessary.
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