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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, and record review, the facility failed to routinely adequately monitor and closely
 supervise the activities of Resident 1 which resulted in repeated falls, with injury, within the facility.  Findings:  On
 February 13, 2020, an unannounced visit was made to the facility to investigate Resident 1's continued and repeated falls.
 Resident 1's falls were previously investigated in July 2019 and deficiencies were written for failure to adequately
 reassess and revise Resident 1's care plan titled At Risk for Falls /Injuries R/T . , dated (NAME)2019.  Resident 1 was
 readmitted     to the facility on [DATE], with [DIAGNOSES REDACTED]. to perform everyday activities).  Since the surveyors
 last visit to the facility on [DATE], Resident 1 has had four additional falls (October 12, 17, 18, and December 6, 2019).
  The fall on October 12, 2019, took place in Resident 1's room at 10 p.m. (evening shift). The fall on October 17, 2019,
 took place in Resident 1's room at 12:40 p.m. (day shift). The fall on October 18, 2019, took place in Resident 1's room at 1:55 p.m.
(day shift). The fall on December 6, 2019, took place in Resident 1's room at 7 p.m. (evening shift).  The care
 plan titled At Risk for Falls/Injuries ., dated September 6, 2019, indicated Resident 1 would be observed frequently for
 safety. The same care plan had an undated entry indicating,  . 1:1 (one to one staffing) on AM/PM shift until further
 notice . Both of these interventions were not adequately and routinely adhered to.  The quarterly Resident Care Conference
 Review, dated October 22, 2019, was reviewed. The conference was attended by a representative of the nursing staff,
 Activities Department and Social Services Department. Additionally, Resident 1's responsible party, a family member was
 present at the meeting. The document indicated there was no documentation of the three falls in the month of October 2019.,
preventative measure taken or an assessment of the effectiveness of the measures taken to prevent further falls.   The
 Interdisciplinary Resident Safety Investigation and Intervention, dated December 6, 2019, was reviewed and indicated
 Resident 1 had a fall in her room on the evening shift. Part of Resident 1's interventions, upon physician notification,
 was to wear a splint to her left forearm and to have an orthopedic (bone specialist) follow up visit.   On February 13,
 2020, at 1:30 p.m.,accompanied by the Director of Nurses (DON), Resident 1's room within the facility was observed.
 Resident 1 resided in a four bed room at the furthest end of the hallway away from the nurse's station.   On February 13,
 2020, at 1:45 p.m., Resident 1 was observed in her wheel chair in the hallway accompanied by a Sitter (person assigned to
 stay with and be responsible for a resident's safety and needs for a designated period of time).   Concurrently, the Sitter was
interviewed. The Sitter stated she was employed by the facility and was responsible for Resident 1 Monday through
 Friday from seven a.m. to three p.m. The Sitter stated she had been Resident 1's Sitter for approximately four months. The
 Sitter was unsure who was responsible for Resident 1 in her absence or if Resident 1 was always monitored 1:1.  On February 13,
2020, at 2 p.m., The Assistant Director of Nurses (ADON) was interviewed. The ADON stated Resident 1 was monitored 1:1
 on the day of the fall on December 6, 2019, but maybe not at the time of the fall. The ADON stated,  There is no
 physician's order for 1:1 care. 1:1 is a nursing measure. We (staff) would do it according to her (Resident 1's) behavior,
 like when she is more confused or starts to have more falls.
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