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Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review the facility failed to ensure careplans for falls when reviewed reflects the updated
 interventions for continuity of care by all staff in one of two residents (Resident 1). This failure had the potential for
 lack of care knowledge by staff on what new interventions to implement in preventing recurring falls on Resident 1.
 Findings: According to Nursing Fundamentals by Daniels, Grendell and Wilkins, second edition, 2010 p. 322, Documentation is the
professional responsibility of all health care practitioners. It provides written evidence of the practitioner's
 accountability to the client, the institution, the profession, and society. Review of Potter and Perry, 7th Edition,
 Mosby's Fundamentals of Nursing, page 280 under Standard Nursing Interventions indicated Each plan of care will be totally
 unique to that client, with interventions individualized on the basis of the client's specific health problems. In the same reference on
page 282 under Reviewing and Revising the Existing Nursing Care Plan indicated, An out-of-date or incorrect
 care plan compromises the quality of nursing care. Review of Potter and Perry, 7th Edition, Mosby's Fundamentals of
 Nursing, page 243 in the section titled, Data Documentation indicates, Observation and recording of client status is a
 legal and professional responsibility. The nurse practice acts in all states and the American Nurses Association Nursing's
 Social Policy Statement (2003) mandate, or require, accurate data collection and recording as independent functions
 essential to the role of the professional nurse. Review of the clinical record for Resident 1 indicated the resident has
 dementia with behavioral disturbance ( memory loss with changes in behavior),[MEDICAL CONDITION] (surgically redirected
 passage of bowels to an outside pouch by the abdomen), decline in function, history of falls and a recent [MEDICAL
 CONDITION] hip. Further review of the clinical record indicated Resident 1 is ambulatory, can sit and stand by self, with
 confusion and lacks safety awareness. Resident 1 is on a low bed with locked wheels and wears a non skid socks/shoes. The
 physical therapy plan of care dated 7/22/20 stated the resident had history of falls, with severe confusion and poor safety awareness
resulting to falls with current level of substantial /maximal assistance, helper does more than half of the
 effort. The SBAR (change in condition) report dated 7/26/20 indicated Resident 1 fell   on [DATE] and 7/26/20. The fall on
 7/26/20 occurred around 11 am with documentation of head involvement. The interventions listed in the SBAR included
 neurocheck, per protocol, monitor vital signs x 72 hours,monitor and check for pain bruising, changes in mental status, new onset of
confusion sleepiness , agitation and inability to hold posture. The SBAR for 7/18/20 and 7/26/20 had documentation the fall careplan
were updated and effective. The physical therapy progress notes dated 7/28/20 indicated in part highly
 recommended to provide the patient with increase safety awareness such as a chair alarm or a sitter to supervise the
 patient when awake to decrease the risk of falls . Review of Resident 1's careplan at risk for falls does not indicate what interventions
were updated on 7/18/20 and 7/28/20 as stated in the SBAR. The physical therapy recommendations dated 7/28/20 were not noted in
the careplan. During an interview on 7/29/2020 at 12:45 PM, licensed nurse (LN1) indicated the residents
 had multiple falls and every time a resident fall, they have to update the care plan. During an interview on 7/29/2020 at 1 PM, the
Director of Nursing (DON) was not able to present documentation of careplan updates as mentioned on the SBAR dated
 7/18/20 and 7/26/20. The facility policy and procedures titled Fall Management dated [DATE], indicated in part .When
 responding to a fall . to review, revise, and update care plan accordingly.
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