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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 ensure the resident's fall risk assessment was accurate to
 prevent further falls for three of three sampled resident (Resident 1, Resident 2 and Resident 3). This deficient practice
 had the potential for the residents to have further falls. Findings: a. A review of Resident 1's Admission Record indicated the resident
was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. A review of Resident 1's Minimum Data Set
 (MDS, a standardized assessment and care screening tool), dated [DATE], indicated Resident 1 had clear speech and was able
 to make needs known. Resident 1 needed supervision from staff for transferring and eating. On 1/28/20, at 2:45 p.m., during an
interview the Director of Nurses (DON), stated Resident 1 had a fall on 1/27/20, unwitnessed in his room. Resident 1 was able to tell
the nurse what happened, that he lost balance and hit the doorframe in his room. A review of the Fall Risk
 assessment dated [DATE], indicated Resident 1 had no prior history of falls and the total score of the assessment was 15.
 Another Fall Risk Assessment was done on 1/12/20 indicated Resident 1 did not have any history of falls and total score was still 15.
A review of the Fall Risk Assessment indicated: This Risk Assessment will be completed on admission, quarterly
 and as needed after falls. The total score will reflect potential for falls and a score of 18 or more High Risk and Care
 Plan will be developed to reduce falls and injuries. On 2/21/20, at 1:10 p.m., during an interview the DON, stated the
 nurses would do another assessment on the Fall Risk Assessment form after a fall. The DON stated she was unsure why they
 did not indicate on the assessment form the resident's last fall. The DON stated if they documented Resident 1's last fall, the score
would be 19 indicating he was a high fall risk. b. A review of Resident 2's Admission Record indicated the
 resident was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. A review of Resident 2's MDS, dated [DATE],
 indicated Resident 2 had clear speech and was sometimes able to make needs known. Resident 2 needed supervision from staff
 for transferring and eating. On 1/28/20, at 2:50 p.m., during an interview the DON, stated Resident 2 had an unwitnessed
 fall on 1/27/20, in the hallway. A review of Resident 2's Fall Risk assessment dated [DATE], indicated Resident 2 had no
 history of falls and score was eight. In another Fall Risk assessment dated [DATE], indicated Resident 2 had no history of
 falls and score was eight. The Fall Risk assessment dated [DATE], did not indicate the fall Resident 2 had on that day. On
 2/21/20, at 1:10 p.m., during an interview the DON, stated Fall Risk Assessment are done at admission, quarterly, and after a fall.
After a fall we do not document there was a history of falls. That's just the way we do it. Resident 2's score was
 eight before the fall and eight after the fall. c. A review of Resident 3's Admission Record indicated the resident was
 admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. A review of Resident 3's MDS, dated [DATE], indicated
 Resident 3 had clear speech and was sometimes able to make needs known. Resident 3 required extensive assistance, staff
 providing weight-bearing support, with staff for transferring and dressing. A review of Resident 3's Fall Risk assessment
 dated [DATE], indicated Resident 3 had no history of falls and score was 16. In another Fall Risk assessment dated [DATE],
 indicated Resident 3 had no history of falls and score was 16. On 2/21/20, at 1:15 p.m., during an interview the DON,
 stated Resident 3 had a fall on 1/12/20, unwitnessed in the resident's bathroom in the middle of the night. The DON stated
 on the Fall Risk Assessment that was done on 1/12/20 it did not indicate Resident 3's fall that happened that day. The DON
 stated if the form did indicate the recent fall Resident 3's score would have been a 20, indicating he was a high fall
 risk. On 2/21/20, at 1:30 p.m., during an interview the DON stated she had no policy and procedure on how to properly fill
 out the Fall Risk Assessment form and would have to talk to her consultant about it. The DON was unsure if they are
 supposed to indicate on the Fall Risk Assessment form the recent fall that just happened as a history of falls.
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