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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 interview and record review, the facility failed to prevent an accident by failing to implement the Fall Care Plan for one of
four sampled residents (Resident 1). This deficient practice resulted in Resident 1 suffering a fall with
 complaints of severe pain and being transferred to the General Acute Care Hospital 1 (GACH 1). Findings: A review of
 Resident 1's Admission Record indicated the facility readmitted     Resident 1 on 9/20/19 with [DIAGNOSES REDACTED]. A
 review of Resident 1's Minimum Data Set (MDS - a standardized assessment and care planning tool) dated 7/10/19 indicated
 Resident 1's cognition (ability to think, understand and reason) was severely impaired. The MDS also indicated Resident 1
 required extensive assistance from staff with bed mobility and is dependent with staff on transfers, dressing, toilet use
 and personal hygiene. A review of Resident 1's Fall Risk assessment dated [DATE] indicated Resident 1 had a fall risk score of 24.
Total score of 18 or above represented high fall risk. The Fall Risk Assessement further indicated for the facility
 staff to assess for environmental hazards and implement useful interventions. A review of Resident 1's Change of Condition
 Form dated 1/7/20 indicated at 1:30 a.m., the facility staff heard a tab alarm (device used to alert caregivers to address
 high fall risk residents from getting up unassisted) ringing, and Resident 1 was yelling Help, I broke my legs! Resident 1
 was found lying on her right side on the floormat with her head by the foot of the bed. The Change of Condition Form also
 indicated Resident 1's bed was observed to be at an unusually high position. Resident 1 complained of eight out of ten (ten being the
highest) bilateral (both sides) lower extremity pain. A review of Resident 1's Physician and Telephone Orders
 Form dated 1/7/20 indicated to transfer Resident 1 to GACH 1 via 911 (emergency services) secondary to being found on the
 floor and complaints of severe pain. On 1/22/20 at 3:30 p.m., during an observation and interview with Licensed Vocational
 Nurse 1 (LVN 1), LVN 1 stated on 1/7/20 at around 1:30 a.m., LVN 1 confirmed Resident 1's room was observed as one of the
 furthest room from the nursing station. A review of Resident 1's Fall Care Plan with a revision date of 10/7/18 indicated
 Resident 1 had history of falls. The interventions included were to provide frequent visual monitoring and place resident
 close to nursing station for close observation. On 12/13/20 at 12:48 p.m., during an interview and concurrent record review with the
Director of Nursing (DON), she confirmed Resident 1's room was not close to the nursing station on the day of the
 fall incident (1/7/20). The DON stated the facility staff should have implemented Resident 1's Fall Care Plan. The DON
 stated Resident 1, who was identified as high risk for falls should have been placed near the nursing station for close
 monitoring to prevent accidents. A review of the facility's policy and procedure titled Accident/Incident Policy undated,
 indicated it is the facility's policy to ensure systems are in place to prevent, monitor, and record accidents and
 incidents.
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