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F 0684 Provide appropriate treatment and care according to orders, resident's preferences and
oals.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to adequately monitor Resident 1 for 72 hours following afalls.

harm This deficient practice resulted in lack of timely assessment and monitoring during the 72 hours after Resident 1
experienced a change in condition, and had the potential to result in further deterioration or significant declinein

Residents Affected - Few health. Findings: A review of Resident 1's Admission Record indicated the facility readmitted  Resident 1 on 11/19/19
with [DIAGNOSES REDACTED]. A review of Resident 1's Minimum Data Set (MDS- a standardized assessment and care-

reening

tool) dated 1/27/20 indicated Resident 1 was able to express ideas and wants and was able to clearly understand others.

Resident 1 required extensive assistance from staff with bed mobility (how the resident moves in bed), dressing, toilet

use, and personal hygiene. A review of Resident 1's Fall Risk assessment dated [DATE] indicated Resident 1 had high risk of falls. A
review of Resident 1's Nursing Progress Notes dated 10/6/19 and 10/15/19 Resident 1 fell . A review of the

facility's undated policy on Guidelines status [REDACTED)]. A review of Resident 1's Nursing Progress Note dated 10/6/19
indicated Resident 1 was found on the floor by her bed. Resident 1 was observed with redness on her right thigh and redness on her
right elbow, the resident denied any pain or discomfort. Further review of Resident 1's licensed nursing notes

indicated no documentation Resident 1's was monitored every shift after Resident 1'sfall on 10/6/19. There was no

monitoring on 10/7/19 during the day shift, 7 am. to 3 p.m., on 10/8/20 on the evening shift 3 p.m. to 11 p.m., and on

10/9/19 during the day shift. Further review of Resident 1's licensed nursing notes indicated no documentation Resident 1's was
monitored every shift after Resident 1'sfall on 10/15/19. There was no monitoring on 10/15/19 during the evening and

night shift (11 p.m. to 7 am.), on 10/16/19 during the day and evening shift, on 10/17/19 during the day, evening, and

night shift, and on 10/18/19 during the day shift. On 3/25/20 at 11:09 am., during a telephone interview, Licensed

Vocational Nurse 3 (LVN 3) stated after afall, nurses should monitor the resident every shift for 72 hours. LVN 3

confirmed licensed nurses did not complete the 72 hours monitoring all shifts after the falls on 10/8/19 and 10/9/19.
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