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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with
 timetables and actions that can be measured.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to ensure implementation of the care plan for fall
 prevention for one of two sampled residents (Resident 2). This facility failure had the potential for Resident 2 to have
 increased injuries from falls. Findings: The facility policy and procedure titled, Safety Devices (Pressure Pad Alarms for
 Bed/Wheelchairs), dated 2/02/20, indicated in part, Check and monitor pressure pad alarm for appropriate placement and
 functioning every shift and replace as needed. The facility policy and procedure titled, Fall Management System, dated
 06/2019, indicated in part, It is the policy of this facility to provide each resident with appropriate assessments and
 interventions to prevent falls and to minimize complications if a fall occurs. During a review of the clinical record for
 Resident 2 the, Admission record, dated February 26, 2020, indicated Resident 2 had [DIAGNOSES REDACTED]. The, Order
 summary report, dated February 26, 2020, indicated in part, Pad alarm to bed and wheel chair to alert staff of unassisted
 transfers every shift. The care plan for falls, dated 11/15/2019, indicated in part, Pad alarm to bed and wheel chair to
 alert staff of unassisted transfers, check for proper placement and functioning every shift. The, Progress note, dated
 2/24/2020 at 18:07, indicated Resident 2, Had a fall, and was, Sent to hospital for evaluation. The, Progress note, dated
 2/25/20, indicated at the time of Resident 2's fall the, Pad alarm did not activate and when checked noted pad alarm cord
 broken. During an interview with a certified nursing assistant (CNA1), on 3/10/20, at 10:40 a.m., the CNA1 acknowledged
 they did not check pad alarm for appropriate placement and functioning as required in the care plan for Resident 2 and they should
have. CNA1 stated, Technically we are suppossed to check it (the pad alarm) every shift. When asked if he had
 checkec the pad alarm at the start of his shift on 2/24/20 the day Resident 2 fell  ? CNA1 stated, No.
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