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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 ensure that a monitoring alarm system was functioning in order to
promote safe transfer to a resident who had a history of [REDACTED].   The findings include:   The POS (Physician order
 [REDACTED]. R1's [DIAGNOSES REDACTED].   The nurse's notes, dated 2/25/2020, shows that R1 was admitted   the facility on
 2/25/2020 at 7:15 P.M. after being evaluated from the hospital due to a fall at home. The notes also showed that R1 was
 admitted   with a hematoma on the left forehead, bruise on the back left thigh and a skin tear below left knee. The
 forehead hematoma was also with an open area. It was also documented that R1 was alert and oriented x 4 but forgetful. The
 notes also showed that R1 needed assistance to the bathroom with 1 person assist, gait was unsteady, and that R1 has poor
 safety awareness.   The nurse practitioner (V3) notes, dated 2/27/2020, showed that R1 came from hospital due to a fall. R1 was
admitted   to the facility for skilled therapies. The neurological assessment showed that R1 was alert and oriented x
 2. The plan included fall precautions.   The care plan, initiated 2/26/2020, showed that R1 was a high risk for falls
 related to history of falls, weakness, multiple medical conditions/[DIAGNOSES REDACTED]. The goal was for R1 to be free of
 falls through next review due 5/26/2020. The interventions to prevent falls included the following: - Bed and chair alarm
 to alert staff and prevent falls. Staff to check alarm for placement and functions.  -call light is within reach and
 encourage to use it for assistance as needed. R1 like staff to address needs with a prompt response to all request for
 assistance.   The nurse's notes, dated 2/29/2020 at 11:00 PM, entered by V4 (Registered Nurse/Licensed Practical Nurse),
 showed was notified by (CNA, Certified Nurse Assistant) that (R1) was on the floor, (R1) was noted laying on her side in
 front of her bed. (R1) states ( I fell   while trying to go transfer from the recliner to my wheelchair to go to the
 bathroom. I hit my head on the wall.). Skin assessment done, pain assessment, vital signs, (R1) was transferred to her
 recliner chair with 2 person assist. Attending Physician notified, POA (Power of Attorney) notified. (R1) refused to go to
 the ER  (emergency room  ) for evaluation and POA was okay with that.   The incident report, dated 2/29/2020 at 8:00 PM,
 showed that R1 was on the floor lying next her bed and that R1 states she fell   while trying to transfer from the
 reclining chair to wheelchair, and that R1 wanted to go to the bathroom. The report also showed that R1 stated she hit her
 head on the wall. The report also showed that there were no injuries, however, R1 refused to go to the hospital for further evaluation.
On 3/5/2020 at 1:38 PM, V6 (Certified Nurse Assistant) stated that R1 was assigned under her care for 3-11
 P.M. shift on 2/29/2020. V6 stated that she had closely monitored R1, and had taken R1 to the bathroom almost every 2
 hours. V6 further added that before the fall, V6 took out the meal tray at 6:45 PM from R1's room. V6 also stated she had
 asked R1 if she needed assistance. V6 added that R1 was okay and did not need any assistance at that time. V6 also stated
 that at 7:45 PM, V6 went to R1 and assisted R1 to the bathroom. After the bathroom, R1 was assisted and sat down in her
 reclining chair. V6 stated that she did not check the chair alarm to see if it was connected and if it was turned on. V6
 left R1 sitting in her reclining chair.   On 3/5/2020 at 2:27 PM, V5 (CNA) stated that she was at the 500 wing nurse's
 station talking to a resident's family member around 8:00 PM on 2/29/2020. R1's room was 2 doors away from the 500 nursing
 station. V5 stated that the family member said, I heard someone asking for help. V5 immediately followed where voice asking for
help was coming from. V5 added that it was R1 calling for help. V5 added that she found R1 on the floor, side lying
 position, and wheelchair was halfway on top of her. V5 also added she did not hear the monitor alarm going off. V5 added
 that R1 stated R1 hit her head on the wall but no bumps or blood was noted. V5 also stated that she immediately called for
 help, and V4 came in immediately, who was also on the same hallway passing medications to other residents.   On 3/4/2020 at 4:42
PM, V4 stated that V5 called her immediately when R1 was on the floor on 2/29/2020 at 8:00 PM. V4 added that she was
 passing medications to other residents on the hallway of the 500 unit. V4 added that she did not hear R1's chair monitoring alarm
going off. V4 added that there were no injuries sustained from the fall. V4 also added that she and R1's visitor that happened to come
during the fall incident, found the chair alarm cord was not connected to the monitor unit box. V4 also
 added that the cord should be connected to the box of the monitor system to ensure it would sound off when R1 would attempt self-
transfer. V4 also added that R1 refused to go to the hospital for evaluation, and close monitoring including
 neurological assessment was implemented post fall. V4 also stated that prior to the fall, R1 had been having loose stools
 and was frequently being assisted to the bathroom. V4 also stated that R1 was alert and oriented x3, with bouts of
 forgetfulness, poor safety awareness, and was impulsive when she wanted to get up and go to the bathroom.   During the
 survey, random observation was made. R1 was seen sitting in her reclining chair. R1 was alert, responding to questions when asked.
R1 stated she kept falling from the other place, and that she fell   at the nursing home few days ago. I tried to go to the bathroom,
called for help, guess they did not hear me and I really need to go. I cannot have stool in my diaper. So
 I decided to get up and not wait for them. I don't know how long I waited, but I cannot wait, so I ended up on the floor.
 They came at once when I was on the floor. I yelled for help. R1 was noted to be calm when talking with soft, low toned of
 voice.
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