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.
; . Qn 9/7/07 all residents with any type of si
; rail wag re-assessed.

1 2. On 9RY07 facility policy regardmg regfraint
devices was, feviewed.

nsideréd most
regarding the concems

' assesment to implement or trial less
strictive/safer interventions.
FQ999 ( FINAL OBSERVATIONS

r

|

! LICENSURE VIOLATIONS

| 300.1210a)
:300.1210b)6)
300.1220b)2)3)
300.3240a)

|
- Section 300. 1210 General Requirements for
. Nursing and Personal Care

a) The facility must provide the necessary care
and services to attain or maintain the highest
| practicable physical, mental, and psychological
we!l-betng of the resident, in accordance with
- each resident's comprehensive assessment and
f plan of care. Adequate and properly supervised
- nursing care and personal care shall be provided
! to each resident to meet the total nursing and

| personal care needs of the resident.

|
|
|
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!
b) General nursing care shall include at a ! |
minimum the following and shall be practiced on l f
* @ 24-hour, seven day a week basis: ; | |
| 6) All necessary precautions shall be taken to | |
assure that the residents' environment remains |
as free of accident hazards as possibfe. All |
nursing personne! shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents. }
Section 300.1220 Supervision of Nursing J
Services
b} The DON shall supervise and oversee the
nursing services of the facility, including:

2) Overseeing the comprehensive assessment of
' the residents’ needs, which include medically
defined conditions and medical functional status, b
sensory and physical impairments, nutritional 5
status and requirements, psychosocial status,
discharge potential, dental condition, activities
potential, rehabilitation potential, cognitive status,
and drug therapy.
3) Developing an up-to-date resident care plan for
' each resident based on the resident's
] comprehensive assessment, individuai needs and i
goals to be accomplished, physician's orders, and ! i
personal care and nursing needs. Personnel, '
representing other services such as nursing,
activities, dietary, and such other modalities as
; are ordered by the physician, shall be involved in
! the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as \
; indicated by the resident's condition. The plan ! !
: shall be reviewed at least every three months. j ’
|
|

Section 300.3240 Abuse and Neglect
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agent of a facility shall not abuse or neglect a

i

|

| a) An owner, licensee, administrator, employee or j
|

resident. {Section 2-107 of the Act) !

These REGULATIONS were not met as
evidenced by:

Based on record review, observation and
interview the facility failed to thoroughly assess

| for alternative measures, identify safety risks,

| identify medical symptoms and conduct a gradual
| and systematic reduction for use of a side rail for
one (R3) of four residents reviewed with side ;
raits. This failure resulted in R3 failing from bed

i and getting her head caught in the half rail which
| resulted in hospitalization and a fracture of the C1
spine.

| Findings include:

1. R3 was admitted to the facility on 4/1/03 with

diagnoses, in part, of diabetes type 2, cerebral

vascular accident with left hemiparesis,

dysphagia, myocardial infarction, severe

| dementia, and depression with psychosis. R3

! was assessed on the most current Minimum Data

: Set (MDS) of 6/21/07 with severaly impaired
cognitive skills with short and long term memeory
problems. R3 was aiso assessed as extensive

. assist with one person physical assist for bed

i mobility and extensive assist with two person

| physical assist for transfers. The MDS identified

| that R3 had two full side rails and the bed rails ' :

' were used for bed mobility or transfer. R3was :

‘ ir:tentiﬁed as lifted manually or with 2 mechanical

it

|

: On 7/2/07 and 8/4/07 R3 was assessed on the
[ 1
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- "Fall Risk Assessment" as a 12 of high risk for ‘
: falls. The care plan dated 8/21/07 documented |
| "Safety: I arn at high risk for falls R/T medication
' usage, require assist with transfers." One of the
' approaches stated that R3 had "side rails up x 2"
- however this was crossed out and dated 8/10/07 I
| with a new entry of "No rails @ this x" made. On l
; Bf27/07 the care plan was updated on 8/27/07 1
t
#
|

I and stated "rolled out of bed 1/2 rails applied |
i {with) safety mat on floor." ! i
‘ |

| h
* On 8/10/07 R3 was assessed on the "Side Rail J

 Assessment Form" and it was identified that R3 |
: did have the following concems: fower extremity ]
| probiems, safety awareness alterations due to - i
i cognition, displayed poor bed mobility, had j
I difficulty with balance, could move in bed without - }
 staff assistance "minimal,” was not immobile or j
- unabie to change position in bed, did not use the | j
. rails for positioning, support or {o assist with i |
| mohbility, was not restless or attempt to get out of f . |
 bed with assistance, and there is a potential for J, : |
1 injury related to involuntary movements when in i
i bed. No medical symptom was identified for the ;
 use of the full rails. ;
|
 Under the section of the "Side Rail Use |
* Assessment Form" that identified aiternative or '
 supportive measures to use it identified that R3 i
i would benefit from frequent staff monitoring, |
. assistance with toileting when in bed, and visual :

and verbal reminders to use the call bell. Other ; ;

alternative measures noted such as sensor : ' .

alarms to bed, bed boisters, low bed, body pillows ‘;
- or floor mat next to bed were not checked. There ‘ i
. were no least restrictive measures documented.
- Under the section "Risk vs Benefit of side rail , !
_use" noted that there was no benefit of side rait : i

use and the risk was ;
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“entanglement/strangulation.” Under the section |
"Determination of Side Rail Use" it was noted that |
” side rails did not appear to be indicated at this ,
| time. On 8/10/07 the bilateral full side rails were |
| discontinued. | ;
| |

} According to the "Resident Fall Report,” dated ! F
| 8/27/07 at 7:30 PM, R3 was found lying face | ;
| down on the floor next to the bed, The |
| roommate, R10, reported R3 rolled out of bed. ';
|

|

1 R3 sustained a "golf ball size hematoma to R side
forehead-bruising to start.” The fall report |
a identified potential causes of the fail as not asking |
| for assistance, not using the call light, decreased | i
i safety awareness and confusion. The report f f
' identified "Recommendations for Interventions" |
. as "1/2 bed rails x 2, safety mat on floor, and O.T. ! i

| seeing for positioning in chair.," The "Resident at

Risk Assessment and Tracking Form" dated f
8/30/07 documented the possible causative !
factors for the fall as "no side rails." |
i
|
|
!
{

In an interview with E2, Director of Nursing, on
9/10/07, she stated that the 1/2 rails were put up
and the safety mat put on the floor after the first
- fall on 8/27/07. The bed remained at normal
height and was not lowered due to the use of the i
' mechanical lift and arthritis in R3's knees made it ’

| difficult for her to get up from a low bed.

; The "Side Rail Use Assessment Form” dated :
, 8/10/07 was updated on 8/28/07, and noted that |
' there was a change in assessment due to "#17 |
. potential for fall-rolled OOB 8/27/07." Underthe !
' section that states change related to |
' determination of side rails use it states "1/2 rails |

|

|

(with) safety mat on floor."

The “Resident Fall Report," dated 9/6/07 at 11:501
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 PM, documented that R3 was "found on mat next
| to bed with head between S/R (1/2} and

! mattress." The report states R3 had a large fump |
i on her right hip, left neck and cheek were very
red. R3 was sent to a iocal hospital emergency
room and then transferred to a metropolitan
hospital. R3 sustained a "C1 fx" of the spine.

In an interview with R10, roommate to R3, she
stated she was in bed on 9/6/07 and heard noisas
coming from her roommate's side of the room.
R10 stated she was in bed and had the curtains ‘ . .
| pulled so she could not see R3. R10 stated she
. heard R3 say "l need help” so R10 put on her
light and then yelled for the nurse. R10 stated R3 |
usualiy laid still in bed but had scocted to the ]
| edge of the bed several times so that R10 told her i
to get back. When asked if R3 could roll in bed
by herself R10 stated she guessed she could as
she fell out of bed twice by herself. R10 stated
R3 was twisted and it locked like her neck was
broke on 9/6/07. ‘

|
|
f
|

l In an interview with E3, Certified Nurse Aide, on
8/11/07 by phone, she stated that she had last
seen R3 laying in bed about 11:00 PM. E3 stated
| R3 was laying on her back. E£3 stated that the call
| light was on and then she heard R10 screaming
| for help. E3 stated when she entered the room i
| R3 was off the bed with her legs an the safety !
. mat. E3 stated that R3 was hanging from her ’ :
| head and her head was caught between the rail | I
| and the mattress. E3 stated R3 was on her ' !
knees but it was obvious that she was not
. supported by her knees. E3 stated the only
i reason R3 was staying up was because her head |
| was in the rail. E3 stated R3's chin was in the
| first space of the side rail. E3 stated she had to !
| [ift R3 up to get her out of the rail and had a hard
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' time getting her out. E3 stated she picked R3 up
{ out of the rail and laid her on the mat, E3 stated

' R3 face was red and her eyes locked on her like
she was froze. The nursing notes dated 9/6/07
noted that R3's left cheek and neck were very red
and R3 was short of breath and oxygen was
appiied. E3 stated she asked R3 if she was OK
and then she said yes. E3 stated she had seen
R3 roll side to side if she was helping her but had
not seen her move herself. E3 stated other staff
had said they had seen her move in bed. The
side rail was observed in R3's room. The metal .
half rail had vertical spaces 3- 4 inches apart in
the rail itself. There was no padding on the rail.

In an interview with E9, Clinical Operations

Manager, on 9/11/07, he stated that the team had

used the "Side Rail and Altermnative Equipment

Intervention Decision Tree" after the first fall to

make a decision on what interventions to use,

and the half rail with a mat on the floor was

decided upon by the team. The form states if a

resident has roiled out of bed to refer to the team

for one or more interventions. These

interventions include: "mattress with raised

edges, boundary reminders (body-length pillows, |

rolled blankets, or children's "swimming noodles”

(foam fiotation aids) under matiress edges, and

1 1/2, 3/4, or full length SR's with narrowly spaced

; inner bars, fitted flush to mattress with SR pad or

i pillow.” On the first fall R3 did not have side rails

ﬁ and the decision tree states "Does the patient

, attempt to get out of bed unsafely (climbs over or

; around SR or foot of bed). ES stated because R3

| did not try to go over the side rail they did not |

follow that intervention for R3 which stated to f
|
i
I
|

| "Refer to team for one or more interventions:
" low._or very low -height bed.., mat(s) at side of
. bed, body-length or other pillows, motion-sensor

|
|
|
|
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light, bed alarm.”

In an interview with E8, Certified Nurse Aide, on
| 9/11/07, she stated R3 could roll herself in bed |
r and turn side to side. EB stated R3 would also
‘ help staff to move side fo side. E8 stated R3 may

have been more active at night as she slept 2 (ot

during the day.

In an interview with E7, Physical Therapy Aide, on
| 8/11/07, she stated that therapy had worked with

' R3 a few months ago. E7 stated that they had
walked with her but she would anly go a few
steps. E7 stated R3 could rol! in bed by herseif.

i E6 was interviewed on 9/11/07 and stated
; occupational therapy was asked to see R3 after
| she fell from bed the first time. EG stated R3 was
| not moving and had the half rails so they thought
she was safe. E6 stated that they did not
consider any other alternatives such as bed
bolsters or scoop mattress as R3 had the half
rails. The Occupational Therapy "Weekly
Progress Note/Discharge Summary" dated
8/30/07 states that "pt fell out of bed nsg)
{secondary to} ng siderails. Pt now has 1/2 rails
to increase safety. pt appears to be safe in bed.”
The summary notes that R3's bed mobility was
hot assessed. E2 stated on 9/11/0 that

she had ordered & scoop type mattress on
' 9/11/07,

' R3 was readmitted to the facility on 9/12/07 with
- diagnoses of C1 fracture with C1-C2 sublaxation. j
i . The CT scan dated 9/7/07 identified that R3 had a.
"C1 burst fracture, without apparent spinal cord J
[ involvement.” R3 was readmitted to the facility on |
hosplce services. The hospital "History Progress

F Notes" dated 9/10/07 states that "despite high \

Fog99
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| mortality rate with conservative approach; given -
the pt's poor functional status; i.e.. bedridden and
. comorbidities it was decided to go with
conservative approach; i.e. collar." On the
hospital "TSL Progress Note to Withhold or
Withdraw Life~-Sustaining Treatment" it stated
"With C1 fracture and C1-C2 sublaxation at high
risk of sudden death if surgery will not be done."
The note states R3 did not want surgery and
would request hospice care.

(A)

M CMS-2567(02-99) Pravious Versions Obsolete Event ID:511M14 Fagility ID: 18015200 If continuation sheet Page 30 of 30




