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*The nursing staff assisted her off the floor and
checked her over for injuries, and none were
found.

*The nursing staff had told him they had assisted
the resident to the bathroom (time unknown) and
then all the staff had a "stand-up” meeting they
had every morning. They thought the resident
was in the bathroom alone "“for only maybe a
minute." "There should have been some staff left
on the nursing wing to attend to residents.”

*'The resident should not have been léft alone in
the toilet."

*The resident was dependent on the staff to get in
and out of the bathroom, but he thought she got
tired of waiting for the staff to come get her, She
was unsteady on her feet, and her balance was
impaired.

*The resident had an unwitnessed fall on 5/19/14
and sustained a facial laceration.

*The resident had a few other fails (unsure of
dates) where she did not sustain injuries.

*They had gotten her a different chair in her room
to make it easier for her to get out of if she forgot
and tried to get up on her own.

*After the fall nursing staff told him they were not
going to use the toilet anymore for her due to her
dementia (memory loss) and inability to
understand using the toilet any longer. The
nursing staff told him in the care plan meeting
they were "going to check and change her aduit
undergarment every hour."

*Sometimes family came to visit her and no
nursing staff come into her room for two to three
hours.

*The family had told the provider they would still
like her taken to the toilet especially for her bowel
movements. '

*There was some nursing staff that were better
than others with making sure the resident's soiled
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undergarment was changed more often, but they
were not sure it was every hour.

Review of resident 1's 9/19/14 at 9:50 a.m. post
fall analysis/plan revealed:

*Fall details- "Lost balance.”

*Prior to fall- "Resident ambulating.”

*History of falls.

*Impaired safety/awareness/judgement.

*Time last toileted/voided- "Wet." There was no
time for that entry.

*Medications given in the last eight hours prior to
fall- "Antidepressant and antypsychotic."
*Recommendations and interventions post fall-
"Bed in low position. Toileting schedule. Do not
leave resident unattended in the bathroom "

| *Care plan revised- "No."

Review of resident 1's 5/19/14 through.3/15/15
nursing progress notes revealed:

*5/19/14- "Resident ambulating [walking] in
hallway. Certified nursing assistant heard a noise
and saw resident laying in doorway on left side.
Has history of falls as well as needing
encouragement to slow down while ambulating.
Ambuiates in hallway frequently. Large laceration
[cut] to left side of eye brow and down side of left
eye. Swelling to left lower lip. Abrasion [scraped
area] to left hand knuckles. Redness to both
knees, Glasses are bent and at nurse's station for
repair by family. Sent to emergency room."
*5/28/14- "Resident witnessed falling. Poor safety
awareness."

*8/3/14- "Resident found laying on the floor in
front of the chair in the room. She appéars to
have slid out of the chair onto the floor. She has a
history of falls and impaired judgement. Resident
does have dementia."

' *9/19/14- "Resident’s son came into room and
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found resident laying on floor next to bed and
reported to staff. Resident is 73 year old and
diagnosed with dementia."

*12/6/14- "Resident is found on the fioor in her
room. History of dementia and impaired safety
awareness. A small amount of blood is noted to
be coming from an abrasion to her posterior
[back] scalp."

*1/17/15- "Found lying on the mat on the floor in
another resident's room. History of falls; and
dementia." E
*1/19/15- "Resident attempting to sit down on the
bed and slid off bed onto the floor. Writer
witnessed event. Resident is a 76 year old with
dementia. Resident is able to ambulate without
assist. Gait is slow and unsteady."

*3/1/15- "Resident began to slide out of shower
chair and was lowered to the floor. No injuries.”
*3/15/15- "Resident found sitting on floor in front
of couch at end of west. History of falls and
dementia. No new injuries noted."

Review of resident 1's undated care plan
revealed:

*At risk for falls related to wandering, use of
medication, and history of falls. Date initiated
117113,

*Footwear to prevent slipping.

*Do not leave resident unattended in the
bathroom.

*Incontinence of bowel and bladder. History of
urinary tract infections. Date initiated 1/17/13,
*Assist to the bathroom upon arising in the
morning, before and after meals, before going to
bed at night, and during nightly rounds as
resident allows.

*Use of briefs/pads for incontinence protection.
*Incontinence care and comfort as needed.
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Review of resident 1's 1/1/15 through 4/8M15
activities of daily living flow sheet log revealed:
*Twenty-nine, eight hour shifts where no f{oileting
assistance was documented.

*Three night (10:00 p.m. to 6:00 a.m.) shifts
toileting assistance was coded 8/8 (indicative
activity did not occur).

Interview on 4/8/15 at 3:30 p.m. with registered
nurse Minimum Data Set coordinator A regarding
resident 1 revealed:

*Their policy was for residents who were :
considered at high risk for falls were not to be left
unattended in the bathroom.

“The resident had been identified as a hlgh fall
risk prior to her 9/19/14 fall when she had heen
jeft unattended in the bathroom,

*During the morning stand-up meeting the
nursing wing was never left unattended. When
the certified nursing assistants had about a ten
minute meeting the supervisors usually watched
the wing.

*Whoever had assisted her into the bathroom cn
9/19/14 should have stayed with her or gotten
someone else to remain with her in the bathroom.

Review of the provider's 1/13/15 Incontinence
Management/Bladder Function Guideline policy
revealed:

*Care plans reflect individualized program.
*Observation of care provided matches the plan
of care.

*There was no documentation residents who
were considered at high risk for falls were not to
be left unattended in the bathroom.

¢ Review of the provider's 1/22/15 Falls

Management Guideline policy revealed:
*Each living center implemented the falls
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prevention and intervention program.

*'At risk residents are identified through a fall
alert communication system to care givers."
*'The interdisciplinary team evaluates the fall
prevention plan of care for residents at risk for
falls "

*Following a resident's fall appropriate
interventions were implemented, and the care
plan was updated.
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