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The following reflects (he findings of the Department We have undertaken the following
of Public Health during the investigation of corrective actions for the patients
Complaint # CA 00139414, identified to have been affected by this
Issue;
Representing the Depariment:
I N #1700 * A review and revision of the 7/29/09
hospital’s Fall Prevention and
The Inspection was limited to the specific complaint Management Policy was
investigated and does not represent the findings of initially completed in
a full inspaction of the facility. October, 2008 to identify
additional methods of
122 DIV6 CH1 ART3-70213 - Nursing  Service identification of Fall Risk
Policias and Procadures, patients, We further
(a) Written policies and procedures for patient care completed a revision of this
shall be developed, maintalned and implemented by poliey on 6/22/09 to include
the nursing service. the use of Morse Fall Risk
Assessment Scale, Staff was
This RULE: Is not met as evidenced by: educated on the revised
Based on staff Interview and clinleal record review methods of identification of
the faclity falled to ensure policles and procedures Fall Risk patients, including
(P&P) wera implemented for patient care related to the implementation of the use
fall prevention and restrainis. The P&P Fall of a yellow arm band, yellow
Prevention (11/10/03) and the Use of Physical blanket, yellow non-skid
Reslraints P&P (4/16/07) were not followed for slippers and a large 8 '4” by
Patient 1who was assessed at high risk for falls on 117 sign at the head of the
admission. The Pallent Care Plan did not indicals bed to indicate that a patient
interventions  such as monltoring the patient is a fall risk. In-service of
closely, or placing bed In low position as per P&P. staff was undertaken in
Staff used resiraints without clinical Justification for several stages and completed
use and without appropriate assessments. On for all patient care staff via
1720/08 at 12:15p.m. Patient 1fell out of bed and competency by 7/29/09,
sustained displaced left femur fracture. Patient 1
expired on 1/23/06. o A review and revision of the 7/29/09
hospital’s Fall Prevention and
The facllity's fallures resulted In harm to Patient 1, Management Policy was done
constituting an Immediate Jeopardy (1J). The IJ was to insure that the “bed
alarms” are listed as ane of
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Continued From page 1 Continued From Page 1
called on 6/12/09at Z15pm. with the hospital's : .
administrative and risk management staff, the methods of fall rk
precautions. In-service of
On 6/15/09 the facility presented written acooptable staff on the use of the bed
plan of correction that included revisions to P&Ps alarms was undertaken in
and staff lralnlng The [J was lifted on 6/24/09 at several stages and completed
355pm.  with the administrative and  rlsk for all patient care staff via
management  staff present afler the facllity competency by 7/29/09.
hospital's Fall Prevention and
Findings: Management policy on re-
assessment expectations and
Review of tho P&P for Fall Prevention (11/10/03) hospital’s patient fall
indicated  palients' fall rick potenlial wil be notification process was
assessed on admission and every shift. Fall complc‘ted by February 2008.
Prevention Protocol will be Inlliated at any time In-service of staff was
Indicated by the Admission Assessment or by the undertaken in several Siages
24 Hour Flow Sheet guldelines. The procedure and complelted for all patient
section dlrected to refer to Fall Preventlon Patient care staff via competency wes
Care Plan, The nurses' notes should Inelude by 7/29/09.
documentation thal Fall Prevention protocol was In . L
offect and of ‘patients mentation, physical A o and revision of the 3126/09
condition, behavior and any changes of the same." hospital’s Fall Pr.evennon and
The Patient Care Plan For Patients With Fall Ma'm‘ag.ement Policy on the
Prevention indicaled interventions should include S [? 5 underfaken by
monltoring palients closely, place beds in low the supervlsofy siaff in the
posltion, side ralls must be up al all times, use event of a patient fall was
restralnt  devices only If absolulely necessary complcrcc} by February 2008.
(obtaln order from physiclan) and ullize ofher ?ﬁﬁlf:;:;z?;maﬁ%;ﬁ?;
measures to monitor pallent sush as bed check ;
device, family member at badside, bed rail alam. was devised !C.' be used by the
House Supervisor, Charge
The P&P Use of Physical Restraints (4/16/07) Nurse or Department
Indlcated (section 2 1) the use of restraints will be Manager in the evenitof a
Event ID:1HE211 T/15/2009 B:05:11AM
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done in a manner that protects the palient's health
and safely and pressrves his/her dignily, rights and
well being. Restraint use will be limiled to actual
actions  (Acute  Medical/Surglcal Restrainta)  or
behaviors (Behavioral Restraints) that could cause
harm lo self or others (secllon 23). Acute Medical
Restralnts will be only used If needed in altaining or
maintaining patients' practicabls level of well being
if less resfrictive Interventions have been ineffactive
and if the paiient is at rsk for interruption of
medical therapeutic interventions, Physician  will
see8 and evaluate the patient within 24 hours of
initiation of restraints (section 2.7.4). The patient
will be observed every 15 minules with reslraint
release every 2 hours. Physical restralnts Included
vest and bottom slde ralls (section 4.2).

Sectlon 61 indlcaled that the use of reatralnt |
limted to those situalions for which there is
adequale and appropriate clinical justification as
well as proof thal the use of alternatives poses
more risk than restraint and all alternatives have
been considered and attempled as appropriate,

Section 7.1.2 indicated that the use of restraint
occur only after all non-physical reslraint
alternatives to such use have been considered and
attempted  as  appropriate.  Such alternatives
include, but are not limited lo; Increased
observations and monitoring and use of a sitter.

Seclions  13.0- 13.1.3for assessmenls indicated
each palient will receive a comprehensive
assessment prior to the use of any restralnt device.
All appropriate reatraint alternatives will be

Continued from Page 2

patient fall. In-service of the
appropriate staff was
completed via
acknowledgement by
03/26/09.

As part of the review and
revision of the hospital’s Fall
Prevention and Management
Policy, a Sitter Algorithm was
devised to aid the staff in
determining the need for sitter
for appropriate fall risk
patients. In-gervice of staff
was undertaken in several
stages and completed for all
patient care staff via
competency by 7/29/09,

Concurrent monitoring of all
medium or high fall risk
patients is being conducted
using the following criteria:
completion of Fall Risk
Assessment on every shift;
Implementation of fall
identification strategies for
every appropriate patient; use
of the bed alarms for all high
fall risk patients. Concurrent
monitoring will be conducted
for the next three months
from 7/22/09, or until

|

7/29/09

7/22/09

Evenl ID:1HE211
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Continued From page 3

evaluated for use and all appropriate alternalives will
be altempted and documented. The comprehensive
assessment of the palient must determine that the
riske associated with the use of the restralnt are

outweighed by the risk of not using it.

Section 14, orders for restraints, showed only a
physiclan or a licensed practitioner may order
restraint and sfanding orders are not acceplable,
The order will include type of restraint, spacific
reason and clrcumslances for Its use, duralion of
application and plan for progressive removal. Anew
order Is needed If restraints are removed and then
replaced due to a change In the pallents condition.
Continued use of resiralnt beyond the first 24 hours
will be authorized by face to face assessment and
wiitten order clinically justifying the conlinued use
of restraint,

Secllon 16 indicaled that efter restraints are applied
an Immedlate assessment will ba completed to
ensure that restralnts were properly and safely
applled. The assessment will be documented and
include proper application of restraints, the patient’s
response, and If negative, the changes that were
mada,

Section 19 for documentation Indlcated  patient
medical record for each episods of restraint will
Include the reevaluaillons of lhe patient by the RN
and/or physician. Plan of Care documentalion
should reflect outcome odenled goal related to
restraint  use, deseriplion  of Interventions,
discontinuance of the restralnls and care plan
update after reslraint intervention is discontinued.

Continued [rom Page 3

compliance goal of 100% for
the listed criteria is achieved,

¢ Areview of the hospital’s 6/15/09
Use of Physical Restraints
Policy was completed on
6/15/09. All patient care staff
was re-cducated via
competency on freating “4-
side rails up” as restraints, the
use of Sitter Algorithm, and
the use of and documentation
of implementation of

alternatives to restraints by 6/24/09
6/24/09.

¢ Werevised the Physician 6/22/09
Order for Acute

Medical/Surgical Restraints
from to include “4 side rails”
in the Restraint Type
category. We have in-
serviced our physicians via
memo distribution on 6/22/09.

*  We revised and updated the 6/22/09
following hospital-use forms
to include all appropriate
information for Fall
Prevention and Restraint
Management:

o Inferdisciplinary
Plan of Care by
removing the “rails
up x4 as a fll

Evenl ID:1HE211 711512009
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The medical record review on 521/08 with the prevention
facifity management staff showed the following: % }ﬁ:::f:::;;luary
L
The 1/16/08 History and Physlcal Indicaled Patient Plan of C“”‘,f"
Twas 91year old admited lo (he hospital from nsure that a Yellow
board and care facility with diagnoses of altered Fall R.Jﬂk.ﬂ.l'm b@d
level of consciousness sacondary lo psychotropic sel_ecnop " av_allable
medlcalion (Risperdal), right humeral (arm) fracture to 1d_cnnfy patllcms at
resulled from a fall, agitated dementia, anemia and "?““”“‘ and high
cbngest!ve heart failure. The admisslon orders “Sk. for falls;
showed admission to medical/surgical floor on bed ° Pam_:nr Cire aiid
rest. On 1/18/0Bthe physician progress  note Acu{ty Rocord o
indicated the plan for Patient 1was pain control spE{flfylha number
orthopedic consult and discharge to SNF (Skillad f’f"’dd" il p ts
Nursing Facility) In AM. A progress note aon mciu3e a.chiaice of
119/08al 11:10am. showed that the SNF was Alhoai s o
refusing to lake the patient loday (Salurday) and sewfce d on the form chanees
wil accept the patient on Monday (1/21/08). The vis acknowledueraeat b &
physiclan progress note documented on 1/20/08 6/22/09 € Y
(no time) that arrangements were made for Pallent '
1 to discharge on 1/21/08. *  Concurrent monitoring of all 6/22/09
Review of physiclan orders showed an order on patients In rc§rra1ms '.S bemg
1/17/08 at 4:00 am. for Haldol (anlipsycholic) 0.6 ccn.ndqc.ted using the following
mg iniravenously to be glven "now” and to rapeal In cntena.‘ P re‘sence.of )
one hour if needed for agiation. On /17/08 at 8:30 gg;‘:}f::ft;iﬁ#a;iif:r ;nd
am. an order was witen for Haldol 1mg documentation’ol;'use of o
intramuscular or oral dose every slx hours as alternative and less restrictive
needed for agitation and ‘restralnts pm (as methods of restrains were
needed).” The order contained no type of restraints, attempted prior to restraint
specific reason and circumstances for s use. application; completion and
There was no plan for progressive removal of the documentar,ion of patient
restraints as per P&P for physical restraints assessment every two hours
(section 14). for patients in non-behavioral
Evenl ID:AHE211 711512009 8.05:11AM
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The medical record conlained Physlcian Qrder for
Acute  Medical/Surgical Restralnt  form  with
preprinted reason for restraint: This Intervention Is
required  because alternativea inlerventions
aftempted were found ineffective. The form showed
inilial  order on  1/17/08 for wrst restraints for
"disconnecting/removing  medical/therapeulic
devices." The lenglh of time for the use was 24
hours. The order was renewed on 1/18/08 at 10:00
am. with indication added "sttempling to get out of
bed," also for 24 hours durallon. The order was not
renewed on 1/19/08. The record contalned no
evidence of clinical justification and proof that the
use of allernalives posed more risk than restraints
and what allernatives have besn consldered and
atlampted, as per restreint P&P (sections 6.1 and
7.4.2),

Palient 1's medical record showed care plan for fall
prevention was Inillated on 1/16/0B es Palient 1
was identified at high risk for falls. The Interventions
were: fall risk management such as ralls x 4 and
fall risk sign. The section “restralnt protocol" was
not check-marked. There were no updates to the
fall care plan. The nurses' notes contalned no
documentatlon that Fall Prevention protocol waa In
effect ‘as per Fall Prevenlion P&P, The Patient Care
Plan did not Indlcate interventions such as
monitoring the patlent closely, or placing bed in low
position as per P&P. There was no plan of care or
any documentation that reflected outcome oriented
goals relalad to the uss of restraints ordered on
1/17/08 and 1/18/08. There was no description of
interventions and no care plan updales after

Continued from Page 5

restraints and every 15
minutes for patients in
behavioral restraints; presence
of a valid physician restraint
order for each resfraint
episode; and presence of
documentation of all required
criteria on the physician
restraint orders. The
concurrent monitoring will be
conducted for the next three
months from 622/09, or until
compliance goal of 100% for
the listed eriteria is achieved.

Event ID: THEZ11
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restraint intervention was disconlinued on 1/19/08,
as per P&P for use of restreints (seclion 19).

Review of progress notes for the night shift on
119/08 to  1/20/08 showed at 8:00 p.m. Patienl 1
removed her identification band, hospital qown,
refused blanket, and was uncooperalive. At 0:00
p.m. the nurse noted bed alarm was set There was
no documentation showing if bed rails were up or
down. The notes indicted the palient was calm
most of the. remaining night shift and that at 7:00
a.m. report was given to the AM shift. The AM shifi
nurse documented at 8:00am. the palient was
Incontinent of slool, hands soiled difficult to clean,
right arm edema and pumle discoloralion from
mid-arm fo chest area. At 10:30 am. the nurse
documented that the patlent was incontinent and
changed. The patient continued to be disorlented
moving in bed, was reposilioned and was given
Haldol for agitation, pulling off brief pants and gown.

The next nursing note on 1/20/08 at 12:16 p.m.

[documented that Patlent 1was found on the floor

lylng on her left side In felal position, calling out to
get her off the floor The pallent was noled
complaining of paln In legs and right am. The
patient was placed back lo bed then to Geri chair
and the physician was notified at 12:25 p.m. Orders
were received for bilateral hip x-rays. At 3:30 p.m.
the nurse documented x-rays showed displaced left
feraur fraclure. The record showed radiology report
for date of exam on 1/20/08 that indicated clinical
impresslon-ground  level  fall,  with Impression
documented: displaced laft femur fracture.

Event ID:1HE211
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The medical record showed Acute Medical/Surgical
Restraint  Documeptation/Care  Plan  form  was
Inlialed on 1/20/08 and on 1/21/08, after the order
for restraint was renewed on 1/20/08 at 4:30 p.m.
(aker the 1/20/08 fall). The behaviors leading to
action were marked as "cfimbing out of bed despite
instructions” and “dislodging lines/tubes.” Less
resiriclive measures were check-marked: verbal
de-escalatlon, medication, fuli bed rails,
positioning, diverslonal activities and bed alamms.

There was no documentalion in Patient 1's medical
record prior or after the fall to show that all
non-physical resiraint alternatives have been
considered and attempled, such as increased
observatlons and monitoring and the use of a sitter,
as per P&P for restralnt use (section 7.1.2).

RN 1stated In an Interview on 9/18/08 thal she was
assigned to Patlent 1on 1/20/08 day shift, the day
the patient fell. Thiz was the frst ime she cared for
the palient. She recsived report from the night shift
and was aware the palient was consldered falls risk
and was on fall precaulions. Patient 1 had
restraints the few days prior to her shift, but the
night before her shift and during the day shift on
1/20/08 the pallent had only side rails x4, no Posey
(walsttrunk restralnt). The RN stated thal if patient
was climbing out of bed she would consider it as a
need for restraints. She would consider the side
rails x4 first and if ineffactive, consider a vest (need
8 physician order first). The RN stated the patient
had side rails up x4 observed on her rounds, The
RN found Patlent 1 on the floor on 1/20/08 (at 12:15
p.m.) during her 15 minutes rounds. She stated she
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thought slde rails were up when she found the
patient. She was not sure If bed alarm was set or

not.

On 1/21/08 (no time) the physician documented in
the progress notes that Palient 1fell out of bed
yeslerday and was found to have femur Fraclure.
The patient was noted lethargic, unable to answer
questions. The progress notes and anesthesla
notes  on  1/21/08 Indicated  the  palient  was
considered for a surgery bul surgery  was
postponed due to the pallents cumment condition
(dehydralion and hypokalemia). Progress notes on
1/23/08 indicated that family was edvised against
surgery and the palient was placed on comfort
care. The progress notes Indicated Patlent 1
explred on 1/23/08.
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