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The Patient Care Observation Record for Patient 11 lacked documentation the safety checks were completed on 02/03/14 and
02/04/14. A documented Incident Report Form revealed Patient 11 fell on [DATE] at 3:00 PM. According to the incident report,
Patient 11 was in a chair in the hallway. Patient 11 went to stand up, barely got off the chair and fell to the floor face first.
Patient 11 was noted to have an actively bleeding cut above his right eye. On doctor's order Patient 11 was sent to the
emergency department (ED) for evaluation.
Following Patient 11's return to the facility from the ED, the medical record lacked any evidence that staff implemented
additional interventions to prevent other falls. The treatment plan (multidisciplinary plan of care) also failed to address Patient
11's risk for falls.
The Patient Care Observation Records for 02/05/14 through 02/11/14 were also left blank. And on 02/12/14, a second Incident
Report Form revealed Patient 11 experienced another fall. Staff documented the fall was unobserved and Patient 11 reported
to staff "he had slipped." Patient 11 denied hitting his head. There was no evidence the family or physician were notified of this
fall. Staff failed to implement interventions to prevent future falls or address Patient 11's risk for falls on the treatment plan.
The remainder of the Patient Care Observation Records for Patient 11 (02/12/14 through 02/17/14) were also left blank. There
were no documented safety checks as required.
2) Per the initial Nursing Assessment completed on 02/04/14 at 5:45 PM, Patient 12 was noted to be unsteady on his/her feet
and have generalized weakness. Based on this information, the nurse was directed to conduct a Falls Risk Test. Patient 12
was noted to have failed the test and the nurse was then prompted to implement fall risk precautions.
The Patient Care Observation Record for Patient 12's length of stay was reviewed. There were no documented safety checks
from 02/04/14-02/11/14. A documented nursing progress note written on 02/12/14 at 12:30 PM revealed Patient 12
experienced a fall. Per the note, Patient 12 was "observed lying on floor in front of nurse's station. Patient stated he/she
slipped and fell ." There was no Incident Report completed for this fall and no evidence the physician or family were notified.
The medical record lacked any evidence that staff implemented additional interventions to prevent future falls or updated the
treatment plan to address Patient 12's risk for falls.
On 02/13/14 staff documented Patient 12 had a fall risk band on. And a documented Incident Report Form revealed Patient 12
fell again on 02/13/14 at 9:45 AM. According to the incident report, Patient 12 was walking in the dining room when he fell to
the ground and "hit the back of head on the floor." The physician was notified and Patient 12 was sent to the ED for evaluation.
Subsequent Patient Care Observation Records for 02/13/14 through 02/18/14 again lacked evidence that the safety checks
were completed. On 02/19/14 and 02/20/14 staff documented Patient 12 had a fall risk band on. There were no documented
safety checks from 02/21/14 through 02/29/14.

3) Review of the medical record for Patient 8 completed on 03/06/14 revealed an admission date of [DATE] with a diagnosis of
Dementia with periods of agitation. Nursing documentation dated 02/07/14 revealed a fall at 6:00 PM, the nurse reported
Patient 8 went to another patient's room and attempted to sit on the bed then slid off onto the floor in a sitting position. No
injury was noted. No action was noted in the medical record to prevent future falls for this patient. The treatment plan did not
have documentation of the patient being at risk for falls.
The Patient Care Observation Record revealed 15 minute checks were completed but the safety checks completed every shift
were blank on all documentation in the record. These safety checks include fall risk indicator band, side rail checks, bed alarm
check, chair alarm check, low bed position check, and environmental check.
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