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The facility must ensure that each resident
receives adequate supervision and assistance
devices to prevent accidents.

Based on observation, staff interview, medical
record review, and a review of the Risk
Management reports, the facility failed to ensure
that one (1) randomly observed resident received
adequate supervision to prevent accidents.
(Facility Census 95) Resident identifiers: #87.

Findings include:
a) Resident #87

Resident #87 was an 81 year old female who
was admitted to the facility on 10/05/01. The
resident's diagnoses included diabetes, essential
hypertension, confusion, renal failure,
osteoarthritis, and orthostatic hypotension.

A review of the Risk Management Reports for the
facility and the resident's nursing notes, found
that this resident had incurred (6) falls in January
2002. A review of the reports found that on
01/04/02, the resident fell in the bathroom with
no injuries. A probable cause was listed as ill-
fitting slippers. On 01/08/02 the resident fell four
(4) times, again with no injuries. Probable cause
listed for some of these falls was severe cellulitis
in the left foot and leg. The resident was warned
to leave the bandages on her feet, according to
one of 01/08/02 actions/interventions listed. On
01/12/02 at 6:10 p.m., the resident fell with no
injuries. Again, the probable cause of the fall
was listed as ill-fitting shoes and leg and knee
weakness.
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A review of the resident's medical record with the
facility medical director, on 1/18/02 at 10:00 a.m.,
and interviews with the director of nursing and a
facility RN at 2:00 p.m., found that the resident
also had dressings on her left foot due to diabetic
ulcers. An interview with the physical therapist,
on 01/18/02 at 10:00 a.m., found that the
resident had a 01/15/02 physician's order for
diabetic shoes, but had not been fitted yet. The
physical therapist also indicated that the resident
was very non-compliant in the use of restraint
free alarms, often removing them. The resident
also often ambulated without assistance, after
being cautioned to ask for help.

Observations of this resident, on 01/17/02 and
01/18/02, found that the resident was wearing
slip-on shoe-type house slippers with no elastic
or give to the slippers. Interviews with the RN
and DON, on 01/18/02 at 2:00 p.m., found that,
although the resident had an order for diabetic
shoes, she had not been assessed for more
suitable foot wear until the diabetic shoes could
be fitted and obtained.
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