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The facility must ensure that each resident i) é
receives adeduate supervision and assistance ! S F324
devices (o prevent accid;ents. : s ’ _
This REQUIREMENT is not met as evidenced On February 22" the facility
by: : ‘ Z < swimming pool was drained
Based on record review and facilify staff T and closed. A final decision
interviews, it was determmec{ tpat the facility did *for closing the pool was made
not provide adequate supervision and im_plement . or ng o s b pon
pracedures to prevent accldents. Speqlflcally, a on March 1 200 , based upo
resident (resident 1) was left by a physical - the cost effectiveness of
therapy aide, unattended and without supervision, o ting the 1, as well
in therapy pool for approximately four mil‘}utes. asp the % abilitypl?igk associated.
Upon the return of the physical therapy aide, ; o 1
resident 1 was found face down in therapy pool. We will not be o ering poo
Resident 1 was pulled from pool by fac:lhty staff ™ therapy for our patients in the
and CPR (Cardiopuimonary Resuscitation) was —— future.
Initiated. Some 50 minutes after being found in _6
the pool, resident one was pronouced dead by the I . .
locaﬁJ paramedics. ; < | Within 48. hours of Admit, or
o (3 | new physical therapy orders
Findings include: given, the Director of Nursing
1. In an interview with th@e facility physical will ;_)rowde the Director of
therapist on 2/22/05 at 1:20 PM, the therapist Physical Therapy a completed
stated that resident 1 had been receiving physical Physical Restraint Eval/
th for neck and should i Itdtyh v :
erapy for neck and shoulder pain related to her sessm Consent form
recent fall on 2/7/05. The therapist stated that he ?'S h e;‘nt/h ients who
had evaluated resident 1 for pool therapy or cach ol the pati
exercises and whirlpool therapy to help alleviate - receives physical therapy,
her pain. The therapist stated that his treatment . (See attached tool).
plan for resident 1 was for resident 1 to do pool IE,
exercises for 30 minutes, under the supervision of | S
a therapy aide and then to sit on the bench of the
pool, for 10 minutes and have the water jets to
‘relieve” the pain in the resident's neck and
shoulders, The therapist stated that on 2/1 8105,
resident 1 had been in the pooi for her 30 minutes
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of supervised gxercise and the therapy aide had
the resident sit on the bench for-her 10 minutes of
water jet therapy. At the end of the ten minutes,
the resident requested fo sit with the jets on for an
additional period of time and that the aide reset
the timer and left resident 1 alone in the pool
while she took another resident back o their
room (approximately 4 to 5 minutes). The
therapist stated that when the aide returned to the
pool area, resident 1 was found with her head
under the water in the pool,

2. Resident 1 was admitted to the facility on
7/03/2004 with the diagnoses of peripheral
vascular disease, diabetes mellitus, allergies,
anemia, cancer, and renal failure. Resident 1
was discharged from facility and admitted to the
hospital on 2/07/2005 for a subdural hematoma
she sustained after a fall in the facility bathroem.
Upon admission to the hospital, resident 1 stated
she had become dizzy while getting up to use the
restroom and fell.

Resident 1 was readmitted to the facility on
2/10/05 with diagnoses including, weakness,
end-stage renal failure, hyperkalemia, diabetes
mellitus, hypertension, congestive heart failure
and subdural hematoma. Resident 1's admitting
orders inciuded orders for physical therapy.

3. On 2/10/2005 a facility nurse documented on
the Nursing History and Admission Assessment
form that resident 1 had difficulty in new
situations, decisions wera POOr, supervision/cues
were needed and resident could ambulate with
‘supervision only." Resident 1 was also assessed
as having dizziness and unsteady gait with a fall
in the last 30 days. The safety portion of the
assessment form indicated that resident 1 was a

— e —
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The Director of Therapy will meet
with his therapy staff to discuss

the safety enhanced procedures
relating to therapy. A member of
the therapy staff will always be
present in the gym during therapy
secessions with patients. A oxygen
concentrator will also be available -
in the Therapy gym if needed, as
well as a pulse oxyimeter.

The Administrator, and Director of
Nursing will complete a tool for each’
resident who desires to go out of the
facility on a leave of absence by
themselves. (See attached tool).

The Administrator will discuss

the new tool with the staff on

March 10, 2005. It will be placed

in the resident’s chart, with a flag
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Fall Risk. The Activities of Daily Living portion
assessed resident 1 as requiring one-person
assistance in the following areas, transferring,
toileting, and dressing.

4. A Physical Therapy Evaluation was done on
2/11/2008. Findings include: 1) Patient lost
balance occasionally, 2) Safety concerns were
present during standing. and pivoting to a wheel
chair, patient should not be allowed to attempt
these activities unassisted, 3) Gross bed mobility
was limited by weakness, 4) Transfers were
limited by weakness, imbalance, and shoulder
pain, and fall risk was mild to moderate. Physical
Therapy assessed resident 1 as needing contact
guard ( A qualified and trained individual to have
hands on the patient while patient is performing
tasks to assist if neaded) for all transfers. On
2/18/2005 a Physical Therapy Discharge
Summary was performed. This summary
documented that resident 1 had been improving
in bed mebliity, transfers, and balance. It was
also documented in the discharge summary that
resident 1 had consistent performance In gait.

In a physical therapy note dated 2/14/2005,
resident 1 asked physical therapist 1 if she could
start ambulating behind her wheel chair like she
did prior to going to the hospital and physical
therapy recommended that resident 1 wait one
week before this activity.

[n an interview with Physical Therapist 1 on
2/22/05, at 1:20 PM, he stated he had assessed
resident 1 as needing pool therapy three times a
week. He stated that he had assessed this need
on 2/15/05. The physical therapist stated in his
intérview on 2/22/2005 that he believed per his
assessment that resident 1 was safe to be in pool

The nurse assisting the Resident who
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—?heet in the Resident sign out book.

is signing out will then check to see
if the Resident qualifies to go out by

themselves, or to ensure that safety
measures such as oxygen are in

place before the Resident goes out.
The Administrator will be responsible
to ensure compliance, and the
completed tools will be shared each
month in our Quality Assurance
meetings.
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MOUNT OGDEN NURSING & REHAB

PHYSICAL RESTRAINT EVAL/ASSESSMENT/CONSENT
DATE L

RESIDENTF _— et e

This fucility promotes the dignity and independence of our residents. Residents have a right to live without fear of physicat

restraint. The use of resiraints is prohibited for purposes of discipline or staff-convenience, and are used soldly to treata
_resident’s medical symploms. When alternatives to restrainis are not effsctive, the interdisciplinary team evalustes the lpast

restrictive restraint to promate safety and aftain/mainiain the highest practical, physical, mental and psychosocial function of
the resident. The following evaluations have oceurred, and the recommendations are as follows. ‘

REFERRAL REASON :
ASSESSMENT FOR RESTRAINTS:;

L Coguition/Judgment -

Comatose Confused  Qriented Times
Foltows directions - Ablets_  Unableto
Awareness of environment/safety

Good Pair Poor,

L. Ambulation/trapsferriag ability .
Assist required of 1 ___ Assist required of 2 _ﬁ_

Sitto stand Indopendent
Standing Posture: Erect_ - Leans right LeansLeft - - Leans Back Stumps

Awmbulation: Independent ____ Assistrequired of | Assistrequired of 2 Unable = |
Contracture: -Yes : No Site . . . -
History of falls last 3 months . _No Yes
O Sitting Posture - S
Slumps

Leaas to'theright__ Iﬁns‘to theleft _ Leansfront Leans back
IV, Symptoms / Disguosis thet tndicsto need for reatratns
Least restrictive alternstives: ____footrests on w/o gaittraining . geri chair____non-slip fabric
incressed supervisian  pillow/pads _pomme] cughdon_____postursl support tilted w/c
— _Lowbed___strengthening exercises by PI/RTA/CNA/OTHER. - o
Staf¥/ family / resident educdtion -
Bavironmenta! changes / staff iﬁtervan_tiqq _
. VI Restraint type loast restrictive to be wsed If indicated: . L
—— Gerlohair ___ Lapbuddy__ Matsonfloor ___- fiderails I x2____ Selfreloagsbelt
Crotchrestraint____ Ofher '
VIL Frequency umd reasons for ahternative/restraints:
___ Maintinsafity S
___,Enhancfe inm-eaqod self l_npbﬂity and repositioning
L -
..._To enable nutritiona! support of medioal treatment o praceed-r wo . . S
: _Hmmemﬂhmmfw&msﬁdmbuhm S P NPT OH :
=7 remind to call for sssisenoo witall pansr, - o o
:‘{Lvth 3: ﬁes While gﬁb;d . Whilein chalr ___ During menls____During sotivities ]
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Assessment completed by PT/RFA
Date . '
Assessment reviewed by IDT team members:Date SSW
TRT ; : NS@
. DON ‘ Dietary
PT . MDS coordingtor
‘'VIII. Potential beneflty; ‘Potential risks;
Provention of falls which could result in injury Incontinence ‘ ) .
Protection fiom other accidents/.injuries Injury from fall/injury from the restraint
" Protection of other residents frorh physical hagm Punctional decline
- Add in maintzining proper positioning and fesding Skin breakdown / abrasfons
, Circulatory compromise -

P&

Increased feeling of safety/ security by the recident .
Allow medical treatment to proceed with interference * ~ Decreased social contact

I understand that we will re-evaluate the continued need and possible options
for restraint use on a continual basis with the goal to become restraint- free,
I'consent to the use of restraints for the reasons stated above and -

understand the risks involved, - C R |
I do not consent to the use of restraints and understand the risk .

involved

Resident / Legal Representative / Guardian Date

Facility Representative Date

IX. Physiclannotified____ Yes - - ' _No  Ordersrecelved Ve -No
X.Careplanoed ___Yes . No = Consentsent  Yes No
XL Consent sigued and in chart Yes No ' . ‘

Quartorly revicw by IDT team / Recommendations . . D o
Date/ recommend - o ‘ < . g .

1.
2.

o4, ..
v B EEE T L 4 B L Ut T e e s T e ———— — s Ve PRI

[P

e Telelphone Consent received. by:
sponsible person époken to:
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Mt. Ogden Nursing
Leave of Absence Form

Resident™s Name

Date of Evaluation

Employee Completing Evaluation

Resident’s Mental Status Alert Confused

Resident’s Diagnosis

Stability of Disease Process

Ambulation Status Independent Walks with Walker _ Wheelchair
Safety Awareness Good Judgement Poor Judgement |

Would resident be able the contact the facility in the case of an emergency  Yes _No
Length oftime approved __ O0-2hours___ 2-4hours__ Unlimited

Concems or Limitations:

Notified Resident on
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