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§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to follow a physician order for fall
mats at both sides of the bed for a resident with a
history of falls for 1 of 1 resident (Resident #3)
sampled for supervision to prevent accidents.

The findings included:

Resident #3 was admitted to the facility on
11/14/22. His diagnoses included: dementia and
unsteady gait.

A review of Resident #3's physician order dated
11/14/22 revealed to place a fall mat to both sides
of bed and to check for placement every shift.
This order was placed on the Treatment
Administration Record (TAR).

Resident #3's active care plan, dated 06/16/23,

1. Resident # 3 was discharged from the
center on 6/21/23.

2. All residents who are a fall risk have the
potential to be affected. An audit was
completed for all residents with fall mat
orders to ensure that their fall mats were
at bedside per order. All residents with a
fall in the last 30 days were reviewed to
determine that appropriate interventions
were put into place for their fall. Care
plans reviewed to ensure that all
interventions on the care plan are in place
accordingly.

3. Education provided to all licensed

nurses by the Nurse Practice Educator or
designee on the falls management policy
— including implementing interventions as
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included a focus area for risk for falls due to
cognitive loss, lack of safety awareness and
impaired mobility. The interventions included fall
mats to both sides of the bed that was initiated on
11/14/22.

A review of Resident #3's quarterly Minimum Data
Set (MDS) assessment dated 06/21/23 indicated
Resident #3 had moderately impaired cognition
and required limited to extensive assistance with
Activities of Daily Living (ADLs). A wheelchair was
used for mobility. Resident #3 was coded with 8
falls since the last MDS assessment dated
11/11/22.

Observations were made on 06/27/23 at 10:45
AM, 06/28/23 at 7:45 AM, and 06/29/23 at 8:05
AM of Resident #3 in bed without a fall mat to
both sides of bed.

An interview was conducted with Nursing Aide #2
on 06/29/23 at 10:02 AM. She said she was
assigned to Resident #3 that day. She said she
was familiar with Resident #3 and had worked
with him before. She said he would try to get up
by himself and that it was easy to re-direct him to
keep him from falling. She said she had seen fall
mats by his bed before but could not remember
when they were there or what happened to them.
She said the nurses would know what happened
to them, because the nurses were responsible for
checking on them. She said she did not see
them, nor was it her responsibility to make sure
they were by the resident's bed.

A phone interview was conducted with Nurse #6
on 06/29/23 at 10:16 AM. She stated she was
familiar with Resident #3 and that he had a fall
mat on the floor next to the right side of his bed
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ordered and careplanned, for any fall that
occurs to prevent a recurrence.

4. All falls will be reviewed by the Nursing
Leadership Team in the Clinical Morning
Meeting to determine that appropriate
interventions are put into place to prevent
a recurrence and that these interventions
are care planned. Fall Mat audits will be
conducted daily for 21 days, then weekly x
2 weeks, then monthly x 2 months. All
results will be presented to the Quality
Assurance and Performance
Improvement Committee monthly with the
QAPI Committee responsible for ongoing
compliance.
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but did not have a fall mat on the left side of his
bed. She said she could not remember if his fall
mat order was for one or two. She said Resident
#3's fall mat placement was to be checked every
shift with documentation to be completed on the
TAR. She indicated she worked with Resident #3
on 06/26/23, 06/27/23, and 06/28/26 during the
1st shift but was unable to explain why Resident
#3 had only one fall mat, which was placed on the
floor on the left side of his roommate's bed.

An interview was conducted with Nurse #1 on
06/29/23 at 8:38 AM. She stated she was familiar
with Resident #3 and that he had an order for his
fall mat to be checked for placement every shift.
She revealed that Resident #3 had two fall mats
in the past. Nurse #1 stated she worked with
Resident #3 on 06/29/23 during the 1st shift. She
was unable to explain why a fall mat was not next
to both sides of Resident #3's bed.

An interview was conducted with the Director of
Nursing (DON) on 06/29/23 at 8:40 AM. He
stated that fall mat monitoring for placement was
to be completed and documented on the TAR
once on every shift. He stated that his
expectation was for physician's ordered 2-fall
mats to be in place and that monitoring
documentation to be fully completed.

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 57HM11

Facility ID: 923393

If continuation sheet Page 3 of 3




