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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40560

 Based on observation, interview, and record review, the facility failed to implement a fall care plan 
intervention and follow physician orders for one of two sampled residents (Resident 1).

This failure had the potential for Resident 1 to experience negative outcomes in the event of a fall.

Findings:

A review of records indicated, Resident 1 was admitted to the facility on [DATE], from the acute care hospital 
with diagnoses that includes Chronic Respiratory Failure (a long-term condition where the lungs cannot 
adequately exchange oxygen and carbon dioxide), Aphasia (disorder that affects a person's ability to 
communicate effectively), Anxiety disorder (group of mental health conditions characterized by excessive 
fear or worry).

During a concurrent observation and interview, on 2/14/25, at 3:54 p.m., with Licensed Nurse (LN 1) inside 
Resident 1's room, no floor mats were observed on either side of Resident 1's bed. The LN 1 examined the 
room and verbalized there were no floor mats to either side of Resident 1's bed.

During a concurrent interview and record review, on 2/14/25, at 3:56 p.m., with the Director of Nursing (DON 
1), Resident 1's medical record was reviewed. Resident 1's physician orders indicated an order for Floor 
Mats to both sides of the bed every shift. Resident 1's Care Plan indicated Resident 1 was At risk for further 
falls/injury related to: limited mobility, poor balance, lack of awareness, cognitive deficit, communication 
deficit, decreased endurance, incontinence, unsteady gait. Resident 1's Care Plan further indicated an 
intervention of Floor mattress to both side of the bed as ordered. The DON 1 reviewed Resident 1's 
physician orders and Care Plan and verbalized Resident 1 should have had floor mats to both sides of 
Resident 1's bed.

During an interview on 2/14/25, at 4:02 p.m., with LN 1, the LN 1 reviewed Resident 1's physician orders and 
Care Plan and verbalized Resident 1 should have had floor mats to both sides of Resident 1's bed.
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During a review of the facility's policy and procedure titled Comprehensive Care Planning dated 3/19, 
indicated It is the policy of this facility that a comprehensive resident-centered care plan be developed for 
each resident that includes measurable objectives and timeframes to meet each resident's medical, nursing 
and mental and psychosocial needs that are identified in the comprehensive assessment. 
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