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or potential for actual harm
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

32582

Based on observation, record review and interview, the facility failed to ensure fall interventions were in place 
as care planned for a resident with a history of falls, for 1 of 3 residents reviewed for falls. (Resident B)

Finding includes: 

On 2/27/24 at 11:45 a.m., Resident B was observed seated in a wheelchair near the nurses' station. Her 
room was observed to have a standard mattress on the bed and there was no floor mat visible. 

On 2/27/24 at 3:00 p.m., with the Director of Nursing (DON) present, the resident was observed in her bed 
with her eyes closed. She was on a standard mattress and there was not a mat on the floor next to the bed. 

The resident's record was reviewed on 2/27/24 at 1:56 p.m. Diagnoses included, but were not limited to, 
Alzheimer's dementia, osteoporosis and a history of fall. The resident resided on the memory care unit.

The Quarterly Minimum Data Set assessment, dated 2/13/24, indicated the resident had severe cognitive 
deficits and required extensive assistance of two staff for bed mobility, toileting and transfers. 

The current Fall Care Plan indicated the resident was at risk for falls, related a history of falls and a new 
environment. Interventions included, but were not limited to, a defined perimeter mattress and a low bed with 
mat. 

A Post Fall Evaluation, dated 1/30/24, indicated the resident had fallen in her room next to her bed while 
attempting to self transfer. She sustained a small skin tear to her right thumb and a bruise to her nose. 

During an interview with the DON on 2/27/24 at 3:00 p.m., she indicated a defined perimeter mattress was 
either a concave or a bolstered mattress. The resident had a standard mattress on her bed and there was no 
mat on the floor. There was no additional information provided. 

This citation relates to Complaint IN00429142.
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