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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

48383

Based on observation, record review, and interview, the facility failed to ensure fall interventions were in
place to prevent injury for a resident with multiple falls for 1 of 3 residents reviewed for accidents. (Resident
C)

Finding includes:

On 2/27/25 at 10:06 a.m., Resident C was observed in bed asleep. The resident's bed was against the wall,
he had bed rails, and there was a trapeze bar above the bed. The room was clean and clutter free and the
call light was within reach. There were no bolsters observed on the resident's bed.

On 2/27/25 at 10:25 a.m., and 1:10 p.m., the resident was observed sitting on the side of the bed. There
were no bolsters on the bed.

Record review for Resident C was completed on 2/27/25 at 10:36 a.m. Diagnoses included, but were not
limited to, dysphagia (difficulty swallowing), stroke, chronic obstructive pulmonary disease (COPD),
depression, and diabetes.

The Significant Change in Status Minimum Data Set (MDS) assessment, dated 12/10/24, indicated the
resident was cognitively impaired. The resident required substantial/maximum assistance with
shower/bathing, toileting, lower body dressing, and putting on footwear. The resident was on hospice
services. The resident had impairment on one side of upper and lower extremities, used a wheelchair, and
required hospice services.

A Care Plan, last reviewed on 1/9/25, indicated the resident was at risk for falls related to weakness and
impaired physical functioning. Approaches were to provide a trapeze to assist resident with positioning, place
bed against the wall, have hospice review medications, and have hospice provide bolsters to the resident's
bed.

The last two months were reviewed and the resident had four falls on the following dates:

1/6/25

2/9/25
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2/11/25
2/26/25
A Nurses's Progress Note, dated 2/26/25 at 9:04 p.m., indicated the writer entered the room to respond to
the call light, the resident was lying on the floor. The resident claimed he was trying to reposition himself in

bed using the trapeze bar when he slipped and fell out of bed.

A Nurses's Progress Note, dated 2/11/25 at 11:18 a.m., indicated the resident was found kneeling on the
floor next to his bed. The resident claimed he was attempting to sit up in bed and began to slide out.

A Nurses's Progress Note, dated 2/09/25 at 7:00 a.m., indicated the resident was found kneeling next to his
bed. The resident was assessed with no signs and symptoms noted.

A Nurses's Progress Note, dated 1/06/25 at 7:01 a.m., indicated the resident had turned on the call light and
upon entering the room, the resident was observed sitting on the floor with his back against the bed. The
resident indicated he was lying there and was not reaching for anything. The resident was assisted back to
bed via Hoyer (mechanical) lift.

During an interview on 2/27/25 at 1:18 p.m., RN 1 indicated the resident does not have bolsters on his bed or
in his room. She could not recall the resident ever having bolsters on his bed.

During an interview on 2/27/25 at 1:44 p.m., the Director of Nursing (DON) acknowledged the care plan had
bolsters as an approach and she would go observe the resident.

During an interview on 2/27/25 at 2:36 p.m., the DON indicated the resident did not have bolsters on his bed
and she had no additional information to provide.

This citation relates to Complaint INO0449145.
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