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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm Based on record review, staff interviews, and policy review, the facility failed to ensure fall prevention
interventions were utilized in accordance with physician orders. This affected one (#50) out of three residents

Residents Affected - Few reviewed for falls. The facility census was 49.

Findings include:

Review of the closed medical record for Resident #50 revealed an admission date of 04/01/25 and a
discharge date of 05/04/25. Diagnoses included encephalopathy, acute respiratory failure with hypoxia,
congestive heart failure, acute kidney failure, and chronic obstructive pulmonary disease.

Review of the admission Minimum Data Set (MDS) assessment, dated 04/07/25, revealed Resident #50 had
severely impaired cognition. Resident #50 was assessed to require supervision for eating, oral hygiene, and
personal hygiene, substantial/maximal assistance for toileting, bathing, lower body dressing, and
partial/moderate assistance for upper body dressing, bed mobility, and transfer.

Review of the plan of care initiated on 04/14/25 revealed Resident #50 was at risk for falling related to
chronic obstructive pulmonary disease. Interventions included encourage resident to assume standing
position slowly, ensure the floor is free of liquids and foreign objects, keep call light, personal items, and
frequently used items within reach, provide non-skid footwear, and assist with transfers as needed.

Review of the progress note dated 04/28/25 at 1:40 A.M. revealed Resident #50 was found on the floor on
his back with no clothes or shoes on and had his hands under his head. His head was pointed towards the
door and his legs were towards the bed. Resident #50 was assessed and noted to have a small abrasion to
the right side of his right foot, which was cleaned and covered with a dressing.

Review of the progress note dated 04/28/25 at 2:20 A.M. revealed new interventions implemented were bed
in lowest position and mat next to bed.

Review of the progress note dated 04/28/25 at 10:49 P.M. revealed Resident #50 had a fall in his room. The
note indicated a new intervention was mat next to bed.

Review of the physician orders revealed an order was entered 04/28/25 at 10:52 P.M. for fall mats on both
sides of the bed and bed in lowest position.

(continued on next page)
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F 0689 Review of the progress note dated 04/28/25 at 11:22 P.M. revealed Resident #50 was lying on the floor on
the right side of his bed. Resident #50 was assessed and observed to have a skin tear to his right shin. Fall
Level of Harm - Minimal harm or mats were placed on both sides of his bed and the bed was in the lowest position.

potential for actual harm

Interview on 06/04/25 at 10:50 A.M. with Licensed Practical Nurse (LPN) #70 revealed no fall mats were on
Residents Affected - Few the floor when Resident #50 was found on the floor on the evening of 04/28/25. LPN #70 stated the new
intervention added were floor mats.

Interview on 06/04/25 at 1:32 P.M. with the Director of Nursing (DON) verified floor mats were documented
as the new intervention following Resident #50's fall in the morning on 04/28/25 and then again after the fall
in the evening on 04/28/25.

Review of the facility policy titled Fall Management Program Guidelines, reviewed 03/16/22, revealed the
resident care plan should be updated to reflect any new or change in interventions, and staff should
communicate interventions during shift report.

This deficiency represents non-compliance investigated under Complaint Number OH00165557.
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