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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43883

Based on clinical record review, review of facility documentation, and staff interview, it was determined that 
the facility failed to ensure that safety interventions were in place for one of three sampled residents at risk 
for behavioral symptoms. (Residents 1, 2)

Findings include: 

Clinical record review revealed that Resident 1 had diagnoses that included traumatic brain injury and 
dementia with behavioral disturbance. Review of the care plan revealed that the resident was to have a stop 
sign on his door to prevent other residents from entering his room. In addition, staff were to ensure the stop 
sign was at the door post at all times, deter other residents from entering the room, and replace the stop sign 
when it was detached. Further review of the care plan revealed that the resident had anxiety and ineffective 
coping when his belongings were touched. Review of a trauma assessment dated [DATE], revealed that 
Resident 1 exhibited physical behaviors towards another resident who had intruded on his space. The trigger 
was identified as other residents wandering into his space. The intervention was for a stop sign to be placed 
on Resident 1's door. 

Clinical record review revealed that Resident 2 had diagnoses that included dementia with mood and 
psychotic disturbance, and anxiety. Review of the care plan revealed that the resident was independent for 
ambulation. Further review of the care plan revealed that the resident wandered throughout the nursing unit. 
On November 23, 2024, staff noted that the resident exhibited aggressive behaviors and was wandering into 
other resident's rooms. 

Review of facility documentation revealed that on November 24, 2024, Resident 1 exhibited physical 
behaviors towards Resident 2 after the resident had entered Resident 1's room. There was a lack of 
evidence to support that the stop sign was in place to deter wandering residents from entering Resident 1's 
room and prevent potential triggers for behaviors, per Resident 1's plan of care. 

In an interview on November 27, 2024, at 2:26 p.m., the Administrator confirmed that the stop sign was not in 
place.

CFR 483.25(d)(1)(2) Free of Accident Hazards/Supervision/Devices
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