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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 39763

Residents Affected - Few Based on interview and record review, the facility failed to ensure care plans were developed and

implemented for two of three sampled residents (Resident 1 and Resident 2). This failure had the potential
for Resident 1 and Resident 2 to experience accidents and injuries.

Findings:

During a review of Resident 1's Fall Risk Assessment, (FRA) dated 11/28/24, the FRA indicated Resident 1
scored a 45 (High risk 45 and higher, moderated risk 25-44 and low risk 0-24) Resident 1 was at high risk for
falls.

During a concurrent interview and record review, on 12/10/24 at 4:24 p.m. with Director of Nursing (DON),
Resident 1's FRA, dated 11/28/24 was reviewed. There was no fall risk care plan noted in the clinical record.
DON confirmed there was no fall risk care plan developed for Resident 1.

During a review of Resident 2's FRA, dated 4/3/24, the FRA indicated Resident 2 scored a 60, Resident 2
was at high risk for falls.

During a review of Resident ' 2 s SBAR (situation, background, assessment, recommendation- form used to
communicate information) Summary for Providers, (SBAR) dated 6/21/24, the SBAR indicated Resident 2
sustained a fall and suffered abrasion on mid back and bruising to left thumb.

During a review of Resident 2's SBAR, dated 7/12/24, the SBAR indicated Resident 2 sustained a fall and
suffered a skin tear to right lower arm.

During a concurrent interview and record review, on 1/13/25 at 12:36 p.m. with DON (DON), Resident 2's
FRA, dated 4/3/24 was reviewed. Resident 2's SBAR, dated 6/21/24 and 7/12/24 were reviewed. DON
confirmed Resident 2 was high risk for falls and Resident 2 had two fall incidents (6/21/24 and 7/12/24) in the
facility. Resident 2's care plans were reviewed. DON confirmed fall risk care plan was initiated on 7/15/24.
DON stated fall risk care plans were not developed prior to falls on 6/21/24 and 7/12/24 and stated the fall
risk care plans should be created and implemented to prevent falls.

(continued on next page)
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F 0689 During a review of the facility's policy and procedure (P&P) titled, Fall Risk Assessment, revised November
1, 2017, the P&P indicated, The Facility will ensure that the resident's environment remains as free of

Level of Harm - Minimal harm or accident hazards as is possible, and that each resident receives adequate supervision and assistance to

potential for actual harm prevent accidents. . The Facility assesses all resident upon admission and periodically for their risk of falling.
The facility uses this information to develop both individualized plans of care and Facility-wide fall prevention

Residents Affected - Few measures. A. The licensed Nurse will use the Fall Risk Assessment . to help identify individuals with a history

of falls and risk factors for subsequent falling. C. Based on the initial information gathered, the
Interdisciplinary Team (IDT- a group of healthcare professionals who work together to provide personalized
care for a patient) will identify and implement appropriate interventions to reduce the risk of falls.
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