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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46145

Residents Affected - Few Based on observation, interview, and record review, the facility failed to implement a fall prevention

intervention for one of three sampled residents (Resident 1), by not ensuring the tab monitor was attached
while the resident was in a wheelchair, as sspecified in the resident's care plan.

This failure had the potential to place Resident 1 at risk for further falls and potential injury.
Findings:

A review of Resident 1's medical record titled, Personal Information, indicated, the resident was admitted to
the facility on [DATE], with a diagnosis of a fracture (broken bone) to lower back, and muscle weakness.

A review of Resident 1's care plan dated February 8, 2025, indicated, .Resident is at risk for falls r/t (related
to) impaired mobility, hx (history) of falls .Intervention .apply tabs monitor in w/c (wheelchair) to remind
resident to get assistance for ambulation (walking) and transfers .

A review of Resident 1's, Brief Interview of Mental Status (a cognitive assessment), dated February 11,
2025, indicated a score of 14 (cognitively intact).

A review of Resident 1's Progress Notes, dated February 22, 2025, at 2:00 p.m., indicated, . Resident had an
unwitnessed fall . found resident sitting on the floor . (resident reported they) stood up and took unassisted
steps . became unsteady . fell back and landed on her (butt).

On February 25, 2025, at 1:39 p.m., a concurrent observation and interview with Resident 1 was conducted.
Resident 1 was observed sitting in a wheelchair beside her bed, watching television. A tab monitor was
observed hanging from the right side of the resident's bed rail, unattached to the resident. Resident 1 stated
she had weakness and unsteady on her feet. Resident 1 further stated that she had a fall on February 22,
2025, because she did not use her call light to request for assistance before getting out of the wheelchair.

(continued on next page)
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F 0689 On February 25, 2025, at 2:24 p.m., a concurrent interview and observation of Resident 1 with Certified
Nursing Assistant (CNA1), CNA1 stated as part of her routine process, she checked to ensure residents are
Level of Harm - Minimal harm or attached to their tab monitor and that the devices were functioning properly. CNA1 stated during the shift
potential for actual harm report, she was informed that Resident 1 had fallen over the weekend (February 22, 2025) and the fall
intervention of a tab monitor was added to the resident's care plan for safety. CNA1 stated the tab monitor
Residents Affected - Few was not attached to Resident 1 while she was sitting in the wheelchair. CNA1 stated she should have

checked that the tab monitor was attached to Resident 1.

On February 25, 2025, at 4:10 p.m., an interview was conducted with RN 1, who stated, after a resident fall,
the interdisciplinary team ({IDT}-Nursing, social services & department managers) would meet to identify the
root cause of the fall and implement interventions to prevent further falls. RN1 stated after Resident 1's fall
on February 22, 2025, the intervention of a tab monitor while sitting in a wheelchair was added to the
resident's care plan for safety.

On February 25, 2025, at 5:05 p.m., an interview was conducted with the Director of Nursing (DON), who
stated a tab monitor was added to Resident 1's care plan after the resident's fall on February 22, 2025. The
DON stated the tab monitor should have been attached to Resident 1 while she was sitting in her wheelchair.
The DON stated, she expected Resident 1 to have the tab monitor attached while sitting in the wheelchair to
ensure implementation of the care plan.

A review of the facility Policy & Procedure (P&P), titled, Tab Alarms, Bed Alarms, Wanderguard System,
undated, indicated, . Tab alarms . may be used on a resident who is deemed unsafe through the nursing
assessment and documented on the resident's care plan that the resident is at risk for falls . Policy
Interpretation and Implementation . 2. A plan of care must be formulated with the Interdisciplinary Team
({IDT}-Nursing, Physical Therapy, Occupational Therapy, dietary, Activities, Social Worker, and
Resident/Family) . to determine the need for tab . alarms . and documented in the Care Plan . 3. The tab
alarm will be utilized on the resident when they are out of bed in a wheelchair or chair . 4. After applying the
tab alarm . in place, a safety check to make sure they are in proper working condition must be done before
leaving the resident. a) Documentation of the tab . alarm checks will be made in the resident record each
shift daily. b) Before application of tab . alarms, they are dated on the date of application and documented in
the resident record .
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