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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** 52559

 Based on observation, interview, medical record review, and facility P&P review, the facility failed to ensure 
the necessary care and services were provided for three of three sampled residents (Residents 1, 2, and 3).

* Residents 1 and 2's care plan failed to properly address the use of floor mats for safety.

* Residents 2 and 3's post fall neurological assessments were incomplete.

These failures had the potential for adverse events related to falls to happen.

Findings:

1. Review of the facility's P&P titled Fall Prevention Program dated 12/28/23, showed the nurse and/or 
interdisciplinary team will initiate interventions on the resident's care plan.

a. Medical record review for Resident 1 was initiated on 3/27/25. Resident 1 was admitted to the facility on 
[DATE], and readmitted on [DATE].

On 3/27/25 at 0817 hours, there were bilateral floor mats observed by Resident 1's bed.

On 3/27/25 at 1215 hours, Resident 1 was observed in bed. The resident's bed was in the lowest position 
and the bilateral floor mats were still beside the resident's bed.

Review of Resident 1's eINTERACT SBAR Summary for Providers dated 3/12/25 at 1630 hours, showed the 
resident had an unwitnessed fall and was sent to the hospital for evaluation.

Review of Resident 1's care plan last revised 3/27/25, failed to show the floor mats were included as part of 
the resident's care.

An interview with LVN 2 was conducted on 3/27/25 at 1358 hours. LVN 2 stated the bilateral floor mats were 
ordered by a physician for fall risk residents. LVN 2 stated Resident 1's bilateral floor mats were placed when 
the resident was readmitted to the facility.
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b. Medical record review for Resident 2 was initiated on 3/27/25. Resident 2 was admitted to the facility on 
[DATE].

On 3/27/25 at 0944 hours, one floor mat was observed by Resident 2's bed. Resident 2 was lying in bedand 
the bed was at the lowest position.

Review of Resident 2's eINTERACT SBAR Summary for Providers dated 3/15/25 at 0540 hours, showed the 
resident had an unwitnessed fall and was sent to the acute care hospital for evaluation.

Review of Resident 2's nurses progress note dated 3/16/25 at 0313 hours, showed the resident was 
transferred back to the facility.

Review of Resident 2's care plan dated 3/15/25, failed to include the information for the staff to identify which 
side of the bed the floor mat should be placed.

On 3/27/25 at 1358 hours, an interview with LVN 2 was conducted. LVN 2 stated the bilateral floor mats were 
ordered by a physicianfor fall risk residents.

On 3/27/25 at 1421 hours, an interview and concurrent medical record review was conducted with the DON. 
The DON stated a physician's order was not needed for the floor mats because it was considered a nursing 
intervention for the residents. The DON further stated during a post-fall IDT meeting, the members would 
discuss and decide if the floor mats were needed and would update the resident's care plan. The DON 
stated Residents 1 and 2's floor mats were placed when the residents were readmitted to the facility. The 
DON reviewed Residents 1 and 2's care plans and verified the care plan did not address the use of the floor 
mat.

2. Review of the facility's P&P titled, Fall Prevention Program dated 12/28/23, showed to monitor the vital 
signs in accordance with facility policy, monitor for changes in resident cognition, and when any resident 
experiences a fall, the facility will document all assessments and actions.

a. Medical record review for Resident 2 was initiated on 3/27/25. Resident 2 was admitted to the facility on 
[DATE].

Review of Resident 2's neurological flowsheet dated 3/15/25, showed the neurological assessment for item 
number 17 was missing.

Review of Resident 2's eINTERACT SBAR Summary for Providers dated 3/15/25 at 0540 hours, showed the 
resident had an unwitnessed fall and was sent to the acute care hospital for evaluation.

Review of Resident 2's Nurse Progress Note dated 3/16/25, showed at 0313 hours, the resident was 
transferred back at the facility.

An interview and concurrent medical record review was conducted with the DON on 3/27/25 at 1421 hours. 
The DON stated the neurological assessments should be done for the residents with unwitnessed falls and 
should be documented on the neurological flowsheets. The DON reviewed Resident 2's neurological 
flowsheets and verified neurological assessment, Item Number: 17 was not completed.
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b. Medical record review for Resident 3 was initiated on 3/27/25. Resident 3 was admitted to the facility on 
[DATE].

Review of Resident 3's eINTERACT SBAR Summary for Providers dated 3/2/25 at 2051 hours, showed the 
resident had an unwitnessed fall. The primary care provider's recommendation was to conduct the 
neurological checks.

Review of Resident 3's neurological flowsheet dated 3/2/25, showed the neurological assessment, Item 
Numbers: 6, 7, 12, 14, 15, and 18 were missing.

On 3/27/25 at 1421 hours, an interview and concurrent medical record review was conducted with the DON. 
The DON stated the neurological assessments should be done for the residents with unwitnessed falls and 
should be documented on the neurological flowsheets. The DON reviewed Residents 2 and 3's neurological 
flowsheets and verified the neurological assessments were incomplete.

33555536

05/28/2025


