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CFR(s): 483.25()(1)(2)
§483.25(d) Accidents.

The facility must ensure that -

of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interviews, the
facility fafled to implement individualized
interventions, including supervision o prevent
avoidable falls for 1 (Resident #2) of 3 residents
reviewed for accidents.

Review of the clinical record for Resident #2 revealed
an admission date of 5/22/25. Diagnoses inciuded
cerebral infarction, muscle wasting and atrophy,
difficulty walking, lack of coordination, and aphasia
(difficulty speaking).

Review of the Admission Nursing Assessment dated

§483.25(d)(1) The resident environment remains as free
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FOD0D INITIAL COMMENTS FO00D 07/23/2025
Ar unannounced complaint survey for comp!amt numbers
2025007473,
conducted on 6/30/25 through 7/1/25 at Page
Rehabilitation and Healthcare Center, a nursing home in
Fort Myers, Florida,
Page Rehabilitation and Healthcare Center is notin
compliance with Code of Federal Regulations (GFR) 42,
Part 483, Requirements for Long-Term Care Faciliies.
The following Is & description of the noncompliance.
F0689 Free of Accident Hazards/Supervision/Devices F0689 08/01/2025
$S=D

corrective action will be accomplished for those
ents found to have been affected by the deficient
ice?

fent #2 no fonger resides at the facility.

you will identify other residents having the
Wial to be affected by the same deficient practice
vhat corrective action will be taken?

resident in the facility will be re-evaluated for

1 and bladder function by August 1st, 2025 ty the
¥ nurse management. Based on the evaluation the
ant will be placed on the proper bowel/bladder

am (olleting, check and change routinely, etc} to
re that bowel/bladder needs are being met
spriately. The program will then be triggered in
oint of care for the CNA's to document on every 2
s or as directed.

‘acility nurse management will review each
\bladder evaluation upon admission, quarterly and
significant change to ensure that evaluation is
seted appropriately and that the bowelibladder

am is appropriate and meets the needs of the

ent.

acility 1DT will review each resident with a fall

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institc
safeguards provide sufficient protection to the patients. (See reverse for further instructior
days following the date of survey whether or not a plan of correction is provided. For nursi
following the date these documents are made avallable to the facillty. If deficiencies are cf

participation.

may be excused from correcting providing it is determined that other
xcept for nursing homes, the findings stated above are disclosable 90
»mes, the above findings and plans of correction are disciosable 14 days
In approved plan of correction is requisite to continued program
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F0689 Continue  ‘om page 1 F0689 | Continued fre  page
ss=D 5/23/251 aled Resident  had impaired vision, was forthepast? ays  lugustist 2025anc
incontine  sfurine once o ice daily, during the going forwar  ens  thatroof cause anal
dayand  tfime. completed st hatt tfingneedsarebeing © e
needed. Inte:  1tion il be implemented a di fo
Review« ¢ baseline car  an dated 5/23/25 revealed findings upor  view e facility nurse mane 1
Resident  was alwaysin  tinent of bladder and bowsl will also revie  sach  for the past 30 days
andrequ  ithe assistanc 2 staff for transfer, Augustist,Z  San ichfall going forware 1 e
andamb  don. thatsafety t  «sw completedascarer 1€ nd
formsarepr wi  he oot cause analys it
Thecare nnotedthere ntwas at risk for falis
related k. spaired cognitic  medication use, poor
safety av  ness, cardiac  ase and decreased Whatmeasu  will  sutintoplaceorwha e atic
mobility.”  cgoalwastor  aize risk of falls. The changesyou Ima oensurethatthede 1t
intervent s as of 523125  luded: practice doet  trec !
Anticipat 1dmeetthere nt's needs, ensure the Thenursem gem team will bere-educ he
caltight  /ithin reach ane  1courage resident to Regional Din  won  mpleting bowef/bladc
use itto for assistance  aleral fall pads when evaluations, duct oot cause analysis 3l
inbed, p ngundertheb  when out of bed, andimpleme 1ga priate interventions ¢ the
rootcause & sisi  sfing, 15 minchecks )
Review« eBowelandE der Assessment dated alongwithth  fipn  ation policy and proc &
5/25/251 aled the 3 Day  icking Results showed July 24th, 20
conflictin  sformation. The  m noted Resident #2 was
always it tinentof blade  and bowel and also noted Thenursing.  fim s and CNA's) will be
theresid  was confinent  owel and bladder, ducated  he& i u ot
Residen:  had impaired silityfambulation. The 1st, 20250n  nple  bowelbladder evalt ot
suspecte  ause of theinc  inence was “Functional conducting rt  caue  nalysis for falls, impt n
(decreas mental awaren  /decrease of loss of and completi  appr  iate interventions {(fo 1 3
mobility «  ersonaf unwilli  ess)” minchecks) the  prevention policy an
procedure. T re-er  ation will also includc
Thetres ntplanwas,“C  k and change program- documentatic ofthe  lleting program inthe  ne
designec - residents whe 3 physically unable fo sit careforthe Vs,
ontoilet iave cognitivei  airment or behaviors
thatmak  difficult to use.
The DON/Rit  fanz  ~willcomplete anaw  Fc h
Review ¢ e facility incide  og revealed Resident residentwhe  saf  pensurethattheroc  ue
#2hadn  plefallsfromE /25 through 6/4/25. analysiswas  mple | intervention placed ot g
totherootce sami s, safety check shee  re
Review ¢ e fallinvestiga s revealed: completedai  dere wd any lofletingnes:  re  ing
metascare; wed sedonbowelandbk o  gram.
Fall #1:
TheNurse ¥ igen  tteamwillcomplete  u  2ach
On 5271 at8:40pm, R dent#2 was found on the shiftiomonit  hed imentation andthetc g
foorinh  oom.Resident  said she was trying to programs for  ividt  esidents.
ambulate  the bathroom.
On5/27) thecareplanv  updated to post a sign to Howwilithe -ect iction be monitored t s
remind P dent#2tocall  help. the deficient  ctice | not recur?
Review ¢ e Bladder Con  mnce Log revealed on Theresultsc  eau i will be forwarded to
5/27/251 ident#izwast edat12:25am., then Administrato  «dth  irector of Nursingfor e
approxin dy 1thourslat  t11:19am, at 3:59 Theauditwil anb  rwardediothemontt Xy
pm,an 1147 pm. Assurance N dingi  urther review and
recommende  1.Th  udits will continue de or
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F0689 Continued from page 2 F0689 | Continued from page 2
85=0 There was no documentation the s vestigation days and then weekly for 90 ss.
included the lack of documentation  sident #2 was
provided incontinent care approxim  y 4.5 hours prior Each resident with a fall will  -eviewed at the
to the fall morning clinical meeting dail  nd continue to
reviewed in the weekly at ris  eefing indefinit  as
Fall #2: part of the facility policy and  cedure.
On 5/28/25 at 6:09 p.m., Resident!  vas found on the Date of Compliance: August  , 2025

floor in her room. Resident #2 state | wanted to go
1o the bathroom.”

On 5128125 the care plan was upda o ensure Resident
#2 had nonskid socks, slippers, or« 25 when she’s out
of bed for ambulation or mobilizatio  wheelchair,

keep frequently used items withinn  h; and maintain a
safe environment, free of clutter an: st floors, and
ensure adequate lighting.

Review of the Bladder Continence | revealed on
5/28/25 Resident #2 was folleted al 24 a.m., 4:46
p.m., and 11351 pm.

On 5/29/25 the facliity performed a  dication regimen
review with reduction in the residen  Seroquel
(antipsychotic) medication.

Fall #3:

On 5/30/25 at 10:00 a.m, Resident  was found an the
fioor in the bathreom. She stated st vas irying to use
the bathroom.

On 5/30425 the care plan was upda o ensure the bed
was in the lowest position with bifat fail pads,
hipsters (padded hip protectorsjtc  worn at ail

times.

Review of the Bladder Continence | revealed on
5/30/25 Resident #2 was tolleted ai 16 a.m., 8:34
am., and 7:49 pm.

Fall #4:

©On 6/4/25 at 3:30 p.m., Resident # 36 found on the
fioar in her room, The resident said 1 slipped trying
10 go to the bathroom.

On 6/4/25 the care plan was update ot Resident #2 to
be checked every 15 minutes post:  The clinical

tecord lacked docurmentation the 1! inutes checks were
implemented.

Review of the Bladder Continence | revealed on 6/4/26
Resident #2 was toileted 2t 9:33 a1 8 hours before
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F0689 Continued from page 3 F0689
$5=p | thefall and was nottoil 1 for 4.5 hours after the

fail.

The fall investigation dic
toileting for Resident #2

On 71125 at 11:30 am.
Director of Nursing to re
falls and interventions, i
further falls.

The DON said Resident
before and after meals,
throughout the day and

When asked about doct
initiated.on 8/4/25 as a t
the DON was not able tc
said, “They are stift look

tinciude the tack of
€ hours before the fall.

interview was held with the
« Resident #2's multiple
ding toffeting to prevent

should have been toileted
e bed, and routinely
At

ntation of the 15-minute checks
arevention intervention,
ovide the documentation. She
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30 INITIAL COMMENTS NOOOO 07/24/2025

An unannounced complaint survey for complaint numbers

2025007473, ) and

conducted on 6/30/25 through 7/1/25 at Page

Rehabilitation and Heaithcare Center, a nursing home in

Fort Myers, Florida.

Deficiencies were identified at the time of the survey.
1 Right to Adequate and Appropriate Health Care NO201 | NO201 0810112025
D

CFR{s}: 400.022{1){}), FS

{1) The right to receive adequate and appropriate
health care and protective and support services,
including social services; mental health services, if
available; planned recreational activities; and
therapeutic and rehabilitative services consistent with
the resident care plan. with established and recognized
practice standards within the community, and with rules
as adopted by the agency.

Based on record review and staff interviews, the
facility falled to implement individualized
intervantions, including supervision o prevent
avoidable falls for 1 {Resident #2) of 3 residents
reviewed for accidents.

Review of the clinical record for Resident #2 revealed
an admission date of 5/22/25. Diagnoses included
cerebral infarction, muscle wasting and atrophy,
difficulty walking, lack of coordination, and aphasia
(difficulty speaking).

Review of the Admission Nursing Assessment dated
6123/25 revealed Resident #2 had impaired vision, was
incontinent of urine once or twice daily, during the

day and nighttime.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

What corrective action will be ace
residents found to have been affe
practice?

Resident #2 no longer resides at

How you will identify other residet
potential to be affected by the sar
and what corrective action will be

Each resident in the factlity will be
bowel and bladder function by Au
facility nurse management. Basec
resident will be placed on the pro;
program {foileting, check and cha
ensure that bowelfbladder needs
appropriately. The program will th
the point of care for the CNA's to
hours or as directed.

The facility nurse management w
bowelibladder evaluation upon ac
with significant change 1o ensure

nplished for those
3d by the deficient

> facility.

s having the
deficient practice

ken?

s-evaluated for
st 1t, 2025 by the
n the evaluation the
r bowel/bladder

e routinely, efc) to
& being met

be triggered in
«cument on every 2

‘eview each
ission, quarterly and
at evaluation is

and that

o

program Is appropriate and meet:
resident.

The facility 1DT will review each re
for the past 30 days by August 1s
golng forward to ensure that root
completed and that tolleting need

1e needs of the

dent with a fall
2025 and each fall
use analysis was
are being met where

2 of Primary Care and Health Systems Managernent
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NOZO1 Continued from page 1 N0201 | Continued from page 1
88 =D Review of the baseline care plan dated 5/23/25 revealed needed. Interventions will be impl  nented according to
Resident #2 was always incontinent of bladder and bowel findings upon review, The facilty 1 rse management
and required the assistance of 2 staff for transfer, will also review each fall for the p: 1 30 days by
and ambulation. August 1st, 2025 and each fall go 3 forward to ensure
that safety checks were complete  3s care planned and
forms are present with the root o se analysis audit,
The care plan noted the resident was at risk for falls
related to impaired cognition, medication use, poor
safety awareness, cardiac disease and decreased What measures will be put into pl e or what systematic
mobility. The goal was to minimize risk of falls. The changes you will make to ensure  at the deficient
interventions as of 5/23/25 included: practice does not recur?
The nurse management team will & re-educated by the
Anticipate and meet the resident's needs, ensure the Regional Director on completing | wel/bladder
call light is within reach and encourage resident to evaluations, conducting root caus  analysis for falls
use it o call for assistance, bilateral falf pads when and implementing appropriate int /entions based on the
in bed, placing under the bed when out of bed. root cause analysis {tolleting, 151 n checks, sic)
along with the fall prevention polic  and procedure on
July 24th, 2025.
Review of the Bowel and Bladder Assessment dated
5/25/25 revealed the 3 Day Tracking Results showad The nursing staff (nurses and CN  3) will be
conflicting information. The farm noted Resident #2 was re-educated by the Staff Educato:  esignee by August
always incontinent of bladder and bowel and aiso noted 1st, 2025 on completing bowel/bli  der evaluations,
the resident was continent of bowel and bladder. conducting root cause analysis fo  alls, implementing
Resident #2 had impaired mobility/ambulation. The and completing appropriate inten. itions (toileting, 15
suspected cause of the incontinence was “Functional min checks) and the fall preventic  policy and
(decreased mentel awareness/decrease of loss of procedure. This re-education will: 10 include
mobility or personal unwillingness).” documentation of the toileting pro  am in the point of
care for the CNA's.
The treatment plan was, “Check and change prograr-
designed for residents who are physically unable to st The DON/Risk Manager will comy e an audit of each
on toitet or have cognitive impairment or behaviors resident who has a fall to ensure 3t the root cause
that make it difficult to use.” analysis was completed, interven’ n placed according
1o the root cause analysis, safety 1eck sheets are
completed as ordered, and any tc ting needs are being
Review of the facility incident log revealed Resident met as care planned based on be 3 and bladder program.
#2 had multiple falls from 5/27/25 through 8/4/25.
The Nurse Management team wil omplete an audit each
shift o monitor the documentatior ind the tofleting
Review of the fall investigations revealed: programs for individual residents.
Fall #1: How will the corrective action be t Hnitored to ensure
the deficient practice will not recu
On 5/27/25 at 8:40 p.m., Resident #2 was found on the The results of the audits will be fc  arded to the
fioor in her room. Resident #2 sald she was trying fo Administrator and the Director of  irsing for review.
ambulate fo the bathroom. The audit will then be forwarded t he monthly Quality
Assurance Meeting for further rev  w and
recommendation. The audits will ¢ tinue dally for 30
On 5/27/25 the care plan was updated to post a sign to days and then weekly for 90 days
remind Resident #2 to call for help.
Each resident with 2 fall will be re  swed at the
STATE FORM Event ID: SLID11 Facility 1D: 83608 if continuation sheet Page 2 of 4
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Review of the Bladder Continence Log revealed on
5/27/25 Resident #2 was tolleted at 12:25 a.m., then
approximately 11 hours later at 11:19 a.m., at 3:59
p.m., and at 1147 pm.

There was no documentation the fall investigation
included the lack of documentation Resident #2 was
provided incontinent care approximately 4.5 hours prior
to the fall

Fall #2:

On 5/28/25 at 6:09 p.m.. Resident #2 was found on the
fioor in her room, Resident #2 stated, * wanted to go
1o the bathroom.”

On 5/28/25 the care plan was updated to ensure Resident
#2 had nonskid socks, siippers, or shoes when she's out
of bed for ambulation or mobilization in wheelchair;

keep frequently used items within reach; and maintain a
safe environment, free of clutter and wet floors, and
ensure adequate fighting.

Review of the Bladder Continence Log revealed on
5/28/25 Resident #2 was tolleted at 9:24 a.m., 4:46
pm., and 11:51 pm.

On 520125 the faciiity performed a medication regimen
review with reduction in the resident's Seroquel
(antipsychotic) medication.

Fall #3:

On 5/30/25 at 10:00 a.m., Resident #2 was found on the
floor in the bathroom. She stated she was trying to use
the bathroom.

On 5/30/25 the care plan was updated fo ensure the bed
was in the lowest position with bilatera fall pads,
hipsters (padded hip protectors) to be worn at al

times.

Review of the Bladder Continence Log revealed on

reviewed in the weekly at risk me:
part of the facility policy and proc:

Date of Compliance: August 1st, :

(X410 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN Of SORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX] (EACH GORRECTIVE AC ION SHOULD BE COMPLETION
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APPROPRIATE D FICIENCY)
No201 Continued from page 2 N0201 | Continued from page 2
s§=D morming clinical mesting daily anc ontinue to be

ng indefiritely as

ure.
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a.m., and 7:49 p.n.

Fall #4.

©On 6/4/25 at 3:30 p.m., Resident #2 was found on the
fioor in her room. The resident sald she shipped trying
0 go to the bathroom.

On 614125 the care plan was updated for Resident #2 fo
be chiecked every 15 minutes post-fall. The clinical

tecord lacked documentation the 15 minutes checks were
implemented.

Review of the Bladder Continence Log revealed on 6/4/25
Resident #2 was toileted at 9:33 a.m., 6 hours before

the fafl, and was not tofleted for 4.5 hours after the

fail.

The fall investigation did not include the lack of
toileting for Resident #2 for 6 hours before the fail.

On 7/1/25 & 11:30 a.m., an Interview was held with the
Director of Nursing to review Resident #2's muttiple
falls and interventions, Including tofleting to prevent
further falls.

The DON said Resident #2 should have been toileted
before and after meals, before bed, and routinely
throughout the day and night.

When asked about documentation of the 15-minute checks
initiated on 6/4/25 as a fall prevention intervention,

the DON was not able to provide the documentation. She
said, “They are still looking.”

Class Hi

(X410 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN Of SORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AC ION SHOULD BE COMPLETION
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No201 Continued from page 3 No201
SS=D | 5/3025 Resident #2 was folleted at 3:06 a,m., 8:34
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30 INITIAL COMMENTS NOOOO 07/24/2025

An unannounced complaint survey for complaint numbers

2025007473, ) and

conducted on 6/30/25 through 7/1/25 at Page

Rehabilitation and Heaithcare Center, a nursing home in

Fort Myers, Florida.

Deficiencies were identified at the time of the survey.
1 Right to Adequate and Appropriate Health Care NO201 | NO201 0810112025
D

CFR{s}: 400.022{1){}), FS

{1) The right to receive adequate and appropriate
health care and protective and support services,
including social services; mental health services, if
available; planned recreational activities; and
therapeutic and rehabilitative services consistent with
the resident care plan. with established and recognized
practice standards within the community, and with rules
as adopted by the agency.

Based on record review and staff interviews, the
facility falled to implement individualized
intervantions, including supervision o prevent
avoidable falls for 1 {Resident #2) of 3 residents
reviewed for accidents.

Review of the clinical record for Resident #2 revealed
an admission date of 5/22/25. Diagnoses included
cerebral infarction, muscle wasting and atrophy,
difficulty walking, lack of coordination, and aphasia
(difficulty speaking).

Review of the Admission Nursing Assessment dated
6123/25 revealed Resident #2 had impaired vision, was
incontinent of urine once or twice daily, during the

day and nighttime.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

What corrective action will be ace
residents found to have been affe
practice?

Resident #2 no longer resides at

How you will identify other residet
potential to be affected by the sar
and what corrective action will be

Each resident in the factlity will be
bowel and bladder function by Au
facility nurse management. Basec
resident will be placed on the pro;
program {foileting, check and cha
ensure that bowelfbladder needs
appropriately. The program will th
the point of care for the CNA's to
hours or as directed.

The facility nurse management w
bowelibladder evaluation upon ac
with significant change 1o ensure

nplished for those
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ken?
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NOZO1 Continued from page 1 N0201 | Continued from page 1
88 =D Review of the baseline care plan dated 5/23/25 revealed needed. Interventions will be impl  nented according to
Resident #2 was always incontinent of bladder and bowel findings upon review, The facilty 1 rse management
and required the assistance of 2 staff for transfer, will also review each fall for the p: 1 30 days by
and ambulation. August 1st, 2025 and each fall go 3 forward to ensure
that safety checks were complete  3s care planned and
forms are present with the root o se analysis audit,
The care plan noted the resident was at risk for falls
related to impaired cognition, medication use, poor
safety awareness, cardiac disease and decreased What measures will be put into pl e or what systematic
mobility. The goal was to minimize risk of falls. The changes you will make to ensure  at the deficient
interventions as of 5/23/25 included: practice does not recur?
The nurse management team will & re-educated by the
Anticipate and meet the resident's needs, ensure the Regional Director on completing | wel/bladder
call light is within reach and encourage resident to evaluations, conducting root caus  analysis for falls
use it o call for assistance, bilateral falf pads when and implementing appropriate int /entions based on the
in bed, placing under the bed when out of bed. root cause analysis {tolleting, 151 n checks, sic)
along with the fall prevention polic  and procedure on
July 24th, 2025.
Review of the Bowel and Bladder Assessment dated
5/25/25 revealed the 3 Day Tracking Results showad The nursing staff (nurses and CN  3) will be
conflicting information. The farm noted Resident #2 was re-educated by the Staff Educato:  esignee by August
always incontinent of bladder and bowel and aiso noted 1st, 2025 on completing bowel/bli  der evaluations,
the resident was continent of bowel and bladder. conducting root cause analysis fo  alls, implementing
Resident #2 had impaired mobility/ambulation. The and completing appropriate inten. itions (toileting, 15
suspected cause of the incontinence was “Functional min checks) and the fall preventic  policy and
(decreased mentel awareness/decrease of loss of procedure. This re-education will: 10 include
mobility or personal unwillingness).” documentation of the toileting pro  am in the point of
care for the CNA's.
The treatment plan was, “Check and change prograr-
designed for residents who are physically unable to st The DON/Risk Manager will comy e an audit of each
on toitet or have cognitive impairment or behaviors resident who has a fall to ensure 3t the root cause
that make it difficult to use.” analysis was completed, interven’ n placed according
1o the root cause analysis, safety 1eck sheets are
completed as ordered, and any tc ting needs are being
Review of the facility incident log revealed Resident met as care planned based on be 3 and bladder program.
#2 had multiple falls from 5/27/25 through 8/4/25.
The Nurse Management team wil omplete an audit each
shift o monitor the documentatior ind the tofleting
Review of the fall investigations revealed: programs for individual residents.
Fall #1: How will the corrective action be t Hnitored to ensure
the deficient practice will not recu
On 5/27/25 at 8:40 p.m., Resident #2 was found on the The results of the audits will be fc  arded to the
fioor in her room. Resident #2 sald she was trying fo Administrator and the Director of  irsing for review.
ambulate fo the bathroom. The audit will then be forwarded t he monthly Quality
Assurance Meeting for further rev  w and
recommendation. The audits will ¢ tinue dally for 30
On 5/27/25 the care plan was updated to post a sign to days and then weekly for 90 days
remind Resident #2 to call for help.
Each resident with 2 fall will be re  swed at the
STATE FORM Event ID: SLID11 Facility 1D: 83608 if continuation sheet Page 2 of 4
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Review of the Bladder Continence Log revealed on
5/27/25 Resident #2 was tolleted at 12:25 a.m., then
approximately 11 hours later at 11:19 a.m., at 3:59
p.m., and at 1147 pm.

There was no documentation the fall investigation
included the lack of documentation Resident #2 was
provided incontinent care approximately 4.5 hours prior
to the fall

Fall #2:

On 5/28/25 at 6:09 p.m.. Resident #2 was found on the
fioor in her room, Resident #2 stated, * wanted to go
1o the bathroom.”

On 5/28/25 the care plan was updated to ensure Resident
#2 had nonskid socks, siippers, or shoes when she's out
of bed for ambulation or mobilization in wheelchair;

keep frequently used items within reach; and maintain a
safe environment, free of clutter and wet floors, and
ensure adequate fighting.

Review of the Bladder Continence Log revealed on
5/28/25 Resident #2 was tolleted at 9:24 a.m., 4:46
pm., and 11:51 pm.

On 520125 the faciiity performed a medication regimen
review with reduction in the resident's Seroquel
(antipsychotic) medication.

Fall #3:

On 5/30/25 at 10:00 a.m., Resident #2 was found on the
floor in the bathroom. She stated she was trying to use
the bathroom.

On 5/30/25 the care plan was updated fo ensure the bed
was in the lowest position with bilatera fall pads,
hipsters (padded hip protectors) to be worn at al

times.

Review of the Bladder Continence Log revealed on

reviewed in the weekly at risk me:
part of the facility policy and proc:

Date of Compliance: August 1st, :
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s§=D morming clinical mesting daily anc ontinue to be
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a.m., and 7:49 p.n.

Fall #4.

©On 6/4/25 at 3:30 p.m., Resident #2 was found on the
fioor in her room. The resident sald she shipped trying
0 go to the bathroom.

On 614125 the care plan was updated for Resident #2 fo
be chiecked every 15 minutes post-fall. The clinical

tecord lacked documentation the 15 minutes checks were
implemented.

Review of the Bladder Continence Log revealed on 6/4/25
Resident #2 was toileted at 9:33 a.m., 6 hours before

the fafl, and was not tofleted for 4.5 hours after the

fail.

The fall investigation did not include the lack of
toileting for Resident #2 for 6 hours before the fail.

On 7/1/25 & 11:30 a.m., an Interview was held with the
Director of Nursing to review Resident #2's muttiple
falls and interventions, Including tofleting to prevent
further falls.

The DON said Resident #2 should have been toileted
before and after meals, before bed, and routinely
throughout the day and night.

When asked about documentation of the 15-minute checks
initiated on 6/4/25 as a fall prevention intervention,

the DON was not able to provide the documentation. She
said, “They are still looking.”

Class Hi
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