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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.

 Based on observation, interview and record review, the facility failed to implement fall prevention precautions as ordered
 by the physician. This facility failure resulted in one of two sampled residents (Resident 1) sustaining a fall with
 injury. Findings: The facility policy and procedure titled, Fall Prevention, dated 05/19, indicated in part, All residents
 will have a care plan identifying risk for falls and have individualized interventions to prevent falls. During a review of Resident 1's
clinical record, the care plan initiated on 01/18/20, and updated on 03/02/20, noted a pressure alarm for the
 bed as an intervention to prevent falls. (The pressure alarm is a sensor device that sounds when a resident attempts to
 leave the bed or chair). A review of the Interdisciplinary Team (IDT) note, dated 3/2/20, at 2:19 p.m., indicated the team
 agreed to change the bed tab alarm (an alarming device that clips to clothing) to a pressure alarm. During a review of the
 progress notes in Resident 1's clinical record, dated 3/5/20, an entry documented, Resident was found lying on right side,
 on floor in bedroom .Bed alarm was not sounding due to not being turned on once resident was placed in bed by staff. During an
interview on 3/18/20, at 10:00 a.m., a nurse manager (NM 1) acknowledged that the pressure alarm was not connected
 correctly, and therefore the alarm did not sound as Resident 1 was getting out of bed.
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