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 Annual Certification Survey  

F 323

SS=D

483.25(h) FREE OF ACCIDENT 

HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident 

environment remains as free of accident hazards 

as is possible; and each resident receives 

adequate supervision and assistance devices to 

prevent accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 323

 Based on interview and record review, the facility 

failed to ensure fall safety equipment was 

functioning properly to reduce the risk of falls for 

two of nine residents (R10 and R12) reviewed for 

falls in a sample of 16.

Findings include:

The facility CNA (Certified Nursing Assistant) 

Orientation Packet, dated 2014, documents, 

"Pressure: Green light=on and working properly, if 

the green light is not blinking it is not functional. 

Alarm pads are good for one year only. You must 

date any new pads that are put into use and 

discard any pads that are over one year." and  

"Pressure alarm pad is to be turned on after the 

resident is seated on the alarm pad to guarantee 

effective function."  

1.  The facility Occurrence Reports for R10, dated 

7/14/15, 8/8/15 and 8/24/15, document that R10's 

fall preventative pressure alarm was not sounding 
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at the time of R10's falls.

R10's Care Plan, dated 4/10/15 through current 

9/15/15, documents that a pressure alarm is to be 

used for R10 as a fall intervention and that the 

alarm box is to be kept out of R10's sight. 

The facility's Personnel Action for E14 (CNA), 

dated and signed by E14 on 8/8/15, documents 

"Resident did not have alarm sounding at time of 

fall..." . This Personnel Action also documents 

that E14 was given a verbal counseling for; "12. 

Defective and improper work" and "13. 

Carelessness".  

On 11/4/15 at 1:00 p.m., E13 (QA/Quality 

Assurance Nurse), confirmed that R10's 7/14/15, 

8/8/15 and 8/24/15 falls all involved R10's 

pressure alarm not sounding. E13 stated that on 

8/8/15, R10's alarm was not turned on while R10 

was up in the wheelchair. E13 also stated that on 

8/24/15, R10's alarm had been shut off by a staff 

member because R10 kept getting up and down 

to get into R10's closet. E13 also stated that all 

resident alarms are to be checked for functioning 

and placement daily.

On 11/5/15 at 11:30 a.m., E2 (DON/Director of 

Nurses) stated E2 completed R10's 7/14/15 fall 

investigation and confirmed R10's alarm had 

been shut off while R10 was in activities.  At this 

time, E2 stated E2 was unable to determine who 

shut R10's alarm off or why the alarm was not 

turned back on.  E2 also stated that CNA's are to 

check resident alarm placement and functioning 

during shift to shift report rounds on a daily basis 

and are also checked weekly during shower days. 

2. The facility Occurrence Report for R12, dated 
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12/16/14, documents that R12's  fall preventative 

pressure alarm was not sounding at the time of 

R12's fall.    

R12's Care Plan, dated 10/16/14 through current 

10/6/15, documents a pressure alarm is to be 

used for R10 as a fall intervention.

On 11/4/15 at 1:00 p.m., E13 (QA Nurse) stated 

that R12's alarm was not sounding because the 

alarm was not functioning properly and had to be 

replaced.
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