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This was a complaint survey conducted at SSM
Health St. Marys Care Center from
11/7/24-11/11/24.

Federal Citations Issued: 2

The most serious citation issued is F700 at a
severity and scope level of E (Pattern/Isolated).

Census: 101

Sample Size: 8
F 689 | Free of Accident Hazards/Supervision/Devices F 689
SS=D CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free 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 interview and record review, the facility
did not ensure that each resident environment
remains as free of accident hazards as is
possible for 1 of 3 residents reviewed for
accidents (R1).

R1 fell out of bed due to facility staff"s failure to
follow R1's plan of care and the facility did not
ensure all staff were trained to help ensure a
similar event did not occur.

Findings include.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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R1 was admitted to the facility on 9/27/19. Her
most recent Minimum Data Set (MDS) includes a
Brief Interview for Mental Status (BIMS) score of
15, indicating R1 is cognitively intact. Her care
plan states she is an assist of 2 with bed mobility
due to potential for complications with deficits
with Activities of Daily Living (ADLs). Her Kardex
states, "Bed mobility - 2 assist. Roll slowly.
Quarter bedrails on left and right sides of bed."
Additionally, her Kardex states she requires a
Hoyer lift and 2 staff for transfers.

On 10/27/24, the facility documented the following
incident for R1:

Around 10:50 AM, writer was charting at the
nurses station when a CNA (Certified Nursing
Assistant) yelled from the end of the hallway for
writer to come and help. Writer raced to
resident's room and found resident partially on
her knees on the opposite side of the bed by the
window. Resident's head was caught in between
her bed and the side rail whilst the rest of her
body was on the floor. Per CNA, she was
assisting resident with toileting, so she rolled
resident on her left side but somehow as she
lifted her right leg to support with the rolling,
resident slid. CNA said she managed to support
resident's upper body and resident went down on
her knees. Resident said she slid on the floor
from her bed during cares."

R1 was transported to the hospital after the
incident where x-rays were negative. A facility
interview with R1 on 10/29/24 indicated that R1's
upper body had been stuck between her bed and
the wall, and was not entangled, entrapped, or
stuck in her side rail.

The facility's Interdisciplinary Team (IDT) met on

F 689
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10/30/24 and noted, "IDT met to review fall. Root
cause analysis completed. Root cause identified
as inadequate amount of assistance used for bed
mobility. Immediate intervention related root
cause: CNA was educated on reviewing the
Kardex. Plan of care ongoing."

The facility provided education and competency
exams for some staff related to following resident
care plans and Kardex.

On 11/11/24 at 11:15 AM, Surveyor interviewed
R1 who stated that she had not been trapped in
her siderail on 10/27/24, and that her head was
lower than the siderail and she had been wedged
between the wall and the mattress. R1 stated that
on 10/27/24 the CNA rolled her away towards the
wall very hard and she rolled too far and into the
space between the bed and the wall. R1 stated
that because 2 staff are supposed to be assisting
her, they leave her bed about a foot from the wall
so that a second staff can fit between her bed
and the wall to assist with cares. R1 stated that
staff often transfer her and move her around in
bed by themselves (only 1 staff). R1 stated this
happens "multiple times per week" and that she
often has to wait for hours as some of the CNAs
have to wait for additional staff to be available to
help with transfers and cares. R1 stated that she
has been very afraid of falling out of bed again
since 10/27/24 and has had to remind staff
frequently who enter her room by themselves to
find an additional staff member as she requires 2
assist. R1 stated that the previous weekend
(Saturday, 11/9/24 and Sunday, 11/10/24), CNAD
worked with her and did her cares in bed and
transfers by himself. R1 stated that CNAD is a
"great CNA" which is why she did not remind him
to get an additional staff.

F 689
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Facility records indicate CNA D worked the AM
and PM shift on R1's unit on both 11/9/24 and
11/10/24.

It should be noted that CNA D was not on the list
of educated staff that the facility provided to
Surveyors. Additionally, according to the facility's
current agency and in-house nursing staff, 8
additional staff who had been hired prior to R1's
10/27/24 fall and had worked on R1's unit since
her fall had yet to receive any education or
competency testing in accordance with the
facility's post-event action plan.

On 11/11/24 at 2:31 PM, Surveyor interviewed
NHA A (Nursing Home Administrator) who stated
that he had talked to R1 about the 10/27/24 fall
shortly after it happened. NHA A stated that he did
not ask R1 about how often she is assisted by
only 1 staff and was unaware that it is happening
frequently. NHA A stated that since the fall, the
facility has been trying to get staff educated on
following the Kardex but has some staff yet to
educate.

The facility was aware that staff were not
following R1's care plan, resulting in a fall from
her bed and did not ensure all staff were
educated and CNA D had been performing cares
by himself as recently as 11/9/24 and 11/10/24.

F 700 | Bedrails

SS=E CFR(s): 483.25(n)(1)-(4)

§483.25(n) Bed Rails.

The facility must attempt to use appropriate
alternatives prior to installing a side or bed rail. If
a bed or side rail is used, the facility must ensure

F 689

F 700
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correct installation, use, and maintenance of bed
rails, including but not limited to the following
elements.

§483.25(n)(1) Assess the resident for risk of
entrapment from bed rails prior to installation.

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obtain informed consent prior
to installation.

§483.25(n)(3) Ensure that the bed's dimensions
are appropriate for the resident's size and weight.

§483.25(n)(4) Follow the manufacturers'
recommendations and specifications for installing
and maintaining bed rails.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure correct
installation, use, and maintenance of bed rails for
4 of 5 (R3, R6, R7, and R8) residents reviewed.

R3, R6, R7, and R8's bedrails were installed
without a Bed System Measurement Device Test
ompleted to ensure proper installation to reduce
the risk of entrapment.

Findings Include:

The Facility policy, "Bed Devices and Device
Assessment," date of issue, March 21, 2024,
indicates, in part: Policy ...2. ...Physical devices
will be reviewed for safety and used according to
manufacturer's recommendations. 5.Physical
devices include, but are not limited to, side rails
(half or full); grab bars, halo bars, positioning
poles ...

F 700
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The Facility policy, "Bed Inspection,” date of
issue, March 21, 2024, indicates, in part: Policy -
It is the policy of this facility to conduct bed
inspections to prevent entrapment and other
safety hazards associated with bed rails, frames,
and mattresses ...The facility will conduct regular
bed inspections, utilizing an interdisciplinary
approach ...to risk identification and prevention
...Procedure - 1. Education: a. Facility staff will
receive education as follows: ...v. Procedure for
inspection and maintenance of equipment ...2.
Equipment Management and Maintenance: ...b.
The Maintenance Department will conduct
inspection of all bed frames, mattresses, and
bedrails, as part of a regular maintenance
program to identify areas of possible entrapment
at least every 90 days ...

Example 1

R3 was admitted to the facility on 12/29/20 with
diagnoses that include, in part: Multiple Sclerosis,
Age-related Osteoporosis, and Restless Legs
Syndrome.

On 11/7/24 at 1:52 PM, Surveyor went to R3's
room. R3's door was open, however, R3 was not
present. Surveyor noted one bed rail on the upper
(head) side of the bed not facing the wall.
Surveyor observed the head of the bed being
elevated and the mattress pushed over at the top
creating a gap between the bed rail and the
mattress.

On 11/7/24 at 3:00 PM, Surveyor interviewed MS
C (Maintenance Supervisor) who indicated
maintenance performs the installations of bedrails
for the facility and receives the order from therapy
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for the installation. MS C indicated when he
installs them, they have a measurement device to
test for possible entrapment points and he
performs this test at the time of installation. MS C
indicated he has recently hired another employee
that has not been trained on use of the
measurement device for testing but is installing
bed rails. Surveyor asked MS C if a staff member
should be installing bed rails if they have not been
trained to use the testing device. MS C indicated
his plan was to test a batch together at the end of
the month. Surveyor asked MS C if the bed rails
should be tested on installation. MS C indicated
he was not sure. MS C indicated he is aware of 6
to 7 installations in the last two weeks that have
not been tested. Surveyor asked MS C how he
knows what the measurements should be. MS C
indicated they have a tool, and they follow the
instructions for testing. Surveyor requested that
MS C accompany Surveyor to R3's room to
perform the measurement testing on R3's bedrail.
During the observation MS C indicated a failed
test and that the mattress is movable on the
frame. MS C indicated that housekeeping comes
in and moves the beds around and then the
mattress can move. MS C indicated this is an
issue with beds that have only one bedrail. MS C
indicated when the bed is up against the wall the
mattress doesn't move.

On 11/7/24 at 4.04 PM, Surveyor interviewed MS
C and asked if he know if R3's bedrail had been
tested on installation. MS C indicated he didn't
know MS C stated he believed it was recently
installed and probably wasn't tested.

The facility document labeled "Residents with
Side-Rails Present" indicates an order date for R3
of 10/25/24.
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A Bed System Measurement Device Test for R3
dated 11/8/24 was provided by the facility. No
previous Testing documentation was provided by
the facility for R3.

There is no evidence that R3's bedrail had a Bed
System Measurement Device Test prior to
11/7/24 when the surveyor requested this to be
completed.

Example 2

R6 was admitted to the facility on 8/1/24 with
diagnoses that include, in part: Adult Failure to
Thrive, Fusion of Spine, Muscle Weakness, and
Parkinsonism.

The facility document labeled "Residents with
Side-Rails Present" indicates an order date for R6
of 8/7/24.

A Bed System Measurement Device Test for R6
dated 11/8/24 was provided by the facility. No
previous testing documentation was provided by
the facility for R6.

There is no evidence that R6's bedrails had a Bed
System Measurement Device Test prior to
11/8/24.

Example 3

R7 was admitted to the facility on 8/5/24 with
diagnoses that include, in part: Fibromyalgia,
Chronic Pain, Spondylosis with Radiculopathy,
Lumbosacral Region (a condition that occurs
when nerve roots in the lumbosacral region are
compressed or irritated), and Parkinson's
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The facility document labeled "Residents with
Side-Rails Present" indicates an order date for R7
of 10/23/24.

A Bed System Measurement Device Test for R7
dated 11/8/24 was provided by the facility. No
previous Testing documentation was provided by
the facility for R7.

There is no evidence that R7's bedrails had a Bed
System Measurement Device Test prior to
11/8/24.

Example 4

R8 was admitted to the facility on 9/4/24 with
diagnoses that include, in part: Hemiplegia and
Hemiparesis affecting Left Non-Dominant Side
(Complete Paralysis and Partial Weakness),
History of Falling, and Muscle Weakness.

The facility document labeled "Residents with
Side-Rails Present" indicates an order date for R8
of 9/19/24.

A Bed System Measurement Device Test for R8
dated 11/8/24 was provided by the facility. No
previous Testing documentation was provided by
the facility for R8.

There is no evidence that R8's bedrails had a Bed
System Measurement Device Test prior to
11/8/24.

On 11/11/24 at 8:46 AM, NHA A (Nursing Home
Administrator) provided a binder with bedrail
information for residents as well as remedies that

F 700
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the facility had begun. The binder contained
updated Bed System Measurement Device Test
Results that NHA A (Nursing Home Administrator)
indicates were completed on 11/7/24 and 11/8/24.
The binder also contained the previous test
results for residents who had this testing
completed. Of note, no previous testing results
were located in the binder for R3, R6, R7, and
R8.

A document titled "Residents with Side-Rails
Present" was also provided to Surveyors. The
document contained a sticky note that indicated
"Installation Dates."

On 11/11/24 at 2:48 PM, Surveyor received a
requested copy of the Resident side-rail list
previously provided. The sticky note was no
longer in place and "order date" was written in the
Resident Name column above the handwritten
dates present. NHA A indicated they do not have
documentation of actual install dates and would
go by the order date.

On 11/11/24 at 1:20 PM, Surveyor interviewed MS
C and asked if the bed rails aren't tested on
installation how would they know they passed.
MS C indicated there is only one way to install
them. The only thing would be if the mattress was
not the thickness it should be or if they have one
rail with the mattress able to move. Surveyor
informed MS C Surveyor was unable to locate
any testing documents for R3, R6, R7, and R8
before 11/7/24 in the facility provided binder of
information. Surveyor asked MS C if this meant
that testing was not done prior to this date. MS C
indicated he would have to check. Of note, no
further documentation was provided to the
Surveyor.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
525276 B. WING 11/11/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SSM HEALTH ST MARY'S CARE CENTER 3401 MAPLE GROVE DR
MADISON, WI 53719
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 700 | Continued From page 9 F 700

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:OZVV11

Facility ID: 1130 If continuation sheet Page 10 of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/14/2024

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
525276 B. WING 11/11/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SSM HEALTH ST MARY'S CARE CENTER 3401 MAPLE GROVE DR
MADISON, WI 53719
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 700  Continued From page 10 F 700
On 11/11/24 at 1:28 PM, Surveyor interviewed
NHA A who indicated that the bedrails should
have the testing completed on installation.
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