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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

37925

Based on observation, interview, and record review, it was determined the facility failed to ensure 
interventions were consistently implemented to prevent further harm or injury to a resident who had a 
previous fall with a major injury for 1 (Resident #3) of 3 (Residents #1, #2 and #3) residents who were 
reviewed for falls. The findings are:

A review of the Order Summary indicated the facility admitted Resident #3 with diagnoses of dementia and 
muscle wasting and atrophy.

The 5-day Medicare Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 05/27/2024 
indicated Resident #3 had a Brief Interview of Mental Status (BIMS) score of 3 (0-7 indicates severe 
cognitive impairment).

Review of Resident #3's Care Plan, revised 04/22/2024, revealed the resident was at risk for falls and had an 
actual fall on 03/10/2024 and was to have non-skid strips to the bedside and a fall mat bedside the bed.

A Nsg (nursing) I&A (incident and accident) note, dated 03/10/2024, indicated Resident #3 was sitting on the 
floor next to the bed and reportedly had slid off the bed. The resident complained of right hip pain and an 
x-ray was ordered for the right hip.

A Nsg -Morse Fall Score form, dated 01/06/2024, indicated Resident #3 had a score of 75 (45 and higher 
indicated high risk for falls). A Nsg-[Named] Fall Score form, dated 03/10/2024, indicated Resident #3 had a 
score of 60. 

A Radiology Results Report, dated 03/11/2024, revealed Resident #3 had fractured the right proximal femur. 

An encounter, reviewed from a progress note dated 03/18/2024 at 00:00 (12 AM), revealed in the history of 
present illness section that Resident #3 had surgery that week on the right femur and would be participating 
in skilled therapy.

On 06/13/2024 at 1:30 PM, Resident #3 was lying in bed in Resident #3's room with eyes closed, and there 
were no non-skid strips or a fall mat on the floor on Resident #3's side of the room. 
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On 06/13/2024 at 2:05 PM, Certified Nursing Assistant (CNA) #1 entered Resident #3's room and during an 
interview she confirmed that she was familiar with the resident 's plan of care and that she thought the 
resident did have a past fall. She confirmed there were no non-skid strips or a fall mat on the floor at this 
time. When she was asked if the resident was supposed to have either item, she indicated that she was not 
sure. 

On 06/13/2024 at 2:14 PM, Licensed Practical Nurse (LPN) #2 entered the resident's room and during an 
interview she confirmed that she was familiar with Resident #3's plan of care and confirmed the resident had 
a fall in which a hip fracture occurred. She confirmed there was no fall mat or non-skid strips on the 
resident's floor and to her knowledge, she didn't think the resident was required to have either item. 

On 06/13/2024 at 2:42 PM, the MDS Coordinator provided a Visual / Bedside Kardex Report that indicated 
Resident #3 was to have a fall mat and non-skid strips to the bedside.

An Incident and Accident Policy and Procedure, that was not dated, and provided by the Director of Nursing 
(DON) on 6/14/2024 specified, .Purpose: To assure that all persons who are involved in an incident or 
accident, or suspected to have had an incident or accident, are evaluated and receive treatment as indicated 
and are monitored for disposition of incident and accident . Procedure: .10. All incidents will be discussed 
daily with ID [interdisciplinary] team to include intervention and update of plan of care .

The Fall Prevention Program Policy and Procedures, not dated, and provided by the DON on 06/14/2024 
specified, .Purpose: The fall prevention program is an individualized plan to promote safety of residents who 
have been identified as high risk for falls via [by way of] ID team determination .6.All residents on the 
program will have a care plan addressing goals and approaches .
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