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Based on observation, interview, and record review, the facility failed to ensure an environment free of 
accidents or hazards for one of four residents (Resident 2) when Resident 2, who was at high risk for falls, 
fell when she was left in the bathroom unattended on 8/5/24. This failure had the potential to result in 
Resident 2 sustaining injury including fractures (broken bones) and decreased well-being.Findings:A review 
of Resident 2's admission RECORD, indicated that Resident 2 was admitted to the facility in 2024 with 
diagnoses which included surgical repair of left hip fracture.A review of Resident 2's Care Plan Report, dated 
7/27/24, indicated .Focus.At risk for falls.Goal.Will not sustain serious injury.Interventions.Anticipate and 
meet needs.A review of Resident 2's Progress Notes, dated 8/5/24, indicated, .writer was called by attending 
CNA (Certified Nursing Assistant) to pull up resident @ 0600 [6AM].upon entering room, resident was found 
sitting down inside the bathroom.resident transferred back to wc [wheelchair] by 3 person assist.resident 
stated that she needed to use the bathroom and received help doing so, but attending CNA had left her 
unattended while using the bathroom.informed attending CNA to be with resident at all times while using the 
bathroom.A review of Resident 2's Fall Risk Evaluation, dated 7/24/24, indicated .Score: 12.Category: High 
Risk. A. Mental Status: Alert/Oriented x 3 (time, place, person) .B. History of Falls. 3 or more falls in past 3 
months.C. Elimination Status.Requires regular assist with elimination.A review of Resident 2's MDS 
(Minimum Data Set, a comprehensive care assessment tool) - Section GG-Functional Abilities and Goals, 
dated 8/1/24, indicated, Self-Care.Safety and Quality of Performance - If helper assistance is required 
because resident's performance is unsafe or of poor quality, score according to amount of assistance 
provided.Toileting/hygiene: The ability to maintain perineal hygiene, adjust clothes before or after voiding or 
having a bowel movement.02. Substantial/maximal assistance - Helper does MORE THAN HALF the effort.
Toilet transfer: the ability to get on or off a toilet or commode.01. Dependent - Helper does ALL of the effort. 
Resident does none of the effort to complete the activity. Or, the assistance of 2 or more helpers is required 
for the resident to complete the activity.During a phone interview on 6/19/25, at 10:14 a.m., with the 
Responsible Party (RP) of Resident 2, the RP stated that she was concerned about the care Resident 2 
received at the facility. The RP further stated Resident 2 was assisted to the bathroom and left alone by staff, 
resulting in a fall. The RP stated that she was notified by phone after the fall. The RP further stated that 
Resident 2 was not injured.During an interview on 6/20/25, at 12:20 p.m., with Certified Nursing Assistant 
(CNA) 1, CNA 1 stated the facility's fall protocol for residents at risk for falls was to have the call light within 
reach, bed in low position with wheels locked, wheelchair locks on when a resident was not mobile in the 
wheelchair, ambulate (walk) with assistance with gait belt if needed, stand outside the bathroom door to give 
the resident privacy and wait to assist the resident when done.During an interview on 6/20/25, at 12:21 p.m., 
with Licensed Nurse (LN) 1, LN 1 stated residents were assessed for fall risk on admission, quarterly, and 
after a fall incident. LN 1 stated that when residents who were at risk for falls were assisted to the bathroom; 
the CNAs stayed with the residents. LN 1 further stated the CNAs stayed outside the bathroom door so that 
the residents could have privacy. LN 1 stated the residents were instructed to call for assistance when they 
were finished using the bathroom.During a phone interview on 6/20/25, at 3:50 p.m., CNA 2 stated that she 
remembered Resident 2. CNA 2 confirmed that she remembered taking Resident 2 to the bathroom on 
8/5/24. CNA 2 further confirmed that she left Resident 2's room after she helped her to the bathroom. During 
a phone interview on 6/20/25, at 3:55 p.m., with LN 2, LN 2 stated she remembered Resident 2. LN 2 further 
stated that CNA 2 assisted Resident 2 to the bathroom, then CNA 2 left Resident 2's room while Resident 2 
was still in the bathroom. LN 2 confirmed that Resident 2 fell in the bathroom. LN 2 stated that she advised 
CNA 2 to remain with the residents with high risk for falls while they used the bathroom. LN 2 stated that staff 
waited outside the bathroom door so that they could give the residents privacy but be close by to assist the 
residents after they were finished. LN 2 stated that Resident 2 had a high fall risk and had fallen before.
During a concurrent interview and record review on 6/20/25, at 3:30 p.m., with the Director of Nursing (DON), 
Resident 2's Electronic Medical Record (EMR) was reviewed. The DON stated residents were assessed for 
fall risk upon admission to the facility, quarterly, and after a fall incident. The DON further stated that if a 
resident that was assessed to be at high risk for falls was assisted to the bathroom, the resident was 
instructed to use the call light for assistance when finished. The DON explained that the staff usually waited 
outside the bathroom door to give the resident privacy. The DON acknowledged that leaving a resident at 
risk for falls in the bathroom and not waiting outside the bathroom door to assist the resident could increase 
the resident's risk of falling. The DON stated that Resident 2 was instructed to use the call light when she 
was finished in the bathroom on 8/5/24. The DON confirmed that the CNA did not wait outside the bathroom 
door while Resident 2 was in the bathroom. The DON further confirmed that the facility policy was not 
followed. A review of an undated facility policy and procedure (P&P) titled, Resident Examination and 
Assessment, indicated, .Purpose.The purpose of this procedure is to examine and assess the resident for 
any abnormalities in health status, which provides a basis for the care plan.9. Activity level: a. able to 
perform ADLs (Activities of daily living, tasks of everyday life including eating, dressing, bathing, or 
showering, and using the bathroom); and b. degree of assistance required. A review of an undated P&P 
titled, Fall Risk Assessment, indicated, .The nursing staff, in conjunction with the attending physician, 
consultant pharmacist, therapy staff, and others will seek to identify and document risk factors for falls and 
establish a resident-centered falls prevention plan based on relevant assessment information.Policy 
Interpretation and Implementation.1. Upon admission, the nursing staff and the physician will review a 
resident's record for a history of falls, especially falls in the last 90 days.7. The staff, with the support of the 
attending physician, will evaluate functional and psychological factors that may increase fall risk, including.
mobility.activities of daily living (ADL) capabilities.continence [control or lack of control of the bowel and 
bladder]. A review of an undated facility P&P titled, Fall, indicated, .General Guidelines.1. Falls area leading 
cause of morbidity and mortality [death] among the elderly in nursing homes.4. Residents must be assessed 
upon admission and regularly afterward for potential risk of falls. Relevant risk factors must be addressed 
promptly.
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