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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility failed to ensure two (#5 and #7) of four residents 
reviewed for accident hazards received adequate supervision out of 11 sample residents.Specifically, the 
facility failed to put effective person centered interventions in place to prevent repeated falls for Residents #5 
and Resident #7.Findings include: I. Professional reference The National Council of Certified Dementia 
Practitioners (2026). Fall Prevention for Individuals with Dementia: Tips for Caregivers, retrieved 1/5/26 from 
http://www.nccdp.org/fall-prevention-for-dementia-patients-tips-for-caregivers/ read in pertinent part, Falls are 
a serious concern for individuals living with dementia and the consequences can be devastating. As 
cognitive decline progresses, physical abilities often become impaired, leading to an increased risk of falls. 
For caregivers, managing risks can prevent injuries and preserve the dignity and independence of loved 
ones. Dementia and falls are closely linked due to the cognitive and physical changes that occur as the 
disease progresses. As dementia affects memory and judgement, it also impacts coordination, balance, and 
motor control. In addition, emotional factors such as anxiety can contribute to fall risks. When individuals with 
dementia are anxious, they may move erratically or resist help, increasing their chances of losing their 
balance. Medications prescribed for managing dementia or coexisting conditions such as heart disease can 
sometimes cause side effects like dizziness or drowsiness, which increase fall risk. Preventing falls with 
individuals with dementia goes beyond minimizing risks and includes improving the overall well-being and 
quality of life for both patients and caregivers. By understanding the causes of falls, creating a safe 
environment, and providing proper supervision, caregivers can significantly reduce fall risks.II. Facility policy 
and procedure The Activities of Daily Living (ADL) policy and procedure, revised April 2025, was received 
from the nursing home administrator (NHA) on 12/20/25 at 11:40 a.m. It revealed in pertinent part, Residents 
are provided with care, treatment, and services as appropriate to maintain or improve their ability to carry out 
ADLs. Residents who are unable to carry out ADLs independently receive services necessary to maintain 
good nutrition, grooming, and personal and oral hygiene. If residents with cognitive impairment or dementia 
resist care, staff will attempt to identify the underlying cause of the problem and not just assume the resident 
is refusing or declining care. Appropriae care and services are provided for residents who are unable to carry 
out ADLs independently, including appropriate support and assistance with hygiene, mobility, elimination, 
dining, and communication. The resident's responses to interventions are monitored, evaluated, and revised 
as appropriate. III. Resident #5 A. Resident status Resident #5, age greater than 65, was admitted [DATE]. 
According to the December 2025 computerized physician orders (CPO), diagnoses included stroke, 
dementia, anxiety, depression, malnutrition, unsteadiness on feet, need for assistance with personal care, 
bilateral hearing loss, communication deficit, hypertension and knee arthritis. The 10/2/25 minimum data sets 
(MDS) revealed the resident had moderate cognitive impairment with a brief interview for mental status 
(BIMS) score of 12 out of 15. The resident required maximum assistance from staff, where staff provided 
more than half of the effort, for toileting, upper and lower body dressing, putting on and removing footwear, 
oral hygiene, toileting hygiene, sitting and lying in bed, standing and transfers. The resident required 
moderate assistance, where staff provided less than half of the effort, for bed mobility. The assessment 
documented the resident was frequently incontinent of bladder and bowel and had no toileting programs 
during the look-back period. Resident #5 was prescribed anti-anxiety and anti-depressant medication and 
blood thinning medication. Resident #5 used a manual wheelchair independently, after staff assisted with 
transfers and wore a wander/elopement risk alarm. The assessment revealed Resident #5 required 
eyeglasses for adequate vision. B. Resident observation On 12/30/25 at 10:30 a.m. Resident #5 was 
sleeping on her bed. On Resident #5's bedside table there was an empty cup, a bottle of room temperature 
iced tea that was almost empty and her eyeglasses. The bedside table was near the head of Resident #5's 
bed. Resident #5 had a manual wheelchair positioned next to the foot of her bed. There was a white piece of 
paper on the wall across from the foot of Resident #5's bed that read call don't fall. The font lettering was 
light yellow and offered minimal contrast with the background. Resident #5's hearing aids sat on a charger 
across from the foot of Resident #5's bed, out of her reach. Resident #5's wheelchair had no visible name or 
room identifiers. C. Record review 1. Care plan and assessments Resident #5's fall prevention care plan, 
initiated 6/25/25, identified Resident #5 was at risk for falls related to altered balance while standing and/or 
walking, altered mental status, antipsychotic medications and antidepressant medication. Interventions 
included anticipating and meeting needs (6/25/25), educating and reminding Resident #5 to call for 
assistance with all transfers 6/25/25, evaluating medications for side effects that may increase fall risk 
(6/25/25), keeping call light in reach (6/25/25), keeping personal items frequently used within reach 6/25/25), 
reviewing medication regime as indicated 6/25/25), monitoring for changes in condition affecting risk for falls 
and notifying physician if observed (6/25/25), checking with resident prior to the end of the shift to see if 
Resident #5 would like to sit in her chair or not (8/11/25), providing proper-well maintained footwear 
(non/skid) 7/30/25, hanging sign on wall reminding to use call light for assistance with transfers (7/31/25), 
relocating to a room closer to the nurses station (8/15/25), ensuring wheelchair brakes are locked when 
Resident #5 was not in her chair (8/23/25), keeping within supervised view as much as possible (8/23/25), 
placing non-skid strips on the floor near Resident #5's bed for safe transfers (8/11/25) and moving the bed 
against the wall to promote independence with safety interventions (9/3/25). The cognitive impairment care 
plan, initiated 6/26/25, identified Resident #5 had cognitive impairment related to Alzheimer's disease or 
other dementia. Interventions included anticipating and meeting needs promptly (6/26/25), discussing 
concerns regarding overall status/health with resident/family as needed (6/26/25), encouraging routine daily 
decision making (6/26/25), referring to occupational and physical therapy (6/26/25), providing cognitive 
therapy and reality orientation when appropriate and as needed (6/26/25), providing memory cues as 
appropriate (6/26/25), and providing resident education including safety measures and/or memory 
enhancement techniques as needed (6/26/25) and providing noise distraction as indicated to provide a calm 
environment (6/26/25). The 9/10/25 fall risk assessment completed by a staff LPN revealed Resident #5 had 
a fall risk score of 30 out of 42, which indicated the resident had a high risk for falling. Resident #5's initial 
care plan for fall prevention directed staff to identify resident needs. -However, there was no information in 
the EMR that documented Resident #8 individual needs. -However, there was no documentation Resident 
#5 understood the education and had the cognitive ability to locate and activate the call light system and 
when to call for staff assistance. The fall prevention care plan interventions included direction to staff to 
evaluate Resident #5's medications for side effects that might contribute to an increased fall and a 
medication review. Pharmacy review documentation was requested from the DON on 12/29/25 and received 
on 12/30/25 from the DON. The pharmacy review indicated a pharmacy review on 7/25/25 for hypertension 
management, 9/22/25 for lipid management, and 12/15/25 for routine laboratory monitoring of thyroid 
medication therapy. The record review revealed no pharmacy reviews specific for the IDT review of 
medications for fall prevention.2. Progress notes The 7/31/25 interdisciplinary team (IDT) progress note 
revealed Resident #5 fell on 7/30/25 at 6:05 p.m. The IDT progress note revealed Resident #5 lost her 
balance and fell while self transferring. The IDT initiated new interventions that included ensuring Resident 
#5 wore nonskid footwear and hanging a sign in the room to remind Resident #5 to use the call light before 
transferring. The IDT review included the NHA, director of nursing (DON), nurse manager, and the MDS 
coordinator. -However, according the the MDS assessment Resident #5 required glasses for adequate 
vision. The sign observed in Resident #5's room had a sign with yellow font on white paper, making it difficult 
to read. Observation further revealed Resident #5's glasses were out of her reach on her bedside table. The 
8/11/25 IDT progress note revealed Resident #5 fell on 8/11/25 at 6:17 a.m. The IDT progress note revealed 
Resident #5 fell while self-transferring. The IDT initiated new interventions that included to check on Resident 
#5 at 5:00 a.m. and 5:00 p.m. and asking Resident #5 wanted to be in her wheelchair or in bed. The IDT 
review included the NHA, DON and nurse manager. -However, the record review did not reveal discussion 
with Resident #5 or the responsible party for preferences for waking during the night to ensure the 
interventions were person centered to the residents desired wake times. The 8/25/25 IDT progress note 
revealed Resident #5 fell on 8/23/25 at 12:10 p.m. The IDT progress note revealed Resident #5 fell while 
self-transferring. The IDT initiated new interventions that included to ensure the resident's wheelchair brakes 
were locked if Resident #5 was not in her wheelchair and to keep Resident #5 in the line of staff as much as 
possible. The IDT review included the NHA and nurse manager. The 8/28/25 IDT progress note revealed 
Resident #5 fell six days prior, on 8/22/25 at 8:20 p.m. The IDT progress note revealed Resident #5 fell while 
self transferring from a garden room/common area chair to her wheelchair. The IDT initiated a new 
intervention to keep Resident #5 in the line of sight of the staff as much as possible. The IDT review included 
the NHA and the DON. The 9/3/25 IDT progress note revealed Resident #5 fell on 9/2/25 at 6:20 p.m. The 
progress note revealed Resident #5 attempted to self transfer back to bed and fell. The IDT initiated a new 
intervention to move Resident #5's bed against the wall to promote independence with safety interventions. 
The IDT review included the DON and two nurse managers. The 9/10/25 IDT progress note revealed 
Resident #5 fell on 9/10/25 at 8:45 p.m. The progress note revealed a staff member found Resident #5 on 
the floor with the wheelchair seat cushion next to her. The IDT implemented a new intervention for educating 
Resident #5 and ensuring Resident #5 did not use her pillow as a cushion in her wheelchair. The resident 
was provided a pressure relieving wheelchair cushion. The IDT review included the NHA, the DON, the 
director of rehabilitation services (DOR), and two nurse managers. The 10/16/25 IDT progress note revealed 
Resident #5 fell on [DATE] at 3:00 p.m. The progress note revealed Resident #5 was found on the floor with 
her wheelchair next to her and was wearing socks without anti slip protection. The progress note revealed 
Resident #5 told staff she tried to move from the bed to her wheelchair and ended up on the floor. The IDT 
implemented a new intervention to add an anti-roll back brakes to Resident #5's wheelchair. The IDT review 
included the NHA, the DON, the DOR and one nurse manager. -The facility failed to ensure the resident was 
wearing non-slip shoes and was dependent on staff for putting on footwear. The record review revealed the 
responsible party for Resident #5 provided the footwear without non-slip protection. The record review 
revealed the responsible party had not been included in the development of fall prevention interventions. 
Additionally, the record review revealed the responsible party received education about using nonslip 
footwear after the fall that included socks without protection. The 10/27/25 IDT progress note revealed 
Resident #5 fell on [DATE] at 1:30 a.m. The progress note revealed Resident #5 self transferred to the toilet 
and fell. The IDT implemented a new intervention for checking Resident #5 between 1:00 and 2:00 a.m. if 
she was awake and to highly encourage Resident #5 to use the toilet. The IDT review included the NHA, the 
DON and one nurse manager. The 11/18/25 6:01 p.m. IDT progress note revealed Resident #5 fell on 
[DATE] at 10:55 p.m. The progress note revealed Resident #5 told the staff she just slipped. The progress 
note read that Resident #5's wheelchair had been changed out with another resident's wheelchair the night 
before during wheelchair cleanings. The IDT implemented a new intervention for ensuring Resident #5's 
wheelchair had an identification tag attached to prevent future occurrences. The IDT review included the 
DON and two nurse managers. -However, observations revealed the identification tag was not on the 
resident's wheelchair (see observations above). The staff member interviewed said she was unsure where 
the tag would be found on the wheelchair and was unable to locate the tag. The tag was attached to 
Resident #'5 wheelchair on 12/30/25, during the survey. The 11/24/25 IDT progress note revealed Resident 
#5 fell on [DATE] at 1:58 a.m. The progress note revealed Resident #5 was found on the floor next to her 
bed. The progress note revealed Resident #5 told staff she slid from her bed and her walker (wheelchair) 
was missing. The IDT progress note read the wheelchair had been removed from the room for cleaning. The 
IDT implemented a new intervention for ensuring Resident #5 was assisted to the toilet prior to taking her 
wheelchair out of the room for cleaning. The IDT review included the NHA, the DON and two nurse 
managers. The 12/2/25 IDT progress note revealed Resident #5 fell on [DATE] at 1:30 p.m. The progress 
note revealed Resident #5 was found on the floor between her bed and her wheelchair. The IDT progress 
note revealed Resident #5 was wearing cute slippers that provided no anti slip protection. The IDT 
implemented a new intervention for the family to remove the slippers and replace them with non-slip slippers. 
The IDT review included the NHA, the DON, the NM and the DOR. The 12/4/25 IDT progress note revealed 
Resident #5 fell on [DATE] at 10:40 a.m. The progress note revealed Resident #5 told the staff she just 
wanted to sit in her chair and slipped. The IDT progress note read that Resident #5 continued to try and self 
transfer despite the best efforts of the facility. The facility anticipated Resident #5 would continue to try and 
self transfer. Current interventions would continue. No new interventions were recommended. The IDT 
recommended an evaluation for consideration of a transfer pole to for Resident #5 to use for safe transfers. 
The IDT review included the NHA, the DON, two NMs, the DOR and the MDS coordinator. -Record review 
revealed no additional IDT review for the transfer pole recommendation. 3. Provider progress notes The 
9/29/25 nurse practitioner's progress note revealed Resident #5 reported she had one fall without injury in 
the past year. The physician's progress note revealed Resident #5's fall risk was low. -However, Resident #5 
had sustained six falls between 7/30/25 and 9/29/25. The 12/3/25 physician's progress note revealed 
Resident #5 had trouble remembering to call for help and had no recent falls prior to 12/3/25. The physician 
progress note revealed Resident #7 had anxiety, balance disorder, dementia, fall with hip pain, and frailty 
syndrome in a geriatric patient. -However, a review of Resident #5's care plan revealed no resident centered 
interventions for Resident #5 balance disorder. -Review of the resident's EMR did not reveal documentation 
that the IDT had communicated with the physician and nurse practitioner, or the pharmacist regarding 
Resident #5's fall history and interventions. IV. Resident #7 A. Resident status Resident #7, age greater than 
65, was admitted on [DATE]. According to the December 2025 CPO, diagnoses included dementia, bladder 
cancer, stage four kidney disease, diabetes mellitus hypertension, unsteady on feet, muscle weakness, need 
for assistance with personal care, macular degeneration, mood disturbance, anxiety and lack of coordination. 
The 12/8/25 MDS revealed Resident #7 had severe cognitive impairment with a BIMS score of six out of 15. 
The resident required substantial assistance from staff for toilet hygiene, showering and upper body 
dressing. The resident was dependent on staff for lower body dressing, putting on and taking off footwear, 
rolling left to right in bed, sitting and lying in bed. The resident required transfers with a Hoyer lift (mechanical 
lift used for transfers). The MDS assessment revealed Resident #7 was always incontinent of bowel and 
bladder and had no toileting programs during the look back period. B. Resident observation On 12/30/25 at 
10:15 a.m. Resident #7 was sitting in his wheelchair in the activities room. The wheelchair did not have an 
anti-rollback locking mechanism. On 12/30/25 at 2:59 p.m. Resident #7's wheelchair was returned to his 
room and had anti-roll installed. C. Record review 1. Care plan Resident #7's fall prevention care plan, 
initiated 5/15/25, identified Resident #7 had a high risk for falling due to his fall history, his unsteady gait, and 
confusion. Interventions included encouraging Resident #7 to participate in activities that promote exercise 
for strengthening and improvised mobility (5/15/25), keeping call night within reach (5/15/25), reviewing 
medication regime as indicated (5/15/25), evaluating medications for side effects that may increase the fall 
risk (5/15/25), installing anti-roll back brakes on his wheelchair (6/19/25), installing gripper strips next to the 
bed (6/23/25), checking on Resident #7 every two hours to ensure safety (6/23/25), encouraging Resident #7 
to use gripper socks with traction (6/23/25), ensuring a urinal is at the bedside within Resident #7's reach 
and reminding Resident #7 to use the urinal (7/11/25) assisting to bed after dinner to prevent Resident #7 
from self-transferring to bed (7/26/25), placing nonslip tape in wheelchair to prevent slipping (7/28/25), 
educating and reminding Resident #7 to call for assistance with all transfers (8/13/25), obtaining physical and 
occupational therapy consultations as indicated (8/13/25) ensuring resident comfort in his recliner, putting the 
recliner remote away, ensuring Resident #7 has his call light in reach, and checking on Resident #7 
frequently when in the recliner (11/24/25), reeducating staff to offer Resident #7 to take a nap after meals 
(11/18/25), offering Resident #7 to lie down after meals as he gets tired and attempts to self transfer to take 
a nap (11/18/24) and reeducating staff to offer Resident #7 to lay down, use the restroom when he in his 
wheelchair to prevent Resident #7 from self-transferring after meals (11/21/25). 2. Progress notes The 
5/15/25 IDT progress note revealed Resident #7 fell on 5/14/25 at 2:20 p.m. The progress note documented 
Resident #7 attempted to self-transfer himself to bed after lunch. The IDT recommended a new intervention 
to offer Resident #7 the opportunity to lay down after meals. The 6/20/25 IDT progress note revealed 
Resident #7 fell on 6/18/25 at 5:12 p.m. The progress note revealed Resident #7 was observed out of his 
wheelchair and on his knees after attempting to self transfer to his bed. The IDT recommended anti-roll back 
brakes be installed on Resident #7's wheelchair. The IDT review included the NHA, DON, and DOR. 
-However, observations revealed the anti-rollback brakes were not on the resident's wheelchair (see 
observations above). The 6/23/25 10:39 a.m. progress note revealed Resident #7 fell on 6/23/25 at 3:00 a.m. 
The progress note revealed Resident #7 told the staff he forgot he could not walk and thought he was going 
to the store. The IDT recommended a new intervention to apply non-slip strips to the floor next to Resident 
#7's bed and have staff encourage wearing non-slip socks while in bed. The IDT review included the NHA, 
DON, one nurse manager, and the DOR. The 7/14/25 12:40 p.m. IDT progress note revealed Resident #7 
fell on 7/10/25 at 2:45 p.m. The progress note revealed Resident #7 was found on the floor in his restroom 
and holding the toilet. The IDT implemented a new intervention to ensure Resident #7 had a urinal at his 
bedside and to remind Resident #7 to use his urinal. The IDT review included the DON, one nurse manager 
and the DOR. The 7/28/25 9:51 a.m. IDT progress note revealed Resident #7 fell on 7/25/25 at 5:30 p.m. 
The progress note did not include information about the fall. The IDT implemented a new intervention to have 
the therapist install a non slip pad to Resident #7's wheelchair. The IDT review included the NHA and one 
nurse manager. The 8/13/25 9:58 a.m. IDT progress note revealed Resident #7 fell on 8/12/25 at 5:55 p.m. 
The progress note revealed Resident #7 was self-transferring into his bed. The IDT implemented a new 
intervention to have physical therapy and occupational therapy complete evaluations and assessments for 
possible treatment. The IDT review included the NHA, the DON, the DOR, the MDS coordinator, the social 
services director and the dietitian. The 11/21/25 IDT progress note revealed Resident #7 fell on [DATE] at 
4:00 p.m. The progress note revealed Resident #7 was found on the floor at the end of his bed. The progress 
note revealed Resident #7 was in his wheelchair prior to the fall and it appeared Resident #7 attempted to 
walk to the bathroom and fell. The IDT implemented a new intervention to offer Resident #7 toileting after 
meals and re-educating staff to offer Resident #7 the opportunity to take a nap after his meals. The IDT 
review included the NHA, DON and one nurse manager. The 11/24/25 IDT progress note revealed Resident 
#7 fell on 11/20.25 at 8:15 p.m. The progress note read Resident #7 was found on the floor with his head 
beneath his bed. The IDT implemented a new intervention for reeducating staff to offer Resident #7 the 
opportunity to lie down after meals. The IDT review included the NHA, DON and two nurse managers. The 
11/24/25 IDT progress note revealed Resident #7 fell on [DATE] 1:10 p.m. The progress note revealed 
Resident #7 was found on the floor in front of his recliner and it appeared Resident #7 used the remote to 
raise the recliner to a full upward position and fell out of the chair. The IDT implemented new interventions 
which included ensuring Resident #7 was comfortable in his chair, putting the remote away, ensuring 
Resident #7 had his call light, and frequently checking on Resident #7 when he was in his recliner. The IDT 
review included the NHA, the DON and two nurse managers. The progress note revealed physician's orders 
were obtained for laboratory testing and changes were made to the resident's blood pressure medication. V. 
Staff interviews Registered nurse (RN) #1 was interviewed on 12/30/25 at 10:30 a.m. in Resident #5's room. 
RN #1 said she was aware Resident #5 was a high fall risk. RN #1 said she was unsure of what Resident 
#5's needs were and pointed to the bedside table, the water container and the residents eye glasses. RN #1 
said Resident #5 had an empty water container and a small amount of room temperature iced tea. RN #1 
said she was unsure if Resident #5 was able to sit up in her bed independently to reach or drink her 
beverages. RN #1 said Resident #5's hearing aides were not within her reach, and were charging on the 
ledge against the wall. RN #1 said she was unsure why Resident #5 was not wearing her hearing aids. RN 
#1 said Resident #1 did not use her call light. RN #1 said Resident #5's roommate kept an eye on Resident 
#5 and called staff to assist Resident #5 when necessary. RN #1 said the staff left Resident #5's door open 
and curtain pulled back so they could observe Resident #5 when they walked past her room. RN #1 said she 
was unsure of an effective fall prevention intervention, except to watch Resident #5 closely. RN #1 said she 
completed a search of Resident #5's wheelchair and was unable to locate an identification tag. The DON 
was interviewed on 12/30/25 at 10:40 a.m. The DON said the facility implemented a performance 
improvement plan (PIP) in August 2025 because she noticed the facility had a high number of resident falls 
with and without injuries. The DON said one of the action items on the PIP was the establishment of IDT 
ambassadors that were responsible for auditing residents for fall prevention interventions. The DON said the 
PIP included a check list for each high risk resident and the applicable interventions. The DON said the 
ambassador was responsible to use the checklist and ensure the interventions were in place and effective. 
The DON said Resident #5 had an intervention that included a sign to remind Resident #5 to use the call 
light for assistance. The DON said she was unsure if Resident #5 was able to push the call light button. She 
said she would have the push button call light replaced with a touch-pad to activate the call light system. The 
DON said said Resident #5's interventions included an intervention to ensure staff anticipated and met the 
resident's needs. The DON said although Resident #5's care plan did not identify resident-specific needs and 
preferences, the staff communicated tasks and were updated using an application on their personal cell 
phones. The DON said if staff did not use a cell phone, all staff were required to read the Kardex (staff 
directive tool) for each resident and they would find resident-specific interventions. Licensed practical nurse 
(LPN) #1 was interviewed on 12/30/25 at 2:59 p.m in Resident #7's room. LPN #1 said she was familiar with 
Resident #7. LPN #1 said Resident #7 was dependent on staff for transfers and required the use of a Hoyer 
lift. LPN #1 said Resident #7 had a history of falls when he tried to get out of bed without assistance. LPN #1 
said she was unaware Resident #7 should have an anti-roll back brake on his wheelchair. LPN #1 said she 
received information about each residents' risk of falling during the shift report and physician's orders. 
Certified nurse aide (CNA) #1 was interviewed on 12/30/25 at 2:59 p.m. CNA #1 said she did not know 
Resident #7 required an anti-roll back brake on his wheelchair. CNA #1 said Resident #7 was dependent on 
staff for transfers to his wheelchair and for wheelchair mobility in the facility. CNA #1 said the CNA tasks for 
each resident prompted the CNA for review and completion. The NHA and the DON were interviewed 
together on 12/30/25 at 5:30 p.m. The NHA said the facility had a PIP in place that had been effective in 
reducing falls at the facility. The NHA said the facility's IDT reviewed every fall and discussed resident status 
and made recommendations for fall prevention interventions. The NHA said the facility had identified causes 
for Resident #5's falls and had done everything possible to prevent Resident #5 from falling, although 
Resident #5 had the right to fall. The DON said she had been very happy with the results of the PIP because 
the number of falls had reduced at the facility. The DON said because specific fall prevention interventions 
were not observed during the survey, it was not significant because the absence of the intervention had not 
caused additional falls. -However, Resident #7 had eight additional falls since the facility recommended 
implementing anti-rollback brakes. VI. Facility response The Performance Improvement Plan (PIP), dated 
8/21/25, was received from the DON on 12/30/25 at 1:10 p.m. The PIP read the facility identified a deficiency 
with increasing falls with injury or major injury. The PIP included elements for implementing corrective 
actions for affected residents, identifying and protecting other potentially affected residents, measuring and 
systemic changes to prevent recurrences, and monitoring to ensure sustained compliance. The PIP included 
documentation of random audits by a staff member for call lights, personal items in reach, water is within 
reach and full, residents ability to use the call light, furniture preferences are identified, footwear is identified, 
and to ensure fall preventions were in place The 9/29/25, 11/20/25, 12/3/25 and 12/17/25 audits for Resident 
#5 documented Resident #5 kept closing her curtain, but agreed to leave her curtain open when reminded by 
staff. The audit documented Resident #5 was able to use her call light and her personal items were in reach. 
The audit included a review of individual fall prevention interventions but were unchecked for status. -The 
audit did not include an assessment of Resident #5 ability to read reminder signs, reach and move her 
bedside table, or her ability to press and activate the call light. Additionally, the audit did not include resident 
specific needs. There was no status documented for the recommended therapy evaluation of a transfer pole 
and the residents ability to position herself independently in bed when bilateral bedrails were present. The 
PIP included the 9/8/25 call light response audit for Resident #5 which documented Resident #5 had a call 
light in reach. The audit revealed there was no signage for reminding Resident #5 to use the call light for staff 
assistance and a request was initiated to install non-skid tape to Resident #5's floor next to her bed. The PIP 
revealed the facility had a downward trend in falls from 398 falls in April 2025, 404 falls in May 2025, 439 
falls in June 2025, 412 falls in July 2025, 405 falls in August 2025, 402 falls in September 2025 and 197 falls 
in October 2025. -However, observations revealed the facility failed to consistently implement 
person-centered effective fall interventions for Resident #5 and Resident #7.
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