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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
safety observations, record review and interviews, the facility failed to ensure an environment free from risk
of accidents and hazards for three (#106, #37 and #10) of six residents reviewed for accident hazards
Residents Affected - Few out of 42 sample residents.Specifically, the facility failed to:-Ensure Resident #106 was transported
appropriately in the facility transportation vehicle, which resulted in a fall from the resident's
Note: The nursing home is wheelchair causing fractures to both of her lower extremities;-Ensure Resident #37's care planned fall
disputing this citation. interventions were consistently implemented by staff in order to prevent multiple falls for the

resident, including one with major injury; and,-Ensure the interdisciplinary team (IDT) reviewed
Resident #37 and Resident #10's falls in a timely manner in order to determine if the residents' fall
interventions were appropriate or if new fall interventions were needed.Resident #106, who was
admitted to the facility on [DATE], had impairments to both lower extremities, used a wheelchair for
mobility and was dependent on staff assistance for transfers. On 1/30/26 Resident #106 was being
transported in her wheelchair, without the foot pedals attached, in a facility transportation vehicle to
an outside appointment when her upper body began sliding forward in her wheelchair. When the
facility transportation driver pulled over on the side of the road, Resident #106 slid further forward in
her wheelchair and struck her lower legs on a structure in the transportation van, resulting in
fractures to both of the resident's tibias (the larger of the two bones in the lower leg, connecting the
knee to the ankle).The facility's failure to prevent an accident on a facility transportation vehicle
resulted in serious harm for Resident #106 and continued to place residents at risk for serious harm or
death if not corrected immediately. Additionally, Resident #37, who was admitted to the facility on
[DATE], was determined by the facility to be at high risk for falls. Between 5/27/25 and 3/7/26,
Resident #37 sustained 16 falls, with the fall on 3/7/26 resulting in a laceration to the resident's right
cheek which required transport to the hospital's emergency department where the resident was
diagnosed with a maxillary sinus fracture (involves broken bones in the upper jaw/cheek area).The
facility implemented fall interventions for Resident #37's falls, however, the interventions were not
consistently implemented in a timely manner and observations during the survey revealed care
planned fall interventions were not being consistently implemented by staff.Additionally, the facility
failed to identify and document fall interventions in a timely manner for Resident #10, who sustained
five falls between 9/25/25 and 2/11/26.

Findings include:

I. Immediate Jeopardy

A. Situation of immediate jeopardy

On 1/30/26, Resident #106 was being transported in her wheelchair, without the foot pedals attached,

in a facility transportation vehicle to an outside appointment when her upper body began sliding
(continued on next page)
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forward in her wheelchair. When the facility transportation driver pulled over on the side of the road,
Resident #106 slid further forward in her wheelchair and struck her lower legs onto a structure in the
transportation van, resulting in fractures to both of the resident's tibias.

The facility failed to implement appropriate interventions to prevent further accidents for Resident
#106 and other residents on the transportation van after Resident #106's accident on 1/30/26.

The facility's failure to prevent an accident on a facility transportation vehicle resulted in serious
harm for Resident #106 and the facility's failure to implement appropriate interventions following
Resident #106's accident continued to place all residents at risk for serious harm or death if not
corrected immediately.

B. Imposition of immediate jeopardy

On 3/11/26 at 5:00 p.m., the nursing home administrator (NHA) was notified of the immediate jeopardy
situation created by the facility's failures to prevent an accident for Resident #106 and implement
appropriate interventions following the accident.

C. Facility plan to remove immediate jeopardy

On 3/12/26 at 2:56 p.m. the facility submitted a plan to remove the Immediate Jeopardy.
The removal plan read:

1. Corrective action

All resident transportation services were temporarily suspended by the facility on 3/11/26 and
transferred to an outside company. This will continue until 3/16/26, once training and validation has
been completed.

All staff members assigned transportation responsibilities were immediately removed from
transportation duties pending completion of retraining and competency validation. Competency
validation started on 3/11/26 and will continue to be conducted and verified by the maintenance
director (MTD) in collaboration with the nurse liaison or designated clinical representative as
approved by the administrator.

Residents requiring appointments during the review period were transported using medical
transportation services through external transportation companies.

2. Identification of others

The facility implemented a resident transportation risk assessment tool on 3/12/26 to identify
residents who require special transportation precautions. All residents who utilize facility
transportation will be assessed using this tool. The assessment identifies residents with conditions
requiring additional safety considerations during transport, including those with ostomies, indwelling
urinary catheters, suprapubic catheters, oxygen equipment, or other medical devices, and ensures
appropriate precautions are implemented prior to transportation.

3. Systemic changes
(continued on next page)
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The facility implemented a comprehensive transportation safety program on 3/12/26 to include all of
the following:

-Transportation Safety Policy (updated March 2026);

-Transportation Driver Job Description with defined safety duties (1/8/26);

-Transportation Staff Competency Validation process;

-Pre-Transport Safety Checklist (reviewed by the administrator or designee);

-Transportation Special Circumstances Protocol;

-Transportation Incident Investigation Template;

-Transportation Safety Training Program; and,

-Transportation Safety QAPI Monitoring Process.

Wheelchairs must be secured using a four-point tie-down system.

Residents must be secured with lap and shoulder seatbelts.

Wheelchair brakes and foot pedals must be verified prior to transport by the administrator or designee.
Resident stability must be confirmed before departure by the administrator or designee.

Residents With Special Medical Circumstances:

All medical devices for residents being transported will be evaluated on an individual basis, to include
but not limited to, those with ostomies, indwelling urinary catheters, suprapubic catheters, oxygen
equipment, or other medical devices, and ensures appropriate precautions are implemented prior to
transportation if necessary.

Staff Training and Competency Validation:

All transportation staff will receive mandatory transportation safety training starting 3/12/26,

including wheelchair securement procedures, restraint placement, medical device accommodations,
and emergency response procedures. Attendance will be documented using a training sign-in sheet
and competency validated using a transportation staff competency validation checklist. Validation will
occur through the maintenance director and clinical liaison/designee as approved by the administrator
(the maintenance director for securement and mechanical procedure and the clinical liaison for the
special circumstance/medical items).

Pre-Transport Safety Verification

A Pre-Transport Safety Checklist will be completed starting 3/12/26 prior to each transport verifying
wheelchair brakes engaged, foot pedals attached, four-point tie-down secured, lap and shoulder

restraints applied, medical devices protected, and resident stability confirmed this will be completed
(continued on next page)
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by (Maintenance Director and Clinical Liaison/Designee).
4. Monitoring

A transportation incident adhoc quality assurance and performance improvement (QAPI) tool was
completed to ensure structured review of any transportation-related incident including incident
description, equipment review, root cause analysis, and corrective action planning. This adhoc was
completed on 2/2/26.

D. Removal of the immediate jeopardy

The NHA was notified the immediate jeopardy was removed on 3/12/26 at 2:56 p.m. based on the
facility's removal plan (see above). However, the deficient practice remained at a G level, actual harm
that is not immediate jeopardy, isolated.

II. Facility policy and procedure

The Safety Responsibilities: Authorized (Facility Name) Drivers Operational policy and procedure,
dated 2/4/13, was received from the NHA on 3/11/25. It read in pertinent part, The driver and all
passengers are required to wear seatbelts and shoulder harnesses any time the vehicle is in motion.
Wheelchairs must be made secure with the wheelchair straps located in the bus and van.

The Fall Management policy and procedure, revised October 2025, was received from the NHA on
3/12/26 at 1:31 p.m. It read in pertinent part, A resident that is determined to be at an increased risk
of falls may receive additional interventions, screening, monitoring or review as applicable and as
determined by clinical leadership.

Additional interventions may be implemented upon quarterly or annual review, significant change, or if
actual falls occur.

Falls will be reviewed by the interdisciplinary team (IDT) to ensure that appropriate interventions
have been selected, implemented and are effective. Individualized care plan interventions will be
implemented for residents after the fall risk assessment is completed.

IIl. Failed to prevent an accident on a facility transportation vehicle resulting in serious harm
A. Resident #106
1. Resident status

Resident #106, age greater than 65, was admitted on [DATE]. According to the March 2026
computerized physician orders (CPO), diagnoses included vascular dementia, history of bowel
perforation and unspecified fracture of the shaft of tibia.

The 3/7/26 minimum data set (MDS) assessment documented the resident was severely cognitively
impaired with a brief interview for mental status (BIMS) score of five out of 15. She had impairments
to both lower extremities and was dependent on staff for transfers, bathing, dressing and bed
mobility. The resident had a fracture and impaired range of motion.

(continued on next page)
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F 0689 2. Resident and representative interview

Level of Harm - Immediate Resident #106's representative was interviewed on 3/10/26 at 10:22 a.m. The representative said

jeopardy to resident health or Resident #106 was being transported on the day of the accident (1/30/26) to a physician's

safety appointment. The representative said Resident #106 told her that the facility' van driver hit the brakes
hard and caused her to fall out of her wheelchair. She said the resident's body was swollen the next

Residents Affected - Few day when she came to visit her and the driver denied that the resident had fallen out of her wheelchair
in the van. She said that the resident's other representative was waiting at the physician's

Note: The nursing home is appointment and saw the driver on the side of the road trying to adjust Resident #106 back into her

disputing this citation. wheelchair and the other resident had to come over and help the driver. The representative said after

a few days, Resident #106's vital signs were unstable and the representative and the other
representative requested that Resident #106 be sent out to the hospital. She said the facility said the
resident's fractures were old fractures but the hospital indicated that they were new and related to
the accident in the transportation van. The representative said since the accident, Resident #106
would no longer get out of bed, go to activities or visit with the family in the private dining room, and
she had experienced increased depression. She said Resident #106 was put onto hospice care
services after returning to the facility from the hospital due to her significant decline after the
accident.

Resident #106 was interviewed on 3/10/26 at 1:38 p.m. Resident #106 said the incident in the van
was horrific and she was scared at the time but did not want to talk anymore about it.

3. Record review

Resident #106's fall care plan, revised 10/7/25, revealed the resident was at risk for falls and injury
from falls related to vascular dementia, anoxic brain injury (occurs when the brain is completely
deprived of oxygen, leading to brain cell death within approximately four minutes), decreased mobility,
weakness, chronic pain syndrome, hearing loss and pain medication use. Interventions, initiated
5/12/22, included anticipating her needs and ensuring the call light was within reach.

-The care plan failed to reveal any updates to the resident's fall interventions after the accident on
1/30/26.

-A review of Resident #106's electronic medical record (EMR) revealed no fall risk assessments were
completed after the accident on 1/30/26 until after the resident had been sent out to the hospital on
2/4/26 (five days after the accident) and returned from the hospital (see hospital records below).

A health status note, dated 1/30/26, revealed Resident #106 had returned to the facility from a
physician's appointment and the nurse was notified by the transportation driver that the resident was
transported without foot pedals. The resident had refused to wear foot pedals on her wheelchair,
according to the van driver. Upon returning, the nurse noted purple and red bruising to the resident's
right knee, an abrasion to her right second toe, a bruise to the bottom of her right heel, a blood blister
to her left second toe, a bruise to her left heel, and a bruise to her left foot below the last toe. The
nurse additionally noted moderate swelling to the resident's knees and legs. The physician was
notified and the nurse provided pain management and an ice pack.

An order administration note, dated 1/31/26 at 5:14 a.m., revealed Resident #106 was provided pain
medication for a pain scale level of 9 out of 10 and the medication was ineffective.
(continued on next page)
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An order administration note, dated 1/31/26 at 10:50 a.m., revealed the resident complained of a pain
level of 10 out of 10 that was relieved intermittently by pain medication, topical pain gel, and ice
packs.

A health status note, dated 1/31/26 at 12:52 p.m., revealed Xray results obtained in the facility
revealed age-indeterminate tibia fractures were noted. The family requested additional Xrays to
determine if the fractures were acute or chronic.

A health status note, dated 2/1/26 at 2:02 a.m., revealed similar Xray results after a second set of
Xrays were obtained.

An order administration note, dated 2/1/26 at 11:01 a.m., revealed Resident #106 refused three times
to get out of bed to be weighed.

A health status note, dated 2/1/26 at 7:40 p.m., revealed delayed generalized bruising to Resident
#106's left leg, right knee, right great toe and right side of her right breast with a pain scale level of 7
out of 10.

An order administration note, dated 2/2/26 at 8:37 a.m., revealed the resident was provided pain
medication for a pain scale level of 7 out of 10 and the medication was ineffective.

A health status note, dated 2/2/26 at 6:42 p.m., revealed Resident #106 was presenting with
increased confusion, responding inappropriately to questions and not saying things that made sense
to others. The resident had not had a bowel movement for three days.

A physician follow up note, dated 2/3/26, revealed the resident had been getting out of bed less and
eating less the last few days.

A physician follow up note, dated 2/4/26 at 10:07 a.m., revealed Resident #106 had spent the
weekend in bed with increased pain medications and intermediate hallucinations and confusion. The
physician discussed with the family the resident's continued decline despite treatments in place and
the family elected to have the resident sent to the hospital.

A health status note, dated 2/4/26 at 10:17 a.m., revealed Resident #106 was sent out to the hospital.

Hospital progress notes, dated 2/9/26, revealed Resident #106 had been admitted to the hospital with
an increased need for oxygen (from 2 liters per minute (LPM) to 5 LPM), and an increased heart
rate/respiration rate/leukocytosis (an immune response causing a high white blood cell count). She
reported to the hospital staff that five days prior, she had been in the midst of a transport to an
appointment, fell forward out of her wheelchair and landed on both of her knees. Since that time, she
had an increase in bilateral lower extremity pain, decreased mobility and decreased oral intact. Xrays
revealed a fracture in the bony attachment to the anterior ligament of the left tibia with soft tissue
swelling and a fracture of the shin of the right tibia.

Hospital progress notes, dated 2/16/26, revealed Resident #106 was admitted to the hospital on
[DATE]. The records documented the resident was being treated for a recent fall several days prior
to her hospital admission. The resident was wheelchair-bound and in the midst of a transport to an
appointment, she fell forward out of her wheelchair and landed on both of her knees. The hospital
Xrays revealed bilateral tibial fractures with recent trauma contributory.
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A health status note, dated 2/19/26, revealed Resident #106 was readmitted to the facility.
A health status note, dated 2/22/26, revealed the resident was admitted on hospice care services.

The hospice pain screen admission notes, dated 2/22/26, revealed Resident #106 was admitted to
hospice care services for heart failure, chronic obstructive pulmonary disease (COPD) and pain
management. The resident reported to the hospice nurse that she was experiencing throbbing,
intermittent pain in both bilateral lower extremities that interfered in her mobility and activity daily.
The nurse documented the limited range of motion, pain and weakness related to bilateral lower
extremity fractures affected the resident's quality of life.

B. Staff interviews

The facility's van driver was interviewed on 3/11/26 at 11:17 a.m. The van driver said he had been
the transportation driver for a little over a month and was a certified nurse aide (CNA) prior to that.
The van driver said that the training he received was from the previous van driver who was now the
facility's central supply coordinator. The van driver said the central supply coordinator went over with
him the basics of the van, safety features and how to connect the seat belts to the wheelchair and
residents. The van driver said he had to do a return demonstration during the training as well. The van
driver said that the only two people who drove the van were himself and the central supply
coordinator. He said that when he went to pick up Resident #106 from her room on 1/30/26, she did
not have foot pedals on her wheelchair and she told him that was her preference. He said he took her
to the van and buckled her in with the four-point belts that attached the wheelchair base to the van.
He said that the resident said she was comfortable, but once they started to get off the exit of the
highway on the way to her physician's appointment, she said she was sliding down in her wheelchair.
The van driver said she continued to slide down, but he was unable to pull over because he was
exiting the highway and had to wait until he could pull over to a safe place on the road. He said when
he was able to pull over, he could see that Resident #106 had slid down to where her knees and legs
were resting on the step right behind the driver's seat.

The van driver said that since the incident with Resident #106, every resident was expected to have
foot pedals on their wheelchairs and he insisted that they have them on as part of transportation
safety. He said he now left for residents' appointments a little earlier so he could ensure that he drove
a little slower, and he made sure that he communicated with the CNAs as to what each resident's
transfer status was. The van driver said if there was something that he was not comfortable with, he
would have a transportation company take the resident on that appointment.

The van driver said he believed several things caused the accident with Resident #106. He said that
the resident was sitting on a blanket and her Hoyer lift (mechanical lift) sling, which made her slide
more in her wheelchair. The van driver said he did not secure the seat belt the way he knew he should
have, and it was not as tight as it could have been. The van driver said Resident #106 did not have
foot pedals on her wheelchair so when she did start to slide, there was nothing to prevent her from
continuing to slide. The van driver said that the facility had added foam padding to cushion the step
where Resident #106 had hit her knees and legs to provide a buffer.

The van driver demonstrated with a staff member in a wheelchair how he buckled Resident #106 into
the van on the day of the accident. He took the shoulder part of the seat belt and buckled it around the
back of the van seat instead of across the resident's shoulders, and the lap part of the seat belt went
across her chest instead of her lap. He acknowledged that this was not the proper way to utilize the
(continued on next page)
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seat belt, but he had been concerned that day on how to buckle her in without disrupting or damaging
her ostomy bag.

The NHA was interviewed on 3/11/26 at 11:47 a.m. The NHA said the facility's process when they
investigated Resident #106's accident on 1/30/26 included having the driver of the van role play the
scenario, in addition to having the van driver receive retraining from the central supply coordinator
and perform a return demonstration. The NHA said the facility also completed an audit of all the
residents in wheelchairs to ensure that they had operational foot pedals so when they went out on
appointments, there was no reason for them to go without foot pedals. The NHA said when Resident
#106 came back to the facility on 1/30/26, a full assessment was done and no more transports were
done for the rest of the day until the following Monday (2/5/26), after the van driver had received
retraining. She said that she had been out of the building on the day of the accident, as well as the
director of operation, who acted as the alternative NHA when she (the NHA) was out of the facility.
The NHA said that there was no follow-up service inspection done on the van after the incident until
3/3/26.

The director of operations was interviewed on 3/11/26 at 12:10 p.m. The director of operations said
even though he was not working on the day of Resident #106's accident, he was in communication
with the director of nursing (DON) throughout the following day (1/31/26) to discuss the incident. The
director of operations said the root cause analysis was that due to the resident not wearing her foot
pedals, this prevented her from having a buffer from her sliding and hitting her legs.

The central supply coordinator was interviewed on 3/11/26 at 2:02 p.m. The central supply
coordinator said she helped train the facility's current van driver when he was hired to take over the
position. The central supply coordinator said she received her training from the previous van driver
approximately six years ago (2020). The central supply coordinator said she received training on how
to utilize the van and hook residents into the van from a different van driver who no longer worked at
the facility. She said she had not received any other training or competencies since then. The central
supply coordinator said her training consisted of being trained on locking the wheelchair into the van
and utilizing the seat belt. She said that her trainer trained her by using an empty wheelchair and the
central supply coordinator had to do a return demonstration of what the other driver had shown her.

The central supply coordinator said when she trained the current van driver, she had him ride with her
and show her how to hook the residents into the van and get them out of the van. The central supply
coordinator said her training with the van driver was not based on any worksheet or checklist, just
her own knowledge of the transportation process. She said that she did not do a competency
worksheet with him on his initial training and instead, did it with him on the follow-up training after

the accident involving Resident #106. The central supply coordinator said she was unaware if there
was an operations manual for the van itself. She said she did not know if there was a policy and
procedure for driving emergencies. The central supply coordinator said that the van driver reports
directly to the NHA, but she did not know who was responsible for servicing the van. She said if there
was an emergency with the seat belt while the driver was driving the van and she was not available
for him to call her, she was not aware of any other backup. The central supply coordinator said she
did not know who the van driver was supposed to call if he was having a clinical or mechanical
emergency while out on a transport.

The NHA was interviewed a second time on 3/11/26 at 2:37 p.m. The NHA said the MTD was in
charge of the service and operations of the van. The NHA said she was not sure what competencies
the central supply coordinator had when she initially trained the facility's current van driver or what
(continued on next page)
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he had been trained on, since the training had not been documented. She said that the van driver and
the central supply coordinator were the only van drivers for the facility and if they had questions, they
could contact the DON or the assistant director of nursing (ADON), however neither the DON or ADON
had been trained on transportation. The NHA said she was unable to find any of the training that the
central supply coordinator might have received prior to training the current van driver. The NHA said
after the accident involving Resident #106, the van driver admitted he did not use the seatbelt as
intended, but the NHA said she did not complete any investigation into the misuse of the seatbelt.

The MTD was interviewed on 3/11/26 at 3:12 p.m. The MTD said he had been working at the facility
since January 2025 as a maintenance assistant and was promoted to the maintenance director in
November 2025. He said that he completed the monthly checks of the van with a specific checklist
but the checklist was not specific to the van itself, but only to a medical transport vehicle. The MTD
said he did not get any training specific to the van and he said he was not sure if there was an
operations manual in the van's glove box. He said he never received any competencies as far as
training for the van. The MTD said if the van driver had an emergency related to simple mechanics of
the van, such as oil changes or flat tires, he (the MTD) could assist with that, but he said things that
were more complicated and specific to the van, he was not trained to assist with.

IV. Failed to ensure falls were reviewed by IDT timely and staff were consistently implementing care
planned fall interventions to prevent a fall with major injury for Resident #37

A. Resident #37
1. Resident status

Resident #37, age greater than 85, was admitted on [DATE]. According to the March 2026 CPO,
diagnoses included vascular dementia, muscle wasting and atrophy, difficulty in walking, fracture of
nasal bones and laceration of right cheek and temporomandibular area (area around the temple and
cheek of the face).

The 3/10/26 MDS assessment revealed the resident was severely cognitively impaired with a BIMS
score of five out of 15. The resident required partial to maximal assistance from staff for most
activities of daily living (ADL).

2. Record review

The fall care plan, revised 12/10/25, revealed Resident #37 was at risk for falls due to his history of
falls, diagnoses of vascular dementia, chronic respiratory failure, hearing loss, weakness, decreased
mobility, psychotropic medication use and bowel and bladder incontinence. Pertinent interventions
included assisting Resident #37 to the bathroom after each meal (initiated 8/29/25 and again on
12/20/25), assisting the resident to the bathroom before meals (initiated 2/21/26), using a
non-recording video monitor in the resident's room (initiated 9/13/25), prompting the resident to void
every two hours while awake (initiated 9/3/25), offering assistance with transfers to furniture in the
common area (initiated 1/29/26), and using a fall mat at the resident's bedside for safety (initiated
3/9/26).

A fall risk evaluation, completed 4/26/25, revealed Resident #37 was at a high risk for falls.

A fall risk evaluation, completed 11/9/25, revealed Resident #37 was at a high risk for falls.
(continued on next page)
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An IDT note, dated 5/27/25 at 3:21 p.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 5/26/25. Resident #37 was attempting to self-transfer to the bathroom and fell
due to gait imbalance, weakness and poor safety awareness. New interventions included a bedside

floor mat while in bed, and prompted voiding before bed.

An IDT note, dated 8/29/25 at 12:21 p.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 8/26/25. Resident #37 had a skin tear to his left inner thumb and first digit.
Resident #37 had poor safety awareness, was often forgetful and did not utilize his call light, and
attempted to ambulate independently to the bathroom. New interventions included staff assisting
Resident #37 to the bathroom after meals and an occupational therapy evaluation.

An IDT note, dated 9/9/25 at 10:28 a.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 9/5/25. Resident #37 had an abrasion to his right lateral leg. Predisposing
factors included not utilizing his call light, weakness, impaired memory, poor safety awareness,
confusion, and ambulating without assistance. New interventions included moving Resident #37's
room closer to staff and an occupational therapy evaluation.

-However, an occupational therapy evaluation was recommended as an intervention after the
resident's previous fall on 8/26/25 (see above).

An IDT note, dated 9/9/25 at 11:12 a.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 9/6/25. Resident #37 sustained a contusion to the back of his head with two
puncture wounds. Resident #37 had poor safety awareness and did not comply with the occupational
therapy recommendations or utilize his call light for assistance. Resident #37 believed he was safe to
transfer himself and lost his balance, resulting in a ground-level fall. Resident #37 had been taken to
the bathroom [ROOM NUMBER] minutes prior to the fall but said he was trying to go to the bathroom.

An IDT note, dated 10/6/25 at 3:12 p.m., revealed Resident #37 was reviewed by the IDT team after a
witnessed fall on 10/3/25. Resident #37 was in his room with a CNA who was placing a coffee cup on
his table. Resident #37 wanted to be handed the coffee cup and attempted to stand, resulting in a
ground-level fall. Resident #37 was impulsive and forgetful of his limitations. New interventions
included ensuring Resident #37 was completely transferred into bed prior to finishing ADL tasks to
prevent Resident #37 from standing up or transferring by himself.

An IDT note, dated 11/10/25 at 12:03 p.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 11/9/25. Resident #37 had poor safety awareness and continued to try to get
up without assistance from his wheelchair. Resident #37 had poor balance, gait and strength resulting
in a ground-level fall. New interventions included a pharmacy review for Resident #37 as he was on
multiple stool softeners which may have increased his need to use the bathroom.

An IDT note, dated 12/19/25 at 1:58 p.m., revealed Resident #37 was reviewed by the IDT team after
an unwitnessed fall on 12/15/25. Resident #37 was in the common area and had po
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