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Based on review of the clinical record, facility documentation, facility policy, and interviews for one (1) of 
three (3) residents (Resident #1) reviewed for accidents, the facility failed to ensure the clinical record was 
complete and accurate to include a fall intervention after the resident had a fall. The findings include:

For Resident #1, clinical record review, facility documentation review, and interviews identified Resident #1 
had diagnoses that included dementia, muscle weakness, hypertension, and type 2 diabetes mellitus. 

A physician's order dated 8/1/24 directed that Resident #1 can ambulate in the hallway with a rolling walker. 

The care plan dated 8/19/24 identified Resident #1 was a moderate risk for falls related to deconditioning 
with interventions that directed to encourage the resident not to rock back in the chair, encourage resident to 
use call bell for assist during the night to go to the bathroom, educate the resident and caregivers about 
safety reminders.

The quarterly MDS dated [DATE] identified Resident #1 had moderately impaired cognition and required 
assistance with ADLs.

Review of the facility's accident and incident report dated 9/10/24 identified at 11:15 A.M. Resident #1 was 
noted lying on h/her back on the floor with h/her knees bent up near the window with complaints of lower 
back pain. Resident #1 was transferred to the emergency room for further evaluation and treatment. 

The nurse's note dated 9/10/24 at 10:43 P.M. written by LPN #2 identified Resident #1 returned to the facility 
from the hospital from a fall earlier today. LPN #2 identified Resident #1 had all testing done and showed no 
injuries, hematomas, skin tears, or bumps. LPN #2 indicated Resident #1 had no complaints of pain or 
discomfort. 

 The care plan dated 9/10/24 identified Resident #1 was noted lying on h/her back on the floor with knees 
bent, complained of lower back pain, and Resident #1 was sent to the hospital for further evaluation. Review 
of Resident #1's clinical record on 10/2/24 failed to identify that a new fall intervention was implemented after 
Resident #1's fall on 9/10/24.
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Interview with RN #1 on 10/2/24 at 11:35 A.M. identified on 9/10/24 Resident #1 was noted by the 
housekeeper attempting to climb into an empty bed in h/her room and fell . RN #1 identified Resident #1 was 
found lying on h/her back on floor in h/her room with knees bent up with complaints of lower back pain. RN 
#1 identified Resident #1 was sent to the hospital for further evaluation and returned to the facility the same 
day. RN #1 indicated Resident #1 fell because the empty bed was not in a low position and as Resident #1 
attempted to get into the empty bed h/she fell . RN #1 indicated following Resident #1's fall on 9/10/24 she 
educated Resident #1 not to attempt to get into the empty bed. In addition, RN #1 identified she was directed 
by the DNS to keep the empty bed in a low position and directed staff to keep the bed in a low position. 

Interview and clinical record review with DNS on 10/2/24 at 12:40 P.M., identified on 9/10/24 Resident #1 fell 
while h/she was attempting to get into an empty bed in h/her room that was not in a low position. The DNS 
identified on 9/10/24 Resident #1 complained of lower back pain following the fall and was sent out to the 
hospital for further evaluation. The DNS identified Resident #1 CT scans and X-rays completed in the 
emergency room were all negative. The DNS indicated a new intervention was implemented after Resident 
#1's fall on 9/10/24 that directed staff to keep the empty bed in a low position. The DNS was unable to 
provide documentation to reflect the new intervention was implemented after Resident #1's fall on 9/10/24. 
The DNS identified although she did not update the care plan with the new intervention she did educate the 
staff. 

Review of the facility's nursing documentation/care plan policy dated 3/2024 identified care plans need to be 
initiated for changes in condition such as falls with or without injury, infections, or any physical changes or 
changes in behavior. 
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