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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of clinical record, facility documentation, facility policy and interviews for 1 of 5 residents (Resident 
#62) reviewed for accidents, the facility failed to provide adequate supervision during toileting to prevent a 
fall for a resident who was identified with severely impaired cognition and at high risk for falls. The findings 
include:The hospital admission history & physical form dated 8/2/25 at 10:33 PM identified Resident #62 had 
a history of atrial fibrillation, dementia, and congestive heart failure. Resident #62 was hypotensive with a 
blood pressure of 83/55 mm/Hg (normal range 120/80 mm/Hg). After intravenous (IV) fluids were 
administered, the resident's blood pressure was 112/64 mm/Hg. Resident #62 was disoriented, cachectic 
and was not in acute distress. Resident #62 had a chest x-ray with results indicating pneumonia. Resident 
#62 had received antibiotic and intravenous (IV) fluids in the emergency room. Resident #62 had been 
admitted to the hospital for acute kidney injury and pneumonia. Resident #62 was last seen by the home 
health aide at night at his/her home and then was found on the floor the next morning at his/her home. 
Resident #62 was admitted to the facility on [DATE] with diagnoses that included history of falling, dizziness, 
giddiness, pain, muscle weakness, hypotension, heart failure, atrial fibrillation, and severe dementia with 
anxiety.The care plan dated 8/6/25 identified Resident #62 had potential for fall with/without injury due to: 
weakness and history of fall at home. Interventions included appropriate footwear (non-skid socks, non-slip 
soles on shoes/sneakers) when mobilizing in wheelchair. The admission MDS dated [DATE] identified 
Resident #62 had severely impaired cognition, required substantial/maximal assistance with toileting 
hygiene, toilet transfer, required extensive assistance with one-person physical assistance with transfer and 
toilet use.The occupational therapy Discharge summary dated [DATE] - 9/2/25 identified on 9/2/25, Resident 
#62 required partial/moderate assistance with toilet hygiene and toilet transfers. Additionally, required 
assistance of one for all activity of daily living (ADL'S) and toilet transfers.The reportable event form dated 
8/24/25 at 3:15 AM identified Resident #62 was observed lying on his/her back on the floor next to his/her 
bed. An RN assessment and neurological check were performed with no injuries noted. The APRN and the 
resident representative were notified. An investigation was initiated. Interventions included low bed with floor 
mats.The fall evaluation form dated 8/24/25 identified Resident #62 was at high risk for falls. Resident #62 
was confused at all times, had unsteady gait and balance, and does not use an assistive device for mobility. 
The task list report dated 8/24/25 identified Resident #62 was at high risk for falls.The reportable event form 
dated 9/6/25 at 8:15 PM identified Resident #62 was placed on the toilet in the bathroom by NA #1 and 
Resident #62 got up and fell. Resident #62 was alert and confused and transferred with one staff assistance 
with rolling walker. RN assessment and neurological check were performed with no injuries noted. The 
APRN, the resident representative were notified and an investigation was initiated. Intervention included to 
educate NA #1 not to leave Resident #62 when being toileted. The revised care plan dated 9/7/25 identified 
Resident #62 had potential for fall with/without injury due to: weakness, history of fall at home. Interventions 
dated 9/6/25 identified education for NA #1 to not leave Resident #62 alone when the resident is using the 
bathroom.The investigation statement form by NA #1 dated 9/6/25 identified that she last saw Resident #62 
at 8:15 PM when she brought the resident to the bathroom. NA #1 indicated Resident #62 had voided. NA #1 
indicated she transferred Resident #62 with assist time one. NA #1 indicated she was turning down the bed 
linen and Resident #62 got up from the toilet and fell. The investigation statement form by LPN #2 dated 
9/6/25 at 8:15 PM identified it was reported to her that Resident #62 fell in the bathroom. LPN #2 indicated 
she observed Resident #62 sitting on the floor near the bathroom door. Resident #62 was alert and verbal. 
LPN #2 indicated Resident #62 denies hitting his/her head.The summary of investigation report dated 9/6/25 
identified Resident #62 had a diagnosis of dementia. NA #1 assisted Resident #62 into the bathroom and 
while Resident #62 was sitting on the toilet the resident got up and fell. RN assessment was performed. The 
changes made to the plan of care was to educate NA #1 not to leave Resident #62 in the bathroom when 
being toileted. The conclusion was Resident #62 had an unwitnessed fall without injury. The fall unwitnessed 
form dated 9/6/25 at 8:15 PM identified NA #1 toileted Resident #62 in the bathroom and while the resident 
was sitting on the toilet, he/she got up and fell. NA #1 was educated not to leave Resident #62 in the 
bathroom when being toileted.Interview and review of the clinical record with the Rehabilitation Director on 
12/3/25 at 12:06 PM identified on 9/2/25 Resident #62 was a partial/moderate assistance with toilet transfers 
and toilet hygiene (50% - 75% of the toilet hygiene to be perform by nursing staff). The Rehabilitation 
Director indicated for privacy issues the nursing staff is allowed to stand outside of the bathroom with the 
bathroom door crack or open enough for eyesight even with a confused resident. The Rehabilitation Director 
indicated that the nursing staff is to constantly visualize the resident and verbally speak to the resident. The 
Rehabilitation Director indicated the nursing staff is keeping in contact with the resident by peeking and 
knowing what the resident is doing at all times. Interview and review of the clinical record with the Assistant 
Director of Nursing Services (ADNS) on 12/3/25 at 12:23 PM identified that Resident #62's activity order prior 
to the 9/6/25 fall required partial/moderate assistance with one staff member for transfers and toileting. The 
ADNS indicated that during the facility's investigation, NA #1 reported she had toileted Resident #62 and that 
the resident remained in the nurse aide visual field at all times. The ADNS provided a reenactment in 
Resident #62's former room and indicated the resident occupied bed A, which was closest to the bathroom. 
The ADNS indicated all residents deserve privacy during toileting. The ADNS indicated on 10/9/25 the facility 
had initiated a Quality Assurance and Performance Improvement (QAPI) addressing resident safety and 
privacy in the bathroom. The ADNS indicated NA #1 has been educated. The ADNS indicated education is 
on-going.Interview with LPN #2 on 12/4/25 at 1:34 PM identified NA #1 informed her that Resident #62 had 
fallen. LPN #2 indicated NA #1 reported that she had put Resident #62 on the toilet and turned around to do 
something and Resident #62 fell. LPN #2 indicated she observed Resident #62 sitting on the floor near the 
bathroom door. LPN #2 indicated Resident #62 denied hitting his/her head. LPN #2 indicated she did not 
asked NA #1 where she was in the room when Resident #62 fell. LPN #2 indicated she notified RN #4 of 
Resident #62 fall. Although attempted an interview with NA #1 and RN #4 (RN supervisor) was not obtained.
The facility fall prevention program policy identified the purpose of this program is to reduce the incidence of 
falls in residents identified at high risk. Participation in the program is determined by a resident's fall risk 
evaluation score, past history of falls, and recommendations from the nursing staff. Residents that are a risk 
for falls will be identified on the nurse aide kardex/assignment. Program participants are encouraged by staff 
to attend recreation therapy programs. Each resident will have an individual evaluation and care plan which 
will address their specific needs related to fall risk.All residents will be evaluated for risk for falls on 
admission, readmission, with a change of condition. Residents at high risk for falls will have intervention 
initiated to prevent falls. Interventions may include: Provide staff supervision of ADL's.

22075238

02/25/2026


