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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policies and interviews for one (1) of three (3) sampled 
residents (Resident #1) who had a history of wandering throughout the facility and self-ambulated with a 
walker, the facility failed to implement the Missing Person Policy when Resident #1 was not accounted for. 
The findings include:Based on clinical record reviews, facility documentation, facility policies and interviews 
for one (1) of three (3) sampled residents (Resident #1) who had a history of wandering throughout the 
facility and self-ambulated with a walker, the facility failed to implement the Missing Person Policy when 
Resident #1 was not accounted for. The findings include: Resident #1's diagnoses included vascular 
dementia, hemiplegia, and insomnia. The annual Minimum Data Set assessment dated [DATE] identified 
Resident #1 had short and long-term memory recall deficits and was independent with ambulation with the 
use of a walker. The Resident Care Plan dated 7/23/25 identified Resident #1 wandered into other resident's 
rooms and was an elopement risk. Interventions directed use of a wander guard in the tennis ball placed on 
the walker because the resident removed the wander guard when placed on his/her body, to redirect the 
resident out of other's rooms, remind resident to use walker when ambulating. The Wander risk assessment 
dated [DATE] identified Resident #1 was not exit seeking. Resident #1 wandered on the unit and sometimes 
into other residents' rooms, continuously removed the wander guard which was inside the tennis ball off the 
walker, and the facility planned to trial Resident #1 without the wander guard and monitor behavior for exit 
seeking. The nurse's note dated 10/4/25 at 8:16 AM identified the 11PM-7AM Nursing Supervisor, 
Registered Nurse (RN) #2, was alerted around 5:15 AM that Resident #1 was not on the unit. The note 
indicated Resident #1 was last seen at 4:30 AM. The interior and perimeter of the building were searched. 
The Director of Nursing (DON) was notified at 6:00AM and the state police were called at 6:03 AM and 
Resident #1 was found at 6:40 AM. Resident #1 was transferred to the hospital for further evaluation and 
Resident #1 was discharged back to the facility with diagnoses of skin tear to the left hand, contusion of the 
left lower extremity and contusion to the right lower leg. Interview with the 11PM-7AM nurse aide, Nurse aide 
(NA) #2, on 10/7/25 at 12:05 PM and on 10/8/25 at 8:40 AM identified on 10/4/25 at approximately 5:00 AM 
another nurse aide, NA #1, approached her and reported she did not know where Resident #1 was. NA #2 
explained she and NA #1 proceeded to check the bathrooms and notify the 11PM-7AM nursing supervisor, 
Registered Nurse (RN) #2, when they were unable to locate Resident #1. NA #2 identified RN #2 initiated the 
search protocol and after searching the entire inside of the building, she proceeded to go outside through the 
employee exit to search the grounds. NA #2 identified after she was unable to locate Resident #1, RN #2 
contacted the police. Interview with the Director of Nursing (DON) on 10/7/25 at 1:30 PM and 10/8/25 at 9:20 
AM identified Resident #1 was evaluated as an elopement risk initially. The DON indicated on 10/4/25, 
Resident #1 exited the building. The DON identified the search for Resident #1 was initiated at 5:15 AM on 
10/4/25 and the police were not contacted until 6:03 AM, forty-five minutes later, which exceeded the 
directions in the facility Missing Person Policy which required notification to the police within ten (10) minutes 
of discovering a resident was missing. The DON stated she was not notified until 6:00 AM that Resident #1 
was missing. Interview with RN #2 on 10/7/25 at 1:48 PM and on 10/8/25 at 8:47 AM identified she last saw 
Resident #1 at 4:30 AM on 10/4/25 seated in a chair next to another resident by the doors on the unit closest 
to the lobby and at 5:00 AM, NA #1 asked her if she had seen Resident #1. RN #2 explained a search was 
initiated of the interior and exterior of the building, the DON and administrator were notified at 6:00 AM and 
the police were notified at 6:03 AM. Interview with the Administrator on 10/8/25 at 9:30 AM and on 10/9/25 at 
11:00 AM identified an elopement drill was done on 6/1/25 with facility staff and documentation identified RN 
#2 participated in the drill. Interview with Housekeeper #1 on 10/9/25 at 10:25 AM identified on 10/4/25 when 
he came to work at 5:30 AM, he was informed Resident #1 was missing and he immediately began to assist 
with the search and discovered Resident #1 at 6:40 AM. The facility Missing Person Policy identified when a 
resident was missing the police would be notified within ten (10) minutes.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of the clinical record, facility documentation, and facility policy for 1 of 3 sampled residents 
(Resident #2), reviewed for falls, the facility failed to transfer the resident per the physician's order, 
rehabilitation screen, and nurse aide assignment card, which resulted in a fall with multiple fractures. The 
findings include:Resident #2's diagnoses included Erb's paralysis due to birth injury, hemiplegia affecting the 
right dominant side and paralytic gait.A review of the Interdisciplinary Therapy Screen conducted by 
Occupational Therapist (OT) #1 dated 6/23/25 identified Resident #2 was assessed for transfers and was an 
assist of 2 staff members for Stand, Pivot, Transfer (SPT). The Resident Care Plan dated 6/24/25 identified 
Resident #2 was at risk for falls related to decreased independent mobility. Interventions included 
Occupational Therapy to evaluate and treat as ordered or as needed and transfer with assistance of 1 staff 
to wheelchair. The admission Minimum Data Set (MDS) assessment dated [DATE] identified Resident #2 
had a Brief Interview of Mental Status (BIMS) score of 14 indicating intact cognition, required 
substantial/maximal assistance from staff with toileting hygiene, and was dependent on staff for all transfers. 
Additionally, the MDS identified Resident #2 had a functional limitation in range of motion impairment on one 
side. A review of the Fall Risk Evaluation dated 9/15/25 at 12:48 PM identified Resident # 2 had a score of 
10 indicating a high risk for falls. The Accident/Incident Report dated 9/28/25 identified that on 9/28/25 at 
10:15 AM Resident #2 was being assisted to the bathroom, when his/her foot got caught on the lip of the 
bathroom and he/she fell to the floor. The physician's orders in effect on 9/28/25 directed Resident #2 to be 
provided with SPT and assistance of 2 staff members. A nurse's progress note dated 9/28/25 at 10:37 AM 
identified Resident #2 sustained a fall at 10:15 AM while transferring to the bathroom, was witnessed, but 
LPN #1, but was unable to get to Resident #2 in time. A nurse's progress note dated 9/28/25 at 10:52 AM 
identified LPN #1 was with Resident #2 when his/her foot got caught on the lip of the bathroom floor and fell. 
A review of the Fall Risk Evaluation dated 9/28/25 at 10:41 AM post fall identified Resident # 2 had a score 
of 12 indicating a high risk for falls. The Fall Description Details dated 9/28/25 identified that on 9/28/25 at 
10:15 AM Resident #2 had a witnessed fall to the floor while being transferred -assisted by staff per the care 
plan (Although the care plan identified Resident #2 was an assist of 1, a rehabilitation screen dated 6/23/25, 
physician's orders in effect on 9/28/25, and the Nurse Aide (NA) assignment card directed 2 staff for SPT). 
Additionally, Licensed Practical Nurse (LPN) #1 was assisting Resident #2 with a transfer when he/she got 
his/her foot caught on the lip of the bathroom floor and began to fall. LPN #1 was unable to lift him up/hold 
him up and Resident #2 twisted his/her leg in the process of falling. The care plan intervention was to 
remove the lip of the bathroom/resident room door. The Accident/Incident follow up statement dated 9/28/25 
identified LPN #1 was assisting Resident #2 with a bathroom transfer on 9/28/25 at 10:15 AM when Resident 
#2's foot got caught on the lip of the bathroom causing his/her body to twist and he/she fell to the floor. 
Resident #2 was wearing rubber soled footwear at the time. The facility summary submission details sent to 
the State Agency dated 10/3/25 identified that prior to this incident Resident #2 required the assistance of 1 
person with transferring, hygiene, toileting and toileting tasks, was non-ambulatory, alert and oriented with a 
Brief Interview of Mental Status score of 15 on 7/31/25. On 9/28/25 at 10:15 AM Resident #2 was 
transferring himself from the wheelchair to the toilet, with the nurse standing behind the wheelchair. The 
resident caught his/her foot on the lip to the door and sustained a fall to the floor. He/She was transferred to 
the hospital for evaluation, then was transferred to another hospital due to a right tibial shaft fracture, a right 
malleolus fracture, and a right humerus fracture. Review of the hospital Discharge summary dated [DATE] 
identified Resident #2, due to a mechanical fall, sustained a right proximal humerus (upper arm) fracture and 
right distal tibia (shin bone) and fibular (shin bone) shaft fractures. Resident #2 was taken to the operating 
room on 9/29/25 for an open repair internal fixation of the right tibial shaft fracture with placement of 
intramedullary nailing and right trimalleolar (3) ankle fracture with fixation of posterior malleolus. Interview 
with Resident #2 on 10/7/25 at 10:11 AM identified he/she was residing in a different room at the time of the 
fall. Resident #2 indicated that he/she activated the call light for assistance to the bathroom. LPN #1 came in 
to assist him/her with the transfer. Resident #2 was holding on to the grab bar in the bathroom while 
attempting to stand up and his/her foot got stuck on the lip which resulted in a fall. Additionally, Resident #2 
identified that Licensed Practical Nurse (LPN) #1 was assisting him with the transfer, without the benefit of a 
gait belt, even though he/she keeps telling staff to use one. Resident #2 never indicated the transfer was 
urgent. Interview with LPN #1 on 10/7/25 at 10:37 AM identified that she does not usually transfer residents 
to the bathroom but on 9/28/25 she happened to be outside Resident #2's room doing her medication pass 
when the resident rang to go to the bathroom. LPN #1 stated she assisted Resident #2 by rolling his/her 
wheelchair to the bathroom, stood behind the wheelchair with one hand on the resident's hip, and as the 
resident stood and turned, he/she caught his/her foot on the bathroom floor lip, and fell. LPN #1 stated the 
facility policy required staff to refer to and follow physician's orders for transfers, but she was unable to 
identify what level of assistance Resident #2 required per the orders (2 staff) or if the facility policy required 
the use of a gait belt during transfers. Although LPN #1 was able to state the facility policy, she was unable 
to explain why she did not check Resident #2's physician's orders prior to assisting Resident #2 to the 
bathroom. Interview with Physical Therapist (PT) #1on 10/7/25 at 10:59 AM identified it was protocol for the 
Rehabilitation Department to perform screens/evaluations on residents and then give those 
recommendations to the nurses to be placed in the physician orders in the electronic health record. PT #1 
identified she worked at the facility part time and worked off notes left for her by the Director of 
Rehabilitation, Occupational Therapist (OT) #1, which specified Resident #2's transfer status was an assist 
of 1 stand pivot. Additionally, PT #1 identified that an assist of 1 meant a staff member had to have their 
hand always place on the resident during the transfer. PT #1 stated that since the fall he/she was an assist of 
2, which similarly meant 2 staff members had to have at least 1 hand on the resident during the transfer at all 
times. PT #1 identified that depending on the resident, gait belts were used for transfers and ambulation, with 
directions specified on the care plan or care assignment located in the resident room. Observation of 
Resident #2's room with PT #1 failed to identify a care assignment behind the door, or inside the closet. 
Further, PT#1 stated that in the 3 weeks that she had worked at the facility, she had never seen Resident 
#2's care assignment. Interview and record review with Registered Nurse (RN) Supervisor #1 on 10/7/25 at 
11:03 AM identified staff were required to refer to the Nurse Assistant Assignment cards to obtain information 
as to how much assistance residents needed with ambulation and transfers. The facility policy directed the 
use of gait belts with all transfers and ambulation. A review of Resident #2's assignment sheet dated both 
9/8/25 and 9/26/25 directed Resident #2 required the assistance of 2 staff for transfers and toileting. 
Additionally, RN #1 identified that at the time of the fall on 9/28/25 per the assignment sheet Resident #2 
required an assist of 2 staff members for transfers, meaning 2 staff members should have been assisting 
Resident #2 when he/she fell. Interview with the Director of Nurses (DNS) on 10/7/25 at 11:11 AM identified 
the facility had no policy on transfers and ambulation, but the protocol was to follow the physician's orders 
and recommendations from the Rehabilitation Department. Additionally, she identified that gait belts should 
be used with transfers and ambulation but we're not good with that here. Although the physician's order, 
Rehabilitation Department screening, and the Nurse Assistant Assignment sheet identified Resident #2 
required the assistance of 2 staff for transfers and toileting, the DNS stated that on 9/28/25, at the time of the 
fall, Resident #2 required the assistance of 1 staff for transfers. Interview and observation with Nurse 
Assistant (NA) #3 on 10/7/25 12:20 PM identified that he was the regular NA for Resident #2 when he/she 
occupied a previous room at the time of the fall. NA #3 indicated that Resident #2's transfer status at the time 
of the fall on 9/28/25, was an assist of 1 or 2 depending on who was helping Resident #2 with the transfer. 
Additionally, NA #3 identified he always assisted Resident #2 with another staff member, since the NA 
Assignment sheet directed this was the requirement. NA #3 identified Resident #2 did not tend to 
self-transfer to the bathroom independently and always used the call light for help, describing his/her call bell 
habits as on it non-stop. NA #3 additionally identified that gait belts were utilized in the facility, and available 
in the utility room. Observation of the utility room with NA #3 identified a single gait belt available, and NA #3 
indicated he did not currently have a gait belt with him. Interview and clinical record review with the DNS on 
10/7/25 at 1:09 PM identified the facility summary details submitted to the State Agency dated 10/3/25 
indicated prior to the 9/28/25 fall Resident #2 required the assistance of 1 person with transferring, toileting, 
and toileting tasks. The physician's orders originally dated 6/23/25 and in effect on 9/28/25 (the date of 
Resident #2's fall) however, directed facility staff to provide the assistance of 2 staff members to stand and 
pivot. The DNS identified that she had obtained the assist of 1 information through talking to staff and 
observing them transfer Resident #2 with 1 staff member. Although the DNS stated during her interview on 
10/7/25 at 11:11 AM Resident #2 required the assistance of 1 staff with transfers, she clarified that staff 
should have followed the physician's directive, per the physician's orders, requiring 2 staff members (not 1) 
to assist him/her with stand pivot transfers, and that this was Resident #2's status on the day he/she fell, 
9/28/25, and sustained multiple fractures. Interview and clinical record review on 10/7/25 at 1:11 PM with the 
Director of Rehabilitation, Occupational Therapist (OT) #1 identified she completed the initial Interdisciplinary 
Therapy Screen assessment dated [DATE] indicating Resident #2 required 2 staff members to safely 
Stand/Pivot/Transfer, (SPT). OT #1 indicated that due to a denial by hospice, she had never treated 
Resident #2 prior to the 9/28/25 fall. Re-interview and clinical record review with OT #1 on 10/8/25 at 1:11 
PM identified Resident #2 had previously had 2 falls, 1 on 7/9/25 and 1 on 8/15/25 with subsequent 
Rehabilitation Department Interdisciplinary Screens performed. Although the comment section (optional) on 
the form addressed the falls, Resident #2's transfer/ambulation status was not addressed. OT #1 identified 
that the lack of reference to the resident's transfer/ambulation status indicated that there were no changes 
from the original rehabilitation screen which indicated Resident #2 required the assistance of 2 staff for 
transferring. OT #1 did not explain why, PT #1 had been given notes from her indicating Resident #2 
required the assistance of 1 staff member. OT #1 did not provide any further screens, evaluations, requests 
to change physician orders, or further documentation indicating Resident #2 was re-evaluated to be able to 
safely use 1 staff member to transfer. Despite the irregularities in staff interviews and facility documentation, 
the facility failed to utilize a gait belt or provide hands on assistance during a transfer that occurred on 
9/28/25 resulting in Resident #2 sustaining multiple fractures. The Fall Prevention Policy dated 9/15/22 
directed, in part, that the facility attempts to identify residents at risk for falling, evaluating the factors that 
place the residents at risk to fall and implement measures to prevent falls. A review of the Gait Belt Policy 
dated March 2025 directed, in part, that gait belts are to be used with all residents that require physical 
assistance with ambulation and transfer (assist of 1 and 2). A review of the Therapy Screenings Policy 
revised 7/18/25 directed, in part, that therapy screening(s) are utilized to identify an individual's risks and 
determine the potential need for rehabilitation or other services and to promote health and wellness. 
Additionally, the purpose is to gather information about an individual's physical/cognitive/functional 
performance using an accepted screening process and tool, for the purpose of identifying the individual's 
care needs and/or for facilitation of interprofessional team collaboration and care planning.Although 
requested, a Transfer/Ambulation Policy, Transfer Protocol, Activities of Daily Living, and Physician's Order 
Policy were not provided.
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