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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40798

Based on interview and record review, the facility failed to ensure a resident was wearing non-skid footwear 
and was being held by the gait belt when being transferred/ambulated for 1 of 3 residents (R1) reviewed for 
safety and supervision in the sample of 3 residents. This failure resulted in R1 falling and sustaining a rib 
fracture, two transverse process fractures of the lumbar vertebrae, and a skin tear. 

The findings include:

R1's Face Sheet, dated 11/25/24, shows R1 was admitted to the facility on [DATE]. R1's diagnoses include, 
but are not limited to, fracture of neck of right femur (hip), presence of right artificial hip joint, Parkinson's 
disease, muscle weakness, unsteadiness on feet, pain, and an unspecified fall. 

R1's Fall Risk, dated 10/2/24, shows R1 was a high fall risk. 

R1's Care Plan (problem start date 10/3/24) shows R1 is at risk for falling. 

The facility's Event Report, completed 11/20/24 at 3:26 PM, shows R1 had a fall on 11/19/24 at 9:42 PM in 
his room. The report shows R1 feels he fell because he slipped as the CNA was transferring him to bed. R1 
complained of pain to his left ribs and a skin tear was noted. Evaluation Notes from the report state, 
Encourage use of non-skid footwear for transfers and ambulation.

R1's Progress Notes, dated 11/19/24 at 9:24 PM, shows the nurse observed R1 lying on his backside on the 
floor in his room. R1 reported he slipped when transferring to his bed without wearing shoes. R1 said he hit 
his back and head and felt like he cracked a rib. 

R1's Progress Notes, dated 11/19/24 at 11:04 PM, shows facility staff spoke to a nurse at the hospital and 
were informed R1 fractured his left posterior twelfth rib and left lumbar vertebrae (L3 and L4) transverse 
process and sustained a skin tear on his left arm. 

R1's CT abdomen and pelvis without contrast study, dated 11/19/24 at 10:33 PM, shows the following: 
Impression: Left posterior 12th rib fracture. Left L3 and L4 transverse process fractures. 
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On 11/25/24 at 9:20 AM, V3, Licensed Practical Nurse, said she was doing her med pass and the shift 
coordinator, V6, reported a resident was on the floor. V3 said V4, Certified Nursing Assistant (CNA), was in 
the room with R1 when she arrived. V3 said R1 was lying on his back on the floor and had a skin tear on his 
left forearm. V3 said R1 was wearing regular socks, they are slippery socks and no shoes. V3 said R1 said it 
felt like his rib cracked. V3 said R1 told her he slipped. V3 said she was, not sure why they would put a gait 
belt on him and not shoes. 

On 11/25/24 at 11:22 AM, V4 said she was assisting R1 from his recliner to his bed. V4 said R1 stood up 
and took a couple steps with his walker and fell back and sideways into the window. V4 said it happened so 
fast she was unable to catch him. V4 said she was not holding onto R1's gait belt when he fell , she just had 
her hands on his waist and was guiding him. R1 was wearing socks and no shoes. When asked if she would 
have done anything differently, V4 replied she would have made sure R1 had shoes on, and would have held 
on to him tighter. 

On 11/25/24 at 11:42 AM, V2, Director of Nursing (DON), said V4 told her she was transferring R1 to his 
bed, and R1's feet started slipping and she could not catch him from falling. V2 said after investigating R1's 
fall, she educated staff to make sure they are holding on to the gait belt, and to be cognizant about what the 
residents are wearing. 

On 11/25/24 at 12:19 PM, V5, Assistant DON, said V5 said R1 was a fall risk. V5 said they treat everyone as 
if they are a fall risk and they use a fall risk scale (John Hopkins Fall Risk Assessment Tool) to identify 
residents who are at a higher risk for falls. V5 said all residents should have non-skid socks or shoes on 
when they get up. 
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