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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to prevent falls for 2 of 3 residents reviewed for 
accidents. Following a significant decline, a dependent resident was encouraged to participate in dressing 
which resulted in a fall, and a resident's care plan intervention was not in place to prevent an additional fall. 
(Resident C, Resident D)Findings include: 1. A record review on 12/22/25 at 1:40 P.M. indicated Resident 
C's diagnoses included, but were not limited to, vascular dementia with agitation, anxiety disorder, muscle 
weakness, and unsteadiness on feet.Resident C's Significant Change Minimum Data Set (MDS) 
assessment, dated 8/20/25, indicated the resident required set-up assistance with the Activity of Daily Living 
(ADL) of upper and lower body dressing. Resident C's most recent Significant Change MDS, dated [DATE], 
indicated the resident had significant cognitive impairment, was dependent (helper does ALL of the effort. 
Resident does none of the effort to complete the activity or the assistance of 2 or more helpers is required for 
the resident to complete the activity) with the ADL of upper and lower body dressing, and had 2 or more falls 
and 1 fall with injury since the previous assessment. A fall risk assessment dated [DATE] indicated Resident 
C was at a high risk for falls. Resident C's care plan specific to ADL assistance was last reviewed or revised 
on 12/3/25. A focus of Resident required assistance with ADLs, including bed mobility, transfers, eating, and 
toileting, related to decreased mobility and weakness, and impaired cognition due to dementia (started 
7/10/23). An intervention included assist with dressing, grooming, and hygiene as needed. Encourage the 
resident to do as much for self as possible (started 7/10/23). Resident C's nurse's progress notes included, 
but were not limited to:11/23/25 at 8:05 P.M. - Resident stood from the wheelchair and fell backward onto the 
floor.11/24/25 at 7:00 P.M. - CNA on duty alerted the LPN to witnessed fall of resident in his room. CNA was 
performing bedtime care with the resident and allowing for as much independence as possible with the 
resident as the resident was standing upright, near the bed, and lost his balance. 11/25/25 at 9:23 A.M. 
(Intra-disciplinary team) IDT note - Determined root cause of fall: resident immediately became unsteady 
when assisted by one staff member with PM care. Intervention put in place to address the root cause of fall: 
Dress the resident while lying in bed or sitting at the bedside.During an observation on 12/23/25 at 11:40 A.M.
, Resident C was observed in the dining room sitting in a high-back wheelchair. During an interview on 
12/23/25 at 11:45 A.M., LPN 2 indicated Resident C had several falls recently following a general decline in 
health and functional abilities. Resident C would, at times, stand without assistance, which resulted in falls. 
During an interview on 12/23/25 at 12:30 P.M., the MDS nurse indicated Resident C's plan of care should 
have been updated following the significant change to reflect the assessments that indicated the resident 
was dependent for ADL care, which included upper and lower body dressing. 2. A record review on 12/23 at 
10:40 A.M., Resident D's diagnoses included but were not limited to vascular dementia with mood 
disturbance, abnormalities in gait and mobility, and repeated falls. dA fall risk assessment dated [DATE] 
indicated Resident D was at a high risk for falls.Resident D's most recent Significant Change MDS 
assessment dated [DATE], indicated the resident had moderate cognitive impairment, used a wheelchair for 
mobility, was dependent for mobility and transfers, and had two or more falls with one with injury since the 
previous assessment. Resident D's care plan included, but was not limited to, the resident at risk for falls due 
to a history of one ormore falls within the previous 6 months, age greater than or equal to 80, incontinence, 
oxygen use, takes one or more high fall risk drugs, requires assistance or supervision for mobility, transfer, 
has altered awareness of immediate physical environment, lack of understanding of one's physical and 
cognitive limitations and she is impulsive. The resident often refuses to lie down after dinner (started 5/21/23 
and last reviewed/revised 12/22/25). Interventions included but were not limited to, if the resident declines to 
go to bed after dinner, provide a sensory activity or a busy box within staff's eyesight (started 11/26/25). 
Resident D's nurse progress notes included, but were not limited to:11/25/25 at 8:45 P.M. - Staff heard the 
resident yelling out from the activity area. Upon arrival, the resident was observed to be lying on the right 
side in front of the wheelchair. The resident could not explain how fall occurred. 11/26/25 at 8:33 P.M. - IDT 
note - Determined root cause of fall: Resident initially refused to be placed into bed after dinner, then 
attempted to transfer self. Intervention put in place to address root cause of fall: If the resident declines to go 
to bed after dinner, provide a sensory activity or a busy box within staff eyesight.11/28/25 at 7:24 P.M. - CNA 
reported to the nurse that resident was found seated on the floor in another resident's room.Resident C Fall 
Event for the fall that occurred on 11/28/25 at 7:24 P.M., indicated the fall was unwitnessed. On 12/23/25 at 
12:45 P.M., the Facility Administrator supplied a facility policy titled Fall Management Policy, dated 6/2025. 
The policy included, It is the policy of [company name] to ensure residents residing within the community 
have adequate assistance to prevent injury related to falls . Communities will implement resident-centered 
fall prevention plans for each resident at risk for falls or who have a history of falls within the previous 6 
months . 6. All falls will be discussed by the interdisciplinary team at the next clinical meeting after the fall to 
determine the root cause and other interventions to prevent future falls . c. The care plan will be reviewed 
and updated as necessary .This citation relates to intake 2697971. 3.1-45(a)(1)
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