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

Based on interview and record review the facility failed to ensure staff were present during a change
of condition to prevent a fall for 1 of 3 residents reviewed (Resident B).Findings include:A fall
investigation file was provided by the Assistant Director of Nursing (ADON) on 3/4/26 at 9:45 AM.
The file included the following:A report, dated 2/9/26, indicated Resident B was assisted to the toilet
by a Certified Nursing Assistant (CNA) and began to vomit. The report indicated the aide left Resident
B on the toilet alone and went to get assistance from the nurse. Upon return the nurse and CNA found
Resident B face first on the floor with a laceration to the right side of Resident B's head. Resident B
indicated he passed out and didn't remember what happened. The report indicated Resident B was
sent to the hospital.A fall event report, dated 2/8/26 at 10:46 AM, indicated Resident B had an
unwitnessed fall. The report indicated Resident B was found lying on the bathroom floor on his
stomach with his head facing the wall.A fall investigation report, undated, indicated on 2/8/26
Resident B had an unwitnessed fall in the bathroom. The resident had been assisted to the bathroom
by a CNA and began to vomit along with diarrhea. The report indicated the aide left Resident B on the
toilet and went to get the nurse for assistance. Upon return the nurse and CNA found Resident B lying
on the bathroom floor on his stomach with his head facing the wall. The report indicated Resident B
indicated he passed out and didn't remember what happened. The report indicated Resident B had a
laceration to the right side of his head with vomit present on the floor. The report indicated Resident
B required assistance with a wheelchair.Resident B's record was reviewed on 3/4/26 at 9:30 AM.
Diagnoses included amputation to left great toe, chronic kidney disease, asthma, hypertension and
anemia.An admission fall risk assessment, dated 1/14/26, indicated Resident B was at moderate risk
for falls.An admission care plan, dated 1/14/26, indicated Resident B was at risk for falls and
required assistance or supervision for mobility, transfer or ambulation.An admission Minimum Data
Set (MDS) assessment, dated 1/14/26, indicated Resident B had a Brief Interview Mental Status
score of 15/15 (cognitively intact).An admission functional abilities collaboration report, dated
1/14/26, indicated Resident B needed partial to moderate assistance with toileting and transferring.A
nursing note, dated 2/6/26, indicated Resident B participated in therapy and required 1-2 person
assistance with transfers.A nurse practitioner note, dated 2/2/26, indicated Resident B tested
positive for Clostridioides difficile (C-Diff) on 1/30/26 and an antibiotic was started. The note
indicated Resident B's labs were monitored and intravenous fluids were administered.A nurse
practitioner note, dated 2/8/26, indicated Resident B reported improvement in loose stools and the
labs were improving. The note indicated the resident denied any nausea nor vomiting at the time of
the visit.An interdisciplinary note, dated 2/8/26, indicated Resident B had been assisted to the toilet
by a CNA and began vomiting. The note indicated CNA left Resident B alone on the toilet and left to
get assistance from the nurse. The note indicated upon return the nurse found the resident had fallen
off the toilet and was face first on the floor with blood pooling from the right side of his head. The
note indicated Resident B indicated he did not remember what happened. The note indicated prior to
the fall the resident was last assisted at 10 AM to the toilet.Emergency Department medical records
from an area hospital, dated 2/10/26, indicated Resident B was transferred to the hospital on 2/8/26
(continued on next page)
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due to a fall off the toilet at the facility. The records indicated the cause of the fall was due to
hypovolemia (dehydration) and vasovagal response (fainting). During an interview, on 3/4/26 at 10:21
AM, CNA 3 indicated when the resident had a change of condition, such as vomiting, while on the
toilet, the aide should never leave the resident. CNA 3 indicated the call light should be activated or
call out for the nurse should be completed. CNA 3 indicated when an aide left the resident on the toilet
after vomiting, the resident could fall.During an interview, on 3/4/26 at 10:23 AM, Licensed Practical
Nurse (LPN) 4 indicated when a resident had a change of condition, such as vomiting while on the
toilet, the aide should never leave the resident. LPN 4 indicated the aide should call out for help or
activate the call light.During an interview, on 3/4/26 at 10:50 AM, the ADON indicated Resident B
experienced diarrhea due to C-diff but the vomiting was new as of 2/8/26. The ADON indicated staff
left residents alone on the toilet when the staff felt the residents were safe.A policy, last revised
6/25, titled Fall Management Policy, was provided by the ADON on 3/4/26 at 11:11 AM. The policy
indicated all new admission residents are considered a fall risk due to the new environment.This
citation relates to Intakes 2740759 and 2739739.483.25(d)(1)(2)- 3.1-45(a)
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