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

44036

Based on interview and record review the facility failed to ensure fall interventions were followed for 1 of 4 
residents reviewed (Resident B). 

Findings include: 

An incident report, dated 5/7/25, was provided by the Administrator on 5/21/25 at 10 AM. The report 
indicated Resident B returned from an outside appointment on 5/2/25, reported to the facility staff she fell 
and her wrist was injured. The report indicated Resident B initially refused treatment but later accepted 
treatment on 5/7/25. Resident B had an open and closed left distal wrist fracture. The report indicated 
Resident B's fall interventions were in place.

Resident B's record was reviewed on 5/21/25 at 11:30 AM. Diagnosis included congestive heart disease, 
muscle weakness and post-traumatic stress disorder.

A nursing note, dated 5/7/25, indicated the fall intervention added was: Resident B accompanied by facility 
staff for all outside appointments. 

A nursing note, dated 5/20/25, indicated Resident B returned from an outside appointment, but there was no 
documentation to indicate whether staff had acoompanied the resident.

Resident B's care plan indicated Resident B was at risk for falls. Interventions included: staff to accompany 
resident to all appointments, start date of 5/2/25.

Resident B's recent quarterly Minimum Data Set (MDS) Assessment, dated 3/10/25, indicated Resident B 
had a Brief Interview of Mental Status (BIMS) of 15/15 (cognitively intact). 

During an interview, on 5/22/25 at 9:22 AM, Resident B indicated she attended an outside appointment on 
5/2/25, transported by the facility. Resident B indicated during the appointment she fell in the bathroom. 
Resident B indicated upon return to the facility she reported the fall to the facility staff. Resident B indicated 
the fall resulted in an open and closed distal fracture of her left wrist. Resident B indicated the facility 
transported her to the next appointment on 5/20/25, but no staff had accompanied her during the 
appointment. 

(continued on next page)
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During an interview, on 5/22/25 at 10:40 AM, the Administrator indicated Resident B reported she fell in the 
bathroom during an outside appointment on 5/2/25. The Administrator indicated Resident B was transported 
to a follow up appointment on 5/20/25 by the Maintenance Director. The Administrator indicated the 
Maintenance Director did not accompany Resident B during her appointment. The Administrator indicated 
Resident B's fall intervention was for staff to accompany her at appointments. The Administrator indicated no 
staff accompanied Resident B at her appointment on 5/20/25. 

During an interview, on 5/22/25 at 10:52 AM, the Maintenance Director indicated he transported residents to 
outside appointments. The Maintenance Director indicated when a resident had to be accompanied during 
an appointment a Certified Nurse Assistant (CNA) or other staff member attended. The Maintenance Director 
indicated the Administrator or Director of Nursing (DON) notified him of any residents needed accompanied 
at appointments. The Maintenance Director indicated he transported Resident B to her appointment on 
5/20/25 with no other staff present and did not accompany her at the appointment. The Maintenance Director 
indicated he was notified on 5/22/25 Resident B needed accompanied at appointments. 

During an interview, on 5/22/25 at 11:40 AM, Licensed Practical Nurse (LPN) 3 indicated fall interventions 
included therapy evaluation, proper foot wear and determined root cause. LPN 3 indicated she would ask her 
supervisor for guidance on residents going to appointments supervised or unsupervised. LPN 3 indicated 
when residents needed supervised for appointments a CNA accompanied the resident 

During an interview, on 5/22/25 at 11:43 AM, LPN 4 indicated fall interventions included lowered bed, floor 
mats and frequent monitoring. LPN 4 indicated she had not assisted Resident B prior to 5/2/25 but recalled 
she did not need supervision during outside appointments. LPN 4 indicated when she was unsure of 
assistance needed for outside appointments she reviewed the resident's care plan and asked the 
Maintenance Director who transported residents to appointments. 

A policy, last revised 8/6/2024, titled Fall Prevention and Management Policy, was provided by the 
Administrator on 5/22/25 at 12:16 PM. The policy indicated falls were reviewed by the interdisciplinary team, 
new interventions were implemented and the care plan was updated to prevent further falls. 

This citation is related to Complaint IN00459121.
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