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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to ensure a resident's comprehensive 
plan of care was followed and supervision was provided which resulted in unwitnessed falls for 1 of 3 
residents reviewed for accidents. (Resident B) This deficient practice resulted in Resident B sustaining 
multiple injuries, including, but not limited to a fractured femur, hip, and multiple lacerations, some requiring 
sutures. Findings include:During a telephone interview, on 12/2/25 at 12:10 p.m., a family member indicated 
Resident B had five (5) falls in the last six months. Resident B had glass removed from her eye and face and 
sutures placed during the last fall. She was left alone in her room, and she was not supposed to be because 
of other falls. In September 2025, she was alone in her bathroom and fell. In November 2025, she was alone 
in her room and fell. During a telephone interview, on 12/2/25 at 1:48 p.m., a family member indicated she 
was concerned with Resident B's frequent falls and being left alone in her room. After talking with 
management, she was told Resident B's frequent falls were due to being alone in her room and she would 
not be left by herself. She was left in her room by herself by a staff member and had another fall. During an 
observation, on 12/2/25 at 2:49 p.m., Resident B had purplish/red colored scattered bruises under both her 
eyes and on her right forehead. She had a laceration above her right eye with seven sutures. She had a 
laceration under her right eye on her right cheekbone with two sutures. The clinical record for Resident B 
was reviewed on 12/1/25 at 2:30 p.m. The diagnoses included, but were not limited to, dementia, 
periprosthetic fracture around an internal prosthetic of the left hip joint, repeated falls, major depressive 
disorder, and cognitive communitive deficit.A care plan, dated 11/27/23, indicated Resident B was at risk for 
falls. The long-term goal was Resident B would remain free from falls with major injury. The clinical record for 
Resident B indicated she had five (5) falls in six (6) months and an injury with every fall. The injuries ranged 
from skin tears, bruises, lacerations, a fractured left hip and a periprosthetic fracture around an internal 
prosthetic left hip joint.1. A nursing progress note, dated 5/13/25 at 9:48 p.m., indicated Resident B had an 
unwitnessed fall, at 8:25 p.m., and sustained a skin tear to her left upper arm. She was observed on the floor 
in her room. She hit her head. The new intervention placed was to rearrange her room, to place Dycem to 
her chair, to apply moisturizer to keep her skin supple, and to encourage her to wear long sleeve shirts.A 
progress note, dated 5/13/25 at 10:07 p.m., indicated Resident B was observed lying face down with her left 
arm under her body and her legs extended out. Her wheelchair was positioned behind her. Resident B 
received a hematoma to her forehead, a skin tear to her left upper arm, and a bruise to her left knee. 
Resident B indicated she leaned over to get something off the floor and fell. 2. A progress note, dated 
6/27/25 at 7:30 p.m., indicated Resident B had an unwitnessed fall. The resident was found on the floor in 
front of her wheelchair in the prone position. She was assessed and blood was coming from a laceration to 
her forehead. Resident B indicated she was using her grabber tool to pick up an item off the floor and fell 
over. The resident was asked to use her call light and to allow staff to assist her with picking up items from 
the floor.A facility incident report, dated 6/28/25 at 1:15 a.m., indicated Resident B had an unwitnessed fall in 
her room, on 6/27/25 at 7:30 p.m. She sustained a laceration during the fall. An intradisciplinary team note, 
dated 7/3/25 at 9:54 p.m., indicated Resident B was found on the floor, on 6/27/25 at 7:30 p.m. She was 
severely cognitively impaired. She indicated she was attempting to get something off the floor with her 
grabbing tool when she fell over. She had a laceration to the middle of her forehead. The intervention placed 
was to have a physical and occupational therapy evaluation to determine appropriate assistive devices. 3. A 
facility incident report, dated 9/4/25 at 8:02 p.m., indicated Resident B had an unwitnessed fall in her 
bathroom, on 9/4/25 at 7:30 p.m. She complained of pain in her left hip. Prior to the fall, Resident B was 
transferring herself from her wheelchair to use the restroom and fell. An intradisciplinary team note, dated 
9/8/25 at 2:55 p.m., indicated Resident B had an unwitnessed fall, on 9/4/25. The resident was found on her 
restroom floor and complained of left hip pain. She was attempting to self-transfer to the toilet. Resident B 
was severely cognitively impaired and displayed an increase in anxiety after the fall. The new intervention 
placed was Resident B was not to be left unattended in the bathroom by herself.A nursing progress note, 
dated 9/8/25 at 4:42 p.m., indicated the x-ray company confirmed a subacute fracture at the lateral aspect of 
the proximal femur with no displacement. A nursing progress note, dated 9/12/25 at 10:27 p.m., indicated 
Resident B arrived back at the facility by ambulance. She had suffered a fracture of her left femur. She was 
non-weight bearing. She screamed with movement and was very anxious. Fall precautions were put into 
place.4. A facility incident report, dated 11/6/25 at 6:41 p.m., indicated Resident B had an unwitnessed fall in 
her room, on 11/6/25 at 6:15 p.m. It was unknown what Resident B was doing at the time of the fall. The 
resident was hospitalized .A hospital history and physical, dated 11/7/25 at 3:31 a.m., indicated Resident B 
fell from her wheelchair. There was a scalp hematoma, and her pelvic CT (Computerized Tomography) 
report showed a periprosthetic fracture of the left hip with suspected focal hardware loosening. An orthopedic 
surgeon was consulted. An intradisciplinary team note, dated 11/7/25 at 8:16 a.m., indicated Resident B had 
an unwitnessed fall, on 11/6/25. She was found on the floor in her room. She had a laceration on her head 
which was bleeding. She was unable to state what she was doing or attempting to do prior to the fall and had 
increased anxiety and agitation. The new intervention placed was to keep the resident out of her room 
unattended unless she was in bed. She would be placed at the nurses' station for supervision while out of 
her bed and during periods when meals were not being served and activities were not taking place.5. A 
nursing progress note, dated 11/24/25 at 7:34 p.m., indicated Resident B was placed in the bathroom to 
wash her face while the CNA stepped out to get supplies. The nurse heard a scream and found the resident 
on the floor face first by her dresser. She had bleeding coming from the right side of her face and a large 
gash on her right forehead. She was transported to the hospital for evaluation and treatment.A facility 
incident report, dated 11/24/25 at 7:48 p.m., indicated Resident B had an unwitnessed fall with a head injury, 
on 11/24/25 at 7:00 p.m. Prior to the fall, she was washing her face in the bathroom.A nursing progress note, 
dated 11/25/25 at 1:36 a.m., indicated Resident B returned from the hospital with sutures to the right side of 
her face. An intradisciplinary team note, dated 11/25/25 at 2:32 p.m., indicated Resident B had an 
unwitnessed fall, on 11/24/25. The nurse heard yelling, went to her room, and found her on the floor in the 
prone position next to the dresser. The nurse observed bleeding from the right side of her face near her 
cheekbone and a large gash on the right side of her forehead. The resident could not indicate what 
happened. She was in the bathroom brushing her teeth and the CNA went to quickly grab some more 
supplies. The resident's wheelchair was locked. The resident unlocked her wheelchair, rolled herself into her 
room, and fell. The new intervention was to place anti-rollbacks on her wheelchair.A facility document, titled 
Resident Profile (a document used to communicate how residents were to be cared for), dated 12/2/25 at 
10:55 a.m., included, but were not limited to, the following approaches: 9/10/25, the resident was not to be 
left unattended while in the bathroom. 11/11/25, the resident would be placed at the nurses' station for 
supervision while out of bed and when meals were not being served and activities were not taking place.A 
facility document, titled Teachable Moment, dated 11/25/25, indicated CNA 1 was given a teachable moment 
after assisting Resident B with care in the bathroom, on 11/24/25. Resident B had a fall intervention in place 
prior to this fall, to not leave her in her room unattended while in her wheelchair. CNA 1 left the resident's 
room to quickly gather some more supplies, when she heard yelling from the resident's room. She went to 
the resident's room and observed her on the floor near the dresser in her room. CNA 1 indicated she did not 
know about the resident's fall intervention and had not worked in the last couple of weeks. The Executive 
Director and the Director of Health Services reminded CNA 1 about looking at the resident profiles, which 
were located at all the nurses' stations and the importance of doing thorough rounding during shift report. 
During an interview, on 12/2/25 at 3:15 p.m., the Executive Director indicated the CNA who left the resident 
alone in her room when she fell, on 11/24/25, was given a teachable moment education. They had not 
educated the nursing staff members related to leaving residents alone in their rooms who were fall risks or 
educated the nursing staff on following care plan interventions and resident profile trackers as of this date.A 
current facility policy, titled Fall Management Program Guidelines, dated as revised on 5/17/17 and provided 
by the Clinical Support on 12/2/25 at 1:27 p.m., indicated .when a resident is found on the floor, a fall is 
considered to have occurred.The resident care plan should be updated to reflect any new or change in 
interventions.Discuss risks and interventions with resident and/or responsible party and communicate 
interventions during shift report.A current facility policy, titled Comprehensive Care Plan Guidelines, dated 
5/22/18 and provided by the Clinical Support staff on 12/2/25 at 1:27 p.m., indicated .Care plan interventions 
should be reflective of risk area(s) or disease processes that impact the individual resident. c. Should new 
identified areas of concern arise during the resident's stay, they should be addressed on the care plan.
Pertinent care plan approaches are communicated to the nursing staff per the 24-hour CRCA (Certified 
Resident Care Associate) assignment or the care tracker profile dependent on campus preference.
Comprehensive care plans need to remain accurate and current.This citation relates to Intake 2663555.3.
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