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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** Based on
observation, clinical record review, facility policy review, and staff interviews the facility failed to
implement fall interventions per Care Plan for 2 of 4 residents (Resident #3 and Resident #4) reviewed
for falls. The facility reported a census of 54 residents. Findings include:1. Review of Resident #3's
Minimum Data Set (MDS) assessment dated [DATE], revealed a Brief Interview for Mental Status
(BIMS) score of 3 out of 15, which indicated a severe cognitive impairment. The list of diagnoses
included traumatic brain injury and depression. Per the assessment, Resident #3 used a walker, and
required partial/moderate assistance for chair/bed to chair transfers.Review of Resident #3's Care
Plan revealed the following Focus areas:a. Dated 4/6/24, [name redacted, Resident #3] is high risk
for falls r/t (related to) gait/balance problems. Unaware of safety needs. b. Dated 4/13/24, [name
redacted, Resident #3] has had an actual fall with no injury d/t unsteady gait. Interventions included,
in part:1. 03/19/2026 Fall Intervention: Do not leave unattended in wheelchair in room.2. 03/21/2026
Fall Intervention: Keep Wheelchair in the hallway when in recliner3. 03/24/2026 Fall Intervention:
Education done with staff to not leave resident unattended in his wheelchair in his room. Review of
Resident #3's electronic health record (EHR) revealed the following Incident Reports:a. #1022 -
Witnessed Fall. Date: 3/19/26 at 4:30 PM. Resident: [name redacted, Resident #3]. Incident Location:
Resident's Room. Incident Description: Nursing Description - CNA (Certified Nursing Assistant) was
walking past resident's room, resident was leaning forward in his wheelchair and dropped to his
knees. No injuries resident did not hit his head, range of motion intact, denies pain, he was wearing
his tennis shoes, alarm sounded.Resident Description: resident stated he was trying to adjust himself
in the wheelchair and fell forward.Immediate Action Taken: Description: Fall Intervention - Do not
leave unattended in wheelchair in room.b. #1024 - Unwitnessed Fall. Date: 3/21/26 at 9:40 AM.
Resident: [name redacted, Resident #3]. Incident Location: Resident's Room. Incident Description:
Nursing Description - Resident had an unwitnessed fall in his room. Staff reports that res (resident) is
in his room on the floor. Upon entering the room res was observed sitting in an upright position on the
floor in front of his recliner chair. Res encouraged to utilize call light for assistance. Resident
Description: When asked what happened, res reports that he was trying to get from his wheelchair to
the recliner chair. Immediate Action Taken Description: Upon assessment vitals. No injuries or
bruising noted. Res then assisted up from the floor to his recliner chair with assist X3 and gait belt.
Neuro flow sheet initiated per protocol. Fall Intervention: Keep Wheelchair in the hallway when in
recliner. c. #1025 - Unwitnessed Fall. Date: 3/24/26 at 4:22 PM. Resident: [name redacted, Resident
#3]. Incident Location: Resident's Room. Incident Description: Nursing Description - Resident was in
his wheelchair when he leaned forward and tried to pick something up off the floor. 2 envelopes were
on the floor. Resident Description: Resident attempted to transfer without help, and fell in his room.
Immediate Action Taken Description: Vitals and assessment completed. Resident denies pain.
Resident educated to call for help to transfer. Fail Intervention: Education done with staff to not leave
resident unattended in his wheelchair in his room.During an interview on 6/10/26 at 11:36 AM, Staff
A, CNA queried if Resident #3 could be in his wheelchair in his room and Staff A stated Resident #3
(continued on next page)
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could be in his wheelchair in his room because he had a chair alarm on it. During an interview on
6/10/26 at 2:41 PM, Staff F, CNA queried if Resident #3 could be in his wheelchair in his room and
Staff F stated she thought Resident #3 could be in his room in his wheelchair unsupervised for a little
while. During an interview 6/10/26 at 3:51 PM, the Director of Nursing (DON) asked about the falls for
Resident #3 on 3/19/26, 3/21/26, and 3/24/26 and the DON spoke of the interventions the facility
tried with Resident #3. The DON stated the resident would self-propel into his room and no one would
know Resident #3 in his room. The DON stated the staff needed to follow through with the
interventions put in place. 2. Review of Resident #4's MDS assessment dated [DATE], revealed a
BIMS score of 14 out of 15, which indicated intact cognition. The list of diagnoses stroke, diabetes
mellitus, and depression. Per the assessment, Resident #4 required supervision/touching assistance
with chair/bed to chair transfer and walking. The MDS documented an admission date of
4/22/26.Review of Resident #4's Baseline Care Plan dated 4/22/26 indicated Resident #4 an assist
of 1 with transfer, walking, and toileting; and used a front wheeled walker.Review of Resident #4's
Care Plan revealed the following Focus areas:a. Dated 5/13/26, [name redacted, Resident #4] is at
risk for falling r/t hx (history) of fall with fx (fracture), high risk medications.b. Dated 5/13/26, [name
redacted, Resident #4] has an actual fall with no injury. Interventions, in part:1. 05/01/2026 Fall
Intervention: Reminder sign to call for assistance2. 05/02/2026 Fall Intervention: Education with staff
to hold onto gait belt. [Name redacted, Resident #4] is assistance x 1 with a gait belt.3. 05/05/2026
1st fall - Fall Intervention: Education with staff to leave walker within reach.4. 05/26/2026 Fall
Intervention: 1:1 with new CNA that took did not leave walker in reach education on keeping walker
near [Name redacted, Resident #4].Review of Resident #4's EHR revealed the following Incident
Reports:a. #1049 - Unwitnessed Fall. Date: 5/1/26 at 9:00 PM. Resident: [Name redacted, Resident
#4]. Incident Location: Resident's Room. Incident Description: Nursing Description - No, resident
found sitting on the floor in front of her tv. Resident Description: Resident said she was in front of her
tv and tried to reach for her walker and lose her balance and fell. Immediate Action Taken Description:
Assessed resident, no injuries noted. Resident denies hitting her head. Fall Intervention: Reminder
sign to call for assistanceb. #1051 - Witnessed Fall. Date: 5/2/26 at 8:45 PM. Resident: [Name
redacted, Resident #4]. Incident Location: Resident's Room. Incident Description: Nursing Description
- Yes, Resident walking in her room trying to get her pajamas, try to turn around and started falling,
CNA was with her in her room. Resident Description: Resident said she was trying to get he[r]
pajamas and turned and started to fall. Immediate Action Taken Description: Assessed resident, CNA
said she did not hit her head, no injuries noted, able to move all extremities without difficulty,
eyes/pupils round and reactive to light bilaterally. Assisted resident on her feet, able to walk using
her walker with assist x1 and GB. Denies any pain or discomfort. Fall Intervention: Education with
staff to hold onto gait belt. Resident is assistance x 1 with a gait belt.c. #1055 - Unwitnessed Fall.
Date: 5/6/26 at 4:25 PM. Resident: [Name redacted, Resident #4]. Incident Location: Resident's
Room. Incident Description: Nursing Description - Resident was found on the floor next to her bed.
Resident Description: Resident said she was trying to reach for her walker and just fell. Immediate
Action Taken x Description: Assessed resident, no injuries noted. Fall Intervention: Education with
staff to leave walker within reach.d. #1065 - Witnessed Fall. Date: 5/26/26 at 5:00 PM. Resident:
[Name redacted, Resident #4]. Incident Location: Resident's Room. Incident Description: Nursing
Description - Yes, CNA and nurse heard the chair alarm at resident's room, started to run at her room
but was too late. CNA saw resident lost her balance reaching for her walker and fell. Resident
Description: Resident said she was trying to reach for her walker and fell, and said she hit her head.
Immediate Action Taken Description: Assessed resident, small bruise noted on her right elbow.Fall
Intervention: 1:1 with new CNA that took did not leave walker in reach education on keeping walker
near resident.During an observation on 6/9/26 at 1:23 PM, Resident #4 sat in her recliner and her
walker positioned approximately 3 feet away against the closet doors. During an interview on 6/10/26
at 12:49 PM, Staff B, CNA queried where Resident #4 walker needed to be located and Staff B stated
(continued on next page)
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she liked to keep the walker at least 3 feet away from Resident #4. Staff B asked what an assist of 1
meant and Staff B stated assist with 1 CNA and gait belt. Staff B asked if the staff needed to hold
onto the gait belt with transfers and Staff B stated yes, her hand or at least a couple of fingers
needed to be under the gait belt. During an interview on 6/10/26 at 1:14 PM, Staff C, CNA queried on
where Resident #4 walker needed to be located and Staff C stated she tried to keep Resident #4
walker in front of the closet and not within reach of the resident because Resident #4 will try to stand
up on her own and try to move around. During an interview on 6/10/26 at 1:39 PM, Staff D, CNA
queried on where Resident #4 walker needed to be located and Staff D stated she put Resident #4
walker up against the wall, not right next to Resident #4, probably 4 feet away because Resident #4
will try and get up and walk. Staff D asked what a one assist meant and Staff D stated assisting
resident with 1 staff member, gait belt, and a walker. Staff D confirmed the gait belt needed held onto
when ambulating in use. During an interview on 6/10/26 at 2:25 PM, Staff E, CNA asked where
Resident #4 walker needed to be located and Staff E stated with all of Resident #4 falls, Staff E
would not keep it within reach because Resident #4 tried to get up on her own.During an interview on
6/10/26 at 3:24 PM, Staff G, Licensed Practical Nurse (LPN) queried on falls with Resident #4 and
Staff G stated one time Resident #4 was standing near the closet and fell before the CNA could get to
her. Staff G asked if staff needed to keep their hand on the gait belt when using it, and Staff G
confirmed staff needed to be on the gait belt at all times. Staff G asked where Resident #4 should be
located in the resident's room and Staff G confirmed the walker should be within reach of the
resident. During an interview on 6/10/26 at 3:40 PM, Staff H, CNA queried if she had ever been with
Resident #4 when she had a fall and Staff H stated yes, when Resident #4 first admitted . Staff H
stated Resident #4 got up out of her chair and headed towards her closet and fell when Staff H helped
the roommate. Staff H asked when she used a gait belt with the resident if Staff H needed to hold
onto the gait belt and Staff H confirmed a hand needed to be on the gait belt at all times. During an
interview 6/10/26 at 3:51 PM, the DON asked about the falls for Resident #4 on 5/1/26, 5/2/26,
5/6/26, and 5/26/26 and the DON stated the facility did a lot of education with the staff on the
interventions for falls. The DON stated some staff believed it was better to not have the walker near
the resident who tried to self-transfer, but if a resident was going to self-transfer, it was better to
have the walker near the resident for something to hold on to. The DON asked where the walker
needed to be located for Resident #4 and the DON stated beside the recliner. The DON asked if by the
closet door was within reach when resident in the recliner and the DON stated no, the DON didn't think
that would be within reach. The DON asked about gait belt use and the DON confirmed staff should
keep their hand on the gait belt at all times when using. Review of the undated facility policy titled
Fall Procedure Policy revealed, in part: Come up with interventions THIS NEEDS TO BE CHARTED IN
RISK MANAGEMENT. Every fall needs an intervention.
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