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Based on observations, record review, staff interviews and facility policy review the facility failed to ensure 
fall interventions were in place after 1 of 3 residents (Resident #8) sustained a fall. Resident #8 had a fall on 
6/30/2025 that resulted in a hematoma on the right side of his head. Staff updated his care plan to include 
the placement of non-skid strips in front of his bed. A work order was developed to have the non-skid strip 
placed but the work order documented the wrong bed number. Resident #8 did not have non-skid strips 
placed when he sustained a fall on 7/14/2025 and suffered multiple facial fractures and had to be 
hospitalized . When the survey ended on 7/16/2025, Resident #8 was still in the hospital. The facility 
reported a census of 82 residents. Findings include:According to the 5-day admission Minimum Data Set 
(MDS) with a reference date of 6/13/2025, Resident #8 had a Brief Interview of Mental Status (MDS) score of 
7. A BIMS score of 7 suggested mild cognitive impairment. Resident #8 utilized a walker for mobility and had 
an impairment on one side of his upper extremity. He required partial/moderate assistance for lying to sitting 
on the side of his bed, was dependent on staff to go from a sitting to standing position, chair/bed to chair 
transfer, toilet transfers, walking 10 feet and walking 50 feet with two turns. The MDS documented he was 
frequently incontinent of urine and always incontinent of bowel. The MDS documented he did not have any 
falls since admission/entry or reentry or the prior assessment whichever is more recent. The MDS listed the 
following diagnoses for Resident #8: metabolic encephalopathy, hypertension, renal failure, Alzheimer's 
disease, anxiety disorder, constipation, and rhabdomyolysis.The Care Plan Focus Area with an initiation date 
of 6/11/2025 and revision date of 6/30/2025 documented the resident was at risk for falls related to 
deconditioning, gait/balance problems, psychoactive drug use and falls at home. Resident #8 sustained a fall 
on 6/30/2025 that resulted in a hematoma to his forehead. The Care Plan documented on 6/30/2025 
non-skid strips are to be placed in front of his bed and place a scoop mattress for edge identification. The 
Care Plan Focus Area with an initiation date of 6/18/2025 documented Resident #8 had an Activities of Daily 
Living (ADLs) self-care performance deficit related to activity intolerance, Alzheimer's, limited mobility, and 
pain. The Care Plan documented he required the assistance of one staff member for positioning in bed, 
toileting hygiene and incontinence management. He required the assistance of one staff and a gait belt for 
transfers. Staff were directed to encourage him to use his call light for assistance.Fall Risk Evaluations were 
completed on 6/10/2025 and 6/19/2025 and Resident #8 was determined to be at risk for falls.Record review 
revealed the following Progress Notes:a) On 6/10/2025 at 3:00 PM Resident #8 was admitted to the facility 
following a hospitalization.b) On 6/13/2025 at 11:22 PM the nurse noted the resident was getting more 
confused, hypoxic, audible gurgles sound, rhonchi, feeling very congested, feverish and had thrown up. 
Resident #8 was sent to the emergency room (ER) for evaluation.c) On 6/19/2025 at 3:00 PM Resident #8 
returned from the hospital.d) On 6/22/2025 at 4:19 PM the resident had a change in condition: 
unresponsiveness, required more assistance with ADLs, general weakness and decreased mobility. He was 
admitted for observation.e) On 6/23/2025 at 3:47 PM Resident #8 was admitted back to the facility.f) On 
6/24/2025 at 4:24 PM Resident #8 refused to leave his oxygen on and kept throwing his call light on the floor. 
Staff had gone in several ties to replace the call light and apply his oxygen.g) On 6/25/2025 at 8:37 PM 
Resident #8 continued to remove his oxygen and call light from reach by throwing them on the floor, staff 
replaced call light within reach and oxygen in place several times.h) On 6/30/2025 at 12:46 AM a Certified 
Nursing Assistant (CNA) reported to the nurse that he was on the floor, after the CNA went in to answer his 
call light. Resident was observed to be sitting on his bottom with his back against the bed; resident had 
non-skid socks on his feet and was continent. His oxygen machine is to the left of him and oxygen was not 
on, bedside tray was in front of him and slight to the left. Resident stated he woke up and was confused 
where he was and was trying to figure it out. He denied pain at that time, had a hematoma to the right side of 
his forehead; 5.5-centimeter (cm) x 3cm; no other injuries related to fall were observed at that time.i) On 
6/30/2025 at 6:02 PM Resident #8 was on fall follow-up with a new intervention to have a nightlight on during 
the night; appears to have been effective through this shift.j) On 7/1/2025 at 10:38 AM Resident #8 had a fall 
on 6/30/2025. Resident woke up confused as to where he was at and tried to get up to find out where he 
was. Resident was not wearing his oxygen as he tends to remove it. Intervention is frequent rounding to 
monitor oxygen and call light placement. Non-skid strips placed on floor next to bed.k) On 7/14/2025 at 10:00 
PM Resident #8 had a fall at 9:40 PM that was not witnessed. Fall occurred in the resident's room and was 
attempting to self-toilet at time of the fall and tripped over oxygen tubing. He stated he tripped on a rope and 
fell. Resident's oxygen tubing noted to be around his ankles. Resident sustained skin tear to area above right 
eyebrow and was sent to the ER for evaluation.Review of Resident #8's census tab documented he resided 
in room TH6-A.Observation on 7/16/2025 at 12:07 PM revealed Resident #8's bed was against the wall to 
the left of the doorway. The floor did not contain non-skid strips in front of his bed.Clinical record review 
revealed a Plastic and Reconstructive Surgery Consult Noted with an encounter date of 7/14/2025 
documenting a head CT without contrast was completed with the following results: found to have an acute 
nondisplaced right frontal bone fracture with associated fairly large right frontal scalp hematoma. A small 
volume right frontotemporal subarachnoid hemorrhage and small volume right frontal pneumocephalus. 
Partially visualized nonplaced inferior orbital/anterior maxillary wall fracture with associated right maxillary 
hemosinus. The following plan was documented: non-operatable at this time, will continue to evaluate for 
clinical changes, elevate head of bed, sinus precautions, no use of straws, avoid blowing nose, sneeze with 
mouth open.On 7/16/2025 at 2:00 PM the Regional Maintenance Director provided a work order that as 
created by the Administrator on 6/30/2025 at 10:15 AM. The work order documented skid strips to be placed 
in front of the bed in room TH6-B. The work order was documented as being completed by Staff A 
Maintenance Director II on 7/1/2025 at 10:57 AM.On 7/16/2025 at 12:58 PM Staff A indicated he is currently 
the facility's transportation driver because they do not have someone to do take residents to their 
appointment. When asked if he places the non-skid strips in resident's rooms he stated right now he does 
not because he is the driver. He added the Regional Maintenance Director handles those things.On 
7/16/2025 at 1:12 PM Staff B Certified Nursing Assistance (CNA) stated Resident #8's roommate had his call 
light on. When she went in to answer the call light, she found Resident #8 on the floor lying next to his bed. 
His head was by the foot of his bed. She acknowledged he was in bed A, the one by the door as you walk in 
to the room. She indicated his call light was clipped to his sheets but he would not use it when he needed 
help. Staff B thought he has a regular mattress, no fall mat on the floor, he had non-slip socks on but was 
unsure if he had non-skid strips on the floor by his bed. Resident #8 told her he tripped over the ropes from 
his boat and fell. He was fishing at the lake on the rocks when this happened is what he told her. Staff B 
stated the right side of his head was bleeding and had a cut to his nose. The nurse came in and sent him to 
the hospital.On 7/16/2025 at 1:27 PM the Regional Director of Maintenance stated he travels around to other 
buildings within their company. When asked if he would be the one to apply non-skid strips in resident's 
rooms he stated right now, yes, because the other maintenance staff member is currently on transports for 
appointment and the other maintenance work is off on medical leave. When asked if he placed non-skid 
strips in Resident #8's room, she stated he did not personally do it but will check their work order system to 
see if it's done or ever been completed. He returned at 1:37 PM and indicated the work order had been 
initiated on 6/30/2025 to put anti slip strips in room TH6. The order documented it has been completed on 
7/1/2025. He added he went down to the room and found one strip in front of the resident's bed; although he 
usually puts three strips. Went down to Resident #8's room and verified the strips were placed on bed A's 
side of the room not bed B's side of the room. At 1:42 PM he brought in his computer to review the work 
order with the surveyor. The work order listed bed B as needing the non-skid strip as ordered by the 
Administrator. He indicated the Administrator mistyped and he would go down now and put the non-skid 
strips on bed B's floor.On 7/16/2025 at 2:15 PM the Director of Nursing (DON) stated it was her 
understanding Resident #8 thought he was fishing in the rocks, tripped over the rocks; which was actually his 
oxygen tubing. When asked if he had non-skid strip in place she opened his Care Plan and stated they were 
put there on 6/30/2025; so he initially fell on the 29th or 30th. When non-skid strips are needed they fill out a 
work order and maintenance will complete the request. When asked if anyone verifies if the task had been 
completed she stated usually someone from the stand-up meeting will double check. The DON was made 
aware that Resident #8 did not have non-skid strips placed on his floor by his bed, she stated he doesn't and 
stated she knew someone went down there and looked. The DON indicated it's a group/team effort to update 
the Care Plan and put interventions in place after a resident has a fall.On 7/16/2025 at 3:00 PM the 
Administration acknowledged she put the work order in for Resident #8 to have non-skid strips placed by this 
bed. She added they usually follow up with maintenance when a work order has been completed but they 
rely on the work order having the correct information. She acknowledged it was her fault the non-skid strips 
were not in place.The facility provided a document titled Falls and Fall Risk, Managing with revision date of 
March 2018. The policy documented based on previous evaluations and current date, the staff will identify 
interventions related to the resident's specific risks and causes to try to prevent the resident from following 
and to try to minimize complications from falling.-Resident-Centered Approaches to Managing Falls and Fall 
Risk5. If falling recurs despite initial interventions, staff will implement additional or different interventions or 
indicate why the current approach remains relevant.-Monitoring Subsequent Falls and Fall Risk3. If the 
resident continues to fall, staff will re-evaluate the situation and whether it is appropriate to continue or 
change current interventions.The facility provide a document titled Care Plans, Comprehensive 
Person-Centered with a revision date of March 2022 documented a comprehensive, person-centered care 
plan that includes measurable objectives and timetables to meet the resident's physical, psychosocial and 
functional needs is developed and implemented for each resident.
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