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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
observations, resident and staff interviews and record review, and policy review, the facility failed to
provide adequate supervision, failed to follow policy and failed to utilize adequate assistive devices
to prevent accidents or further injuries for 3 out of 4 residents reviewed (Res #2, #89 & #116). The
facility reported a census of 101 residents. Findings include:1.The Minimum Data Set (MDS) dated
[DATE] for Resident #116 revealed diagnoses of diabetes mellitus, stroke, heart failure and required
substantial assistance for transfers and moderate assistance for toileting and personal hygiene.
Walking 10 or more feet did not occur due to a medical condition or safety concerns and a manual
wheelchair was normally used for mobility. The MDS identified Resident #116 had an impairment of
upper or lower extremities and use of a walker was not identified for a mobility aid. The MDS did not
identify Resident #116 as having negative behaviors such as rejection of care and wandering did not
occur. Resident #116 had a Brief Interview for Mental Status (BIMS) score of 3 that suggested severe
cognitive problems with thinking and memory without signs of delirium. The MDS did not document
that the resident was on a restorative program.The Care Plan for Resident #116 identified a brain
injury due to a brain bleed and directed staff to offer cues, direction, redirect as needed, explain the
task to be completed as she is impulsive with movements and non-compliant with directions. The
Care Plan identified a risk for falls and directed staff to assist Resident #116 to ambulate with a gait
belt and a front wheeled walker (initiated date [DATE]) and transfer using a non-mechanical lift
(initiated date [DATE]). Restorative care: walk to dine & ambulate in facility resolved on [DATE]. A
document titled incident report revealed on [DATE] at 5:20 pm, Staff B, RN was notified by Staff A,
CNA that Resident #116 had lost her balance and fell to the floor while ambulating to the bathroom.
Resident #116 was screaming Please help me up!. The Nurse Practitioner was notified and Resident
#116 was sent to the hospital. The Progress Notes for Resident #116 revealed:1. On [DATE],
Resident #116 was examined by Nurse Practitioner (NP) and documented Resident #116 was stable
sitting in her wheelchair, alert, oriented, no distress, cooperative, frail, with a weight of 100 pounds.
Resident #116 musculoskeletal condition was documented as limited range of motion with muscle
weakness.2. On [DATE], Staff B, Registered Nurse (RN) documented that Staff A, CNA alerted that
Resident #116 had a fall and upon entering Resident #116's room, she was on the floor, near the wall,
laying on her right side, screaming Please help me up! Staff A stated she was taking Resident #116 to
the bathroom, using her walker, and she lost her balance, falling to her right side. Resident #116 was
assisted to her bed by Staff A and Staff B. Resident #116 was continuously screaming, complaining of
pain in her right arm and shoulder. The Nurse Practitioner was notified and ordered to send Resident
#116 to the hospital. The daughter was aware of the hospital transfer. 3. On [DATE] at 10:03 am, the
hospital update was that Resident #116 fractured the right shoulder and elbow and due to the multiple
comorbidities, a conservative management of a sling instead of surgery. The trauma services were
providing pain management.A document titled [NAME] Des Moines Emergency Medical Services
(EMS) dated [DATE] for Resident #116 revealed:a. The primary impression listed as acute pain due to
trauma and injury of shoulder from fall from chair. b. At 5:40 pm EMS arrived to find Resident #116
(continued on next page)
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alert and oriented to place, time, event complaining of pain to her right shoulder. Resident#116 slid out
of her wheelchair and landed on her right shoulder and had pain 10/10 on scale 0-10. c. An IV access
and Fentanyl was administered.d. At 5:37 pm, Resident#116 was moved to the ambulance via
stretcher.A document titled ED (Emergency Department) Provider Notes dated [DATE] for Resident
#116 revealed:a. The chief complaint was right arm injury.b. History: Arrived via EMS (Ambulance)
from her care facility following mechanical fall. The patient was getting out of the shower, when tried
to use her wheelchair for support, causing her to fall. The patient reported hitting her head and is on
anticoagulation. The patient complains of right shoulder and elbow pain. c. A physical exam of
musculoskeletal revealed signs of injury present, tenderness and bruising. d. Preliminary result:
Impacted right humeral (upper arm) fracture and a comminuted olecranon fracture (a severe elbow
injury, breaks into multiple pieces) and elbow joint effusion (fluid buildup from trauma). e. Recommend
admission to trauma for possible surgical repair. Posterior long-arm splint and slingDuring an
interview on [DATE] at 1:40 pm, Resident #116's daughter stated her mother was in bed mostly as it
was very hard for her to get up. The daughter stated she visited on [DATE], the resident had some
memory loss but feeling normal for herself, no pain. The daughter stated she's been trying to figure
out what happened and she was not ok with this. Staff B, RN told her that the CNA was following her
mom with a wheelchair as she walked to the bathroom. The daughter stated she visited her mother
multiple times before the fall and her mother could not walk.During an interview on [DATE] at 10:29
am, Staff B, RN stated she had been employed for two years at this facility and had provided care for
Resident #116. Staff B stated Resident #116 tried to get up by herself, required the assistance of one
staff, with a walker, and walked to the bathroom a long while ago. Staff B stated currently, the CNAs
would change Resident #116 in bed before assisting her into the recliner. Staff B stated Staff A, CNA
had provided care for Resident #116 a few times had 2 different stories of the incident on [DATE] so
she questioned truthfulness. Staff B stated Staff A she was taking [NAME] to the bathroom and
while she was getting things ready by opening the bathroom door, Resident #116 fell and the second
report was that Staff A was following Resident #116 with the wheelchair. Staff B stated that was
what she documented on the incident report. Staff B stated when she entered [NAME]'s room, she
was on the floor, laying on her right side without a gait belt a few feet from the bed. Staff B stated it
was about 50 feet to the bathroom and the wheelchair was by the bathroom wall, and the walker was
on the floor tipped over near Resident #116 who was screaming in pain. Staff B stated Resident #116
was a few feet from the bed so they tried to stand her, but she was not able to bear weight, so they
grabbed her pants and slid her on her feet, lifted and put her on the bed. Staff B stated Resident #116
was screaming, complained of shoulder pain and it appeared swollen at the shoulder. Staff B stated
Staff Z, CNA responded, stayed with Resident #116 as she notified the Nurse Practitioner and called
911. Staff B stated she did not notify the administration about her concerns involving the fall. Staff B
stated the DON (Director of Nursing) called her 2-3 days after the incident to ask if they used the
mechanical lift to get Resident #116 off the floor, which she replied no, then had a one-on-one talk
about using the mechanical lift to get residents off the floor after a fall, if they cannot get up on their
own. Staff B stated no one questioned her about the incident except for asking if a mechanical lift
was used to put Resident #116 into the bed. During an interview on [DATE] at 12:51 pm, Staff A, CNA
stated she was hired in [DATE] and had worked both the upper and lower levels of the facility. Staff
A stated she received training and felt it was good enough to know the people. Staff A stated she
utilized the Therapy book for resident changes with ambulation and transfers. Staff A stated she
provided care for Resident #116 a few times but was unable to recall the last time she provided her
care but she usually walked to the bathroom. Staff A stated on [DATE], Resident #116 was in the
recliner during walking rounds at the beginning of her shift and could not recall the other CNA
reporting anything. Staff A stated she would change her while she's in the bed. Staff A stated
Resident #116 was eating, activated her call light, and assisted her up from the recliner, using a gait
belt and walker. Staff A stated she had the wheelchair because sometimes Resident #116 would get
(continued on next page)
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weak in the bathroom. Staff A stated Resident #116 might have taken 10 steps, then leaned to the
right and went over, it happened so fast. Staff A stated she activated the call light and radioed for
assistance. Staff A stated Staff B, RN was in the hall, responded and helped get her up with the
mechanical lift into bed. Staff A stated the ambulance came and could not remember if other staff had
entered the room. During an interview on [DATE] at 3:12 pm, Staff Z CNA stated last year Resident
#116 could get into a recliner with assistance but did not ambulate to the bathroom as she was
incontinent and CNAs changed her in bed. Staff Z stated Staff A CNA told her she could walk Resident
#116 to the bathroom. Staff Z stated Resident #116 did not ambulate due to balance issues but was
able to pivot transfer with assistance. Staff Z stated on [DATE] she responded to someone's
screams, checked the rooms, and found Staff B, RN and Staff A, CNA placing Resident #116 in her bed
without a gait belt and there was no mechanical in the room, Staff Z stated when Staff B left the
room to notify the doctor and call 911, Staff A told her Resident #116 fell during assistance to the
bathroom. Staff Z stated Resident #116 was crying and did not want to be alone.During an interview
on [DATE] at 10:29 am, Staff BB, CNA stated she had provided care for Resident #116, who was
declining but would sit in her recliner to eat. Staff BB stated she worked on [DATE], 6-2pm shift,
providing care for Resident #116 and needed two CNA's, with a gait belt, to transfer her to the
recliner. Staff BB stated Resident #116 was not stable, and was too weak to walk to the bathroom so
staff would check and change while she was in bed. A document provided by the Administrator
verified to be investigative notes for Resident #116's fall on [DATE] which revealed: 4. Staff A, CNA
entered the room to respond to the call light. Resident #116 told her she needed the bathroom, Staff A
told Resident #116 she needed to get a gait belt. Resident #116 said no I'm going to the bathroom,
stood up to her walker and began walking to the bathroom. Staff A grabbed Resident #116's
wheelchair, unsure what else to do, bring wheelchair up behind Resident #116 who lost her balance
and fell onto her right side.5. Staff B, RN was told Resident #116 fell as she was getting things ready
to use the bathroom. Resident #116 had a walker and no gait belt and hasn't gotten up by self in a long
time.6. Staff Z, CNA responded to a scream, staff already got Resident #116 up in bed. 7. Resident
#116 reported to be impulsive, doesn't always follow directions or wait for staff. 8. Resident #116
noted to be non-compliant and has been caught ambulating on her own. During an interview on
[DATE] at 2:15 pm, Staff L, CNA/Restorative Aide stated she had been employed at this facility for
11 years and remembered seeing Resident #116, most of the time in bed. Staff L stated she had never
provided care for [NAME] nor restorative care for her.During an interview on [DATE] at 12:29, Staff
JJ, Physical Therapy (PT) stated she had worked at the facility for 16 yrs. Staff JJ stated the last
time she had provided treatment for Resident #116 was [DATE] through 10/3//25 for syncope due to
low blood pressure. Staff JJ stated Resident #116 was ambulatory with a front wheeled walker and
stand by assistance and participation varied due to her cognition and if she wanted to participate.
Staff JJ stated she did not see Resident #116 in [DATE] nor [DATE]. Staff JJ stated she then saw
Resident #166 after her return from the hospital on [DATE] for a PT evaluation and one evaluation
before her death on [DATE]. Staff JJ stated she provided an update form in a PT transfer binder for
the staff and the ADON or MDS nursing staff would place the changes in the care plan. Staff JJ
stated the facility had a restorative program but Resident #116 was not in a program due to her lack
of participation. Staff JJ stated she would be made aware of changes from nursing or aides, that the
resident was not doing as well, and we might look in the Point Click Care update to see if a resident
had a fall or hospital visit, QAPI or daily meetings. Staff JJ stated Resident #116 did not want to do a
lot of activity but would get up to the recliner. Staff JJ stated the staff should have notified her if a
change of condition occurred. Staff JJ stated Resident #116 needed heavy coaxing to get up and to
do any walking, it was more behavioral then medical at the time she saw Resident #116 last on
[DATE]. Staff JJ stated when she saw Resident #116 on [DATE], she was very weak, unstable,
reduced balance and had a fear of falling. Documents titled Physical Therapy for Resident #116
involved: 5. On [DATE], skilled interventions focused on training in turning from back to side to
(continued on next page)
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sitting at the edge of bed with a minimum of one person to assist and sit to stand at front wheeled
walker. Resident #116 demonstrates extreme fatigue (weakness) with increased time needed to
complete tasks. Toilet transfers with assistance and verbal cues for safety and turning completely
before sitting. Resident #116 was able to perform peri cares with assistance to complete putting off
and on of undergarment/pants. Electronically signed by Staff JJ, Physical Therapist (PT)6. On
[DATE], gait (walk) training focused on adjustment of center of mass over base of support and
directional changes using a front wheeled walker, CGA (contact guard assist where the therapist
maintains hands-on physical contact with the patient using a gait belt to provide safety, stability, and
balance) for 7 feet with slow gait and decreased step length. Assist needed for management of
walker during turn as Resident #116 was unable to maneuver around a tray table with verbal cues.
Resident #116 required increased length and amount of rest breaks due to complaints of fatigue.
Electronically signed by Staff JJ, PT.7. On [DATE]. gait training focused on adjustment of center of
mass over base of support and directional changes using a front wheeled walker and CGA for 10 feet
and for 5 feet with verbal cues for directions. Resident #116 required extensive time to complete each
task and extensive rest breaks between each task due to complaints of extreme fatigue. Skilled
interventions focused on training in turning from back to side to sitting at the edge of bed with a
minimum of one person to assist and moderate verbal cues for encouragement. Resident #116 had
complaints of dizziness upon sitting (BP cuff unavailable during time). The dizziness subsided after 3
minutes of sitting. Sit to stands with minimum assistance of 1 staff with maximal verbal and visual
cues for hand placement. Resident #116 was educated on the importance of drinking more fluids and
eating in order to increase energy and strength. Electronically signed by Staff JJ, PT.8. On [DATE],
Patient and Caregiver Training: Instructed Resident #116 and caregiver (CNA) in safe transfer
techniques, use of assistive device RW (rolling walker) and proper body mechanics specifically, in
order to increase functional mobility skills and increase safety and decrease need for assistance with
100% return demonstration provided during session. Electronically signed by Staff KK, PT Assistant
on [DATE] and electronically co-signed by Staff JJ, PT on [DATE]. A document provided by the
Administrator verified to be investigative notes for Resident #116's fall on [DATE] which revealed
the following: 9. Staff A, CNA entered the room to respond to the call light. Resident #116 told her she
needed the bathroom, Staff A told Resident #116 she needed to get a gait belt. Resident #116 said no
I'm going to the bathroom, stood up to her walker and began walking to the bathroom. Staff A grabbed
Resident #116's wheelchair, unsure what else to do, bring wheelchair up behind Resident #116 who
lost her balance and fell onto her right side.10. Staff B, RN was told Resident #116 fell as she was
getting things ready to use the bathroom. Resident #116 had a walker and no gait belt and hasn't
gotten up by self in a long time.11. Staff Z, CNA responded to a scream, staff already got Resident
#116 up in bed. 12. Resident #116 reported to be impulsive, doesn't always follow directions or wait
for staff. 13. Resident #116 noted to be non-compliant and has been caught ambulating on her own. A
document verified by the Administrator to be the 5 day and root cause analysis submitted to the
Department of Inspections and Appeals (DIAL) on [DATE] revealed the following: j. On [DATE] at
4:30 pm the Administrator was notified by the hospital that Resident #116 was to be admitted
following the fall on [DATE] due to a comminuted and impacted right humeral (upper arm) fracture
and a proximal radial ulnar (elbow) fracture. k. On [DATE] at 4:20 pm Resident #116 was assisted by
Staff A, CNA to the bathroom when she lost her balance and fell onto her right side. Resident #116
was sent to the emergency department for imaging (x-rays).l. An interview with Staff A, CNA stated
she answered Resident #116's call light and she needed to use the bathroom. Staff A stated she told
Resident #116 she needed to get a gait belt, but Resident #116 got up, stood herself to her walker and
began walking to the bathroom. Staff A grabbed the wheelchair, brought it up behind Resident #116
and witnessed her lose balance and fall to her right side. Resident #116 began to scream in pain,
calling out for help to get up. Staff A requested assistance from Staff B, RN and they assisted
Resident #116 into bed utilizing a mechanical lift. m. Interview with Staff B, RN stated Resident #116
(continued on next page)
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was not wearing a gait belt on when she entered the room, the walker and wheelchair was nearby.
Staff B completed her assessment, assisted Resident #116 off the floor and contacted the on-call
provider who gave the order to transfer resident to the hospital for further evaluation due to
complaints of pain in right arm and shoulder. The emergency medical services were contacted and
Resident #116 was sent at 5:45 pm. n. Other staff interviewed stated Resident #116 had a normal day,
used her call light, did not like to wait for staff, could be impulsive per the care plan. Resident #116
was toileted at 3 pm. Resident #116 directed her cares most of the time, ate in her room, had dinner
and put on her call light. Staff answered the call lights timely per reports. o. Resident #116's daughter
commented, these things happen. p. The Medical Director was informed.q. Care plan followed 1. The
wheelchair was locked at bedside. 2. The walker was at bedside. 3. A picture sign to call for
assistance was in place. 4. Staff were providing appropriate supervision and attempted to meet her
needs. 5. Her environment was quiet and calm. Resident #116 had been eating with her television per
her preference. r. Based on these findings the staff adhered to the resident care plan, no evidence of
staff culpability, interventions were implemented and staff responded promptly. Root cause appeared
to be the resident's need for the bathroom and her impulsivity and preference for directed care. No
symptoms of frequency or urinary tract infection (UTI). The lack of a gait belt at the time was not a
contributing factor, as the resident was impulsive and did not wish to wait for assistance. A
document titled Physical Therapy referral dated [DATE], Reason for Referral: Resident #116 was
referred to therapy services due to fall from hyperglycemic (high blood sugar) episode that resulted in
a right humerus (upper arm fracture) along with elbow joint effusion. Pt presents with impaired
transfers and mobility at this time. Clinical Impressions: Patient referred to PT due to new onset of
compromised physical exertion level during activity, decrease in functional mobility (moderate to
dependent), decrease in strength in lower extremities, decreased skin integrity (large amount of
bruising to right side, right arm in sling with ace wrap and splint to elbow), recent fall with Right
humeral fracture (upper arm), functional limitation with ambulation (unable at this time), increased
need for assistance from others, dependent with mobility, increased physical exertion during daily
living tasks, reduced dynamic balance and reduced static balance. Electronically signed by Staff JJ,
PT on [DATE]. 2. The Minimum Data Set (MDS) dated [DATE] for Resident #2 revealed the
diagnoses of weakness, unsteadiness on feet, required the assistance of one staff for supervision
with ambulation and maximal assistance for hygiene and toileting. Resident #2 had a Brief Interview
for Mental Status (BIMS) score of 15 suggesting an intact cognition.The Care Plan for Resident #2
dated [DATE]. The Care Plan identified a risk for falls and directed staff to assist with ambulation
and transfers with moderate assistance of one staff with a gait belt and front wheeled walker and as
needed.The Progress note dated [DATE], the Nurse Practitioner (NP) documented a visit for Resident
#2 following the fall on [DATE]. Resident #2 described the incident as a slide as she attempted to
stand up with the assistance of a care giver who did not use a gait belt and despite informing the care
giver she was slipping; she was reassured multiple of times that she will not fall. The NP documented
Resident #2 slid down and became stuck between the toilet and the wheelchair and had to be assisted
by multiple of caregivers to get back to bed. Following the incident, x-rays revealed an acute fracture
of her ankle and had to be transported to the hospital where she received Fentanyl for pain
management and additional x-rays. The NP documented the hospital stabilized the fracture with a soft
cast and potentially transition to a boot and Resident #2 reported ongoing pain from the fracture.The
Falls with Injury report dated [DATE] for Resident #2 revealed:a. The incident occurred in the
resident's bathroom room.b. Staff CC, CNA tried to assist resident #2 from the toilet to wheelchair,
due to weakness to her legs, she sat on the floor.c. Staff I, LPN noted resident had a gait belt on and
an open area to right shin and left lateral lower leg.d. Resident #2 stated her legs gave out as Staff
CC, CNA performed peri care, reported pain to right lower leg and hip. e. Resident #2 refused ER prefer
mobile x-ray. Notified the Nurse Practitioner, ordered x-ray to right femur and right lower leg after a
witnessed fall. f. Resident #2 was alert and ambulatory with assistive device. g. No injuries observed
(continued on next page)
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post incident. h. Person preparing the incident report: Staff GG, LPN Statement titled Incident [DATE]
for Resident #2 revealed: a. At 11:45 am 2 cna's reported resident #2 fell during transfer from toilet to
wheelchair. b. Resident #2 was found in bathroom in a wheelchair.c. CNAs stated they got her up prior
to getting the nurse. d. Resident #2 was complaining of pain to her right lower extremity.e. Resident
#2 had a gait belt on in wheelchair. f. Resident #2 assessed with vital signs then assisted to bed by
two staff members. g. Signed by Staff I, LPN on [DATE] Form signed by Staff HH, Former DON on
[DATE] at 11am revealed: a. Resident #2 sustained a Tri malleolar fracture of right ankle on [DATE]
at 11:29am.b. Cause of accident as Resident #2 used bathroom with staff assist, staff assisting with
peri care when resident legs became weak, lowered to the floor. c. Previous functional ability: 1
assist with gait belt and front wheeled walker. d. Checked as injury not a major injury and signed by
Staff II, Doctor of Osteopathic Medicine on [DATE] at 1500. During an interview on [DATE] at 11:42
am, Resident #2 stated on [DATE] she had walked with her walker into the bathroom and when
finished she activated the call light. Resident #2 stated she required the assistance of staff to provide
peri care and had waited for a while until the Certified Nursing Assistant (CNA) arrived. Resident #2
stated usually when she was assisted by facility staff and she would say she's slipping, the staff
would sit her back down on the toilet. Resident #2 stated she began to slip and said that to the CNA
who replied with I've got you. Resident #2 stated she went down to the floor because her legs were
weak from sitting so long waiting for assistance. Resident #2 stated the CNA that was assisting her
was an agency staff who said she should not even be here providing care for her as she had not been
trained. When inquired if she fainted, Resident #2 laughed and replied, I've never fainted in my life.
Resident #2 stated the CNA had her by the arm and not a gait belt. Resident #2 stated another CNA
came into the room, who also was new agency CNA, and helped to get into the wheelchair. Resident
#2 stated it was hard, they had her by the arms and her right leg hurt so she was unable to stand.
Resident #2 stated then the nurse came in to help.During an interview on [DATE] at 3:15 pm, Staff
CC, CNA verified her work at this facility was through an agency. Staff CC stated on her first day, she
was asked to come in ahead of her start time to receive a code for the Point Click Care (PCC)
computer system to chart, then failed to show her how to use it. Staff CC stated she was unaware of
how to look up resident information since they did not give her details and they were aware it was her
first time in the facility. Staff CC stated the staff was not helpful. Staff CC verified she had worked
on [DATE], working with another new agency CNA and termed the day as Hectic as staff were sick,
went home and the two were on their own with 2 halls of residents. Staff CC stated the call lights
were going off and the nurse yelled at her for using the radio to call for assistance. Staff CC stated
she answered a bathroom call light and she did not know the resident. Staff CC stated when the
leaving, staff conduct the walking round at the beginning of the shift, they didn't give details. Staff CC
stated during the peri care, the resident was starting to fall. Staff CC stated she called for the other
CNA who came in immediately and they tried to get the resident into her wheelchair, describing it as
very hard. Staff CC stated a 2nd nurse came into the room to helped them. Staff CC stated when she
left at 2pm, no one asked her what happened, no one called her and she did not go back to this
center.During an interview on [DATE] at 10:41 am, Staff DD, Agency CNA verified she worked through
an agency and that [DATE] was her first day to work at this facility. Staff DD stated it was complete
chaos as the staff did not tell her anything, no direction and it was the first time working with the
mechanical lifts that this facility utilized stating she had no idea how to run it. Staff DD stated she
was assigned to work on a hall with a staff member who went home and she was unaware that she
was working alone. Staff DD stated another agency CNA (Staff CC) was down the next hall and from
10am to 2pm they were on their own. Staff DD stated they assisted each other with the residents that
required two assist and was in a room when Staff CC stated she needed to go across the hall as that
call light had been activated for a while. Staff DD stated her resident was on the toilet and could not
be left alone but Staff CC was absent for a really long time so she secured her resident and found
Staff CC with her resident on the floor in front side of the toilet. Staff DD stated Staff CC asked what
(continued on next page)
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do I do? and it's routine if someone falls to call the nurse, used the radio for a nurse and helped to get
the resident up. Staff DD stated she did not remember what happened next. Staff DD stated there
were many residents, multiple two assist and both Staff CC and herself had no idea what was going
on. Staff DD stated she had been trained as a CNA, worked for 8 years, and referred to that as the
craziest day of her life and she would never go back as it was unsafe. Staff DD stated no one called
her and she did not return to work for them.During an interview on [DATE] at 2:09 pm, Staff I,
Licensed Practical Nurse (LPN) stated she was not sure how the facility on-boards agency staff, she
had seen a packet but have not reviewed the content, and the staff that are leaving for the day
completed a walking round. Staff I stated the agency staff can look in the computer for the Kardex but
they have to navigate to the care plan. Staff I stated most of the agency staff ask to look at the
therapy communication binder. Staff I stated she had good communication with the staff CNA's but
there have been multiple agency CNA's and she didn't know their base line knowledge. Staff I stated
she remembered a little about Resident #2's fall, it happened in the bathroom and there was an issue
with the agency CNA's getting her off the floor.During an interview on [DATE] at 1:48 pm, Staff G
LPN ADON stated she was unaware of any training for the agency staff as human resources (HR) and
the scheduler placed them onto her unit and was not aware of who it will be until she arrives for the
day. Staff G stated she was unable to remember who the agency staff were that had worked on
[DATE], day shift, but when she was made aware that they were low on staffing, she notified Staff
FF, Staff Scheduler and did not receive further assistance. Staff G stated the nurse on duty had
responded to some activated call lights but personally no one approached her to assist. Staff G stated
administration schedules staffing according to census. Staff G stated she was not aware there were
new agency staff or that they were not oriented to PCC, it was a busy day. During an interview on
[DATE] at 2:15 pm, Staff FF, Staff Scheduler stated the facility utilized two staff agencies, the CNAs
were independent then make a post on the clipboard account so they may pick up the shifts. Staff FF
stated the moment she was aware of the individual's acceptance for a shift then requests their
documentation. Staff FF stated there was a packet at the nurse station they will utilize for
orientation that was created in [DATE]. The agency staff will sign the four pages in the binder when
they come in for their first day and leave it in the binder. Staff FF stated she would assume the staff
CNA would orient and train them as it was the responsibility of the ADON's and DON to have that
done. Staff FF stated Staff CC, agency CNA accepted work starting [DATE] and Staff DD, agency
CNA picked up her first shift on [DATE]. Staff FF verified both agency CNAs worked on [DATE] and
a staff CNA had left at 9:30 am. Staff FF stated a staff CNA was to come upstairs to work 11 am to 6
pm but was unsure if that occurred. Policy titled Fall Occurrence dated 2/2024 revealed interventions
are implemented and placed on care plan based on fall risk assessment. The resident will be
assessed by a licensed nurse prior to being moved after a fall. Policy Gait belts (transfer belts)When
to use: Patient is weak but can bear some weight. Fall risk is present. Assisting with sit to stand or
ambulation. Policy mechanical lifts (powered or hydraulic lifts)Used for patients who cannot bear
weight or require full assistance. When to use: non-weight bearing patients. Total or extensive assist
transfers. Staff safety concern with a manual transfer. Policy Non mechanical lifts (manual transfers)
includes pivot transfers, two person lifts, and slide board transfers.When to use: patient can bear
partial weight, short transfers bed to chair, patient follows commands. If a patient cannot safely bear
weight, use a mechanical lift.If a patient can assist, a gait belt or non-mechanical method may be
appropriate. when in doubt, get help. Safety protects both patient and caregiver.During an interview
on [DATE] at 2:55 pm, the Administrator reported that he was not employed by the facility when
Resident #2 had her incident. The investigations are conducted by interviewing staff and residents.
The Administrator stated he would conduct interviews wi[TRUNCATED]
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