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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, hospital record review, staff interviews and policy review, the facility failed to provide 
adequate nursing supervision to prevent accident and injuries for 1 of 3 residents reviewed (Resident #1) for 
falls. The facility failed to implement effective interventions and follow the care plan to prevent falls. Resident 
#1 was at risk for falls and had a history of repeated falls with trends. Resident #1 had eight falls from 
January 2025 to August 2025. On 6/1/25 Resident #1 had a fall in her room after attempting to self transfer 
from her wheelchair to her recliner, resulting in her hitting her head and sustaining a laceration to her 
forehead requiring an emergency room (ER) visit and 8 staples. On 8/8/25 she fell again in her room after 
attempting to self transfer from wheelchair to her recliner, resulting in her hitting her head and left hip pain. 
Resident #1 was transferred to the hospital for x-rays and revealed she had a left hip fracture which required 
surgical intervention. Within days after surgery Resident #1's condition declined, she developed pneumonia 
and passed away. The facility reported a census of 76 residents. Findings include: Resident #1's Minimum 
Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental Status (BIMS) score of 14, 
indicating intact cognition. The MDS identified Resident #1 required partial/moderate assistance with bed 
mobility, transfers, toileting and ambulation. Resident #1's MDS included diagnoses of progressive 
neurological conditions, hypertension (high blood pressure), and depression. The MDS revealed Resident #1 
had one fall with injury and two or more falls without injury since the prior MDS assessment. The Facility 
Incident Reports (IR) documented from January 2025 to August 2025 revealed Resident #1 fell on the 
following dates: 1/8/25, 1/26/25 x2, 5/2/25, 5/10/25, 6/1/25, 6/9/25 and 8/8/25.Resident #1's Fall Risk 
Evaluations documented the following scores indicating at risk for falls:12/19/24= 163/25/25=145/10/25= 
187/1/25= 16The Care Plan with a target date of 10/2/25 identified Resident #1 required staff assistance with 
activity of daily living (ADLs) and was at risk for falls related to history of falls secondary to impaired balance, 
poor safety awareness, neuromuscular/functional impairment and the use of medications that may increase 
fall risks related to multiple diagnoses. The Care Plan interventions included the following:a. Staff to 
encourage Resident #1 to ask for assistance when wanting to transfer and ambulate- date initiated: 
12/20/24b. Staff to encourage Resident #1 to participate in activities that promote exercise, physical activity 
for strengthening and improved mobility- date initiated: 12/20/24 c. Staff to ensure Resident #1 wearing 
appropriate footwear when ambulating or utilizing her wheelchair- dated initiated: 12/20/24, revised on 
4/3/25d. Resident #1 to have a safe environment with even floors free from spills and/or clutter, adequate 
lighting and personal items within reach- dated initiated: 12/20/24, revised 4/3/25e. Resident #1 moved to a 
room closer to the nurse's station in February 2025 to be monitored more closely by staff when in her room- 
dated initiated: 12/20/24, revised 4/3/25f. Fall 1/8/25- Staff education to be aware of when family leaves and 
to make sure to keep wheelchair nearby, additional call light added (one by bed and one by recliner) and 
staff to encourage Resident #1 to use non-skid socks- date initiated 1/21/25g. Fall 1/26/25 at 8:45 AM- Staff 
educated to be aware of when Resident #1 was returning to her room to be available to assist her. Resident 
#1 educated to use her call light and wait for staff to assist her. A board was placed between her recliner and 
wall to prevent the chair from moving back- date initiated 2/18/25h. Fall 1/26/25 at 10:15 AM- Educate staff 
on use of proper equipment when transferring Resident #1- date initiated 2/18/25i. Fall 5/2/25- Educate staff 
not to leave Resident #1 unattended while on the toilet and make sure she was seated safely in a chair of 
her choice. Resident #1 preferred to stay in her room in her recliner for lunch- date initiated 5/5/25 j. Fall 
5/10/25- Educate staff to attempt to assist Resident #1 to desired place prior to leaving her alone, checking 
back on her frequently during times of anticipated movement (going to a meal or activity)- dated initiated 
5/10/25k. Fall 5/10/25- Apply auto-lock brake system to Resident #1 wheelchair- date initiated 6/5/25l. Fall 
6/1/25- Staff to encourage Resident #1 to call for assistance when she returns to her room and wants to get 
in her recliner. A floor mat alarm obtained and placed that connected to the call light system- date initiated 
6/15/25m. Fall 6/9/25- Educate the bath aide to assist Resident #1 back to her recliner after the bath instead 
of having her head back to her room on her own. Additional staff reminded to watch for Resident #1 wheeling 
herself in the hall, anticipating Resident #1 trying to transfer herself and assist her as they see her. n. 
Addendum 7/28/25- The floor mat alarm removed due to the alarm not working properly and Resident #1 
pushed the mat out of the way when she was in the room. Resident #1's husband educated/reminded her to 
use the call light so staff are present when transfers- Revised 8/8/25. o. Fall 8/8/25- Staff to close Resident 
#1 door to room when out of the room. Staff to encourage Resident #1 to call and wait for assistance. The 
Progress Note dated 1/8/25 documented at 1:45 PM staff passed Resident #1's room and found her sitting 
on the floor, pulling on the bed frame, trying to get herself back up. Resident #1 pointed to the bathroom door 
and when asked if she was going to the bathroom she said yes. The note documented Resident #1 was 
educated/reminded to wait for assistance. The IR dated 1/8/25 at 1:45 PM identified Resident #1 had a fall 
next to her bed. The IR documented Resident #1 had eaten lunch in her room in bed. Resident #1 husband 
and sons had been visiting and had left approximately 30 minutes prior to the fall. The IR documented 
Resident #1 did not have her call light, walker or wheelchair within reach at the time of the fall and her socks 
were slick. The intervention documented staff educated to position the wheelchair next to bed or recliner, 2nd 
call light provided (one on bed and one on recliner) and encourage use of non-skid socks.The Progress Note 
dated 1/26/25 documented at 8:45 AM, Certified Nursing Assistant (CNA) found Resident #1 on the floor in 
front of her recliner. The CNA had gone to get the nurse and upon return Resident #1 had already gotten 
herself up partially onto the recliner. Resident #1 reported the recliner moved back when she was trying to 
self transfer from the wheelchair to the recliner. Staff educated to watch for Resident #1 to finish her meal 
and return to the room after meals. Resident #1 reminded to call and wait for assistance. The IR dated 
1/26/25 at 8:45 AM identified Resident #1 had a fall in her room near the recliner. The IR documented after 
breakfast meal Resident #1 self propelled from the dining room back to her room, attempted to self transfer 
from wheelchair to recliner and fell. The intervention documented to educate staff to watch for resident to 
wheel self back after meals, remind Resident #1 to wait for assistance and a board placed between the 
recliner and wall to prevent it from moving. The Progress Note dated 1/26/25 at 10:15 AM documented the 
nurse was called to Resident #1's room due to a report of a fall. When the nurse entered room, Resident #1 
was sitting in her recliner. The CNA reported she was helping Resident #1 up from the recliner and was 
going to take Resident #1 to the bathroom. The CNA reported Resident #1 lost her balance which caused 
the CNA to lose her balance which resulted in Resident #1 and the CNA falling on the floor and Resident #1 
landing on the CNA. The IR dated 1/26/25 at 10:15 AM identified Resident #1 had a fall in her room in front 
of the recliner. The IR documented Resident #1 lost her balance with a transfer from the recliner to the 
wheelchair. The CNA was unable to help Resident #1 recover her balance which resulted in both Resident 
#1 and the CNA falling to the floor. Resident #1 landed on the CNA. The IR revealed the CNA was not using 
a gait belt during the transfer and the CNA got Resident #1 up off the floor before the nurse could assess 
her. The intervention documented was staff educated to use gait belt with all transfers and ambulation.The 
Progress Note dated 5/2/25 documented at 10:15 AM, Resident #1 had been in her wheelchair, attempted to 
transfer herself into the recliner, lost balance, landing on her bottom with her back up against the side of the 
bed. No injuries noted. The IR dated 5/2/25 at 10:15 AM identified Resident #1 had a fall in her room due to 
self transferring from the wheelchair to the recliner. The IR documented Resident #1 was previously assisted 
onto the toilet, staff left her alone and she transferred herself off the toilet and into her wheelchair, and then 
tried to transfer to the recliner. The intervention documented was to educate staff to not leave Resident #1 
unattended while on the toilet and make sure she was seated safely in a chair of her choice.The Progress 
Note dated 5/10/25 at 7:37 AM documented staff found Resident #1 sitting on the floor near the bottom of 
her bed. The note documented Resident #1 reported she had been in the recliner prior to the fall and was 
trying to transfer herself to the wheelchair. The note documented the immediate intervention was to continue 
to remind Resident #1 to call for help and wait for help to arrive prior to attempting to self transfer. The IR 
date 5/10/25 at 7:40 AM identified Resident #1 had a fall in her room due Resident #1 self transferring from 
the recliner to the wheelchair and the wheelchair moved away from her. The IR documented the brakes on 
the wheelchair were not locked on the wheelchair at the time Resident #1 was found on the floor. The 
intervention documented was to apply an auto-lock brake system to Resident #1's wheelchair and education 
provided reminding Resident #1 to use her call light and wait for staff to assist her. Review of Resident #1's 
Care Plan documented the auto-lock brakes were initiated on 6/5/25. Review of the Progress Notes lacked 
any documentation regarding when the auto-brakes were applied to Resident #1's wheelchair. The Progress 
Note dated 6/1/25 at 8:20 AM documented staff found Resident #1 on the floor lying on her left side with a 
significant amount of blood on the floor. The note indicated there was a laceration to Resident #1's left 
forehead with a large amount of active bleeding. New order received to send Resident #1 to ER and an ice 
pack was applied. The Progress Note dated 6/1/25 at 9:30 AM documented Resident #1 was ready to return 
from the ER and 8 staples were required for wound repair. New orders received from the ER for daily 
dressing changes with Vaseline and wrap and after two days to switch to a telfa (non-adherent dressing). 
The note indicated the staples were to be removed on 6/9/25.The IR dated 6/1/25 at 8:20 AM identified 
Resident #1 had a fall in her room due to Resident #1 attempting to transfer herself from her wheelchair to 
the recliner. The intervention documented was to continue to encourage Resident #1 to call for assistance 
when returns to room and wants to get into her recliner. The IR documented staff would check into accessing 
an alarmed floor mat that connects to the call light system. Review of Resident #1's Care Plan documented 
the floor mat alarm was initiated on 6/15/25.Review of a facility Invoice dated 6/10/25 revealed the floor mat 
was ordered on 6/10/25 and delivered to the facility on 6/12/25. The care plan and progress notes lacked any 
additional fall interventions implemented while the facility was waiting to receive the floor mat. The Progress 
Note dated 6/9/25 at 9:20 AM documented Resident #1 had fallen. Resident #1 had just wheeled herself 
back to her room and attempted to self transfer from the wheelchair to her recliner, lost balance, falling onto 
her bottom with her back against the night stand. No injuries noted. The IR dated 6/9/25 at 9:20 AM identified 
Resident #1 had a fall in her room after wheeling herself back to her room after a bath. The intervention 
documented to educate the bath aid to assist Resident #1 back to her recliner after the bath instead of her 
heading back to her room on her own. Additional intervention was to remind other staff to watch for Resident 
#1 wheeling self in the hall, anticipating Resident #1 trying to transfer self and assist her as they see her. The 
Progress Note dated 7/28/25 at 2:26 PM documented the floor mat alarm was removed. The note 
documented staff reported the mat was not working and Resident #1 would push the mat out of the way 
when she was in the room. Resident #1 husband present and voiced satisfaction with having the mat 
removed. Husband stated he would continue to remind Resident #1 to use her call light to call for assistance. 
The Progress Note dated 8/8/25 at 8:15 AM documented the housekeeper reported she had heard 
something fall, looked into the room and reported Resident #1 was on the floor. Resident #1 was found lying 
on her left side on the floor with blood noted from head. No external rotation or shortening of limbs. A 2 
centimeter (cm) cut/skin tear noted to the left side of head and a small 0.2 cm cut to right hand/wrist. The 
note documented Resident #1 had wheeled herself back to her room after breakfast and had attempted to 
transfer herself to the recliner. Resident #1's wheelchair was parked next to the recliner. The Progress Note 
dated 8/8/25 at 10:18 AM documented during the neurological assessment at 10:00 AM, Resident #1 
reported that her left hip was hurting really bad. Resident #1 attempted to pick up her left leg with her hands 
when asked to move the left leg. New orders were received for an x-ray and Resident #1 was taken to 
radiology. The Progress Note dated 8/8/25 at 12:46 PM documented Resident #1 was taken from radiology 
to ER due to a left hip fracture. The IR dated 8/8/25 at 8:15 AM identified Resident #1 had a fall in her room. 
The IR documented Resident #1 had a history of making attempts to self transfer from her wheelchair to her 
recliner when she returned to her room after breakfast and it appeared to have been what she had been 
doing. The nursing staff are aware and try to anticipate her needs, but unfortunately at this time they were 
assisting other residents. The IR documented around 10:00 AM, Resident #1 started to complain of pain in 
her left hip and was having difficulty moving her leg. Her provider was updated and an order was received for 
x-ray. She was found to have a fractured left hip and was sent to ER. The Hospital Discharge summary 
dated [DATE] documented Resident #1 was admitted for fall with left hip fracture and underwent surgical 
repair on 8/9/25. Within 2 days following surgery, Resident #1 had worsening mental status and respiratory 
difficulty. A workup revealed Resident #1 had left lung pneumonia. Resident #1 was placed on a vapotherm 
(ventilatory support) and antibiotics. After several days Resident #1 began to improve clinically from a 
respiratory standpoint but never regained alertness. After several days Resident #1's family elected to 
pursue comfort care and antibiotic/fluids were discontinued. Despite decreased oxygen needs Resident #1's 
breathing slowly worsened and she passed away on 8/15 peacefully with family at bedside. The State of 
Iowa Certificate of Death dated 8/15/25 documented the immediate cause of death was pneumonia due to or 
as a consequence of progressive supranuclear palsy (progressive neurodegenerative disorder/rare brain 
disease that affects walking, balance, eye movement swallowing) due to or as a consequence of left femur 
fracture. On 10/14/25 at 11:34 AM, when asked about the fall on 8/8/25, Staff A, Housekeeper reported she 
was in the storage room when she heard a bang. She said she went two doors away and saw Resident #1 
laying on the floor next to her recliner with her wheelchair behind her. She said she yelled for the nurse who 
was in the area and the nurse (Staff D) came into the room to assess her.On 10/14/25 at 12:20 PM, Staff B, 
CNA reported she was assigned to Resident #1's hallway and dining room duty the morning of 8/8/25. She 
said she came down the hallway and another aide had told her that Resident #1 had fallen. She said she did 
not see Resident #1 leave the dining room. She said she was assisting other residents with eating. She said 
Resident #1 was really fast and would leave when she was done eating. She said the staff would try to catch 
her before she left the dining room. She said she knew Resident #1 would get up on her own. She said that 
morning Resident #1 was quicker than the staff. She said Resident #1 loved to sit in her recliner. She said 
she thought Resident #1 had rolled herself to her room and tried to get in the recliner herself.On 10/14/25 at 
2:40 PM, the MDS Coordinator reported the floor mat alarm was discontinued because the husband did not 
like it and Resident #1 kept kicking the floor mat out of the way. She said the floor mat was not effective as 
you had to stand on it to make it work. When asked if an additional intervention was put in place when the 
floor mat was discontinued, she said would have to check her notes. On 10/14/25 at 9:06 AM, the MDS 
Coordinator said the staff reported on 7/28/25 that the floor mat alarm was not working. She said Resident 
#1 was pushing the mat out of the way and thought it was annoying. She said when Resident #1's husband 
was in the room, he would also push the mat out of the way. She said that particular day the alarm was not 
functioning as the batteries had not been checked. She said the staff was using the battery pack with the 
floor mat alarm and not the cord. She said it was decided when speaking with the husband to discontinue the 
floor mat alarm. She said the husband reported he would talk to Resident #1 about using the call light. The 
MDS Coordinator reported she did not know the specific date of when the floor mat alarm was put in place. 
She said the floor mat had to be ordered and it was put in place sometime between 6/1 and 6/15. When 
asked about the auto-brakes, the MDS Coordinator reported she did not have a specific date of when the 
auto-brakes were applied to the wheelchair. She said the restorative staff member gave Resident #1 a 
wheelchair with brakes on it and she did not like it. She said at some point Maintenance was notified and 
auto-brakes were applied to Resident #1's wheelchair. She said she thought that happened sometime in 
May. The MDS Coordinator reported Resident #1 would take it upon herself to leave the dining room. She 
said she would pedal herself at a fairly steady pace. When asked about the fall on 1/26/25, the MDS 
Coordinator reported it was an expectation for staff to use a gait belt with transfers. She said verbal 
education would have been completed at that moment. She said it was an expectation for staff to follow the 
care plan/care guide and she would frequently remind the staff to check the care guides. When asked about 
the fall on 5/2/25, the MDS Coordinator agreed Resident #1 should not have been left on the toilet alone due 
to her history of self transfers. She said she did not know who the aide was that left Resident #1 alone on the 
toilet. When asked about the fall on 6/9, she said she thought the bath aide was new. She said the bath aide 
should have let the aides know when Resident #1 was done with her bath. When asked if the facility had a 
lot of turnover in staff, she said kind of, she said the facility had been using quite a bit of agency staff. When 
asked about staff education that was documented as a fall intervention, she said the verbal education would 
have been done at the moment with the fall. She said she did not have any written/formal education for the 
staff members who were involved. On 10/15/25 at 9:40 AM, Staff C, CNA reported she had been assigned to 
Resident #1's hall the morning of 8/8/25. She said after breakfast sometimes she can catch Resident #1 
coming back from the dining room and other times she can't. She said when the hall trays came out she had 
to pass them. She said Resident #1 would leave the dining room on her own and if the staff could catch her 
then they would help her. She said if you don't catch her she would transfer herself from the wheelchair to 
the recliner. She said every once in a while, she would use her call light. She said when Resident #1 had the 
floor mat alarm, she would use her call light more. She said Resident #1 would put her feet on the floor mat 
and the call light would turn on. She said the floor mat was hooked up to the call light. She said she was told 
by a nurse that the husband did not want her to have the mat because it was embarrassing. When asked if 
Resident #1 used her call light after the floor mat alarm was discontinued, Staff C reported she would use 
her call light every once in a while, but it was not consistent. Staff C said she learned Resident #1 had fallen 
from the housekeeper. She said she was passing hall trays when Resident #1 fell. On 10/15/25 at 10:20 AM, 
Staff D, Registered Nurse (RN) reported the morning of 8/8/25 she had been down the east hall around the 
corner passing medication, she said she had just got back to the nurses station by Resident #1's room and 
was parking the medication cart. She said the Housekeeper, Staff A heard a noise, went to look and saw 
Resident #1 was on the floor. Staff D said she grabbed the blood pressure machine and went into the room 
and saw Resident #1 lying on her left side. She said Resident #1 had blood on her forehead from a small cut. 
She said it looked like Resident #1 had tried to transfer herself from the wheelchair to the recliner on her 
own. She said Resident #1's head was positioned towards the door and her legs towards the recliner. She 
said the auto-brakes on the wheelchair were in place and working. She said she had to pick up the 
wheelchair to move it. She said Resident #1 complained of her left shoulder. She said it was a little pink but 
was able to move it. She said Resident #1 was trying to get up on her own, pulling herself up. Staff D said 
Resident #1 was moving her arms and legs on her own/per normal. She said she had to tell Resident #1 to 
lie down so she could assess her and put a pillow under her head. She said another nurse did come in to 
help. She said she found no abnormalities except for a small cut on the forehead, hand and a sore shoulder. 
She said she started neurological assessments. She said there was no external rotation/shortening and no 
obvious signs of any fractures. She said at 10:00 AM, Resident #1 was complaining of her left hip hurting. 
She said the left shoulder was okay. She said she obtained orders to send Resident #1 for x-rays. She said 
they got her on a cart and sent her to radiology. She said they got the results right away and Resident #1 
went from radiology to ER and did not return to the nursing home. Staff D reported she did not see Resident 
#1 coming back from the dining room that morning. She said Resident #1's normal routine was to leave the 
dining room and wander back towards her room. She said restorative therapy would catch her and do 
therapy services. When asked what would happen if the restorative therapy was not there, she said the staff 
tried to keep an eye out and catch her. She said the staff don't always catch her but they try to do their best. 
She said that morning nobody saw her. On 10/15/25 at 11:37 AM, the Administrator reported per the Nursing 
Home Fall policy gait belts are used as a fall prevention intervention. On 10/15/25 at 12:30 PM, the 
Administrator reported he expected staff to follow the care plan. He said looking back at it now, the 
intervention for staff to be aware of when Resident #1 left the dining room, was poor and probably set the 
facility up for failure. He reported the facility had done a lot of different intervention for Resident #1. He said 
some of the interventions worked and others did not. He said Resident #1 was impulsive and she was fast. 
The Administrator reported the floor mat was ordered on 6/10/25. He said the facility did not realize the floor 
mat on hand did not go with the alarm boxes they had until they needed the floor mat. He reported the 
correct floor mat was delivered on 6/12/25 and implemented that day. He reported he was still trying to 
determine when the autobrakes were put in place by maintenance to Resident #1's wheelchair. He said 
Resident #1 was given a wheelchair with the brakes in place and she did not like it. On 10/15/25 at 12:58 
AM, the Administrator reported if there was not another care plan intervention documented from 6/1 to 6/12 
then it was safe to say an additional intervention was not implemented while waiting for the floor mat to 
arrive. A facility policy titled Nursing Home Fall dated 03/2024 documented the purpose of the policy was to 
identify residents at risk for falls, the nursing role in caring for residents at risk for falls and how to care for a 
resident who has fallen. The policy further documented appropriate fall prevention interventions would be 
implemented based on the resident needs. Fall prevention interventions may include the following:a. Gait 
beltb. Education resident/familyc. Physical and/or Occupational Therapy Consultd. Medication reviewe. 
Observation and/or toileting every 2 hoursf. Assistive devicesg. Not be left in bed room unattendedA facility 
policy titled SNF RAI- Care Planning dated 12/2023 documented once the plan of care was completed, the 
information would be communicated to staff. Any day to day changes would be added to the care plan as 
directed by the MDS Coordinator.
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