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Level of Harm - Actual harm

Residents Affected - Few

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** 47790

Based on interview and document review, the facility failed to supervise, implement, and assess fall 
interventions to reduce the risk of falls for 1 of 3 residents (R1) reviewed for falls. This resulted in actual harm 
when R1 fell and sustained a laceration to the middle of her forehead which required an emergency 
department (ED) visit and sutures. 

Findings include:

R1's Face Sheet dated 4/29/24, indicated R1 had arthritis in both hips, spinal stenosis (abnormal narrowing 
of the spinal canal), and mild cognitive impairment.

R1's quarterly Minimum Data Set (MDS) dated [DATE], identified R1 had mild impaired cognition, had two or 
more falls without injury and one fall with minor injury, and needed extensive assistance with transfers, 
toileting and bed mobility. 

R1's Fall Risk assessment dated [DATE] indicated R1 had three or more falls in the last 90 days, was 
confined to her chair, needed assistance with elimination, and not steady on her feet without assistance. 
R1's score was 20 (a score of 10 or higher put the resident at risk for falls). 

R1's care plan dated 10/2/24, identified R1 was at risk for falls due to cognitive impairment. An intervention 
directed staff would not leave R1 in her wheelchair in her room alone. R1 would stay in a common area if she 
did not want to sit in her recliner after meals or activities. Additional interventions identified encouraging R1 
to wear glasses, wear good footwear, and to use a reacher when grabbing items out of reach. 

R1's Emergency Department (ED) Provider Encounter note dated 11/18/24, indicated R1 had a large 
laceration in the middle of her forehead that needed 15 sutures to close. 

On 11/19/24 at 12:51 a.m., a progress note written by registered nurse (RN)-A indicated on 11/18/24 at 
around 6:14 p.m., R1 was found in her room on the floor in front of her closet, yelling for help. R1's 
wheelchair was behind her. R1 was bleeding from her forehead, she was assessed and sent to the ED. 
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A facility communication book was located on each unit (Garden Terrace and Town Square) and in the 
administration office. The front of the book indicated staff were to review the book at the start of the shift, and 
staff were to sign after reading the new information. The Garden Terrace communication book had eleven 
updates from 11/4/24 to 12/11/24, with three staff signatures total. The Garden Terrace communication book 
lacked updates pertaining to R1 and her fall on 11/18/24. The Town Square communication book had eleven 
updates from 11/4/24 to 12/11/24, with two staff signatures on several pages. The Town Square 
communication book lacked updates pertaining to R1 and her fall on 11/18/24. The administration office 
communication book had ten updates from 11/4/24 to 12/11/24 with three staff signatures on one page. An 
update to the administration office communication book dated 11/19/24 indicated R1 could not be left alone 
in her room in her wheelchair. There were no other changes to R1's fall risk interventions in the 
administration office communication book. 

On 12/11/24 at 12:19 p.m., nursing assistant (NA)-A stated she was an agency staff member on 11/18/24. 
After dinner, she went into R1's room and asked if she wanted to go to bed and R1 declined. She left R1 in 
her wheelchair in her room alone. She was not aware R1 was not supposed to be left alone in her room 
while she was in her wheelchair until after she fell the evening of 11/18/24. She has been directed to look in 
the communication book for any changes in interventions for residents, but she could not recall the last time 
she looked in the communication book. She had access to document in R1's electronic medical record 
(EMR), but was not given access to review R1's care plan and interventions. 

On 12/12/24 at 10:54 a.m., RN-B stated the facility did not have a good way to communicate with agency 
staff. The facility had relied on word of mouth, but this was not working. The facility had a communication 
book for any changes in interventions or other updates on residents. Staff were to read and sign when they 
come into work. RN-B stated she was not sure who was responsible for ensuring the communication book 
had been read by staff, and she was not sure why the communication book was not being signed by staff. 
There was a hole in the process that had not been fixed. 

On 12/12/24 at 11:01 a.m., RN-A stated on 11/18/24 at around 6:14 p.m., she was getting report from 
another staff member when she heard someone yelling. She went into R1's room and saw R1 on the floor in 
front of her closet. R1's wheelchair was behind her, and she was bleeding from her head. R1 had been left 
alone in her room in her wheelchair, and shouldn't have been. She assessed R1 and sent her into the ED 
due to R1's forehead laceration. 

On 12/12/24 at 11:19 a.m., the director of nursing (DON) stated agency staff had access to document in the 
resident's EMRs, but were not able to review resident care plans or interventions. The EMR had a care 
stream section that showed activity of daily living (ADL) needs, but it would have been a hit or miss if fall 
interventions were in the care stream for staff to see. Staff should look in the communication book for any 
interventions or changes to resident care. The nurse managers were responsible for making sure staff were 
looking at the communication books and signing them. She was not sure why staff were not looking at the 
communication book. 

On 12/12/24 at 11:57 a.m., physician's assistant (PA)-A stated she was aware R1 had a fall, but was not 
aware staff were not following the care plan. It was possible if the care plan had been followed, R1 would not 
have fallen. R1 had been was declining prior to the fall, but after the fall on 11/18/24, R1 had a more rapid 
decline, and was more confused and agitated. 
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The facility Fall Prevention and Management policy dated 2/15/24, directed there will be interventions 
implemented to minimize future falls.
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