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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to implement immediate interventions to 
prevent re-occurrence following a fall from a full body (EZ Way) mechanical lift for 1 of 1 residents reviewed 
(R4) who sustained two brain bleeds and a fracture. This resulted in an immediate jeopardy (IJ). In addition 
to the resident in immediate jeopardy, the facility failed to implement person centered fall interventions and 
complete a fall analysis for 1 of 3 residents reviewed (R1) who had multiple falls and fractures identified 
which resulted in actual harm.The immediate jeopardy began on 10/16/25, when R4 returned to the facility 
from a hospital stay related to her injuries that were sustained after she fell from the fully body mechanical lift 
during a transfer and upon returning from the hospital there were no immediate interventions implemented to 
prevent re-occurrence, and was identified on 10/20/25. The administrator, director of nursing (DON), and 
assistant director of nursing (ADON) were notified of the immediate jeopardy at 6:15 p.m. on 10/20/25. The 
immediate jeopardy was removed on 10/22/25, but noncompliance remained at the lower scope and severity 
level 3, G scope and severity level, which indicated actual harm that is not immediate jeopardy.Findings 
include:R4's quarterly Minimal Data Set (MDS) dated [DATE], indicated R4 had diagnoses which included 
hereditary and idiopathic neuropathy, polyneuropathy, chronic kidney disease stage 3, anxiety disorder, and 
morbid obesity.R4's care plan dated 3/16/25, indicated R4 had actual impaired functional status related to 
impaired gait and mobility, neuropathy, osteoarthritis, depression, opioid use, antipsychotic use and required 
staff assistance with transfers using Hoyer (full body mechanical lift) assistance of two staff members and a 
large sling. R4's care plan was revised on 10/19/25, three days after R4 returned to the facility on [DATE], to 
include Hoyer sling to be removed from underneath resident after every transfer.R4's Fall-witnessed report 
dated 10/14/25 at 2:35 p.m., indicated writer was alerted to a resident fall that occurred in the resident's room 
during a transfer from a lift. A small amount of blood was noted on the floor, as well as on the resident's [R4] 
left ear and the left lower head just above the hairline. The resident was alert and oriented and verbalized 
just get me off the floor. Range of motion was limited but within normal limits per her usual restrictions. The 
resident reported mild pain to the left posterior shoulder and right knee. The resident refused to have vital 
signs obtained prior to being assisted from the floor. A lift sheet was properly positioned, and the resident 
was assisted from the floor using a Hoyer lift with assistance from four staff members. Resident and staff 
were interviewed following the incident. The care plan was followed at the time of the fall, and the staffs 
transfer technique was observed immediately after the fall with no concerns noted. The resident was able to 
answer questions appropriately and participate in the assessment. R4's progress notes revealed the 
following:-On 10/14/25 at 2:35 p.m., R4 was being transferred with assist of two staff members and R4 fell 
from the lift.-On 10/15/25, R4 was transferred to another hospital related to bleeding in the brain.-On 
10/15/25, R4 was admitted to another hospital related to diagnosis of Traumatic subarachnoid and subdural 
hemorrhage. No tentative return date at this time. -On 10/16/25, R4 returned to the facility at approximately 
2:15 p.m., from the hospital. R4 was admitted for intracranial bleeding due to fall. Transfers with Hoyer lift 
and assist of two staff with a medium sling.-On 10/19/25 at 12:43 p.m., a RN (registered nurse) Post Fall 
Follow-Up was completed. R4 continued to have pain in neck and right leg/knee. New intervention initiated 
was Hoyer sling to be removed from under resident after all transfers are completed and to be replaced 
behind resident for any further transfers. This would ensure sling is properly placed behind resident with 
every transfers. Root cause of resident's fall was determined to be the sling may not have been properly 
positioned behind resident while resident was being transferred resulting in resident not being secured.On 
10/19/25 at 3:52 p.m., R4 transferred to the emergency room (ER) due to possible DVT (deep vein 
thrombosis).On 10/19/25 at 9:10 p.m., R4 returned to the facility by ambulance. R4 was diagnosed with 
peri-prosthetic distal transverse femur fracture. New orders to wear knee immobilizer whenever movement 
was occurring and Hydrocodone every 4-6 hours as needed for pain.On 10/16/25 at 9:14 a.m., family 
member (FM)-A stated they were notified following the fall from the lift and R4 was brought to the ER and 
then transferred to another hospital due to two brain bleeds. FM-A stated R4 was unsure what happened or 
what caused the fall.On 10/16/25 at 9:29 a.m., nursing assistant (NA)-A stated R4 required assist of two staff 
members and utilized a Hoyer lift for transfers. NA-A stated on 10/14/25 at approximately 2:30 p.m., R4 put 
on her call light and requested staff assistance with incontinence cares. NA-A stated she transferred R4 out 
of her electric wheelchair into R4's bed with assistance by NA-B, and there were no issues. NA-A stated staff 
then hooked R4 back up to the Hoyer lift and were going to transfer R4 from her bed back into her 
wheelchair, when R4 fell out of her sling and onto the floor. Further, NA-A stated the loops on the sling 
remained attached to the lift, the legs of the sling were crossed, ensured the sling was covering R4's body 
appropriately shoulder and below tailbone, and the sling was intact. NA-A stated R4 was complaining of pain 
on her ear and her knee following the incident and R4 was sent to the ER. In addition, NA-A stated since the 
incident there has been no interventions implemented to prevent re-occurrence or changes to R4's care plan 
as well as no training or education provided to staff.On 10/16/25 at 11:20 a.m., email was received from 
director of nursing (DON) stating she monitored all staff who were currently working during the transfer 
audits, answered questions, and provided education if needed. DON stated the facility would review the 
incident and educate all staff at the mandatory nursing department meeting that was scheduled for 10/29/25.
On 10/16/25 at 11:49 a.m., NA-B stated R4 was dependent on staff for all activities of daily living (ADLs) and 
required assist of two staff and a Hoyer lift for transfers. NA-B stated on 10/14/25 at approximately 2:45 p.m., 
NA-B was assisting NA-A transferring R4 from her bed back into her wheelchair after assisting R4 with 
incontinence cares. NA-B stated staff hooked R4's sling back onto the lift, lifted resident off the bed and 
pulled the lift away from the bed when R4 began to giggle and went through the sling, her [R4] butt went 
through the opening of the legs which were crossed. NA-B stated R4's care plan identified R4 required the 
use of a size large sling for the Hoyer lift, but NA-B stated R4 should be switched to a size medium because 
the size large appeared to be too big. NA-B stated R4 fell through which resulted in R4 hitting her leg first on 
the ground then R4 hit her head on the Hoyer lift and R4 was sent to the ER. Further NA-B stated she 
reported to the DON following the incident NA-B's concern regarding R4's sling size and the large was too 
big for R4. In addition, NA-B stated there had been no changes to R4's care plan since the incident and no 
education or training was completed following the incident.On 10/16/25 at 12:51 p.m., NA-C stated R4 
required assist of two staff for transfers utilizing a Hoyer lift and a large sling. NA-C stated R4's size large 
sling is too big for R4. The top of the sling went over her head and the bottom of the sling was above the butt 
area or lower back. NA-C stated an appropriate size sling would included the top of the sling at the resident's 
shoulder and the bottom of the sling would be around their butt. Further, NA-C stated she did not report the 
concerns of R4's sling size to management but knew another staff had. NA-C stated she had heard R4 had 
laughed which made her fall through the sling. In addition, NA-C stated there had been no education, training 
or new interventions since the incident. On 10/16/25 at 1:18 p.m., NA-D stated R4 required assist of two staff 
and a Hoyer lift for transfers. NA-D stated she heard R4 had fallen from the lift during a transfer and hit her 
head, and staff were stating R4's sling did not fit her appropriately and the large sling was too big for her. 
NA-D stated R4 slid through the bottom of the sling and NA-D stated the actual cause of the fall was the 
improper use of the sling and staff did not have it underneath her the right way. Further, NA-D stated she had 
transferred R4 many times utilizing a large sling and NA-D did not have any concerns regarding the sling 
size and stated the large was appropriate and sometimes staff needed to readjust the sling under her to fit 
appropriately before transferring R4. In addition, NA-D stated a sling is an appropriate fit when the top of the 
sling was at the resident's shoulders and the bottom of the sling was a little below the butt.On 10/16/25 at 
2:02 p.m., NA-E stated R4 required assist of two utilizing a Hoyer lift and size large sling for transfers. 
Further, NA-E stated a size large sling was appropriate for R4 and the medium was too small. NA-E state 
sling size was determined by the resident's weight and the top of the sling should be at the resident's 
shoulders and the bottom should be at the middle of their butt.On 10/16/25 at 3:12 p.m., NA-A stated she 
had no concerns with R4's sling size large and the sizing was appropriate as the top of the sling was at her 
shoulders and the bottom was at the middle of her butt.On 10/16/25 at 3:42 p.m., registered nurse (RN)-A 
stated R4 required assist of two staff utilizing a Hoyer lift and a large sling for transfers. RN-A stated she had 
transferred R4 using the large sling and did not have concerns regarding sling size, and RN-A stated she 
was not aware of any staff concerns regarding R4's sling size. RN-A stated she heard R4 had fallen from the 
lift during a transfer and was sent to the hospital due to a brain bleed. RN-A stated R4 returned to the facility 
on this day (10/16/25) and staff were going to try to use a medium sling instead of a large sling for R4. 
Further, RN-A stated sling size was determined by reviewing the manufacturers guidelines for weight and 
R4's weight allows her to use a medium or a large sling according to the guidelines.On 10/16/25 at 4:49 p.m.
, DON stated she was made aware of R4's incident immediately and began investigating what had 
happened. DON stated she inspected the sling R4 had been using at the time of the incident and the sling 
was the appropriate size and there were no defects noted. DON observed NA-A and NA-B assist R4 off the 
floor and back into her wheelchair and there were no concerns with the transfer. Further, DON stated she 
had determined the root cause of R4's fall from the lift was R4's clothing selection. DON stated R4 was 
wearing a night gown style clothing, a large baggy sweater over top, and due to R4's weight and material of 
the sling, this had caused R4 to fall through the lift. DON stated following the incident, audits were completed 
on all residents residing in the facility who utilized a Hoyer lift which included reviewing the care plans to 
ensure care plan matched appropriate sling size as well as observing staff transfer the resident. In addition, 
DON stated there was no other interventions implemented for R4's transfers and all staff education would be 
completed at the all-staff meeting.On 10/16/25 at 5:09 p.m., EZ-Way (Hoyer lift company) sales 
representative (SR)-A stated they were made aware of R4's incident and reviewed R4's face sheet and 
determined a size large sling would have been an appropriate size for R4. Further, SR-A stated if nothing 
during the transfer malfunctioned and the sling remained intact and the loops attached during the transfer, 
the concern would have been the positioning of the sling under the resident and for the resident to fall 
through the sling with the leg straps crossed would have been the sling was positioned too high and above 
the tailbone, which would had resulted in the resident's bottom sticking through the bottom of the sling.On 
10/17/25 at 9:48 a.m., DON stated the nurse manager of each unit would be expected to assess each 
resident for appropriate sling size which would be based on the resident's weight. Further, DON stated an 
appropriate sling would be positioned at the top of the resident's shoulders and to the middle of their 
buttocks. In addition, DON stated staff do measure a resident for appropriate sling size, it was based off the 
resident's weight.On 10/17/25 at 11:58 a.m., R4 was observed laying in her bed. DON used a soft tape 
measure and measured from R4's base of neck to two inches below her tailbone and stated it was 26 inches. 
DON stated staff had not switched R4 to a medium sling yet as indicated in R4's progress notes and R4 
continued to utilize a size large. DON and NA-D attach the sling loops to the Hoyer lift and DON operated the 
machine while NA-D guided R4. R4 appeared to be positioned well in the sling as the top of the sling was at 
R4's shoulders and the bottom was below the tailbone.On 10/21/25 at 1:52 p.m., R4 was in the hallway on 
her electric scooter and there was no sling under her.On 10/21/25 at 1:58 p.m., trained medication aide 
(TMA)-A stated as of 10/19/25, staff were directed to remove R4's sling after transfers to ensure staff are 
double checking sling placement and the sling was intact.On 10/21/25 at 2:00 p.m., licensed practical nurse 
(LPN)-A stated this was her first day on R4's unit since the incident and LPN-A was notified through report, 
staff were to remove the sling from under R4 following each transfer.On 10/21/25 at 2:28 p.m., surveyor 
requested education provided to staff related to R4's care plan revision and new intervention as well as any 
other education that was completed.On 10/21/25 at 3:20 p.m., R4 was in her room in her wheelchair and 
stated as of 10/20/25, staff now remove the sling from under her after each transfer.On 10/21/25 at 3:23 p.m.
, NA-F stated she often will start her shift and check on R4 and noticed R4's sling is under her and the top 
part of the sling is above her head and not at her shoulders like it's supposed to be. NA-F stated she would 
report her concerns of sling positioning to the floor nurse but did not report to management.On 10/21/25 at 
4:53 p.m., surveyor again requested evidence of staff education related to R4's intervention and DON stated 
she was waiting on the nurse manager to give her the copies. Facility failed to provide a copy of education. 
On 10/22/25 at 1:13 p.m., medical director (MD) stated he was made aware of R4's fall and R4 was sent to 
the ER and then admitted to the hospital related to a head injury. MD stated after R4 returned to the facility 
R4 continued to complain of pain in the lower right extremity and was sent to the ER where she was 
diagnosed with right distal fracture of the femur.Review of Sling Sizing Chart provided by EZ Way, undated, 
indicated the size/weight designations were merely estimates and basic guidelines. A proper fit will depend 
on factors other than weight measurements, including the height and girth of a patient. A proper fit would 
involve the judgement of the caregiver. Further, it was important that the base of the sling be positioned two 
inches below the tailbone and the top of the sling was parallel with the top of the shoulder line (base of neck).
Review of facility policy titled EZ Way Smart Lifts revised 1/14/25, directed staff to ensure all hooks are 
securely fastened before lifting resident, assist of two caregivers to assist with transfers for resident safety, 
and check the condition of the sling before every use by checking entire sling for damage or wear. When the 
lift was completed, disconnect the straps from the lift bar and remove sling by raising leg and pulling along 
the sides. However, facility policy lacked staff direction on proper sling placement prior to transfer and during 
transfer.The immediate jeopardy that began on 10/16/25, was removed on 10/22/25, when the facility 
completed the following: audited R4's lift equipment to ensure the sling was the appropriate size and in good 
condition, DON observed a transfer with the staff and R4 to verify the resident was positioned safely and 
securely in the sling, R4's care plan was revised and directed staff to now remove the lift sheet immediately 
following each transfer, R4 would have a lift assessment conducted quarterly to ensure type of lift and sling 
remain appropriate, all staff educated on concerns regarding transfers and R4's intervention, and all staff 
have been re-educated per manufacturer's guidelines regarding proper sling application, loop selection, lift 
safety, and escalation procedures if concerns arrive, but the noncompliance remained at the lower scope 
and severity level 3.R1's quarterly MDS dated [DATE], indicated R1's diagnoses included supraventricular 
tachycardia, abnormalities of gait and mobility, anxiety disorder and Alzheimer's disease. Further, MDS 
revealed R1 had one fall with no injury since previous assessment.R1's care plan initiated 6/5/25, identified 
R1 was at high risk for falls related to diagnosis of anemia, impaired range of motion, anxiety, depression, 
poor communication/comprehension, dizziness with standing related to supraventricular tachycardia, 
unaware of safety needs, vision/hearing problems as exhibited by the need for a walker to stabilize, history of 
falls with major injury, difficulty with sitting balance and transitions, confusion, gait/balance problems and 
incontinence. R1's goal was to be free of falls through the review date and R1's interventions included: not to 
be left alone in dining room after meals, assist to toilet after meals and offer resident to join an activity, assist 
resident with p.m. cares and transfer to bed between 9-10 p.m., toileting schedule upon waking, before and 
after meals, and at hour of sleep and 2:00 a.m., staff assist of one with gait belt and 4-wheeled walker for all 
transfers/ambulation, assist R1 into her pajamas earlier in the evening to prevent her from doing this herself, 
call light within reach and encourage her to use it, appropriate non-slip footwear when ambulating, sign 
attached to walker reminding R1 to utilize, and medications as ordered for her diagnosis of supraventricular 
tachycardia. Further, R1's care plan identified R1 had exit seeking behaviors and will go from door-to-door 
looking to leave the facility and directed staff to redirect, offer an activity and reapproach with a different staff 
member.R1's Fall Incident Report dated 9/26/25, indicated R1 was observed to have lost her footing with her 
right leg and fell sideways onto her left side of body but did not hit her head, witnessed by nurse and dietary 
aid. Approximately 30 minutes prior, R1 was assisted to the floor by the nurse when R1 lost her footing by 
the exit door, R1 was exit seeking. R1 was assessed and checked for injury, and none were noted at the 
time, and R1 did not allow staff to visually assess her and take vital signs as R1 was very angry. R1 was 
utilizing her walker at the time of the incident. Further, R1 was angry and wanted to go home so R1 walked 
fast with walker and her right foot seemed to give way when she was walking fast and was not paying 
attention because R1 was angry and would not redirect. Staff attempted to assist R1 to her recliner after the 
first incident and R1 refused any care offered. In addition, the incident report lacked evidence of a root cause 
analysis review completed by the interdisciplinary team (IDT) and lacked evidence of a new person-centered 
intervention to prevent future falls.R1's Fall Incident Report dated 10/5/25, Resident was found sitting on 
floor with her legs extended and back was resting on side of her bed. R1 was unable to state what had 
happened and continued to state she wanted to go home. R1 was assessed for injury and non were noted at 
the time of the incident. R1 was assisted off the floor with a mechanical device and R1 had a pre-existing left 
arm fracture. R1's bed was noted to be in low position and R1 had transferred without assistance. Further, 
R1 tended to sundown and start exit seeking and R1 had been noted to be very confused that evening, 
refused meals, medications and care. In addition, the incident report lacked evidence of a root cause 
analysis review completed by the interdisciplinary team (IDT) and lacked evidence of a new person-centered 
intervention to prevent future falls.R1's Progress Notes revealed the following:-On 9/23/25, R1 complained of 
right side back pain near their ribs. No bruises or marks were observed in the area. R1 was offered pain 
medications and R1 declined.-On 9/24/25, R1 was seen by her primary doctor and R1 denied having any 
questions or concerns.-On 9/26/25, R1 has had an increase in reporting and signs of lower back/rib pain. R1 
had been given as needed Tylenol more frequently as well due to right lower back/rib pain. Family requested 
that R1 have an x-ray completed. May we have orders for portable x-ray services to come to facility and do 2 
views of the right side of the ribs and lower back, to rule out any possible fractures. Please advise.-On 
9/26/25, R1 had a fall in the hallway. R1 was very angry and agitated, the hall was calm, area clean. R1 had 
landed on her left side and did not hit her head. No apparent injuries were noted and R1 denied pain. R1 had 
a near fall 30 minutes prior to this fall and the nurse had to lower R1 to the floor. R1 walks very fast when 
she was angry and her right left noted to give way and fell to the left. R1 would not allow for nurse to observe 
her skin or obtain vital signs. R1 was assisted to sit in her recliner then later assisted to recliner in commons 
area to keep resident within view.-On 9/27/25, portable x-ray services called to come to facility and x-ray 
R1's lumbar spine and right ribs.-On 9/29/25, family meeting R1 at the clinic for an appointment-On 9/29/25, 
call placed to radiology department, no results yet from imaging performed to resident's arm today.-On 
9/30/25, family called to report she had set up an appointment for 9/30/25 for a follow up orthopedics 
appointment related to R1's x-ray results.-On 9/30/25, R1 had x-ray done to the left elbow and shoulder. 
Results will be faxed over from radiology.-On 10/1/25, spoke with clinic and orthopedic specialist and 
appointment scheduled to apply splint to left arm.-On 10/2/25, physician visit note revealed assessed pain in 
left upper extremity, noted left elbow skin tear and left elbow radial head fracture.-On 10/3/25, R1 
complained of hurting all over and an ice pack was applied to left arm.-On 10/4/25, R1 was agitated and 
wanting to go home, complained of pain. R1 observed by staff member attempt to stand without assistance, 
because she wanted to go home, R1 was assisted to wheelchair due to weakness and previous fall with 
fracture to left arm.-On 10/5/25, R1had a fall in resident's room. R1 was observed to be sitting on the floor 
next to her bed and her back was resting on the bed. R1 had an existing left arm fracture, and no other injury 
was noted. R1 had been agitated all evening wanting to go home. R1's bed was in lowest position, frequent 
checks were performed, and one to one staff was implemented.-On 10/5/25, R1 was transferred to the ER 
and admitted to the hospital.R1's progress notes lacked evidence of IDT root cause analysis following two 
falls on 9/26/25 and the one fall on 10/5/25. In addition, there also was not evidence of new interventions 
implemented to prevent future falls and injuries. R1's Patient Report, from portable x-ray company, dated 
9/28/25, indicated R1 had pain after fall and findings included right lateral 8th and 9th rib fractures.R1's 
Office Visit note dated 10/2/25, indicated R1 had multiple falls recently last week. R1 had an x-ray of her left 
elbow that showed a radial head fracture, which was nondisplaced. R1 was referred to our office for definitive 
management of the fracture. The patient right now states there was no pain over the elbow and denied range 
of motion deficits of that elbow. However, there was a skin tear of the left elbow. On 10/15/25 at 1:06 p.m., 
family member (FM)-A stated R1 would have frequent falls and R1 would not always report her falls to the 
staff at the facility. FM-A stated she was not aware of interventions the facility staff were attempting to 
prevent falls other than there was a sign on R1's walker. Further, FM-A stated R1 had three falls in a short 
period of time and R1 did sustain fractures of the ribs and elbow from the falls.On 10/15/25 at 2:51 p.m., 
LPN-B stated R1 had impaired cognition and would often become agitated and attempt to leave and exit 
seek in the evenings. When R1 would exhibit these behaviors, LPN-B stated R1 would often lose her gait 
and had falls. LPN-B stated R1 was at risk for falls and R1 had reported falls to her granddaughter that R1 
had not reported to staff before. LPN-B stated she was working when R1 had the two falls on 9/26/25, and 
following the falls LPN-B stated staff were watching her closely as an intervention but was not aware of any 
care plan changes for long term interventions following those two falls. Further, LPN-B stated she was also 
working on the 10/5/25 fall and R1 did not complain of pain at the time but had a pre existing left arm 
fracture, and staff were completing frequent checks through out the night and again LPN-B could not recall 
any new interventions implemented following that fall as R1 was admitted to the hospital and returned to the 
facility on Hospice services.On 10/15/25 at 3:21 p.m., NA-A stated R1 was at risk for falls and NA-A stated I 
don't think we really had many to be honest when asked what interventions staff would implement to prevent 
R1 from falling. NA-A stated R1's door to her room would be kept open and staff would check on her and 
assist with cares as needed. NA-A stated she was working the overnight on 10/5/25, and at approximately 
1:00 a.m. NA-A found R1 on the floor and R1 was last seen at 11:30 p.m. sleeping in her bed.On 10/16/25 at 
11:49 a.m., NA-B stated R1 exhibited behaviors of wandering and attempted to escape out of the doors. 
NA-B stated R1 was identified as a fall risk and stated, she didn't have many interventions for falls, and staff 
were directed to keep R1 close to the nursing station, bring her to activities, and R1 had a toileting schedule. 
Further, NA-B stated fall interventions were in the resident's care plan for staff to reference.On 10/16/25 at 
12:51 p.m., NA-C stated R1 appeared to be more confused in the afternoon into the evenings and R1 often 
would express wanting to go home. NA-C stated staff would attempt to redirect her, offer activities, assist 
with walking, or provide a one-to-one staff to de-escalate behaviors. NA-C stated R1 was at risk for falls and 
staff were directed to leave walker within reach, keep room door open, and had a toileting program. Further, 
NA-C stated R1 has sustained rib fractures and an arm fracture from recent falls.On10/16/25 at 3:42 p.m., 
RN-A stated R1 appeared to be confused and would attempt to exit seek and self-transfer. RN-A stated R1 
was at risk for falls and interventions included assist R1 with nighttime care, transfer to her bed between 9-10 
p.m., toileting schedule, walker with a sign attached, appropriate footwear while ambulating and keep her call 
light within reach even though she would not utilize her call light. RN-A stated R1 had two falls that occurred 
on 9/26/25, the first fall was due to weakness and the second fall was R1 lost her footing. RN-A stated she 
reviewed both falls and the long-term intervention was to have R1 out in the recliner in the commons area 
within view, however RN-A could not give further detail on when staff would be directed to implement this 
intervention, and the intervention was not communicated to staff and R1's care plan was not revised. Further, 
RN-A stated the root cause for R1's fall on 10/5/25 was R1 was agitated all evening and refusing care, and 
RN-A stated there was no long-term intervention implemented due to R1 being transferred to the hospital 
and returning to the facility on hospice. In addition, RN-A stated facility process for falls included RN-A 
reviewing each fall and determining a root cause, and reviewing the immediate intervention staff 
implemented for appropriateness and adjusting intervention if not appropriate. RN-A confirmed a RN follow 
up note which would include the root cause analysis of the fall, IDT input, and a new intervention was not 
completed for R1's three falls per facility protocol.On 10/16/25 at 4:49 p.m., DON stated R1 had a fall at the 
end of September in the hallway and R1 did not have any injuries at the time. DON stated R1 had 
self-reported a fall to staff and she was having pain, however there were no reports of R1 having a fall and 
DON was questioning if R1 had fallen into something. R1 obtained x-rays which revealed rib fractures and an 
elbow fracture. DON stated R1 had another fall from her bed and was sent to the hospital and returned on 
palliative care. Further, DON stated the nurse manager on the unit would be responsible for reviewing each 
fall and completing a follow up note with an intervention. DON stated the floor staff would be expected to 
implement an immediate intervention until the nurse manager reviewed the fall and determines an 
appropriate intervention and then updates the resident's care plan and communicates revisions in the nurses' 
report.On 10/16/25 at 5:29 p.m., surveyor receive email from DON which revealed: After reviewing the fall 
that occurred on 9/26, it was noted that the nurse on duty implemented an intervention to keep the resident 
within view in the common area. However, upon further review with the nurse manager responsible for the 
resident at the time, it was identified that an RN fall follow-up was not completed. We will be proceeding with 
progressive counseling for the RN regarding this incident and will provide education to all staff on appropriate 
fall interventions during our next team meeting on 10/29. On 10/17/25 at 9:48 a.m., DON stated prior to R1's 
fall on 9/26/25, R1 had been reporting she fell but there was no bruising noted to the area. On 9/26/25, there 
was a progress note regarding increased rib pain. DON stated she was made aware of R1's rib fractures on 
9/29/25, and DON stated she was assuming R1 had fallen against something because there was no 
evidence of other falls. DON stated she interviewed a couple of the nurses who were not aware of any 
additional falls, and DON stated she should have investigated the fractures more following that. Further, 
DON confirmed R1's two falls on 9/26/25, did not have evidence of a RN follow-up note or new interventions 
implemented to prevent future falls. DON stated R1 had an x-ray of her arm following the fall on 9/26/25, and 
DON reviewed the radiology report and interpreted as not being a definite fracture but more than likely the 
fracture would have been associated with R1's fall. DON confirmed R1's fall that occurred on 10/5/25, did not 
have an RN follow-up completed either with a root cause analysis or new intervention. On 10/16/25 at 11;06 
a.m., LPN-C stated R1 would exhibit sundowning behaviors and want to leave the facility and R1 would be 
challenging to redirect. LPN-C recalls R1 reporting she had fallen but there was no documentation by staff of 
any other falls because no staff had found her, R1 just kept reporting she fell. On 10/16/25 at 11:19 a.m., 
NA-G stated R1 had impaired cognition and was at risk for falls. NA-G stated staff were assuming R1 was 
falling and not reporting the falls to staff. NA-G stated she had heard noises coming from R1's room but upon 
arrival R1 was not on the floor and R1 would deny a fall. On 10/21/25 at 10:42 a.m., attempted interview with 
R1's physician unsuccessful. Review of facility policy titled Fall Prevention and Management revised 6/11/25, 
defined an intercepted fall as when the resident would have fallen if he or she had not caught him/herself or 
had not been intercepted by another p

22245402

02/05/2026


