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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 ensure person centered fall interventions 
were care planned and implemented for 1 of 3 residents (R1) who were at risk for falls, which resulted in 
actual harm when R1 sustained a rib fracture as a result of a fall out of bed. The deficient practice was 
corrected prior to the start of survey, therefore was issued at past noncompliance.Findings include:R1's 
quarterly Minimal Data Set (MDS) dated [DATE], indicated R1 had diagnoses which included metabolic 
encephalopathy (a change in how your brain works due to an underlying condition, can cause confusion or 
memory loss), neurocognitive disorder with Lewy bodies (a progressive brain disorder), anxiety disorder, and 
severe cognitive impairment. Further, MDS revealed R1 had one fall without injuries since prior assessment.
R1's care plan dated 5/23/25, indicated R1 was a fall risk due to history of falls, impaired gait and mobility, 
neurocognitive disorder with Lewy bodies, chronic heart failure, metabolic encephalopathy, and moderate 
protein calorie malnutrition. R1's care plan directed staff to check toileting needs every 2-3 hours initiated on 
8/28/25, monitor and report when resident attempts to self-transfer from wheelchair initiated 7/22/25, floor 
mat next to bed initiated 8/28/25, sign in room reminding resident of need for assistance initiated 8/28/25, 
and soft touch call light placed under the sheets and under hip while in bed initiated on 8/29/25.R1's Incident 
Review and Analysis dated 6/26/25, indicated on 6/19/25 at 5:45 a.m., R1 was found on the floor. R1 was 
found sitting facing the door with legs straight and was on their roommate's mat with back against 
roommate's bed. Further, document identified new intervention following the fall was a floor mat to bedside 
was placed and the intervention was care planned.R1's Incident Review and Analysis dated 9/5/25, indicated 
R1 had a fall on 8/24/25, at 8:30 a.m., R1 was found sitting on the floor by his bedside with his back leaning 
on his bed, there were no injuries at the time of the fall. Further, document identified new intervention 
following the fall was a soft touch call light placed under hip while in bed.R1's Incident Review and Analysis 
dated 9/5/25, indicated R1 had a fall on 8/28/25, at 8:05 p.m. R1 had an incontinent episode and the brief 
was wet, R1 pulled apart his wet brief indicating his discomfort and toileting needs. R1 put on his call light to 
alert staff he slid out of bed. R1 was sitting on floor with back against the bed. R1 denied pain and 
discomfort. Further, document identified R1's care plan was not followed as there was not a floor mat next to 
R1's bed or in his room.R1's After Visit Summary from the Emergency Department (ED) dated 8/28/25, 
indicated reason for visit was a fall and diagnoses included fall, closed fracture of one rib of left side and 
contusion of left shoulder. ED summary indicated chest x-ray did not show any rib fractures or 
pneumothorax, but computed tomography (CT) scan of the chest was suggestive of acute left lateral 9th rib 
fracture.R1's progress notes revealed the following:-On 8/28/25, R1 put on his call light to inform staff that he 
was sitting on the floor. R1 had no injuries and vital signs were stable. Staff will send per family request to 
the ED as fall was unwitnessed.-On 8/29/25, R1 had complained of increased left shoulder pain and back 
pain. Pain was noted when transferring or using the left arm.-On 9/2/25, R1's family spoke with staff 
regarding concerns with resident's pain management. Family indicated they thought this weekend R1 was in 
more pain and needed different medications. Writer reviewed R1's chart with family and confirmed staff was 
assessing pain but R1 had not reported pain or discomfort.R1's Pain Level Summary revealed R1 had rated 
his pain a 9/10 on 8/29/25, at 9:00 a.m. On 9/10/25 at 3:56 p.m., nursing aid (NA)-A stated R1 had impaired 
cognition and required assistance with all activities of daily living (ADL) including transfers with a mechanical 
stand lift. NA-A stated R1 exhibited behaviors such as wandering and self-transferring. Further, NA-A stated 
R1 was identified as a high fall risk and staff had been instructed to keep R1's bed low, fall mat next to bed, 
and touch pad call light while R1 was in bed. NA-A stated she was assigned to care for R1 on 8/28/25, and 
at approximately 8:00 p.m. R1 put his call light on. NA-A entered R1's room and observed R1 sitting on the 
floor and ripping apart his brief. NA-A stated at the time of the fall, R1's care plan did not identify R1 required 
a floor mat, but NA-A stated he required a low bed. NA-A stated R1 did not appear to be in pain and R1 was 
assisted back into bed after being assessed by the nurse. In addition, following R1's incident education was 
provided to staff regarding care plan interventions and new interventions of floor mat, and touch pad call light 
were added to R1's care plan.On 9/10/25 at 4:47 p.m., NA-B stated if a resident was at risk for falls and had 
interventions this would be identified on the staff's care sheets which was updated by the director of nursing 
(DON). NA-B stated education was provided to the staff regarding care plan interventions and referring the 
care sheets if staff are unsure.On 9/10/25 at 5:10 p.m., R1 was not observed in his room, however his bed 
was along the wall next to the window, there was a call don't fall sign posted on his closet door, a floor mat 
that was folded and placed by the closet, and room appeared clean and free of clutter. On 9/10/25 at 5:12 p.
m., NA-C stated R1 was identified as at risk for falls and some interventions staff were directed to use were 
low bed, floor mat, and placing the soft touch call light under R1 while he was in bed. Further, NA-C stated 
fall interventions were listed in each resident's care plan for staff to reference.On 9/10/25 at 5:20 p.m., 
licensed practical nurse (LPN)-A stated R1 had impaired cognition and was not able to verbalize his needs 
so staff anticipate needs. LPN-A stated R1 would get very restless occasionally and would attempt to 
self-transfer which put R1 at risk for falls. LPN-A stated staff were directed to place R1's bed low, floor mat, 
soft touch call light under hip while in bed. LPN-A stated R1 recently had a fall and sustained a rib injury but 
felt R1's pain had been well managed with scheduled Tylenol and R1 appeared to be comfortable. In 
addition, LPN-A stated all staff had education about care plans and following interventions after R1's fall.On 
9/11/25 at 6:57 a.m., registered nurse (RN)-A stated R1 had impaired cognition and required staff assistance 
with all ADLs. RN-A stated R1 was at risk for falls. At approximately 8:05 p.m. on 8/28/25, R1's call light was 
on, and RN-A was then alerted by a NA R1 was on the floor. RN-A stated she entered R1's room and 
observed R1 sitting on the floor with his legs straight out in front of him and his back against the bed. RN-A 
stated R1 was wearing gripper socks, and his bed was in the lowest position at the time, but RN-A had 
noticed there was no floor mat under R1. RN-A assessed R1 and R1 did not appear to be in pain and no 
visible injuries were noted. RN-A stated R1 was sent to the ED per family request since it was an 
unwitnessed fall and R1 returned to the facility around 2:00 a.m., diagnosed with a rib fracture. Further, RN-A 
stated a floor mat had been an intervention for some time but RN-A was not sure on when she last seen the 
floor mat in R1's room. RN-A also stated management had discussed an intervention of the gray soft touch 
call light but that was not implemented or identified in R1's care plan at the time of the fall either. In addition, 
RN-A stated management provided all staff education on following care plan interventions for falls and 
alerting management if you are not seeing an intervention anymore that had been previously used.On 
9/11/25 at 9:44 a.m., NA-D stated R1 was at risk for falls and staff were directed to keep him near nurse's 
station if he was restless or active, and if R1 was in bed he would require a low bed, fall mat which he has 
had quite a while, and a touch pad call light underneath him too. Further, NA-D stated she was aware R1 
had a fall and sustained a rib injury. Following R1's fall, NA-D stated the DON, and administrator called her 
and provided education related to resident specific fall interventions and what to do if staff notice an 
intervention was missing.On 9/11/25 at 11:51 a.m., interim director of nursing (DON) stated R1's cognition 
was impaired and R1 required staff assistance with all ADLs. DON stated R1 was at risk for falls and 
interventions to prevent falls included: toileting every 2-3 hours, concave mattress, room and floor clean, 
floor mat next to bed, two signs posted in his room to use call light for assistance, and soft touch call light to 
the right hip. Further, DON stated R1 had a fall on 6/19/25, with no injuries, and confirmed interdisciplinary 
team (IDT) determined a fall mat at R1's bedside was an appropriate intervention; however, DON confirmed 
the floor mat was not added to R1's care plan until 8/28/25. DON was unsure why the intervention was not 
added to R1's care plan immediately, but stated DON added the intervention as soon as we realized it was 
not identified in R1's care plan at the time of his fall on 8/28/25. DON stated R1 had another fall that occurred 
on 8/24/25, with no injuries, and IDT determined an appropriate intervention would be R1 to use a soft touch 
call light; however, R1's care plan was not updated until 8/29/25. DON stated all staff would not have been 
aware of those two interventions, the floor mat and the call light, at the time of R1's fall on 8/28/25, since they 
were not identified in R1's care plan and DON was unsure if the staff's care guide sheets were revised to 
include those at the time. DON stated following a fall, the floor nurse would notify the DON, and the DON and 
nurse would discuss root cause and determine an immediate intervention together. The DON stated then the 
IDT would meet every morning on business days and go through the risk management/incident reports, 
which the IDT then would determine an appropriate intervention, and DON would revise the care plan as well 
as inform the staff verbally to pass on in report and add to the care sheets the floor staff utilize. Review of 
facility policy titled Care Planning revised 11/24, indicated the care plan would be used in developing the 
resident's daily care routines and utilized by staff personnel for the purposes of providing care or services to 
the resident. The plan of care would be utilized to provide care to the resident. The care plan was to be 
modified and updated as the condition and care needs of the resident changes.Review of facility policy titled 
Fall Prevention and Management revised 2/24, indicate following a fall nursing staff would complete an 
incident review and analysis. The IDT would review falls daily at morning meeting. When a resident falls, the 
following information should be recorded in the resident's medical record: interventions, first aid, or treatment 
administered, and appropriate interventions taken to prevent future falls. Further, follow up included care 
plans would be updated to reflect fall interventions.The facility implemented the following corrective action on 
8/29/25 and this is being issued in past noncompliance. -R1's care plan was updated with current fall 
interventions,-All staff were educated on revisions and following care plans, if staff had questions or 
clarifications regarding interventions reach out to the floor nurse or DON-Audits weekly to ensure IDT 
interventions have been implemented and are in care plan-IDT process change to double check the 
intervention was added to the care plan and the care guide sheets prior to closing the risk 
management/incident report
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