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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to adequately supervise a resident to reduce the risk of falls for 
1 of 3 residents (R1) reviewed for accidents and supervision. R1 had a chair alarm that would sound when 
R1 would stand. The chair alarm prompted staff to respond to R1 after standing. R1 was found on her 
bathroom floor, transferred to the hospital with a left hip fracture.Findings include: According to the State 
Operations Manual, Appendix PP - Guidance to Surveyors for Long Term Care Facilities, Rev. 229, Issued: 
04/25/25 supervision is an intervention and a means of mitigating accident risk. Facilities are obligated to 
provide adequate supervision to prevent accidents. Adequacy of supervision is defined by type and 
frequency, based on the individual resident's assessed needs, and identified hazards in the resident 
environment. Adequate supervision may vary from resident to resident and from time to time for the same 
resident. Devices such as position change alarms may help to monitor a resident's movement temporarily, 
but do not eliminate the need for adequate supervision. Position change alarms are not prohibited from being 
included as part of a plan, they should not be the primary or sole intervention to prevent falls. If facility staff 
choose to implement alarms, they should document their use aimed at assisting the staff to assess patterns 
and routines of the resident. Use of these devices, like any care planning intervention, must be based on 
assessment of the resident and monitored for efficacy on an on-going basis. Position change alarms have 
been used to monitor a resident's movement in chairs or beds, etc. However, there must be sufficient staff 
and supervision to meet the resident's needs and staff must be vigilant in order to respond to alarms in a 
timely manner. Alarms do not replace necessary supervision. Facilities must take steps to identify issues that 
place the resident at risk for falls and implement approaches to address those risks in a manner that enables 
the resident to achieve or maintain their highest practicable physical, mental, and psychosocial well-being. 
R1's nursing order dated 3/29/24 at 2:26 p.m. indicated R1 had a fall alarm on her wheelchair and in her bed 
due to repeated falls. The order was open ended. The alarms were to be checked three times a day, a.m., p.
m., and at the hour of sleep (HS). R1's care plan dated 4/2/24 indicated R1's problem was safety/falls 
indicating she was at risk for falls and injuries as evidenced by unsteady gait and balance, need for 
assistance to transfer on and off the toilet, recent emergency department visit, use of assistive devices, 
cognitive status, history of falls. R1 was taking Donepezil (for treatment of dementia), risperidone 
(anti-psychotic), and sertraline (anti-depressant). She had diagnoses of fracture of the fifth metatarsal bone 
of the left foot, generalized anxiety and imbalance. Interventions were: Wander guard to ankle to alert staff if 
she left the building Adequate bed height Adequate lighting Call light in reach Clear path to the bathroom 
Clothing fits properly Complete an incident report for any falls or injuries Consult with registered nurse (RN) 
supervisor as needed Electrical cords and call light cords in proper placement Equipment in good repair 
Floor clean and dry Furniture in adequate placement Hallways free of clutter Notify family member and 
medical doctor (M.D.) if an incident report is completed Proper non-slip footwear when not in bed Report any 
confusion or light headedness to charge nurse Report any indication of pain or unsteadiness to charge nurse 
Room free of clutter The following alarms were in place - bed and chair sensor alarm Safety risk and physical 
device assessment quarterly and as needed (PRN) R1's care plan failed to provide any interventions of staff 
supervisor for R1 to reduce the risk of falls. R1's quarterly Minimum Data Set (MDS) dated [DATE] indicated 
R1 had a Brief Inventory of Mental Status (BIMS) score of 8 indicating R1 was cognitively impaired. R1's 
mobility devices used were a walker and a wheelchair. She required maximum assistance with toileting 
hygiene, showering, lower body dressing and walking. She required moderate assistance with upper body 
dressing, sitting to standing and transferring from chair to bed/bed to chair. R1 was frequently incontinent of 
urine and bowel. Her pertinent diagnoses were nondisplaced fracture of the fifth metatarsal bone left foot, 
open-angle glaucoma, age related osteoporosis. R1 used a bed alarm, chair alarm, and a wander/elopement 
alarm daily. R1's incident report dated 11/15/25 at 2:08 p.m. indicated R1 had a fall in the bathroom. The 
evaluation details indicated the root cause was R1 was a fall in her room due to the alarm on her chair was 
not turned on. R1 was transferred from the toilet in a different room. Staff flipped the alarm switch off when 
getting her to the toilet. A staff member was passing water and found R1 on the floor. The immediate 
intervention was R1 was sent to the emergency department (ED) due to hip pain. She was found to have a 
left femur fracture. The intervention on her hospital return was the sensor alarm was changed to one that 
automatically comes on. Staff education was completed to remind staff to make sure alarms are in place and 
on. R1's nursing progress note dated 11/15/25 indicated R1 was admitted to the hospital due to fall after staff 
found her between her wall and the bathroom door. 911 was called due to R1 stating that her help felt broken 
and was unable to move. R1 was diagnosed with a hip fracture. R1's nursing progress note dated 11/18/25 
indicated R1 returned from the hospital following left hip fracture repair. R1 had three incision sites along the 
left lateral hip that were approximated with stables. The upper incision site had nine stables, the medial 
incision had five staples, and the lower incision site had three staples. R1's progress note dated 12/3/25 at 
8:41 a.m. indicated R1 was in severe pain that morning and was sent via ambulance to the emergency 
department. She was admitted to the hospital. Therefore, R1 was not available for observations and 
interview during the survey process. Upon interview on 12/3/25 at 11:55 a.m. trained medication assistant 
(TMA)-A stated the staff was to make sure residents who have sensor alarms visualize that the alarms are in 
place under the wheelchair or in their bed. Anyone with a fall alarm should not be left alone in the bathroom 
and to make sure the alarm is always on except for when helping a resident with cares. She denied any staff 
supervision of residents with the alarms. Upon interview on 12/3/25 at 1:39 p.m. TMA-B stated on the day R1 
fell she was found in an unoccupied resident's room attempting to toilet herself. He heard the alarm sound, 
found R1 and assisted her toilet. TMA-B stated he forgot to turn the alarm back on when he wheeled her into 
the commons area and left her there. An hour later nursing assistant (NA)-A was passing water and found 
R1 on the floor pushed against her bathroom door. R1 was found on the floor without her alarm sounding. 
The staff relies on the alarm to know if R1 had attempted to stand-up alone. He stated the alarm was the 
main intervention for residents with fall risks. He stated the process was if staff hear an alarm sound, they 
hear a number of which alarm was sounding (each resident has their own number with their personalized 
alarm). The staff then uses their walkie talkies to communicate with other staff to find the resident who was 
attempting to stand-up. TMA-B stated the staff catch a lot of residents before they actually fall with the 
alarms. He denied staff supervision for R1. Upon interview on 12/3/25 at 3:46 p.m. registered nurse, (RN)-A 
stated the facility tried to keep the residents with alarms in the lobby and staff check on all residents as they 
walk by their rooms. RN-A stated she was not certain what was meant by resident supervision interventions 
for residents at risk for falls. Upon interview on 12/4/25 at 11:48 a.m. NA-B stated there were not specific 
supervision interventions on the residents, but staff should always keep an eye on them. She stated R1 had 
a chair alarm and staff would find her all over the facility as she moved quickly in her wheelchair. Upon 
interview on 12/4/25 at 11:55 a.m. RN-B stated the facility used the motion sensor alarms to supervise the 
residents and many falls were avoided because of having the alarms. Unfortunately, R1's alarm was not 
turned on when she fell and broke her hip. Upon interview on 12/4/25 at 12:18 p.m. occupational therapist 
(OT)-A stated R1 was a very confused lady who wandered. R1 was fragile due to her age of 95, therefor it 
would be important to anticipate her needs and have eyes on supervision. She was not certain of the 
facilities inventions for R1. Upon interview on 12/4/25 at 12:51 p.m. the director of nursing (DON) stated all 
residents have interventions. Staff were to follow interventions on each resident's care plan. The residents 
have alarms for supervision. The DON was not aware that residents with safety alarms also required 
supervision defined by type and frequency of supervision as the alarms do not eliminate the need for 
adequate supervision. Multiple attempts were made to interview R1's family via phone, however calls were 
not returned. A facility policy titled Fall Prevention and Management Program dated 11/6/2019 indicated: The 
purpose of the falls prevention and management program is to develop, implement, monitor and evaluate an 
interdisciplinary team fall prevention approach and management strategies that foster resident independence 
and quality of life while ensuring safety of the resident and other residents and staff. The program focuses on 
reducing the incidence of resident's falls and mitigating risks of falls through a resident focused team 
approach which ensures that a resident's environment and social, physical, cognitive, and emotional 
strengths are supported. The program ensures team training, communication, and effective care planning. 
The facility will ensure that a fall interdisciplinary prevention and management program will be maintained to 
reduce the incidence of falls and the risk of injury to the resident and promote resident independence. A 
policy regarding safety alarms was requested however none provided.
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