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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** 43083

Based on observation, interview and document review, the facility failed to implement assessed and directed 
fall prevention techniques for 2 of 3 residents (R1,R2) reviewed for falls. This resulted in actual harm for R1 
who had an assisted fall to the floor when staff were not utilizing a gait belt during a transfer as assessed and 
R1 sustained a right ankle fracture.

Findings include:

R1's annual Minimal Data Set (MDS) dated [DATE], indicated R1 had diagnoses which included 
osteoporosis, Alzheimer's disease, and R1 had moderately impaired cognition. 

R1's care plan revised on 5/26/24, identified R1 had limited physical mobility related to muscle weakness 
and impaired gait/balance, chronic shoulder pain, dementia with memory loss and required a front wheeled 
walker and assistance by staff when transferring and ambulating. Further, R1's care plan identified R1 was at 
risk for falls. 

Review of facility's Summit 3 Communication Sheet dated 5/16/24, identified R1 was a fall risk and directed 
staff to assist R1 with transfers utilizing a front wheeled walker and a gait belt. Further, facility document 
revealed standard safety measures and directed staff to assure call light was within reach and gait belt was 
to be used when assisting with all transfers and ambulating.

Review of facility report to the State Agency (SA) dated 5/20/24, indicated staff was assisting R1 to get ready 
for the day and ambulating R1 to the toilet. R1 was about to pass out while ambulating and assisted R1 to 
the floor. R1 complained of pain on her left side of the body and her right ankle, but was able to move all 
extremities. Review of facility's 5-day investigation to the SA revealed R1 was confirmed to have sustained a 
right bimalleolar fracture with mortise displacement. In addition, the staff did not follow the company's 
standard safety practice of utilizing a gait belt when transferring or ambulating a resident and facility wide 
education to ensure staff would follow plan of care and compliance with the company's standard safety 
practices was the action taken to prevent reoccurrence. 

R1's Final Report dated 5/19/24, completed by Dispatch Health Imagining, revelaed the findings of R1's 
x-rays was a fracture of the distal fibula and a chip fracture of the medial malleolus. 

(continued on next page)
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R2's entry MDS dated [DATE], indicated R2 had diagnoses which included Alzheimer's disease, anxiety 
disorder and urgency of urination. 

R2's care plan as of 5/29/24, identified R2 as at risk for falls related to cognitive impairment, gait/balance 
problems, history of falls, poor communication/comprehension, and unaware of safety needs. R2's fall 
interventions included a toileting plan in place and directed staff to reference the communication sheet for 
details.

Review of facility's Trolley 3 Communication Sheet dated 5/24/24, identified R2 was a fall risk and directed 
staff to keep bedroom door open for safety due to frequent self-transfers and toilet upon rising, before meals, 
at hour of sleep and every 3 hours during the night.

R2's Resident Occurrence Report dated 5/26/24, indicated R2 had an unwitnessed fall in room at 3:50 a.m. 
and R2 did not sustain any injuries. R2 reported she was attempting to get out of bed to use the bathroom. 
R2 was last observed by nursing assistant (NA)-B at 3:30 a.m. and R2 was noted to be in her room laying in 
bed. R2 was last assisted to the bathroom at approximately 12:00 a.m. However, document lacked evidence 
of interdisciplinary team (IDT) addressing R2's toileting care plan was not followed at the time of the fall and 
what had been done to correct. 

Review of facility document titled Falls Tracking as of 5/29/24, revealed R2 had a fall on 5/26/24 and IDT 
intervention implemented based on root cause was identified as staff coaching. 

Review of facility document titled [NAME] Care Center dated 5/21/24, and name of education was identified 
as Communication Protocol and Gait Belts for Transfers and Ambulation directing staff to sign the document 
to verify staff were present and understood to follow policies and practices outlined within the presentation. 
Further, education provided included when providing cares to residents or responding to resident requests, 
all staff need to be aware of the individualized interventions for each resident and resident care specific 
information could be found on the Communication Sheet. Staff were directed to review the Communication 
Sheet each time they work with residents due to constant changes and adjustments made to the resident's 
cares. Also, education included Communication Sheet Guideline which included toileting schedule and 
transfer for staff to review. In addition, document revealed NA-B had not reviewed the document as 
evidenced by NA-B's signature was not on the document. 

On 5/29/24 at 2:49 p.m., R2 was observed in her room sitting in a standard wheelchair, slippers on and call 
light was within reach. R2 appeared comfortable and was drinking a cup of coffee. At 3:14 p.m., R2 was 
assisted to a table in the commons area with other female residents and an unidentified female staff 
remained in the area.

On 5/30/24 at 8:51 a.m., registered nurse (RN)-A indicated R2 was at risk for falls and interventions included 
keeping R2's door open for staff to monitor her closely as well as toileting program every 2-3 hours and as 
needed. Further, RN-A stated fall interventions were located on the Communication Sheets which are 
available to staff and updated daily and with any changes.
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On 5/30/24 at 10:24 a.m., NA-C stated R2 requires staff assistance with transfers using a gait belt and she 
was at risk for falls due to self-transferring, adding R2's fall interventions included frequent glances into R2's 
room, keep door open, and toileting every 2-3 hours as well as upon rising, and before meals. Further, NA-C 
stated fall interventions were listed on each resident's care plan as well as the Communication Sheets. 

On 5/30/24 at 10:59 a.m., NA-A stated she was assisting R1 to get up in the morning on 5/19/24. NA-A 
stated R1 stood up from her bed and NA-A was supporting her but did not use a gait belt as required 
because NA-A stated she did not know she required one at that time. NA-A stated R1 expressed feeling 
lightheaded and NA-A offered her the wheelchair to which R1 declined. R1 then began falling forward and 
NA-A gently assisted her to the ground. Following the incident, NA-A stated management had called her and 
informed her she did not follow R1's care plan and NA-A should have used a gait belt. NA-A stated she 
resigned from the position and was no longer employed with the facility. 

On 5/30/24 at 1:31 p.m., RN-B stated following each fall she would review the form that was completed by 
the floor nurse at the time of the fall and bring it to the IDT meeting every weekday at 9:00 a.m. RN-B stated 
the IDT then goes through the fall and interventions and ideas are discussed as a team, and if the fall 
required follow up with the floor staff RN-B would do that within the same day or the next day depending on 
significance. RN-A stated interventions are determined based on the root cause analysis of the fall and what 
could staff do differently to prevent another fall, and the new intervention would then be communicated to the 
staff verbally on shift and updated the resident's care plan and staff Communication sheets that they are 
expected to review before every shift. RN-B stated R1 required assist of one staff with a gait belt and front 
wheeled walker for transfers and had been identified as a fall risk. RN-B indicated on 5/19/24, when R1 had 
a fall resulting in an ankle fracture, through the facility's investigation it was determined R1's care plan was 
not followed at the time of the fall due to NA-A not utilizing a gait belt while transferring R1 and the facility 
immediately implemented education to all staff on utilizing the Communication Sheet and all resident's 
require a gait belt to transfer. Further, RN-B stated R2 was a new admission and had only been at the facility 
approximately a week but was identified as a high fall risk with intervention that included wheelchair for 
mobility, toileting plan every three hours, upon rising, before meals and bed as well. RN-B stated on 5/26/24 
R2 had an unwitnessed fall in her room and IDT determined the root cause of the fall to be R2's toileting 
program had not been followed on the overnight as R2 would have been due for toileting at time of the fall. 
R2 did not sustain any injuries from the fall and RN-B stated coaching to NA-B had not occurred yet but 
planned on completing today (5/30/24). RN-B confirmed NA-B had worked since the fall occurred and 
education could have been done prior to 5/30/24.

On 5/30/24 at 1:55 p.m., director of nursing (DON) stated staff were expected to implement immediate 
interventions following a fall on the weekend and the IDT would review the next business day to provide an 
intervention. At 3:16 p.m., DON stated she was aware R2's care plan related to toileting was not followed at 
the time of R2's fall on 5/26/24 and confirmed NA-B had not been educated or re-trained but messages had 
been left for NA-B since the incident with no call back. DON stated NA-B worked at the facility on 5/27/24, 
5/28/24 and 5/29/24 but no attempts were made to connect with NA-B while at work. At 4:10 p.m., DON 
stated the all-staff education for R1's fall should be completed by all staff within two weeks and for those who 
have not completed the education would be contacted by leadership. DON confirmed neither NA-B nor all 
facility staff had been re-educated at time of survey entrance for the R1's incident. 
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On 5/30/24 at 2:36 p.m., family member (FM)-A stated she had received a call from the facility staff following 
R1's fall on 5/19/24, and staff informed FM-A they had called the physician to get orders to obtain an x-ray. 
FM-A stated she was agreeable to have R1 remain in the facility following the confirmation of R1's fracture, 
declining hospitalization , and FM-A stated she was concerned about R1's pain management, which the 
physician was involved and ordering medication. FM-A stated the facility scheduled an orthopedic 
appointment related to R1's fracture for the following week. 

On 5/30/24 at 3:46 p.m., an attempt to interview NA-B was made by phone but unsuccessful. 

Review of facility policy titled Fall Prevention and Management Program Policy modified 4/2021, indicated 
the clinical coordinator was responsible for implementation and oversight of individualized residents fall 
prevention care and supervising personnel in delivering safe and personalized care. Further, policy indicated 
members of the IDT are responsible for assessing, treating, and implementing strategies for the prevention 
of resident falls. 
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