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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure each resident fall was thoroughly 
investigated/evaluated to determine the cause of the fall and failed to implement new interventions and/or 
modify existing interventions to prevent future falls or reduce the potential of injury or serious injury from 
future falls. In addition, the facility failed to ensure residents' care plans were updated to reflect current fall 
interventions and failed to have an updated system in place to communicate fall interventions to staff. Three 
residents with a history of falls were sampled and problems were identified with all three. (Residents #3, #9 
and #7). The census was 57.Review of the facility Assessing Falls and Their Causes policy, undated, 
showed:-Purpose: The purposes of this procedure are to provide guidelines for assessing a resident after a 
fall and to assist staff in identifying causes of the fall;-Preparation: 1. Review the resident's care plan to 
assess for any special needs of the resident; 2. Identify the resident's current medication and active medical 
condition; 3. Assemble the equipment and supplies as needed;-General Guidelines: 1. Falls are a leading 
cause of morbidity and mortality among the elderly in nursing homes; 2. Approximately 50% of residents fall 
annually and 10% of these falls result in serious injury; 3. Fear of falling may limit an individual's participation 
in activities; 4. Falling may be related to underlying clinical conditions and functional decline, medication side 
effects, and/or environmental risk factors; 5. Residents must be assessed in a timely manner for potential 
causes of falls;6. Relevant environmental issues should be addressed promptly;-After a Fall (included):c. 
Once an assessment rules out significant injury, nursing staff will help the resident to a comfortable sitting, 
lying, or standing position, and then document relevant details.1. Review of Resident #3's quarterly Minimum 
data Set (MDS), a federally mandated assessment instrument completed by facility staff dated 5/21/25, and 
located in the electronic medical record (EMR), showed:-Makes Self Understood: Rarely/never 
understood;-Ability To Understand Others: Rarely/never understands;-Short-term Memory: Memory 
problem;-Long-term Memory: Memory problem;-Cognitive Skills for Daily Decision Making: Severely 
impaired-never/rarely made decisions;-Functional Abilities: Independent-Resident completes the activity by 
themselves with no assistance from a helper: Roll left and right, sit to lying, lying to sitting on side of bed, sit 
to stand, chair/bed-to-chair transfer, walk 10, 50 and 100 feet;-Diagnoses: Alzheimer's Disease, 
Non-Alzheimer's Disease (dementia), anxiety and psychotic disorder;-Any Falls Since Admission/Entry or 
Reentry or Prior Assessment: Yes;-Number of Falls Since Admission/Entry or Reentry or Prior Assessment: 
Two falls with no injury.Review of the resident's care plan, located in the EMR, showed:-Focus (no date): 
Communication problem related to poor cognition due to advanced dementia. Goals: The resident will have 
needs met with staff assistance daily. Interventions (no dates): Anticipate and meet needs;-Focus (no date): 
Impaired cognitive function/dementia or impaired thought processes related to dementia. Goals: Staff will 
identify and anticipate needs in effort to show cognitive function decline. Interventions (no dates): 
Communicate with resident/family/caregivers regarding residents' capabilities and needs. Provide the 
resident with necessary assistance, stop and return if agitated;-Focus (no date): High risk for falls related to 
confusion. Unaware of safety needs. Goals: Will not sustain serious injury. Interventions (no dates): Low air 
loss mattress with raised sides to help resident identify edges of bed. Anticipate and meet resident's needs. 
Educate resident/family/caregivers about safety reminders and what to do if a fall occurs. The resident needs 
a Broda chair (mobile recliner) for comfort to reduce restlessness. Utilize a low bed to lower risk of fall and 
serious injury.Review of the facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed: 
7/4/25 at 8:30 P.M., received phone call from resident's roommate that resident fell and was on the floor. 
Went to resident's room and resident was laying on his/her side on the floor next to his/her bed.Review of the 
resident's progress note's, located in the EMR, showed:-7/4/25 at 9:23 P.M.: Nurse made aware the resident 
was on the floor. When staff arrived in resident's room, resident was found on side of bed. Resident was 
wrapped in blanket and blood was noted on the floor and on the resident's person. Hematoma (a localized 
collection of blood outside of blood vessels, often caused by trauma or injury) noted to left side of face and 
above his/her brow. Laceration noted to top of scalp with active bleeding. Order to send resident to 
hospital;-7/8/25 at 3:45 P.M.: At 1:30 P.M., called to shower room by staff who stated resident was walking 
through doorway and tripped over his/her own feet and before staff could reach resident, he/she fell to the 
floor on his/her right side. No injuries noted.Review of the resident's Fall Risk Evaluation dated 7/8/25, and 
located in the EMR, showed resident is at risk to fall. Review of the resident's progress note, dated 7/15/25 
at 7:33 P.M., showed: Nurse was called to TV room for resident on the floor. Resident was observed on the 
floor next to a chair. Assessed for injuries and none found CNAs stated resident was walking and tripped 
over the chair legs and fell onto floor.Review of the facility Incidents by Incident Type report dated 7/1/25 
through 12/10/25, showed:-7/15/25 at 4:00 A.M.: Nurse was called to TV room for resident on the floor. 
Resident was observed on the floor next to chair;-7/31/25 at 9:15 A.M.: Nurse and Certified Medication 
Technician (CMT) saw resident get up from his/her dining chair, got twisted in his/her feet and tripped and 
fell.Review of the resident's progress note's, showed:-7/31/25 at 5:52 P.M.: Nurse and CMT saw resident 
getting up from dining room chair and tripped over his/her own feet and fell onto the floor. No injuries 
noted;-8/10/25 at 11:24 P.M., showed the resident was observed on his/her right side in a fetal position 
during last rounds on the 3:00 P.M. - 11:00 P.M. shift. Assessment completed and no injuries noted. 
Resident unable to state why or how he/she got on the mat. Resident assisted back to bed. Bed in low 
position and call light in reach.Review of the resident's care plan showed no intervention for fall mats.Review 
of the resident's Fall Risk Evaluation dated 8/11/25, showed the resident is at risk to fall. Review of the 
resident's annual MDS, dated [DATE], showed:-Cognitive Skills for Daily Decision Making: Severely 
impaired-never/rarely made decisions;-Functional Abilities: Independent: Roll left and right, sit to lying, lying 
to sitting on side of bed, sit to stand, chair/bed-to-chair transfer, walk 10, 50 and 100 feet;-Any Falls Since 
Admission/Entry or Reentry or Prior Assessment: Yes;-Number of Falls Since Admission/Entry or Reentry or 
Prior Assessment: Two falls with no injury.Review of the resident's physician's order sheet (POS) located in 
the EMR, showed:-8/29/25: Be sure bed is in lowest position and floor mats on floor while resident is in bed.
Review of the resident's care plan showed no intervention for floor mats while resident is in bed. Review of 
the facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:9/25/25 at 1:45 P.M.: 
Loud noise heard. Upon entering the dining room. When walked in, witnessed resident on the floor bleeding 
with laceration to the right side of forehead.Review of the resident's progress note's, showed:-9/25/25 at 2:29 
P.M.: A loud noise heard upon entering the dining room. When walked in witnessed resident on the floor 
bleeding with laceration to the right side of forehead. Area cleansed, two-centimeter (cm) laceration. 
Pressure dressing applied. New order sent to send resident to emergency room for treatment;-9/25/25 at 
11:18 P.M.: Returned to facility from hospital. Sutures noted to laceration on forehead and area to be 
monitored and removed in five days. Review of the resident's Fall Risk Evaluation dated 9/25/25, showed the 
resident is at risk to fall. Review of the facility Incidents by Incident Type report dated 7/1/25 through 
12/10/25, showed:-10/7/25 at 2:53 P.M.: Family brought in soft helmet requesting resident to wear. Physician 
in agreement. New order, soft helmet at all times as tolerated. May remove for activities of daily living care 
and skin checks.Review of the resident's care plan showed no intervention for a soft helmet at all times.
Review of the facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-11/7/25 at 
10:00 P.M.: During rounds at 10:00 P.M., CNA (Certified Nursing Assistant) found resident halfway on the 
floor mat and halfway on the bed. Resident was assessed by nurse. No skin injuries from fall. The incident 
report did not show if the bed was in the lowest position or if the resident was wearing the soft helmet.Review 
of the resident's progress notes showed no documentation regarding the resident being found on the floor as 
documented on the 11/7/25 at 10:00 P.M. Incidents by Incident Type report.Review of the resident's Fall Risk 
Evaluation dated 11/17/25, showed the resident is at risk to fall. Review of the resident's significant change 
in status MDS, dated [DATE], showed:-Cognitive Skills for Daily Decision Making: Severely 
impaired-never/rarely made decisions;-Functional Abilities: Partial/moderate assistance - helper does less 
than half the effort: Roll left and right. Substantial/maximal assistance - helper does more than half the effort: 
Sit to lying, lying to sitting on side of bed, sit to stand. Dependent - helper does all of the effort: 
chair/bed-to-chair transfer. Not applicable - Not attempted and the resident did not perform this activity: Walk 
10, 50 and 100 feet;-Any Falls Since Admission/Entry or Reentry or Prior Assessment: Yes;-Number of Falls 
Since Admission/Entry or Reentry or Prior Assessment: One fall with no injury, One fall with injury (skin 
tears, abrasions, lacerations, superficial bruises, hematoma and sprains).Review of the resident's progress 
note, dated 12/2/25 at 12:05 P.M., showed the Social Service Director spoke to family during recent visit 
regarding decreasing use of soft helmet. Family agreeable to removing it during the daytime but would like 
the resident to have it while in bed to reduce self-injury risk.Review of the resident's POS, showed:-12/2/25: 
Alternating low air loss mattress with raised edges for comfort, pressure relief and to identify edges of 
bed;-12/2/25: Soft helmet while in bed and may remove as needed for activities of daily living (ADLs) care 
and skin checks. Review of the resident's care plan showed no intervention for a soft helmet while in bed. 
Observation on 12/9/25, showed:-At 7:59 A.M., the resident was out of the room. A low air loss mattress with 
raised sides was on the bed. There were two floor mats in the bathroom;-At 8:12 A.M., the resident sat in a 
Broda chair in the dining room wearing a soft helmet at the feeding assistance table;-At 12:47 P.M., the 
resident sat in a Broda chair in the dining room. The resident was not wearing the soft helmet;-At 2:10 P.M., 
the resident lay in bed with his/her eyes closed. The bed appeared to be low to the floor, but there were no 
fall mats on the floor and the resident was not wearing the soft helmet. Two fall mats were observed in the 
bathroom. Observation on 12/10/25, showed:-At 7:32 A.M., the resident sat in the Broda chair in the TV room 
across from the nurse's station. He/She was wearing the soft helmet;-At 10:07 A.M,, the resident sat in the 
TV room. The soft helmet had been removed. A request was made by the surveyor for staff to lay the 
resident down in bed for a skin assessment;-At 10:27 A.M., the surveyor entered the resident's room. The 
resident had been transferred to bed, but there were no staff present in the room. The bed was in the low 
position and one floor mat sat on each side of the bed. The resident was not wearing the soft helmet. After 
waiting several minutes for staff to arrive, the surveyor went to the nurse's station and asked the Director of 
Nurses (DON) which staff were going to complete the skin assessment. The DON and CNA A went with the 
surveyor at that time to complete the skin assessment. During an interview on 12/10/25 at 12:04 P.M., CNA 
B said he/she had worked at the facility since 7/2025. He/She was assigned to take care of the resident 
yesterday and today. His/Her shift began at 7:00 A.M. and ends at 3:00 P.M. When he/she first started 
working at the facility, there was a folder at the nurse's station that showed what type of care/interventions 
each resident required. He/She left the interview to find the folder, returned a few minutes later and said 
he/she could not find the folder. Most of the time, the nurses will tell staff what kind of care a resident needs. 
Yesterday, the resident was already up in the Broda chair when CNA B arrived. He/She laid the resident 
down yesterday after lunch. He/She did not put the helmet on the resident because he/she was told the 
resident only wore the helmet at night. He/She did not know the physician's order showed the helmet was to 
be worn while in bed with no stipulation that it was to be worn only at night. He/She did walk off and forget to 
put the mats on the floor after laying the resident down. Today when he/she arrived, the resident was in bed. 
The resident had the fall mats on the floor next to the bed and was wearing the soft helmet. During an 
interview on 12/10/25 at 1:34 P.M., the DON said she started at the facility on April 28, 2025, but did not 
become the DON until about a month after in May. Since she has been there, the only interventions the 
facility put into place in response to the resident's falls were the fall mats and the soft helmet the family 
brought in. This should have been added to the care plans. She expected staff to ensure the mats were on 
the floor and the soft helmet was on when the resident was in bed.2. Review of Resident #9's admission 
MDS, dated [DATE], and located in the EMR, showed:-Makes Self Understood: Usually understood;-Ability 
To Understand Others: Sometimes understands;-Moderately impaired cognition;-Cognitive Skills for Daily 
Decision Making: ;-Functional Abilities: Independent: Roll left and right, sit to lying, lying to sitting on side of 
bed, sit to stand, chair/bed-to-chair transfer, walk 10 and 50 feet;-Diagnoses: Cancer (with or without 
metastasis), malnutrition and schizophrenia (a psychotic disorder);-Any Falls Since Admission/Entry or 
Reentry: No.Review of the resident's care plan, located in the EMR, showed:-Focus (no date): Functionally 
independent with some ADLs at this time. Diagnosis of cancer and on Hospice. Please accommodate my 
ADL needs as they change. Goals: Will remain independent with ADLs. Interventions (no dates): Limited 
assistance for bed mobility and transfers;-Focus (no date): Has had an actual fall. Goal: The resident's 
injured areas will resolve without complication. Interventions (no dates): For no apparent acute injury, 
determine and address causative factors of the fall. Monitor/document/report to physician any 
signs/symptoms of pain, bruises, change in mental status. New onset of confusion, sleepiness, inability to 
maintain posture, agitation;-Fall mats were not documented as an intervention. Review of the resident's POS 
showed no order for fall mats as an intervention to prevent injuries.Review of the resident's Fall Risk 
Evaluation dated 5/29/25, showed the resident is at risk to fall. Review of the resident's progress note dated 
7/2/25 at 6:30 P.M., and located in the EMR, showed: Nurse called to resident's room. Upon entering room, 
resident was on the floor next to his/her bed. Resident said he/she tried to sit on the bed and missed the bed, 
sitting on the floor instead.Review of the resident's quarterly MDS, dated [DATE], showed:-Makes Self 
Understood: Usually understood;-Ability To Understand Others: Sometimes understands;-Moderately 
impaired cognition;- Functional Abilities: Independent: Roll left and right, sit to lying, lying to sitting on side of 
bed, sit to stand, chair/bed-to-chair transfer, walk 10 and 50 feet;-Any Falls Since Admission/Entry or 
Reentry or the Prior Assessment: Yes;-Number of Falls: Two falls with no injuries.Review of the facility 
Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-7/4/25 at 4:30 P.M.: Nurse called 
to resident room. Upon entering resident was on the floor next to his/her bed.Review of the resident's 
progress notes showed no documentation about the resident being found on the floor on 7/4/25 at 4:30 P.M.
Review of the facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-8/7/25 at 
2:20 P.M.: Resident found on the floor by this nurse and Hospice nurse.Review of the resident's progress 
note, dated 8/7/25 at 2:20 P.M., showed the resident was found on the bathroom floor by the nurse and 
Hospice nurse. Resident was lying on his/her right side and said he/she hit his/her head on the right side. 
Resident was assisted back to the wheelchair. Upon assessment, bruising noted in his/her head on the right 
side and along his/her right arm. He/She also had a skin tear measuring 1 cm by 1.5 cm.Review of the 
facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-8/11/25 at 10:35 P.M.: CNA 
reported to charge nurse the resident was found on the floor lying on his/her side in the fetal position.Review 
of the resident's progress note, dated 8/11/25 at 10:45 P.M., showed CNA reported to nurse that during 
rounds resident was found on the floor in his/her room lying in the fetal position. This nurse asked the 
resident what happened, and he/she said that he/she was reaching for his/her drink and his/her wheelchair 
rolled from underneath him/her. Nurse educated resident on using his/her call light and locking his/her 
wheelchair prior to reaching for items and/or transferring from one surface area to another.Review of the 
facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-8/19/25 at 10:05 P.M.: This 
nurse was called to resident room for resident on the floor. Upon entering, resident found on the floor 
slouched over in front of wheelchair.Review of the resident's progress note, dated 8/19/25 at 11:55 P.M., 
showed the nurse was called to the resident's room for a report of the resident being on the floor. Upon 
entering the room resident was found on the floor slouched over in front of his/her wheelchair. Resident said 
he/she fell asleep and fell over onto the floor out of his/her chair. Resident assisted into bed, assessed for 
injury in which a laceration was found to forehead and cleaned up. No further intervention was determined 
needed.Review of the resident's Fall Risk Evaluation dated 9/1/25, showed the resident at risk to fall.Review 
of the facility Incidents by Incident Type report dated 7/1/25 through 12/10/25, showed:-9/27/25 at 1:30 A.M.: 
At 1:30 A.M. this morning, resident was found on the floor next to his/her bed. Resident stated he/she rolled 
out of bed while sleeping. Floor mat was in place. Physician was notified after this Registered Nurse (RN) 
obtained vitals and assessed the resident, as well as cleaned his/her scalp wounds. Resident denies 
headache or discomfort other that when this RN was cleaning the wounds with a small three-inch laceration 
to the right scalp area and also noted an abrasion to that area. Ice pack was placed 20 minutes on, 20 
minutes off. Will continue to monitor closely.Review of the facility Incidents by Incident Type report dated 
7/1/25 through 12/10/25, showed:-10/3/25 at 7:45 A.M.: Called to resident room by staff. Upon entering 
room, resident noted to be lying on his/her back on the floor of the bathroom. Resident was dressed with 
shoes on. No injuries noted. Wheelchair was near and unlocked. Review of the resident's progress note 
dated 10/3/25 at 4:44 P.M., showed at 7:45 A.M., called to resident's room by staff. Upon entering room, 
resident noted on his/her back on the floor of the bathroom. Resident was dressed with shoes on. 
Wheelchair was near and unlocked. Resident said he/she was trying to pick up his/her dirty shorts from off 
the floor when he/she fell over. No injuries noted. Reminded resident to use call light to call for assistance.
Review of the resident's Fall Risk Evaluation dated 10/3/25, showed the resident is at risk to fall. Review of 
the resident's quarterly MDS dated [DATE], showed:-Makes Self Understood: Usually understood;-Ability To 
Understand Others: Sometimes understands;-Moderately impaired cognition;- Functional Abilities: 
Independent: Roll left and right, sit to lying, lying to sitting on side of bed, sit to stand, chair/bed-to-chair 
transfer, walk 10 and 50 feet;-Any Falls Since Admission/Entry or Reentry or the Prior Assessment: 
Yes;-Number of Falls: Two falls with no injuries.Review of the facility Incidents by Incident Type report dated 
7/1/25 through 12/10/25, showed:-11/13/25 at 5:50 P.M.: Staff called this nurse. Resident was on floor in 
front of bathroom door lying on his/her right side with wheelchair nearby.Review of the resident's progress 
note dated 11/13/25 at 7:10 P.M., showed at 5:50 P.M., this nurse was called to the resident's room by staff. 
Upon entering resident's room, resident noted to be lying on the floor on his/her right side in front of the 
bathroom door by the air conditioner unit. Wheelchair near resident was unlocked. Resident said he/she was 
trying to turn the heat on and fell over. Resident has a bruise to right shoulder and an abrasion to right ear.
Review of the resident's Fall Risk Evaluation dated 11/14/25, showed the resident is at risk to fall. 
Observation on 12/10/25, showed:-At 9:22 A.M., the resident was dressed and lay in bed. His/Her eyes were 
closed. He/She did not have fall mats next to the bed. Observation of the resident's bathroom showed two 
fall mats leaning against the wall;-At 10:14 A.M., the resident lay in bed. No fall mats were on the floor next 
to the resident's bed. During an interview on 12/10/25 at 12:20 P.M., CNA C said he/she had been taking 
care of the resident for the past three or four days. The resident requires one person assistance to transfer. 
Once the resident is in the wheelchair, he/she is independent. There used to be a folder at the nurse's 
station that would show what kind of care/interventions a resident requires, but he/she had not seen it in a 
while. The nurses usually tell staff what kind of care a resident requires. The nurses did tell him/her the 
resident is a fall risk. This morning the resident was already up when he/she came to work. Yesterday, the 
resident did have fall mats next to his/her bed when he/she came to work. Throughout the day, he/she does 
not think the resident uses the floor mats. He/She thinks they are only used at night. No one had told him/her 
whether the resident needed the fall mats or not when the resident is in bed. 3. Review of Resident #7's 
quarterly MDS dated [DATE], located in the EMR, showed:-Makes Self Understood: Usually 
understood;-Ability To Understand Others: Usually understands;-Severely impaired cognition;-Mobility 
Device; Wheelchair;-Functional Abilities: Supervision or touching assistance - Helper provides verbal cues 
and/or touching/steadying and/or contact guard assistance as resident completes activity: Roll left and right, 
and sit to lying. Substantial/maximal assistance - Helper does more than half the effort: Lying to sitting on 
side of bed, and sit to stand. Dependent - Helper does all of the effort: Chair/bed-to-chair transfer and walk 
10 feet;-Diagnoses of high blood pressure, Non-Alzheimer's Dementia and depression;-Has the resident had 
any falls since admission/entry or reentry or the prior assessment: No.Review of the resident's care plan 
located in the EMR, showed:-Focus (no date): Impaired cognitive function/dementia or impaired thought 
processes. Goals: Will improve/maintain cognitive function. Interventions (no dates): Communicate with the 
resident/family/caregivers regarding residents capabilities and needs. Cue, reorient and supervise as 
needed;-Focus (no date): The resident had an actual fall with no injury on 7/28/25. Goals: Will resume usual 
activities without further incident. Will be encouraged to ask for assistance when transferring. Interventions: 
Continue interventions on the at-risk plan.Review of the facility Incidents by Incident Type report dated 7/1/25 
through 12/10/25, showed:-7/28/25 at 7:00 A.M.: Resident's aide called RN to the room after he/she found 
the resident on the floor. Resident was on the left side of his/her bed and lying on his/her left side at the time. 
Resident denied pain and remained alert and oriented times four (person, place, time, situation). Fall plan 
initiated;-The report did not show if the resident was in bed with side rails up or down prior to being fond on 
the floor or if he/she was up in a chair. Review of the resident's progress note's, showed no documentation 
related to the resident being found on the floor on 7/28/25 at 7:00 A.M. Review of the resident's Fall Risk 
Evaluation dated 10/20/25, showed the resident was at risk to fall. Observation on 12/9/25, showed:-At 8:28 
A.M., showed the resident lay in bed with three-quarter length side rails up on both sides of the bed;-At 12:50 
P.M., the resident sat in a Broda chair in the dining room.Observation on 12/10/25 at 7:51 A.M., showed the 
resident lay in bed with his/her eyes closed and three-quarter length side rails up on both side of the bed.
During an interview on 12/10/25 at 1:34 P.M., the DON said she did not have any more information regarding 
the resident being found on the floor on 7/28/25, other than what was documented on the Incidents by 
Incident Type report. She does not know if the resident was in bed or in a chair prior to the fall. If the resident 
was in bed, she does not know if the side rails were up or down, if the resident climbed over the side rails or 
scooted to the foot of the bed. 4. During an interview on 12/10/25 at 10:53 A.M., with the DON and 
Administrator, the DON said she started at the facility on April 28, 2025, but did not become the DON until 
about a month after in May. The facility had QIPMO (Quality Improvement Program Missouri. An 
organization that provides education on best practices to improve care delivery and outcomes for nursing 
homes) at the facility from 11/18/25 through 11/20/25. QIPMO identified resident falls and fall interventions 
as a concern and told her each resident fall needed to be investigated, and have an intervention added. She 
was not aware of that prior to the mock survey. The Administrator said after QIPMO exited on 11/20/25, the 
facility scheduled staff meetings to address resident falls. The first meeting was scheduled and completed 
this morning, and all nursing staff will be in-serviced. The DON said there are no post-fall investigations for 
Resident #3, Resident #9 and Resident #7's falls. The only information she had is what was on the Incidents 
by Incident Types report and/or what was in the progress notes. Going forward, staff will be required to 
complete a post-fall investigation in the resident's EMR explaining exactly what happened and they will be 
required to add an immediate intervention. They recently started weekly Interdisciplinary Team meetings 
where they will be reviewing several issues including resident falls. Currently, she communicates daily with 
the nurses about any changes or new interventions and the nurses are to pass it along to CNAs during shift 
report. There is a folder at the nurse's station for staff that identifies what kind of care a resident requires 
and/or fall interventions that are in place, although it has been a long time since it was updated so she is not 
sure if it is current. She obtained the folder which showed Resident #3 was up ad lib (walking independently) 
and there were no fall interventions identified. There was no information in the folder regarding Resident #9 
and Resident #7. 2630308
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