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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Licensure
Reference Number 175 NAC 12-006.09(1)(i)Based on record review and interview the facility failed to ensure
that post fall procedures were followed for 1 of 4 sampled residents (Resident 1). The facility census was 36.
Findings are:Record review of the facility policy titled Falls Management dated 1/2024 revealed that in the
event of a fall a complete head to toe assessment must be performed. Obtain vital signs. The nurse will
complete documentation to include vital signs. Contact the physician and family and document in the medical
record, including time and person spoken with. The resident fall will be documented for 24 hours for post fall
monitoring. Record review of the Minimum Data Set (MDS) (a mandatory comprehensive assessment tool
used for care planning) for Resident 1 dated 11/4/25 revealed that Resident 1 admitted into the facility on
[DATE]. The MDS revealed that Resident 1 had two falls with no injury, and one fall with injury since the
previous MDS assessment (dated 9/19/25). Record review of the facility Incidents by Incident Type (a listing
of resident falls, skin injuries, and other injuries) dated 11/13/25 revealed that Resident 1 had falls on:9/28/25
at 1:55 PM- witnessed fall.10/12/25 at 1:50 PM- unwitnessed fall.10/23/25 at 1:31 PM- unwitnessed fall.
10/30/25 at 11:10 AM- witnessed fall.Record review of the current Care Plan (an individualized written
comprehensive plan detailing interventions to provide quality care for a resident) dated 11/13/25 for Resident
1 revealed that Resident 1 was at risk for falls. New interventions to prevent falls were added to the care plan
for the resident falls on 9/28/25, 10/12/25, 10/23/25, and 10/30/25. The intervention for the 10/30/25 fall was
initiated on 11/4/25 directing staff to ensure that the resident was properly hooked up to the stand up lift if it
needed to be used. (A stand up lift is a mechanical assistive device used to transfer a resident with difficulty
standing up on their own from a seated position. A fabric sling device with straps that are secured to the
hooks on the stand lift is placed around the back of a resident when a sit to stand lift is used to transfer a
resident and must be hooked up properly to prevent accidents or injury.)Record review of the progress note
for Resident 1 dated 10/29/25 at 10:00 PM revealed that Resident 1 remained extremely confused. Vital
signs stable.Record review of the next progress note for Resident 1 was dated 10/30/25 at 4:26 PM. The
progress note revealed that the physician was in the facility and ordered labs to be done for the resident. The
physician revealed that if there were any lab concerns the physician would see Resident 1 on 10/31/25. (The
progress note contained no information about Resident 1's fall on 10/30/25 at 11:10 AM.)Record review of
the next progress note for Resident 1 dated 10/30/25 at 4:29 PM revealed that the Power of Attorney (POA)
of resident 1 was notified of the same (that the physician ordered labs for the resident). Record review of the
next progress note for Resident 1 dated 10/31/25 at 11:37 PM revealed that Resident 1 continued on an
antibiotic for cellulitis of the left arm. (The note contained no information about Resident 1's fall or fall
follow-up.)Record review of the medical record for Resident 1 revealed that it did not contain any post fall
head to toe assessment, vital signs, physician notification, or family notification of the fall documented in the
medical record for Resident 1's fall on 10/30/25 at 11:10 AM.Interview on 11/13/25 at 11:17 AM with Nurse
Aide-A (NA-A) revealed that Resident 1 had developed more confusion and weakness so the staff used the
sit to stand lift to transfer the resident. NA-A confirmed that Resident 1 fell out of the lift on 10/30/25.
Interview on 11/13/25 at 1:03 PM with the facility Director of Nursing (DON) confirmed that the facility staff
are expected to follow the facility Falls Management policy. The DON confirmed that after a resident fall (post
fall) the nurse is to notify the resident's physician and the resident's family and document the notification in
the resident's medical record. The DON confirmed that Resident 1 fell on [DATE]. The DON confirmed that
there was no documentation of Resident 1's fall on 10/30/25 in the progress notes as required. The DON
confirmed that there was no documentation of a head to toe assessment as required. The DON confirmed
that there was no documentation in the facility risk management that the resident family was notified of the
fall as required. Interview on 11/13/25 at 1:41 PM with the Facility Administrator (FA) confirmed that the
facility did not have the required documentation for Resident 1's fall on 10/30/25. The FA confirmed that the
facility had no documentation that the POA notification was provided as required. The FA confirmed that the
facility Falls Management policy interventions were not followed by staff as required.
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