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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** THE
FOLLOWING DEFICIENCY REPRESENTS AN INCIDENT OF PAST NON-COMPLIANCE THAT WAS
SUBSEQUENTLY CORRECTED PRIOR TO THIS SURVEY. Based on medical record review, review of
hospital records, review of a facility investigation, staff and family interviews, review of a video recording,
and review of the facility policy, the facility failed to provide adequate assistance while transferring a
resident resulting in an avoidable fall and failed to ensure staff timely report a fall when it occurred. This
resulted in Actual Harm to Resident #78 on 08/25/25 when staff failed to provide adequate assistance
when transferring the resident from a wheelchair to the bed which resulted in the resident falling to the floor,
then staff assisted the resident back to bed without reporting the fall. Resident #78 was subsequently
transferred to the hospital on [DATE] for treatment of a fractured femur to the left leg. This affected one
(#78) of three residents reviewed for accidents. The facility census was 93. Findings include: Review of the
medical record for Resident #78 revealed an admission date of 04/01/23 with diagnoses including vascular
dementia, with other behavioral disturbance, unspecified fracture of left femur, subsequent encounter for
closed fracture with routine healing, and major depressive disorder. Review of the Discharge Return
Anticipated Minimum Data Set (MDS) assessment dated [DATE] for Resident #78 revealed the resident had
severe cognitive impairment, and was dependent on staff assistance with all transfers. Review of the care
plan for Resident #78 dated 09/01/25 revealed the resident is at risk for falls related to impaired mobility
with interventions to assist resident with transfers, repositioning, and mobility. The care plan also revealed
the physician and responsible party are to be notified of all falls. Review of the Radiology report dated
09/01/25 at 8:33 A.M. for Resident #78 revealed there Is a fracture Involving left distal femur with minimal
displacement. Review of the progress note for Resident #78, with a created date of 09/02/25 at 5:45 P.M.,
late entry for 08/25/25 at 10:39 P.M. from Registered Nurse (RN) #301, revealed two Certified Nursing
Assistants (CNA's) were transferring Resident #78 from the wheelchair to the bed. Once the resident was
on the edge of the bed, she slipped off the edge of the bed onto the floor. Review of the emergency room
notes dated 09/01/25 revealed Resident #78 had pain on movement of left hip because of femur fracture,
brace on place. Resident #78 placed on intravenous (IV) fluids and IV blood pressure medications. Review
of the hospital note dated 09/04/25 revealed surgeon spoke with Resident #78 ' s daughter and decided on
nonoperative management. Review of an Incident Inter-Disciplinary Team (IDT) note for Resident #78 dated
09/04/25, completed by the Assistant Director of Nursing (ADON) #343 revealed staff were transferring
Resident #78 on 08/25/25 at 10:05 P.M. when staff lost gait control and lowered her to the floor. X-rays were
completed on 09/01/25 and the results showed a fracture to the left femur and resident was sent to the
emergency room. Review of the witness statement dated 09/02/25 from CNA #473 revealed Resident #78
was successfully transferred then skid off the bed onto the floor. Review of the witness statement dated
09/02/25 from CNA #483 revealed while pivoting Resident #78 to
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bed, resident slid down and was lowered to the floor. Review of the witness statement undated from CNA
#369 revealed when entering the room, Resident #78 was on the floor, sitting by the bed. CNA #369 stated
he provided lifting assistance with CNA #483 to lift Resident #78 off the floor and onto the bed. Once in bed
Resident #78 was maneuvered to a proper position with a draw sheet. Review of the witness statement
dated 09/02/25 from Registered Nurse (RN) #301 revealed she worked with Resident #78 on 08/25/25 and
she was not notified of any incidents involving the resident. Interview on 09/16/25 at 9:24 A.M. with
Resident #78's family member stated Resident #78 was having increased pain the week of 08/25/25 and it
kept getting worse. Resident #78's family member stated the resident's left knee was swelling up, she didn't
know why because she didn't receive any reports of any incidents or accidents involving the resident.
Resident #78's family stated the resident had a camera in the resident's room so she went back through
and watched the videos. Resident #78's family member stated she found on 08/25/25 at around 10:05 P.M.
Resident #78 was transferring herself while staff stood by and the resident was supposed to have
assistance. Resident #78's family member stated the resident fell on the floor in front of the bed. Resident
#78's family member revealed the facility had not reported any incidents to her. Resident #78's family
member stated she called the facility and reported the fall and requested x-rays of Resident #78's left leg.
When the x-rays came back with a fracture, Resident #7 was sent to the ER. Interview on 09/17/25 at 7:49
A.M. with ADON #343 revealed Resident #78 experienced a fall on 08/25/25 but the incident was not
reported until 09/01/25. ADON #343 confirmed she completed the investigation of the fall involving
Resident #78. ADON #343 confirmed Resident #78 was assessed on 09/01/25, the physician was notified
and the resident was sent to the hospital related to a fractured left femur. Interview on 09/17/25 at 8:35 A.M.
with Director of Nursing (DON) and Administrator confirmed staff did not report a fall for Resident #78 until
they received a call from the resident's family member on 09/01/25 reporting Resident #78 was having
increased pain and she watched the videos and seen the resident fall on 08/25/25. The DON and
Administrator stated Resident #78's family member had notified the facility about the fall due to the
resident's complaints of pain. The DON and Administrator reported Resident #78's family member observed
a fall on the video recording device on 08/25/25 at 10:05 P.M. The DON and Administrator confirmed the
facility immediately began the investigation and two CNA's (#473 and #483) were terminated due to failing
to follow facility protocol of reporting a fall when it happened. The DON and Administrator confirmed the
facility investigated and had witness statements competed from all the CNA's involved the night of the
incident on 09/02/25. Review of the video recording dated 08/25/25 at 10:05 P.M. revealed Resident #78
was in her room with one male and one female employee. The female employee had her hands on the
wheelchair handles, while the male employee is to the right of the resident approximately three feet away.
Resident #78 was in a sitting position at the edge of the of the wheelchair seat, close to the bed. Resident
#78 is noted with her left arm on the bed, with her elbow bent as if she is pushing, trying to transfer herself.
At 10:05:26 P.M. Resident #78 asks what's that then you hear a noise and the resident slips down between
the bed and the wheelchair. At no time before this did the staff in the room attempt to assist Resident #78.
At 10:05:27 P.M. the male employee leaned over, reaches for the resident under her arms. Resident #78
screams, the male employee steps away from the resident and the female employee leaves the room. The
video continues until 10:07:21 P.M. with the male employee standing by the back wall behind the resident
observing the resident. Another male employee was observed entering Resident #78's room and assisting
with transferring the resident back to bed. Review of the facility policy titled Fall and Accident Management
dated 08/2019 revealed after a fall the physician and the responsible party will be notified. Nursing
completes documentation
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related to the occurrence. The deficient practice was corrected on 09/05/25 when the facility implemented
the following corrective actions: On 09/01/25, Resident #78 was assessed by RN #301, the physician was
notified, and the resident was sent to the hospital for evaluation and treatment. The Administrator and DON
began an investigation regarding Resident #78's fall. On 09/02/25, the DON or designee reviewed Resident
#78's medical record including but not limited to medication administration records, progress notes and
care plans. Resident #78's care plan was updated as needed by the DON. On 09/02/25 through 09/04/25,
the DON or designee interviewed current interviewable residents to determine if there were any falls or
incidents that occurred that were not documented in the medical record. No issues were noted. On
09/02/25 through 09/04/25, the DON or designee completed head to toe assessments on current
non-interviewable residents to determine if there were any concerns for bruising, abrasions, swelling,
complaints of pain that could be the result of an undocumented fall. No issues were noted. On 09/02/25, the
DON or designee reviewed current residents' progress notes from the last 14 days to review for any
possible injuries that may be related to an undocumented fall. No issues were noted. On 09/02/25, the DON
or designee reviewed fall documentation from current residents experiencing a fall in the last 14 days to
ensure an adequate assessment and documentation was completed, intervention implemented post fall,
and notifications of responsible party and physician timely after a fall. No issues were noted. On 09/02/25,
the DON, Director of Rehab and/or designee reviewed current residents' care plans to reflect accurate
transfer assistance. On 09/02/25, the DON or designee provided in-service training to all nursing staff. This
in-service included ensuring residents experiencing a fall and/or that have been lowered to the floor are
reported to the nurse, ensuring the resident is adequately assessed by the nurse following incidents,
ensuring the fall is documented in the medical record, and that the physician and responsible party are
notified timely of a resident fall. Additionally, the in-service training included ensuring residents are provided
with transfer assistance according to the care plan. The in-service training was completed by 09/05/25. A
Quality Assurance (QA) meeting was held on 09/03/25 at 12:30 P.M. with the Administrator, Medical
Director, Regional Director of Operations, DON, [NAME] President of Nursing, and Corporate QA Nurse.
This deficiency represents non-compliance investigated under Complaint Number 2609393.
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