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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being 
admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46387

Based on record review and interview, the facility failed to ensure a baseline care plan included fall risk and 
interventions for one (#1) of three sampled residents reviewed for falls.

The DON identified 70 residents resided in the facility.

Findings:

A facility Fall Risk Assessment/Falls policy, dated 01/08/21, read in part, .Each resident's plan will include 
interventions, including adequate supervision, consistent with a resident's needs, goals, and current 
standards of practice in order to reduce the risk of an accident .Monitor the effectiveness of the care plan 
interventions, and modify the interventions as necessary, in accordance with current standards of practice .

Res #1 admitted to the facility on [DATE] with diagnoses which included Alzheimer's disease, syncope and 
collapse, COPD, and COVID-19.

A fall risk assessment, dated 01/19/24, documented the resident was high risk for falls.

A baseline care plan, initiated 01/19/24, did not document the resident was at risk for falls or include fall 
interventions. 

A progress note, dated 01/20/24 at 9:39 p.m., documented a nurse entered Res #1's room to check on them 
and noted the resident was on their back in the floor. The note documented there were no injuries. The 
resident stated they were unsure how the fall occurred. The nurse documented it appeared the resident had 
rolled from their bed onto the floor. The note documented a concave mattress was applied to the bed as a 
fall intervention. 

A facility incident report, dated 01/20/24, documented Res #1 had a fall without injury and an intervention to 
place a concave mattress. 

A fall care plan, initiated 01/24/24, included the following interventions: 

- Anticipate and meet needs

(continued on next page)
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- Assist with transfers

- Be sure call light is within reach and encourage to use it for assistance as needed. Provide prompt 
response to all requests for assistance. 

- Check on resident frequently

- Offer activities that promote exercise, physical activity for strengthening and improved mobility, 

- Physical therapy to evaluate and treat as needed

An admission MDS, dated [DATE], documented Res #1 was cognitively intact, utilized a walker, required 
partial assistance with transfer from sitting to standing, and required partial assistance with walking 10 feet. 

On 02/13/24 at 7:52 a.m., the MDS coordinator stated the fall risk and interventions were not included in the 
resident's baseline care plan. They stated fall risk and precautions should have been included in the baseline 
care plan. 
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