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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 provide adequate supervision, monitor, and 
develop care plans with effective fall prevention interventions, and ensure that planned interventions were 
consistently implemented to prevent avoidable falls for 2 of 5 residents (Residents 1 and 2) reviewed for 
accidents. In addition, the facility failed to conduct an investigation following a fall for 1 of 5 residents 
(Resident 1) reviewed for falls. This failed practice placed residents at risk for serious injury. Findings 
included .Review of the Facility's policy titled, Accident Hazards/Supervision/Device dated 07/2018 showed 
the facility will provide an environment that is free from controllable accident hazards as is possible and 
provide supervision and assistance devices to residents to avoid preventable accidents. When a resident 
experiences a fall, the facility will evaluate factors to aid in the development and implementation of relevant, 
consistent and individualized interventions to reduce the likelihood of future occurrences. The facility will 
initiate and implement a comprehensive, resident-centered fall prevention plan for residents at risk for falls or 
with a history of falls. When a fall occurs, the facility will revise the residents care plan to reduce the 
likelihood of another fall. Resident 1Review of the medical record showed the resident admitted to the facility 
on [DATE] with diagnoses including throat cancer and dementia (the loss of memory, problem-solving and 
other thinking abilities that are severe enough to interfere with daily life). The 08/21/2025 comprehensive 
assessment showed Resident 1's cognition was moderately impaired and required assistance of one to two 
staff members for activities of daily living (ADLs). Review of the fall risk assessment dated [DATE], showed 
Resident 1 was at a high risk for falls. Review of the care plan, dated 05/28/2025, showed Resident 1 had no 
care plan in place for being a fall risk and had no interventions to prevent falls. Record review of the facility 
incident log showed Resident 1 had falls on 08/26/2025, 08/27/2025, and 08/30/2025 with no care plan in 
place to prevent falls until after the fall on 08/30/2025 (four days after the first fall).Record review of a facility 
investigation dated 08/26/2025, showed Resident 1 had an unwitnessed fall and was found sitting on the 
floor between their bed and bathroom floor. Resident 1 pointed to the bathroom and stated yes when asked if 
they were trying to go to the bathroom. Further review of the investigation summary showed there were no 
new preventative measures in place for Resident 1. The investigation summary showed the IDT reviewed 
and updated Resident 1's care plan (the medical record showed no fall care plan in place for Resident 1). 
Record review showed there was no investigation completed for the fall on 08/27/2025. Review of Resident 
1's care plan showed no fall care plan, updates or interventions were implemented from the falls on 
08/26/2025 or 08/27/2025. Resident 2 Review of the medical record showed the resident admitted to the 
facility with diagnoses including stroke (when blood supply to a part of the brain is interrupted, causing brain 
cells to die) and dementia. The 08/21/2025 comprehensive assessment showed Resident 2's cognition was 
severely impaired and required assistance of one to two staff members for ADLs. Record review of a facility 
investigation, dated 08/05/2025, showed Resident 2 had a fall and was found lying next to their wheelchair in 
front of the nurse's station. Further review of the investigation showed Resident 2's ordered wheelchair 
cushion was not in place at the time of the fall. Further review of the investigation summary showed the IDT 
team updated the care plan to ensure the wheelchair cushion was in place prior to Resident 2 being placed 
in their chair. Record review of a facility investigation dated 09/01/2025, showed Resident 2 was found on 
their knees in front of the nurse's station. Further review of the investigation showed Resident 2's ordered 
wheelchair cushion was not in place at the time of the fall. Further review of the investigation summary 
showed the IDT reviewed and updated Resident 2's care plan to ensure Resident 2's wheelchair cushion 
was in place prior to placing the resident in their wheelchair. Review of the care plan dated 03/05/2025, 
showed no updates or interventions were implemented from the falls on 08/05/2025 and 09/01/2025 for the 
placement of the wheelchair cushion.During an interview on 09/17/2025 at 3:12 PM, Staff A, Director of 
Nursing Services, stated the facility fall prevention process involved conducting a Fall Risk Assessment upon 
admission and developing a care plan with resident specific interventions for staff to follow. Staff A further 
stated if a resident experienced a fall, the care plan was reviewed and revised to reduce the risk of future 
incidents. Staff A stated upon review, they identified a failure in the implementation of fall prevention 
measures and care plan implementation and updates. Staff A stated they had noticed there was no 
completed incident report for Resident 1's 08/27/2025 fall and that was an issue they needed to investigate. 
Staff A stated the correct process had not been followed for Resident 1 and 2. Reference: WAC 388-97-1060 
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