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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 staff supervision and implement fall 
prevention strategies for a resident assessed at high fall risk for 1 of 3 residents (Resident 1) reviewed for 
falls. Resident 1, who had at least three prior unwitnessed falls from their bed, experienced harm when they 
were positioned on the edge of their bed unsupervised, was subsequently found on the floor and required 
transfer to the hospital where they were diagnosed with multiple fractures at the right wrist. This failure 
placed resident at risk for falls, injury and decreased quality of life. The findings included.Resident 1 was 
admitted to the facility on [DATE] with diagnoses including end stage renal disease (ESRD) (kidneys are 
failing and can no longer filter waste from the blood and requires dialysis or a kidney transplant), and atrial 
fibrillation (irregular and often rapid heart rhythm). The resident's Minimum Data Set assessment, dated 
10/16/2025, showed the resident was cognitively intact, had no behaviors, used a wheelchair (w/c) and 
required substantial staff assistance for rolling, sit to lie positioning, dependent on staff for chair to bed 
transfers and was frequently incontinent of bladder and bowel.Review of Resident 1's Physical Therapy (PT) 
Evaluation, dated 04/26/2025, showed .Patient presents with balance deficits, decreased safety awareness, 
decreased static balance (trouble staying steady while standing still), joint mobility/integrity deficits, postural 
alignment/control and strength impairments which requires skilled PT services .Review of Resident 1's PT 
Discharge summary, dated [DATE], showed .Roll left and right .Partial/Moderate Assist .Sit to lying .
Substantial/Maximal Assist .Lying sitting on side of bed .Substantial/Maximal Assist .Sit to stand .
Partial/Moderate Assist .Patient has reached maximum potential with skilled services .Review of a facility 
document titled Therapy RA [Restorative Aid] Referral Form, undated showed .Precautions R [right] shoulder 
chronic dislocation .Comments .Requires frequent rest breaks, easily fatigued .Fall #1Review of Resident 1's 
progress note, dated 08/13/2025, showed the resident had an unwitnessed fall in his room and sustained a 
laceration to the right temple. The resident was transferred to the hospital for evaluation and treatment and 
received sutures to the laceration.Review of Resident 1's progress note, dated 08/14/2025, showed the 
resident stated he sat near the edge of the bed and slid to the floor. The intervention implemented was to 
ensure the resident was not sitting at the edge of the bed, offer resident to sit in w/c or go to the dining room 
for meals.Fall #2Review of a facility documentation for Resident 1's fall dated 09/20/2025 showed the 
resident had an unwitnessed fall from the resident's bed and was found on the floor leaning on his bed with 
an abrasion to his left knee. The documentation showed predisposing physiological factors include loss of 
balance. Resident 1 was assessed and assisted back to bed using a mechanical lift. Facility investigation 
showed the resident was unable to describe what happened and sustained an injury [abrasion] to the left 
knee. New intervention to do frequent checks when the resident was in bed.Resident 1's Fall Assessment, 
dated 09/20/2025, showed score of 80 (high risk 45 and higher).Review if Resident 1's care plan, revised 
9/22/2025, showed resident at risk for falls with intervention to encourage resident to be up in w/c for meals 
in dining room and reposition resident in the middle of the bed.Fall #3Review of the facility documentation, 
dated 10/22/2025, showed Resident 1 had an unwitnessed fall and was found on the floor in the resident's 
room, near his bed by the window. Resident 1 stated they slid down to the floor. The investigation showed 
the resident continuously leaned on his left side, despite being repositioned. The resident reported the 
mattress shifted causing him to slide to the floor. Intervention implemented was to ensure mattress was 
securely fastened to the bed frame and resident positioned away from the edge of the bed when sleeping. 
Resident 1's Falls Assessment, dated 10/22/2025, showed score 60 (high risk for > 45).Review of Resident 
1's care plan, revised 10/24/2025, showed during safety rounds ensure the mattress was well secured.Fall 
#4Review of the facility investigation, dated 11/29/2025 at 5:55 PM, showed Resident 1 had an unwitnessed 
fall in the resident's room. The resident returned from dialysis around 12:00 PM. At 4:30 PM, Staff C, 
Certified Nursing Assistant (CNA) offered to transfer Resident 1 to his w/c but the resident stated he 
preferred to have dinner in his room while sitting at edge of the bed. The resident was served his meal 
seated at the edge of the bed. Resident 1's roommate notified staff Resident 1 was on the floor. The fall 
resulted in the resident sustaining a non-displaced (cracked but stays in alignment) right distal radial 
(forearm bone on the thumb side) metaphysis (weaker section of bone) fracture.Review of hospital 
documentation, dated 12/01/2025, showed the resident sustained a non-displaced distal right radial 
metaphysis fracture and suspected non-displaced ulnar metaphysis fracture without joint malalignment. A 
splint was applied to the right wrist and pain medication prescribed for pain control.Review of Resident 1's 
progress note, dated 12/08/2025, showed a splint was removed and cast applied.During an interview on 
12/31/2025 at 12:28 PM, Staff C, Physical Therapist, was asked if Resident 1 required staff assistance to 
transfer. Staff C said Resident 1 required 2 staff and a mechanical lift to transfer the resident from bed to 
chair. He acknowledged Resident 1 should be out of bed and seated in a w/c for meals and activities. Staff C 
stated Resident 1 had weakness to his left side, leaned to the left side and did not tolerate sitting in the w/c 
for long periods. He stated the resident preferred to sit at the edge of the bed. Staff C was asked if it was 
safe for Resident 1 to be left seated at the edge of his bed without staff present? Staff C said .no it is not safe 
for Resident 1 to be seated at the edge of the bed without staff.he has already had a few falls.During an 
interview on 01/02/2026 at 9:25 AM, Staff B, Certified Nursing Assistant (CNA) acknowledged they were the 
CNA that assisted Resident 1 on 11/29/2025, the resident required 2 staff and a mechanical lift to transfer, 
had problems with his balance, leaned to his left side all the time and had returned from dialysis on 
11/29/2025. Staff B stated the resident was very tired and did not want to transfer to the w/c for his meal. 
Staff B acknowledged she positioned the resident at the side of the bed, served the resident his meal and left 
the resident seated at the bedside unattended. She acknowledged the resident fell and sustained a fracture. 
Staff B acknowledged Resident 1 requires staff assistance with eating his meals now due to a cast to his 
right arm.During an observation and interview on 01/02/2026 at 9:30 AM, Resident 1 was observed lying in 
his bed with a cast to his right forearm. Resident 1 was asked if he recalled falling and injuring his arm. The 
resident said, Yes I do.I fell out of bed. When asked if he was seated at the side of the bed when the fall 
occurred, the resident responded, yes. The resident became drowsy, closed his eyes and was unable to 
continue the interview.During an interview on 01/02/2026 at 11:53 AM, Staff C, Restorative Aid stated she 
worked with Resident 1 with bilateral strengthening and standing. Staff D said Resident 1 always leaned to 
the left and was frequently drowsy during most therapy sessions. Staff D stated the resident was very tired 
when he returned from dialysis. Staff D was asked if she had observed Resident 1 seated at the edge of the 
bed? Staff D stated sometimes. Staff D was asked if Resident 1 was safe to be seated at the edge of the bed 
unattended? Staff D stated, No it isn't safe because of his balance issues and fatigue.During an interview on 
01/02/2026 at 2:20 PM with Staff A, Director of Nursing Services (DNS), he said Resident 1 was high risk for 
falls and had three previous falls from his bed. Staff A stated if a resident had balance issues, was fatigued 
and high falls risk the resident should have been left in bed or assisted to the w/c for his meal and should not 
have been left at the side of the bed unattended. Staff A said the resident fractured their arm and required 
transfer to the hospital, had a cast applied and returned to the facility.
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