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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, observation, and record review, the facility did not ensure 1 (R40) of 2 residents received adequate 
supervision and assistance devices to prevent accidents.* R40's fall on 11/16/25 was not thoroughly 
investigated and a root cause was not determined to help prevent further falls. On 12/9/25 & 12/10/25, 
Dycem was not observed on R40's wheelchair per R40's falls plan of care.Findings include:The facility's 
policy titled, Falls and last reviewed 5/8/25 documents under the policy section: Prevention measures are put 
in place to reduce the occurrence of falls and risk of injury from falls.R40's diagnoses include dementia (loss 
of cognitive function that interferes with a person's daily life and activities), hypertension (high blood 
pressure), and anxiety (emotional response involving feelings of worry, dread, and tension often 
accompanied by physical symptoms like a racing heart or sweating).R40's annual MDS (minimum data set) 
with an assessment reference date of 8/27/25 has a BIMS (brief interview mental status) score of 7 which 
indicates severe cognitive impairment. The MDS documents that: R40 is assessed as being dependent for 
rolling left and right & toileting hygiene and requiring substantial/maximal assistance for bed/bed to chair 
transfer and toilet transfer. R40 is frequently incontinent of urine and occasionally incontinent of bowel. R40 
has fallen since prior assessment with one fall no injury.R40's fall CAA (care area assessment) dated 9/3/25 
documents under the care plan consideration section: CAA triggered for falls due to risk factors resulting 
from balance problems: Not steady, needs assistance for moving from seated to standing position, moving 
on and off toilet and surface-to-surface transfer; Resident receives physician ordered anti-depressant 
medications, Refer to MAR (medication administration record). Resident has fall history. Resident has had 
one fall without injury during this assessment period, refer to DQI documentation. Nursing staff assists 
resident with ADLs (activities daily living) as needed according to facility policy. Resident is at risk for fall 
related injury. No referrals at this time, will proceed to care plan with goal to have no fall related injuries.
R40's resident is moderate risk for falls care plan initiated 12/21/23 & revised 8/27/25 documents the 
following interventions:*Anticipate and meet the resident's needs. Initiated 8/23/24.*Encourage the resident 
to participate in activities that promote exercise, physical activity for strengthening and improved mobility. 
Initiated & revised 8/23/24.*Be sure the resident's call light is within reach and encourage the resident to use 
it for assistance as needed. The resident needs prompt response to all requests for assistance. Initiated 
8/23/24.*PT/OT (physical therapy/occupational therapy) evaluate and treat as ordered or PRN (as needed). 
Initiated 8/23/24.*Provide reminders for resident to call for assist with transfers from w/c. Lock w/c brakes for 
resident. Initiated 8/27/24.*Educate the resident/family/caregivers about safety reminders and what to do if a 
fall occurs. Initiated 3/21/25.*Ensure that the resident is wearing appropriate footwear\describe correct client 
footwear i.e. brown leather shoes, tartan bedroom slippers, black non-skid socks) when ambulating, 
transferring or mobilizing in w/c (wheelchair). Initiated 3/21/25 & revised 3/28/25.*The resident needs 
activities that minimize the potential for falls while providing diversion and distraction. Initiated 3/21/25 and 
revised 3/28/25.*The resident needs a safe environment with: (even floors free from spills and/or clutter; 
adequate, glare-free light; a working and reachable call light, the bed in low position at night; personal items 
within reach). Initiated 3/21/25 and revised 3/28/25.*Reminder signs placed in bathroom for resident to call 
for assist with toilet transfers. Initiated 3/28/25.*Offer recliner after dinner. Initiated 9/10/25.*The resident 
needs to be evaluated for and supplied\adaptive equipment or devices as needed). And as needed for 
continued appropriateness and to ensure least restrictive device or restraint. Initiated and revised 
9/10/25*Dysem on w/c cushion. Initiated 11/17/25.R40's Visual/Bedside Kardex Report as of 12/10/25 under 
the resident care section includes Dysem on w/c cushion.R40's fall risk evaluation dated 8/27/25 has a score 
of 17 which indicates at risk. R40's fall risk evaluation has a score of 13 which indicates at risk.R40's nurses 
note dated 11/16/25, at 2012 (8:12 p.m.), and written by Licensed Practical Nurse (LPN)-E documents 
Resident found on floor in-between bed and window leaning up against wheelchair. Call light within reach 
proper footwear worn. Resident stated: I was trying to sit up and I slipped. No noted injury VSS (vital signs 
stable) denies pain. Writer CNA (Certified Nursing Assistant) RN (Registered Nurse) assisted resident off 
floor into wheelchair. [Name] RN nurse supervisor aware updated stated will call POA (Power of Attorney) 
[Name] to update. [Physician's name] updated.On 12/8/25, at 9:44 a.m., Surveyor observed R40 sitting in a 
wheelchair in her room. Surveyor observed there is a cushion in R40's wheelchair and R40 is wearing 
gripper socks on her feet. Surveyor asked R40 how she was doing. R40 stated trying to get warm. Surveyor 
observed a blanket on R40's recliner chair and asked R40 about the blanket. R40 stated that's for my baby. 
Surveyor observed a small stuffed dog wrapped in the blanket. On 12/8/25, at 12:55 p.m., Surveyor 
observed R40 propelling herself in the wheelchair by moving her feet out of the lounge area by the dining 
room.On 12/8/25, at 3:38 p.m., Surveyor observed R40 propelling herself in the wheelchair by moving her 
feet out of her room. R40 stated she wants a gown. R40 then stated to Surveyor you want a warm one? I'll 
look at her boxes another time. On 12/9/25, at 7:17 a.m., Surveyor observed R40 sleeping in bed on her 
back. Surveyor observed R40's bed is in the low position and the call light is within reach. Surveyor checked 
R40's wheelchair for Dycem. Surveyor did not observe Dycem on top or under the cushion in R40's 
wheelchair.On 12/9/25, at 8:07 a.m., Surveyor observed R40 propelling herself in the wheelchair by moving 
her feet. R40 is wearing gripper socks on her feet. R40 asked Surveyor if she should go down for dinner.On 
12/9/25, at 9:48 a.m., Surveyor observed R40 sitting in a wheelchair in her room wearing gripper socks on 
her feet. R40 informed Surveyor she's waiting for her brother to call.On 12/9/25, at 10:57 a.m., Surveyor 
observed R40 sitting in a wheelchair facing R40's bed wrapping up items in napkins. Surveyor asked R40 
what she was doing. R40 informed Surveyor she's wrapping up two tablespoons, started talking nonsensical, 
and then stated to Surveyor I haven't' seen my boyfriend since spring.On 12/9/25, at 1:02 p.m., Surveyor 
observed R40 sitting in the wheelchair in the dining room eating lunch.On 12/10/25, at 8:08 a.m., Surveyor 
observed R40 sitting in a wheelchair at the dining room table with her head down and appears to be sleeping.
On 12/10/25, at 12:38 p.m., Surveyor reviewed the facility's investigation for R40's fall on 11/16/25 which 
consisted of a three-page incident report dated 11/16/25 20:15 (8:15 p.m.) and neurological flow sheet. The 
incident report dated 11/16/25 under the incident description section for nursing description documents 
Resident found on floor in-between bed and window leaning up against wheelchair. Call light within reach 
proper footwear worn. For resident description documents Resident stated: I was trying to sit up and I 
slipped. Under notes documents 11/17/25 IDT (interdisciplinary team) met to assess fall; resident slid from 
w/c. Dysem placed on seat of W/C. Surveyor noted the facility did not conduct a thorough investigation as 
the facility investigation does not include any staff statements or evidence staff were interviewed, there is no 
root cause, and there is no evidence prior interventions were in place to prevent this fall from occurring.On 
12/10/25, at 1:10 p.m., Surveyor observed R40 sitting in a wheelchair in the area where the medication carts 
are along the wall outside the dining area.On 12/10/25, at 1:27 p.m., Surveyor asked Certified Nursing 
Assistant (CNA)-L what she does for R40. CNA-L informed Surveyor she gets her cleaned up, sometimes it 
takes two staff depending on R40, toilets R40, gets her to the dining room, and R40 goes back on her own to 
her room to watch TV. CNA-L informed Surveyor R40 needs reminders, we toilet, get R40 ready for bedtime 
and ready for during the day. Surveyor asked CNA-L how often R40 is toileted. CNA-L replied three times a 
shift, get up, before and after lunch. Surveyor informed CNA-L Surveyor knows R40 has a cushion in the 
wheelchair and inquired if she has Dycem. CNA-L replied I think she has a cushion and nothing underneath 
it. Surveyor asked CNA-L when she would be toileting R40. CNA-L informed Surveyor she will take her now. 
At 1:30 p.m. Surveyor observed CNA-L inform R40 she's going to take her to her room and to the bathroom. 
At 1:31 p.m. CNA-L wheeled R40 into her room asking R40 if she wants to try going onto the toilet. R40 
asked CNA-L what's that? CNA-L asked do you have to go potty. At 1:33 p.m. CNA-L placed gloves on, 
removed the foot pedal, and locked the brakes on R40's wheelchair. CNA-L placed a gait belt around R40, 
asked R40 if she was ready stating going to get on the toilet, ready one, two, three, and stood R40 up. R40 
slowly turned with CNA-L's encouragement, CNA-L stated to R40 wait I need to pull down your drawers but 
R40 sat on the toilet. CNA-L stated to R40 before you go need to stand up, you're on the toilet. CNA-L stood 
R40 up, pulled down pants & product and R40 sat on the toilet. At 1:37 p.m. CNA-L asked Surveyor if 
Surveyor wants to look under the cushion and lifted up R40's cushion. Surveyor did not observe dycem on 
top or under R40's wheelchair cushion per the plan of care.On 12/10/25, at 1:45 p.m., Surveyor informed 
Director of Nursing (DON)-B the facility did not conduct a thorough investigation as the facility investigation 
does not include any staff statements or evidence staff were interviewed, there is no root cause, and there is 
no evidence prior interventions were in place to prevent this fall from occurring. DON-B informed Surveyor 
she's sure there are staff statements and will look for the staff statements. Surveyor informed DON-B of 
Surveyor's observations of R40 not having Dycem either on top or under R40's wheelchair cushion. DON-B 
informed Surveyor she placed the Dycem in R40's wheelchair herself. Surveyor informed DON-B Surveyor 
did not observe the Dycem and when Surveyor asked CNA-L about the Dycem Surveyor was informed there 
is a cushion but nothing under.On 12/10/25, at 2:12 p.m., DON-B provided Surveyor with two staff 
statements. Surveyor reviewed the statements provided. Although the facility obtained staff statements the 
facility did not conduct a thorough investigation as there is no evidence prior interventions were in place and 
the facility did not determine a root cause.No additional information was provided as to why R40 did not have 
Dycem under his wheelchair cushion per R40's plan of care or why the facility did not conduct a thorough 
investigation as there is no evidence prior interventions were in place and the facility did not determine a root 
cause for R40's fall on 11/16/25.
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