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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, for one of three residents (Resident 1) identified as at high risk for falls, the 
facility failed to: Develop a comprehensive care plan to prevent falls and or with injuries for Resident 1. 
Ensure Resident 1's initial Fall Risk Evaluation was complete and accurate. These deficient practices 
potentially caused Resident 1 to fall on [DATE] at 5 A.M., and experienced pain, to the right hip. Findings: A 
review of Resident 1's admission Record indicated the facility admitted Resident 1 on [DATE] and was 
readmitted to the facility on [DATE] with diagnoses including history of falling, hypertension (HTN -high blood 
pressure), and depression (a serious mood disorder causing persistent sadness, loss of interest, and 
changes in mood, sleep, appetite, and energy, interfering with daily life and functioning). During a review of 
Resident 1's Fall Risk Evaluation dated [DATE], the fall risk evaluation section of history, current status, 
predisposing conditions indicated that, Upon admission and quarterly, at a minimum, thereafter, observe the 
resident status in the 11 clinical condition parameters listed below by assigning the corresponding score 
which best describes the resident. If the total score is 10 or greater, the resident should be considered at 
HIGH RISK for potential falls. Prevention protocol should be initiated immediately and documented on the 
care plan. Resident 1's fall risk evaluation in the same section questions 6 (vision), 7 and 8 (predisposing 
diseases .), 9 (change in condition ., 10 (recent hospitalization , and 11 (six-month hospitalization notes) 
were blank. The fall risk assessment indicated Resident 1's gait (the pattern or style of how a person walks, 
involving the coordinated movement of legs, feet, and arms)/balance required the use of an assistive device. 
The fall risk assessment indicated Resident 1's fall risk score was 7 (A score of 10 or greater indicated the 
resident is at high risk for fall). During a review of Resident 1's Fall Care Plan initiated on [DATE], indicated 
that Resident 1 was at a high risk for falls further falls/injury related to history of generalized weakness, 
reduced mobility, poor safety awareness, depression, history of falls and impaired cognition. The fall care 
plan interventions indicated that all staff will visibly observe resident frequently. During a review of Resident 
1's Interdisciplinary Team (IDT- Interdisciplinary Care Meeting, or�Interprofessional Rounds, focusing on 
holistic patient care through coordinated discussions between various specialists [doctors, nurses, therapists, 
social workers, etc.]) to create, review, and adjust a unified patient plan, ensuring comprehensive, efficient, 
and patient-centered care) meeting document dated [DATE], at 7:25 A.M., under additional comments 
section indicated Resident 1 had a history of falls and care plan implemented. However, the IDT meeting 
document did not indicate interventions to prevent repeated falls. A review of Resident 1's Minimum Data Set 
(MDS - a resident assessment tool) dated [DATE], indicated Resident 1 had impaired cognition (when a 
person has trouble remembering, learning new things, concentrating, or making decisions that affect their 
everyday life), and required substantial/maximal assistant to dependency on staff with activities of daily living 
(ADL - activities such as bathing, dressing and toileting a person performs daily). The MDS also indicated 
Resident 1 had a fall prior to admission in the last month. During a review of Resident 1's Situation 
Background Appearance Review (SBAR - a communication tool used by healthcare workers when there is a 
change of condition among the residents) dated [DATE], at 5:45 A.M., indicated that on [[DATE]] at 5:45 A.M.
, [Resident 1] was found on the floor on her right-side yelling in pain. As need (PRN) pain medication Tylenol 
(medication for pain reliever and fever reducer) was given. At 6 A.M., resident was assessed for injuries with 
bending her right (R) leg which she was able to move but not straighten, left (L) leg assessed for pain, able 
to move a little more than the (R), R/L arm stretches able to move both above her head, neuro (neurological - 
a medical evaluation of the nervous system [brain, spinal cord, nerves, and muscles] to check for issues like 
weakness, coordination problems, confusion, or numbness) done with hand grip and skin sensitivity, (R) side 
pain on hip and arm, vitals taken. [On [DATE]] at 5:45 A.M., medical doctor (MD) and resident representative 
(RP) notified. [On [DATE]] at 6: 45 A.M., 911 emergency unit arrived and departed [on [DATE]] at 6:45 A.M., 
with resident. Residents' condition was stable and noted with minimal pain on departure. During a review of 
Resident 1's GACH 1 ED Provider Note dated [DATE], indicated, . presents with right hip pain and status 
post fall. findings/impression: Fractures: right femoral neck fracture with varus angulation, favored to be 
intertrochanteric. Assessment/plan: Right hip joint pain; Right intertrochanteric femur fracture. During a 
review of Resident 1's GACH 2 records under admitting and final diagnosis section dated [DATE], indicated 
Resident 1 was status post fall with right hip fracture and ORIF. During an interview on [DATE], at 1:36 P.M., 
Certified Nursing Assistant (CNA) 1 stated that Resident 1 is confused, incontinent (the�involuntary loss of 
urine and or feces of bowel (feces) and bladder (urine), and has unsteady gait: her balance was off, she was 
able to stand up but her walking was wobbly was very unsafe without any assistance, however, (Resident 1) 
is adamant about getting up. CNA 1 stated Resident 1 after receiving incontinent care, would get up, put on 
clothes, make the bed and go to the bathroom and that she informed the licensed vocational nurses 
(LVNs-unidentified) of Resident 1's behavior. CNA 1 stated that the LVNs (unidentified) instructed CNAs 
(unidentified) to take Resident 1 to the bathroom often. CNA 1 stated that on [DATE], Resident 1 fell, 
however, CNA 1 was not assigned to Resident 1. CNA 1 stated that on [DATE] at around 5 A.M., she was in 
a resident's room with another resident when she heard someone yelling for help. CNA 1 stated she followed 
the sound to Resident 1's room where she found Resident 1 laying on her right side in the bathroom with the 
door open and her face sticking outside the bathroom door a little. CNA 1 stated she asked Resident 1 what 
had happened; however, Resident 1 just moaned in pain and was not able to say what really happened. 
CNA 1 stated for residents that are at risk for falls, some of the facility implementations include but are not 
limited to tab alarms (simple pressure-sensitive pad and monitor system used in homes or care facilities to�
alert caregivers when someone at risk of falling gets up�from a bed, chair, or wheelchair, preventing 
accidents by sounding an alarm when weight is removed from the pad, helping keep vulnerable people safe) 
on at all times, rounding every two hours. CNA 1 stated Resident 1 did not have a tab alarm even though she 
may have benefited from it and that there was no documented evidence that every two hours rounds were 
done on Resident 1. During an interview on [DATE], at 2:17 P.M., Licensed Vocational Nurse (LVN) 1 stated 
that residents that are at risk for falls in the facility are identified by a yellow Star signage posted outside the 
resident's door and on the wall at the head of the bed. LVN 1 stated some of the factors that contribute to 
residents falling in the facility include loss of memory which most of the residents in the facility are, residents 
that think they can walk but are not able to, resident's trying to climb out of bed and are agitated. LVN 1 
stated interventions for residents are risk for falls include monitoring resident every two hours, tab alarms. 
LVN 1 stated she is familiar with Resident 1 and that the resident is a fall risk, had a yellow star signage 
posted on the door to her room, and on the wall by the head of her bed, was a fall risk because she got up by 
herself, she like to go to the bathroom even though she was incontinent of bowel and bladder. LVN 1 stated 
that Resident 1 required one person assistance to ambulate. LVN 1 stated facility staff utilize residents care 
plan when caring for the resident and frequently rounding on the residents implies checking on the residents 
every two hours. LVN 1 stated there is no documented evidence that every two hourly rounds were done on 
Resident 1. During a concurrent interview and record review on [DATE], at 4:09 P.M., with the Minimal Data 
Set Nurse (MDSN), Resident 1's fall risk evaluation dated [DATE] was reviewed. The MDSN stated Resident 
1's fall risk evaluation document was incomplete and inaccurate because the assessment did not address all 
the questions on the form. The MDSN stated a complete assessment is needed so the facility can have an 
accurate plan of care for the residents. MDSN stated an inaccurate assessment can lead to the facility staff 
not having specific care plan for a particular problem identified. During a concurrent interview and record 
review on [DATE], at 4:25 P.M., with the Director of Nursing (DON), Resident 1's admission falls risk 
evaluation date [DATE], and risk for fall care plan were reviewed. The DON stated the facility process for 
rounding on resident is every two hours, however, if the resident is a potential for a fall, then rounding is 
done more often with staff seating or standing in the hallway. The DON stated that Resident 1 was a high fall 
risk due to Resident 1's history of fall at home. The DON stated Resident 1's fall risk assessment was not a 
complete and full assessment. The DON stated the fall risk assessment is a point-based assessment, and 
that the questions with a blank answer were not addressed or completed as needed. The DON stated 
Resident 1's fall risk evaluation questions 6, 7, 8, 9, and 10 were blank, not answered. The DON stated if the 
assessment is incomplete, it may lead to facility staff missing important information that the nurses need to 
care for the resident which could lead to potential harm such as falling. The DON stated the fall risk 
assessment is incomplete, the score of the assessment is inaccurate when it is done. The DON stated 
missing points in the fall risk assessment may lead to the care plan being inaccurate. The DON stated 
Resident 1's baseline care plan indicated that Resident 1 was at risk for falls and one of the interventions 
indicated that Resident 1 needed to be visibly observed frequently, the DON stated frequently in the care 
plan means every two hours. The DON stated the facility did not have any documented evidence that 
Resident 1 was monitored every two hours. A review of the facility policy and procedures (P&P), titled, Falls 
and Fall Risk, Managing, revised [DATE], indicated, Policy heading -Based on previous evaluations and 
current data, the staff will identify interventions related to the resident's specific risks and causes to try to 
prevent the resident from falling and to try to minimize complications from falling. 1. The staff will monitor and 
document each resident's response to interventions intended to reduce falling or the risks of falling. A review 
of the facility Inservice, titled Preventing Falls Lesson, dated [DATE], indicated, Falls are the leading cause of 
death from injuries for people ages 65 and older. In 1995, 7,700 Americans over age [AGE] died as a result 
of falls. The risk of falling increases with age. An estimated one-third of Americans over age [AGE] will suffer 
falls each year. Older adults who have fallen previously or who stumble frequently are two to three times 
more likely to fall within the next year. Fall-related death rates and hip fracture hospitalization rates are on 
the rise. Falls are responsible for at least 95% of hip fractures among older adults. Hip fractures often cause 
an elderly person to lose functional abilities and develop other health problems. Sometimes hip fractures 
lead to death. These characteristics significantly increase a person's risk of falling: Being female Being over 
age [AGE] Being thin Smoking Having a family history of falls Having had a previous fall Having lower body 
weakness Having gait or balance problems Having osteoporosis . Fall Prevention: If someone is on four or 
more medications, they have a higher risk of falling. Be aware that clients who are new to a residence are at 
greater risk of falling because they are in unfamiliar surroundings. A review of facility P&P titled Care 
Planning-Interdisciplinary Team reviewed and updated on [DATE], indicated Policy Statement-The 
Interdisciplinary team is responsible for the development of resident care plans. 2. Comprehensive, a 
person-centered care plans are based on resident assessment and developed by an interdisciplinary team 
(IDT) .
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