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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to follow its policy and procedure (P&P) titled Ambulation 
(walking) which indicated to stand on the weakest side and a little behind during ambulation for one of two 
sampled residents (Resident 6).This deficient practice resulted in Resident 6 losing her balance and falling to 
the floor while ambulating to the restroom resulting in a laceration (cut) above the right eyebrow. Resident 6 
was transferred to the general acute care hospital (GACH) and required sutures (thread used to sew up 
wounds to hold the tissue together for healing).Findings:During a review of Resident 6's admission Record, 
the admission Record indicated Resident 6 was initially admitted to the facility on [DATE] and readmitted on 
[DATE]. Resident 6's diagnoses included abnormalities of gait and mobility (any unusual or irregular change 
in a person's walking pattern or their ability to move around easily), age-related osteoporosis (loss of bone 
density making the bones weak over time), and history of falling. During a review of Resident 6's Minimum 
Data Set (MDS- a resident assessment tool), dated 12/9/2025, the MDS indicated Resident 6's cognition 
(process of thinking) was moderately impaired. The MDS indicated Resident 6 required moderate assistance 
(helper does less than half the effort) with oral hygiene, upper body dressing, and walking ten feet. During a 
review of Resident 6's History and Physical (H&P), dated 8/19/2025, the H&P indicated Resident 6 could 
make needs known but could not make medical decisions. During a review of Resident 6's Fall Risk 
Evaluation, dated 12/9/2025, the Fall Risk Evaluation indicated Resident 6 was at risk for falls.During a 
review of Resident 6's Change in Condition Evaluation (COC), dated 12/22/2025, the COC indicated on 
12/22/2025, Resident 6 got out of bed because she needed to use the restroom. The COC indicated 
Certified Nursing Assistant (CNA) 4 was also in the room. Resident 6 tripped after getting out of bed and fell 
to the floor. The COC indicated Resident 6 had a laceration above her right eyebrow. The COC indicated 
there was a physician's order to transfer Resident 6 to the general acute care hospital (GACH) for evaluation.
During a review of Resident 6's Skin Check, dated 12/22/2025, the Skin Check indicated Resident 6 had a 
laceration measuring 4 centimeter (cm, unit of measurement) in length by 0.3 cm in width above her right 
eyebrow.During a review of Resident 6's Progress Notes, dated 12/22/2025, the Progress Notes indicated, 
on 12/22/2025 at 4:46 p.m., Resident 6 was transported by Emergency Medical Services (EMS- includes 
Emergency Medical Responders to transfer an individual to the hospital) to the GACH. During a review of the 
GACH Emergency Department (ED) Notes, dated 12/22/2025, the GACH ED Notes indicated Resident 6 
had a 3 cm laceration on her right forehead repaired with seven sutures. The GACH ED Notes indicated 
lidocaine with epinephrine (medication injected to numb the area) was used during the procedure. The Notes 
indicated Resident 6 had a repeat Computed Tomography (CT- detailed computer image) of the head, on 
12/22/2025 at 11:51 p.m., which resulted in no intracranial hemorrhage (a brain bleed). The Notes indicated 
Resident 6 could discharge back to the facility. During a review of Resident 6's Progress Notes, dated 
12/23/2025, the Progress Notes indicated on 12/23/2025 at 6:10 a.m., Resident 6 was readmitted to the 
facility. The Progress Notes indicated Resident 6 had a laceration on her right forehead with intact sutures 
and without bleeding or swelling. During a review of Resident 6's Skin Check, dated 12/23/2025, the Skin 
Check indicated Resident 6 had seven sutures .During an interview on 12/30/2025 at 1:29 p.m., with CNA 4, 
CNA 4 stated, on 12/22/2025, Resident 6 was very restless and tried to get up out of bed. CNA 4 stated she 
placed her chair outside of Resident 6's room to monitor and assist the resident if she tried to get out of bed. 
CNA 4 stated when she saw Resident 6 get out of bed, she approached the resident and asked her if she 
needed to use the restroom. CNA 4 stated Resident 6 did not like to be touched or held. CNA 4 stated she 
walked in front of Resident 6 while leading the way to the restroom. CNA 4 stated she reached for the door to 
the restroom and when she turned around Resident 6 lost her balance and was unable to catch her. CNA 4 
stated because she was walking in front of Resident 6, she was unsure how the resident lost her balance 
and fell. During a concurrent interview on 12/31/2025 at 10:14 a.m., with the Director of Rehab (DOR), 
Resident 6's Physical Therapy (PT) Treatment Note, dated 12/17/2025, was reviewed. The PT Treatment 
Note indicated Resident 6 exhibited self-limiting behavior and required encouragement to participate and 
exhibited anxiety (feeling of unease, fear, or dread) with activity. The PT Treatment Note indicated 
supervision or touching assistance was required when Resident 6 walked ten feet. The DOR stated Resident 
6 required supervision or touching assistance when ambulating (walking) which meant Resident 6 required 
physical or verbal cues for safety. The DOR stated optimal safety precautions required the staff member to 
walk next to or slightly behind Resident 6 when ambulating. The DOR stated this precaution would allow the 
staff member to quickly react and assist Resident 6 if she became unsteady.During an interview on 
12/31/2025 at 11:45 a.m., with the Director of Nursing (DON), the DON stated when a resident needs 
supervision or touch assistance, the staff member was responsible for cueing, guiding, and redirecting, if 
needed. The DON stated when CNA 4 assisted Resident 6, CNA 4 should have been walking next to 
Resident 6. The DON stated walking next to Resident 6 would have provided visual supervision to steady 
Resident 6 when she became unbalanced and could have minimized Resident 6's injury and/or prevented 
Resident 6's fall. During a review of the facility's Policy and Procedure (P&P) titled, Ambulation, revised 
1/1/2012, the P&P indicated, Ambulation techniques are utilized to increase safety for the resident and staff. 
The P&P indicated to ensure safety during ambulation, the staff member had to observe correct guarding or 
spotting by standing on the weakest side and just a little behind and to use their other hand to support the 
resident's shoulder or hip, if needed.
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