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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to implement the care plan (specific healthcare goals, 
interventions, and monitoring strategies) for one of two sampled residents (Resident 1) when the bowel and 
bladder retraining (scheduled toileting) was not implemented for Resident 1 who was at high risk for falls and 
had a history of falls related to toileting needs. This failure resulted in Resident 1 going to the bathroom on 
8/20/25, independently, falling and sustaining an acute (new) left femoral neck fracture (break in the bone 
that connects the head of the femur (ball of the hip joint) to the shaft of the femur) extending to the lesser 
trochanter (attachment point for hip flexor muscles) and requiring hospitalization and surgical repair.
Findings:During a review of Resident 1's admission Record (AR) undated, the AR indicated Resident 1 was 
admitted on [DATE], with diagnoses including difficulty in walking and muscle weakness.During a review of 
Resident 1's Minimum Data Set (MDS-resident assessment tool) dated 6/8/25.the MDS indicated, Cognitive 
(mental processes of thinking, knowing, remembering, and understanding) Patterns.BIMS (brief interview for 
mental status) Summary Score.03 (indicating severe cognitive impairment).Functional Abilities.toilet transfer 
(the ability to get on and off a toilet).01 (dependent-helper does all of the effort) Bladder and Bowel.Urinary 
Continence (ability to control movements of the bladder).3 (Always incontinent-no episodes of continent 
voiding).Bowel continence (ability to control movements of the bowel).2 (Frequently incontinent-2 or more 
episodes of bowel incontinence, but at least one continent bowel movement).During a review of Resident 1's 
Care Plan (CP- at-risk care plan) dated 6/8/25, the CP indicated, (Resident name) is high risk for falls r/t 
(related to) confusion (lack of understanding).poor safety awareness.multiple falls.attempts to transfer and 
ambulate (walk) unassisted, takes self to bathroom.Interventions/Tasks.Offer toileting assistance after meals, 
at bedtime, q (every) 2hour and as needed per facility protocol.Date initiated.7/27/25During a review of 
Resident 1's Evaluation Scoring Report (ESR-fall risk evaluation) dated 10/8/2025, the ESR indicated, 
7/27/25.High Fall Risk (at risk to move downward, typically rapidly, freely without control from a higher to 
lower level) .7/28/25.High Fall Risk.8/6/25.High Fall Risk.8/18/25.High Fall Risk.8/20/25.High Fall Risk.1. 
During a review of Resident 1's Progress Notes (PN) dated 7/27/25 at 12:00 a.m., the PN indicated, When 
entering resident's room, resident was found on the floor at the end of his bed. Resident stated that he 
slipped when going to the restroom.During a review of Resident 1's CP dated 7/27//25, the CP indicated, 
Resident had an unwitnessed fall; sustained no injury on 7/27/25. Attempted to go to bathroom unassisted; 
no injury.interventions/tasks.offer toileting (assist in using the toilet) Q (every) 2 hr (hours) and PRN (as 
needed) (toileting offered but not documented) .2. During a review of Resident 1's PN dated 7/28/25 at 6 a.m.
, the PN indicated, Resident was found lying on his back on the floor at the right side of bed, next to his side 
table and trash can.Resident stated he got up to use the bathroom, when he was done, he walked back to 
bed but he slipped and fell on his back. During a review of Resident 1's CP dated 7/28/25, the CP indicated, 
Resident had an unwitnessed fall on 7/28/25 with scratch and bump to mid back attempting to go to 
bathroom unassisted.Interventions/tasks.remind resident to use call light and ask for assistance as needed.
3. During a review of Resident 1's PN dated 8/6/25 at 6:45 p.m., the PN indicated, At approx. (approximately) 
6:45 p.m. CNA (certified nursing assistant) informed this CN (charge nurse) resident was found in resident 
restroom sitting on his buttocks on the floor. CNA asked resident what happened resident replied, I miss the 
toilet and fell on my a**.During a review of Resident 1's CP dated 8/6/25, the CP indicated, (Resident name) 
had an actual fall with no injury 8/6/25 in the bathroom.Interventions/Tasks.Bowel and Bladder retraining 
(resident physically taken to the restroom and intervention documented) . There was no evidence the facility 
implemented bowel and bladder retraining.4. During a review of Resident 1's PN dated 8/18/25 at 11:36 a.m.
, the PN indicated, Resident stated he fell this morning when preparing for the day. Resident sated he was 
going to the restroom without his assistive device this morning to get himself ready, when he lost balance 
and grabbed into the restroom's handrail and hit his (R) (right) ribon (rib on) [sic] the corner of the sink.During 
a review of Resident 1's CP dated 8/18/25, the CP indicated, (Resident 1) had an alleged fall on 8/18/25.
Interventions.Continue interventions on the at-risk plan.5. During a review of Resident 1's PN dated 8/20/25 
at 10:00 a.m., the PN indicated, Resident was found laying [sic] on his back on the floor facing the entrance 
door of the room. According to staff who witnessed the fall, resident was coming out of the restroom when he 
lost his balance and hang his hand on the corner of the neighbor's bed, turned around before slipping on the 
ground.Resident stated he got out of the restroom and slipped.During a review of Resident 1's CP dated 
8/20/25, the CP indicated, (Resident 1) had an actual witnessed fall on 8/20/25 attempting to ambulate 
without assistance from bathroom.Interventions/Tasks.Send to acute (hospital) for evaluation and treatment 
as indicated.During a review of Resident 1's PN dated 8/20/25 at 8:43 p.m., the PN indicated, At 
approximately 1135 this writer assessed resident for pain and any delayed injuries due to fall. Resident 
reported experiencing pain in the (L) (left) leg and requested for pain pill.Notified (physician name) for 
breakthrough (medications that treats serious medical condition) RX (prescription) or possible send out to 
acute (hospital). MD (Doctor of Medicine) declined to give any more pain management and order received to 
send to (hospital name) for further eval, pain control and to rule out possible fracture.During a review of 
Resident 1's PN dated 8/20/25 at 8:49 p.m., the PN indicated, .At 7:30pm, this writer called (the hospital) 
again and got an update on resident who obtained a fracture on (L) hip and will be admitted .During a review 
of Resident 1's Imaging Report (IR-completed at the hospital) dated 8/20/25, the IR indicated Acute left 
femoral neck fracture extending to the lesser trochanter.During a review of Resident 1's History and Physical 
(H&P-completed at the hospital) dated 8/20/25, the H&P indicated, (Resident 1) is coming from a skilled 
nursing facility and has been evaluated in the past for recurrent falls.While he was at the skilled nursing 
facility, he states he tried to use the restroom on his own and had a fall. CT (computed tomography 
scan-imaging procedure that uses x-ray to create detailed images of internal organs, bones, and blood 
vessels) hip shows acute left femoral neck fracture extending to the lesser trochanter.Plan for surgical 
evaluation tomorrow.During a review Resident 1's Consultation Report (CR-completed at the hospital) dated 
8/20/25, CR indicated, Reason for consultation narrative: left hip pain.patient is a.male who had a 
ground-level fall yesterday.He denies any pain except for the left side of his lower extremity.Plan.Patient is a.
male with a rather vertical pattern of the femoral neck fracture. He has a subcapital (head of the bone) 
fracture that extends to the top of the lesser trochanter. Given that this is intracapsular (occurring within a 
capsule) and displaced (moved from its proper place), we recommend a hip hemiarthroplasty (surgical 
procedure to replace half of a joint).During a review of Resident 1's Discharge Summary (DS) dated 8/24/25 
(four days after being admitted from the skilled nursing facility to the hospital), the DS indicated, Date of 
admission: [DATE].for left hip fracture status post (Resident 1's current condition) mechanical fall (fall caused 
by external, environmental factors) status post left hip hemiarthroplasty. Hip CT showed acute left femoral 
neck fracture extending to the lesser trochanter.patient had left hemiarthroplasty.During an interview on 
9/5/25 at 2:50 p.m. with Certified Nursing Assistant (CNA) 1, CNA 1 stated Resident 1 had prior falls, would 
not call for assistance, and would take himself to the bathroom independently.During an interview on 10/6/25 
at 1:13 p.m. with CNA 2, CNA 2 stated she was assigned to Resident 1 at the time of the fall (8/20/25). CNA 
2 stated she was unaware Resident 1 was a fall risk and Resident 1 was on bowel and bladder retraining. 
CNA 2 stated Resident 1 would attempt to get up by himself and go to the bathroom, and she was unaware 
of any prior falls.During an interview on 10/6/25 at 2:33 p.m. with CNA 3, CNA 3 stated Resident 1 was a fall 
risk, and would go to the bathroom independently. CNA 3 stated she was not aware Resident 1 was on 
bowel and bladder retraining. CNA 3 stated when a resident was on bowel and bladder retraining it should 
show on the POC (point of care-used by CNAs to document and includes the Kardex that provides 
information on how to care for the resident) for the CNAs to document each time the resident was taken to 
the bathroom.During an interview on 10/6/25 at 2:39 p.m. with CNA 4, CNA 4 stated Resident 1 was a fall 
risk, and he was not on bowel and bladder retraining at the time of the fall (8/20/25).During an interview on 
10/6/25 at 10:20 a.m. with Director of Nursing (DON), DON stated Resident 1 was placed on bowel and 
bladder retraining on 8/7/25 (13 days prior to the fall) due to Resident 1 falling on 7/27/25, 7/28/25, 8/6/25 
when taking himself to the bathroom. DON stated when a resident was on bowel and bladder retraining the 
CNAs were required to physically take the resident to the bathroom and document it. DON stated the CNAs 
were made aware of the bowel and bladder retraining through the POC Kardex. DON stated the bowel and 
bladder retraining was appearing on the POC Kardex, but the task was not triggering for the CNAs to 
document each time Resident 1 was taken to the bathroom. DON During an interview on 10/14/25 at 3:38 p.
m. with DON, DON stated at the time of the 8/20/25 fall the bowel and bladder retraining should have been 
ongoing. DON stated after 14 days the data collected was used to evaluate the effectiveness of the retraining 
and determine how Resident 1 was doing on bowel and bladder retraining. DON stated the bowel and 
bladder retraining was not implemented correctly on the POC prior to the 8/20/25 fall.During a review of the 
facility's policy and procedure (P&P) tilted, Care Plans, Comprehensive Person-Centered dated 3/22, the 
P&P indicated, A comprehensive, person-centered care plan that includes measurable objectives and 
timetables to meet the resident's physical, psychosocial and functional needs is developed and implemented 
for each resident.the comprehensive, person-centered care plan.includes measurable objectives and 
timeframes.describes the services that are to be furnished to attain or maintain the resident's highest 
practicable physical, mental, and psychosocial well-being.care plan interventions are chosen only after data 
gathering, proper sequencing of events, careful consideration of the relationship between the resident's 
problem areas and their causes, and relevant clinical decision making.when possible, interventions address 
the underlying source(s) of the problem area(s), not just symptoms or triggers.the interdisciplinary team 
(group of professionals from different fields who collaborate to work toward a common goal, sharing 
expertise and knowledge to provide comprehensive care or solve a problem) reviews and updates the care 
plan.when there has been a significant change in the resident's condition.During a review of the facility's 
policy and procedure titled Falls and Fall Risk, Managing dated 3/2018, the P&P indicated, Resident 
conditions that may contribute to the risk of falls include.delirium (state of confusion) and other cognitive 
impairment.if a systemic evaluation of a resident's fall risk identifies several possible interventions, the staff 
may choose to prioritize interventions.if falling recurs despite initial interventions, staff will implement 
additional or different interventions, or indicate why the current approach remains relevant.The staff will 
monitor and document each resident's response to interventions intended to reduce falling or the risks of 
falling.
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