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assessed Resident #1 with mildly impaired
cognition, requiring limited assistance with
locomotion on the unit and sustaining a fall in the
last 30 days.

Fall risk screens dated 09/04/13, 09/12/13 and
09/18/13 assessed Resident #1 at moderate risk
for falls due to a history of falls, required
assistance with toileting and predisposing
diseases.

Nurse progress notes from 09/15/13 to 09/29/13
documented Resident #1 was observed by staff
to ambulate independently in her room and in the
hallway without staff assistance. The nurse
progress notes described Resident #1 with slow
but steady gait and non-compliant with the use of
a walker/cane when ambulating in her room.

Review of the incident report dated 09/29/13
revealed Resident #1 was found on the floor at
08:30 AM on 09/29/13 on her left side next to her
bed. Resident #1 sustained a skin tear to her left
wrist. The incident report recorded that Resident
#1 was not wearing footwear at the time of fall.
The incident report also indicated that Resident
#1 was observed at 08:28 AM in her room seated
calmly on her bed in it's lowest position. An X-ray
of her wrist was ordered and completed on
09/30/13 and was negative for a fracture.

An interview with nursing assistant #1 (NA #1)
occurred on 11/13/13 at 3:22 PM. NA #1 stated
that Resident #1 was confused at times, was at
risk for falls and required frequent reminders to
use her call bell, sit down or use her walker when
she was in her room. NA #1 stated she often
observed Resident #1 ambulate in her room by
herself. On 09/30/13 NA #1 observed Resident

accurate. No other corrective
action was needed.
Completion Date 12/6/13.

3. Director of Nursing and/or
Unit Supervisors in-serviced
all staff on the 4P’s regarding
positioning, personal needs,
pain, and placement. The
DON and/or Unit Supervisors
also in-serviced staff on
review of all Residents’ care
plans and insure all
interventions are in place
when providing care to
residents. Completion Date
12/6/13.

4. Director of Nursing and/or
Unit Supervisors will conduct
3 random audits per week of
the care plans to validate
interventions on care plans
are in place. 3 audits per
week x 3 months and then
results of audits will be
reviewed for any trends and
recommendations during
Quality Assurance Committee
meetings.
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#1 in her room at 07:15 AM, 08:28 AM and 08:30
AM dressed and wearing knee high stockings
without shoes. NA #1 stated she did not offer to
assist Resident #1 with putting on her shoes that
morning, because she did not think the Resident
would get up from her bed. NA #1 heard Resident
#1 scream around 08:30 AM on 09/30/13 and
found her on the floor next to her bed.

Interview with NA #2 occurred on 11/13/13 at
3:44 PM. NA #2 stated that Resident #1 was at
risk for falls and wore tennis shoes because it
was safer for the Resident to have on shoes.
Staff had to assist Resident #1 with putting on
and tying her shoes. NA #1 also stated that at
times Resident #1 required frequent monitoring
because she would often ambulate slowly in her
room independently.

An interview with nurse #1 occurred on 11/13/13
at 4:22 PM and revealed Resident #1 was
confused at times and required reminders to user
her call bell to ask staff for assistance. At times
Resident #1 was observed to toilet herself without
staff assistance. Staff monitored her frequently
because she walked around her room alone.
Nurse #1 stated staff had to ensure she wore
appropriate footwear, non-skid socks or non-slip
shoes, for her safety. Nurse #1 stated on
09/30/13 Resident #1 sustained a fall in her room.
The Resident said her feet got tangled up. Nurse
#1 stated Resident #1 was not wearing
appropriate footwear at the time of the fall.

An interview with the director of nursing (DoN)
occurred on 11/13/13 at 5:30 PM. The interview
revealed that Resident #1 had a previous
admission to the facility in which the Resident
used her call bell, so staff had the same
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expectation that during this readmission Resident
#1 would use her call bell for assistance. The
DoN stated in hindsight there were things staff
could have done differently, but at the time of her
fall, staff did not anticipate that Resident #1 would
attempt to ambulate without assistance.

F 323

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MQ1W11

Facility 1D: 922959

If continuation sheet Page 4 of 4




