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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, staff interviews, and review of policy, revealed the facility failed to ensure one resident
(#98) received the necessary care and services post fall and that one resident's (#25) durable medical
equipment was applied to prevent a reduction in mobility and contracture. The deficient practice could result
in residents not receiving the treatment and care, based on their assessed needs, resulting in increased
contracture and reduced mobility.Findings Include:

-Regarding Resident #98:

Resident #98 was admitted on [DATE] with diagnosis including periprosthetic fracture around the internal
prosthetic right knee join, hypertension, type 2 diabetes mellitus, chronic kidney disease, acute kidney
failure, nonrheumatic mitral valve insufficiency, muscle weakness, and difficulty walking.

A review of the electronic health record revealed a fall risk assessment on March 21, 2022 with a score of
13, indicating that the resident was a low fall risk.

A review of the care plan revealed a focus area dated March 21, 2022 noting that the resident was at risk
for falls due to recent illness, deconditioning and new environment. Interventions included to attempt and
anticipate the resident's needs, ensure that the call light is within reach and encourage use, educate
resident/family/ caregivers about safety reminders and what to do if a fall occurs, physical therapy to
evaluate and treat as ordered, review information on past falls to attempt to determine cause of falls, record
possible root causes of falls, remove potential causes of falls and educate regarding causes of falls, as well
as that the resident was a 2-person assist.

A review of the annual MDS (minimum data set) dated March 25, 2024 revealed a BIMS (brief interview of
mental status) score of 07 indicating that the resident was severely cognitively impaired. The MDS further
revealed that there had been no documented falls since admission. Under functional abilities and goals, it
was documented that the resident was 'dependent' on staff for toileting hygiene, chair to bed as well as tub
to shower transfers, with 'dependent' identified as the helper doing all of the effort or the assistance of 2 or
more helpers required for the activity.

A review of the facility 5-day report noted an incident on April 29, 2024 at 4:55 AM, which documented that
resident #98 had 'rolled' out of bed and started falling while staff #111, CNA (certified nursing assistant)
assisted her to the floor. The documented interview with staff #111 noted that staff #111 was in the process
of changing the resident's sheets and that the resident was unable to balance her legs and subsequently
dropped both legs to the floor. It was further noted that the CNA held the resident by the shoulders and let
her sit on the floor. Staff #111 then reported that he

(continued on next page)
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called a nurse and that after a physical 'checkup' the nurse assisted the CNA to put the resident back into
bed.

The 5-day report documented an interview with staff #52 CNA, who stated that when she observed the
resident on April 29, 2024 at 8:30 AM, she was crying. The interview further revealed that the resident
stated that she was crying because she had been dropped while a staff member was working with her and
that the staff member tried to pick her up but couldn't, so he left to find someone else to assist. She then
stated that the initial staff member and another staff member got her up and put her back into bed. Staff
#52 stated that she pulled back the sheet and saw that the resident's left leg, from the knee up to the thigh,
which looked swollen. Staff #52 stated that she reported this to the charge nurse, staff #84, LPN (licensed
practical nurse) and the nurse (staff #84) stated that he would take care of it. The report further noted that
staff #52 stated that at 9:30 AM on the same day, she reported to staff #74 ADON (assistant director of
nursing) that the resident had not yet been 'checked on.' It was documented that the resident relayed to the
ADON that when she fell she heard a crack that sounded like a stick breaking. The report further
documented the resident was observed to be wet and staff #52 stated that she was 'afraid' to cause the
resident further pain, as she was crying and begged not to be moved, but the CNA was instructed by the
ADON to change the resident. Further documentation revealed that staff #52 had a conversation with staff
#85, LPN (licensed practical nurse) the following day, April 30, 2024, to check on how the resident was
doing and staff #85 reported that the resident had fallen out of bed and that no one had reported it. Staff
#52 stated that she observed that the resident was still there and had not been treated. The report
summary noted that the resident had a fall that resulted in an injury. Follow-up actions noted in the report
included education of staff while providing care, proper documentation and communication with providers to
ensure prompt care and a written warning to the staff #111, CNA for not following the care plan to ensure
safe patient care.

A review of the progress notes revealed a health status note dated April 29, 2024 at 7:22 PM noting that
resident had complained of left knee pain from recent fall and was awaiting an x-ray which had not been
completed yet. The note further revealed that the left knee appeared to be swollen, but no bruising or
redness to the area.

A review of the radiology report dated April 30, 2024 revealed a left femoral view documenting that resident
#98 had a fracture of the distal femoral shaft with slight malalignment.

A health status note on April 30, 2024 at 12:49 PM documented that an x-ray was conducted at 7:00 AM in
the morning, which revealed that the resident had an acute femoral fracture and that an order was given to
send the resident to the emergency room. The note further documented that transport arrived around 11:00
AM.

An interview was conducted on January 15, 2026 at 2:40 PM with staff #102 LPN. Staff #102 stated that to
ensure a resident's safety, transfers and brief changes should always be conducted as outlined in the
resident's care plan, but if a fall occurs and the CNA is there or witnesses the fall, a nurse should be called
to assess the resident and make sure that they are okay to be moved back into bed. The LPN further stated
that if swelling to an extremity were present, she would call the doctor to see if the resident could be sent
out for further assessment/ treatment. Staff #102 stated that she was familiar with resident #98 but was not
on site when the fall occurred. She stated that she had heard that the resident was not sent to the hospital
until a day or two later and stated that in her opinion, this was unacceptable. Staff #102 further stated that
she had heard that the resident had been complaining of pain for a day or two prior to being sent to the
hospital. Staff #102 stated

(continued on next page)

102035130

04/01/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

035130 01/16/2026

Archstone Care Center 1980 West Pecos Road
Chandler, AZ 85224

F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

that she knew who the CNA, involved with the fall, was and stated that she did not feel he had the skill set
needed to be a CNA and that she didn't think he cared about the residents.

A telephone call was placed on January 15, 2026 at 4:30 PM to staff #52, CNA. A message was left on the
voicemail; however, no return call was received.

A telephone call was placed on January 15, 2026 at 4:41 PM to staff #111, CNA. A message was left on
the voicemail but no return call was received. The staff member was observed not to be on schedule during
the duration of the survey.

A telephone call was placed on January 15, 2026 at 4:43 PM to staff #11, CNA. A message was left on the
voicemail requesting a call back. No return call was received.

Additional calls were placed on January 16, 2026 at 8:45 AM and 9:00 AM to staff #111. Messages were
left on the voicemail, but no return call received.

A telephone call was placed on Januray 16, 2026 at 8:50 AM to staff # 45, RN (registered nurse). Message
was left on the voicemail; however, the call was not returned.

An interview was conducted on January 16, 2026 at 9:03 AM with staff #54 LPN. Staff #54 stated that if a
fall occurred, a nurse would need to conduct an assessment to determine if there are any injuries, vitals
would be taken and neuro-checks started if the fall was unwitnessed. The LPN stated that a CNA should
never lift a resident back into bed, even if it was a witnessed fall, without the resident first being assessed
by a nurse. Staff #54 further stated that the doctor would be contacted and notifications to family would take
place, post fall. Staff #54 stated if the resident had pain in the arm(s) or leg(s) then range of motion should
be established and that at times 911 may need to be called to assist with getting the resident up. Staff #54
stated that if the resident experienced a fall, had pain and needed an x-ray, this would be done the same
day. Staff #54 stated that if the x-ray was not done the same day the risk could include increased pain and
potential for embolism. Staff #54 stated that he did not recall resident #98.

An interview was conducted on January 16, 2026 at 9:13 AM with staff, #98 CNA. Staff #98 stated that if a
resident falls, he would first check that they are not injured and then call for help, but not leave the resident
unattended in the room. Staff #98 stated that he would never attempt to get the resident back into bed until
first having clearance from a nurse. He stated that if clearance was not obtained prior to moving the
resident, it could result in further injury to the resident. Staff #98 further stated that if conducting a brief or
sheet change, he would ensure that the resident is not too close to the edge, would use his body to block
the resident, so they would not fall and ask for help if the resident was a 2-person assist.

An interview was conducted on January 16, 2026 at 9:26 AM with staff #74 ADON (assistant director of
nursing). Staff #74 stated that a resident's care plan is to be followed when providing care or treatment to a
resident. She further stated that if a CNA observed a fall that they are expected to get help, and ensure that
a nurse has assessed them before they can be moved. She further stated that the expectation would be
that the doctor should be notified as well as their representative. Staff #74 further stated that pain or
swelling should be relayed to the doctor and orders should be obtained to send the resident out if an injury
was suspected. Staff #74 stated that a nurse is the doctor's eyes post fall, to relay if there is pain, swelling,
redness, and different limb length, so the doctor can make an informed decision. Staff #74 stated that if
some of the aforementioned were present

(continued on next page)
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or if there were other indicators of serious injury, a STAT x-ray would be ordered. Staff #74 stated that turn
around for a STAT x-ray is generally 2-3 hours and that if it takes longer than that the resident should be
sent out for evaluation and treatment. Staff #74 stated that it would never be okay for a resident to wait
more than 24 hours to have an x-ray post fall, further more if a resident exhibits extreme pain stating that
they do not want to be moved, they should be sent out. The ADON stated that the risk for not conducting a
timely x-ray or sending a resident out, could include increased pain and a worsening condition. Staff #74
reviewed the 5-day report and stated that the dates did not seem appropriate and that the x-ray order
should have been a STAT, not routine order. Staff #74 stated that the time it took for the resident to obtain
an x-ray and be sent out did not meet her expectations. She further stated that the nurse on duty at the time
of the incident should have followed up, prior to going off duty and ensured the appropriate notifications
transpired. Staff #74 further stated that doctor and family were not notified at the time of the incident and
notifications had not occurred until April 30, 2024 at 12:14 PM. She further stated that a lapse in notifying
the doctor or family timely, as well as not following the care plan did not meet professional standards nor
quality of care for the resident. She stated that if professional standards are not followed then the resident is
at risk for injury or a delay in treatment.

A follow-up interview was conducted on January 16, 2026 at 1:25 PM with staff #74 (ADON). The ADON
stated that staff #111, CNA was 'written-up' for not following the care plan for resident #98, as the resident
should have been a 2-person assist.

A review of the policy titled Compliance Risks-Resident Quality fo Care and Quality of Life with a revision
date of January 2025 revealed that residents are to be provided a safe, clean and comfortable environment
that is free from accident hazards and adequately supervised and that nursing staff have the appropriate
training and levels of competency to ensure resident safety.

A review of the policy titled Request for Diagnostic Services revised April 2007 revealed that emergency
requests must be labled stat' to assure that prompt action is taken.

A review of the policy titled Change in a Resident's Condition or Status revised February 2021 revealed that
the facility is to promptly notify the resident, his or her attending physician and the resident representative
of changes in the resident's medical/ mental condition and/ or status. The policy further documented that
unless otherwise instructed by the resident, a nurse will notify the resident's representative when the
resident is involved in any accident or incident that results in injury.

-Regarding Resident #25:

Resident #25 was admitted to the facility on [DATE] with diagnosis that includes unspecified displaced
fracture of surgical neck of right humerus, subsequent encounter for fracture with routine healing,
Parkinson's disease without dyskinesia, without mention of fluctuations, unspecified dementia, unspecified
severity, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety, difficulty in
walking, not elsewhere classified, need for assistance with personal care.

Review of the annual Minimum Data Set (MDS) dated [DATE], revealed a Brief Interview for Mental Status
(BIMS) score of 3, indicating severely impaired cognition. There were no indicators for behaviors. Further
review of the MDS revealed impairment on one side of the upper extremity and no impairment to the lower
extremity.

(continued on next page)
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Review of the Care Plan revealed a focus for right humeral neck fracture. Interventions include encouraged
use of the affected limb as much as tolerated to help maintain the range of motion and maintain the
resident's body alignment. Further review revealed that focus areas for Parkinson's disease interventions
include monitoring for muscle cramps or rigidity, decline in range of motion, and skin breakdown.

Review of the physician orders revealed active orders for Pressure Relief Ankle -Foot Orthosis (PRAFO)
boots to be worn on the left lower extremity for proper positioning due to foot drop. To be worn all day with a
skin check from staff or nursing on every shift for skin integrity, redness, or irritation. Nursing to don and doff
left hand roll: On at all times except during meals, as the patient uses the right hand to help feed self. Left
hand roll to decrease further risk for contractures and or proper hand positioning. Perform skin checks for
redness or skin irritation, Ankle -Foot Orthosis (AFO) to the left lower extremity when the patient is up in a
wheelchair (WC). Remove when returning to bed.

An initial observation was made of resident #25 during initial screening on January 13, 2026, at 8:42 am.
Resident #25 was observed in a hallway in front of a nurse's station. Resident #25 is non-verbal, noted left
hand contracture, clenched inward towards the chest. No devices in the resident's palm. A dressing to the
right side of the neck with date, the wheelchair was tilted, and both feet were turned inwards.

An observation was conducted on January 15, 2026, at 9:28 am of resident #25. The resident was
observed in a wheelchair. There was no administration of the PRAFO boot to the left lower extremity for
positioning due to foot drop, no AFO to the left lower extremity, and no left-hand roll. The resident was
observed sitting in the wheelchair with both feet in a padded device on the footrests. The left wrist was
curled against the stomach with the left fist contacted against the middle of the chest.

An observation was conducted on January 16, 2026, at 8:14 am on resident #25. The resident was in the
dining room being assisted with her breakfast. The resident did not have on the physician-ordered PRAFO
boot to the left lower extremity for positioning due to foot drop, no AFO to the left lower extremity, and no
left-hand roll.

An observation was conducted on January 16, 2026, at 9:29 am on resident #25. The resident was in
activities. The resident did not have on the physician-ordered PRAFO boot to the left lower extremity for
positioning due to foot drop, or the AFO to the left lower extremity, nor a left-hand roll.

Review of the Medication and Treatment Administration Record (MAR/TAR) for January 2026 revealed AFO
to the left lower extremity when the patient is up in WC. Remove when returning to bed. Every shift for the
contracture of the ankle. Order Date September 14, 2025, at 5:51 pm; PRAFO boots to be worn on the
lower left extremity for proper positioning due to the foot drop. To be worn all day with skin checks from the
staff or nursing on every shift for skin integrity, redness, or irritation. Order Date July 8, 2025, at 10:00 pm;
Nursing to don and off left-hand roll: On at all times except during meals as patient uses B hands to help
feed self. Left hand roll to decrease further risk for contractures and or proper hand positioning. Perform
skin checks for redness or skin. -Order Date July 8, 2025, at 9:57 pm. Further review of. The MAR/TAR for
these orders revealed check marks on January 13 and January 14, 2026 at 6 AM and 6 PM-6 AM.

Review of MAR and TAR for December 2025 revealed no documentation for the administration of the
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physician-ordered AFO, PROFO, or hand roll for resident #25.

An interview was conducted with Licensed Practical Nurse (LPN/Staff #54) on January 16, 2026, at 9:31
am. Staff # stated that the PRAFO boot is to keep the feet straight and stated the AFO has contradicting
orders. Staff #54 stated the purpose of the handroll is to stop the hand from contracting. Staff #54
conducted an observation of resident #25, noting the PRAFO, AFO, or the handroll for the left hand had
been placed on the resident. Staff#54 stated the devices would be placed on the resident, but she would
remove them, so they stopped placing them on her. Staff #54 declined to comment on why it was
documented that the resident had the DME placed when it had not. Staff #54 stated that there is no
documentation that the family was consulted or agreed that the boots and handroll were no longer feasible
for the resident, and that he should have notified the physician. Staff #54 stated the boots were causing the
resident's wounds on her legs, but there is no documentation to support this. Staff #54 stated that the risks
with not documenting, not placing, or following physician orders for durable medical equipment place the
resident at risk for further decline in functional ability, further contracture of the hand and further foot drop.
Staff #54 stated he did not document that the resident did not tolerate the boot, and this was his mistake.

An interview was conducted on January 16, 2026, at 10:30 am with Certified Nursing Assistant
(CNA/Staff#61). Staff #61 stated she was that the resident was supposed to be wearing them since she
had not for a while, but had not been informed to stop placing the resident's DME. Staff #61 stated the
resident had not worn the boots for a while because they were hurting her legs, but she does have a foam
cushion on her footrests to protect her legs.

An interview was conducted with the Assistant Director of Nursing (ADON/Staff #74) on January 16, 2026,
at 11:22 am. The ADON stated she expects staff to follow doctors' orders or notify if there is a concern. The
ADON stated the restorative nursing assistant may have completed that documentation as to why the DME
had not been placed and stated, I will have to check as see if there is RNA documentation and get back to
you. The ADON stated that the risks of not following physicians' orders for DME can cause further
contracture or a limited range of motion.

The ADON did not provide any documentation regarding the residents' administration of DME.

Review of the facility policy titled Assistive Device and Equipment states, our facility maintains and
supervises the use of assistive devices and equipment for residents.1. Certain devices and equipment that
assist with resident mobility, safety, and independence are provided for residents.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, staff interviews, facility documentation, policy and procedures, the facility failed to
ensure that one resident (#98) received adequate supervision and assistance to mitigate falls and to abide
by professional standards regarding post fall protocol. The universe was 81 and the sample size was 22.
The deficient practice could contribute to resident injuries and delay in treatment/ notifications. Findings
include:Resident #98 was admitted on [DATE] with diagnosis including periprosthetic fracture around the
internal prosthetic right knee join, hypertension, type 2 diabetes mellitus, chronic kidney disease, acute
kidney failure, nonrheumatic mitral valve insufficiency, muscle weakness, and difficulty walking.A review of
the annual MDS (minimum data set) dated March 25, 2024 revealed a BIMS (brief interview of mental
status) score of 07 indicating that the resident was severely cognitively impaired. The MDS further revealed
that there had been no documented falls since admission. Under functional abilities and goals, it was
documented that the resident was ‘dependent' on staff for toileting hygiene, chair to bed as well as tub to
shower transfers, with ‘dependent' identified as the helper doing all of the effort or the assistance of 2 or
more helpers required for the activity.A review of the electronic health record revealed a fall risk
assessment on March 21, 2022 with a score of 13, indicating that the resident was a low fall risk. A review
of the care plan revealed a focus area dated March 21, 2022 noting that the resident was at risk for falls
due to recent illness, deconditioning and new environment. Interventions included to attempt and anticipate
the resident's needs, ensure that the call light is within reach and encourage use, educate resident/family/
caregivers about safety reminders and what to do if a fall occurs, physical therapy to evaluate and treat as
ordered, review information on past falls to attempt to determine cause of falls, record possible root causes
of falls, remove potential causes of falls and educate regarding causes of falls, as well as that the resident
was a 2-person assist.A review of the facility 5-day report noted an incident on April 29, 2024 at 4:55 AM,
which documented that resident #98 had ‘rolled' out of bed and started falling while staff #111, CNA
(certified nursing assistant, ) assisted her to the floor. The documented interview with staff #111 noted that
staff #111 was in the process of changing the resident's sheets and that the resident was unable to balance
her legs and subsequently dropped both legs to the floor. It was further noted that the CNA held the
resident by the shoulders and let her sit on the floor. Staff #111 then reported that he called a nurse and
that after a physical ‘checkup' the nurse assisted the CNA to put the resident back into bed.The 5-day
report documented an interview with staff #52 CNA, who stated that when she observed the resident on
April 29, 2024 at 8:30 AM, she was crying. The interview further revealed that the resident stated that she
was crying because she had been dropped while a staff member was working with her and that the staff
member tried to pick her up but couldn't, so he left to find someone else to assist. She then stated that the
initial staff member and another staff member got her up and put her back into bed. Staff #52 stated that
she pulled back the sheet and saw that the resident's left leg, from the knee up to the thigh, which looked
swollen. Staff #52 stated that she reported this to the charge nurse, staff #84, LPN (licensed practical
nurse) and the nurse (staff #84) stated that he would take care of it. The report further noted that staff #52
stated that at 9:30 AM on the same day, she reported to staff #74 ADON (assistant director of nursing) that
the resident had not yet been 'checked on.' It was documented that the resident relayed to the ADON that
when she fell she heard a crack that sounded like a stick breaking. The report further documented the
resident was observed to be wet and staff #52 stated that she was ‘afraid' to cause the resident further
pain, as she was crying and begged not
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to be moved, but the CNA was instructed by the ADON to change the resident. Further documentation
revealed that staff #52 had a conversation with staff #85, LPN (licensed practical nurse) the following day,
April 30, 2024, to check on how the resident was doing and staff #85 reported that the resident had fallen
out of bed and that no one had reported it. Staff #52 stated that she observed that the resident was still
there and had not been treated. The report summary noted that the resident had a fall that resulted in an
injury. Follow-up actions noted in the report included education of staff while providing care, proper
documentation and communication with providers to ensure prompt care and a written warning to the staff
#111, CNA for not following the care plan to ensure safe patient care.A review of the progress notes
revealed a health status note dated April 29, 2024 at 7:22 PM noting that resident had complained of left
knee pain from recent fall and was awaiting an x-ray which had not been completed yet. The note further
revealed that the left knee appeared to be swollen, but no bruising or redness to the area.A review of the
Fall Review note dated April 30, 2024 at 12:14 AM revealed that the family, doctor and DON (director of
nursing) were notified; however, there was no evidence in the progress notes of prior notifications at the
time of the incident.A review of the radiology report dated April 30, 2024 revealed a left femoral view
documenting that resident #98 had a fracture of the distal femoral shaft with slight malalignment.A health
status note on April 30, 2024 at 12:49 PM documented that an x-ray was conducted at 7:00 AM in the
morning, which revealed that the resident had an acute femoral fracture and that an order was given to
send the resident to the emergency room. The note further documented that transport arrived around 11:00
AM.An interview was conducted on January 15, 2026 at 2:40 PM with staff #102 LPN. Staff #102 stated
that to ensure a resident's safety, transfers and brief changes should always be conducted as outlined in
the resident's care plan, but if a fall occurs and the CNA is there or witnesses the fall, a nurse should be
called to assess the resident and make sure that they are okay to be moved back into bed. The LPN further
stated that if swelling to an extremity were present, she would call the doctor to see if the resident could be
sent out for further assessment/ treatment. Staff #102 stated that she was familiar with resident #98 but
was not on site when the fall occurred. She stated that she had heard that the resident was not sent to the
hospital until a day or two later and stated that in her opinion, this was unacceptable. Staff #102 further
stated that she had heard that the resident had been complaining of pain for a day or two prior to being
sent to the hospital. Staff #102 stated that she knew who the CNA, involved with the fall, was and stated
that she did not feel he had the skill set needed to be a CNA and that she didn't think he cared about the
residents.A telephone call was placed on January 15, 2026 at 4:30 PM to staff #52, CNA. A message was
left on the voicemail; however, no return call was received.A telephone call was placed on January 15, 2026
at 4:41 PM to staff #111, CNA. A message was left on the voicemail but no return call was received. The
staff member was observed not to be on schedule during the duration of the survey.A telephone call was
placed on January 15, 2026 at 4:43 PM to staff #11, CNA. A message was left on the voicemail requesting
a call back. No return call was received.Additional calls were placed on January 16, 2026 to staff #111.
Messages were left on the voicemail, but no return calls received.A telephone call was placed on Januray
16, 2026 at 8:50 AM to staff # 45, RN (registered nurse). Message was left on the voicemail; however, the
call was not returned.An interview was conducted on January 16, 2026 at 9:03 AM with staff #54 LPN. Staff
#54 stated that if a fall occurred, a nurse would need to conduct an assessment to determine if there are
any injuries, vitals would be taken and neuro-checks started if the fall was unwitnessed. The LPN stated
that a CNA should never lift a resident back into bed, even if it was a witnessed fall, without the resident first
being assessed by a nurse. Staff #54 further stated that the doctor
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would be contacted and notifications to family would take place, post fall. Staff #54 stated if the resident had
pain in the arm(s) or leg(s) then range of motion should be established and that at times 911 may need to
be called to assist with getting the resident up. Staff #54 stated that if the resident experienced a fall, had
pain and needed an x-ray, this would be done the same day. Staff #54 stated that if the x-ray was not done
the same day the risk could include increased pain and potential for embolism. Staff #54 stated that he did
not recall resident #98.An interview was conducted on January 16, 2026 at 9:13 AM with staff, #98 CNA.
Staff #98 stated that if a resident falls, he would first check that they are not injured and then call for help,
but not leave the resident unattended in the room. Staff #98 stated that he would never attempt to get the
resident back into bed until first having clearance from a nurse. He stated that if clearance was not obtained
prior to moving the resident, it could result in further injury to the resident. Staff #98 further stated that if
conducting a brief or sheet change, he would ensure that the resident is not too close to the edge, would
use his body to block the resident, so they would not fall and ask for help if the resident was a 2-person
assist.An interview was conducted on January 16, 2026 at 9:26 AM with staff #74 ADON (assistant director
of nursing). Staff #74 stated that a resident's care plan is to be followed when providing care or treatment to
a resident. She further stated that if a CNA observed a fall that they are expected to get help, and ensure
that a nurse has assessed them before they can be moved. She further stated that the expectation would
be that the doctor should be notified as well as their representative. Staff #74 further stated that pain or
swelling should be relayed to the doctor and orders should be obtained to send the resident out if an injury
was suspected. Staff #74 stated that a nurse is the doctor's eyes post fall, to relay if there is pain, swelling,
redness, and different limb length, so the doctor can make an informed decision. Staff #74 stated that if
some of the aforementioned were present or if there were other indicators of serious injury, a STAT x-ray
would be ordered. Staff #74 stated that turn around for a STAT x-ray is generally 2-3 hours and that if it
takes longer than that the resident should be sent out for evaluation and treatment. Staff #74 stated that it
would never be okay for a resident to wait more than 24 hours to have an x-ray post fall, further more if a
resident exhibits extreme pain stating that they do not want to be moved, they should be sent out. The
ADON stated that the risk for not conducting a timely x-ray or sending a resident out, could include
increased pain and a worsening condition. Staff #74 reviewed the 5-day report and stated that the dates did
not seem appropriate and that the x-ray order should have been a STAT, not routine order. Staff #74 stated
that the time it took for the resident to obtain an x-ray and be sent out did not meet her expectations. She
further stated that the nurse on duty at the time of the incident should have followed up, prior to going off
duty and ensured the appropriate notifications transpired. Staff #74 further stated that doctor and family
were not notified at the time of the incident and notifications had not occurred until April 30, 2024 at 12:14
PM. She further stated that a lapse in notifying the doctor or family timely, as well as not following the care
plan did not meet professional standards nor quality of care for the resident. She stated that if professional
standards are not followed then the resident is at risk for injury or a delay in treatment.A follow-up interview
was conducted on January 16, 2026 at 1:25 PM with staff #74 (ADON). The ADON stated that staff #111,
CNA was 'written-up' for not following the care plan for resident #98, as the resident should have been a
2-person assist.A review of the policy titled Compliance Risks-Resident Quality of Care and Quality of Life
with a revision date of January 2025 revealed that residents are to be provided a safe, clean and
comfortable environment that is free from accident hazards and adequately supervised and that nursing
staff have the appropriate training and levels of competency to ensure resident
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safety.A review of the policy titled Care Plans-Baseline with a revision date of March 2022, revealed that the
care plan includes instructions needed to provide effective, person-centered care of the resident that meet
professional standards of quality of care.A review of the policy titled Care Plans, Comprehensive
Person-Centered with a review date of March 2022, revealed that the care plan interventions are derived
from a thorough analysis of the information gathered as part of the comprehensive assessment.
Furthermore, the policy documented that the care plan interventions are chosen only after data gathering,
proper sequencing of events, careful consideration of the relationship between the resident's problem area
and their causes and relevant clinical decision making.A review of the policy titled Change in a Resident's
Condition or Status revised February 2021 revealed that the facility is to promptly notify the resident, his or
her attending physician and the resident representative of changes in the resident's medical/ mental
condition and/ or status. The policy further documented that unless otherwise instructed by the resident, a
nurse will notify the resident's representative when the resident is involved in any accident or incident that
results in injury.
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