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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50690

Based on record review and interviews, the facility failed to ensure one (#1) of three residents out of 10 
sample residents was free from neglect. 

Resident #1 suffered an injury of unknown origin to the left forehead, a hematoma (a localized swelling of 
pooled blood due to injury or trauma), on [DATE] following a shower provided by hospice certified nurse aide 
(CNA) #1. 

The resident's son was notified of the forehead hematoma at 3:06 p.m., but the staff did not conduct a full 
skin assessment on the resident afterward to determine if other injuries were present. 

Resident #1 sustained a fall three days later, on [DATE]. No injuries were reported.

-However, the staff did not conduct a full skin assessment to determine if other injuries were present.

On [DATE], a progress note revealed that the resident had a faded yellow bruise to the left shoulder, hip, and 
a yellow, faded bruise to the left eye. 

On [DATE], a weekly skin assessment was conducted following a shower. It revealed a green/yellow bruise 
to the left side of the face, shoulder and breast. An abnormal protrusion to the clavicle (collarbone) was 
noted. 

-However, since there were no weekly skin assessments conducted since the original incident on [DATE], 
the date and origin of the clavicle injury were not identified.

Due to the facility's failure to ensure a complete assessment after identifying an injury of unknown origin on 
[DATE], Resident #1 experienced a delay in care for her clavicle injury which was not discovered until an 
x-ray was performed on [DATE] and revealed a fracture.

Findings include:

Record review and interviews confirmed the facility corrected the deficient practice prior to the onsite 
investigation on [DATE], resulting in the deficiency being cited as past noncompliance with a correction date 
of [DATE].
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I. Incident and injuries of unknown origin between [DATE] and [DATE]

Resident #1 sustained an injury of unknown origin on [DATE] and a fall on [DATE]. A full skin assessment 
documenting the resident's injuries was not performed until [DATE] (nine days later).

Due to the facility's failure, the resident's injuries between [DATE] and [DATE] were not identified and treated 
immediately. Resident #1 experienced a delay in care which resulted in increased pain. 

-On [DATE], hospice increased the resident's pain medication.

-On [DATE] an x-ray was ordered, which, on [DATE], revealed a clavicle fracture.

II. Facility's plan of correction

The corrective action plan implemented by the facility in response to Resident #1's unknown incident 
investigation failure between [DATE] and [DATE] was provided by the nursing home administrator (NHA) on 
[DATE] at 12:16 p.m.

The plan revealed the following: 

A. Corrective action

The facility notified the hospice company that the hospice CNA (CNA #1) and the hospice social worker were 
suspended from entering the facility pending the investigation. The investigation revealed hospice notes 
documented Resident #1 had a fall on [DATE], but the facility was never notified. 

On [DATE], the facility terminated their contract with the hospice company due to their lack of communication 
with the facility and lack of cooperation with the investigation.

Education was provided to 23 staff members on [DATE] and included the following:

-After a resident fall, call the physician and power of attorney (POA);

-Complete neurological checks, fall assessment, post-fall evaluation, skin evaluation and risk management 
form; and,

-Obtain witness statements if applicable.

On [DATE] and [DATE], the remaining care staff obtained fall prevention education at the skills fair.

Fall binders were created and placed at every nurses station as a reference for the staff and discussed by 
the unit manager.On [DATE], the facility began an investigation of Resident #1's injuries between [DATE] 
and [DATE]. 
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The facility interviewed all staff on duty who were involved in care for the resident on the day of the fall on 
[DATE] and a few days prior to the fall. The interviews with the facility staff were noted to be consistent with 
facility documentation.

Facility and hospice documentation was reviewed for dates [DATE] to [DATE]. On [DATE], Resident #1 had 
a bruise on the left forehead that was reported by CNA #1 after she gave the resident a shower. No other 
injuries were noted at that time. 

Facility staff reported that the bruise was not seen before the shower. CNA #1 denied any incident while in 
the shower.

The facility's director of nursing (DON) notified the hospice DON of the bruise after the DON and registered 
nurse (RN) #1 saw the resident's hematoma and noted that it was visibly growing.

-Hospice documentation stated there was a fall on [DATE]. The facility was not notified of the fall. The fall 
documentation was found after the facility requested hospice documentation and began the investigation on 
[DATE].

On [DATE], the staff reported that Resident #1 sustained a fall. She was found sitting in her room on the 
floor. Interventions were to review the resident's medications and check her neurological status every 15 
minutes for 72 hours. Hospice staff increased her pain medication. 

On [DATE], Resident #1 had bruising to the left shoulder, hip and a yellow, faded bruise to the left eye. The 
injuries were being attributed to the fall on [DATE]. 

On [DATE], a nurse practitioner note (NP) stated the resident had bruising to the left shoulder.

-No reported abnormality to the clavicle was noted.

-Hospice documentation did not report any abnormality with the resident's clavicle until after the facility 
documented it on [DATE]. 

On [DATE], the facility requested interviews with hospice staff and they were never received.

The facility was unable to identify the cause of the clavicle fracture after camera footage was obtained. The 
facility attributed it to either the alleged fall on [DATE] that was reported by CNA #1 (but not reported to the 
facility) or the documented fall on [DATE]. All documentation and facility staff interviews indicated that if the 
fracture was sustained on [DATE] or [DATE], it was not known to the facility or hospice staff until it was 
displaced and noticed on [DATE] (when the skin assessment was performed).

B. Identification of others

The facility terminated their contract with the hospice company on [DATE] and there had been no additional 
residents using that company.
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The facility made an update to their post-fall management procedures, which included documentation in a 
root cause analysis form which helped identify causes and potential preventive measures for future falls.

C. Systemic changes

The NHA sent an email on [DATE] at 12:16 p.m. that documented that all risk management (incident reports) 
were reviewed daily in the interdisciplinary team meetings. He said that completion of all required 
assessments after a fall were part of the review process.

D. Monitoring

The incident was brought to the facility quality assurance and process improvement (QAPI) meeting on 
[DATE] and involved discussion of the investigation, the findings and actions taken.

Falls were reviewed monthly at QAPI and ongoing review of all risk management/incident reports was 
conducted.

III. Facility policy and procedure

The Integrated Fall Management policy, undated, was provided by the DON on [DATE] at approximately 5:36 
p.m. It read in pertinent part, 

Purpose: fall risk assessment, identification and implementation of appropriate interventions as necessary, to 
maintain resident safety, prevent falls and reduce further injury from falls.

Post Fall Procedure: When a resident falls the licensed nurse is notified. The nurse completes an 
assessment of the resident's condition including an interview, if possible, completion of vital signs and a body 
assessment.

The environment of the fall is evaluated for possible contributing factors and addressed.

The interdisciplinary team reviews the fall and care plan changes and may, if needed, implement additional 
interventions.

Documentation of the above items is completed.

IV. Resident #1

A. Resident status

Resident #1, age 76, was admitted to the facility on [DATE] and expired on [DATE]. According to the [DATE] 
computerized physician orders (CPO), diagnoses included bladder cancer and Alzheimer's disease. 
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The [DATE] staff assessment for mental status revealed the resident had short term and long term memory 
deficits and was severely impaired in making daily decisions. Resident #1 did not use any assistive devices 
for walking. The resident required partial/moderate assistance with dressing and personal hygiene, 
supervision or touch assist with shower transfers, and set-up/clean-up assistance for bathing and showering. 

The MDS assessment indicated she had had one fall with no injury since the last assessment. assessment.

B. Record review

On [DATE] (before the unknown incident), a weekly skin assessment documented that Resident #1 had no 
skin issues.

On [DATE] a progress note revealed that the bruise to the resident's head was reviewed in the 
interdisciplinary team (IDT) meeting and that the facility continued to monitor the resident's neurological 
status. The note indicated a skin evaluation was still to be done. 

-However, a review of the resident's electronic medical record (EMR) did not include documentation 
indicating how the bruise to the resident's head occurred. 

On [DATE] at 3:47 p.m. a post-fall assessment revealed the resident had an old bruise on the left forehead 
that was fading.

On [DATE] at 5:45 p.m. a weekly skin assessment revealed there were no skin issues.

-However, this documentation conflicted with the earlier assessment on [DATE].

On [DATE] a progress note revealed that the resident had a faded yellow bruising to the left shoulder, hip 
and a yellow, faded bruise to the left eye. 

-However, a review of the resident's EMR did not include documentation indicating how the bruise to the 
resident's shoulder, hip or left eye occurred. 

On [DATE] at 11:27 a.m. a weekly skin assessment revealed a green/yellow bruise to the left side of the 
resident's face, shoulder and breast. An abnormality to the clavicle was noted. The assessment documented 
the resident's clavicle abnormality was not reported from the previous nurse. The resident's unwitnessed fall 
last week was reported.

Resident #1's social services care plan, initiated [DATE], revealed the resident was a vulnerable adult due to 
loss of independence and cognition, visual impairment, depression and anxiety, was hard of hearing, 
received hospice services, had poor impulse control, wandered and was difficult to redirect at times and 
frequently refused medication. 

Interventions included administering medications as ordered, providing ancillary services as needed, 
monitoring and reporting any new changes to the provider and utilizing approaches that maximize her 
involvement in daily decision making and activity.
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The fall risk care plan, initiated [DATE], revealed the resident was at risk for falls. Interventions included 
anticipating and meeting the resident's needs and following facility fall protocol. Care plan revisions on 
[DATE] included reviewing information on past falls and attempting to determine the cause of falls, recording 
possible root causes, altering or removing any potential causes if possible, and educating the 
resident/family/caregivers/IDT as to the causes of the fall. Revisions on [DATE] included offering a chair 
when leaning or fatigued to avoid potential falls.

-Resident #1's fall care plan was revised on [DATE] after a fall. New interventions included a pain 
management patch, 15-minute checks for 72 hours to better capture her personal and physical needs, staff 
maintaining heightened awareness for the resident and offering assistance as needed and for hospice staff 
to perform a medication review.

Resident #1's hospice care plan, initiated [DATE], indicated the resident was on hospice services with 
terminal diagnoses of bladder cancer and dementia. Interventions included establishing and coordinating the 
plan of care and services between the facility and the hospice team, maintaining communication and 
informing of changes, hospice staff documented provisions of care for the facility staff, updated and reviewed 
as changes occurred.

V. Staff interviews

The DON was interviewed on [DATE] at 5:28 p.m. The DON said she was new at the time of the incident on 
[DATE] and was on vacation when it happened. She said the SBAR (situation, background, assessment and 
recommendation) assessment was the standard nursing assessment documented after a fall and included 
questions about the resident's range of motion, pain level, and neurological status. She said it was not a full 
head-to-toe assessment. She said when Resident #1's forehead hematoma was first noted by facility staff, a 
full skin assessment should have been done.

RN #1 was interviewed on [DATE] at 5:36 p.m. RN #1 said she was a unit manager. RN #1 said Resident #1 
had a big lump on her head after a shower with CNA #1 on [DATE]. RN #1 said she was not sure if the 
resident fell or if she hit her head while being combative. She said the resident had a history of being 
combative during care. She said she saw the resident the morning of [DATE] before the shower and she did 
not see any injury to her forehead. 

The DON and RN #1 were interviewed together on [DATE] 5:36 p.m. RN #1 said that a few processes had 
changed since the incident. RN #1 said the facility developed a root cause analysis form. RN #1 said a fall 
binder was developed as a reference for the nurses and supervisors and RN#1 said she had conversations 
with the nurses about the new binder. She said the facility did more audits and checklists now. 
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RN #1 said she saw the resident after the incident and the hematoma was the size of an egg, growing, and 
looked new. RN #1 said she, the previous DON and the nursing home administrator (NHA) assessed 
Resident #1. RN #1 said neurological checks were started at 7:00 p.m. that night ([DATE]) because nobody 
was sure how she got the injury to her head. RN #1 revealed part of the facility's procedures after a fall 
included leaving the resident where they were found and having a RN assess the resident before moving 
them. She said the resident's provider and family would be notified of the fall, and a post-fall evaluation and 
RN assessment would be documented. She said RN assessments were documented under risk 
management. She said neurological checks were conducted on the resident for three days, even if no 
injuries were noted or the fall was unwitnessed. RN #1 said huddles were conducted with the CNAs so they 
could discuss the fall and future prevention methods.

RN #1 said the hospice company would not let the facility talk to CNA #1 who gave Resident #1 the shower 
and had originally reported the hematoma. RN #1 said that because of the confusion and uncertainty, and 
because they could not get timely information from the hospice company, the facility implemented cares in 
pairs for the resident's safety. She said normally staff would have done a full skin check after noticing the 
hematoma on the resident's head, but the resident would not let anyone perform a skin assessment. RN #1 
said the resident resisted a lot of care. She said if staff had done a full skin assessment, at least on [DATE] 
after the resident's other fall, it would have helped them determine the timeline of the resident's injuries, but 
the resident refused to let staff do full skin assessments. She said as a standard, skin checks were done 
weekly. RN #1 said it was the facility's mistake that they did not chart the resident's history of refusals of 
care. RN #1 said the facility received hospice notes well after the incident but did not receive CNA notes, and 
that the facility did not know if the documentation was in real-time or post-dated. She said they still did not 
know for sure how Resident #1 sustained a clavicle injury. 
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