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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#6) of four residents were kept free from 
physical abuse out of 10 sample residents.Specifically, the facility failed to ensure Resident #6 was kept free 
from physical abuse by Resident #3. Findings include:I. Facility policy and procedureThe Abuse, Neglect and 
Exploitation policy, implemented on 10/16/24, was provided by the nursing home administrator (NHA) on 
10/13/25 at 9:54 a.m. The policy revealed the facility would provide protections for the health, welfare and 
rights of each resident by developing, implementing written policies with procedures that prohibited and 
prevented abuse, neglect, exploitation and misappropriation of resident property. The term abuse meant the 
willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, 
pain or mental anguish, which could include staff to resident abuse and certain resident-to-resident 
altercations.Abuse also included the deprivation by an individual, including a caretaker, of goods or services 
that were necessary to attain or maintain physical, mental, and psychosocial well-being. Instances of abuse 
of all residents, irrespective of any mental or physical condition, caused physical harm, pain or mental 
anguish. It included verbal abuse, sexual abuse, physical abuse, and mental abuse including abuse 
facilitated or enabled through the use of technology. Physical abuse included, but was not limited to hitting, 
slapping, punching, biting, and kicking. It also included controlling behavior through corporal punishment.The 
facility would develop and implement written policies and procedures that prohibited and prevented abuse, 
neglect, and exploitation of residents and misappropriation of resident property. The facility would establish 
policies and procedures to investigate any such allegations; include training for new and existing staff on 
activities that constituted abuse, neglect, exploitation, and misappropriate of resident property, reporting 
procedures, and dementia management and resident abuse prevention; and establish coordination with the 
quality assurance performance improvement (QAPI) program.The facility would designate an Abuse 
Prevention Coordinator in the facility who was responsible for reporting allegations of suspected abuse, 
neglect, or exploitation to the state survey agency and other officials in accordance with state law. The facility 
would provide ongoing oversight and supervision of staff in order to assure that its policies were 
implemented as written.The facility would implement policies and procedures to prevent and prohibit all types 
of abuse, neglect, misappropriation of resident property, and exploitation. The facility would identify, correct 
and intervene in situations in which abuse, neglect, exploitation, and/or misappropriation of resident property 
was more likely to occur with the deployment of trained and qualified, registered, licensed, and certified staff 
on each shift in sufficient numbers to meet the needs of the residents. The facility would assure that the staff 
assigned had knowledge of the individual residents' care needs and behavioral symptoms; the identification, 
ongoing assessment, care planning for appropriate interventions, and monitoring of residents with needs and 
behaviors which might lead to conflict or neglect.The facility would have written procedures to assist staff in 
identifying the different types of abuse mental/verbal abuse, sexual abuse, physical abuse, and the 
deprivation by an individual of goods and services. This included staff to resident abuse and certain 
resident-to-resident altercations. Possible indicators of abuse included, but were not limited to the 
observations of physical abuse of a resident.II. Incident of physical abuse between Resident #3 and Resident 
#6 on 7/23/25A. Facility investigationThe 7/23/25 at 6:28 p.m. alleged abuse risk report revealed Resident #3 
struck the arm of Resident #6. The residents were immediately separated. Resident #3 was oriented to her 
person. Skin assessments were completed and no injuries were observed.The investigation revealed the 
outcome of the investigation found no intentional, knowing or reckless actions resulting in bodily injury. The 
investigation documented Resident #6 was unable to recall the incident. Resident #6 resided in the memory 
care unit and had severe cognitive impairment. Resident #6 voiced no concerns at the time of the interview 
on 7/24/25 by the NHA. Resident #6 was asked by the NHA if she felt safe and Resident #6 answered yes. 
The investigation documented Resident #3 was interviewed on 7/24/25 by the NHA. Resident #3 resided in 
the memory care secure unit and had severe cognitive impairment. The resident was unable to recall the 
altercation. The investigation documented the facility could not substantiate the abuse because it failed to 
meet criteria.-However, abuse occurred due to Resident #3 striking Resident #6's arm.B. Resident #3 - 
assailant1. Resident statusResident #3, age greater than 65, was admitted on [DATE]. According to the 
October 2025 computerized physician orders (CPO), diagnoses included adult failure to thrive, bilateral 
hearing loss, major depression, difficulty in walking, spinal stenosis in the lumbar region and dementia 
without behavioral, psychotic, mood or anxiety disturbances.The 9/27/25 minimum data set (MDS) 
assessment revealed the resident had severe cognitive impairment with a brief interview for mental status 
(BIMS) score of five out of 15. The resident did not exhibit any behaviors. The resident required 
substantial/maximal assistance with staff providing more than half of the effort. Staff lifted or held the 
resident's trunk or limbs and provided more than half the effort for toileting, upper body dressing, lower body 
dressing, personal hygiene, and chair/bed-to-chair transfers.2. Record reviewResident #3's care plan for a 
behavioral problem (delusions, anxious fixations (related to dementia progression was created on 10/13/25 
(during the survey). The interventions included administering medications as physician ordered, 
monitoring/documenting for side effects and effectiveness of the medications, anticipating the resident's 
needs, providing a program of activities that was of interest and accommodated the resident's status, 
redirecting the resident by asking her to come with staff, get a snack, show her to her room and remove the 
resident from the area.The care plan for secure unit placement, initiated on 10/10/25, revealed Resident #3 
was on the secured unit due to being an elopement risk/wanderer related to disorientation to place, a history 
of attempting to leave the facility unattended, impaired safety awareness, wandering aimlessly and 
significantly intruding on the privacy or activities. The interventions included for staff to distract the resident 
from wandering by offering pleasant diversions, structured activities, food, conversation, television, and/or a 
book and providing structured activities: toileting, walking inside and outside, reorientation strategies 
including signs, pictures and memory boxes.A nurse note, dated 7/23/25 at 6:27 p.m. and written by 
registered nurse (RN) #3, revealed Resident #3 was agitated and aggressive during the afternoon. Resident 
#3 hit Resident #6. Resident #3's daughter was called to try to calm the resident. Resident #3 was not 
calmed by this conversation. Resident #3 was redirected and placed in her room where her behaviors 
improved slightly.The incident report, dated 7/23/25 at 6:28 p.m., revealed Resident #3 struck the arm of 
Resident #6. The residents were immediately separated with skin assessments completed. Resident #3 was 
oriented to her person.C. Resident #6 - victim1. Resident statusResident #6, age greater than 65, was 
admitted on [DATE]. According to the October 2025 CPO, diagnoses included senile degeneration of the 
brain, dementia with agitation and adult failure to thrive. The 10/3/25 MDS assessment revealed the resident 
had severe cognitive impairment with a BIMS score of zero out of 15 and had no behaviors. The resident 
was dependent on staff for toileting, showering, upper body dressing, lower body dressing, personal hygiene 
and putting on/taking off footwear.2. Record reviewThe behavior care plan, revised on 10/30/24, revealed at 
times the resident could display behaviors that included cursing at all persons within her immediate vicinity, 
hitting during activities, hitting during cares, kicking, shouting, screaming and the refusal of care. The care 
plan documented at times, the resident ran into others with her wheelchair as she ambulated down the hall 
and the resident prevented others from coming around the area in front of her room entrance or going into 
her room. The interventions included attempting interventions before the behaviors began, staff were not to 
position the resident near others that disturbed the resident, positioning the resident in her favorite place to 
sit, helping help the resident avoid situations or others that upset the resident, notifying the resident's 
physician if her behaviors were interfering with her activities of daily living, offering diversional activities and 
reporting to her physician as appropriate, telling the resident what was going to happen before the 
activity/care was initiated and speaking with the resident unhurriedly and in a calm voice.The care plan for 
elopement risk/wandering, revised on 10/30/24 revealed Resident #6 was at risk for elopement related to 
impaired safety awareness and dementia. The interventions included staff were to distract the resident from 
wandering by offering pleasant diversions, structured activities, food, conversation, television and/or a book.
The care plan for secure unit placement, initiated on 10/10/25, revealed Resident #6 was an elopement risk. 
The care plan documented the resident was disoriented to place, had a history of attempts to leave the 
facility unattended, had impaired safety awareness and wandered aimlessly. The interventions included 
distracting the resident from wandering by offering pleasant diversions, structured activities, food, 
conversation, television, and/or a book, the resident liked drinking coffee with pastry and enjoyed dolls, 
identifying the patterns and triggers of wandering tendencies, understanding the resident's triggers for 
wandering/elopement and the methods for de-escalation the resident.On 10/14 25 at approximately 3:00 p.
m. the resident's electronic medical record (EMR) was reviewed. -The EMR did not contain progress notes 
related to the physical altercation with Resident #3 on 7/23/25.III. Staff interviewsRN #3 was interviewed on 
10/14/25 at 11:27 a.m. RN #3 said she remembered the event that occurred on 7/23/25. RN #3 said 
Resident #3 hit Resident #6 on the upper arm. She said the residents were in the dining room area and she 
did not know what caused the altercation. RN #3 said the residents might have been too close to each other 
and Resident #3 was agitated at the time of the altercation. RN #3 said she assessed Resident #6. RN #3 
said neither resident said they were afraid of each other at that time.The NHA and the director of nursing 
(DON) were interviewed together on 10/14/25 at 3:35 p.m. The NHA and the DON agreed with the 
documentation in the residents' medical records and on the investigation reports. The NHA was unable to 
provide any skin assessments for Resident #6.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure residents received treatment and care in 
accordance with professional standards of practice and the comprehensive person-centered care plan for 
two (#7 and #5) of seven residents reviewed for quality of care out of 10 sample residents.Specifically, the 
facility failed to:-Ensure Resident #7 and Resident #5 were assessed by a registered nurse (RN) following 
falls; and,-Ensure Resident #7, who was on anticoagulant medication (a class of medications that prevent or 
slow down blood clotting and can increase the risk of bleeding), received consistent and increased 
monitoring following a fall on 7/25/25 where the resident hit her head. The resident was transported to the 
emergency room three days post-fall, where she was diagnosed with a significant subdural hemorrhage 
(bleeding in the brain). Resident #7, who was known to be at risk for falls, was admitted on [DATE] with 
diagnoses of displaced intertrochanteric fracture of the right femur, atrial fibrillation, muscle weakness and 
difficulty in walking. Resident #7 was taking Eliquis (an anticoagulant, blood thinner) for atrial fibrillation (a 
condition where the upper chambers of the heart (atria) beat irregularly and rapidly, which disrupts the 
normal rhythm of the heart and can lead to complications, such as blood clots and stroke).On 7/25/25 
Resident #7 sustained a fall in the early morning hours where she hit her head. After the fall, a licensed 
practical nurse (LPN) evaluated the resident and the resident was determined not to have any injuries from 
the fall. However, review of Resident #7's electronic medical record (EMR) failed to reveal that a RN had 
assessed the resident at the time of the fall or that a RN was consulted regarding the resident's fall. Resident 
#7 began complaining of a headache and neck pain later in the morning on 7/25/25, however, the facility did 
not send the resident out to the emergency department for further evaluation, despite the fact that the 
resident was on anticoagulant medication and had hit her head during her fall. Documentation did not 
indicate the facility increased monitoring for Resident #7 for potential signs of bleeding in the brain after she 
hit her head during the fall, aside from implementing the facility's normal neurological assessment protocol.
Interviews during the survey revealed the facility's process for neurological assessments included monitoring 
residents for 72 hours post-fall. However, review of the implemented neurological assessments for Resident 
#7 revealed neurological assessments on 7/26/25 and 7/27/25 were not completed consistently as 
scheduled.On 7/28/25, three days after the fall, Resident #7 was transported to the emergency department 
for uncontrolled pain in the back of her head and vomiting. A computed tomography (CT) scan conducted at 
the hospital revealed the resident had sustained a significant subdural hemorrhage from the fall.The facility's 
failures to frequently and consistently monitor Resident #7, who was on anticoagulant medication, following a 
fall where she hit her head resulted in the delay of the resident being transferred to the hospital where it was 
identified that she had sustained a significant brain bleed.Additionally, the facility failed to ensure Resident 
#5 was assessed by a RN prior to being moved from the floor after the resident's fall on 4/8/25.Findings 
include: I. Professional referenceAccording to Nurse Journal's Licensed Practical Nurses (LPN) Versus 
Registered Nurses (RN), (8/27/24), retrieved on 10/15/25 from https://nursejournal.
org/resources/lpn-vs-rn-roles/, LPNs and RNs both monitor patients, administer medications, perform wound 
care, help patients with basic tasks like bathing and feeding, and often educate and support patients and 
their loved ones. However, there are differences in the education requirements and scope of practice 
between RNs and LPNs. LPNs perform vital work in collaboration with RNs, physicians and other healthcare 
professionals. LPNs work alongside or under the supervision of RNs to deliver care and support to patients. 
This role also requires gathering patient data, which other licensed healthcare providers later interpret. 
Unlike RNs, LPNs typically do not have state authorization to make health assessments, create nursing care 
plans or triage patients. Compared to LPNs, RNs generally operate independently. RNs use their specialized 
judgment, skills, and knowledge to provide direct patient care in various settings. Generally speaking, only 
RNs provide initial assessments. Therefore, an RN must perform all tasks that require close monitoring and 
frequent assessment, such as initiating blood products, the first round of antibiotics, and initial patient 
assessments.According to Science Direct's Brain hemorrhages in traumatic brain injury and the excess 
burden conferred by anticoagulants and antiplatelets (10/19/24) retrieved on 10/22/25 from https://www.
sciencedirect.com/science/article/pii/S2589238X24000457, Geriatric trauma patients along with their 
preexisting comorbidities are often on anticoagulants that increase their risk for complications, bleeding, 
mortality in the setting of even minor traumas. With a geriatric population, less severe injuries and minimal 
trauma may result in a higher mortality rate and worse outcomes. Injury from falls has surpassed motor 
vehicle collisions as the leading cause of injury leading to hospitalization. Trauma is the fifth leading cause of 
death in elderly with ground falls as the most common cause which can cause devastating and life altering 
injuries in frail patients who have decreased physiologic reserve and impaired ability to withstand stresses to 
their body. The otherwise underwhelming mechanism of ground level fall is potentiated by baseline 
coagulopathy as well as the use of anticoagulants in elderly patients. Under-triage of geriatric trauma 
patients occurs with head trauma where an accurate assessment of neurologic function can be difficult in 
older trauma patients. Geriatric patients can sustain a significant intracranial injury and yet often initially 
manifest no neurologic deficits on examination. This is especially complicated by neurological comorbidities 
such as dementia or changes such as reduced sensation that are part of normal aging. In addition, history of 
anticoagulant use may be missed when patients and family do not know which medications they take. In 
view of these pre-existing comorbidities and resultant complications, geriatric trauma patients should be 
transported to centers with a higher geriatric volume who are more familiar with and equipped to handle such 
patients. Antiplatelet and anticoagulant use confers additional morbidity in trauma patients in the form of 
brain hemorrhages, especially patients over the age of 55. The current study demonstrates that these 
medications impose an added burden in the form of intracranial hemorrhage leading to neurosurgical 
intervention, additional hospital and ICU (intensive care unit) days, return visits following discharge, as well 
as in hospital death and death within three months. For this reason, a history of antiplatelet and 
anticoagulant use should be considered a significant risk factor in trauma patients who suffer head injury.II. 
Resident #7A. Resident statusResident #7, age [AGE], was admitted on [DATE]. According to the October 
2025 computerized physician orders (CPO), diagnoses included displaced intertrochanteric fracture of the 
right femur, type two diabetes, atrial fibrillation, muscle weakness, epilepsy and difficulty in walking. The 
6/18/25 minimum data set (MDS) assessment revealed Resident #7 had moderate cognitive impairment with 
a brief interview for mental status (BIMS) score of nine out of 15. The assessment further revealed Resident 
#7 was independent for most of her activities of daily living (ADL) and was independent with her transfers. B. 
Record reviewResident #7's fall care plan, initiated 2/6/25, documented she was at risk for falls related to her 
seizure disorder medication side effects. Pertinent interventions included encouraging the resident to 
participate in activities that promoted exercise and physical activity for strengthening and improved mobility 
(initiated 2/6/25), ensuring the resident was wearing appropriate footwear when ambulating or mobilizing in 
her wheelchair (initiated 2/6/25), following the facility fall protocol (initiated 2/6/25), reminding the resident to 
utilize her call light for assistance with transfers (initiated 3/17/25) and ensuring the resident's nightlight was 
on in the evening (initiated 7/25/25). The fall risk evaluation, dated 3/16/25, documented Resident #7 was a 
high fall risk. A review of Resident #7's electronic medical record (EMR) revealed the following progress 
notes:A nurse's note, dated 7/25/25 at 2:45 a.m., documented that Resident #7's roommate alerted the 
licensed practical nurse (LPN) that Resident #7 was on the floor. The note documented that Resident #7 was 
found on the floor, flat on her back across from her bed with urine underneath her and her wheelchair was 
across from the resident, next to the bed in the locked position. The note documented that Resident #7 told 
the nurse that she was trying to get to the bathroom and missed her wheelchair. The note documented that 
the nurse did a head-to-toe assessment and no injuries were found and no first aid was needed. The note 
documented that the nurse and certified nurse aide (CNA) assisted the resident back into bed. The note 
documented that the nurse notified the on-call person, physician and the resident's representative and 
neurological checks were started. -However, the note did not document that a RN completed an assessment 
or was consulted regarding the fall. A situation, background and recommendation (SBAR) summary note for 
providers, dated 7/25/25 at 2:45 a.m., documented that Resident #7 had a fall and that there were no 
changes noted. The note documented that Resident #7 was not on an anticoagulant medication.-However, 
Resident #7 was on anticoagulant medication (see below). -The note did not document that the resident was 
assessed for pain. Review of Resident #7's July 2025 medication administration record (MAR) revealed 
Resident #7 was taking Eliquis (anticoagulant medication) oral tablet 5 milligrams (mg) twice a day for atrial 
fibrillation. The resident was documented as receiving the medication on 7/25/25, 7/26/25, 7/27/25 and 
7/28/25. An interdisciplinary team (IDT) risk management note, dated 7/25/25 at 9:24 a.m., documented the 
incident on 7/25/25 as an unwitnessed fall and found the root cause to be that the resident was 
self-transferring in the dark. The note documented that there was no injury and the new intervention was to 
ensure a night light was on in the evening. An administration note, dated 7/25/25 at 10:07 a.m., documented 
Resident #7 was given tramadol (pain medication) for a headache and neck pain. An administration note, 
dated 7/25/25 at 1:49 p.m., documented Resident #7's incentive spirometer (a device to help measure deep 
breaths) was put on hold due to the resident's recent fall causing discomfort while performing incentive 
spirometer and acapella (a device that mobilizes lung secretions and helps clear airways). An administration 
note, dated 7/26/25 at 5:52 p.m., documented Resident #7 was given tramadol (pain medication) for neck 
pain.A fall follow-up nurse's note, dated 7/26/25 at 11:55 p.m., documented Resident #7 did not show any 
signs or symptoms of distress or shortness of breath. The note documented that there was no delayed onset 
of bruising or bleeding. It documented that Resident #7 did complain of pain of a 2 out of 10 in the back of 
her head. -There were no progress notes documented between 7/26/25 at 11:55 p.m. and 7/28/25 at 7:25 a.
m. to indicate the resident continued to be monitored for 72-hours following the resident's fall on 7/25/25. An 
administration note, dated 7/28/25 at 7:25 a.m., documented Resident #7 was given tramadol (pain 
medication) for pain.An alert note, dated 7/28/25 at 11:39 a.m., documented that Resident #7 continued to 
complain of a headache of 9 out of 10. The note documented that she was given as-needed tramadol and 
scheduled Tylenol which were not effective. The note documented that Resident #7 was feeling nauseous 
and was administered as-needed Zofran (anti-nausea medication). The note documented that a message 
was left for the physician and they were waiting for a response. A nurse's note, dated 7/28/25 at 12:02 p.m., 
documented a new physician's order was obtained to send Resident #7 to the emergency department for 
evaluation. A nurse's note, dated 7/28/25 at 12:35 p.m., documented that emergency medical services 
(EMS) arrived and Resident #7 was taken to the hospital. Review of Resident #7's July 2025 MAR revealed 
the resident received tramadol 50 mg one tablet every eight hours as needed as follows:-Administered on 
7/25/25 at 10:07 a.m. for a pain level of 6 out of 10;-Administered on 7/25/25 at 6:27 p.m. for a pain level of 6 
out of 10;-Administered on 7/26/25 at 8:09 a.m. for a pain level of 5 out of 10;-Administered on 7/26/25 at 
5:52 p.m. for a pain level of 7 out of 10; and,-Administered on 7/28/25 at 7:25 a.m. for a pain level of 3 out of 
10.Further review of the resident's July 2025 MAR revealed the resident received Tylenol Extra Strength 
tablets 500 mg, two tablets orally three times a day and the resident consistently reported a pain level of 0-5 
out of 10, with multiple documentations of a pain level of 0 out of 10.-However, following the resident's fall on 
7/25/25, Resident #7's pain levels for the administration of the scheduled Tylenol were consistently 
documented as a pain level of 3-6 out of 10, with only one administration documented for a pain level of 0 
out of 10. On 7/28/25, the 12:00 p.m. administration dose was documented as a pain level of 8 out of 10.
Review of Resident #7's neurological assessment evaluations following the 7/25/25 fall revealed the 
following: -The 7/26/25 at 7:30 a.m. neurological assessment was not completed;-The 7/26/25 at 11:30 a.m. 
neurological assessment was not completed; and,-There were no neurological assessments completed for 
more than 24 hours, between 7/27/25 at 3:30 a.m. and 7/28/25 at 11:30 a.m. (just prior to when the resident 
was transferred to the hospital for uncontrolled pain and nausea/vomiting).-The facility failed to consistently 
and appropriately monitor Resident #7 for a full 72 hours following the 7/25/25 fall where she hit her head.
The hospital note, dated 7/29/25, documented Resident #7 had a concern of left parietal headache and had 
an unwitnessed fall two days prior and was not brought to the emergency department for evaluation and was 
on Eliquis. The note documented the CT the resident had a very large 17 millimeter (mm) acute left 
frontotemporal subdural hemorrhage (blood that gathers between the brain and the brain's outermost 
protective layer) and a rightward midline shift (significant pressure inside the skull which pushes the brain off 
center) of 11 mm with narrowing of the right ambient cistern (cerebrospinal fluid-filled space to the right of the 
midbrain). III. Resident #5A. Resident statusResident #5, age [AGE], was admitted on [DATE]. According to 
the October 2025 CPO, diagnoses included cerebral atherosclerosis (hardening and narrowing of the 
arteries in the brain), dementia, muscle weakness, difficulty walking and cognitive communication deficit. The 
5/16/25 MDS assessment revealed Resident #5 had severe cognitive impairment with a BIMS score of zero 
out of 15. She needed supervision or touching assistance with most of her ADLs. She was independent with 
transfers and ambulating short distances. B. Record reviewResident #5's fall care plan, initiated 4/8/25, 
documented she was at risk for falls due to deconditioning, unawareness of safety needs and a right hip 
fracture. Pertinent interventions included anticipating and meeting the resident's needs (initiated 4/8/25), 
ensuring the resident was wearing appropriate footwear when ambulating or mobilizing in wheelchair 
(initiated 4/8/25), following facility fall protocol (initiated 4/8/25), reminding the resident to use walker when 
appropriate (initiated 4/8/25), using a night light in the room (initiated 4/8/25) and increasing rounding every 
shift every day to assist with toileting (initiated 5/27/25). The nursing fall risk evaluation, dated 4/8/25, 
documented that Resident #5 was a high fall risk. A review of Resident #5's EMR revealed the following 
progress notes: An alert note, dated 4/8/25 at 3:48 a.m., documented that staff alerted the LPN on duty that 
Resident #5 had fallen and was bleeding. The note documented she was laying on her right side beside her 
bed, she was wearing nonskid socks. She was found to have a two centimeter (cm) gash on her right 
forehead and a large skin tear on her right forearm. The note documented Resident #5 was very agitated 
and was trying to pick herself off the floor. The note documented that wound care was given and that the 
resident was assisted to a sitting position and then assisted to standing and ambulated to her bed and laid 
down. EMS was called and Resident #5 was taken to the hospital. -However, the note did not document that 
a RN completed an assessment or was consulted regarding the fall. An alert note, dated 4/8/25 at 5:35 a.m., 
documented that a report was called into the facility from the emergency department. The note documented 
Resident #5's imaging scans came back clear and stitches were put in Resident #5's forehead and her right 
arm was dressed. The note documented that Resident #5 returned to the facility at 5:05 a.m. and 
neurological checks were started. The IDT risk management note, dated 4/8/25 at 9:35 a.m., documented 
that Resident #5 had a fall early in the morning which resulted in a laceration to her right temporal lobe and a 
skin tear to her right forearm. The root cause was documented as her room being dark. New interventions 
were repositioning her bed in her room and providing a night light for the evening. IV. Staff interviewsRN #2 
was interviewed on 10/14/25 at 9:21 a.m. RN #2 said when a resident fell, a full assessment was completed, 
which included vital signs, skin assessment, range of motion (ROM) and assessment of altered mental 
status. She said if a resident was on blood thinners or if they hit their head, that was an automatic call to 
EMS. She said then EMS would come and assess the resident and determine if the resident should be taken 
to the emergency department. She said neurological checks were started right away and the nurse would 
call the director of nursing (DON), the resident's representative, the physician, and the manager on duty. She 
said the RN on duty would do the assessment. -However, there was no documentation to indicate a RN 
completed an assessment for Resident #7 or Resident #5 following their falls, or that EMS was called 
following Resident #7's fall, despite the resident being on a blood thinner (anticoagulant) medication.LPN #1 
was interviewed on 10/14/25 at 9:32 a.m. LPN #1 said when a resident fell, the RN on duty completed the 
assessment of the resident right away. She said the assessment was done while the resident was still on the 
floor. She said the assessment should happen before the resident was moved. She said if a resident was on 
blood thinners, then EMS was called. -However, there was no documentation to indicate a RN completed an 
assessment for Resident #7 or Resident #5 following their falls, or that EMS was called following Resident 
#7's fall, despite the resident being on a blood thinner (anticoagulant) medication.Certified nurse aide with 
medication authority (CNA-Med) #1 was interviewed on 10/14/25 at 9:35 a.m. CNA-Med #1 said she 
reported to the RN that was on duty. She said that if the RN on duty was busy, then she reported to the DON 
and then the nursing home administrator (NHA). She said if a resident fell, she would have the CNA sit with 
them and she would go find the RN. She said the RN would do the resident assessment. RN #2 was 
interviewed a second time on 10/14/25 at 9:47 a.m. RN #2 said a resident who had an unwitnessed fall with 
a head injury should never be moved before a RN assessed them. She said you never knew what kind of 
injury the resident could have. She said if there was anything in question, the facility would call EMS. RN #3 
was interviewed on 10/14/25 at 12:11 p.m. RN #3 said if a resident had a fall with a head injury, a RN should 
do the assessment. She said a LPN did not have the scope of practice to do an assessment and move a 
resident after they had fallen. The DON and the NHA were interviewed together on 10/14/25 at 1:08 p.m. 
The DON and the NHA said if a RN was not working at the time of a resident's fall, then the DON would do 
the resident assessment. The NHA said that at the time of Resident #7 and Resident #5's falls, there was not 
a RN in the building. The NHA and the DON were unable to find any documentation that a RN completed the 
fall assessments for either of the residents. The DON said that a RN should do an assessment on all falls 
and that if a resident who fell was on an anticoagulant medication, the nursing staff should call EMS. LPN #1 
was interviewed a second time on 10/14/25 at 1:33 p.m. LPN #1 reviewed the progress note she 
documented on 4/8/25 for Resident #5's fall. She said she was the nurse who assessed Resident #5 when 
she fell. She said the CNA had told her that Resident #5 had fallen. She said Resident #5 was bleeding and 
agitated and was crawling on her hands and knees and trying to get up. She said she and the CNA assisted 
her up because she was not going to stay on the floor. She said she was the nurse on duty at the time.
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