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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Let each resident or the resident's legal representative access or purchase copies of all the resident's 
records.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interviews, the facility failed to ensure a copy of medical records were provided 
timely for one (#1) of two residents out of seven sample residents.Specifically, the facility failed to ensure 
medical records were provided timely upon request to Resident #1's representative.Findings include:I. 
Facility policy and procedure The Release of Information policy, revised November 2009, was provided by 
the clinical regional director on 9/10/25 at 3:21 p.m. The policy read in pertinent part, The resident may 
initiate a request to release such information contained in his or her records and charts to anyone he or she 
wishes. Such requests will be honored only upon the receipt of a written, signed, and dated request from the 
resident or representative. A resident may obtain photocopies of his or her records by providing the facility 
with at least a 48 hour advance notice of such request. II. Resident representative interviewResident #1's 
representative was interviewed on 9/10/25 at 2:09 p.m. The representative said she requested Resident #1's 
medical records from the facility but had never received them after multiple requests. She said she signed 
the authorization for release form on 7/11/25 and provided the form to the nursing home administrator (NHA). 
She said she later received a call from the social service director (SSD) that Resident #1's medical records 
were ready, but the file was very large and she needed to know how the representative wanted it to be sent 
to her. The resident's representative said she called the facility and spoke to the business office manager 
(BOM). She said she asked for Resident #1's last two months of physician's orders and labs to be emailed to 
her. The resident's representative said she called the facility again on 8/5/25 and told the SSD that she still 
had not received the records and wanted them emailed to her. III. Record reviewThe authorization for 
release of protected health information (PHI) form for Resident #1 was provided by the medical records 
director on 9/10/25 at 1:20 p.m. The PHI authorization release form for Resident #1 identified that a request 
for the resident's medical records was signed on 7/11/25. The form did not identify when the representative 
received the medical records or when the medical records were sent to the representative. -Review of 
Resident #1's electronic medical record (EMR) identified that the spelling of the resident representative's 
name in her email address was spelled incorrectly on the contact list. IV. Staff interviewsThe medical records 
director was interviewed on 9/10/25 at 12:20 p.m. The medical records director said when a resident or their 
representative requested medical records, they needed to submit an authorization for release form for the 
medical records. The medical records director said the facility had 30 days to gather the medical records and 
send them to the requester. She said Resident #1's medical records were requested by his representative on 
7/11/25. The medical records director said she had the resident's medical records ready on 7/17/25. The 
medical records director said she did not know in what format the representative wanted the files to be sent 
to her so the SSD followed up with Resident #1's representative. The SSD was interviewed on 9/10/25 at 
2:51 p.m. The SSD said she emailed the requested medical records to Resident #1's representative on 
7/21/25. She said she used the email address on the resident's EMR contact list.-However, the resident 
representative's name was misspelled in the email address listed on the resident's EMR contact list (see 
record review above). The NHA and the BOM were interviewed together on 9/10/25 at 3:05 p.m. The NHA 
compared the email address she had for Resident #1's representative with the email address on the 
resident's EMR contact list and said the representative's email address was documented incorrectly on the 
contact list. She said it was facility's error and she would make sure Resident #1's received all requested 
medical records to the appropriate email address. The BOM said she would update Resident #1's EMR 
contact list with the representative's correct email address. The NHA said she would make sure that any new 
resident/resident representative contact information would be provided to the facility in writing and then 
added to the resident's EMR. The NHA was interviewed again on 9/10/25 at 3:25 p.m. The NHA said the 
facility tried to send medical record requests within 48 hours, excluding holidays and weekends, but believed 
the facility had 30 days to send the medical records. The NHA reviewed the medical record policy and said 
the facility should have provided the medical records to Resident #1's representative within 48 hours. She 
said to help with the timeliness of medical records requests, she would educate the medical records director 
on the appropriate timeline. She said the facility would conduct an audit of all of the residents' EMR contacts 
to ensure the facility had accurate records for the contact information for residents' representatives. The 
medical records director was interviewed again on 9/11/25 at 10:34 p.m. The medical records director said 
the NHA informed her that the facility's policy stated the facility should provide medical record requests to the 
resident's representative within 48 hours after the receipt of the PHI authorization release form. The medical 
records director said a medical record assistant was recently hired. She said the additional staff member 
would ensure someone from medical records was at the facility five days a week and provide timeliness of 
record requests. V. Facility follow upThe NHA was interviewed a third time on 9/10/25 at 3:09 p.m. She said 
she sent Resident #1's representative the requested medical records to the correct email address on 
9/10/25. Review of the email sent by the NHA identified that the email was sent to the resident's 
representative on 9/10/25 at 3:07 p.m.
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Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure care plans were revised and appropriate for three 
(#1 and #3) of four residents reviewed for comprehensive care plans out of seven sample residents.
Specifically, the facility failed to:-Ensure Resident #1's fall care plan was revised to include new interventions 
if needed to assist in the prevention of falls for 11 out the resident's 13 falls between 1/17/25 and 6/27/25; 
and,-Ensure Resident #3's care plan was revised to include new interventions if needed after the resident fell 
on 7/27/25.Findings include:I. Facility policy and procedure The Falls-Clinical Protocol policy, revised March 
2018, was provided by the nursing home administrator (NHA) on 9/10/25 at 8:01 p.m. via email. According to 
the fall policy, the staff and the physician would identify pertinent interventions to try to prevent falls and to 
address the risks of clinical significant consequences of the falls. The policy identified the staff would try 
various relevant interventions based on the assessment of the nature of the fall until the falls were reduced, 
stopped or a reason for the fall continuation. The policy documented the staff would continue to monitor and 
document the individual's response to the interventions intended to reduce the falls or the consequence of 
falls.The Care Plans, Comprehensive Person-Centered policy, revised March 2022, was provided by the 
NHA on 9/11/25 at 3:21 p.m. The policy read in pertinent part, A comprehensive, person-centered care plan 
that includes measurable objectives and timetables to meet the resident's physical, psychosocial and 
functional needs is developed and implemented for each resident. The interdisciplinary team (IDT), in 
conjunction with the resident and his/her family or legal representative, develops and implements a 
comprehensive person-centered care plan for each resident. The care plan interventions are derived from a 
thorough analysis of the information gathered as part of the comprehensive assessment. When possible, 
interventions address the underlying sources of the problem areas, not just symptoms or triggers. 
Assessments of residents are ongoing and care plans are revised as information about the resident and the 
resident's condition changes. The IDT reviews and updates the care plan when there has been a significant 
change in the resident's condition; when the desired outcome is not met; when the resident has been 
re-admitted facility from a hospital stay; and, at least quarterly in conjunction with required quarterly minimum 
data set (MDS) assessments.II. Resident #1A. Resident statusResident #1, age greater than 65, was 
admitted on [DATE] and discharged to the hospital on 6/27/25. According to the June 2025 computerized 
physician orders (CPO), diagnoses included adult failure to thrive, unspecified dementia, severe with mood 
disturbance, generalized muscle weakness, difficulty in walking, unsteadiness on feet, other abnormalities of 
gait and mobility, need for assistance with personal care, repeated falls, and reduced mobility.The 6/15/25 
MDS assessment documented the resident had severe cognitive impairment with a brief interview for mental 
status (BIMS) score of three out of 15. The MDS assessment documented Resident #1 used a wheelchair for 
mobility, required substantial staff assistance to sit to stand and partial to moderate staff assistance to 
transfer to and from a bed/chair/wheelchair. The MDS assessment revealed the resident had had two or 
more falls that included injury since his admission. According to the MDS assessment, the resident had a 
history of wandering but his wandering did not put him at risk to be in a dangerous place. B. Resident 
representative interviewResident #1's representative was interviewed on 9/10/25 at 2:08 p.m. The 
representative said that Resident #1 had multiple falls at the facility and was sent to the hospital after his last 
fall on 6/27/25. C. Record reviewThe fall care plan, initiated 7/26/23, revised 7/3/25 (after the resident 
transferred to hospital on 6/27/25 and discharged from the facility) identified Resident #1 was at risk for falls 
related to cognition, dementia, poor safety awareness and weakness. The intervention, initiated 3/21/25, 
directed staff to place bed cane to my bed to assist with self positioning and independence. The intervention, 
initiated 3/27/25, directed staff to place grip tape on the bathroom floor. The Kardex report (a tool utilized to 
provide staff with instructions for resident care) documented the resident had had falls with injury. -The 
Kardex did not include interventions to help prevent additional falls. A nursing falls documentation form, 
dated 1/17/25, documented that Resident #1 experienced an unwitnessed fall at 4:15 p.m. The form 
documented Resident #1 fell out of his wheelchair on his way to the dining room on 1/17/25. The resident 
sustained small abrasions/scratches to both of his knees. The 1/7/25 wound evaluation note documented 
Resident #1 had scattered abrasions on his knees and above his right eyebrow. A nursing falls 
documentation form, dated 1/17/25, documented that Resident #1 experienced an unwitnessed fall at 7:00 p.
m. The form documented Resident #1 wandered into another resident's room, became confused and fell to 
the floor. According to the form, the resident stated he was looking for his room when he fell. The resident 
sustained an abrasion to his left palm.-The facility failed to update or revise the fall plan of care with new 
interventions as needed after Resident #1 experienced the resident's two unwitnessed falls on 1/17/25 (see 
care plan above).A nursing falls documentation form, dated 2/12/25, documented that Resident #1 
experienced an unwitnessed fall at 4:38 p.m. The form documented Resident #1 was heard yelling from his 
room. He was discovered on the floor after attempting to self-transfer from his wheelchair to his bed without 
injury. -The facility failed to update or revise the fall plan of care with new interventions as needed after 
Resident #1 experienced the unwitnessed fall on 2/12/25 (see care plan above).A nursing falls 
documentation form, dated 2/17/25, documented that Resident #1 experienced an unwitnessed fall at 11:15 
a.m. The form documented Resident #1 was discovered sitting on the floor besides his wheel chair on 
2/17/25. The resident sustained a small skin tear on his resident's right elbow.-The facility failed to update or 
revise the fall plan of care with new interventions as needed after Resident #1 experienced the unwitnessed 
fall on 2/17/25 (see care plan above).A nursing falls documentation form, dated 3/15/25, documented that 
Resident #1 experienced an unwitnessed fall at 11:30 a.m. The form documented Resident #1 was 
discovered on the floor in the dining room with his dining table chair in front of him and his wheelchair behind 
him. The resident did not sustain an injury related to the fall. According to the form, the nurse educated the 
resident to notify staff when he wanted to be transferred.-The facility failed to update or revise the fall plan of 
care with new interventions as needed after Resident #1 experienced an witnessed fall on 3/15/25 (see care 
plan above).A nursing falls documentation form, dated 3/21/25, documented that Resident #1 experienced 
an unwitnessed fall. The form documented Resident #1 fell when he attempted to transfer himself to a chair 
near the nurses' station without injury.The 3/21/25 fall occurrence note documented the fall occurred on 
3/21/25 at 5:30 p.m. The facility updated the resident's care plan with a new intervention (see care plan 
above).A nursing falls documentation form, dated 3/25/25, documented that Resident #1 experienced a staff 
assisted fall at 7:25 p.m. The form documented Resident #1 fell during a staff assisted transfer from the toilet 
to his wheelchair. The resident sustained an abrasion on his right forearm measuring 2 centimeters (cm) by 1.
5 cm. The facility updated the resident's care plan with a new intervention on 3/27/25 (see care plan above).
A nursing falls documentation form, dated 4/16/25, documented that Resident #1 experienced an 
unwitnessed fall at 6:00 p.m. The form documented staff was looking for Resident #1 who was discovered 
outside on the ground after wandering outside to the patio. The resident sustained a bruise to his right knee. 
According to the form, the resident wanted to wander most of the time and would attempt to stand by himself 
resulting in a loss in balance.-The facility failed to update or revise the fall plan of care with new interventions 
as needed after Resident #1 experienced an unwitnessed fall on 4/16/25 (see care plan above).A nursing 
falls documentation form, dated 4/22/25, documented that Resident #1 experienced a witnessed fall at 3:15 p.
m. The form documented Resident #1 was attempting to stand up from the edge of a recliner. A certified 
nurse aide (CNA) assisted the resident to the floor. The resident sustained a scratch/abrasion to his back.
-The facility failed to update or revise the fall plan of care with new interventions as needed after Resident #1 
experienced the witnessed fall on 4/22/25 (see care plan above).A nursing falls documentation form, dated 
4/22/25, documented that Resident #1 experienced a second fall, unwitnessed, on 4/22/25 at 6:00 p.m. The 
form revealed Resident #1 was discovered on the floor in another resident's room after the staff was looking 
for him during the start of the shift. The form identified he sustained a skin tear on his right wrist measuring 5 
cm by 1.5 cm.-The facility failed to update or revise the fall plan of care with new interventions as needed 
after Resident #1 experienced an unwitnessed fall (his second fall on that date) on 4/22/25 (see care plan 
above).A nursing falls documentation form, dated 5/6/25, documented that Resident #1 experienced an 
unwitnessed fall at 8:30 a.m. The form documented Resident #1 was discovered on the floor of the hallway, 
gripping the chair railing with his left arm while his wheelchair was positioned behind him. He did not sustain 
an injury as a result of the fall. -The facility failed to update or revise the fall plan of care with new 
interventions as needed after Resident #1 experienced an unwitnessed fall on 5/6/25 (see care plan above).
A nursing falls documentation form, dated 5/30/25, documented that Resident #1 experienced an 
unwitnessed fall at 12:40 p.m. The form documented Resident #1's fall was recorded on the facility's security 
camera. According to the form, the resident was in the dining room when he stood up from his wheelchair 
and moved the dining chair closer to him. He attempted to sit down but missed the dining chair and fell 
backwards against the table without injury. -The facility failed to update or revise the fall plan of care with 
new interventions as needed after Resident #1 experienced the unwitnessed fall on 5/30/25 (see care plan 
above).A 5/31/25 fall occurrence note documented that Resident #1 experienced a witnessed fall at 11:00 p.
m. The note documented Resident #1 fell when staff was attempting to transfer the resident from his 
wheelchair to the toilet when he became weak and fell on his coccyx with his back against the wall. He did 
not sustain injuries as a result of his fall.-The facility failed to update or revise the fall plan of care with new 
interventions as needed after Resident #1 experienced a staff assisted fall on 5/31/25 (see care plan above).
A nursing falls documentation form, dated 6/27/25, documented that Resident #1 experienced an 
unwitnessed fall at 5:30 p.m. The form revealed he was discovered on the floor at the end of the bed, in 
another resident's room, after attempting to transfer himself to the bed. The form documented there was 
blood observed in the bathroom and on the door of the bathroom. He had a small open area to the back of 
his head and skin tears to both of his elbows. The form identified Resident #1 was transferred to the hospital 
for evaluation and treatment. III. Resident #3A. Resident statusResident #3, age greater than 65, was 
admitted on [DATE] and readmitted on [DATE]. According to the September 2025 CPO, diagnoses included 
a history of falling, adult failure to thrive, generalized muscle weakness, difficulty with walking, unsteadiness 
on feet, other abnormalities of the gait and mobility, need for assistance with personal care, unspecified 
dementia mild with other behavioral disturbance and displaced fracture of upper end of left humerus, 
subsequent encounter for fracture with routine healing. The 6/19/25 MDS assessment documented the 
resident had severe cognitive impairment with a BIMS score of three out of 15. The MDS assessment 
indicated Resident #3 had inattention and disoriented thinking. The MDS assessment identified she used a 
wheelchair for mobility and required substantial staff assistance transfer from surface to surface.According to 
the MDS assessment, the resident had a history of falls.B. Record reviewThe fall care plan, initiated 2/15/23, 
identified Resident #3 was at risk for falls related to bladder and/or bowel incontinence, decreased strength 
and endurance and need for assistance with her activities of daily living (ADL). Interventions, dated 2/15/23, 
directed staff to place her bed against the wall in the lowest position, keep her food/fluids/call light and other 
needed items within reach and educate the resident how to use her call light and reminders of use. The 
intervention dated 11/12/24 documented Resident #3's room was moved closer to the nurses' station.The 
intervention, dated 3/8/25, directed staff to provide the resident with non-skid footwear. The intervention, 
dated 3/21/25, identified Resident #3 had a bed cane (assistive device) to help her with independence and 
self positioning. The interventions, dated 6/18/25, directed staff to make sure her oxygen tank had oxygen in 
the tank and that the oxygen tank was turned on and offer her ice water. -The facility failed to update or 
revise the fall plan of care with new interventions as needed after Resident #1 experienced an unwitnessed 
fall on 7/27/25 (see progress note below).The 7/27/25 fall occurrence note documented Resident #3 was 
found on the floor on 7/27/25 at 8:45 a.m. in front of her wheelchair, in the doorway of her room.The 7/27/25 
health status note documented there were no injuries related to the 7/27/25 fall.The 7/28/25 IDT meeting 
note documented Resident #3 was working with therapies on safety awareness, education for the need to 
ask for assistance and visual cues to call for assistance. IV. Staff interviewsThe NHA and the director of 
nursing (DON) were interviewed together on 9/10/25 at 5:36 p.m. The NHA said after a resident fell, the fall 
was discussed in the next morning meeting and in the at-risk meeting. The NHA said the facility conducted a 
fall investigation, to include checking if the room was safe, looking for any potential fall hazards and making 
any needed changes. The DON said the IDT reviewed the resident's past fall history and looked for any 
trends and patterns. She said the only pattern that was identified for Resident #1 was that he usually fell 
because he was self transferring himself. The NHA and the DON reviewed Resident #1's falls and fall care 
plan and said many of the resident's fall recommendations were not added to the care plan or the Kardex. 
The NHA said the care plan was a staff directive and the Kardex was a communication guide for the CNAs. 
CNA #1 was interviewed on 9/11/25 at 9:11 a.m. CNA #1 said she would find out from other staff members 
what a resident's fall interventions were.CNA #2 was interviewed on 9/11/25 at 9:14 a.m. She said she would 
ask the nurse what the residents' fall precautions were. Licensed practical nurse (LPN) #1 was interviewed 
on 9/11/25 at 9:25 p.m. LPN #1 said she was newer to the facility and would read the residents' care plans to 
let her CNAs know what the residents' fall interventions were. The NHA was interviewed a second time, 
along with the clinical regional director on 9/11/25 at 9:53 a.m. The clinical regional director said there were 
no care planned interventions added to the care plan after Resident #3 fell on 7/27/25. The NHA said there 
was a sign in the resident's room reminding her to ask for assistance, but the intervention should have been 
to the care plan.The social services director (SSD) was interviewed on 9/11/25 at 10:19 p.m. The SSD said 
she was a CNA and would frequently pick up shifts as a CNA. She said she would look at a resident's care 
plan to know what the resident's fall interventions were. The clinical regional director was interviewed a 
second time on 9/11/25 at 10:25 p.m. The clinical regional director said CNAs had access to a resident's 
Kardex. She said the Kardex would include a resident's fall interventions but the interventions would be 
generated from the fall care plan. The minimum data set (MDS) coordinator was interviewed on 9/11/25 at 
9:40 a.m. The MDS coordinator said she was new to her position but was currently taking on the role of 
updating residents' care plans. She said when she initially created care plans, she would figure out what the 
residents' needs and preferences were. She said the care plan was updated quarterly, upon changes of 
condition or any time the resident's needs would change. She said she was continuing to try to learn the 
facility's care plan process and trying to personalize each resident's care plan. She said care plans should be 
updated to continue to meet the resident's needs. The MDS coordinator said she had started a facility-wide 
care plan audit to make sure that residents' care plans were updated and included all appropriate 
interventions. She said she had not had the opportunity to complete the audit and make the needed 
changes/interventions. She said the IDT reviewed the residents' falls during the morning meeting and her 
goal was to then add new fall prevention interventions to the care plans right away if the interventions could 
be immediately implemented. The MDS coordinator said it was important to make sure interventions were on 
the care plan so the personal-centered interventions could be transferred to the Kardex. She said the care 
plan was a form of communication so staff knew the personalized steps to take care of each resident. The 
NHA and the DON were interviewed again together on 9/11/25 at 11:25 a.m. The NHA said moving forward, 
she would make sure the IDT would stay in the at-risk meeting until all the newly identified fall interventions 
were updated on the care plans. The DON said if some of the interventions required permission from the 
residents' representatives, they would update the care plan with the interventions as soon as the facility 
obtained the needed permission. The NHA said the facility had started a Kardex training today (9/11/25) to 
ensure all the CNAs were familiar with how to access the residents' Kardex and identify the fall prevention 
interventions for residents at risk for falling.
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