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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47460

Residents Affected - Few Based on clinical record review, facility documentation review, facility policy review, and interviews for one of
three residents (Resident #2) reviewed for accidents, the facility failed to ensure care was provided in
accordance with the plan of care. The findings include:

Resident #2's diagnoses included cerebral infarction, and hemiplegia (weakness) of left nondominant side.
The admission MDS assessment dated [DATE] identified Resident #2 required extensive two (2) persons
physical assist for bed mobility/support.

Review of Physical Therapy evaluation note dated 5/4/2024 indicated that Resident #2 was instructed on
rolling side to side with max assist of two (2), noted Resident #2 listed towards the right side with noted left
hemiplegia neglect, attempted to sit at edge of bed with assist of two (2), and unable to sit fully upright at
edge of bed.

The Resident Care Plan (RCP) dated 5/6/2024 identified Resident #2 required assistance with ADLS.
Interventions directed assist of two (2) with ADLs as needed.

Physician's note dated 5/6/2024 indicated Resident #2 was oriented to person, place and time, had dense
left hemiplegia and could not feel his/her left side, weakness.

The nurse aide care card (Resident Summary) directed Resident #2 required the assist of two (2) at all
times.

Facility accident/incident report dated 5/8/2024 at 5:40 AM identified Resident #2 rolled out of bed onto floor
during AM care. The facility investigation identified Resident #2 required total assistance with care, and
Resident #2 stated he/she lost his/her grip on the bedrail during incontinent care. No injuries were identified.

Review of NA #1's written signed statement after the fall identified Resident #2 was holding onto the railing
when she provided care and Resident #2 let go of the bedrail and slipped onto the floor.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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F 0656 Review of nursing note dated 5/8/2024 (written by LPN #1) identified that while Resident #2 was provided
care, staff rolled Resident #2 onto his/her left side and Resident #2 tried to hold onto the bedrail. Resident #2

Level of Harm - Minimal harm or was too weak to hold onto the rail, let go of the rail and rolled out of bed onto the floor. The supervisor was

potential for actual harm notified at 5:40 AM, resident was assessed by supervisor, assisted back off floor with Hoyer lift, the family

and APRN were notified.
Residents Affected - Few
Interview, clinical record and facility documentation review with LPN #1 on 9/5/2024 at 12:31 PM identified
NA #1 was a float staff and had provided care to Resident #2 by herself prior to the fall out of bed on
5/8/2024 at 5:40 AM. LPN #1 further indicated that a resident with a stroke should have a two person assist
for care if the resident's care plan indicated two (2) person assist.

On 9/5/2024 at 1:59 PM interview, clinical record review and facility documentation review with the DNS
identified that Resident #2 could not use his/her left side, and that NA #1 should have had another staff
member with her to provide care, as the Resident Care Plan directed assist of two (2) staff. The DNS was
unable to explain why NA #1 did not have a second staff, and indicated that NA #1 was given a written
warning regarding not having a second person to assist when providing ADL care to the resident.

Interview, clinical record and facility documentation review with RN #2 on 9/9/2024 at 7:58 AM indicated that
on 5/8/2024 when Resident #2 fell /slipped out of bed. RN #2 stated she provided education to NA #1 that a
second NA was required for Resident #2's care and NA #1 needed to read the facility Resident Summary
(NA care card).

On 9/10/2024 at 12:51 PM interview, review of facility documentation with NA #1 identified she was aware
Resident #2 required two (2) staff for care, but she provided the care alone because the other NA working
was busy assisting another resident. NA #1 stated she was changing Resident #2 while Resident #2 was
holding onto the railing, and then let go. Resident #2 slipped to the floor, and stated she could not hold
Resident #2 to prevent the fall. NA #2 stated she had read the resident's care card and she should have had
another staff with her to provide the care.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm or

potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47460

Residents Affected - Few Based on clinical record review, facility documentation review, facility policy review, and interviews for one of

three residents (Resident #2) reviewed for accidents, the facility failed to ensure resident care was provided
in accordance with the plan of care to prevent a fall. The findings include:

Resident #2's diagnoses included cerebral infarction, and hemiplegia (weakness) of left nondominant side.
The admission MDS assessment dated [DATE] identified Resident #2 required extensive two (2) persons
physical assist for bed mobility/support.

Review of Physical Therapy evaluation note dated 5/4/2024 indicated that Resident #2 was instructed on
rolling side to side with max assist of two (2), noted Resident #2 listed towards the right side with noted left
hemiplegia neglect, attempted to sit at edge of bed with assist of two (2), and unable to sit fully upright at
edge of bed.

The Resident Care Plan (RCP) dated 5/6/2024 identified Resident #2 required assistance with ADLS.
Interventions directed assist of two (2) with ADLs as needed.

Physician's note dated 5/6/2024 indicated Resident #2 was oriented to person, place and time, had dense
left hemiplegia and could not feel his/her left side, weakness.

The nurse aide care card (Resident Summary) directed Resident #2 required the assist of two (2) at all
times.

Facility accident/incident report dated 5/8/2024 at 5:40 AM identified Resident #2 rolled out of bed onto floor
during AM care. The facility investigation identified Resident #2 required total assistance with care, and
Resident #2 stated he/she lost his/her grip on the bedrail during incontinent care. No injuries were identified.

Review of NA #1's written signed statement after the fall identified Resident #2 was holding onto the railing
when she provided care and Resident #2 let go of the bedrail and slipped onto the floor.

Review of nursing note dated 5/8/2024 (written by LPN #1) identified that while Resident #2 was provided
care, staff rolled Resident #2 onto his/her left side and Resident #2 tried to hold onto the bedrail. Resident #2
was too weak to hold onto the rail, let go of the rail and rolled out of bed onto the floor. The supervisor was
notified at 5:40 AM, resident was assessed by supervisor, assisted back off floor with Hoyer lift, the family
and APRN were notified.

Interview, clinical record and facility documentation review with LPN #1 on 9/5/2024 at 12:31 PM identified
NA #1 was a float staff and had provided care to Resident #2 by herself prior to the fall out of bed on
5/8/2024 at 5:40 AM. LPN #1 further indicated that a resident with a stroke should have a two person assist
for care if the resident's care plan indicated two (2) person assist.
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F 0689 On 9/5/2024 at 1:59 PM interview, clinical record review and facility documentation review with the DNS
identified that Resident #2 could not use his/her left side, and that NA #1 should have had another staff

Level of Harm - Minimal harm or member with her to provide care to prevent the fall. The DNS was unable to explain why NA #1 did not have

potential for actual harm a second staff, and indicated that NA #1 was given a written warning regarding not having a second person

to assist when providing ADL care to the resident.
Residents Affected - Few
Interview, clinical record and facility documentation review with RN #2 on 9/9/2024 at 7:58 AM indicated that
on 5/8/2024 when Resident #2 fell /slipped out of bed. RN #2 stated she provided education to NA #1 that a
second NA was required for Resident #2's care and NA #1 needed to read the facility Resident Summary
(NA care card).

On 9/10/2024 at 12:51 PM interview, review of facility documentation with NA #1 identified she was aware
Resident #2 required two (2) staff for care, but she provided the care alone because the other NA working
was busy assisting another resident. NA #1 stated she was changing Resident #2 while Resident #2 was
holding onto the railing, and then let go. Resident #2 slipped to the floor, and stated she could not hold
Resident #2 to prevent the fall. NA #2 stated she had read the resident's care card and she should have had
another staff with her to provide the care to prevent the fall.
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