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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policy and interviews for one (1) of three (3) sampled 
residents (Resident #1) who were at risk for falls, the facility failed to ensure the provider was notified 
immediately when there was swelling of the heft hip and increased pain after the resident experienced a fall 
two (2) days prior. The findings include:Resident #1's diagnoses included dementia without behavioral 
disturbances, muscle weakness, unsteadiness on feet, pain and repeated falls. The Fall Risk Evaluation 
dated 8/30/25 identified that Resident #1 was at risk for falls. The quarterly Minimum Data Set assessment 
dated [DATE] identified Resident #1 had a Brief Interview for Mental Status (BIMS) score of seven (7) out of 
fifteen (15) indicating Resident #1 did not make decisions regarding tasks of daily living and required 
supervision with bed mobility, transfers and ambulating. The Resident Care Plan dated 9/2/25 identified 
Resident #1 was a fall risk, had a history of frequent falls and fractures, arthritis to both knees and 
osteopenia (a loss of bone density) and was highly prone to fractures. Interventions directed two (2) quarter 
side-rails to be in the up position while in bed for mobility and a scoop mattress in place to the bed for 
improved boundary awareness. A physician's order dated 10/6/25 directed the assistance of one (1) staff for 
contact guard with gait-belt and rolling walker for transfers and ambulating. The nurse's Post Fall Evaluation 
dated 10/17/25 at 11:42 PM identified Resident #1 was observed self-ambulating stating he/she needed to 
use the bathroom after being toileted less than one (1) hour prior and when Resident #1 took a step 
backwards he/she lost his/her balance and fell, hitting his/her head on the bottom metal bedrail of the bed. 
The note reported Resident #1 was immediately assessed, Resident #1 had no loss of consciousness, 
neurological signs were within normal limits, vital signs were obtained, his/her blood pressure was slightly 
elevated, and Resident #1 was noted with a skin tear to the left wrist and a bump to the back of the head. 
The note did not identify that range of motion or rotation of the extremities were checked during the post-fall 
assessment but reported that the family and the provider were notified of the fall, Resident #1 was not 
transferred to the hospital, and no new orders were documented. Review of the nurse's notes from 10/17/25 
at 11:42 AM through 10/19/25 at 4:10 AM identified Resident #1 had no ill effects from the 10/17/25 fall. The 
nurse's note dated 10/19/25 at 4:10 AM identified Resident #1 was complaining of pain that was noted to be 
eight (8) out of ten (10) on the pain scale, edema and swelling were noted to the left hip and acetaminophen 
(a pain reliever) was administered with good effect. The note failed to reflect documentation a provider was 
notified of the edema and swelling. The Post Fall Evaluation dated 10/19/25 at 6:13 AM identified a physician 
(MD #1) was notified of the pain and swelling to Resident #1's left hip and they requested an order for an 
x-ray but failed to identify MD #1's response. The note did not indicate that the physician gave an order. The 
nurse's note dated 10/19/25 at 2:53 PM identified Resident #1 continued with pain, six (6) out of ten (10), to 
the left hip and swelling. The note indicated MD #1 was notified and a new order was obtained for a left hip 
x-ray to be completed in-house. The radiology report dated 10/19/25 identified Resident #1 had sustained an 
acute mildly displaced fractures (new bone fractures where the bone fragments are only slightly out of 
alignment) of the left superior (positioned above/towards the head end of the body) ischial ramus (the bottom 
of the pelvis that forms the lower and back part of the hip bone) and the left inferior (below/towards the feet) 
pubic ramus were seen. The Situation Background Assessment Recommendation note dated 10/20/25 at 
12:41 PM identified Resident #1 was on bedrest since the 10/17/25 fall due to pain with movement. The 
nurse's note dated 10/20/25 at 2:29 PM identified Resident #1 had increased pain since the 10/17/25 fall, the 
left arm and elbow had extensive bruising, the left foot was externally rotated, MD #1 and the family were 
notified and agreed to send Resident #1 to the shoreline clinic for further evaluation. The nurse's note dated 
10/20/25 at 10:00 PM identified Resident #1 returned to the facility with no new orders. Interview with the 
7PM-7AM charge nurse, Licensed Practical Nurse (LPN) #1, on 10/29/25 at 1:07 PM identified she worked 
on 10/18/25 into 10/19/25, and NA #4 notified her in the evening on 10/18/25 Resident #1 was complaining 
of increased pain, and she had difficulty turning Resident #1 and providing care. LPN #1 identified although 
she notified RN #3, who then assessed the left hip area, she did not document the findings until 10/19/25 at 
4:10 AM and did not notify the provider until around 6:00 AM. LPN #1 identified she did not call the provider 
instead she sent a text message and did not hear back prior to leaving the facility at 7:00 AM. LPN #1 
explained she notified RN #4 and requested he follow-up. LPN #1 identified RN #4 had not reported to her at 
7:00 PM shift change on 10/18/25 that Resident #1 had complained of or showed signs and symptoms of 
pain or regarding any swelling to the left hip. Interview with a 7AM-3PM nurse aide, Nurse Aide (NA) #3, on 
10/29/25 at 1:21 PM identified she worked the 7AM-7PM shift on 10/18/25 and cared for Resident #1. NA #3 
reported although she usually provides care and gets Resident #1 up out of bed for breakfast, on 10/18/25 
Resident #1 was sleeping, so she let him/her sleep. NA #3 identified when she went to provide care and get 
Resident #1 up prior to lunch, what usually took her fifteen (15) to twenty (20) minutes to complete, it took 
over an hour. NA #3 explained Resident #1 was trying to sit up when she was turning Resident #1 side to 
side, especially when placed on the left side and stated Resident #1 was wincing and was not redirectable. 
NA #3 identified Resident #1 was difficult to stand with the transfer out of bed and would not assist so she 
had to pick-up Resident #1 and place him/her in the chair. NA #3 stated when she attempted to feed 
Resident #1, Resident #1 would not eat, which was very unlike him/her and Resident #1 wanted to go back 
to bed. NA #3 identified she then notified the charge nurse, Registered Nurse (RN) #4, that Resident #1 
appeared to be in pain, had refused lunch and wanted to go back to bed, and she thought Resident #1's left 
leg was broken. Interview with RN #4 on 10/29/25 at 1:38 PM identified that he worked 7:00 AM to 7:00 PM 
on both 10/18/25 and 10/19/25 and NA #3 had notified him in the early afternoon on 10/18/25 Resident #1 
appeared to be in pain with care, did not want to eat and did not want to get out of bed, stating although that 
was abnormal for Resident #1, he did not assess Resident #1 or notify the provider and he should have. RN 
#4 indicated LPN #1 reported to him around 7:00 AM at shift change on 10/19/25 Resident #1 had 
complained of pain overnight, there was left hip edema and swelling and she had texted the provider and 
requested an x-ray. RN #4 identified he did not follow-up with the provider regarding LPN #1's text until MD 
#1 responded after 2:00 PM directing to obtain a left hip x-ray in-house. Interview with MD #1 on 10/29/25 at 
2:16 PM identified the facility first notified her of Resident #1's increased pain and swelling to the left hip at 
5:53 AM on 10/19/25 but reported she was at the hospital and did not respond to them with the order for the 
left hip x-ray until 2:30 PM. Interview with the Director of Nursing (DON) on 10/29/25 at 2:44 PM identified 
NA #3 should have notified RN #4 once she first realized Resident #1 had a change in condition and not 
continue with providing care. The DON explained RN #4 should have assessed Resident #1 and notified the 
provider when he was notified Resident #1 had a change in condition in the afternoon on 10/18/25. The DON 
identified she does not want providers notified overnight for non-urgent findings but a resident who has a 
change in condition, the provider should be notified when the change is identified, and there was no need for 
LPN #1 to wait until 6:00 AM to notify the provider. The DON explained once a provider was notified of a 
change, she expects the staff to follow up in twenty (20) to thirty (30) minutes if they do not receive a 
response from the provider. Review of the Change of Condition/Notification policy dated January 2012 
directed, in part, that communication with the physician is maintained among the health care professionals 
and the resident when changes in a resident's condition affect the current level of care to ensure the 
appropriate medical follow-up. The head nurse manager or team leader will assess the resident's condition 
as soon as it's practicable and notify the attending physician or advanced practice registered nurse, resident, 
and responsible party when the resident's physical, communicative or functional status changes 
unexpectedly, the resident is injured or if treatment is significantly altered. Monitoring will be put into place 
where deemed necessary. If nursing is unable to reach an attending physician, the long-term facility medical 
director or the physician on-call is to be notified.
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Ensure services provided by the nursing facility meet professional standards of quality.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility policy and interviews for one (1) of three (3) sampled residents (Resident #1) 
who had a fall, the facility failed to assess the resident when there was swelling of the heft hip and increased 
pain after the resident experienced a fall two (2) days prior. The findings include:Resident #1's diagnoses 
included dementia without behavioral disturbances, muscle weakness, unsteadiness on feet, pain and 
repeated falls. The Fall Risk Evaluation dated 8/30/25 identified that Resident #1 was at risk for falls. The 
quarterly Minimum Data Set assessment dated [DATE] identified Resident #1 had a Brief Interview for 
Mental Status (BIMS) score of seven (7) out of fifteen (15) indicating Resident #1 did not make decisions 
regarding tasks of daily living and required supervision with bed mobility, transfers and ambulating. The 
Resident Care Plan dated 9/2/25 identified Resident #1 was a fall risk, had a history of frequent falls and 
fractures, arthritis to both knees and osteopenia (a loss of bone density) and was highly prone to fractures. 
Interventions directed two (2) quarter side-rails to be in the up position while in bed for mobility and a scoop 
mattress in place to the bed for improved boundary awareness. A physician's order dated 10/6/25 directed 
the assistance of one (1) staff for contact guard with gait-belt and rolling walker for transfers and ambulating. 
The nurse's Post Fall Evaluation dated 10/17/25 at 11:42 PM identified Resident #1 was observed 
self-ambulating stating he/she needed to use the bathroom after being toileted less than one (1) hour prior 
and when Resident #1 took a step backwards he/she lost his/her balance and fell, hitting his/her head on the 
bottom metal bedrail of the bed. The note reported Resident #1 was immediately assessed, Resident #1 had 
no loss of consciousness, neurological signs were within normal limits, vital signs were obtained, his/her 
blood pressure was slightly elevated, and Resident #1 was noted with a skin tear to the left wrist and a bump 
to the back of the head. The note did not identify that range of motion or rotation of the extremities were 
checked during the post-fall assessment but reported that the family and the provider were notified of the fall, 
Resident #1 was not transferred to the hospital, and no new orders were documented. The nurse's note 
dated 10/19/25 at 4:10 AM identified Resident #1 was complaining of pain that was noted to be eight (8) out 
of ten (10) on the pain scale, edema and swelling were noted to the left hip and acetaminophen (a pain 
reliever) was administered with good effect. The note failed to reflect documentation an assessment of the 
left hip was conducted. The nurse's note dated 10/19/25 at 2:53 PM identified Resident #1 continued with 
pain, six (6) out of ten (10), to the left hip and swelling. The note indicated MD #1 was notified and a new 
order was obtained for a left hip x-ray to be completed in-house. The radiology report dated 10/19/25 
identified Resident #1 had sustained an acute mildly displaced fractures (new bone fractures where the bone 
fragments are only slightly out of alignment) of the left superior (positioned above/towards the head end of 
the body) ischial ramus (the bottom of the pelvis that forms the lower and back part of the hip bone) and the 
left inferior (below/towards the feet) pubic ramus were seen. The nurse's note dated 10/20/25 at 2:29 PM 
identified Resident #1 had increased pain since the 10/17/25 fall, the left arm and elbow had extensive 
bruising, the left foot was externally rotated, MD #1 and the family were notified and agreed to send Resident 
#1 to the shoreline clinic for further evaluation. The nurse's note dated 10/20/25 at 10:00 PM identified 
Resident #1 returned to the facility with no new orders. Interview with the 7PM-7AM charge nurse, Licensed 
Practical Nurse (LPN) #1, on 10/29/25 at 1:07 PM identified she worked on 10/18/25 into 10/19/25, and NA 
#4 notified her in the evening on 10/18/25 Resident #1 was complaining of increased pain, and she had 
difficulty turning Resident #1 and providing care. LPN #1 identified although she notified RN #3, who then 
assessed the left hip area, she did not document the findings until 10/19/25 at 4:10 AM and did not notify the 
provider until around 6:00 AM. LPN #1 identified she did not call the provider instead she sent a text 
message and did not hear back prior to leaving the facility at 7:00 AM. LPN #1 explained she notified RN #4 
and requested he follow-up. LPN #1 identified RN #4 had not reported to her at 7:00 PM shift change on 
10/18/25 that Resident #1 had complained of or showed signs and symptoms of pain or regarding any 
swelling to the left hip. Interview with a 7AM-3PM nurse aide, Nurse Aide (NA) #3, on 10/29/25 at 1:21 PM 
identified she worked the 7AM-7PM shift on 10/18/25 and cared for Resident #1. NA #3 reported although 
she usually provides care and gets Resident #1 up out of bed for breakfast, on 10/18/25 Resident #1 was 
sleeping, so she let him/her sleep. NA #3 identified when she went to provide care and get Resident #1 up 
prior to lunch, what usually took her fifteen (15) to twenty (20) minutes to complete, it took over an hour. NA 
#3 explained Resident #1 was trying to sit up when she was turning Resident #1 side to side, especially 
when placed on the left side and stated Resident #1 was wincing and was not redirectable. NA #3 identified 
Resident #1 was difficult to stand with the transfer out of bed and would not assist so she had to pick-up 
Resident #1 and place him/her in the chair. NA #3 stated when she attempted to feed Resident #1, Resident 
#1 would not eat, which was very unlike him/her and Resident #1 wanted to go back to bed. NA #3 identified 
she then notified the charge nurse, Registered Nurse (RN) #4, that Resident #1 appeared to be in pain, had 
refused lunch and wanted to go back to bed, and she thought Resident #1's left leg was broken. Interview 
with RN #4 on 10/29/25 at 1:38 PM identified that he worked 7:00 AM to 7:00 PM on both 10/18/25 and 
10/19/25 and NA #3 had notified him in the early afternoon on 10/18/25 Resident #1 appeared to be in pain 
with care, did not want to eat and did not want to get out of bed, stating although that was abnormal Resident 
#1, he did not assess Resident #1 or notify the provider and he should have. Interview with the Director of 
Nursing (DON) on 10/29/25 at 2:44 PM identified NA #3 should have notified RN #4 once she first realized 
Resident #1 had a change in condition and not continue with providing care. The DON explained RN #4 
should have assessed Resident #1 and notified the provider when he was notified Resident #1 had a change 
in condition in the afternoon on 10/18/25. Review of the Change of Condition/Notification policy dated 
January 2012 directed, in part, that the head nurse manager or team leader will assess the resident's 
condition as soon as it's practicable and notify the attending physician or advanced practice registered nurse, 
resident, and responsible party when the resident's physical, communicative or functional status changes 
unexpectedly, the resident is injured or if treatment is significantly altered. Monitoring will be put into place 
where deemed necessary.
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