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

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, record review and review of the facility's policy titled Comprehensive Care Plans, the 
facility failed to follow the care plan interventions related to falls for one of four Residents (R) (R1) Actual 
harm occurred on 10/2/2025 when R1 who required two person assist with Activities of Daily Living (ADL) 
care rolled out of bed onto the floor during incontinent care that was being provided by one Certified Nursing 
Assistant (CNA). As a result of the fall, R1 sustained a distal fracture of left femur and a fracture of the lower 
end of the right tibia Findings include:A review of the facility's policy titled Comprehensive Care Plan dated 
6/2/2025 under Policy revealed, It is the policy of this facility to develop and implement a comprehensive 
person-centered care plan for each resident, consistent with resident rights, that include measurable 
objectives and timeframes to meet a resident's medical, nursing, and mental and psychosocial needs and 
ALL services that are identified in the resident's comprehensive assessment and meet professional 
standards of quality. Under the section titled Policy Explanation and Compliance Guidelines revealed, 3.(f) 
Resident specific interventions that reflect the resident's and preferences .A review of the electronic medical 
record (EMR) under the Medical Diag tab revealed R1 was admitted to the facility with a diagnosis that 
included but was not limited to, hemiplegia and hemiparesis following cerebral infarction affecting right 
dominant side, contracture to right and left knee, transient alteration of awareness, other seizures, cerebral 
infarction due to embolism of left posterior cerebral artery, alcohol dependence with withdrawal, other 
epilepsy, intractable, without status epilepticus, unspecified, memory deficit following cerebral infarction, 
anxiety disorder, unspecified dementia, with other behavioral disturbance. Further review of the list of 
diagnoses revealed, other fracture of lower end of left femur, subsequent encounter for closed fracture with 
routine healing was added on10/3/2025 and unspecified fracture of lower end of right tibia, subsequent 
encounter for closed fracture with routine healing was added on 10/6/2025.A review of the quarterly 
Minimum Data Set (MDS) assessment dated [DATE] for R1 under Section C (Cognitive Patterns) revealed a 
Brief Interview for Mental Status (BIMS) score indicated the resident was rarely/never understood; Section 
GG (Functional Abilities) revealed that R1 was dependent on staff for all activities of daily living (ADL) care 
and for chair/bed-to chair transfer that indicated assistance of two or more staff was required for the resident 
to complete the activity. A review of R1's care plan revealed, a focus that indicated Mr. [R1's Name] is at risk 
for Falls R/T(related to) CVA (cerebral vascular accidents) with right side weakness. Needs extensive 
assistance with bed mobility and transfers and has Seizure d/o (disorder) and altered mental status at times. 
Confusion and incontinent of bowel and bladder. He has h/o (history of) having delusions that he can walk, 
trying to scoot out of bed to get up. He has contracture of bilateral knees. Interventions included but not 
limited to: Two person assist with ADL care as needed.A review of R1's nurse's note dated 10/2/2025 at 7:15 
am revealed, Writer was alerted to resident's room by staff. Staff reported that during incontinent care, 
resident rolled out of bed onto the floor. Resident was assessed for injury with no visible injuries noted. 
Resident was two person assist with use of Hoyer lift off of the floor and back into the bed. Incontinent care 
was provided by staff. Director of Nursing (DON), Administrator, Nurse Practitioner (NP), and RP was 
notified. Will continue to observe.Interview on 10/30/2025 at 1:05 pm with the Corporate MDS nurse revealed 
that the nursing staff do not update the Care Plans for the residents. She stated that during the 
Interdisciplinary Team (IDT) meetings they talk about if there needs to be changes/updates to residents' care 
plans. She revealed that she was currently working to get all of the care plans corrected.Interview on 
10/30/2025 at 2:30 pm with the Administrator revealed that she expects staff to follow the residents' care 
plan when providing care. She also revealed that she expect the residents needs be reflected in the care 
plan interventions and for all staff to follow the care plan. [Cross Reference - F689]
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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 
observations, interviews, record review and review of the facility's policy titled Incident and Accidents, the 
facility failed to provide adequate supervision to prevent accidents for one of four residents (R) (R1) reviewed 
for falls. Actual harm occurred on 10/2/2025 when R1 who required two person assist with Activities of Daily 
Living (ADL) care rolled out of bed onto the floor during incontinent care that was being provided by one 
Certified Nursing Assistant (CNA). As a result of the fall, R1 sustained a distal fracture of left femur and a 
fracture of the lower end of the right tibia.Findings include:A review of the facility's policy titled Incidents and 
Accidents dated 4/1/2025 under Policy revealed, It is the policy of this facility for staff to utilize the Risk 
Management porta [sic] to report, investigate, and review any accidents or incidents that occur or allegedly 
occur, on facility property and may involve or allegedly involved a resident. Under the Compliance Guidelines 
section revealed, .6. In the event of an accident, immediate assistance will be provided or securement of the 
area will be initiated, unless it places one at risk of harm. A review of the electronic medical record (EMR) 
under the Medical Diag tab revealed R1 was admitted to the facility with a diagnosis that included but was 
not limited to, hemiplegia and hemiparesis following cerebral infarction affecting right dominant side, 
contracture to right and left knee, transient alteration of awareness, other seizures, cerebral infarction due to 
embolism of left posterior cerebral artery, alcohol dependence with withdrawal, other epilepsy, intractable, 
without status epilepticus, unspecified, memory deficit following cerebral infarction, anxiety disorder, 
unspecified dementia, with other behavioral disturbance. Further review of the list of diagnoses revealed, 
other fracture of lower end of left femur, subsequent encounter for closed fracture with routine healing was 
added on10/3/2025 and unspecified fracture of lower end of right tibia, subsequent encounter for closed 
fracture with routine healing was added on 10/6/2025.A review of the quarterly Minimum Data Set (MDS) 
assessment dated [DATE] for R1 under Section C (Cognitive Patterns) revealed a Brief Interview for Mental 
Status (BIMS) score indicated the resident was rarely/never understood; Section GG (Functional Abilities) 
revealed that R1 was dependent on staff for all activities of daily living (ADL) care and for chair/bed-to chair 
transfer that indicated assistance of two or more staff was required for the resident to complete the activity.A 
review of R1's undated care plan revealed, a focus that indicated Mr. [R1's Name] is at risk for Falls 
R/T(related to) CVA (cerebral vascular accidents) with right side weakness. Needs extensive assistance with 
bed mobility and transfers and has Seizure d/o (disorder) and altered mental status at times. Confusion and 
incontinent of bowel and bladder. He has h/o (history of) having delusions that he can walk, trying to scoot 
out of bed to get up. He has contracture of bilateral knees. Interventions included but not limited to: Two 
person assist with ADL care as needed.A review of R1's nurse's note dated 10/2/2025 at 7:15 am revealed, 
Writer was alerted to resident's room by staff. Staff reported that during incontinent care, resident rolled out 
of bed onto the floor. Resident was assessed for injury with no visible injuries noted. Resident was two 
person assist with use of Hoyer lift off of the floor and back into the bed. Incontinent care was provided by 
staff. Director of Nursing (DON), Administrator, Nurse Practitioner (NP), and RP was notified. Will continue to 
observe.A review of R1's progress note titled eINTERACT Situation, Background, Assessment, and 
Recommendation (SBAR) Summary for Providers dated 10/2/2025 at 7:38 am revealed Situation: The 
Change In Condition/s reported on this CIC Evaluation are/were: Fall at the time of evaluation 
resident/patient vital signs, weight and blood sugar were: - Blood Pressure: BP 138/78 - 10/2/2025 7:39 
Position: Lying left/arm - Pulse: P 83 - 10/2/2025 7:40 Pulse Type: Regular - RR: R 19 - 10/2/2025 7:40 - 
Temp: T 98.2 - 10/2/2025 7:40 Route: Forehead (non-contact) - Weight: W 201.2 lb (pound) - 9/5/2025 12:52 
Scale: Mechanical Lift - Pulse Oximetry: O2 97 % - 10/2/2025 7:41 Method: Room Air; Skin Status 
Evaluation: No changes observed - Pain Status Evaluation: Does the resident/patient have pain? No - 
Neurological Status Evaluation: No changes observed; Nursing observations, evaluation, and 
recommendations are: Primary Care Provider Feedback: Primary Care Provider responded with the following 
feedback: A. Recommendations: initiate neuro checks observe for any c/o (complaints of) pain or discomfort, 
B. New Testing Orders: C. New Intervention Orders:A review of R1's progress note dated 10/2/2025 6:45 pm 
revealed, a late entry that indicated Resident resting in bed throughout shift. Noted requesting bed 
repositioning several times after lunch to time of shift. Verbally denies pains, but voices overall being 
uncomfortable. Voices appreciation with repositioning and bed adjustment. No falls noted this shift. Will 
observe for any changes.A review of R1's progress note dated 10/2/2025 at 6:45 pm revealed, a late entry 
dated 10/3/2025 at 12:12 am that indicated, Writer alerted to resident's room by CNA staff during incontinent 
care. Resident noted to have discoloration to left thigh area and resident noted to have facial grimacing when 
being turned and repositioned in bed. new order placed with mobile images for x-ray of left hip and femur to 
be done later today. DON notified.A review of R1's progress note dated 10/3/2025 at 5:16 pm revealed, a 
Transfer to Hospital Summary Late Entry that indicated: The resident was sent out to TRMC (Name of 
Hospital) regarding left femur fracture evaluation per NP (4:08 pm) orders. The DON (4:05 pm), 
Administrator (4:11 pm), and NP (4:30 pm) were all notified. (Emergency Medical Services) EMS was called 
at 4:33 pm and arrived at 4:42 pm. Report to be called by floor nurse to TRMC ER (Emergency Room).A 
review of R1's progress note dated 10/3/2025 at 10:20 pm revealed, Resident return to facility. TRMC 
paperwork states consultation made with DR. (Name). TX (treatment) for distal left femur fx (fracture) is 
recommended as an immobilizer/splint to left knee/nonoperative tx. Staff to follow up with Dr. (Name) office 
on Monday for any further instructions or questions. Resident noted no new orders on ER D/C (discharge) 
paperwork. Resident resting in bed, bed in low position, verbally denies needs or concerns at this time.A 
review of R1's progress not dated 10/5/2025 at 7:15 pm revealed, Resident lying in bed resting at this time 
and no distress at this time. Extra strength 500 mg (milligram) given for left hip pain when repositioning. 
Resident right outer foot has noted redness, bruising and swelling. Notified (Name of NP) about ordering an 
in-house x-ray. Notified resident sister of this problem.A review of R1's progress note dated 10/5/2025 at 
8:34 pm revealed, Writer called and scheduled x-ray for right foot and ankle d/t (due to) swelling and 
discoloration post fall at this time. A review of R1's progress note dated 10/6/2025 at 8:53 am revealed, 
Mobile images present to do right foot/ankle x-ray. Resident cooperative with testing. Noted discomfort 
during x-rays. Standing order Tylenol 650 mg provided, tolerates well. Will observe for any changes.
Observations on 10/27/2025 at 1:15 pm, on 10/28/2025 at 10:15 am and on 10/29/2025 at 3:15 pm revealed, 
R1 lying in bed watching television and he did not appear to be in any discomfort. The bed was in a 
low-locked position.Interview on 10/27/2025 at 10:15 am with the Administrator confirmed that R1 was a two 
person assist with ADLs and transfers however, the Certified Nursing Assistant (CNA) went in by herself to 
provide ADL care for R1. The Administrator revealed that when the CNA rolled him on his side he continued 
to roll and rolled off the bed. Interview on 10/29/2025 at 11:28 am with CNA DD revealed that if a resident 
was one person or two persons assist with ADLs and transfers, she would check in Point Click Care (PCC). 
Interview on 10/29/2025 at 11:31 am with Licensed Practical Nurse (LPN) BB revealed that staff should 
communicate if there had been a change in the residents' condition from a one person to a two person assist 
during shift change. Interview on 10/29/2025 at 11:48 am with LPN CC revealed that he was able to look at 
the Minimum Data Set (MDS) in PCC to verify if a resident was a one person to two persons assist for ADL's. 
LPN CC also revealed that the CNA's documentation in Kardex indicated if the residents were one person or 
two persons assist.Interview on 10/30/2025 at 10:02 am with CNA FF revealed that there were three 
residents on South Hall B that were two person assist but since the incident occurred on 10/2/2025, it had 
been implemented that all residents receive two person assist with ADL's. CNA advised that it was also 
documented in PCC if a resident was two persons assist and changes in the residents' care were verbalized 
during shift change.Interview on 10/30/2025 at 12:42 pm with CNA EE revealed she participated in trainings 
provided by the facility in reference to transfers, hygiene, resident abuse and two persons assist. She 
revealed that since the recent fall incident with R1, it was revealed that the CNA that went in to provide R1 
with ADL care left something that she needed in the hall, then went to go get it, and left R1 and on his side 
and when she came back in the room he was on the floor. So since then, staff have been advised that all 
residents were to be two persons assisted with ADL's until further notice. Interview on 10/30/2025 at 2:30 pm 
with the Administrator revealed that she expects staff to follow the residents care plan when providing care.
[Cross Reference - F656]
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