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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide care timely incontinence care. This 
applies to 4 of 6 residents (R1, R2, R3, R4) reviewed for incontinence care in the sample of 11. The findings 
include: 1. R1's EMR (Electronic Medical Record) showed R1 was admitted to the facility on [DATE], with 
multiple diagnoses including unspecified dementia, aphasia, dysphagia with gastrostomy tube status, and 
conversion disorder with seizures or convulsions.R1's MDS (Minimum Data Set) dated April 29, 2025, 
showed R1 was severely cognitively impaired and required assistance with ADLs including dependent on 
staff assistance for bathing, dressing, grooming, toileting, bed mobility, and transfer and was always 
incontinent of bowel and bladder.R1's incontinence care plan initiated on October 10, 2022, showed to 
provide R1 with incontinence care every 2 hours or more often as needed.On August 11, 2025, at 4:32 PM, 
R1 was provided incontinence care by V8 (CNA) and V9 (CNA). R1 had a disposable brief with a thick pad 
inside the brief that was saturated through the thick pad to the brief. V8 stated the brief was very wet and 
was unsure when R1 had been previously changed. As of August 12, 2025, at 5:00 PM, V2 was unable to 
provide documentation of R1's incontinence care provided for the month of August 2025. R1's task 
documentation for the past 14 days in the EMR showed no data found. 2.R2's EMR showed R2 was 
admitted to the facility on [DATE], with multiple diagnoses including chronic respiratory failure with 
Hypercapnia, diabetes type 2, fusion of the spine, chronic pain syndrome, chronic pain syndrome, opioid 
dependence, anxiety disorder, and dependent personality disorder. R2's MDS dated [DATE], showed R2 
was cognitively intact and required assistance with ADLs including set up assistance with eating, supervision 
with oral hygiene, rolling side to side in bed and upper body dressing, and substantial assistance with 
bathing, and personal hygiene and dependent on staff for toilet hygiene and putting on/taking off footwear 
and was always incontinent of bladder and bowel.On August 11, 2025, at 3:54 PM, R2 stated the previous 
day he had not been provided incontinence care from 3:00 PM until 10:08 PM. R2's room is under 
continuous video monitoring. V2 (Director of Nursing) and surveyor viewed the video surveillance for August 
10, 2025, between 3:00 PM and 10:08 PM that R2 provided. The video showed staff did not provide 
incontinence care until 10:08 PM.As of August 12, 2025, at 5:00 PM, V2 was unable to provide 
documentation of R2's incontinence care provided for the month of August 2025. R2's task documentation 
for bladder incontinence for the past 14 days showed no data found. 3. R3's EMR showed R3 was admitted 
to the facility on [DATE], with multiple diagnoses including chronic obstructive pulmonary disease, congestive 
heart failure, type 2 diabetes, spinal stenosis of the lumbar area and anxiety disorder. R3's MDS dated 
[DATE], showed R3 was severely cognitively impaired and required assistance with ADLs including 
supervision with eating, oral hygiene, upper body dressing and rolling side to side, partial assistance with 
bathing, personal hygiene, and lower body dressing and dependent on staff for toileting, and was always 
incontinent of bowel and bladder. R3's care plan for incontinence, initiated on November 29, 2022, showed 
intervention to check R3 for incontinence every 2 hours and as needed.On August 12, 2025, at 1:33 PM, V14 
(CNA) provided incontinence care to R3. V14 and R3 both stated R3 had last been changed around 10:30 
AM that morning. V14 opened R3's brief, which was wet and visibly soiled with urine. As of August 12, 2025, 
at 5:00 PM, V2 was unable to provide documentation of R3's incontinence care provided for the month of 
August 2025. R3's task documentation for bladder incontinence for the past 14 days showed no data found. 
4. R4's EMR showed R4 was admitted to the facility on [DATE], with multiple diagnoses including chronic 
obstructive pulmonary disease, hemiplegia and hemiparesis following cerebral infarction affecting the left non 
dominant side, morbid obesity due to excess calories, and anxiety disorder unspecified. R4's MDS dated 
[DATE], showed R4 was severely cognitively impaired and required assistance with ADL care including set 
up assistance for eating, supervision for oral hygiene, partial assistance with personal hygiene, substantial 
assistance with upper body dressing, dependent on staff for toileting, bathing, lower body dressing, and bed 
mobility. On August 12, 2025, at 1:53 PM, R4 was provided incontinence care by V13 (CNA) and V14 (CNA). 
R4 requested verbally to be provided with 2 briefs because she stated she doesn't like to lay in wetness. V13 
provided 2 briefs for R4 and explained that is R4's preference because she doesn't like to have her bed 
linens getting wet and having to be changed. As of August 12, 2025, at 5:00 PM, V2 was unable to provide 
documentation of R4's incontinence care provided for the month of August 2025. R4's task documentation 
for bladder incontinence for the past 14 days showed no data found. On August 12, 2025, at 11:48 AM, V12 
(LPN, 11-7 shift) stated there is no documentation to show the incontinence care is provided to the residents. 
V12 stated as the night nurse she is focused on administering her medications and treatments to her 48 
assigned residents and hopes the 2 staff CNA assigned to the unit are providing the care to the residents.On 
August 12, 2025, at 2:14 PM, V2 (Director of Nursing) stated residents should be changed every 2-3 hours or 
as needed. The facility policy titled Perineal Care, dated August 2008, showed .Documentation: The 
following information should be documented in the resident's medical record .1.The date and time the 
perineal care was given, 2. The name and title of the individual giving the perineal care.6. If the resident 
refused the procedure, the reason why and the intervention taken.7. Th signature and title of the person 
recording the data.Reporting 1. Notify the supervisor if the resident refuses the perineal care or of any 
abnormalities.
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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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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide a safe environment and implement care plan 
interventions to prevent a fall that resulted in injury.This applies to 1 of 3 residents (R12) reviewed for falls in 
the sample of 14.This failure resulted in R12, experienced a fall that resulted in a right hip fracture and 
required hospitalization.The findings include:R12's EMR (Electronic Medical Record) showed R12 was 
admitted to the facility on [DATE], with multiple diagnoses including dementia, unspecified combined chronic 
diastolic and systolic congestive heart failure, history of falling and chronic kidney disease. R12 was 
transferred to the hospital on August 12, 2025.R12's MDS (Minimum Data Set) dated July 14, 2025, showed 
R12 was severely cognitively impaired, and needed assistance with ADLs including supervision with eating, 
partial assistance with oral hygiene and upper body dressing, substantial assistance with lower body 
dressing, bathing, bed mobility and transfer and dependent on staff for toileting. R12's fall prevention care 
plan, intervention added on February 14, 2025, showed R12 was at risk for falls and staff to get resident up 
early in the morning when awake and keep by the nurse's station. R12's fall care plan had an additional 
intervention added on May 21, 2025, that showed when observed awake keep her engaged in the common 
area until ready to go back to bed. On August 14, 2025, at 4:48 PM, V2 (DON) stated the intervention in 
February 2025, was added to R12's fall care plan as a result of a fall with no injury. V2 explained R12 liked to 
be active and move around and when she is awake it is best to keep her in an area where staff can see her. 
V2 explained R12 had experienced a fall in May 2025 that had resulted in a fracture wrist and the 
intervention was added that when R12 was observed awake to keep R12 engaged in the common area until 
ready to go to bed. V2 stated the post fall assessment was not done due to V17 (RN) had not started it at the 
time of the fall. The incident report dated August 12, 2025, at 5:25 AM, showed R12 was lying on the floor 
next to her bed and complaining of right hip pain and R12 stated she had hit her head. The report showed 
V16 (CNA) summoned V17 (RN) to report that R12 was lying on the floor. On August 14, 2025, at 4:36 PM, 
V17 stated she was the nurse assigned to R12 during the 11:00 PM, August 11, 2025, through 7:00AM on 
August 12, 2025, shift. V17 stated she was passing medications in the hallway around 5:25 AM, when V16 
summoned her to R12's room because R12 was lying on the floor. V17 stated she assessed R12 and found 
she was complaining of right hip pain and R12 stated she had hit her head. V17 stated she called 911, the 
physician, and the family to notify them of the fall and R12's complaint of pain. V17 stated R12 went to the 
hospital via ambulance at 5:50 AM. V17 stated she saw a mat in use at the time of R12's fall.On August 15, 
12:37 PM, V16 was interviewed by phone. V16 stated on August 11, 2025, at 11:15 PM on her first rounds, 
she found R12 sitting on a thick mat that was sitting next to the bed, the height of the mat was almost equal 
to the height of the bed. V16 stated she assisted R12 who was awake and alert, back into bed. V16 stated 
she then took the thick mat and propped it up, adjacent to the right side of the bed and the left side of the 
bed was against the heating unit which was attached to the wall with the window. V16 stated she had boxed 
R12 into the bed so she wouldn't get up and fall. V16 stated the next time she observed R12 was around 
2:15-2:20 AM, and R12 was awake but was not moving around and the mat was still in place propped up 
against the right side of the bed. V16 stated she started her next rounds around 4:20 AM but started the 
rounds on the opposite end of the hall from where R12's room was. V16 stated she reached R12's room 
around 5:25 AM, on August 12, 2025, and found R12 lying on the floor on her right side in a fetal position 
with her head at the foot of the bed. V16 stated the propped-up mat was still in place and stated R12 must 
have crawled or scooted out of the end of the bed over the footboard and then fell on the floor. V16 stated 
she works on all the units in the facility. V16 stated she was not sure of what R12's care plan interventions to 
prevent falls were. V16 stated no facility staff had interviewed her as of yet as to how R12 had fallen.On 
August 15, 2025, at 4:12 PM, V2 stated she had not spoken to V16 regarding the cause of R12's fall and V2 
stated she was unsure if the restorative nurse had spoken to V16.R12's Xray report from the hospital dated 
August 12, 2025, showed R12 sustained a mildly comminuted displaced right femoral intertrochanteric 
fracture, a right hip fracture.V11 (R12's Physician) stated on August 15, 2025, at 3:53 PM, that R12 having 
barriers on both sides of the bed would be an unsafe situation, especially due to R12 being cognitively 
impaired. V11 stated the likely cause of R12's hip fracture was the fall that occurred on August 12, 2025.The 
facility's policy titled Evaluating Falls and Their Causes, dated August 2008, showed, General Guidelines .5. 
Residents must be evaluated for potential causes of falls immediately. 6.Environmental issues must also be 
addressed immediately. Steps in the Procedure.3. Identifying Causes of a fall or fall Risk a. Within 24 hours 
of fall, the nursing staff will begin to try to identify possible or likely causes of the incident.b. Staff will 
evaluate the chain of events or circumstances proceeding a recent fall including.3. The activity the resident 
was engaged in. 6. whether the resident was responding to an urge to void. 7. Whether there were 
environmental factors involved (e.g. slippery floor, poor lighting, furniture, or objects in the way.c. The staff 
will continue to collect and evaluate information until they either identify a cause of falling or determine the 
cause cannot be found .

44145420

11/20/2025


