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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm 49492
or potential for actual harm
Based on interview and record review, the facility failed to assess a resident before transferring to a
Residents Affected - Few wheelchair following a fall. This failure affects one (R3) of four residents reviewed for falls in the sample list
of four. This past non-compliance occurred from 5/27/24 to 5/28/24.

Findings include:

The facility's Accidents & Incidents policy with initiated date of July 01, 2023 documents in section 2.
Assisting Accident/Incident Victims: A. Render immediate assistance. DO NOT move the victim until he/she
has been examined for possible injuries. B. If assistance is needed, summon help. If you cannot leave the
victim, ask someone to report to the nurses station that help is needed, or if possible, use the call system
located in the resident's room to summon help.

R3's Minimum Data Set completed on 05/10/2024 documents a Brief Interview for Mental Status score of 14
indicating R3 is Cognitively Intact.

R3's Care Plan dated 4/30/24 states R3 is at risk for falls and injuries related to Metabolic Encephalopathy,
Hypertension, Coronary Artery Disease and Multiple Sclerosis.

R3's Progress Note dated 5/27/2024 at 06:05 AM by V3, Licensed Practical Nurse, documents a Certified
Nurses Aide (CNA) brought R3 to the nurses station in a wheelchair and stated the resident had fallen and
was found crawling on floor and the resident was complaining of right hip pain. The Progress Note
documents the resident was taken to her room and placed in bed and was unable to straighten her right leg
or bend her knee. The Note documents the resident stated the pain was 10 out of 10 on a one to 10 scale
and the resident was grimacing when the writer touched the right hip. The Note documents the Assistant
Director of Nurses, the resident's Power of Attorney, and the Physician were notified and the resident was
sent to the emergency room for evaluation.

R3's Fall Investigation dated 5/27/24 at 2:42 PM documents R3 sustained a fractured right hip and was
discharged to the hospital. The Fall Investigation documents a CNA saw R3 crawling on R3's hands and
knees. V5's (CNA) Investigation Statement documents R3 did not hurt and V5 asked V4, CNA to help V5 get
R3 up. V4's Investigation Statement documents that V5 and V4 used a sheet in a sling type fashion and
transferred R3 to a wheelchair. V4's statement documents that R3's fall was not witnessed. The Fall
Investigation documents V4 stayed with the resident while the nurse was notified of the fall.

(continued on next page)
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F 0684 On 6/5/24 at 2:16 PM V3 stated V5 brought R3 to the nurses station in a wheelchair. V3 stated V5 told V3
that R3 had an unwitnessed fall and V5/V4 transferred R3 to the wheelchair using a bed sheet as a sling. V3

Level of Harm - Minimal harm or stated R3 was complaining of right hip pain. V3 stated R3 was returned to the bed for assessment. V3 stated

potential for actual harm V5 and V4 transferred R3 from the floor to the wheelchair using a bed sheet as a sling before V3 was notified

of the fall and could assess R3 for injury.
Residents Affected - Few
On 6/6/24 at 11:37 AM, V1 Administrator and V2 Director of Nursing, agreed that R3's Progress Note dated
5/27/2024 at 06:05 AM states the resident was transferred from the floor to a wheelchair by nursing staff
without first being assessed by a nurse. V1 and V2 stated the resident should not have been transferred off
the floor, that a nurse should have been alerted to R3 being on the floor from an unwitnessed fall and a
nurse should have assessed R3 before transferring R3 to a wheelchair.

Prior to the survey date of 6/6/24, the facility took the following actions to correct the non compliance.

1. On 5/28/24 all staff were in-serviced on the fall policy. Specifically when a resident falls, the resident is not
to be moved for any reason until a nurse assesses the resident. An employee must stay with the resident
until the nurse arrives. At that point the nurse will decide if the resident is to be moved and how to assist the
resident.

2. On 5/28/24 an Ad Hoc QAPI (Quality Assurance Performance Improvement) plan was put into place.
Medical record audits were started. An audit tool dated 5/27/24 to 6/03/24 was provided. The audit tool
states the Director of Nursing or designee will monitor three residents for falls including: Care Plans,
assessments, pain review, interventions, and transfer assessments. This will be completed weekly for 4
weeks, with week one being completed at this time.

3. Chart Audits dated 5/27/24 were completed for fall risk, transfer status, care plan review, interventions and
pain assessments.
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