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F 0657

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

Based on observation, interview, and record review the facility failed to update a care plan to accurately 
include transfer/walking status and assistive devices for one of four residents (R2) reviewed for falls in the 
sample list of four. Findings include:On 10/14/25 at 12:33 PM R2 was lying in bed with her wheeled walker at 
the bedside. R2 stated R2 fell in the bathroom a few weeks ago by herself with no initial injuries, but the next 
day R2 was hurting really bad and found to have broken her tailbone. R2 stated now R2 has to use a 
wheeled walker and has been receiving therapy. R2 stated R2 transfers and walks independently without 
any staff assistance. R2's 9/22/25 Minimum Data Set (MDS) documents R2 as cognitively intact and R2 
transfers/walks with staff supervision or touch assistance. R2's active care plan includes a problem dated as 
revised 7/26/24, which documents R2 needs staff supervision and/or assistance with activities of daily living 
and R2 does not use any assistive devices for walking. This care plan includes interventions dated 6/26/25 
which document R2 walks independently without a device and needs set-up assist x1 for transfers. On 
10/15/25 at 11:39 AM V8 (Licensed Practical Nurse/LPN) stated R2 transfers/walks independently without 
staff assistance. V8 confirmed R2 uses a wheeled walker for transfers/walking which was not updated as 
part of R2's current care plan. V8 stated V8 was unsure when R2 started using the walker and the therapy 
staff would be able to provide that information. On 10/15/25 at 12:20 PM V3 (LPN/MDS Coordinator) stated 
R2 does not need setup assistance for transfers/walking, R2 is independent and only needs supervision from 
staff in passing. V3 confirmed R2's care plan does not accurately reflect R2's current transfer/ambulation 
status. V3 stated R2's care plan should document R2's transfer/walking status as independent with 
supervision, and not setup assist of one. On 10/15/25 at 12:23 PM V10 (Certified Occupational Therapy 
Assistant) stated R2 started using the wheeled walker on 7/31/25.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview, and record review the facility failed to develop and implement interventions 
to address behaviors to prevent a reoccurring injury following a fall that resulted in a partial finger amputation 
(R1). The facility also failed to supervise, implement fall interventions, and thoroughly investigate a fall (R3) 
for two of four residents (R1, R3) reviewed for falls in the sample list of four. This failure resulted in R3 
experiencing an unwitnessed fall and coccyx fracture. Findings include:1.) R3's 6/13/25 Minimum Data Set 
(MDS) documents R3 has moderate cognitive impairment and requires staff supervision/touch assistance for 
chair/bed transfers and walking at least 10 feet. R3's 9/9/25 MDS documents R3 has moderate cognitive 
impairment, had one fall with injury and one fall with major injury since the last review, and R3 requires 
supervision/touch assistance for transfers and partial/moderate assistance for walking.R3's active Care Plan 
documents the following: R3 has impaired cognition, short term memory loss, intellectual disability, dementia, 
disorganized schizophrenia, and psychotic disorder with delusions resulting in repetitive 
verbalizations/questions and memory loss related issues. R3 requires supervision or touching assistance for 
transfers. R3 has risk factors including impaired mobility/balance, impaired gait, mental illness, impulsive 
behaviors, extrapyramidal and movement disorder, a history of falls, and R3 requires monitoring and 
intervention to reduce the potential for self-injury. Interventions for 15-minute checks for safety and 
positioning was initiated on 9/10/24, a sign to call before getting up was placed in R3's bathroom initiated on 
5/22/24, and a note was placed in resident's room that states to call for help before getting up initiated on 
3/7/24. R3's unwitnessed fall report dated 7/18/25 at 11:00 AM, recorded by V4 (Licensed Practical 
Nurse/LPN), documents V4 was in the dining room passing medications during lunch, as V4 walked to the 
nurse's station R4 (R3's roommate) told V4 that R3 was saying help. V4 immediately went into R3's room 
and found R3 sitting on her bottom on the floor with her knees pulled up towards her. R3's shirt was inside 
out over R3's head, covering R3's face. This report documents injuries post incident as a coccyx fracture. 
The facility's investigative file for R3's fall, did not include documentation of when R3 was last checked on by 
staff, who last observed R3 or what R3 was doing when last observed prior to the fall. There is no 
documentation in this file that R3's 15-minute checks were implemented or if there were reminder signs 
posted in R3's room when R3 fell. The facility's initial report to the state surveying agency dated 7/18/25 
documents R3 sustained a fall on 7/18/25 at 11:00AM that resulted in a hairline fracture of the pelvis and an 
investigation was initiated. The facility's final report of R3's injury, dated 7/22/25, documents R3's fall as 
noted above and R3 was sent to the hospital where a computed tomography (CT) found R3 had a subtle 
nondisplaced fracture involving the right upper coccyx segment. The root cause of the fall was R3 standing 
up in her room putting her shirt on when R3 lost balance and fell. The post fall intervention was to provide R3 
with clothes that are easier to put on such as button up or with zippers. This report documents R3 will remain 
on 15-minute visuals and staff are to provide assistance when R3 is observed changing clothes. R3's CT of 
pelvis dated 7/18/25 documents reason for exam as fall with pelvic pain, findings indicate probably mild 
osteopenia and concern for hairline nondisplaced fracture involving the right aspect of the upper coccyx 
level. R3's Progress Note dated 9/22/25, recorded by V14 (Physician) documents Coccyx fracture secondary 
to fall 7/18/25.On 10/14/25 at 12:46 PM R3 was sitting in a wheelchair in the hallway outside of R3's room. 
R3 was unable to give any details regarding her falls and stated, I don't remember. R3 stated R3 does not 
need staff assistance for activities of daily living and R3 walks by herself. On 10/15/25 at 9:33 AM there were 
no signs posted in R3's room or bathroom to remind R3 to call for assistance before getting up. On 10/15/25 
at 9:42 AM V4 (LPN) confirmed R3's unwitnessed fall on 7/18/25 and V4 found R3 sitting on the floor on her 
bottom in front of her closet. V4 stated R3 requires standby assistance from staff for transfers/walking. V4 
entered R3's room/bathroom and confirmed there were no signs posted to remind R3 to call for assistance 
and there should be signs posted. V4 stated the signs must not have moved with R3 when R3 changed 
rooms. V4 stated R3 is noncompliant with calling for assistance and R3 will get up and walk around and 
needs reminders to sit down and to ask for assistance. V4 stated R3 uses the call light often. At 12:00 PM V4 
stated R3 had not had a room change in a very long time. V4 stated V4 was unsure when R3 was last 
checked on by staff or who had last seen R3 prior to her fall on 7/18/25. V4 confirmed R3 has an intervention 
for 15-minute checks which was an intervention prior to this fall. V4 stated 15-minute checks are documented 
on a paper form and that is not something the nurses document as part of the fall investigations. V4 stated 
V4 did not recall seeing the call reminder signs posted in R3's room the day R3 fell, and this is not something 
that V4 would have documented. On 10/15/25 at 10:51 AM V8 (LPN) stated V8 put reminder signs in R3's 
room on the bathroom door, the wall near the television and the wall near R3's dresser and R3 must have 
removed the signs. At 11:15 AM V8 stated V8 does the fall investigations and for R3's fall investigation V8 
interviewed V4 (LPN), V15 and V16 (Certified Nursing Assistants/CNAs), who didn't see R3's fall. V8 
confirmed prior interventions for 15-minute checks and signs should have been in place when R3 fell on 
7/18/25. At 12:00 PM V8 verified all documentation regarding R3's 7/18/25 fall investigation was provided. 
V8 confirmed V8 did not know when R3 was last observed, who last observed R3 and R3's activity prior to 
R3's fall. V8 confirmed there was no documentation of this information in R3's fall investigation. V8 stated 
15-minute checks are documented on paper form and V8 will look for the form for 7/18/25. At 12:50 PM V8 
stated medical records staff were looking for R3's 7/18/25 15-minute check form. On 10/15/25 at 1:57 PM 
V14 (R3's Physician) stated V14 started seeing R3 as of 7/28/25 and R3 had a fall on 7/18/25 that resulted in 
a coccyx fracture, based on R3's progress notes. V14 stated R3's osteopenia puts R3 at risk for breaking 
any bones, and if R3 fell and landed on R3's buttocks it would be more likely to fracture R3's coccyx due to 
osteopenia. V14 confirmed R3 has poor recall ability. V14 stated fall prevention interventions for R3 should 
include reminder signs to call for assistance and a room close to the nurse's station to keep a close eye on 
her (R3). V14 confirmed R3 needs close supervision with frequent visual checks due to R3's impulsiveness 
and poor memory. V14 stated it is hard to say if the signs and visual checks would have 100% prevented 
R3's fall, but with the checks staff might have been able to lower R3 to the floor. On 10/15/25 at 3:26 PM V2 
(Director of Nursing) stated V2 is still searching for R3's 15-minute check forms and had not found any 
documentation for 7/18/25. At 3:43 PM V2 stated V2 had not located R3's 15-minute check form for 7/18/25. 
2.) On 10/14/25 at 12:15 PM R1 was sitting on the bed in his room. R1's left middle finger was red/swollen 
with a dark scab on the fingertip and missing the distal joint (end joint/tip). R1 was asked what caused R1's 
finger injury. R1 stated R1 fell at home and was unable to provide any additional details. R1 then put one of 
his fingers into his nose. The facility's final report dated 10/6/25, completed by V8 (LPN), documents R1's 
diagnoses include schizophrenia, anxiety disorder, extrapyramidal and movement disorder in diseases 
classified elsewhere, and unsteadiness on feet; and R1 has severe cognitive impairment. This report 
documents on 9/29/25 R1 had a witnessed fall in the [NAME] unit director's (V3) office. R1 had his finger in 
his mouth at the time of the fall which caused severe damage to the left third fingertip that required an almost 
complete surgical amputation of the fingertip on 9/30/25. R1's Operative Note dated 10/1/25 documents R1 
sustained an almost complete traumatic amputation of the left fingertip of the middle finger, apparently due to 
biting his finger when he fell. X-rays showed a severely comminuted and markedly displaced fracture of the 
left distal phalanx of the left finger. The amputation was almost complete with a small bridge of tissue 
remaining that did not contain any vessel that could sustain reconstruction. R1 also had cognitive challenges 
and level of unawareness and a known history of removing dressings, therefore trying to do an open 
reduction internal fixation and leaving pins in place would be detrimental to the function of R1's hand. The 
decision was made to proceed with amputation of R1's finger at the level of the distal interphalangeal joint. 
The facility's investigative file for R1's 9/29/25 fall and injury did not include documentation that interventions 
were developed and implemented to address R1's behaviors of having R1's fingers in R1's mouth. R1's 
active care plan includes R1's fall on 9/19/25 and R1's fingertip injury, but does not include a problem, goals, 
and interventions to address R1's behaviors of having R1's fingers in R1's nose or mouth and to prevent 
further injuries to R1's fingers. On 10/14/25 at 10:25 AM V3 (LPN/MDS Coordinator) stated on 9/29/25 
around 4-4:30 PM R1 was sitting on a folding chair in V3's office, R1 stood from the chair, lost his balance, 
then fell backwards into the chair and down the wall sliding to the floor onto his bottom. V3 stated R1 held up 
his left hand after the fall, R1's left middle fingertip was just hanging, and R1 must have bit it off when R1 fell. 
V3 stated V3 believed R1's unsteadiness caused the fall. V3 stated R1 having R1's finger in R1's mouth 
made the fall a lot worse and the next day R1 had to have the rest of his fingertip amputated by an 
orthopedic surgeon. V3 stated R1 had no prior history of finger injuries. At 1:45 PM V3 confirmed R1 has a 
long history of putting R1's fingers in his mouth. V3 was asked about interventions and care planning for this 
behavior. V3 stated staff just tell R1 to keep his fingers out of his mouth. V3 confirmed this should be care 
planned. V3 stated V3 will update R1's care plan to include this behavior and interventions. On 10/14/25 at 
1:55 PM V4 (LPN) stated R1 always has his fingers in his mouth, nose, or pants. V4 was asked what 
interventions are used to address these behaviors. V4 stated we just try to tell (R1) to stop. V4 was unsure 
what new interventions were implemented following R1's fall and injury on 9/29/25. On 10/14/25 at 2:52 PM 
V6 (LPN) stated on 9/29/25 V6 was called to V3's office following R1's fall. V6 stated V6 found R1 sitting on 
the floor with a straight line cut across R1's finger and fingernail. V6 stated R1 must have had his finger in his 
mouth when R1 fell causing the injury. V6 stated it is common for R1 to have R1's fingers in his mouth, nose, 
or pants. V6 was asked about interventions to address this behavior. V6 stated staff frequently tell R1 to stop 
putting his fingers in his mouth and R1 will comply. V6 was unsure what new interventions were added after 
R1's fall injury. V6 stated V3 provided some fidget toys to keep R1's hands busy, but this was just initiated 
today. On 10/15/25 at 11:39 AM V8 (LPN) confirmed V8 completed the investigation of R1's 9/29/25 fall and 
injury. V8 stated R1 has a long history of putting R1's hands in his mouth despite staff reminding him not to 
do that. V8 stated I don't know what we could have put in place to prevent (R1) from injuring his finger like 
that or to prevent it from happening again. V8 confirmed interventions were not developed/implemented to 
address R1's history of putting his fingers in his mouth and to prevent any additional injuries. The facility's 
Accident and Incidents - Investigating and Reporting policy dated July 2017, documents the nurse supervisor 
or charge nurse will initiate and document an investigation of the accident or incident. This policy documents 
that the report of incident/accident form should include the circumstances surrounding the incident, corrective 
actions taken, follow-up information, and any other pertinent information as necessary or required.
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