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

Level of Harm - Minimal harm (continued on next page)
or potential for actual harm

Residents Affected - Few
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F 0684 Based on record review and interview, the facility failed to document a fall and start neurological
assessments in a timely manner for 1 of 3 residents reviewed for quality of care. (Resident C)Findings

Level of Harm - Minimal harm or include:The clinical record for Resident C was reviewed on 07/22/25 at 9:55 A.M. A Quarterly Minimum Data

potential for actual harm Set (MDS) assessment, dated 05/21/25, indicated the resident was severely cognitively impaired. The
resident's diagnoses included, but were not limited to, stroke, heart failure, hypertension, dementia, anxiety,

Residents Affected - Few and depression. The resident used a walker for mobility and required partial to moderate staff assistance for

Activities of Daily Living (ADLs). During an interview, on 07/23/25 at 10:53 A.M., the Director of Nursing
(DON) indicated she was made aware Resident C had a fall through a text message from RN 2 on 06/09/25
at 11:12 P.M. RN 2 sent a second text message on 06/09/25 at 11:47 P.M. that the resident was having hip
pain. She sent a text back advising RN 2 to make the Nurse Practitioner (NP) aware. RN 2 sent a third text
message on 06/10/25 at 7:19 A.M., that the NP wanted the resident to have an x-ray of her left hip. The x-ray
report indicated the resident had a left hip fracture. RN 2 did not complete a risk management for the
unwitnessed fall; she had completed the form the next day. During an interview, on 07/23/25 at 11:12 A.M.,
Certified Nurse Aide (CNA) 3, indicated on 06/09/25 she started her shift at 10:00 P.M. Shortly after she
arrived on the unit, she heard a loud thud. She went to Resident C's room and saw she had fallen. She went
to the nurse's station and alerted RN 2 that the resident was on the floor. He went to the resident's room,
checked her vital signs, and assisted the resident back to bed. A few minutes later the resident turned her
call light on and complained of pain. CNA 3 told RN 2 and he went to the resident's room, checked her vital
signs, and indicated to her the resident was fine. Around midnight the resident turned her call light on again
and complained of pain and said she wanted to go to the local hospital. CNA 3 said she informed RN 2 who
went to the medication cart and took something to the resident. The resident slept for the rest of her shift.
During an interview, on 07/23/2025 at 11:37 A.M., Licensed Practical Nurse (LPN) 4 indicated when a
resident had a fall, she would complete a head-to-toe assessment, check vital signs, range of motion of arms
and legs, and if everything checked out fine, she would assist them back to bed or a chair. She would notify
the DON, NP, and the resident's representative to alert them of the fall. The NP would either be called or
sent a text message for them to call back. Any new orders from the NP were given verbally to the nurse. A
risk management fall assessment should be completed in the resident's clinical record and neurological
(neuros) assessment were completed on paper. Neurological assessments were completed at the time of the
fall, every 15 minutes for the first hour, every 30 minutes for the next two hours, every four hours for five
times, and every eight hours for six times. A progress note should also be documented about the fall. An
unwitnessed fall assessment form was completed by the DON on 06/09/25 at 11:20 P.M.A Neuro
Assessment form was started for Resident C on 06/10/25. The first set of neuros were completed and
documented at 12:30 A.M. A current facility policy titled Fall Management, was provided by the DON on
7/23/25 at 11:20 A.M., with a date of 08/01/2023 , indicated .Post Fall 1. Any resident experiencing a fall will
be assessed immediately by the charge nurse for possible injuries and necessary treatment will be provided.
6. The nurse will document the fall, resident and nurse statement, MD/family notification, pain assessment,
potential root cause of fall, and immediate intervention.This citation relates to complaint 1294215.3.1-37(a)
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