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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.
Level of Harm - Minimal harm 48383

or potential for actual harm
Based on record review and interview, the facility failed to complete adequate fall follow up related to missing
Residents Affected - Few neurological assessments for 1 of 3 residents reviewed for falls. (Resident B)

Finding includes:

The record for Resident B was reviewed on 11/21/24 at 9:26 a.m. Diagnoses included, but were not limited
to, malignant neoplasm (abnormal growth) of the head, face, and neck, malignant neoplasm of the tongue,
dysphagia (difficulty swallowing) and tracheostomy status.

The Admission Minimum Data Set (MDS) assessment, dated 10/5/24, indicated the resident was cognitively
intact. The resident was receiving tracheostomy care.

A Care Plan, reviewed on 10/3/24, indicated the resident was a fall risk related to cancer and medications.
Interventions included, but were not limited to, follow facility fall protocols and evaluate and treat as ordered
or as needed.

Resident B had an unwitnessed fall on 10/20/24.

The Neurological 24 Hour Assessment was initiated on 10/20/24 at 12:25 p.m. The assessments were
recorded as completed on the following dates and times:

- On 10/20/2024 at 12:25 p.m., 5:12 p.m. and 10:30 p.m.
- On 10/21/2024 at 10:05 a.m.
There were no other neurological assessments documented in the resident's record for 10/21/24.

During an interview on 11/21/24 at 1:19 p.m., the Director of Nursing indicated the nurses should have
completed and documented Resident B's neurological assessments every four hours on 10/20 and 10/21/24.

The facility policy titled, Neurological Assessment was provided by the DON as current on 11/21/24 at 12:39
p.m. The policy indicated neurological checks would be completed at the time of the physician order,
potential head injury, or change in condition and every four hours for 24 hours.
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