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or potential for actual harm

Residents Affected - Few

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

20580

Based on record review and interview, the facility failed to ensure a resident received the necessary 
treatment and services related to the lack of a thorough and timely assessment completed after a resident 
had fallen for 1 of 3 residents reviewed for falls. (Resident B)

Finding includes:

Resident B's record was reviewed on 4/16/24 at 10:50 a.m. The diagnoses included, but were not limited to, 
Alzheimer's disease, fracture around the internal prostheses of the left knee, and pathological fracture of the 
right ankle.

A Nurse's Progress Note, dated 3/29/24 at 7:44 p.m., indicated the resident was being assisted with 
transferring by Agency CNA 1 and was lowered to floor in the bathroom. There were no injuries observed. 
The family, Nurse Practitioner, and the Director of Nursing (DON) were notified. The vital signs were within 
normal limits.

The after-fall assessment on 3/29/24 at 7:44 p.m., was not thorough and had not included the presence or 
absence of significant findings, nor the actual vital signs.

There were no other assessments completed after the fall on 3/29/24 at 7:44 p.m., until 3/30/24 at 6:28 a.m.

A Nurse's Progress Note, dated 3/30/24 at 6:28 a.m., indicated RN 1 was asked to assess the resident's 
right ankle. The right lower leg and ankle had 3+ edema, bruising, and appeared deformed. Both lower 
extremities had pulses present. The Nurse Practitioner and the DON were notified.

A Nurse's Progress Note, dated 3/30/24 at 12:58 p.m., indicated the resident had been transferred to the 
Hospital on 3/30/24 at 7:10 a.m.

A Nurse's Progress Note, dated 3/30/24 at 9:07 p.m., indicated the resident returned from the hospital with a 
diagnosis of right tibia/fibula fracture.

A X-ray result, dated 3/30/24, indicated a comminuted fracture of the distal tibia and fibula.
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A telephone interview, received from the Administrator, dated 4/1/24 at 8:26 a.m., indicated RN 1 was 
interviewed and reported the resident had not been yelling, any more than usual and RN 1 had been in the 
room two to three times the night of 3/29/24 - 3/30/24 and all was good.

During an interview on 4/16/24 at 1:11 p.m., the DON indicated there should have been post-fall 
assessments for 72 hours after the fall. She was unable to find any assessments completed after the fall until 
that morning on 3/30/24.

A facility policy, titled, Post Fall Assessment Policy, dated 10/7/23 and received as current from the DON, 
indicated the resident would be observed for delayed complications of a fall for approximately forty-eight 
hours after an observed or suspected fall, and the findings would be documented in the medical record. The 
documentation would include signs or symptoms of pain, swelling, bruising, deformity, and/or decreased 
mobility, and any changes in level of responsiveness/consciousness and overall function. The presence or 
absence of significant findings were to be documented. 

This citation relates to Complaint IN00431990.
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