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Coventry Meadows 7843 W Jefferson Blvd
Fort Wayne, IN 46804

F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

Based on record review and interview, the facility failed to ensure a follow up to an unwitnessed fall
was completed for 1 of 1 residents reviewed. ( Resident 3)Findings include:A record review began on
7/21/25 at 10:32 AM, Resident 3's diagnosis included, other cerebral infarction due to occlusion or
stenosis of small artery.A review of progress notes dated 4/19/25 at 2:54 PM, indicated Certified
Nursing Aide (CNA) 6 reported to writer, Resident 3 was lying on the floor mat. She noted a right wrist
purple bruise, assisted resident back to bed with help from 3 staff. The immediate intervention
initiated was to encourage Resident 3 to use the call light for assistance. A review of event report,
dated 4/19/25 at 2:50 PM, indicated a new skin event for right wrist bruising was completed.There
were no other events or reports completed for this unwitnessed fall.In an interview on 07/23/25 at
12:05 PM, the Director of Nursing (DON) indicated they are unable to locate a fall event or any
information regarding the fall. The DON indicated they were unable to locate neurological checks or
any other assessments related to the fall. A current facility policy, titled Fall Management Policy,
dated 3/24, was proved by the DON on 7/24/24 at 10:28 AM. The policy indicated . A fall event will be
initiated as soon as the resident has been assessed and cared for .The report will be completed in full
to identify possible root cause of the fall and provide immediate interventions 3.1-45(a)
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