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

Level of Harm - Minimal harm 46875
or potential for actual harm
Based on clinical record review and staff interviews, the facility failed to assess and provide interventions
Residents Affected - Few necessary for the care and services, to maintain the residents' highest practical physical well- being for 1 of 3
residents reviewed (Resident #3). The facility failed to assess and document fall and neurological
assessments after an unwitnessed fall for Resident #3. The facility reported a census of 38 residents.

Findings include:

The Minimum Data Set (MDS) for Resident #3 dated 2/28/24 documented a Brief Interview for Mental Status
(BIMS) score of 09, indicating moderately impaired cognition. The MDS identified Resident #3 required
partial/moderate assistance with bed mobility, and substantial/maximal assistance with chair/bed to chair
transfers. Resident #3 ' s MDS included diagnoses of coronary artery disease, heart failure (heart does not
pump blood well), Hypertension (high blood pressure), and renal (kidney) disease.

An Incident Report (IR) dated 5/10/24 at 6:30 AM revealed Resident #3 had an unwitnessed fall in her room.
The IR documented Resident #3 was sitting on the floor in front of the recliner with legs bent in front of her.
Resident #3 stated, | was just sitting down on the floor, | did not fall and | ' m not hurt either. The IR
documented Resident #3 had no injuries noted and a neurological check was initiated.

Resident #3's clinical record lacked documentation related to her fall on 5/10/24 including follow up falls
assessments and neurological checks.

A facility electronic form titled Neurological Assessment directed staff to complete neurological assessments
every 15 minutes x4, every 30 minutes x2, every hour x2, every 4 hours x3 and every 8 hour x1.

On 5/30/24 at 8:20 AM, the Director of Nursing (DON) reported a late entry was made in the Progress Notes
on 5/29/24 for Resident #3's fall that occurred on 5/10/24. The DON reported she would expect a fall to be
documented in the progress notes. The DON stated she would expect neurological assessments to be
completed on a neurological assessment form with an unwitnessed fall or when a resident hits their head.

(continued on next page)
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F 0684 On 5/30/24 at 11:27 AM, The DON reported the facility does not have a neurological policy and the facility
follows standards of care. The DON reported she would expect staff to complete neurological assessments
Level of Harm - Minimal harm or according to the assessment form.
potential for actual harm
On 5/30/24 at 11:45 AM, the DON reported Resident #3's fall on 5/10/24 was not added to the hot charting
Residents Affected - Few which resulted in the followup fall and neurological assessments not being completed.
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