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F 0636 Assess the resident completely in a timely manner when first admitted, and then periodically, at least
every 12 months.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record reviews and interviews the facility failed to accurately identify each resident's fall risk status
Residents Affected - Some by failing to complete the Fall Risk Assessment for 3 (#1, #2, and #3) of 3 total sampled

residents.Findings:Review of the facility's Fall Risk Assessment Policy and Procedure with a review
date of 04/01/2026 revealed in part: Policy: It is the policy of the facility to provide an environment
that is free from accident hazards over which the facility has control, and provides supervision and
assistive devices to each resident to prevent avoidable accidents. Policy Explanation and Compliance
Guidelines: 1. The risk assessment will be completed by the nurse or designee upon admission,
quarterly, or when a significant change is identified. 2. The risk assessment will contain the following
components:a. Identify environmental hazards and individual risks, including the need for
supervision.b. Evaluate and analyze hazards and risks. Resident #1 Review of Resident #1's medical
record revealed an admission date of 05/18/2026 and a readmission date of 06/03/2026 with
diagnoses which included in part, age related physical debility, Iron deficiency anemia, gout, falls,
pain, pathological fracture of right femur due to osteoporosis with routine healing, fracture of greater
trochanter of right femur, closed fracture of right proximal humerus, cachexia and multiple lung
nodules, acute comminuted left intertrochanteric femur fracture; right gluteus medius, left iliopsoas
and left hip adductor intramuscular hematomas. Review of Resident #1's medical record revealed an
unwitnessed fall with injury (left hip fracture) on 05/27/2026. Review of Resident #1's readmission
Fall Risk assessment dated [DATE] after the fall incident on 05/27/2026 was incomplete. Further
review failed to reveal the following sections had been completed: balance, sitting, transfers, systolic
blood pressure, age, health conditions, and medications. Further review of Resident #1's Fall Risk
Assessment failed to reveal a fall risk score or a level of risk had been identified. Resident #2Review
of Resident #2's medical record revealed an admission date of 05/27/2026 with diagnoses which
included in part, Type 2 diabetes, essential hypertension and anxiety disorder. Review of Resident
#2's admission Fall Risk assessment dated [DATE] revealed the mobility section had not been
completed. Further review of Resident #2's admission Fall Risk assessment dated [DATE] failed to
reveal a fall risk score or a level of risk had been identified. Review of Resident #2's medical record
revealed an unwitnessed fall without injury on 05/31/2026. During an interview on 06/10/2026 at 2:00
p.m. S3 MDS reviewed Resident #2's admission fall assessment dated [DATE] and reported the total
score was not captured due to the unanswered mobility section. S3 MDS further reported all
questions on the Fall Risk Assessment had to be answered in order to calculate a resident's fall risk
score. S3 MDS acknowledged Resident #2's Fall Risk Assessment was incomplete. Resident #3
Review of Resident #3's medical record revealed an admission date of 06/02/2026 with diagnoses
which included in part, Type 2 diabetes and non-displaced fracture of fourth metatarsal. Review of
Resident #3's admission Fall Risk assessment dated [DATE] revealed the continence section had not
been completed. Further review of Resident #3's admission Fall Risk assessment dated [DATE]
failed to reveal a fall risk score or a level of risk had been identified. During an observation/ interview
on 06/10/2026 at 3:50 p.m., S3 MDS reviewed Resident #3's admission Fall Risk assessment dated
(continued on next page)
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F 0636

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

[DATE] and reported the total score was not captured due to the unanswered continence section. S3

MDS acknowledged Resident #3's Fall Risk Assessment was incomplete. During an interview on
06/10/2026 at 4:50 p.m. S2 DON reviewed Resident #1, Resident #2 and Resident #3's Fall Risk

Assessments and acknowledged the assessments had not been completed and the fall risk statuses

were not identified and should have been. During an interview on 06/10/2026 at 5:00 p.m., S1

Administrator acknowledged Resident #1, Resident #2 and Resident #3's Fall Risk Assessments had

not been completed and should have been.
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