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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 19098

Based on record review and interview the facility failed to notify the resident's representative after an 
accident for 2 (#1, #2) of 2 (#1, #2) residents reviewed for falls. 

Findings:

Resident #1

Review of the record for resident #1 revealed an admitted [DATE] with diagnoses in part of alcohol 
dependence with withdrawal, other seizures, pain, anxiety disorder, shortness of breath, malignant neoplasm 
of palate, pulmonary embolism without acute cor pulmonale, malignant neoplasm of overlapping sites of 
oropharynx, cerebral ischemia, dysphagia, and severe protein calorie malnutrition. 

Review of the Admission Minimum Data Set (MDS) assessment dated [DATE] revealed resident #1 had a 
Brief Interview for Mental Status (BIMS) score of 5 indicating severe cognitive impairment.

Review of the current plan of care for resident #1 revealed at risk for falls related to impaired balance, and 
unsteady gait. 

Review of the Incident and Accident report dated 12/10/2024 at 2:20 a.m. revealed resident #1 was found by 
S3Licensed Practical Nurse (LPN) sitting on the floor with no injuries noted. Further review of the medical 
record revealed no documented evidence that S3LPN notified resident #1's responsible party of the fall. 

On 01/07/2025 at 3:00 p.m., an interview with S2Director of Nurses (DON) confirmed S3LPN should have 
notified resident #1's responsible party after a fall on 12/10/2024. 

Resident #2

Review of the record for resident #2 revealed an admitted [DATE] with diagnoses in part of epilepsy, 
profound intellectual disabilities, congenital malformation syndromes predominately affecting facial 
appearance, autistic disorder, dysphagia, scoliosis, microcephaly, and Hallermann-[NAME] Syndrome.
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Review of the Quarterly MDS assessment dated [DATE] revealed unable to assess resident #2's BIMS score 
and was dependent on staff for all activities of daily living.

Review of the current plan of care for resident #2 revealed at risk for falls, history of falls, multiple risk factors 
related to impaired balance, poor coordination and unsteady gait.

Review of the Incident and Accident report dated 12/10/2024 at 5:30 p.m. completed by S3LPN revealed 
resident #2 was kicked in the side by another resident resulting in a fall with an injury to his face. Further 
review of the medical record revealed no documented evidence that S3LPN notified resident #2's 
responsible party of the fall.

On 01/07/2025 at 3:00 p.m., an interview with S2DON confirmed S3LPN should have notified resident #2's 
responsible party after a fall on 12/10/2024. 
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