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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45317

Residents Affected - Few Based on record reviews and interviews, the facility failed to ensure a resident fall was reported according to

facility policy and procedure for 1 (#1) of 3 (#1, #2, #3) sampled residents for falls.
Findings:

Review of facility's policy Accidents and Incidents- Investigating and Reporting dated November 2024
revealed, in part:

Policy Statement

All accidents or incidents involving residents, employees, visitors, vendors, etc., occurring on our premises
shall be investigated and reported to the Administrator.

Policy Interpretation and Implementation

1. The Nurse Supervisor/Charge Nurse and/or the department director or supervisor shall initiate and
document investigation of the accident or incident.

3. The Charge Nurse or designee shall complete an Incident Report form and submit the original to the
Director of Nursing Services within 24 hours of the incident or accident.

Review of Resident #1's medical record revealed in part, an admitted [DATE] with diagnoses including
muscle wasting and atrophy not elsewhere classified multiple sites, other specified disorders of bone density
and structure of unspecified site, difficulty in walking not elsewhere classified, abnormalities of gait and
mobility, and unspecified dementia.

Review of resident #1's Quarterly and State MDS (Minimum Data Set) assessments dated 10/29/2024
revealed a BIMS (Brief Interview for Mental Status) score of 5, which indicated severely impaired cognitive
skills.

Review of Resident #1's progress notes for November 2024 failed to reveal documentation of a fall and a
post fall assessment on 11/18/2024.
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F 0609 Review of facility's Incidents listed by Incident Type report for dates 06/24/2024 to 12/09/2024 failed to reveal

an incident on 11/18/2024 involving Resident #1.
Level of Harm - Minimal harm or

potential for actual harm During an interview on 12/11/2024 at 9:20 a.m. S1Administrator reported S3LPN did not report that Resident
#1 sustained a fall on 11/18/2024. S1Administrator further reported S3LPN did not follow the facility's policy
Residents Affected - Few and procedure by not reporting a resident's fall and was terminated.

During an interview on 12/11/2024 at S2DON confirmed after an investigation was conducted by the facility,
it was determined Resident #1 did fall on 11/18/2024. S2DON further confirmed S3LPN did not report

Resident #1's fall and did not complete a facility's incident report regarding Resident #1's fall on 11/18/2024
and should have.
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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45317
potential for actual harm
Based on record reviews and interviews the facility failed to ensure services were provided to meet
Residents Affected - Few professional standards of quality as evidenced by failing to document a resident's fall and failing to assess a
resident after a fall for 1 (#1) of 3 (#1, #2, #3) sampled residents. S3LPN failed to document a fall Resident
#1 sustained on 11/18/2024.

Findings:

Review of Resident #1's medical record revealed in part, an admitted [DATE] with diagnoses including
muscle wasting and atrophy not elsewhere classified multiple sites, other specified disorders of bone density
and structure of unspecified site, difficulty in walking not elsewhere classified, abnormalities of gait and
mobility, and unspecified dementia.

Review of resident #1's Quarterly MDS (Minimum Data Set) assessments dated 10/29/2024 revealed a BIMS
(Brief Interview for Mental Status) score of 5, which indicated severely impaired cognitive skills.

Review of Resident #1's progress notes for November 2024 failed to reveal documentation of a fall and post
fall assessment on 11/18/2024.

Review of facility's Incidents listed by Incident Type report for dates 06/24/2024 to 12/09/2024 failed to reveal
an incident on 11/18/2024 involving Resident #1.

During an interview on 12/11/2024 at 9:20 a.m. S1Administrator reported S3LPN did not report that Resident
#1 sustained a fall on 11/18/2024. S1Administrator further reported S3LPN did not follow the facility's policy
and procedure by not reporting a resident's fall and was terminated.

During an interview on 12/11/2024 at S2DON confirmed S3LPN did not document Resident #1's fall on
11/18/2024 nor did S3LPN document an assessment and should have.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 195604 Page 3 of 3



