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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to properly assess for safety, implement timely 
and effective interventions, and provide adequate supervision with a safe environment for one (R900) of four 
Residents reviewed for falls/accident hazards, who was identified as high fall risk (history of fall with injury), 
wanderer, with severe cognitive impairment resulting in multiple falls on the staircase or with the step of the 
staircase, and multiple facial fractures, a laceration requiring closure, loss of consciousness, hospitalization, 
and unnecessary pain (using the reasonable person concept). Findings include: This citation pertains to 
intake # 2626141.Immediate Jeopardy (IJ) was identified on 10/8/25 at 10:00 AM.The IJ began on 9/17/25.
The Administrator was notified of the IJ on 10/8/25 at 10:00 AM. A plan for removal was requested at that 
time to remove the immediacy.The IJ was removed on 10/8/25 based on the facility's implementation of an 
acceptable plan to remove the immediacy and onsite verification.Although the immediacy was removed, the 
deficient practice was not corrected and remained isolated with potential for more than minimal harm that is 
not immediate jeopardy due to sustained compliance that has not been verified by the State Agency (SA).On 
9/23/25, a complaint was submitted to the SA that alleged that the facility failed to involve the Power of 
Attorney (POA) in care decisions or care planning, the facility did not prevent a fall from a staircase twice 
causing injury. It was also alleged the facility used restraints and the facility failed to follow the residents plan 
of care. On 10/7/25 at 9:21 AM, an interview was conducted with the Power of Attorney (POA) for R900 via 
phone. They were asked if they had any additional information that they would like to add to the complaint 
submitted to the SA. The POA reported that they had a detailed report which included pictures, hospital 
documents, and email communication with the facility team. In addition, the POA reported that R900 
wandered throughout the facility. R900 needed a locked down unit (a secure, specialized unit often used for 
residents with Dementia or Alzheimer's Disease) and had been trying to coordinate care with the Social 
Worker (SW) D for over a year to find an appropriate placement. The POA also reported that the facility 
chose a hospice company for R900 and did not include them in any of the planning about hospice care. The 
POA reported that they did not receive any call from the facility and they were notified about the services by 
the hospice provider. The POA mentioned that the fall from the open stairwell happened on 9/17/25, causing 
multiple injuries and a significant decline to their loved one's overall health. The POA also mentioned that the 
administrator reviewed the incident via video from 9/17/25 and saw R900 fall from the stairwell, and that the 
resident is no longer at the facility.On 10/7/25 at 9:47 AM, a follow-up interview was conducted with the POA 
via phone and asked if they were made aware of the fall for R900 on 10/3/25 from bed. The POA stated, Oh 
my goodness! It was another fall, no one called me, I can send you my call log right now. I want to cry, are 
you serious?.On 10/7/25 at 10:43 AM, an interview was conducted with the Assistant Director of Nursing 
(ADON) during an observation of R900's room. R900 was observed lying on their bed with a wedge 
underneath the sheet and a pillow stuffed under them on the opposite side. R900's bed was positioned 
where one side of the bed was placed against the wall. R900 was lying on a mattress that appeared like a 
regular mattress. The ADON was then asked if R900 had a perimeter mattress (as stated in R900's care 
plan). The ADON verified the mattress and stated, no. It must be noted that R900's care plan for fall 
prevention included perimeter mattress dated 9/9/24. The ADON was then asked about R900's fall on 
9/17/25, and asked why there was not a progress note of the incident and why a late entry progress note 
was completed (five days later) the day after R900 returned from the hospital. The ADON was queried where 
the vitals were recorded from the incident and if the SA was notified of the accident since there were major 
injuries involved. The ADON reported that the nurse on duty during the 9/17/25 fall could not log into the 
Electronic Medical Record (EMR) system, so they (ADON) had completed a late entry progress note. The 
ADON added that they were unaware that there were not any current vitals in the EMR from the incident. 
The ADON reported that they would follow up to find out if the incident was reported to the SA. A review of 
medical records revealed that R900 was originally admitted to the facility on [DATE] with a readmission date 
of 9/22/25. R900's medical diagnoses included fracture of left femur (thigh bone), Alzheimer's disease, 
wandering, and confusional arousal. According to the minimal data set assessment (MDS) dated [DATE], 
R900 had a Brief Interview for Mental Status score (BIMS) of 99, indicative of severe cognitive impairment 
and was completely dependent on facility staff for mobility and transfers. It should be noted, the MDS dated 
[DATE] revealed the Resident needed assistance from facility staff for transfers and mobility, but was able to 
assist with those tasks.A discharge summary from the hospital dated 9/21/25 also revealed that R900 
sustained multiple facial fractures and a laceration of the left eyebrow. Further review of R900's medical 
record revealed a progress note dated 6/1/25 that read, Patient was alerted {sic}that patient was observed 
falling and hit her head on the (stair) steps nurse came to assess patient was bleeding from back of the head 
and neck distended ambulance was called supervisor was notified director of nursing was notified along with 
family spoken with doctor patient is being transported from ems (emergency medical services) to .hospital 
daughter states she will meet her there. A progress note dated 9/17/25 read in part, Resident was observed 
going up the third floor stairs. She was redirected to come back down and lost her footing, causing her to fall 
unto{SIC} the floor. Resident landed on her left side, bumped her head causing a brief lost in level of 
consciousness. Approx (approximately) 4 cm (centimeter) laceration was observed to left brow with noted 
bleeding.Record review also revealed a fall evaluation dated 10/3/25 that revealed that R900 had an 
unwitnessed fall from the bed. It reported that resident was on the floor laying on their right side. There was 
no nursing progress note in the medical record, there were no vitals completed/documented for the incident. 
On 10/7/25, at 11:33 AM, an interview with the Director of Nursing (DON) was conducted and they were 
asked about falls for R900 and what interventions were put into place. The DON reported that R900 did not 
fall down the stairs on 6/1/25, but they had hit their head on the stairs; transferred to emergency room; and 
obtained staples to the back of the head. Upon return, R900 was recommended to have a soft helmet as 
tolerated. The fall on 9/17/25 was on the stairs and R900 was sent to the hospital for further evaluation. The 
DON was then asked if R900 had their soft helmet on during the fall on 9/17/25 as recommended in their 
care plan (implemented on 6/2/25). The DON replied No. The DON was queried about the fall out of bed on 
10/3/25-why a perimeter mattress was not on R900's bed at the time of the fall and there was not one in 
place as of this morning. The DON reported that they would investigate why R900 did not have a perimeter 
mattress. The DON also reported that they did not submit a Facility Reported Incident (FRI) because the 
Medical Director had stated it was a pathological fracture (a broken bone that happens from an underlying 
disease with minimal or no trauma) from osteoporosis (weak bones). The DON was asked, how did R900 
obtain a pathological fracture from osteoporosis if the hospital paperwork, and the facility stated injuries were 
from the impact of a mechanical fall down the stairs (it must be noted that R900 did not have a diagnosis of 
osteoporosis in the EMR and they were not listed on hospital discharge summary). The DON did not provide 
any further explanation. The DON was asked how they planned to keep other ambulatory residents safe from 
the unsecured staircase located in the hallway on the second floor. The DON reported that they usually did 
not have issues with residents in the staircase prior to this incident and now the team would work on a 
solution. On 10/7/25 at 1:54 PM, an interview with Nurse B was completed. Nurse B confirmed that they 
were assigned to care for R900 and the fall incident on 10/3/25 happened during their shift. They were asked 
about their documentation for the fall incident and their assessment/vitals. Nurse B reported that they did 
everything for the incident, but they did not document what they did.On 10/7/25 several attempts were made 
to contact Nurse E via telephone with no answer or call back.On 10/7/25 at 3:07 PM), an observation was 
made of the actual staircase/stairwell in which R900 fell on. The staircase was open for anyone to walk up or 
down the stairs. There was nothing to deter those that were cognitively impaired and able to attempt to use 
the stairs.The IJ that began on 9/17/25 was removed on 10/8/25 when the facility took the following actions 
to remove the immediacy: Nurse management team reviewed all like residents and completed new fall risk 
assessments.The interdisciplinary team met and reviewed all new risk assessments and updated all current 
resident's plans of care accordingly.Stop sign barrier banners have been placed at the entrance way of the 
stair well on ascending and descending sides on the second floor to impede resident usage. Measurements 
for the stairwell have been taken by the Maintenance Director to research and implement and more 
permanent solution.
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F 0770

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide timely, quality laboratory services/tests to meet the needs of residents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 2615985 Based on interview, and record review, the facility failed to obtain laboratory 
services ordered by the physician/practitioner for one (R901) of two Residents reviewed for laboratory 
services. Findings include:A complaint received by the State Agency revealed that the facility failed to follow 
through with a laboratory (lab) order by the physician to rule out Urinary Tract Infection (UTI) for R901 during 
their stay at the facility which was also confirmed during an interview with the complainant on 10/3/25 at 
approximately 11:15 AM.R901 was admitted to the facility on [DATE] after hospitalization due to left ankle 
fracture. R901's admitting diagnoses included intellectual disabilities, pneumonia, and anxiety disorder. R901 
was living in a group home prior to hospitalization. R901 had a guardian who was their family member. R901 
was transferred to the hospital on 8/24/25 after a fall at the facility.Review of R901's Electronic Medical 
Record (EMR) revealed a physician order dated 8/18/25 that read, UA (Urinalysis - urine test to rule out 
infection) C&S (Culture and Sensitivity), CBC (Complete Blood Count) and BNP (B-type Natriuretic Peptide - 
lab test to rule out heart failure). Further review of R901's medical record revealed an interdisciplinary team 
note dated 8/20/25 at 12:14 that read in part, .no new orders, no new labs. There were no lab results for the 
tests that were ordered on 8/18/25 in R901's EMR. Review of the facility protocol on Lab and Diagnostic Test 
Results with a revision date of 03/2014 read in part, Assessment and Recognition: 1. The physician will 
identify, and order diagnostic and lab testing based on diagnostic and monitoring needs.2. The staff will 
process the test requisitions and arrange for tests.3. The laboratory, diagnostic radiology provider, or other 
testing source will report test results to the facility.An interview with Director of Nursing (DON) was 
completed on 10/8/25 at approximately 11:35 AM. The DON was queried about the facility's follow up with 
the lab process and the lab test results for R901 that was ordered on 8/18/25. The DON reported that the 
facility has missed to draw the lab as ordered for R901 and they had identified that the facility was not 
compliant after R901 was transferred to the hospital. The DON added that they were reviewing R901's EMR 
after they were transferred to the hospital on 8/24/25 and identified their non-compliance and facility had 
completed a Past Non-Compliance (PNC) process.During the onsite survey, Past Non-Compliance (PNC) 
was cited after the facility implemented actions to correct the non-compliance which included 
non-compliance with the facility's lab policy. Facility identified the concern on 8/24/25. An ad-hoc QAPI 
(Quality Assurance and Performance Improvement) meeting on 8/24/25 and the facility had a compliance 
date of 8/25/25. The Facility PNC report revealed that they were not incompliance with their lab policy 
between 8/18/25 and 8/24/25. The facility was able to demonstrate monitoring of the corrective action and 
maintained compliance during the survey and they were continuing their audits.
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