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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Intake Numbers 2688354 and 2689940.Based on observation, interview and record review the 
facility failed to ensure timely reporting, notification, comprehensive assessment and continued post-fall 
monitoring for one resident (Resident #2) following an unwitnessed fall of one resident reviewed for safety 
and accidents. Findings include:Resident #2 (R2):A record review for Resident 2's (R2) quarterly Minimum 
Data Set (MDS) assessment revealed a Brief Interview of Mental status (BIMs) score of 99 that indicated 
severe cognitive impairment and indicated a need for comprehensive assistance and specialized care 
approaches. Further record review of R2's medical record revealed medical diagnoses that included: 
dysphagia following cerebral infarction (stroke), aphasia following cerebral infarction, type 2 diabetes 
mellitus, seizures, contracture bilateral knees, Hemiplegia (one sided paralysis or weakness) and 
hemiparesis (one sided muscle weakness) following cerebral infarction affecting left non-dominant side, 
adjustment disorder with anxiety, vascular dementia, acute kidney failure, difficulty in walking, limitation of 
activities due to disability, need for assistance with personal care. According to a record review of complaint 
2688354, it was alleged R2 had an injury of unknown origin by family member Y who found and inquired 
about discoloration of area on R2's buttocks and new abrasion on right knee on 12/08/2025.On 12/10/2025 
at 1:40 PM, A phone call was placed to complainant family member Y for R2, a message was left to advise 
state agency (SA) was on site to review the complaint received and the SA call back phone number was left.
On 12/10/2025 at ~(approximately) 2:00 PM, During a brief interview NHA was asked about R2 and any 
known falls or incidents recently, NHA replied Yes, R2 has a history of falls. NHA further said that they have 
an open FRI on R2 that was filed on 12/08/2025 and they did not want to respond specifically as they were in 
the middle of their 5 days, and they did not want to give incomplete information yet. NHA was asked for 
incident reports for the falls/incident reports related to R2, for the last month. On 12/11/2025 at 10:32AM, 
During an interview with CNA Q it was revealed they were a first shift CNA that primarily worked on the 
short-term units of the facility, and they were familiar with R2. They reported that R2's shower day was 
changed to day shift on 12/08/2025, at the request of the nurse and family. CNA Q reported that they had 
made up a shower on 12/08/2025 for R2 that was not completed on the night shift 12/07/2025. When asked 
about the skin assessment done with showering CNA Q said, I noticed what looked like a birthmark on her 
tailbone but did not think it was anything but that. When CNA Q was quired about the appearance of the 
birthmark they reported a description of a port wine purple/red in color type birthmark. CNA Q was asked if 
during incontinence care for R2 they had ever noticed the birthmark and they responded they had not 
noticed it before and then stated, I assumed (that) I had just overlooked it before. When CNA Q was asked if 
she reported or documented the finding, CNA Q stated it did not look like anything new or a bruise to me. 
When asked about R2 right knee abrasion, CNA Q said that their attention was not called to R2's right knee 
abrasion until the wound care nurse asked for help with R2 when photos were taken later that day 
(12/08/2025) of both the right knee and tailbone. CNA Q said she was unaware of any falls for R2 prior to 
12/08/2025. According to a record review of R2's point of care documentation completed by CNA's for care 
provided labeled TASK -skin monitoring, it was revealed that: None of the above was noted as being no: 
Scratched, Red Area, Discoloration, Skin Tear or Open Area none of the above was marked on each of 
these entries:11/28/2025 at 10:5111/29/2025 at 05:59 & 17:5911/30/2025 at 03:52,17:51 & 23:2012/1/2025 
at 17:23 & 19:0212/2/2025 at 10:3012/3/2025 at 02:46 & 17:4312/4/2025 at 01:20 & 09:2312/5/2025 03:26, 
17:24 & 23:1212/6/2025 at 09:26 & 21:0112/7/2025 at 07:1412/8/2025 at 08:5212/9/2025 at 00:26, 10:15 & 
19:4012/10/2025 at 17:05 & 23:27 According to a record review of R2's fall assessments in the 
documentation of nursing staff, it was revealed: R2 had 2 initial fall assessments completed on 11/19/2025. 
A record review of subsequent documents labelled follow up fall assessments, there were 2 assessments 
completed daily for each of the following dates 11/20 through 11/25/2025. Noted with this record review that 
there was no fall assessment completed for 12/01/2025 fall. According to a record review of R2's skin & 
wound evaluation documentation of nursing staff, it was revealed:On 12/06/2025 note reported: no new 
abnormal skin areas, an acknowledgement that the nurse did complete an assessment and no note of 
existing abnormal skin areas.On 12/08/2025 note reported: Abrasion to right front knee, in house acquired, 
unknown age, measuring 1.2 cm, 1.8 cm length, 0.9cm width. Another note reported: Bruise on sacrum; In 
house acquired; unknown age; measuring 3.7 cm, 2.6 cm in length and 2.0 cm in width. According to a 
record review of R2's progress notes dated 12/8/2025 at 08:00, revealed: General: Patient is an [AGE] 
year-old female seen today after the DON reports patient with a new bruise to the sacrum area, of an 
unknown origin. The DON also states that the family is requesting to speak to this provider regarding the 
resident's plan of care. On examination, the patient's (caregiver X and family member Y) are both present at 
bedside and informed the writer of this new issue to the sacrum area. (family member Y) states that she 
arrived to the facility this past Friday, on12/5/25 and discovered the bruise to her mother's sacrum. (caregiver 
X) states that she was unaware of these new findings. (family member Y) mentioned that she informed the 
floor nurse of the new findings. (family member Y) was reminded of the patient's recent falls, which resulted 
in a carpet burn and superficial laceration to the right knee, which may have contributed to the bruising. Most 
recent x-Ray results to the right knee and hip were reviewed, which showed no evidence of dislocation or 
fractures. (R2) has now returned to her room from activities and was evaluated at bedside. A small 
ecchymotic area is observed above the right sacrum. The area is flat, blanchable, and purplish in color. No 
open areas. There is no pain exhibited during the examination. Will refer to the wound care team for further 
evaluation and treatment. (family member Y) also visualize the area, which she states has improved since 
Friday. On 12/11/2025 at ~ 11:30 AM, DON submitted fall reports for R2, when DON asked about the initial 
fall report given with the completed date 12/09/2025 AM (signed and locked on 12/11/2025) that was 
documented for a fall that took place on 12/01/2025, DON admitted that the facility discovered that R2 had 
an undocumented fall that took place on 12/01/2025. DON reports that it was not discovered until their 
investigation of an injury of unknown origin FRI they had submitted, and the facility completed a past 
non-compliance (PNC) for the deficient practice. According to a further review of R2's Initial fall assessment 
report dated 12/09/2025, it was revealed: Date of fall 12/01/2025; date provider was notified 12/08/2025; 
responsible party notified 12/08/2025 noted as (family member Y); injury or suspected injury description of 
abrasion to right knee and faint bruise to sacrum.; new intervention (listed) offer toileting upon waking, before 
meals and before bed updated 12/09/2025. On 12/11/2025 at 1:12 PM, During a phone call to CNA R, a 
voice message was left with a requested callback and number given. A text message was immediately 
received back that said Hello?, text was replied to by SA with request to talk about ongoing investigation, no 
reply was received back from the number.On 12/11/2025 at 1:16 PM, During a phone call to CNA S, the 
phone was answered and acknowledged as being CNA S, after explaining SA call for ongoing investigation 
the phone line went dead. A few moments later SA received call back from CNA S. CNA S was verbally 
aggressive in tone yelling I don't work there, and I have not worked there in 2 weeks, I am sick of people 
calling and harassing me. CNA S was advised she did not have to speak with SA, however if she was 
agreeable to be interviewed, we could proceed. CNA S agreed but exclaimed, ask me your question and 
don't call me no more. CNA S was quired about R2 and knowledge of a fall on 12/01/2025. CNA S reported 
yes R2 fell on [DATE] at shift change (approximately 6 am was clarified), me and the other CNA (did not 
know CNA's name) got R2 up in her chair and I let the nurse know and left because my shift was over. When 
queried about the nurse she reported to and she stated, I do not know the name of who I told, she had 
slicked back hair. When asked if the nurse she told went to assess R2, she replied I don't know; I guess so 
she grabbed the vitals cart; I left my shift was done. CNA S reported she did not witness R2 fall just that she 
was found on her knees at the edge of her bed and we (the oncoming CNA) assisted her to her chair. CNA S 
indicated she was done with the call and the line went dead. On 12/11/2025 at 2:09 PM, During a phone call 
to CNA T, a voice message was left with a requested callback and number given.On 12/11/2025 at 2:10 PM, 
During a phone call to CNA U, a voice message was left with a requested callback and number given.On at 
2:11 PM & 2:24 PM, During a phone call to Nurse V, a voice message was left with a requested callback and 
number given.On 12/11/2025 at 2:19 PM, During a phone call with Nurse W revealed they were not working 
on unit with R2 on 12/01/2025 but she did work on 12/08/2025, and that she had a conversation with R2's 
family member Y, she said the conversation was more about a missing shower from the night before. Nurse 
W reported that family member Y did not speak to her about R2's injuries specifically and said family member 
Y told me they had a meeting scheduled with the DON about it today. Nurse W stated, I only have 
knowledge about R2 having a fall on 12/01/2025 after speaking with DON on 12/08/2025, when she was 
investigating an injury on R2 knee and buttocks. On 12/11/2025 at 2:51PM, During an interview with NHA 
when he produced FRI investigation 2689940. NHA revealed that they had spoken with family member Y on 
12/5/2025 and that they had discussed areas of concern about R2's skin, specifically the knee and the 
sacrum. NHA reported they reviewed the falls for R2 on 11/19/2025 with family member Y. He further reports 
that it was after the weekend when family member Y came back to facility on 12/08/2025 and asked to speak 
with NHA and DON. NHA said that family member Y said ‘she had thought about it, and she was convinced 
that the resident had to have had a new fall or injury, and that the marks present could not be from a fall on 
11/19/2025', NHA reports that family member Y was concerned. NHA stated, it was at that point that I 
decided this needed to be a FRI. NHA said family member Y was not happy with the previous explanation, 
and we needed to investigate it further. NHA reported that they sent the FRI on 12/08/2025 and that the 
investigation started. NHA reported that during their investigation, after they talked to staff it was realized 
there had been a fall for R2 that went undocumented on 12/01/2025. NHA said that was when they started 
the assessments, PNC and education of staff. On 12/12/2025 at 10:26AM, During an interview with CNA T 
she reported that on 12/1/2025 at shift change (6 AM- clarified time) that she and the night shift CNA (CNA S 
were doing rounds and that they saw R2 on her knees by the side of the bed, R2 had her upper body on the 
bed and she looked like she was praying, we got her up in to her wheel chair. CNA T stated I noticed her 
knee looked swollen, and I told Nurse V about that. CNA T reported that R2's brief was wet and speculated 
that maybe she was trying to go to the bathroom. CNA T reports that she changed R2's brief. CNA T said 
that CNA S reported to her that ‘she had last checked R2 at 5AM and that R2 was dry then.' CNA T reported 
I took the nurse to show her (R2's) knee. CNA T was queried how was R2 behavior the rest of that shift 
(12/02/2025) day and she reports that R2 was her usual self. She reported I did not see a bruise on her 
bottom when performing care that day.On 12/12/2025 at 10:46AM, During an interview with nurse V it is 
revealed that she has worked at the facility since February on night shift and just transferred to day shift. She 
reported, I was late to work on 12/01/2025, I got here about 6:10 AM, she further said she had gotten report 
from the night nurse about 2 falls that had happened on another hall during the night shift but nothing about 
R2. Nurse V reported that she started her follow up on the other hall due to the falls that were revealed at 
shift report. Nurse V added that she also completed her med pass on the other hall, and she estimated her 
time being about 9-930 AM before arriving on R2's hall that morning. Nurse V said that she was not aware 
that R2 had had a fall, she said that at about 9:30-10 AM that CNA T asked me to look at R2's knee because 
it was red and said she was found kneeling by the side of her bed last night. Nurse V stated, I went to (R2's) 
room and looked at her knee, she was sitting in her wheelchair and was dressed and content she reports her 
caregiver was there also. Nurse V stated, It did not look like anything new and the caregiver said R2 had 
fallen before. Nurse V said that she then looked in R2's chart and saw that R2 had a fall a few weeks ago on 
that knee. Nurse V said that she had seen NP A in the hall and asked about it. Nurse V reported that NP A 
said, ‘she was aware of R2's knee and that the x-ray was negative; that she was seeing R2 that day for it.' 
Nurse V stated, There was nothing that triggered me that this was a new fall, nor was I told it was a fall; If it 
was I would have done a fall assessment, monitored, notified and documented for 72 hours and In hind sight 
I could have documented my conversation with the NP, but explained that she thought it was a known injury. 
Nurse W confirmed her reeducation and verbalized fall reporting process.On 12/12/2025 at 11:12AM, During 
an interview with NP A she was asked about R2, she states she did see R2 to assess and documented on 
12/1/2025 as a follow up from previous fall and x-rays. She reported that nurse W talked to her about R2's 
knee that day (12/08/2025), and they both were under the impression this was not a new issue. NP A 
reported that if it had been conveyed to her or nurse W that there was a new fall they would have followed 
there fall protocol, and that she would have assessed and documented it as such. It was noted by the 
interviews conducted that there was a delay in reporting a fall as such to the nurse working on shift and a 
delay in assessments and notification occurred following the incident that happened on 12/01/2025. On 
12/12/2025 at 11:23AM, During an Interview with caregiver X who was present in R2's room, she was 
queried about R2's knee and bottom. Caregiver X reported that she had seen R2's knee on Friday 
12/05/2025 and that they (facility) addressed it with them as not a new issue but related it to an old fall. 
Caregiver X reported that she did not notice the area on R2's bottom until family member Y pointed it out on 
Monday 12/8/2025 to her. Caregiver X stated, I know her daughter was upset and thought that something 
must have happened, no one could tell her what the spot was from and that's when she called them in.On 
12/12/2025 at 11:30AM, During a follow up Interview with CNA T, She was asked why did her and CNA S 
moved R2 before notifying the nurse, she said I thought it was in her care plan, that she could be on the side 
of the bed, CNA T was asked if that was a common care plan item and she stated, some residents have that 
in their care plans and I thought she had just shimmied over the edge the bed her upper body was on the 
bed, I did not think she fell, further adding she looked like she was praying.CNA T was asked what time she 
informed the nurse about R2 and she replied, right away about 6:30AM. When CNA T was queried if she did 
not think R2 fell, then what did she need to get the nurse about and she responded, that R2 looked like she 
had a rug rash on her knee and I thought the nurse should look at it. CNA T stated, I did not tell her she fell, I 
just told her how I found her and that she had a spot on her knee I wanted her to check out. CNA T said she 
was sure it was shortly after shift change that she told nurse W. CNA T confirmed her reeducation and 
verbalized fall reporting process. A record review of the facilities fall prevention program policy 
revealed:Definition of a fall: a fall is an event in which an individual unintentionally comes to rest on the 
ground, floor, or other level, but not as a result of an overwhelming external force (e.g., resident pushes 
another resident). The event may be witnessed, reported, or presumed when a resident is found on the floor 
or ground, and can occur anywhere.Policy explanation and compliance guidelines #6, reveals: When any 
resident experiences a fall, the facility will: A) assess the resident. B) complete a post fall assessment. C) 
complete an incident report. D) notify physician and family. E) review the residents' care plan and update as 
indicated. F) document all assessments and actions. G) obtain witness statements in the case of an injury. A 
Record review of the facilities PNC was reviewed and revealed:During the onsite survey, past 
noncompliance (PNC) was cited after the facility implemented actions to correct the noncompliance which 
included: Plan of Correction:In-depth analysis of how the deficiency occurred: (RCA) ELEMENT 1Upon 
investigation it was noted that the resident had a fall on 12/1/25 that was not reported correctly. Furthermore, 
the falls protocol was not initiated to include the resident being assessed by the nurse, skin assessment post 
fall, notification of Provider, /responsible party, neuro checks, and notification of on call manager, timely 
initiation of an intervention, and ongoing monitoring.First shift CNA noted that while doing walking rounds on 
the morning of 12/1/25, the resident was noted to be on the floor, at the side of the bed, on her knees. The 
CNAs transferred the resident back to bed and reported the incident to the nurse. The nurse failed to 
complete a risk management/report the incident further. When family came in to visit, they noted a new 
abrasion to the resident's right knee and a faint bruise to her sacrum. Family reported the injuries to the floor 
nurse, who then notified the DON of the new injury. Floor nurse interviewed and admitted being notified, 
during shift report, that resident had a fall. The nurse did not initiate the facility fall protocol as she was under 
the impression that the fall had occurred earlier on night shift; not during shift change as it occurred. How the 
facility identified resident(s) affected and residents with potential to be affected by the same deficient 
practice. ELEMENT 2(R2): NP notified 12/8/25, no new orders. The resident was assessed by licensed 
nurse and Provider. Incident report completed to include care plan update with new intervention. Resident's 
daughter notified via phone. Residents with a BIMS of 9 or lower or BIMS 10 or greater had a skin 
assessment or interview completed by a licensed nurse to identify any potential injuries/incidents that may 
not have been reported. There were no newly identified injuries noted. Completed by12/10/25.Residents with 
falls in the last 14 days were reviewed by a licensed nurse manager to ensure falls protocol was initiated to 
include the resident was assessed by the nurse, skin assessment post fall, notification of 
Provider/responsible party, and ongoing monitoring was initiated. Completed 12/11/25. Corrective action to 
be taken: ELEMENT 3Facility nursing staff will be re-educated by the Director of Nursing or designee 
regarding facility Falls Protocol policies to include ensuring any incidents / falls are reported to the nurse 
immediately and ensuring falls protocol was is initiated to include the resident being assessed by the nurse, 
skin assessment post fall, notification of Provider, /responsible party, neuro checks, and notification of on call 
manager, timely initiation of an intervention, and ongoing monitoring. Education completed by the date of 
compliance.CNA staff will be educated to enter a custom alert note upon receiving knowledge of a resident 
fall to ensure proper reporting. How facility monitors its corrective actions to ensure deficient practice was 
corrected and will not recur. ELEMENT 4Director of Nursing or designee will complete a skin assessment of 
5 cognitively declined residents to ensure there are no unreported injuries.Director of nursing or designee will 
audit 5 falls weekly to ensure that fall protocol is initiated to include falls protocol was initiated to include the 
resident being assessed by the nurse, skin assessment post fall, notification of Provider, /responsible party, 
neuro checks, and notification of on call manager, timely initiation of an intervention, and ongoing monitoring. 
Audits will be completed weekly x 4 then monthly thereafter. Audits will be forwarded to the QAPI committee 
for review and discontinuation.Date of completion of plan of correction: 12/11/25 The facility was able to 
demonstrate monitoring of the corrective action and maintained compliance.
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