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Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2583761.Based on interview and record review, the facility failed to ensure the proper 
notifications were made with a change in condition for 1 resident (Resident #101) of 3 residents reviewed for 
notifications, resulting in Resident #101's responsible party not receiving prompt notification of falls and/or 
subsequent injuries identified.Findings include:Review of an admission Record revealed Resident #101 was 
originally admitted to the facility on [DATE], with pertinent diagnoses which included: dementia and anxiety. 
Review of a Minimum Data Set (MDS) assessment for Resident # 101, with a reference date of 5/28/25 
revealed a Brief Interview for Mental Status (BIMS) score of 3, out of a total possible score of 15, which 
indicated Resident #101 was severely cognitively impaired. In an interview on 9/11/25 at 9:26 AM, Family 
Member (FM) D reported that Resident #101 had fallen multiple times at the facility, was hospitalized on 
[DATE] and passed away on 7/24/25. FM D reported that she visited Resident #101 everyday at the facility 
and that the facility communicated very poorly with her. FM D reported that she was often notified several 
days after his falls and/or not at all. FM D reported that on 7/16/25 she declined x-rays be taken of Resident 
#101's back because she did not know he had any injury to his back until the next day when he was in such 
severe pain that she insisted he be sent to the hospital. FM D reported that she had not been notified of the 
injuries found on 6/16/25 to the resident's head and back.Review of a list of falls from the past 90 days, 
provided by Director of Nursing (DON) B did not include Resident #101. Review of Resident #101's Fall 
Reports revealed the following falls:6/4/25 at 4:30 PM-resident was found kneeling next to bed with no 
injuries.6/13/25 at 3:15 AM-resident was found on the floor in front of his recliner with bruise on his chest and 
bruise on right rear iliac crest (back of right hip).6/18/25 at 1:50 AM-resident was found on the floor in front of 
his recliner with no injuries.6/28/25 at 7:30 PM-resident was found on the floor in the bathroom with no 
injuries.7/10/25 at 2:00 AM-resident was found on the floor near his recliner with a scratch on his right 
buttock.7/14/25 at 11:45 PM-resident was found on the floor in front of his recliner with no injuries.In an 
interview on 9/11/25 at 1:38 PM, Certified Nursing Assistant (CNA) F reported Resident #101 had multiple 
falls at the bedside and in the bathroom. CNA F reported that the resident fell so many times that the nurse 
sometimes wouldn't even document it. In an interview on 9/15/25 at 10:48 AM, Clinical Care Coordinator 
(CCC) E reported Resident #101 had multiple falls in the evening hours. CCC E reported that Resident #101 
had 6 known unwitnessed falls on 6/4/25, 6/13/25, 6/18/25, 6/28/25, 7/10/25 and 7/14/25. CCC E reported 
that the incident reports from the falls did not indicate any major injuries were sustained. CCC E reported that 
less than 48 hours following his last fall, CCC E found the resident to have a hematoma and bulge on the 
back of his head and there had been no previous documentation of those injuries. CCC E reported did not 
report this finding to the provider and/or FM D. CCC E reported that about 4:00 PM that day (7/16/25) 
another nurse had found a large bruise on the resident's back and notified the provider; an x-ray was ordered 
for that evening. CCC E reported that FM D was at the bedside when the x-ray department arrived and 
declined having the x-ray done saying that Resident #101 was having pain in his legs and that she did not 
know why there would be an order for a back x-ray. CCC E reported that the next morning FM D called the 
facility upset that she did not know about that Resident #101 was having pain in his back and requested that 
x-rays also be taken of his legs.In an interview on 9/15/25 at 12:55 PM, Licensed Practical Nurse (LPN) H 
reported that Resident #101 fell a lot during the night, as he would try to get out of his chair and would 
attempt to self-transfer to the bathroom. LPN H reported that she notified the provider and DON B after falls 
and then reported to the day nurse, so that she could call the family. Review of Resident #101's Nurse's 
Notes dated 7/16/25 at 8:55 PM revealed, Daughter (FM D) called today concerning dads (Resident #101) 
pain/discomfort. Writer informed that he (Resident #101) was anxious this morning and stated that he was in 
a lot of pain. She stated that she was upset with the lack of communication and that she did not call and 
inform her that her dad was in pain. She stated that she declined the x-ray yesterday due to technician 
saying it was a back x-ray and not for his legs. She then stated that she was going to call and see if she 
could get an order for an x-ray on his leg.
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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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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2583761Based on interview and record review, the facility failed to complete thorough 
post-fall assessments and adequate monitoring following falls for 1 resident (Resident #101) of 3 residents 
reviewed for falls, resulting in the delay of care for fractures of ribs, fractures of the pubic rami (a group of 
bones in the lower pelvis) and sacrum (tailbone). Findings include:Review of an admission Record revealed 
Resident #101 was originally admitted to the facility on [DATE], with pertinent diagnoses which included: 
dementia and anxiety. Review of a Minimum Data Set (MDS) assessment for Resident # 101, with a 
reference date of 5/28/25 revealed a Brief Interview for Mental Status (BIMS) score of 3, out of a total 
possible score of 15, which indicated Resident #101 was severely cognitively impaired. Review of the 
Functional Abilities revealed that Resident #101 required substantial/maximal assistance (helper does 
&gt;50% of the effort) to transfer to and from wheelchair and to use the toilet.Review of Resident #101's Care 
Plan revealed, I am at HIGH risk for falls r/t (related to) anti-depressant use, vascular dementia, depression, 
deconditioning related to dialysis. Dated initiated: 5/20/25. Interventions: 6/13/25: Dycem (thick pressure 
reducing pad) added to resident's person recliner. 6/18/25: Increase rounding on resident at night. 6/4/25: 
make sure call light and other important items are within reach. 7/10/25: Staff will offer option of being in bed 
or sitting in recliner at bedtime. 5/20/25: Anticipate and meet the resident's needs. 6/18/25: Appropriate 
footwear: nonskid or grippy socks. 7/15/25: Bedside commode next to recliner. 5/20/25: Clear pathway to the 
bathroom and bedroom doors. 5/20/25: Do not leave resident unattended in bathroom. 5/20/25: Encourage 
resident to wear shoes or slippers with non-slip soles when ambulating. 6/28/25: ensure wheelchair is not in 
reach and walker is in reach for resident. d/t (due to) resident uses w/c (wheelchair) as a walker.In an 
interview on 9/11/25 at 9:26 AM, Family Member (FM) D reported that Resident #101 had fallen multiple 
times at the facility, was hospitalized on [DATE] and passed away on 7/24/25. FM D reported that she visited 
Resident #101 everyday at the facility and that the facility communicated very poorly with her. FM D reported 
that she was often notified several days after Resident #101 had a fall and/or not at all. FM D reported that 
on 7/16/25 she declined x-rays be taken of Resident #101's back because she did not know he had any 
injury to his back until the next day when he was in such severe pain that she insisted he be sent to the 
hospital.Review of a list of all falls from the past 90 days, provided by Director of Nursing (DON) B revealed 
no falls for Resident #101. Review of Resident #101's Fall Reports revealed the following falls:6/4/25 at 4:30 
PM-resident was found kneeling next to bed with no injuries.6/13/25 at 3:15 AM-resident was found on the 
floor in front of his recliner with bruise on his chest and bruise on right rear iliac crest (back of right hip).
6/18/25 at 1:50 AM-resident was found on the floor in front of his recliner with no injuries.6/28/25 at 7:30 
PM-resident was found on the floor in the bathroom with no injuries.7/10/25 at 2:00 AM-resident was found 
on the floor near his recliner with a scratch on his right buttock.7/14/25 at 11:45 PM-resident was found on 
the floor in front of his recliner with no injuries. Review of Resident #101's Neurological Checks that 
corresponded with falls on 6/4/25, 6/13/25, 6/18/25, 6/28/25, 7/10/25 and 7/14/25 were all documented as 
normal. There was no documentation of weakness or unusual movement of arms or legs during the 72 hours 
following each fall listed above.Review of Resident #101's Hospital Records dated 7/17/25 revealed, .
presents to emergency department with complaint of fall 3 days ago.complain of pain everywhere.CT 
(detailed x-ray images) thorax (chest) and pelvis.Final Result: 1. Acute (sudden onset) fractures involving the 
right superior and inferior pubic rami. 2. New fracture at the anterior cortex of the S3 segment (the front outer 
bones of the sacrum). 3. New acute fracture involving the posterolateral left 11th rib.Hospital Course: .
admitted to internal medicine service. Overall his pain was very difficult to control. Frequently shouting out for 
help and moaning in pain. He is unlikely to walk again.elected to pursue hospice. These records had a label 
across the top indicating printed by (Clinical Care Coordinator (CCC) E) on 7/18/25 at 7:43 AM.Review of 
Resident #101's Nurse's Notes dated 7/17/25 at 6:21 PM revealed, Daughter came in.Stating that she is 
taking him to the hospital now and that she was not going to wait any longer for mobile x-ray to come out. 
Review of Resident #101's Nurse's Notes dated 7/16/25 at 8:55 PM revealed, Daughter (FM D) called today 
concerning dads (Resident #101) pain/discomfort. Writer informed that he was anxious this morning and 
stated that he was in a lot of pain. She stated that she was upset with the lack of communication and that 
she did not call and inform her that her dad was in pain. She stated that she declined the x-ray yesterday due 
to technician saying it was a back x-ray and not for his legs. She then stated that she was going to call and 
see if she could get an order for an x-ray on his leg.Review of Resident #101's Nurse's Notes dated 7/16/25 
at 4:05 PM revealed, Message sent to on call (provider) concerning back pain and bulge on back of head. 
Order for lumbar/thoracic (lower and middle back) x-ray ordered.Review of Resident #101's Nurse's Notes 
dated 7/16/25 at 4:01 PM revealed, .during rounds this morning (Resident #101) began yelling and swearing 
at staff. He stated that he did not feel well. He stated that he did not want to go to dialysis because he was 
hurting too bad. This nurse assessed patient due to recent fall and observed a bulge on the back of his head 
and a raised area on the left lower side of his back. When writer attempted to touch area (Resident #101) 
jumped and began to yell, stating that it hurt so bad. Review of Resident #101's Nurse's Note dated 7/16/25 
at 7:49 AM revealed, .when rounding was informed of hematoma (localized collection of blood due to 
trauma) to back of scalp and bulge at back. This writer assisted with transfer yesterday and did assessment 
and these were not visualized at that time. These are new developments. In an interview on 9/11/25 at 1:38 
PM, Certified Nursing Assistant (CNA) F reported Resident #101 had multiple falls at the bedside and in the 
bathroom. CNA F reported that the resident fell so many times that the nurse sometimes wouldn't even 
document it. In an interview on 9/11/25 at 12:40 PM, Licensed Practical Nurse (LPN) G reported that 
Resident #101 frequently complained of pain and feeling sick. LPN G reported that the resident had a lot of 
bruises on his arms and back. In an interview on 9/15/25 at 12:55 PM, LPN H reported that Resident #101 
fell a lot during the night, he would try to get out of his chair and would self-transfer to the bathroom. LPN H 
reported that staff tried to check on Resident #101 more often but was not able to be there all the time 
because every patient deserved the same care. LPN H reported that Resident #101's falls were always 
unwitnessed, he would bruise easily and complained of back pain after his falls. LPN H reported that she 
notified the provider and DON B after falls and then reported off to the day nurse so that they would call the 
family. LPN H reported that she was not aware of Resident #101's injuries that were discovered after he was 
transferred to the hospital on 7/17/25.In an interview on 9/15/25 at 10:24 AM, Director of Nursing (DON) B 
reported that she knew Resident #101 had multiple falls and was sent to the hospital but that she did not 
know the outcome from his hospitalizations. DON B reported that CCC E was very familiar with the resident 
and had dealt with concerns voiced by FM D. In an interview on 9/15/25 at 10:48 AM, CCC E reported 
Resident #101 had multiple falls in the evening hours. CCC E reported that Resident #101 had 6 known 
unwitnessed falls on 6/4/25, 6/13/25, 6/18/25, 6/28/25, 7/10/25 and 7/14/25. CCC E reported that the incident 
reports from the falls did not indicate any major injuries. CCC E reported that less than 48 hours following his 
last fall, CCC E found the resident to have a hematoma and bulge on the back of his head and there had 
been no previous documentation of it. CCC E reported that she did not report this finding to the provider 
and/or FM D. CCC E reported that based on the record, at about 4:00 PM that day (7/16/25) another nurse 
had found a large bruise on the resident's back and notified the provider; an x-ray was ordered for that 
evening. CCC E reported that FM D was at the bedside when the x-ray department arrived and declined 
having the x-ray done saying that Resident #101 was having pain in his legs and that she did not know why 
there would be an order for a back x-ray. CCC E reported that the next morning FM D called the facility upset 
that she did not know about that Resident #101 was having pain in his back and requested that x-rays also 
be taken of his legs. Before the x-ray department arrived, FM D was at the bedside and insisted that 
Resident #101 be sent to the emergency department due to his extreme pain; Resident #101 was transferred 
to the hospital by ambulance on 7/17/25 at approximately 7:30 PM. CCC E reported that she reviewed 
records from the hospital the next day that revealed multiple fractures, but did not have any knowledge of 
what transpired after that. CCC E reported that the findings from Resident #101's hospital report were 
handled by admissions and/or DON B to determine if the injuries would need to be reported to the state.In a 
subsequent interview on 9/15/25 at 2:40 PM, DON B reported that through her investigations regarding 
Resident #101's falls staff had reported Resident #101 had increase yelling, worsened weakness, irritability 
and refusing cares for a couple days prior to his hospitalization; Resident #101 had reported pain 
inconsistently, but staff related his pain to being sore from his previous falls. DON B reported that Resident 
#101's hematoma on his head and the bruising to his back were not noted in assessments prior to 7/16/25. 
DON B reported that she was made aware of Resident #101's fractures on 7/18/25 but did not have a 
concern for abuse or neglect.Review of Resident #101's Weekly Skin Observations revealed the following 
findings:5/29/25: no bruises.6/6/25: multiple bruises on arms.6/13/25: no assessment documented.6/20/25: 
multiple bruises on arms.6/27/25: no assessment documented.7/4/25: no assessment documented.7/11/25: 
multiple bruises. All findings from the skin observations listed above were documented as areas previously 
being monitored.Review of Resident #101's Nurse's Notes dated 6/15/25 at 3:44 AM revealed, .Family 
visited and brought to nurse's attention a large dark purple bruise covering left side.multiple bruises noted to 
hands and arms.Review of Resident #101's Nurse's Notes dated 6/17/25 at 5:12 PM revealed, Bruising 
noted on right side, most likely from recent fall.Review of Resident #101's Nurse's Notes dated 6/20/25 at 
6:18 PM revealed, .fall on 6/18/25, today writer noticed a bruise 3 x 2.5 cm on the top of his head.Review of 
Resident #101's Nurse's Notes dated 6/28/25 at 5:48 AM revealed, Resident very anxious during the shift, 
yelling out loud, resident also stated he had a headache.Review of Resident #101's Nurse's Notes dated 
6/29/25 at 2:36 AM revealed, Resident was observed on the floor sitting up in his bathroom doorway.
abrasion with dark purple bruise was in his mid-back. These findings were not noted of the resident's incident 
report from 6/28/25.Review of Resident #101's Nurse's Notes dated 7/10/25 at 3:21 AM revealed, .observed 
resident sitting on floor close to his recliner.An abrasion on his upper right glute (buttock).Review of Resident 
#101's Nurse's Notes dated 7/12/25 at 1:33 PM revealed, .medication for anxiety and pain given this morning 
due to yelling and attempting to transfer.Review of Resident #101's Nurse's Notes dated 7/15/25 at 12:31 
AM revealed, .heard fall in room by aide at 11:45 PM (7/14/25).observed on the floor on right side laying on 
arm in front of recliner.
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