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Based on interview and document review, the facility failed to ensure staff appropriately assessed, 
monitored, intervened, and notified the family in a timely manner after a fall for 1 of 1 resident (R1) resulting 
in a brain bleed and skull fracture causing serious harm and eventual death. The immediate jeopardy (IJ) 
began 9/15/25 at 10:23 p.m., when the facility failed to ensure staff appropriately assessed, monitored, and 
intervened after a fall for 1 of 1 resident (R1) who had an unwitnessed fall with visible facial bruising and 
facial structure abnormalities, that resulted in delayed medical examination by a physician and early 
treatment. R1 was finally transferred to the emergency room 9 hours post fall to the local hospital, where a 
brain bleed and skull fracture were discovered resulting in serious harm and eventual death. The facility 
administrator and director of nursing were notified of the IJ on 9/24/25 at 12:34 p.m. The facility had 
implemented immediate corrective action beginning 9/18/25 through 9/21/25, to prevent recurrence; 
therefore, the IJ was issued at PAST NON-COMPLIANCE. Findings include: The initial report to the State 
Agency (SA) identified on:1. 9/15/25 at 11:23 p.m., trained medication aide/nurse aide (NA)-A went to check 
on R1 and when she opened door to his room, he was found sitting on the floor in front of his recliner. The 
lights were on, and his walker was over by the closet. His face was bruised, purple, and he had swelling 
around his eyes. His nose was bruised and yellow. His fingers were covered with a small amount of red 
blood, and his thumb fingernail was broken at the tip. He had purple bruising and dry blood on the back of his 
hand. R1's brief was dry, and he denied having pain and hitting his head. He was alert and oriented to 
person and time. His neuros were reported as stable after the fall. Registered nurse (RN)-A removed his arm 
rest protectors from his recliner and educated R1 on using his breaks on his four-wheeled walker. There was 
no indication in the report staff had contacted a physician or family member for R1 immediately after the fall 
or sent R1 to the emergency room at the adjacent hospital for medical evaluation.2. 9/16/25 at 1:15 a.m., R1 
began to report a headache and was given as needed (PRN) Tylenol 650 mg via standing orders. RN-A 
called the E-Care physician (on-call telemedicine physician) to report R1 now had a headache, was vomiting, 
had increased blood pressure (BP), and was noted to be shaking. The E-Care physician visited with R1 via 
telehealth (video over computer screen). R1 was vomiting into a trash can and complaining his head hurt. 
The E-Care provider recommended R1 take Zofran (anti-nausea medication) and wait for the Tylenol to kick 
in. R1 was noted to have vomited shortly after taking the Tylenol. There was no indication in the report, that 
the E-Care provider nor RN-A had identified an emergent situation that indicated potential head injury.3. 
9/16/25 at 3:00 a.m., R1's oxygen level was identified to begin to drop between 86%-89% [oxygen saturation 
(SpO2)] (92% to 100% is normal range), which was reported to be not his baseline. RN-A then administered 
an Albuterol nebulizer (inhaled medication) treatment via standing orders at 3:34 a.m R1's oxygen increased 
to 90% SpO2 for 30 minutes but then reverted back to 86%-88% SpO2. RN-A called E-care back at that time 
to report change a in condition. R1 reported his headache pain was less painful, and he was no longer 
vomiting. The E-care provider then ordered a chest x ray STAT (immediately), a urinalysis specimen (UA) 
with culture, and some blood specimens and additional medication orders. There was no evidence that RN-A 
disclosed the previous E-Care physician's call, order changes, R1's recent fall, or identified the seriousness 
of the incident and the need to send R1 to the emergency room for in-person evaluation by a physician.4. 
9/16/25 at 5:00 a.m., a nurse aide reported to RN-A that R1 had begun vomiting again. RN-A then called 
E-Care again requesting a computerized tomography (CT) scan of his head. The E-Care physician told RN-A 
since R1 was alert and could read questions (R1 had limited hearing so he was asked to read questions 
rather than hear them asked) used to assess his cognition, they did not believe R1 needed CT scan of his 
head and only gave order for an X-ray of his. RN-A then entered the orders from the E-Care physician. There 
was no mention in the report either the E-Care provider, nor RN-A had yet identified the seriousness of R1's 
condition.5. 9/16/25 at approximately 7:30 a.m., when R1's primary care physician (NP-C) arrived, he was 
notified of R1's fall and asked to evaluate R1. PCP directed staff to send R1 to the ER where a head CT was 
completed and it was noted there were bilateral skull fractures, bilateral brain bleeds, bilateral hemorrhagic 
contusions (bleeding and bruising) and a subarachnoid hemorrhage( bleeding in the space below one of the 
thin layers that cover and protect your brain) in the frontal and temporal (side) lobes and a right parietal 
intraventricular hemorrhage (bleeding in the cerebral ventricular system). Staff noted the call light was not 
sounding at the time of the fall. The facility identified R1's care plan had been followed. R1's 7/23/25, 
quarterly Minimum Data Set (MDS) assessment identified R1 was admitted in December 2022 with 
diagnoses of dementia, diabetes, anxiety, high blood pressure, insomnia, hearing loss, and anemia. R1's 
undated, current care plan identified R1 was able to dress himself however, staff were to assist as he 
allowed. R1 used bilateral grab bars to assist with mobility, positioning, and bed mobility. R1 used a 
four-wheeled walker and was independent with ambulation. R1 was at risk for falls and staff were to keep his 
room door open as much as possible, to monitor that his walker was near him, and that he had appropriate 
footwear on. Staff were to remind him to slow down when walking and check on him every 2 hours. R1's 
9/15/25, Fall report identified at 10:23 p.m., a trained medication assistant/nursing assistant (NA)-A had 
opened the door to R1's room to check on him and found him sitting on floor in front of his recliner. The lights 
were on, and his walker was over by his closet. The arm rest protectors that were used on his recliner were 
found on the floor. R1's face was bruised, and he was noted to have swelling around his eyes and his nose 
was bruised and yellow. His fingers were covered with a small amount of blood, and his thumb nail was 
broken at the tip. R1 had denied hitting his head but could not explain why he fell. He was alert and 
orientated to person and time. His neurological assessment was noted to be within normal limits, and his call 
light was within reach. Interventions identified were to include hourly checks, discontinue arm rest protectors, 
and provide education to R1 to place his breaks on his walker when it was not in use. The on-call E-Care 
(telemedicine physician) was notified at 10:45 p.m R1's family member was documented as having been 
notified on 9/16/25 at 7:00 a.m., (8.5 hours later). R1's 9/15/25, Fall Scene Investigation Report (a huddle 
with staff on duty at time of fall) identified R1 had not utilized his breaks on his walker and did have shoes on 
at the time of his fall. The fall occurred next to a transfer surface, and the last time R1 was assisted to the 
restroom was on 9/15/25, at 8:20 p.m R1 was found by staff with facial bruising, had swollen eyes and nose, 
and had bloody fingers. R1's walker was across the room from him by the closet. Question number 4 on the 
form, noted: Did the resident hit head or have unwitnessed fall? The answer was yes. The form identified if 
the answer was yes, staff were to complete vitals (assessments of blood pressure, pulse, and respirations), 
and neurological (neuro) checks (assessment of pupils) per protocol at: A) every 15 minutes x 4, B) every 30 
minutes x 2, C) every hour x4, D) every 4 hours x 6, then only vitals 2 x day x 3 days. R1's 9/15/25 through 
9/16/25, neuro checks identified they were completed at:10:38 p.m., within normal limits. (WNL).10:53 p.m., 
WNL.11:08 p.m., WNL.11:23 p.m. WNL12:23 p.m., WNL, 1 hour later.1:23 a.m., R1 was documented as 
having a neuro change of a headache (HA).2:23 a.m., identified R1 had HA, nausea and vomiting (N&V).
3:23 a.m., identified R1 continued to have a HA, nausea and vomiting (N&V).4:23 a.m., identified R1 
continued to have a HA, nausea and vomiting (N&V).The form lacked evidence RN-A had perform 30-minute 
neuro checks after the 15-minute checks were completed after 11:23 p.m., x 2, per protocol. Interview on 
9/22/25 at 1:00 p.m., with registered nurse (RN)-A identified NA-A found R1 on the floor during rounds, at 
approximately at 10:20 p.m. on 9/15/25. R1 was on the floor by his recliner and his walker was over by his 
closet. R1 had denied he fell, which was unusual for him as R1 had fallen before and gets mad if we find he 
has fallen. He was assessed and at the time, and his neuros and vitals were stable. E-Care (Nurse 
practitioner (NP)-A) was contacted by phone to report the fall and that R1 had facial bruising. Between 1:00 a.
m. and 1:30 a.m., on 9/16/25, RN-A recalled R1 started to complain of a HA, and N&V at that time. She then 
gave R1 Tylenol and called E-Care and spoke to NP-B (different provider) to report his new symptoms. At 
that time, NP-B decided to see R1 via telehealth video conferencing. R1 complained of his head hurt and he 
was shaking at the time. RN-A was then directed by NP-B to give him Zofran. RN-A stated, I thought that 
was odd as R1 was shaking and his blood pressure was elevated. It was a very busy night, and I was 
overwhelmed. RN-A had another resident with an IV that was not working, and another resident on another 
unit, that she needed to straight catheterize (to assist with urination) for another nurse. RN-A called the 
hospital resource nurse (RN-H) from the adjacent hospital to come and help her with her duties. NP-B was 
called again when R1's oxygen levels dropped. RN-A stated she had just listened to NP-B and did what she 
said, as it was so busy that night. She had asked NP-B for a CT scan of R1's head which NP-B declined. 
NP-B was reported to decline RN-A's recommendation, as R1 had been able to read the questions RN-A 
had written out earlier as he was hard of hearing, and his headache had improved. NP-B ordered an X-ray of 
his facial bones and RN-A took him over to the adjacent hospital's radiology department for the X-ray. RN-A 
gave report to the oncoming day nurse, the nurse manager (RN-D), and the facility NP (NP-C), who 
happened to be at the facility early that day (at approximately 7:30 a.m., on 9/16/25). NP-C did assess R1 
and had him sent over to the ER immediately. RN-A felt the reason she had not sent R1 over to the ER was 
because NP-B did not think he need to be seen at the time. RN-A was unaware, she could use her 
professional judgement to send R1 for medical evaluation. She thought she had to go through E-Care and 
get a physician's order to send a resident to the ER. After the fall, the facility did training with all the nurses, 
and she was made aware a nurse did not need an order to send a resident to the ER. R1 returned from the 
hospital later that morning and he passed away later that afternoon on 9/16/25. R1's 9/15/25 at 10:39 p.m., 
Avel Senior Care (E-Care), Change in Condition written by NP-A, identified RN-A reported R1 was found on 
floor with marked bruising on face, however, the resident denied hitting his face. It was unknown if R1 hit his 
head. Neuro assessment identified R1 was alert and orientated x 3 and able to read questions since he was 
hard of hearing. The NP-A's plan for a non-witnessed fall, was to initiate neuro checks and place him on a 
fall protocol. Even though he denied head trauma, NP-A ordered staff to monitor his neurological status 
frequently. NP-A provided the Senior Care Guidance to Monitor for Possible Head Injuries, form that 
identified signs and symptoms and provided guidance for staff on what to do:Signs and symptoms to watch 
for included: blacking out/loss of consciousness, headache, dizziness and/or vomiting, new or worsening 
confusion, trouble recognizing people, unusual sleepiness or difficulty waking up, unusual mood or behavior 
changes, new or worsening trouble with walking or talking, seizures, bruising behind the ears or around the 
eyes, and blood or clear drainage from the nose or ear.What to do: identified staff were to monitor the 
resident for 24-72 hours. It explained: Early on, there may not be symptoms. If any of these symptoms 
develop within 24 hours after a head injury, the resident should be urgently evaluated in the emergency room 
(ER) if that was consistent with their wishes. If a resident had not wanted to be transferred to the ER for 
evaluation, they should be urgently evaluated by [E-Care]. There was no indication NP-A had identified or 
followed the written guidance she gave the facility staff on the common lack of symptoms from a head injury 
as noted above, the facial bruising he already had at the time of the fall, or if she had asked R1 or his family 
if they desired for R1 to be seen at the ER. R1's 9/16/25 at 1:22 a.m., E-Care provider notification progress 
note, written by NP-B, identified RN-A called to report R1 was complaining of a headache, nausea, and 
vomiting. RN-A reported R1 had a fall yesterday. On provider video evaluation, R1 was visualized as awake, 
responded appropriately, displayed no weakness, followed commands and denied shortness of breath. R1 
was anxious and nauseated. NP-B gave new orders for hydroxyzine HCI 25 milligrams (mg) take one tablet 
by mouth once a day at bedtime for anxiety, and Zofran 4 mg sublingual (SL) every 8 hours one time a day. 
The hydroxyzine 25 mg order was crossed out and noted (allergy, discontinue (dc)). NP-B also ordered was 
some blood specimen labs and a UA and urine culture. The order was not electronically signed by NP-B until 
9/16/25 at 4:24 a.m. There was no indication in the progress note NP-B recognized R1's deteriorating 
condition as a sign of need for immediate evaluation in the ER. R1's 9/16/25 at 4:25 a.m., E-Care provider 
notification note written by NP-B, identified RN-A called to report resident now had hypoxia (lack of oxygen in 
the blood). RN-A reported R1's oxygen saturation (O2 sats) were at 90%. RN-A had given a nebulizer 
treatment however, R1's O2 sats remained at 90%. R1 still had nausea and vomiting. R1 was awake and 
denied pain, chest pain, or abdominal pain. The telehealth exam identified he was not in any acute distress. 
Orders were given to place R1 on oxygen at 2 liters (L) via nasal canula and titrate to keep O2 sats above 
92%, get a stat (immediate) chest X-ray, albuterol nebs 2.5 mg every 6 hours as needed for shortness of 
breath, Ipratropium 0.5 mg every 6 hours as needed for shortness of breath, facial X-ray 2 views, and follow 
up with primary provider (NP-C) in the morning. The order was electronically signed later by NP-B 9/16/25 at 
5:08 a.m. There was no indication NP-B identified during the call or telehealth assessment, that R1's 
condition was worsening or that he needed to be sent to the ER to be physically evaluated with a higher level 
of care. R1's 9/16/25 at 10:14 a.m., provider note by NP-C who identified R1 had been seen today (time 
unidentified on the note but reported by staff to be approximately 7:30 a.m.) at staff request, to follow up after 
an E-Care visit during the night due to a fall where the resident hit his head. There had been a facial X-ray 
done at this time. No CT scans were completed, and the resident had not been evaluated in the emergency 
department during the night. R1, while hard of hearing, was cognitively different than normal during the 
exam. He was unable to answer questions, and his responses are nonsensical at the time. R1's blood 
pressure was elevated that morning. Staff reported R1 was complaining of a headache, nausea, and 
vomiting during the night. NP-C assessed R1's head and face injury, and believed R1 needed a higher level 
of care and possible admission. NP-C consulted with the ER provider MD-B and gave a brief background of 
what had happened and recommended that R1 be seen in the emergency department. MD-B agreed, and 
nursing staff brought R1 over to the ER. Signed electronically by NP-C at 10:23 a.m. R1's 9/16/25 at 8:46 a.
m., physician (MD-A)'s emergency department (ER) note identified the clinical impression by the ER 
physician was R1 suffered a brain bleed with skull fractures. R1's condition was listed as critical. R1 reported 
he tripped and fell last night. He had a mild headache but felt it would go away. He had no nausea, no neck 
pain, no extremity pain and was not on any anticoagulants upon admission. He was alert and oriented and 
his vital signs were normal. R1 was very hard of hearing but was able to answer questions appropriately. He 
has periorbital contusions (bruising) bilaterally, with no signs of entrapment. Facial bone computed 
tomography (CT) was negative. Non-contrast head CT showed multiple significant abnormalities. He had 
bilateral skull fractures, bilateral subdural hematomas (a pool of blood that can push on the brain), bilateral 
hemorrhagic contusions (bleeding with bruising) and subarachnoid hemorrhage (bleeding usually from a 
bulging blood vessel that bursts in the brain (aneurysm) that may lead to permanent brain damage or death if 
not treated). R1 had left to right subfalcine herniation of 8 millimeters in length (where part of brain tissue 
moves under a thin membrane that separates the two hemispheres of the brain). [A regional hospital] 
Neurosurgery was consulted and would accept R1 in a transfer. Keppra was given for seizure prevention, 
due to subarachnoid hemorrhage. Clinically, R1 declined while at the ER and was not as responsive. After 
extensive discussion with family, it was unanimously decided not to transfer for aggressive management at 
that time (related to his deteriorating condition upon his assessment in ER). They would like R1 to be started 
on hospice and return to the facility. Review of the 8/23/23, National Library of Medicine (NIH) article: 
Subfalcine Herniation, located at: https://www.ncbi.nlm.nih.gov/books/NBK536946/, identified herniation 
occurred when brain tissue was displaced within in the cranium. Initial presentation can be a headache. It is 
common to have headache, nausea, vomiting, or altered mental status. Treatment/management depends on 
the cause, with an attempt to decrease the intracranial (brain) pressure. Medical treatment may be 
medication or surgical. Surgical treatment could include ICP monitoring, external ventricular drain, 
craniotomy to remove a hematoma, or decompressive craniectomy. Brain herniation can cause severe 
clinical disability or death. Brain herniation is potentially reversible with appropriate and timely therapeutic 
interventions (by a medical provider). The patient and family should be thoroughly counseled about the 
possible treatment protocols to help in shared decision-making. A timely diagnosis and management will 
ultimately benefit the patient and improve the clinical outcome. Interview on 9/22/25 at 4:30 p.m., with NA-B 
identified she was working the night of 9/15/25, when R1 fell. NA-A had come to get her to assist with helping 
R1 up off the floor after the nurse was done assessing him. R1 was able to walk out to the TV room but he 
was a little more shaky than usual. R1's face was bruised, and his eyes were swollen, and a cold washcloth 
was placed over his eyes. In her opinion, R1 should have been taken over to the ER, even though he had 
denied he fell. When she returned to work the next day around 3:00 p.m., she assisted with repositioning R1 
who at that time, was unresponsive. Interview on 9/22/25 at 4:40 p.m., with NA-A identified she had entered 
R1's room to check on him on the night of 9/15/25 and found him on the floor with his back against the 
recliner. R1's walker was across the room by his closet. His hat was on the floor and the closet door was 
open slightly. R1's right thumb was bleeding. Both of his eyes had bruising and looked baggy, like he had hit 
his face. R1's right hand was more shaky than normal. The nurse assessed R1, and he was assisted up and 
he was able to walk out to the TV room. RN-A called the E-Care physician, and they said if R1 was not 
complaining, he was okay, but she wished he would have been seen in the ER anyway. NA-A was worried 
about R1 when her evening shift ended. The nurse manager (RN-D) came out to speak to us the following 
evening on 9/16/25, as it was a heart-breaking event and R1 had passed away. She told staff If we needed, 
we could use the employee [assistance] program. There was a meeting the next day on 9/17/25, with some 
of the providers and they had some good ideas. The medical director was on the phone for the meeting. The 
meeting was about preventing future similar events. RN-D was aware NA-A was having a hard time with R1's 
death. NA-A reported she had asked RN-D, if she could have brought R1 over to the ER herself that night, 
and even if it was not going to help [R1], she would have felt better. RN-D had told her that technically she 
could take a resident to the ER, but the nurse should call [E-Care] first. Interview on 9/22/25 at 3:30 p.m., 
with licensed nurse (LPN)-B identified if a resident had a fall, the nurse would assess the resident and 
determine if additional treatment was needed. Depending on the nurse's assessment, the nurse may send 
the resident over to the ER for evaluation or may call the E-Care provider, if non-emergent, to obtain an 
order to send a resident to ER. A nurse did not need an order to send a resident to the ER if the nurse 
thought (used their professional judgment) they needed to be seen immediately. Further interview on 9/23/25 
at 9:10 a.m., with RN-A, identified when E-Care was called, it took a while to get their notes back. She liked 
to double check the provider notes to make sure there were no changes from the oral orders. She noted she 
could have sent R1 over to the ER when he developed symptoms, but she understood she needed to call 
E-Care and go through them first. She did feel like R1 should have been sent to the ER, but she felt she 
needed an order to do that. Staff had to do as much as possible before sending someone to the ER. That 
was why they had E-Care. E-Care would assess so we are not sending residents over unnecessarily. The 
facility did do training that we do not need an order to send someone to the ER we can just send if we feel it 
is needed. She was offered to speak to someone if she needed as she reported she felt so bad about the 
outcome of this resident. Interview on 9/23/25 at 9:53 a.m., with medical director (MD-B) identified she had 
been notified of the incident. She revealed there were many parts contributing to the incident. MD-B was 
concerned how the providers (NP-A and NP-B) handled the situation and had referred one for peer review. 
She identified she supported a lot of long-term care facilities and had done education with nurses in the past, 
that they do not need a physician order to send someone to the emergency department. Unfortunately, there 
is a belief out there that they need an order, and they have a hard time sending someone to the ER without 
one. She would expect anytime there was something clearly alarming, the nurse would send a resident to the 
ER for an evaluation. They do not need an order for that. She had not spoken to the nurse on duty that night 
(RN-A) but felt bad for her as she felt RN-A likely thought she was doing the right thing by reaching out to 
E-Care for direction. E-Care did lay eyes on the resident. She had concerns about the decisions by E-Care 
that were made. MD-B felt the outcome would not have changed for R1 due to his significant fractures and 
the family choosing not to pursue aggressive treatment (after discovery of the fractures in the ER) however, 
she would have expected that conversation to have happened sooner than it did. She had completed a 
thorough review of R1's medical record and provider notes. The following day she participated in a meeting 
with the facility and discussed things that lead up to the event and what the facility could do to prevent events 
like this from happening again. Interview on 9/23/25 at 11:03 a.m., with director of nursing (DON) identified 
she had visited with RN-A and educated her that she could send a resident over to the ER anytime she had 
concerns. RN-A's intuition was that something was wrong, and she hoped now she would feel more 
empowered to follow her intuition in the future. She would expect a nurse to act on their assessments and 
critical thinking and send someone to the ER for evaluation if the nurse felt it was needed. She revealed it 
maybe hard for nurses to override [decisions by] a provider and send someone to the ER if that provider did 
not agree, but at times that might need to be done since the nurse's know the residents better, or if 
something was not right. She confirmed R1 should have been seen in the ER immediately but especially 
after he started to develop symptoms of headache, nausea and vomiting. All licensed nurses were retrained 
starting on 9/18/25, on E-Care and emergency room services, ARCC (Ask a question, make a request, voice 
a concern, use chain of command) and how to use ARCC. Interview on 9/23/25 at 3:53 p.m., with RN-G who 
was also the facility education nurse, identified she had been the nurse on-call the night of 9/15/25 into 
9/16/25. She had not been called by RN-A to come in and assist her with anything. RN-A had not reached 
out to her to consult about R1's fall or any concerns she may have had about him developing symptoms. The 
facility had an internal departmental meeting anytime there was a fall with a major injury or if a resident was 
having multiple falls. These meeting were to discuss the fall or falls and determine a root cause. Training was 
provided to all the nurses following R1's event. We encourage our nurses to collaborate with each other all 
the time and encourage collaboration with the providers. Interview on 9/23/25 at 4:37 p.m., with licensed 
practical nurse (LPN)-A, identified he worked the night of R1's fall on a different unit. RN-A had come to the 
unit he was working on at around 3:00 a.m. or 4:00 a.m. to obtain Zofran from the emergency medication kit. 
RN-A had not asked him to assess R1 however, she had told him that R1 was having nausea and vomiting 
after having a fall. LPN-A revealed he had advised RN-A to send R1 to the ER because anyone having a fall 
and developing symptoms like that should be seen. Interview on 9/23/25 at 4:44 p.m., with RN-H (the 
resource nurse from the attached hospital) identified the facility had called and requested the resource nurse 
to come and restart an IV that was not working. RN-H reported no facility staff mentioned any other 
residents. She was just asked to start the IV on another resident. After that, she returned to the hospital. 
Later interview on 9/24/25 at 9:08 a.m., with the DON identified that the nurse managers all take call. Charge 
nurses (like RN-A) were able to call for any questions they may have. The facility had a system called Volt 
(an internal communication system). The nurses could communicate via text messaging or calling different 
staff through the Volt system. She was unaware RN-A thought she needed a physician order to send a 
resident to the ER for an evaluation until she had spoken with her. She was unaware that other staff on duty 
that night (LPN-A) had voiced concerns of R1 to RN-A and had advised they had felt R1 should have been 
sent to the ER for an evaluation. She also had not been made aware that NA-A had asked a nurse 
supervisor if they could have advocated for R1 and just have taken him over to the emergency room. A call 
was placed on 9/24/25 at 11:09 a.m., with a message left for MD-A but a call was not returned. The IJ that 
began on 9/15/25 was determined to be past noncompliance when it could be verified the facility took steps 
to correct the deficient practice prior to the survey by reviewing all fall related policies as noted and educating 
all licensed nursing staff to those policies. The May 2025, Fall Prevention and Management policy identified 
a fall risk assessment would be completed for each resident upon admission, re-admission, and quarterly. 
Residents determined to be at risk will have fall interventions incorporated into their care plan. After, a fall a 
post fall assessment would be completed to determine the root cause to prevent further falls. The nurse was 
to notify the physician and family at time of fall. The October 2024, LTC Falls and Accidents policy identified 
upon admission, re-admission, and quarterly the facility would assess fall risk, elopement risk, and other risk 
within the facility. The facility would implement interventions for any identified risk on the care plan. For a fall, 
the nurse was to immediately assess the resident for any injury. A head injury must include vital signs and 
neurological assessment at least every 4 hours x 4 and then daily for 72 hours. A fall must be investigated 
for root cause and individualize the residents care plan with interventions. The November 2024, 
Provider/Medical Services LTC policy identified for a resident that had a change in condition, the medical 
provider was to be contacted on the condition. For any life threatening or emergency, the resident was to be 
sent over to the ER for an evaluation. The facility had access to Avel (E-Care) services a telehealth-based 
system, which offered a virtual face-to-face visit. This system provided access to residents and providers to 
provide a medical evaluation, treatment and referral as appropriate. This system could be utilized for a 
change in condition in a non-emergent situation and accessed 24 hours a day with the resident's primary 
provider (PCP) being notified of the use of Avel virtual services and the resident's condition. The December 
2024, Chain of Command and Administrative Call policy identified staff who have identified a problem 
situation would collaborate with their peers to determine the urgency of the problem. The responsible 
provider would be contacted for clarification. If the problem remained unresolved, the staff were to seek 
guidance of the LTC charge nurse. The charge nurse would contact the responsible provider. If the concern 
continues to be unresolved and there was an immediate risk to the resident care and safety, the charge 
nurse was to contact the LTC leader on-call if on a weekend, or the director of nursing on a weekday. The 
findings would be reviewed and if needed, the LTC leader on call or administrator would call for further 
clarification and discussion. If the issue remains unresolved, the administrator would be contacted and they 
would notify the chief medical officer, if needed, for assistance. The undated, E-Care and emergency room 
Services policy identified for a resident experiencing an injury or illness, the nurse was to assess and 
determine the best course of action for the resident. Staff were to address E-Care services with the resident 
and family. If staff were unable to contact family and/or resident was unable to make their needs known, staff 
had the right to send the resident to the emergency room. The nurse may contact E-Care for all 
non-emergent needs to confer with an on-call provider. The nurse had a right to utilize the emergency 
department based on their clinical judgement and assessment. A physician's order was not required to send 
a resident into the emergency room for evaluation. If a nurse was in doubt about whether to pursue further 
medical care, they were to collaborate with another nurse.
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