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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, observation and document review, the facility failed to ensure 1 of 1 resident (R1) was free from 
neglect when R1 had a fall, intentionally not reported by staff, which delayed necessary medical care for two 
hours. This resulted in an immediate jeopardy (IJ) for R1 when, as a result of the fall, she was treated at the 
emergency department (ED) where she was diagnosed with a laceration to her forehead, an abrasion, 
bruising, concussion and a fracture of the sternum. � The IJ began on 12/15/25 at 7 p.m., when nurse aide 
(NA)-A transferred R1 alone (care plan directs assist of two) and R1 fell off the edge of the bed which 
resulted in bleeding laceration on her forehead and NA-A intentionally did not report the fall or seek 
appropriate medical care until two hours later. The administrator, director of nursing (DON), and primary care 
provider medical doctor (MD) were notified of the IJ on 12/23/25 at 4:30 p.m. The facility implemented 
corrective action by 12/18/25, prior to the start of the survey, and therefore is issued as past 
non-compliance.� Findings include:� � R1's significant change Minimum Data Set (MDS) dated [DATE], 
indicated severely impaired cognition, with disorganized and incoherent thinking (rambling, unclear, illogical 
flow of ideas, or irrelevant conversation) altered level of consciousness, and long and short-term memory 
loss. She was dependent (required assistance of two or more staff to complete) personal hygiene, 
bathing/shower, sit to stand, all transfers, and used a manual wheelchair for mobility. Her medical diagnoses 
included Alzheimer's Disease, dementia, and anxiety. Since admission she had two falls without injury and 
one with injury (except major).� R1's Face Sheet identified diagnoses history of falling and transient 
ischemic attack (TIA) (stroke)/cerebral infarction (area of necrotic (death of) tissue in the brain due to 
disrupted blood supply), and osteoporosis (caused bones to become weak and brittle.) ���� � � R1's 
care plan dated 11/5/25, identified R1 had difficulty understanding others due to dementia. Staff were 
directed to speak clearly, repeat phases as needed, and ask simple yes or no questions. She required 
24-hour supervision and care which placed her at a greater risk for abuse and neglect. She had altered 
ability to care for herself due to cognition, unable to walk, dependent upon staff for all transfers, and may use 
EZ stand as needed with a medium sling. She was at risk for falls due history of falls, staff were directed to 
give verbal reminders not to ambulate, transfer without assistance, bed in lowest position, observe frequently 
and place in supervised area when out of bed, pressure sensor when in bed to alert staff when trying to get 
out of bed, and call light within reach always. She had impaired decision making due to dementia and staff 
were directed to provide cues, supervision, determine if decisions made by her endangered herself or others 
and intervene if necessary. On 12/18/25, R1's care plan was updated to include stand pivot transfer (SPT) 
with assist of two if alert, Hoyer lift, and assist of two with medium sling.� � Physical therapy (PT) 
evaluation and plan of treatment dated 10/27/25, identified referral was made due to change in cognition and 
mobility status. Staff reported hard to transfer with assist of one to two with pivot transfers due to resident 
unable to understand completion of task. Staff reported the use of EZ stand had been difficult due to resident 
unsure of the task and hard to explain to her. She was identified as high risk for falls due to cognitive status 
and unable to follow cueing for safety. Clinical impression of evaluation: a cognitive decline was identified, a 
hard time with constant movement and conversation causing limitations in orientation to task. She was able 
to complete the SPT from wheelchair to chair with moderate assistance but attempted to sit in the middle of 
transfer and required maximum assistance to reposition. EZ stand transfer was completed and required 
assist of two throughout to attend to task, keep safely of extremities, and allow for best maneuver of transfer. 
PT discussed with staff on this date, will maintain SPT and EZ stand, with discussion on addition of Hoyer as 
needed in upcoming sessions.�� R1's order start date 10/27/25 through 12/18/25, listed under activities of 
daily living (ADL) flow sheet, identified activity as tolerated; SPT assist of two or EZ stand transfer with assist 
of two per patient cognition and ability to follow cues (this had not been added to R1's care plan).�R1's 
order start date 12/18/25, listed under ADLs flow sheet, identified activity as tolerated; stand pivot transfer 
with assist of two if alert. Hoyer lift due to fracture and medium sling.� R1's fall risk assessment dated 
[DATE], identified intermittent confusion, poor recall judgment, and safety awareness. R1 had balance 
problems with standing, impaired mobility, and required the use of wheelchair. Fall risk score was 18 (16-20 
had high likelihood of a fall occurring) and indicated high risk for falls. � � R1's progress notes from 
12/15/25, through 12/19/25, identified:� -On 12/16/25 12:19 a.m., nurse was called to R1's room at about 
9:00 p.m. (12/15/25). She had a hematoma and discoloration on right side of face around eyebrow, large 
gash about 3 centimeters (cm) long on top left side of head, and partially dry blood running down left side of 
head.� R1 was snoring heavily while nurse wiped blood away using gauze to check the size of the cut, left 
eye was rolled back, and right pupil was pinpoint. R1 was difficult to wake, a second nurse was called over, 
DON contacted, and vitals taken. Staff stated she was put to bed about 7:00 p.m., checked at about 9:00 p.m.
, which was when the gash was found. Sternal rub used at which time she arose and asked what we wanted, 
and why her name had been called. Her eyes returned to normal, though pupils remained small. DON 
notified family who consented for transfer to hospital. Ambulance called; resident left for hospital. She 
returned to facility at 11:50 p.m. with five staples in forehead laceration. Hourly checks are being completed 
on resident.� � -On 12/16/25 at 1:06 a.m., (recorded as a late entry) nurse evaluated R1, and DON arrived 
at facility. She responded to DON but due to advanced Alzheimer's did not respond to questions 
appropriately. R1's blood pressure noted to be slightly elevated (158/99) and son requested she be sent to 
ER to be evaluated. DON met ambulance at the hospital and stayed with her while she was evaluated, then 
accompanied her back to facility. R1 had complained of pain with movement. Two staff assisted her back to 
bed with gait belt and she hollered out with transfer.� Morphine was administrated and staff were instructed 
to complete hourly checks, check bed alarm placement, and ensure bed was in lowest position.� � -On 
12/16/25 at 7:27 a.m., R1 was restless in bed, assisted up and propelled self in wheelchair. Verbalized 
complaints of pain; rubbed head and sternum area with movement.� � -On 12/16/25 at 8:00 a.m., Call 
placed to on-call provider at hospital regarding increased pain and current morphine orders, will return call.�
 � -On 12/16/25 at 8:45 a.m., Difficulty with speech related to Alzheimer's repeats J-e-a n-n. Moving about 
in wheelchair independently on unit. Stopped frequently and rested head in palm of hand, closed eyes while 
rocking back and forth in chair. � -On 12/16/25 at 8:51 a.m., Hospice updated. Continued to have some 
discomfort with abrupt movement/turning and twisting in sternal area. Rubbing at chest and head at times 
stating ow. (as if in pain) � -On 12/16/25 at 12:01 p.m., skin inspected: mid upper forehead laceration 3.5 
cm with 5 staples. Right eyebrow with a 1 x 0.6 cm purple contusion that had a surrounding area 5 x 2 cm 
lighter in color. Right radial side of wrist had 4 small lacerations with some small areas of redness. Left 
knuckle of first finger 0.2 x 0.5 cm contusion. Left great toe 1 x 0.5 cm bruise. � -On 12/16/25 at 1:34 p.m., 
hourly checks completed. Mid shift sleeping in wheelchair with head resting in palm of hand. Assisted to 
recliner then to bed. � -On 12/16/25 at 2:00 p.m. Snoring while she laid in bed and difficult to arouse. � -On 
12/16/25 at 11:48 p.m. Condition/Status: too sleepy to get up for supper. Ate apple sauce and pocketed her 
medications in mouth. -On 12/18/25 at 9:00 a.m. left for appointment. � -On 12/18/25 at 11:08 a.m. informed 
son imaging was completed without sedation. � -On 12/18/25 at 1:03 p.m. Returned from clinic. Restless 
while she sat in wheelchair. Occasionally grimacing and stating, ow while moving back and forth. Orders 
received to increase morphine dose. � -On 12/18/25 at 3:00 p.m. informed son of computed tomography 
(CT) scan imaging. Lidocaine patch will be placed on sternum. R1's ER visit on 12/15/25 at 10:18 p.m. 
identified diagnoses: laceration of scalp measured 3.5 cm, contusion of face, and multiple abrasions. R1 was 
placed in bed at 7:00 p.m. At 9:00 p.m. during rounds found in bed by staff with large laceration to mid upper 
forehead, bruise and swelling to right eyelid, and abrasion to right wrist area. She was lethargic. History of 
Alzheimer's unable to follow commands, provide any history of injury or answer questions (baseline 
according to staff present) due to advanced dementia. Received Seroquel at approximately 7:00 p.m. per 
staff. Dried blood noted to laceration area. Laceration was irrigated with normal saline solution, skin closure 
completed with five staples, and antibiotic ointment applied. Tolerated procedure well. � R1's CT scan with 
contrast dated 12/18/25, identified acute nondisplaced (the bone breaks but maintains proper alignment) 
fracture (a sudden break in a bone due to a traumatic injury) of manubrial (upper part of the 
sternum/breastbone) (usually caused by high impact trauma such as from motor vehicle accidents, falls from 
heights or direct blow to the chest). � Big Stone County Sheriff's Office Incident Report dated 12/24/25, 
identified on 12/16/25 at approximately 11:50 a.m., he was made aware of a Minnesota Adult Abuse 
Reporting Center (MAARC) report. Information was received and identified an investigation was warranted, 
cannot determine how R1 received the gash on her head or the bruising on her arm/hand. On 12/16/25 
police officer (PO) completed the first interview with NA-A and identified: NA-A and NA-B had transferred R1 
around 7:00 p.m., bed alarm checked and was working. At 7:45 p.m., NA-A checked on R1 sleeping, shortly 
before 9:00 p.m. NA-A entered R1's room and found her on the floor with cut on her head conscious and 
communicating, cleaned R1 up, changed her clothes, got her back to bed and sought help from trained 
medication aide (TMA). NA-A stated she did not immediately call for help because she was scared and did 
not know what to do, never got blood on her clothes, and threw the bloody rags and R1's clothing in the trash 
(big garbage). NA-A's second interview completed on 12/17/25 at 9:53 a.m. and identified after supper she 
brought R1 to her room, completed evening cares and used the lift to transfer her to toilet and to bed. NA-B 
completed a shower on a resident. Later that evening opened R1's door, checked on her, did not see 
anything unusual and closed the door. Unsure why bed alarm did not alarm or activate when R1 fell out of 
bed. NA-A stated she took out trash at some point (6:40 p.m.) and then placed R1's clothes in the trash after 
that. NA-A returned to R1's room at 8:40 p.m. and TMA arrived at R1's room at 8:53 p.m. He found it unlikely 
NA-A could have cleaned up R1, placed her back in bed and taken out bloody clothing/rags to the trash in 
less than 8 minutes. NA-A then recanted statements and informed PO what happened. R1's fall occurred 
after she placed her on the edge of the bed between 6:30 p.m. and 7:00 p.m. while she returned lift to 
bathroom and heard a thud. Wet rags were applied to stop the bleeding on R1's forehead, changed pajamas, 
placed her back into bed and stayed with her until she fell asleep. NA-A stated she did not immediately 
report the incident, feared getting in trouble for assisting R1 along, as care plan required two staff. She was 
afraid of losing her job, made decisions based on that fear, and did not intentionally harm R1. She later 
decided to report the incident because she felt it was the right thing to do. � Review of NA-A's personnel file 
identified termination on 12/18/25, related to dishonesty. She stated she had assistance of another staff 
when a resident was transferred. It was discovered false and deemed a violation of the resident's care plan. 
It was discovered she initially disposed of the resident's bloody clothing which impacted the facility's ability to 
conduct an honest and ethical investigation. Camera footage also revealed she had later hidden her own 
hoodie which had blood on it from caring for the resident at the time of injury. She provided misinformation to 
cover up a wrongdoing, was unacceptable, and can cause harm to the residents. � Facility 5-day report 
dated 12/19/25 at 3:36 p.m., identified NA-B stated she had assisted R1 with cares and placed her in bed 
with assist of NA-A around 7:00 p.m. At 9:00 p.m. licensed practical nurse (LPN)-A was called to R1's room 
for head injury. Found hematoma and 1 inch gash with bleeding. Unable to arose until sternal rub was used 
to stimulate her. Pupils normal and sent to ER. To ensure resident safety, her care plan was updated to 
include stand pivot transfer with assist of two if alert. Hoyer lift assist of two, use medium sling. R1's cognition 
was severely impaired. Report identified physical abuse did not occur, however concluded NA failed to follow 
the resident's care plan. NA-A was suspended until further notice then terminated following the conclusion of 
the investigation. � During an observation on 12/19/15 at 1:30 p.m., R1's door was closed to her room. 
Knocked on the door. A female family member (FM) opened the door. R1 laid on her back in the bed, 
covered with blanket, with head of bed up to approximately 90 degrees, face was pale, and eyes were 
closed. There were at least eight people gathered in her room and FM stated she wasn't doing very well. 
Surveyor left the area and provided family privacy. At 1:55 p.m. R1 passed away. � During an interview on 
12/22/25 at 12:18 p.m. NA-C stated R1's cognition was poor, confused, and unable to communicate her 
needs without cues. She was not safe with assist of one staff and the EZ stand. She was uncomfortable and 
restless in the EZ stand, and we were expected to have two assists with transfers to be safe. She was 
unable to have sat on edge of bed by herself. Staff were expected to report any falls to the nurse 
immediately, do not move them until the nurse completed an assessment. � During an interview on 
12/22/25 at 1:33 p.m. NA-B stated R1 was forgetful, incredibility unsafe to be transferred with only one 
assist, she had taken her hands off the bars while she stood in the lift, sleepy, and had poor cognition. From 
6:00 p.m. to 6:30 p.m. she gave a resident a bath. She had assisted another resident from 6:30 p.m. to 7:00 
p.m. At 7:05 p.m. NA-A came out of R1's room and acted kind of weird. She asked if she was ok, and she 
stated she was, grabbed her sweatshirt, wrapped it around her shoulders/head and said she was hot. She 
asked her to assist another resident to bed and walked away. At 9:15 p.m. NA-B walked by R1's room, heard 
snoring, and entered the room. R1 had a huge gash on her forehead with dried blood in her hair, blood 
dripped down her face. NA-A stated she did not know what happened and maybe she had hit her head over 
there (pointed to the bar of the bed by the nightstand). R1 looked so bad. During the conversation, NA-A 
pointed at NA-B and said you and me transferred her together. NA-B said she stated, oh yeah, I guess we 
did. NA-B said when they left the room, NA-A asked her to lie. N A-B wrote up her report and lied. R1's blood 
was dried onto her face, which had to have happened before 7:00 p.m. both NA-A and NA-B worked 
together from 7:00 p.m. to 9:00 p.m. and were not apart for more than 10 minutes. NA-A called her before 
there was an investigation and asked her why she freaked out and stated she did not know what happened. 
As soon as NA-B figured out NA-A had lied, she called the facility, told them she had lied and wanted to 
come clean. � During an interview on 12/22/25 at 10:15 a.m., MD stated he was made aware of R1's 
incident/fall on 12/16/25, during a staff meeting. There were two NAs involved; one tried to cover up the fall 
for the other one. The staff would have been expected to follow the facility policy and report the fall and 
injures right away and did not happen. It was disappointing to hear how this happened, the NAs were not 
truthful right away. The police department was contacted and completed their own investigation. NA-A was in 
R1's room, transferred her, R1 then fell off the bed, and that did not get reported until two hours later. NA-A 
attempted to cover up the fall, changed R1's clothing, and cleaned her up. R1 ended up with a fracture to the 
sternum which most likely was caused by this fall, a laceration to her forehead and bruise to her eye. She 
was sent to ER for treatment and received stitches to her forehead. A fall with an elderly person was more 
serious due to possible damage to the soft tissue and fractures and would have taken longer to heal. The fall 
may have affected her mortality, hard to tell for sure, but was suspicious when she passed away on 12/19/25 
(4 days later). � During an interview on 12/22/25 at 2:25 p.m., NA-A stated R1 required assistance with all 
cares, safe for the most part when transferred with the EZ stand. Staff were expected to transfer R1 with 
assist of two for safety reasons, she struggled with understanding what was going on and required cues. She 
assisted R1 with supper and was administered her evening medications between 6:00 p.m. and 6:30 a.m. 
then fell asleep at the table. At 6:45 p.m., she pushed R1 to her room in the wheelchair and placed pajamas 
on her. NA-A hooked her up to the EZ stand and transferred her from wheelchair to the toilet in the bathroom 
alone. NA-B knew if she waited too long to put R1 to bed she would get too sleepy. She knew it was hard to 
understand why she transferred R1 without assistance of another staff but did it to help her. The EZ stand 
transfer went ok from wheelchair to toilet and toilet to bed. She kept R1 distracted which helped avoid her 
from becoming agitated due to lack of understanding of what was going on. NA-A lowered R1 onto the edge 
of the bed and removed the loops from the lift. She walked away from the bed while R1 sat alone with feet on 
the floor and pushed the lift machine into the bathroom. She would have been safe on the edge of the bed 
unattended with how awake she was and had not planned to be away from her for more than one minute. 
She saw R1 fall off the bed to her left side and head towards the foot of the bed and heard a thud. She ran 
back to the bed, rolled her over onto her back and saw blood on her forehead coming down her face by her 
eyebrow, and placed a pillow underneath her head. NA-A grabbed wash clothes, threw them in the bathroom 
sink, ran cold water over them, and placed them on R1's forehead to stop the bleeding, unsure how long, 
then removed them to make sure bleeding stopped. NA-A assisted R1 to sit up, R1 mumbled and asked for 
her sister. She removed R1's blood-stained pajama shirt and pants and replaced them with clean ones. She 
assisted her to a sitting position, informed her she needed to stand up, placed her heels/feet on the floor and 
held her back side. She positioned herself behind R1, scooped her arms underneath R1's armpits, quickly 
lifted her onto the bed, lifted feet up, and pivoted her into the bed onto her back. NA-A sat next to her bed, 
held her hand, talked to her as R1 moved her legs and mumbled. NA-A stated she just responded in the 
moment with a fight or flight response, felt she would have noted if she caused R1 more harm when she 
assisted her back to bed by herself and really thought she was ok. After that, NA-A stated she cleaned up 
the room, wiped four blood spots off the floor with a washcloth, bagged all her bloody clothing and wash 
clothes, turned off the lights, exited the room, then placed the bag in the garbage rather than launder it. At 
some point later NA-A indicated she went back to R1's room, touched her shoulder, she moved her leg and 
gave her reassurance she was ok. Then at approximately 9:00 p.m. when she was going to be leaving for 
the night, she knew she could not leave her with a cut on her forehead and told the first staff she saw, 
TMA-A. NA-A indicated she stayed with R1 while TMA-A went and found a nurse. She was asked what 
happened and NA-A stated she did not know. She was scared and panicked, she knew she should have got 
a nurse and should not been moved R1 from the floor after the fall until assessed by a nurse in case she had 
an injury such as a fracture. NA-A stated then NA-B entered the room and asked what happened and she 
was told no one knew. The registered nurse (RN)-B then asked NA-B is R1 was okay when we (NA-A and 
NA-B) put R1 to bed, and NA-B stated yes.� RN-B and TM-A then left the room and called the director of 
nursing (DON). NA-A stated she then said, you pretty much told them you helped put R1 to bed, to NA-B. 
NA-A indicated was asked to provide a handwritten statement prior to leaving the building. On 12/16/25, 
DON called and placed her on leave, and following that, she completed an interview with the city police 
department. On 12/19/25, she was informed she no longer had a job and was terminated.� � During an 
interview on 12/23/25 at 10:20 a.m., physical therapist (PT) stated R1 was difficult to redirect, no memory 
recall, and unable to carry on a constructive conversation. She had a history of falls, lacked safety 
awareness, and was not cognitively appropriate for therapy. �The PT orders dated 10/27/25, after the 
evaluation was completed included assist of two with the EZ stand and was not included in the care plan. 
She would have not been safe sitting on the edge of the bed independently. Based upon her lack of safety 
awareness, she would have tried to get up and transfer herself unaware to stop herself and placed her at risk 
for a fall. R1 was hard to test for strength due her declined cognition. Cognition ability is what limited her to 
be safe in the middle of a transfer, standing, increased her risk for a fall, and the reason she required two 
assists with transfers. � During an interview on 12/23/25 at 11:00 a.m., radiologist MD-B stated R1's results 
of CT scan with contrast dated 12/18/25, identified non-displaced manubrial fracture. The scan showed the 
fracture was acute (a break in the bone that happened recently and suddenly), no healing seen, happened 
within a week based on what appeared in the scan. Possibly caused by her fall directly to the floor and 
usually caused by direct trauma. � During an interview on 12/23/25 at 3:30 p.m., RN-B stated she was 
called to R1's room around 9:00 p.m. regarding a fall. When she arrived in R1's room she noted a hematoma 
and bruising on right side of face located around the eyebrow. There was a large gash on the top of her 
forehead located by the hairline approximately 3 cm in length with dried blood on it and partially dried blood 
running down the left side of her face. She attempted to clean the gash with a gauze to better visualize the 
size. R1 was snoring loudly at the time, she called her name and was unable to arouse her. RN-B described 
R1's left eye as rolled back, and right pupil was pinpoint. RN-B stated NA-A informed her R1 was placed in 
bed at 7:00 p.m. and checked on at 9:00 p.m. when the gash on her head was discovered. She indicated a 
sternal rub was used to arouse R1 and when she woke her eyes returned to normal except the pupils 
remained small. The ambulance was called and R1 transferred to ER. Staff would have been expected to 
report the fall as soon as it happened.� R1 had severely impaired cognition due to her dementia and 
Alzheimer's. She was an assist of two staff for transfers due to a decline in her condition and strength for 
safety reasons. During an interview on 12/24/25 at 8:29 a.m., DON stated R1 had advanced dementia with a 
recent decline and had been placed on hospice. She would not have been safe sitting on edge of bed 
unsupervised/independently due to the recent decline, as she was sleepy and leaning a lot. Staff were 
expected to provide assist of two for all transfers. R1 was not weight bearing was known to let go of the hand 
grippers on the EZ stand. Additionally, she was assessed by PT on 10/27/25, and identified she was two 
assists for transfers, but that had not gotten transcribed onto her care plan. Staff were made aware of this 
change during shift change rounds and verbal report. R1 required constant cueing, and mental cognition was 
worse in the evening. She was notified of the R1's incident on 12/15/25 at 9:10 p.m. and arrived at the facility 
at 9:23 p.m. R1 was evaluated, had laceration on her head, required medical treatment, cognition was poor, 
she mumbled the letters, GEG, GEG frequently (normal behavior). She was transferred to ER via 
ambulance. Staff were expected to report a fall as soon as possible to the nurse, evaluation/assessment 
completed prior to moving, repositioning, or transferring them to make sure there are no injuries or 
neurological abnormalities. � During an interview on 12/24/25 at 8:14 a.m., PO stated he interviewed NA-A 
on 12/16/25 and 12/17/25 and she had changed her story. Initially NA-A wrote down NA-B assisted her with 
R1's transfer to bed, checked on her at 7:45 p.m. was ok, at 9:00 p.m. felt blood and reported it. PO came 
into facility and investigated, tested the alarms and reviewed the log. If R1 had fallen out of bed the alarm 
should have gone off and did not. NA-A admitted she was not truthful, stated R1 was found on the floor, 
which still did not make sense. He reinterviewed NA-A and she admitted she had completed a single person 
assisted lift. NA-A's final story identified she transferred R1 to bed, while she sat on edge of bed, placed lift in 
bathroom, and then heard a thud which was R1 hitting the floor.� She cleaned up R1, placed her back into 
bed, sat with her for approximately two hours, then waited until 9:00 p.m. and reported she was injured. 
Based on what NA-A said PO felt the fall happened when she was on the stand lift, bruising on the back 
made him believe she slid through the lift and did not fall off the bed. It was believed to be an accident she 
attempted to cover up. � During an interview on 12/24/25 at 9:35 a.m., nurse leader RN-A stated physical 
therapy orders were entered into the medical record system: SPT with assist of two or may use EZ stand 
with assist of two as needed (PRN) with a medium sling dated 10/27/25. She was responsible to enter the 
changes in R1's the care plan but was not completed due to human error. Staff were informed in report and 
aware of the need to transfer her with assist of two for safety reasons. Additionally, this information was 
placed on the white board by PT for staff to view. R1's MDS indicated she was dependent for transfers which 
indicated assist of two staff. � Facility policy Falls, Fall Risk Managing dated 3/31/25, identified based on 
previous evaluation and current data, the staff will identify interventions related to resident risks and causes 
to try to prevent the resident from falling and minimize complications from falling. Resident fall risk factors 
that may contribute to the risk of falls include delirium and other cognitive impairment, poor grip strength, 
medication side effects, functional impairments, and lower extremity weakness. � Facility policy Abuse 
Prevention dated 10/29/24, identified all residents will be free from abuse, neglect, and exploitation. Abuse 
was defined as the deprivation by an individual, including caretaker, of goods or services that are necessary 
to attain or maintain physical, mental, and psychosocial well-being. Willful, as used in this definition of abuse, 
means the individual must have acted deliberately, not that the individual must have intended to inflict injury 
harm. Neglect was defined as the failure of the facility, its employees or service providers to provide goods 
and services to a resident that are necessary to avoid physical harm, pain, mental anguish or emotional 
distress. The facility will ensure that all alleged violations involving abuse, neglect, exploitation or 
mistreatment, including injuries of unknown source and misappropriation of resident property are reported 
immediately to administrator, licensed social worker, and the Office of Health Facility Complaints within 
specified time frames. Internal reporting: employees must always report any abuse or suspicion of abuse 
immediately to the administrator. Note: failure to report can make employee just as responsible for the abuse 
in accordance with State Law. � Staff education dated 12/16/25, Abuse, Neglect/Accident reporting and 
following care plan. Incident Overview: Allegation of neglect, delayed injury reporting and not following care 
plan. Reporting Delay: Not reported immediately to supervisor or location leaders. Details: Staff did not follow 
the care plan for type of lift required for resident transfers resulting in resident injury and not reported to 
supervisors/leaders immediately. For any injury to a resident, always report immediately to ensure proper 
assessment, first aid and necessary notifications to physician, family, and possible authorities. In the event of 
resident fall or accident with any lift, do not move resident, stay with resident and summon the licensed 
nurse. A nurse must observe the resident and perform a full-body exam to determine if there maybe 
suspected injury and direct whether to move the resident. Nursing staff are expected to follow the resident 
care plan for guidance on assistance with daily activities, including transfers: type of lift, size of sling or 
harness, and number of staff required to assist the resident to reduce risk of injury. � The past 
noncompliance immediate jeopardy began on 12/15/25. The immediate jeopardy was removed and the 
deficient practice corrected by 12/18/25 after the facility implemented a systemic plan that included the 
following actions: � -Investigated the circumstances around R1's injuries and implemented immediate 
resident protection. -R1's Care Plan was revised to include stand pivot transfer with assist of two if alert. 
Hoyer lift, assist of two with medium sling.� -Re-educated the staff on Abuse/Neglect/Accident Reporting, 
providing safe and appropriate care, and resident protection.� � -Education verified through interview and 
training records. The facility implemented corrective actions prior to the start of survey on 12/19/25 and 
therefore this is issued in past noncompliance.
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