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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to notify a resident's emergency contact in a timely manner for
one sampled resident (Resident #54) when on 9/11/25 at 8:10 A.M., he/she had weakened knees that
buckled resulting in staff lowering him/her to ground. out 21 sampled residents. The facility resident census
of 98 residents. A policy related to Notification of Change was requested not received at time of exit. 1.
Review of Resident #54's admission Record form showed the resident was admitted on [DATE] with
diagnoses of:-History of falls. -Cerebral Infraction (stroke happens when there is a loss of blood flow to part
of the brain). -Cognitive Communication Deficit (condition where a person has difficulty with communication
because of a disruption in brain function that affects thinking abilities). -The resident was his/her own person,
and a family member was his/her first emergency contact. Review of the resident's Health Status Note dated
9/11/25 at 8:10 A.M, showed:-This nurse was notified by Certified Nursing Assistant (CNA) G/shower aide,
that the resident was lowered to the floor in the shower room. -Upon entering, the resident was found on the
floor, lying on his/her back, with both legs extended and arms to his/her sides. -The resident denied hitting
his/her head. -The resident had no issue with range of motion (ROM) of his/her extremities, denied any
complaints of pain.-The resident had no skin issues noted, and the resident denied pain at that time. -This
nurse and staff assisted the resident up from floor into his/her wheelchair. -The nurses had notified all
appropriate parties.-Note: Did not indicate who was notified. Review of the resident's Fall
Investigation/Incident report dated 9/11/25 at 8:10 A.M. showed.-The resident had allegedly fallen in the
shower room on 9/11/25 at 8:10 A.M. during a transfer.-Documented the resident's family member was
notified on 9/11/25 at 1:26 P.M.-The resident's physician was notified of the resident incident on 9/11/25 at
2:14 P.M.Review of the resident's medical record dated 9/11/25 showed he/she did not have documentation
in the progress notes that the resident's family member and emergency contact was notified immediately
after the resident's fall and/or lowered to the ground. Review of the resident's late entry Health Status Note
dated 9/11/2025 at 2:55 P.M., showed:-The writer was notified by the charge nurse that resident was at an
appointment to oncology when a family member had called the facility stating that resident had complaints of
pain in his/her knee from a prior fall that morning (9/11/25).-At the time of the fall, the resident had no
complaints of pain. The resident had reported knee pain during his/her doctor appointment. -The family
member decided to take the resident over to the emergency room (ER) for evaluation and treatment.Review
of the resident's Fall Investigation follow-up note written by Director of Nursing (DON) dated 9/15/25 showed:
-On 9/11/25 at around 8:30 A.M., the resident had a witnessed fall without injury at the time of the fall. Upon
assessment by the charge nurse, no injury was noted. -On 9/11/25 while the resident was out of the facility
for a doctor appointment with a family member, the resident was noted to have his/her right knee swollen.
The resident had told the family member he/she had fallen on his/her knee that morning. The resident's
family member took the resident to ER for a full examination. The family member reported the resident had a
fracture of his/her right knee. -The resident's ER report received showed there was a closed fracture of the
right tibial plateau (the top surface of the tibia (shin bone) that forms the weight-bearing part of the knee joint
with the femur).-The facility was waiting on the ER x-ray and CT scan results. Review of the resident's Social
Services Notes dated 9/15/25 at 4:39 P.M., showed:-The facility had informed the resident's family member
that he/she was listed as the resident first emergency contact only.-The facility had no documentation stating
the family member was his/her Durable Power of Attorney (DPOA).During an interview on 9/26/25 at 9:56 A.
M., Licensed Practical Nurse (LPN) B said:-He/She was the nurse assigned that day and was notified by the
shower aide (CNA F) that the resident had been lowered to the ground in the shower room. -He/She did not
notify the resident family member immediately after the incident. -The resident had already notified his/her
family member while they were at a doctor appointment that morning, before the nurse could contact the
emergency contact/family member. During an interview on 9/26/25 at 11:30 A.M., Assistant Director of
Nursing (ADON) B said: -The nurse assigned to the resident or the unit ADON would normally be
responsible for any follow-up calls and notification family members related to the resident fall or incidents.
-He/She would expect staff to document emergency contact/family notification in the resident's medical
record. During an interview on 9/26/25 at 12:49 P.M., Social Services Designee (SSD) said:-The resident's
family member was listed as emergency contact -The resident was listed as own responsible person at that
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