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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0561 Honor the resident's right to and the facility must promote and facilitate resident self-determination through
support of resident choice.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40769
Residents Affected - Few Based on interview and record review, the facility failed to promote each resident's right to self-determination
when the facility failed to complete showers/bathing to meet resident preferences for two residents (Resident
#1 and #2). The facility census was 114.

Review showed the facility did not provide a policy regarding showers/bathing.

1. Review of Resident #1's face sheet (a document that gives a resident's information at a quick glance)
showed the following:

-admitted [DATE]

-Diagnoses included cerebrovascular disease (a group of conditions that affect the blood vessels in the
brain, leading to reduced blood flow and oxygen supply to the brain), cellulitis (bacterial skin infection) of left
lower leg, hemiplegia and hemiparesis following cerebral infarction affecting left non-dominant side (refers to
a condition where a person experiences weakness or paralysis on the left side of their body due to a stroke
(cerebral infarction) that damaged the right side of their brain, which controls the left side of the body),
adjustment disorder with depressed mood, dizziness and giddiness, muscle weakness, and repeated falls.

Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated assessment instrument
completed by facility staff), dated 12/08/24, showed the following:

-The resident was cognitively intact;

-The resident used a walker and a wheelchair;

-The resident required partial/moderate assistance for showering/bathing.

Review of the resident's care plan, updated 01/31/24, showed the following:

-The resident required one to two assist for all of the resident's activities of daily living (ADL's - dressing,
grooming, bathing, eating, and toileting) due to hemiplegia with impaired mobility, weakness, altered vision,

medication regimen pain, and disease processes;

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0561 -The resident will receive the level of care needed to ensure that all needs are met through the review period;
Level of Harm - Minimal harm or -Staff to assist the resident with hygiene measures such as applying deodorant and perfume and brushing air;
potential for actual harm
-Staff to bathe/shower the resident two times a week and assist him/her to maintain good personal hygiene
Residents Affected - Few and clean clothes;

-Staff to offer resident up to two baths per week, however may resident may refuse or request extra at any
time.

Review of the resident's shower records showed the following:

-On 01/03/25, hospice staff offered the resident a shower. The resident refused;

-On 01/07/25, hospice staff provided the resident a shower;

-On 01/09/25, hospice staff provided the resident a shower;

-On 01/14/25, hospice staff provided the resident a shower (five days after the prior shower);

-On 01/21/25, hospice staff offered the resident a shower (seven days after the prior shower). The resident
refused

-On 01/24/25, hospice staff provided the resident a shower (ten days after the prior shower);
-On 01/28/25, hospice staff provided the resident a shower;

-On 02/07/25, hospice staff provided the resident a shower (seven days after the prior shower);
-On 02/10/25, hospice staff provided the resident a shower;

-On 02/17/25, hospice staff provided the resident a shower (seven days after the prior shower);
-On 02/21/25, hospice staff provided the resident a shower (seven days after the prior shower);
-On 02/25/25, hospice staff provided the resident a shower.

Review of the resident's shower records for January 2025 and February 2025 showed facility staff did not
document offering or providing showers to the resident.

During an interview on 02/28/25, at 8:48 A.M., the resident said he/she would like to have more showers.
He/she believed that he/she gets around one to two showers a week. He/she knew staff was busy. He/she
does not refuse showers unless he/she was having increased pain.

2. Record review of Resident #2's face sheet showed the following:

(continued on next page)
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F 0561 -admitted [DATE]
Level of Harm - Minimal harm or -Diagnoses included diabetes type Il, anxiety disorder, and muscle weakness.

potential for actual harm
Review of the residents annual MDS, dated [DATE], showed the following:

Residents Affected - Few
-The resident was cognitively intact;
-The resident required partial/moderate assistance for showering/bathing.

Review of the resident's care plan, dated 04/29/22, showed the following:

-The resident required supervision/set-up/assist of one to complete ADL's due to impaired mobility, lower
extremity weakness, pain, and disease processes;

-The resident would receive the level of care needed to ensure that all needs are met through the review
period;

-Staff to assist the resident with hygiene measures such as applying deodorant and perfume and brushing air;

-Staff to bathe/shower the resident two times a week and assist him/her to maintain good personal hygiene
and clean clothes.;

-The resident is offered two baths per week, however may refuse or request extra at any time;
-Schedule ADL's at a time when he/she is most likely to participate.

Review of the resident's February 2025 shower/bathing records showed the following:

-The resident received a tub bath on 02/14/25 (at least 14 days since prior bath/shower);
-The resident refused a shower on 02/15/25;

-As of 02/28/25, no the shower/bath had been offered/provided for February 2025.

During an interview on 03/27/25, at 10:54 A.M., the resident said the following:

-He/she has not had a shower in about two weeks. He/she would like to have more showers. He/she was
supposed to get a shower yesterday, but staff never offered;

-He/she was supposed to get showers every Wednesday and Saturday, but sometimes staff don't offer.
3. During an interview on 02/28/25, at 9:15 A.M., Certified Nurse Aide (CNA) G said the following:

-The resident's are supposed to get showers at least two times a week, but more often if they request it. It is
not always happening;

(continued on next page)
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F 0561 -Sometimes the residents will refuse, but that should be documented. The CNAs fill out a shower sheet and
document it in the computer when a shower is completed or they get a refusal.
Level of Harm - Minimal harm or

potential for actual harm During an interview on 02/28/25, at 9:23 A.M., Licensed Practical Nurse (LPN) H said showers should be
offered to residents at least two times a week. He/she does not know if that was always happening. The
Residents Affected - Few showers should be documented on a shower sheet.

During an interview on 02/28/25, at 9:00 A.M., Registered Nurse (RN) F said the CNA's try to give the
residents two showers a week or whatever their preference is. It should be documented on a shower sheet.

During an interview on 02/28/25, at 1:36 P.M., MDS Coordinator A said the following:
-The residents should be offered at least two baths/showers a week;

-If the resident has multiple refusals it should be on the care plan and it should be documented in the
resident's chart;

-The staff that completes the shower should document that the shower was given.
During an interview on 02/28/25, at 2:14 P.M., MDS Coordinator B said the following:
-Resident refusals/preferences for showers should be put in the care plan;

-Showers should be given two times a week. He/she does now know if the residents are having showers
offered two times a week.

During an interview on 02/28/25, at 3:04 P.M., the Assistant Director of Nursing (ADON) said the following:

-Showers were scheduled for at least twice weekly. He/she thought showers were being completed per the
schedule or at resident's request, but didn't think staff were documenting showers appropriately;

-Resident refusals should documented in the chart;

-He/she was not aware that the facility should be offering showers in addition to what hospice provides;
-Staff should document showers on shower sheets and in the electronic medical record.

During an interview on 02/27/25, at 3:37 P.M., the Director of Nursing (DON) said the following:

-The residents were supposed to be offered at least two showers a week, but staff can provide more if
requested;

-The resident's are scheduled certain days so that each CNA have around four showers to do a shift;

(continued on next page)
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F 0561 -If a resident is on hospice the resident should be getting at least offered two showers by the facility in
addition to what hospice provides, especially if that is the resident's preference;
Level of Harm - Minimal harm or
potential for actual harm -Resident showers should be documented on shower sheets and in the chart, including, refusals/attempts.
Residents Affected - Few During an interview on 02/28/25, at 3:35 P.M., the Administrator said showers are offered one to two times
per week. A resident can request showers more frequently or can refuse. Staff should document showers or
refusals appropriately.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40769
Residents Affected - Few
Based on observation, record review, and interview, the maintain residents free from accident hazards when
the facility failed to fully document fall events/investigations and to follow, update, develop, and ensure the
accuracy of care plans and failed to implement new interventions in attempt to prevent falls consistent with
the residents' physical and cognitive abilities for four residents (Residents #1, #3, #4 and #5). The facility
census was 114.

Review of the facility's policy Fall Prevention Manual, dated 06/2006, showed the following:

-Identify all current residents at risk for falls at the beginning of the program using the facility risk assessment
form or a chosen form. This should be done by the charge nurse, supervising registered nurse, or
interdisciplinary care team (IDT);

-Assess all new residents for fall risk on admission using an additional fall assessment screen. The form
should be completed within the first 12 hours following admission by the admitting nurse, or the oncoming
nurse;

-Implement a resident orientation program, making social services and nursing accountable for providing
information. Orient all new residents to the facility. Concentrate on areas which are of particular importance
for the resident based on assessment and resident interview;

-Reassess all residents as a part of quarterly assessment and care planning;

-The effectiveness of a facility's fall prevention program should be part of continuous quality improvement.
Keep a fall log to analyze causes of falls and facility trends or needs. The data in the log may point to
variables that are present when falls commonly occur. Review the surveillance fall log to make sure the
process is working, and falls are being prevented. Include tracking of falls on new admissions as an indicator
of the effectiveness of fall risk assessment and orientation;

-Once trends are identified, review the trend for a potential cause for this group of falls (do not assume the
cause); implement an action plan based on root cause; set a re-evaluation date to determine how the
solution is working; and perform follow-up and document results;

-Continue the action, if it is working, or perform additional analysis as to why it is not working and decide on a
new action plan for implementation;

-Investigate the fall to determine cause;
-Log the fall, remove cause of fall, if possible. If cause can't be removed, revise plan to further address risks.

1. Review of Resident #1's face sheet (a document that gives a resident's information at a quick glance)
showed the following:

(continued on next page)
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F 0689 -admitted [DATE]

Level of Harm - Actual harm -Diagnoses included cerebrovascular disease (a group of conditions that affect the blood vessels in the
brain, leading to reduced blood flow and oxygen supply to the brain), hemiplegia and hemiparesis following

Residents Affected - Few cerebral infarction affecting left non-dominant side (refers to a condition where a person experiences

weakness or paralysis on the left side of their body due to a stroke (cerebral infarction) that damaged the
right side of their brain, which controls the left side of the body), muscle weakness, and repeated falls.

Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated assessment instrument
completed by facility staff),dated 12/08/24, showed the following:

-The resident was cognitively intact;

-The resident used a walker and a wheelchair;

-The resident had two falls since admission with minor injury.

Review of the resident's care plan, dated 01/27/24 and updated 01/29/24, showed the following:

-The resident was at risk or falls with history of falls prior to admission, impaired mobility/vision, use of
tethering equipment, medication regimen, weakness, and disease processes;

-Avoid clutter on resident's floor surface;

-Avoid unnecessary rearrangement of resident's physical environment;
-Complete resident fall assessment quarterly and as needed;

-Ensure that resident was positioned appropriately;

-Ensure that the resident was wearing appropriate footwear that fits well, fastened securely, and had nonskid
soles;

-If resident had a fall, do an assessment, including vital signs, prior to moving him/her. Notify resident's family
and physician. Complete documentation per facility policy protocol;

-Keep call light within reach in his/her room;
-Keep needed items within easy reach;

-Observe for any changes in condition that may warrant increased supervision/assistance and notify his/her
physician.

Review of the resident's Fall Risk Assessment, dated 12/09/24, showed staff assessed the resident as a high
fall risk.

(continued on next page)
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F 0689 Review of the resident's nurses' notes dated 01/08/25, at 3:29 P.M., showed Registered Nurse (RN) D said a
certified nurse aide (CNA) walked by the resident's room and saw resident lying on the floor on his/her left
Level of Harm - Actual harm side. The resident denied pain and no injury noted was noted. The resident was assisted to the wheelchair.

The resident was able to stand and bear weight. The call light was in reach and neuro check were started.
Residents Affected - Few
Review of the resident's fall event dated 01/08/25, at 3:28 P.M., showed the following:

-The fall was unwitnessed with no injury;

-The fall occurred in the resident's room;

-Staff did not complete the assessment and intervention portion;

-Vital signs were normal

-Staff did not note review of the care plan;

-Physician notified;

-Event observation completed for new fall follow-up, fall prevention program initiated, and care plan updated.

Review of the resident's care plan showed staff did not update the care plan with the fall or any new
interventions to prevent future falls.

Review of the resident's fall event dated 01/13/25, at 8:50 A.M., showed the following:
-The fall was witnessed with no injury. Neurological assessments were initiated;
-The fall occurred in the resident's room

-The fall was unwitnessed. The facility must begin 72 hour neurochecks per protocol and document
appropriately;

-The resident was ambulating just prior to the fall;

-Resident had no pain;

-Resident had no injury;

-Range of motion was without pain or limitations with no rotation, deformity or shortening noted;
-Resident was alert;

-Staff did not complete the neurological check section;

-Possible contributing factors included resident had a wheelchair present, but was not using it;

(continued on next page)
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F 0689 -Immediate measures taken were none;

Level of Harm - Actual harm -Preventative interventions implemented (care plan updated) were shoes with non-skid soles and assist
resident to bed if tired;

Residents Affected - Few
-Outcome of interventions were somewhat effective, describe below (no description given);
-Staff noted care plan was not reviewed;

-Physician notified;

-Event observation completed for new fall follow-up, fall prevention program initiated, and care plan updated.

Review of the resident's care plan showed staff did not update the care plan with the fall or any new
interventions to prevent future falls.

Review of the resident's fall event dated 01/23/25, at 8:00 P.M., showed the following:
-The resident was observed on the floor with no injury. Neurological assessments were initiated;
-The resident was self-transferring to bed;

-The fall was unwitnessed and the facility must begin 72 hour neurochecks per protocol and document
appropriately;

-Resident had pain to the left shoulder;

-Resident had no injury;

-Range of motion was without pain or limitations with no rotation, deformity or shortening noted;
-Resident was alert;

-Neurochecks were normal;

-Possible contributing factors included cardiac respiratory disease;
-Immediate measures taken were none;

-Preventative interventions implemented (care plan updated) was monitor;
-Outcome of interventions: No interventions used;

-Care plan was not reviewed;

-Physician notified;

(continued on next page)
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F 0689 -Event observation completed for new fall follow-up, fall prevention program initiated, and care plan updated.
Level of Harm - Actual harm Review of the resident's care plan showed on 01/24/25 staff updated the care plan with initiate facility fall
protocol. Staff did not update the care plan with recent falls or new interventions.

Residents Affected - Few
Review of the resident's fall event, dated 02/14/25, showed the following:

-The resident was observed on the floor with no injury. Neurological assessments were initiated;

-The resident was transferring in the bathroom;

-The fall was unwitnessed and the facility must begin 72 hour neurochecks per protocol and document
appropriately;

-Resident had no pain;

-Resident has no injury;

-Range of motion was without pain or limitations with no rotation, deformity or shortening noted;
-Resident was alert;

-Neurochecks were normal;

-Possible contributing factors - none of the above;

-Resident takes analgesics and antihypertensives;

-Immediate measures taken - none;

-Preventative interventions implemented (care plan updated updated), shoes with non-skid shoes;

-Outcome of interventions. Interventions somewhat effective, describe below (there was no description
given);

-Care plan was not reviewed;

-Physician not notified;

-Vital signs taken;

-Event observation completed for new fall follow-up, fall prevention program initiated, and care plan updated.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.
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F 0689 Review of the resident's fall event, dated 02/16/25, showed the following:
Level of Harm - Actual harm -The resident was observed on the floor with a gash to the back of the head. Neurological assessments were
initiated;

Residents Affected - Few
-The fall was unwitnessed and the facility must begin 72 hour neurochecks per protocol and document
appropriately;

-Resident had mild (2/10) pain on the back of the left side of head and left shoulder;

-The resident had an abrasion/laceration;

-Range of motion was without pain or limitations with no rotation, deformity or shortening noted;

-Resident was alert;

-Neurochecks were normal;

-Possible contributing factors - cardiac/respiratory disease;

-Resident takes analgesics and antihypertensives;

-Immediate measures taken - direct pressure to wound;

-Preventative interventions implemented (care plan updated updated) - monitor frequently;

-No interventions used;

-Physician and next of kin notified;

-Order received for resident to be sent to the hospital for evaluation and treatment.

Review of the resident's nursing notes showed the following:

-On 02/16/25, at 2:00 A.M., showed Licensed Practical Nurse (LPN) noted at 12:35 A.M., the staff heard a
thud and went to the resident's room. The resident was observed laying on the floor in front of the sink on the
left side. There was bleeding from the left side of the back of his/her head. There was a laceration to the left
side of the back of the head. It was approximately 1 1/2 inches long. A pressure dressing was applied. Neuro
checks within normal limits. Range of motion (ROM) was assessed. The resident was assisted up with two
person assistance to bed. The resident had walked to the sink with the walker. The physician was notified at
12:42 A.M. and orders were received to send the resident to the hospital for evaluation and treatment.
Attempts were made to reach the resident's family. At 12:50 A.M., hospice was notified. At 12:55 A.M., the
ambulance arrived and resident was transferred to the hospital at 1:20 A.M.

Review of the resident's nursing notes, showed the following:

(continued on next page)
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F 0689 -On 02/17/25, at 12:36 A.M., LPN A noted the resident continued on fall monitoring for recent fall. The
staples were intact to the back of the head. Neuro checks are within normal limits for the resident. Resident

Level of Harm - Actual harm was resting quietly;

Residents Affected - Few -On 02/17/25, at 11:30 P.M., Registered Nurse (RN) B noted the resident was on fall follow up for

unwitnessed fall with injury. Neuro checks are unchanged from baseline. The staples were intact to wound
on the back of the head. The residents said it was sore. The resident was re-educated on the need to call for
assistance prior to getting up. Staff will continue to monitor;

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

During an interview on 02/28/25, at 8:48 A.M., the resident said the following:
-He/she had multiple falls at the facility;

-The last fall happened due to wearing slippers that were slippery on the bottom. He/she cut his/her head
open when he/she fell .

Observations on 02/28/25, at 8:48 A.M. and 2:40 P.M. showed the resident's door frame did not show a leaf
that staff used to designate that the resident was at risk of falls.

31464
2. Review of Resident #3's face sheet showed the following:
-admitted [DATE];

-Diagnoses included cognitive communication deficit, muscle weakness, osteoarthritis, low back pain,
abnormality of gait and mobility, insomnia, and left hip fracture.

Review of the resident's care plan, dated on 12/30/24, showed the following:

-Resident at risk for falls related to altered cognition and impaired mobility;

-Staff to keep call light in reach, monitor for any change in condition, provide standby assistance for mobility,
complete my fall risk assessment quarterly and as needed, and ensure appropriate footwear that fits well,
fastens securely, and has nonskid soles.

Review of the resident's fall event report, dated 01/04/25, showed the resident had an unwitnessed fall.
Resident was observed on floor with possible injury to the left hip. Staff began neuro checks and completed
full assessment. Resident complained of moderate pain to left hip.

Review of the resident's nurses' notes showed staff documented the following:

-On 01/04/25, at 11:05 P.M., resident was found on the floor on his/her back. Resident complained of left hip
pain. Physician ordered on-site x-ray and mobile x-ray unable to respond until 8:00 A.M. Physician was

made aware;

(continued on next page)
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F 0689 -On 01/05/25, staff noted x-ray negative.

Level of Harm - Actual harm Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Residents Affected - Few
Review of the resident's admission MDS, dated [DATE], showed the following information:

-Resident had moderately impaired cognition;

-Resident dependent on assistance for wheelchair mobilization, dressing, personal hygiene, bed mobility,
standing from sitting, and bed/chair transfers;

-Ambulation did not occur during the 7-day look back period.

Review of the resident's fall event report, dated 01/16/25, showed the following:
-An unwitnessed fall with injuries and skin tears to left forehead and left wrist;
-Staff began 72-hour neurochecks per protocol and to document appropriately;
-Staff document full assessment documented and complaint of left leg pain;

-Interventions immediate measures of first aid. Preventative interventions of encouraged to use call light for
assistance;

-Outcome of interventions: no interventions used, resident in bed resting at this time.
Review of the resident's nurses' notes showed staff documented the following:

-On 01/16/25, at 12:55 A.M., resident was alert and oriented to person and place with periods of confusion
and restless at times and easily redirected;

-On 01/16/25 at 10:05 P.M., aide reported a fall. Nurse observed resident lying down on his/her left side with
skin tears to forehead that measured 0.4 centimeters (cm) and left wrist 1.0 cm. Resident complained of pain
and was unable to tell staff what happened. Staff obtained order for x-ray in the morning. Staff will continue
to monitor;

-On 01/17/25, at 12:05 A.M., resident alert to person and place with periods of confusion, trying to get out of
bed without assistance. Resident required total assist with cares and used wheelchair for mobility;

-On 01/17/25, at 9:23 A.M., resident noted to have left hip fracture related to fall on 01/16/25 that was
confirmed by mobile x-ray. Family advised and physician advised of results. Resident sent to hospital at 9:10
A.M. for evaluation and treatment.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

(continued on next page)
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F 0689 3. Review of Resident #4's face sheet showed the following:
Level of Harm - Actual harm -admitted [DATE];
Residents Affected - Few -Diagnoses included arthritis, osteoporosis, left pubic fracture (on admission), insomnia, restlessness and

agitation, hallucinations, repeated falls (on admission), osteoarthritis to right shoulder, and chronic pain.
Review of the resident's admission MDS, dated [DATE], showed the following information:

-Resident had moderate to severely impaired cognition;

-Resident required partial to moderate assistance for toileting hygiene and upper body dressing;

-Resident required substantial to maximal assistance for bed mobility, standing from sitting, bed/chair
transfers, and ambulation of 10 feet.

Review of the resident's care plan, dated 12/31/24, showed the following:

-Resident at risk for falls related to history of falls, altered cognition, impaired mobility, medication regimen,
general debility, and disease processes;

-Staff to avoid clutter on floor surface, complete fall risk assessment quarterly and as needed, ensure
appropriate footwear that fits well, fastens securely, and has nonskid soles, and place a fall mat next to the
bed.

Review of the resident's fall event report, entered 01/01/25 at 1:16 A.M., showed the following:

-Event date of 12/31/24 at 6:30 P.M;

-Resident found lying in floor next to bed;

-Unwitnessed fall. Staff began 72-hour neurochecks per protocol and to document appropriately;

-Full assessment documented with no injuries noted and resident denied pain. Resident exhibited agitation,
anxiety, and confusion;

-Resident placed at nurses' station for monitoring;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's fall event report, entered 01/01/25 at 1:44 A.M., showed the following:
-Event date of 12/31/25 at 8:00 P.M;

-Resident found by staff lying in floor of room next to bed;

-Interventions was left blank;

(continued on next page)
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F 0689 -No injuries noted;
Level of Harm - Actual harm -Vital signs documented;
Residents Affected - Few -Falls Prevention Program initiated and care plan updated.

Review of the resident's fall event report, entered 01/01/25 at 2:41 A.M., showed the following:
-Event date of 01/01/25 at 1:00 A.M,;

-Resident found lying in floor of room next to bed and stated, | had to help my roommate. Resident had
placed roommate in chair;

-Interventions were left blank;

-Resident refused vital signs and full assessment;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's fall event report, entered on 01/01/25 at 5:57 A.M., showed the following:
-Event date of 01/01/25 at 5:57 A.M,;

-Resident found lying in floor next to bed and unable to state what happened;

-Unwitnessed fall and staff began 72-hour neurochecks per protocol and to document appropriately;
-No injuries noted and resident denied pain;

-Interventions of other and left blank. Outcome of interventions noted no interventions used;
-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurses' notes showed staff documented the following:

-On 12/31/24, at 6:30 P.M., resident found by staff lying in floor of room next to bed and unable to say what
occurred. Staff noted no injuries and placed resident back in bed. Staff informed physician and family;

-On 12/31/24, at 8:00 P.M., resident found by staff lying in floor next to bed and unable to say what occurred.
Staff noted no injuries and placed resident in wheelchair and brought to nurses' station for observation. Staff
informed physician and family;

-On 01/01/25, at 1:00 A.M., resident found on floor next to bed. Resident stated he/she had to help his/her
roommate and had gotten roommate up to wheelchair. Resident refused vital signs and full assessment.
Resident placed in wheelchair and sat by nurses' station for monitoring;

(continued on next page)
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F 0689 -On 01/01/25, at 5:52 A.M., resident found lying on floor of room next to bed and unable to state what
occurred. Staff noted no injuries noted and placed resident back in bed. Staff informed family of all falls and

Level of Harm - Actual harm physician to be notified by day shift;

Residents Affected - Few -On 01/01/25, at 5:59 A.M., resident found lying in floor of room next to bed with no injuries noted. Resident

refused assessment and staff informed family informed;
-On 01/01/25, at 6:13 A.M., staff informed Assistant Director of Nursing (ADON) of all falls.

Review of the resident's care plan showed staff did not update the care plan with the falls or new
interventions to prevent future falls.

Review of the resident's fall event report, entered on 01/07/25 at 2:52 P.M., showed the following:
-Event date of 01/07/25 at 2:51 P.M,;
-Resident found on floor beside his/her bed;

-The fall was unwitnessed fall and staff begin 72-hour neurochecks per protocol and to document
appropriately;

-Resident had bruising/hematoma with no location noted,;

-Interventions included rest, fall mat placed, and use of relaxation techniques such as white noise, soothing
music, fish tank;

-Outcome of interventions were somewhat effective;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurse's note dated 01/08/25, at 12:57 A.M., showed the resident continued on fall
monitoring and had a bruise to right side of face from previous fall. Vital signs and range of motion (ROM)
within normal limits (WNL) to baseline. Resident did not complain of pain or discomfort. Staff will continue to

monitor.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Review of the resident's fall event report, entered on 01/10/25 at 1:57 P.M., showed the following:

-Event date of 01/09/25 at 7:45 P.M,;

-Observed resident on floor beside bed with no injury noted and neurochecks initiated;

-Resident had dozed off. Resident assisted up with two assist. Resident stated that he/she was trying to get
into bed, but didn't quite make it. Neuros initiated and baseline for resident. Resident with advanced
dementia and no retention to educate. Vital signs stable. Staff assisted to bed with bed in low position and

mat beside bed.
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F 0689 -Fall was unwitnessed and staff began 72-hour neurochecks per protocol and to document appropriately;
Level of Harm - Actual harm -Mental status of confusion and sleepiness;
Residents Affected - Few -Possible contributing factors included recent decline in ADLs (activities of daily living) abilities and dementia;

-Resident on antipsychotics and anti-anxiety medications;

-Interventions of fall mat placed, ensure necessary items are in reach, and assist resident to bed when tired
were somewhat effective;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurse's notes showed a late entry dated 01/10/25, at 2:04 A.M., for 01/09/25 at 7:59
P.M. Resident observed lying on floor beside bed. Resident had dozed off. Staff assisted resident up with
two assist. Resident stated that he/she was trying to get into bed, but didn't quite make it. Neuros initiated
and baseline for resident. Resident with advanced dementia and no retention to educate. Vital signs stable.
Staff assisted to bed with bed in low position and mat beside bed.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Review of the resident's fall event report, entered on 01/10/25 at 2:03 P.M., showed the following:
-Event date of 01/10/25 at 2:00 P.M;
-Observed on the floor at the foot of his/her bed with no injury and neurochecks initiated;

-Resident stated he/she went to get up to put him/herself to bed and slipped and fell . Resident denied pain
or discomfort;

-Fall was unwitnessed fall and staff began 72-hour neurochecks per protocol and to document appropriately;
-No changes in mental status;

-Interventions noted to ensure necessary items are in reach and assist resident to bed when tired;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurse's note dated 01/10/25, at 2:08 P.M., showed the resident was observed lying
on the floor at the foot of his/her bed. Resident stated that he/she went to get up to put him/herself to bed
and slipped and fell . Resident denied any pain or discomfort and had full range of motion (FROM).

Neurochecks initiated and at baseline for resident. Staff notified physician and family.
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F 0689 Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.
Level of Harm - Actual harm

Review of the resident's fall event report, entered on 01/14/25 at 5:54 P.M., showed the following:
Residents Affected - Few
-Event date of 01/14/25 at 12:00 P.M.;
-Witnessed fall with no injury;
-Interventions of non-slip socks;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Review of the resident's fall event report, entered on 02/09/25 at 11:57 A.M., showed the following:
-Event date of 02/09/25 at 10:00 A.M.;

-Resident was heard to yell out. Upon entering room staff observed resident sitting on the floor. Resident
stated he/she was trying to go to the bathroom and slipped and fell . Brief noted on the floor with a puddle
under resident's feet. Resident had a small laceration to back of head and right elbow. Area to back of the
head cleaned with wound cleanser and covered with one steri-strip. Resident denied pain and neurochecks
initiated;

-Fall was unwitnessed fall and staff began 72-hour neurochecks per protocol and to document appropriately;
-No change in mental status;

-Immediate intervention of first aid;

-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurse's note dated 02/09/25, at 10:10 A.M., showed resident was heard to yell out.
Upon entering room resident was observed sitting on the floor. Resident stated he/she was trying to go to the
bathroom and had slipped and fell . Brief noted on the floor with a puddle under resident's feet. Resident had
small laceration to back of head and right elbow. Area to back of the head cleaned with wound cleanser and
pressure applied until bleeding stopped. Area to right elbow cleansed with wound cleanser and covered with
one steri-strip. Resident denied any pain or discomfort. FROM to all extremities. Resident assisted up via two

staff members. Staff initiated neuros and at baseline for resident. Staff notified physician and family.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.
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F 0689 Review of the resident's fall event report, entered on 02/23/25 at 10:04 A.M., showed the following:
Level of Harm - Actual harm -Event date of 02/23/25 at 6:30 A.M.;
Residents Affected - Few -Fall was witnessed. Resident was sitting at the nurses' desk and stood up out of her wheelchair, slipped on

the floor, fell , and hit her head on the counter with no injuries noted. Staff completed full assessment and
neurochecks initiated. Staff will continue to monitor.

Review of the resident's nurse's note dated 02/23/25. at 6:30 A.M., resident was sitting at the nurses' desk
and stood up out of her wheelchair, slipped on the floor, fell , and hit her head on the counter with no injuries
noted. Resident had FROM to all extremities. Resident assisted up via two staff members. Staff initiated
neuros and resident at baseline for resident. Staff notified physician and family.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Observation on 02/27/25, at 9:30 A.M., showed the resident rested in bed that was was in the lowest
position. A wheelchair was positioned close to the bed. A fall mat was folded in half and was standing on
edge at the foot of the bed.

Observation on 02/27/25, at 10:56 A.M., showed the resident rested in bed with his/her eyes closed. A fall
mat was fold up and positioned at the foot of the bed.

Observation on 02/28/24, at 2:15 P.M., showed the resident rested on his/her bed. A wheelchair was
positioned close to the bed with wheels locked and a fall mat was folded up close to the vacant bed across
the room. The resident's doorframe did not have a maple leaf magnet attached to it.

4. Review of Resident #5's face sheet showed the following:

-admitted [DATE];

-Diagnoses included Alzheimer's disease with late onset, dementia, delusions, history of repeated falls, and
difficulty with near vision.

Review of the resident's quarterly MDS, dated [DATE], showed the following:
-Severely impaired cognition;
-No ambulation and used manual wheelchair, assisted by staff;

-Dependent on others for eating, hygiene/bathing, dressing, sitting/lying/ sitting/standing, and chair/bed
transfers;

-No functional limitation on upper or lower extremities;
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F 0689 -Falls since prior assessment (quarterly (dated 10/16/24)) were two without injury, two with minor skin injury,
and none with major injury.
Level of Harm - Actual harm

Review of the resident's significant change MDS assessment, dated 01/26/25, showed the following;
Residents Affected - Few
-Severely impaired cognition;

-No ambulation, manual wheelchair assisted by staff;

-Dependent on others for eating, hygiene/bathing, dressing, sitting/lying, sitting/standing, and chair/bed
transfers;

-No functional limitation on upper or lower extremities;
-No falls since prior assessment.

Review of the resident's care plan, initiated on 04/15/24 and last reviewed/revised 01/29/25, showed the
following;

-Resident required assist of one to two staff for ADLs related to severe cognitive loss, impaired mobility,
weakness, and disease processes;

-Resident preferred to be in the floor at times and this was a long-term habit;
-Resident up daily to a wheelchair via one to two assist and required assistance for locomotion;

-Resident at risk for falls related to history of falls, impaired safety awareness, impaired mobility, medication
regimen, general debility, and disease processes;

-Resident slept on mattress in the floor to ensure safety and was personal preference to sleep in the floor;
-Initiate facility fall protocol;

-Avoid clutter on the floor surface;

-Complete a fall risk assessment quarterly and as needed;

-Ensure resident wears appropriate footwear that fits well, fasten securely, and has non-skid soles;

-If resident falls, do an assessment, including vital signs, prior to moving.

Review of the resident's fall event report, entered on 12/01/24 at 5:46 P.M., showed the following:

-Event date of 12/01/24;
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F 0689 -Witness stated resident was rocking in wheelchair, pushing table, and suddenly slid out of wheelchair onto
floor. Witness stated resident did not hit head. Resident agitated and appeared anxious. Certified medication
Level of Harm - Actual harm technician (CMT) to give resident medication for anxiety. Staff assisted resident assisted up into wheelchair

and placed at table to eat dinner. Staff Will continue to monitor;
Residents Affected - Few

-No pain reported and no injury noted;

-Immediate interventions of none. Preventative interventions of fall mat placed and shoes with non-skid soles;
-Falls Prevention Program initiated and care plan updated.

Review of the resident's nurse's note, dated 12/01/24, showed witness stated resident was rocking in
wheelchair, pushing table, and suddenly slid out of wheelchair onto floor. Witness stated resident did not hit
head. Resident agitated and appears anxious. CMT to give resident anxiety medication. Staff assisted

resident up into wheelchair and placed at table to eat dinner. Staff will continue to monitor.

Review of the resident's care plan showed staff did not update the care plan with the fall or new interventions
to prevent future falls.

Review of the resident's fall e [TRUNCATED]
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