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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observations, and interviews, the facility failed to ensure timely services were provided for a 
head injury as ordered by the physician, notification to the family of the incident, and ensure fall interventions 
in place. This affected one (Resident #22) of three residents reviewed for falls. The facility census was 44. 
Findings include:Record review revealed Resident #22 admitted to the facility on [DATE] with diagnoses 
including Parkinson's disease, dementia, and fatigue. Review of a care plan dated 11/18/24 revealed 
Resident #22 was at risk for falls related to deconditioning. The goal was to have less incidents of falls with 
injuries through the review date. Interventions included but were not limited to anticipate and meet resident's 
needs, call light in reach, dycem to wheelchair seat, non-skid strips to the floor on the left side of bed, visual 
cues to remind resident to use call lights, and a safe environment. Review of a physician order from 
Physician #101 dated 04/10/25 revealed staff should verify fall precautions are in place every day and night 
shift for Resident #22. Review of a Fall Risk Evaluation dated 07/15/25 revealed Resident #22 had no falls in 
the past three months, had intermittent confusion, had a balance problem while standing and walking, and 
required the use of assistive devices. Review of a minimum data set (MDS) dated [DATE] revealed Resident 
#22 had mildly impaired cognition, no behaviors, and had no falls since admission. Review of a nursing note 
dated 08/10/25 at 10:15 A.M. by Licensed Practical Nurse (LPN) #107 revealed Resident #22 was found on 
the floor in her room next to her bed and stated she was reaching for a remote and rolled off the bed onto the 
floor. During assessment of Resident #22, a laceration to the left side of her head was identified and 
Resident #22 stated she hit it on the bedside table. No other injuries were noted and all extremities were 
moving as usual for resident. Resident #22 was assisted off the floor by two staff members into her 
wheelchair, the wound on her head was cleansed and bacitracin was applied to the injury. LPN #107 
documented Resident #22's daughter was made aware of the fall, and the on-call physician was made 
aware. Neurochecks were initiated and within normal limits and resident was educated to use her call light to 
ask for help reaching items she had dropped. Review of a nursing note dated 08/10/25 at 4:07 P.M. by LPN 
#107 revealed at around 3:15 P.M., a scheduled neurocheck was completed and Resident #22 was noted to 
have a fixed left eye and all previous neurochecks had been within normal limits. Resident #22 was noted to 
have confusion, and her words were jumbled and did not make sense. The physician was made aware the 
family requested Resident #22 go to the emergency department and 911 was called at 3:26 P.M. Resident 
#22 left the facility in the ambulance at 4 P.M. Report was called to the emergency department. Review of a 
nursing note dated 08/10/25 at 8:35 P.M. by LPN #102 revealed Resident #22 returned to the facility with 
four staples to her head and no new orders. Review of a triage note dated 08/10/25 at 11:59 P.M. by Nurse 
Practitioner (NP) #105 an electronic communication between NP #105 and LPN #107 which revealed the 
following:- LPN #107: Resident #22, vital signs were 97.2 degrees Fahrenheit temperature, 55 beats per 
minute, 21 breaths per minute, blood pressure of 144/62 and oxygen of 95% on room air. Resident #22 was 
found on the floor next to the bed, stated she was reaching for the remote, did hit head when fell on bedside 
table handle causing a 4 (four) centimeter (cm) laceration to the left side of her head, cleansed and applied 
bacitracin, no other injuries noted, resident is not on blood thinners and neurochecks are within normal limits.
- NP #105 responded with: any change in mental status? Is patient able to recall the event? Any complaints 
of pain anywhere? Any cuts, abrasions, bruising, or open areas due to fall or any bleeding? How is range of 
motion (ROM)? Is patient able to flex and bend extremity? Any swelling to extremity or joint? Is patient on a 
blood thinner? How is pupil reactivity to light? Any difficulty breathing or shortness of breath? Any sweats, 
nausea, headache or chest pain?- LPN #107: No changes in mental status, able to recall event, ROM is per 
resident's normal, extremities move well, pupil reactions is good, no other symptoms and not on a blood 
thinner.- NP #105: New order for laceration, cleanse site with warm water and soap daily, pat dry, apply 
steri-strips to area, monitor vital signs every 4 hours for 24 hours, neurochecks per facility protocol, notify of 
any increase in lethargy, change in mental status or difficulty with following commands, continue to monitor 
patient and vital signs, continue to follow facility protocol and follow up with primary care provider. Interview 
on 09/19/25 at 12:51 P.M. with Certified Nursing Assistant (CNA) #113 revealed Resident #22 had an 
incident where she was not sent out to the hospital until after six hours after her head was injured and still 
bleeding. CNA #113 stated she had been assigned to the memory care unit but she was taking her residents 
out to church then helped the aides on the long term unit when she heard screaming. CNA #113 stated there 
were only two nurses in the building and they had four halls to cover and the nurse for Resident #22's hall 
was on the memory care unit. CNA #113 stated another aide stayed with Resident #22 while she went to 
memory care to send the nurse (LPN #107) to help the resident and due to only CNA #113 and LPN #107 
being assigned to memory care, CNA #113 had to stay on the unit to supervise the residents while LPN #107 
assisted Resident #22. CNA #113 stated the fall happened at about 10:15 A.M. and LPN #107 returned to 
the memory care unit at about 11 A.M. because lunch was coming out to be served. CNA #113 stated 
neither she nor LPN #107 left the memory care unit until approximately 2 P.M. CNA #113 stated she 
checked on Resident #22 at 2 P.M. and her head was still bleeding and she could no longer remember 
where she was anymore. CNA #113 stated she notified LPN #107 and thought she had gone to help, but 
CNA #113 was then contacted by Registered Nurse (RN) #100 who stated if she need anything while LPN 
#107 was gone to let him know. CNA #113 stated she asked RN #100 about Resident #22 and he did not 
know what she was talking about. CNA #113 stated Resident #22 did not have a bandage or anything on her 
head, just a salve and Resident #22 had received 4 staples when she went out to the hospital. Observation 
on 09/19/25 at 1:13 P.M. revealed Resident #22 was sleeping in her bed. She had non-skid strips on the 
floor underneath her bed on the right side instead of on the left side of the bed per care plan and there was 
no dycem underneath the cushion of her wheelchair. Interview on 09/19/25 at 1:16 P.M. with RN #100 
revealed he was called to Resident #22's room to help because she had fallen. Resident #22 had hit her 
head and it was bleeding, Resident #22 was assessed for severe injury and then the doctor was contacted. 
RN #100 stated the instructions were to keep Resident #22 onsite and watch her per the fall protocol and 
neurochecks. RN #100 stated later in the day, LPN #107 was on break and Resident #22's family was 
visiting and requested he evaluate her. RN #100 stated Resident #22's left eye was pin-point and fixed so he 
let the on-call doctor know and sent Resident #22 to the emergency room. Observation and interview on 
09/19/25 at 1:40 P.M. with Hospitality Aide (HA) #115 confirmed Resident #22's non-skid strips were not in 
place to the left of her bed and there was no dycem in her wheelchair seat per the plan of care. Interview on 
09/19/25 at 1:45 P.M. with Resident #22's responsible party (RP) revealed after noon, she came to the 
facility to see Resident #22 and was immediately approached in the hallway by a nervous-looking LPN #107 
who informed her Resident #22 had fallen earlier in the shift and hit her head but was doing well. RP stated 
Resident #22 was in her wheelchair in the dining room when she arrived, so she went to sit with her. A glob 
of salve was on the wound, but it appeared the wound was bleeding through the salve. RP stated Resident 
#22 was initially okay with recalling the event, then an aide approached after a while and Resident #22 could 
not long recognize RP. RP stated Resident #22 told her she was confused, and because she figured 
Resident #22 would need to go to the hospital soon, RP ran home to take care of something and before she 
came back, CNA #113 had called and stated Resident #22's memory was getting worse. When RP returned 
approximately twenty minutes later, Resident #22 had been put in her recliner in her room, and her head 
appeared to be seeping blood and the recliner was soaked. RP stated no one had done neurochecks during 
her initial visit and when she had returned to the facility, LPN #107 wasn't there so RN #100 checked on 
Resident #22 and sent her to the emergency room. Interview on 09/19/25 at 2:26 P.M. with LPN #107 
revealed Resident #22 rolled out of bed reaching for something that had fallen on the floor so she and RN 
#100 assessed her immediately because they heard her fall. LPN #107 stated Resident #22's neurochecks 
were good, vitals were good, and they cleaned the blood the best they could and assessed for other injuries. 
LPN #107 stated the gash to Resident #22's head was hidden in her hair but she didn't think it looked deep. 
LPN #107 stated they helped Resident #22 off the floor and got her back into bed, she notified the physician 
and family and continued neurochecks throughout the day. LPN #107 admitted despite charting she 
contacted the family at the time of the incident, she did not contact them right away and it may have been a 
couple hours later because the fall happened in the middle of medication pass. LPN #107 stated she tries to 
contact family members as soon as she gets the time to do it. LPN #107 stated she had left the building later 
in the day to get a catheter for another resident and she thought she might have missed a neurocheck for 
Resident #22 during the time and probably should have asked RN #100 to cover it for her. LPN #107 stated 
she came back to the facility and RN #100 had examined Resident #22 at her family's request and noticed 
her left eye was fixed and he was sending her to the hospital. LPN #107 stated Resident #22's eye did look a 
little different. LPN #107 stated Resident #22 came back to the facility the same day with 4 staples in her 
head. Interview on 09/19/25 at 3:02 P.M. with Director of Nursing (DON) and Assistant Director of Nursing 
(ADON) revealed family should be contacted as soon as the resident is stable and the physician has been 
notified because they need to be aware of new orders and participate in care decisions. DON stated it does 
not matter if medication pass is interrupted, the urgent incident takes precedence and needs to be addressed 
completely prior to returning to routine tasks. DON and ADON confirmed NP #105 entered a progress note 
with an order for Resident #22 to have steri-strips in place to her head injury. Interview on 09/19/25 at 3:02 P.
M. with Resident #22 revealed she could recall she had a fall because she went to pick something up and 
rolled out of bed. Resident #22 said her head hurt because she hit it during the fall and ended up with these 
in her head (while indicating to the wound). Resident #22 stated she could not recall if she was confused 
after the fall or not but she recalled getting staples and thought she still had them. During the interview, an 
observation was made of Resident #22's recliner and there was a fist-sized stain on the chair where her 
head would have been laying after being placed in the recliner. Interview on 09/19/25 at 3:10 P.M. with LPN 
#111 revealed she was the manager on call at the time of the incident. LPN #111 stated RN #100 notified 
her of the incident while LPN #107 cared for Resident #22. LPN #111 stated she was made aware 
neurochecks were good, her head was initially bleeding but was stopped quickly, the wound was cleaned, 
and they placed bacitracin on the wound because they couldn't place a dressing on her head due to her hair. 
LPN #111 stated later in the day she was called by RN #100 again because Resident #22's left eye was 
fixed and he wanted to send her to the emergency room. Resident #22 returned the same day. Review of an 
undated policy titled Notification of Physician and Family revealed the physician and family will be notified of 
change in condition after any incident/accident involving the resident which results in an injury or any fall; a 
significant change in mental or psychosocial status in a life-threatening condition or clinical complication; a 
need to alter treatment; a decision to transfer or discharge; a change in room or roommate; any change or 
medical condition which in the professional judgment of the staff requires notification; and any bruise or injury 
of unknown origin. This deficiency represents non-compliance investigated under Complaint Number 
2611114.
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