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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Vineyards at Concord, The 119 West High Street
Frankfort, OH 45628

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
medical record review, staff interview, and facility policy review, this facility failed to report resident to 
resident abuse as well as injury of unknown origin to the appropriate agencies. This affected one (Resident 
#106) of the four residents reviewed for abuse and injuries. The facility census was 19. Findings 
include:Review of the medical record for Resident #106 revealed an admission date of 08/14/2025 and a 
discharge date of 10/14/2025. Diagnoses included Alzheimer's disease, muscle weakness, anxiety, and 
adult failure to thrive. Review of the plan of care dated 08/15/2025 and revised 10/15/2025 for Resident #106 
revealed this resident was at risk for falls. Interventions included to anticipate and meet residents needs, 
ensure a safe environment and floors are from spills, and clutter. Review of Resident #106's admission 
Minimum Data Set (MDS) 3.0 assessment dated [DATE] revealed a Brief Interview for Mental Status (BIMS) 
score of 11 out of 15 indicating an moderately impaired cognition for daily decision making abilities. Resident 
#106 was noted to experience impairment to one lower extremity.Review of the nursing progress note dated 
08/24/2025 at 7:00 A.M. created by a agency nurse revealed, Resident complained of right foot pain on his 
foot noted to be discolored and swollen. Family notified at 6:34 A.M. of resident transfer to the local hospital 
for evaluation and treatment.Review of the nursing progress note dated 08/24/2025 at 6:43 P.M. author 
unknown revealed, Resident alert and oriented yelling out for help repeatedly. Staff members responding to 
resident and providing assistance with repositioning and reassurance for comfort with no effect noted. 
Resident complained of headache and pain to the right foot. Right side of Resident #106's face swollen and 
bruising noted to right eyelid. Right foot elevated with surgery shoe in place, edema and bruising noted to 
toes when this nurse questioned resident concerning edema to face. Resident #106 resident stated, that's 
what happens when you are punched in the face. Responded to this writer about injury to foot It was 
stomped on. Will continue to monitor for further injuries related to inched that occurred at 2:50 A.M. this 
morning.Review of the hand written note titled Investigation and dated 08/24/2025, no time noted revealed, 
Writer was informed of incident regarding Resident #106 and Resident #70. After reviewing staff incident 
report, both residents were interviewed, Resident #106 was resistant to questioning and only responded to 
the question, How did you hurt your foot? Resident #106 claimed This is what happens when you kick 
someone. Resident #106 didn't respond to questions of who she kicked but did say maybe when I asked her 
if she had kicked the couch? Resident #106 did not respond when asked if Resident #70 had hit her or if she 
was hurt? Resident #70 said well when asked if he hit her and then the same when asked if she hit him, but 
did call her names during interview. Brief Interview for Mental Status (BIMS) were reviewed, No further 
investigation is warranted Completed and signed by the Administrator. Review of a facility staff had written 
statement no date or time noted created by Certified Nursing Assistant (CNA) #306 revealed Female 
resident was aggravating and yelling at other resident calling him names. I heard female resident yell and I 
went to to ask her what she needed she stated He hit me. I proceeded to ask male resident if he had hit her, 
he stated, She kicked me. I then assessed both residents with the charge nurse. No injuries were noticed to 
male resident. There was a small cut on female residents lip, I wiped clean the cut with a clean cloth. I kept 
both residents separated from each other for the resident of my shift. Review of the nursing progress note 
dated 09/03/2025 at 1:24 P.M. created by the Directed of Nursing revealed, Dark Purple and red bruising 
noted to the top of the right hand, across knuckles. Resident States, I must have hit something, Review of 
the History and Physician progress note dated 09/04/2025 no time noted revealed, Right hand with 
significant edema and bruising. Continued review revealed, Patient sustained metatarsal fractures of the 
second, third, fourth, and fifth metatarsals in a recent fall. Review of the nursing progress note date 
09/06/2025 at 11:09 A.M. author unknown revealed, Resident complained of left elbow and left hip pain. 
Provider notified with new orders for by mouth pain medication, topical pain medication relief. Provider also 
notified of right hand x-ray results.Review of the nursing progress note dated 09/11/2025 at 10:00 A.M. 
author unknown revealed, Resident is presently at the hospital. Resident #106 is now noted to have a severe 
complicated fracture in her hip and they are not sure if this is old or new. Interview on 11/10/2026 at 2:20 P.
M. with the Administrator revealed he completed a investigation for the incident between Resident #106 and 
Resident #70 and at that time found there to be no reason for any additional investigation. The Administrator 
claimed he did not submit this incident as a Self-Reported Incident due to there being no concern for abuse. 
The Administrator also confirmed he did not submit a report or investigation for Resident #106's injured right 
hand or fractured pelvis. Review of the facility policy titled, Investigations of Abuse. dated 12/2022 revealed, 
Procedure 6. In the case of allegations or suspicions of abuse or misappropriation state officials shall be 
notified immediately and not later than 2 hours of facility's of the allegations being made to facility in the form 
of initiating a Self-Reported Incident. (SRI). Full investigation shall be made available to Ohio Department of 
Health (ODH) within 5 business days or less by the Administrator or delegate in the form of a finalized SRI. 
In addition the Sheriff shall be notified within 2 hours of suspected crime. 7. All alleged violations and 
substantiations of abuse shall be reported to all appropriate state agencies and licensing or registration 
bureaus. This deficiency represents non compliance investigated under Complaint Number 2661527.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.
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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
medical record review, staff interview and facility policy review, this facility failed to ensure all injuries of 
unknown origin was investigated. This affected one (Resident #106) of the four residents reviewed for 
injuries. The facility census was 19. Findings include:Review of the medical record for Resident #106 
revealed an admission date of 08/14/2025 and a discharge date of 10/14/2025. Diagnoses included 
Alzheimer's disease, muscle weakness, anxiety, and adult failure to thrive. Review of the plan of care dated 
08/15/2025 and revised 10/15/2025 for Resident #106 revealed this resident was at risk for falls. 
Interventions included to anticipate and meet residents needs, ensure a safe environment and floors are 
from spills, and clutter. Review of Resident #106's admission Minimum Data Set (MDS) 3.0 assessment 
dated [DATE] revealed a Brief Interview for Mental Status (BIMS) score of 11 out of 15 indicating an 
moderately impaired cognition for daily decision making abilities. Resident #106 was noted to experience 
impairment to one lower extremity.Review of the nursing progress note dated 08/24/2025 at 7:00 A.M. 
created by a agency nurse revealed, Resident complained of right foot pain on his foot noted to be 
discolored and swollen. Family notified at 6:34 A.M. of resident transfer to the local hospital for evaluation 
and treatment.Review of the nursing progress note dated 08/24/2025 at 6:43 P.M. author unknown revealed, 
Resident alert and oriented yelling out for help repeatedly. Staff members responding to resident and 
providing assistance with repositioning and reassurance for comfort with no effect noted. Resident 
complained of headache and pain to the right foot. Right side of Resident #106's face swollen and bruising 
noted to right eyelid. Right foot elevated with surgery shoe in place, edema and bruising noted to toes when 
this nurse questioned resident concerning edema to face. Resident #106 resident stated, that's what 
happens when you are punched in the face. Responded to this writer about injury to foot It was stomped on. 
Will continue to monitor for further injuries related to inched that occurred at 2:50 A.M. this morning.Review 
of the hand written note titled Investigation and dated 08/24/2025, no time noted revealed, Writer was 
informed of incident regarding Resident #106 and Resident #70. After reviewing staff incident report, both 
residents were interviewed, Resident #106 was resistant to questioning and only responded to the question, 
How did you hurt your foot? Resident #106 claimed This is what happens when you kick someone. Resident 
#106 didn't respond to questions of who she kicked but did say maybe when I asked her if she had kicked 
the couch? Resident #106 did not respond when asked if Resident #70 had hit her or if she was hurt? 
Resident #70 said well when asked if he hit her and then the same when asked if she hit him, but did call her 
names during interview. Brief Interview for Mental Status (BIMS) were reviewed, No further investigation is 
warranted Completed and signed by the Administrator. Review of a facility staff had written statement no 
date or time noted created by Certified Nursing Assistant (CNA) #306 revealed Female resident was 
aggravating and yelling at other resident calling him names. I heard female resident yell and I went to to ask 
her what she needed she stated He hit me. I proceeded to ask male resident if he had hit her, he stated, She 
kicked me. I then assessed both residents with the charge nurse. No injuries were noticed to male resident. 
There was a small cut on female residents lip, I wiped clean the cut with a clean cloth. I kept both residents 
separated from each other for the resident of my shift. Review of the nursing progress note dated 09/03/2025 
at 1:24 P.M. created by the Directed of Nursing revealed, Dark Purple and red bruising noted to the top of 
the right hand, across knuckles. Resident States, I must have hit something, Review of the History and 
Physician progress note dated 09/04/2025 no time noted revealed, Right hand with significant edema and 
bruising. Continued review revealed, Patient sustained metatarsal fractures of the second, third, fourth, and 
fifth metatarsals in a recent fall. Review of the nursing progress note date 09/06/2025 at 11:09 A.M. author 
unknown revealed, Resident complained of left elbow and left hip pain. Provider notified with new orders for 
by mouth pain medication, topical pain medication relief. Provider also notified of right hand x-ray results.
Review of the nursing progress note dated 09/11/2025 at 10:00 A.M. author unknown revealed, Resident is 
presently at the hospital. Resident #106 is now noted to have a severe complicated fracture in her hip and 
they are not sure if this is old or new. Interview on 11/10/2026 at 2:20 P.M. with the Administrator revealed 
he completed a investigation for the incident between Resident #106 and Resident #70 and at that time 
found there to be no reason for any additional investigation. The Administrator claimed he did not submit this 
incident as a Self-Reported Incident due to there being no concern for abuse. The Administrator also 
confirmed he did not submit a report or investigation for Resident #106's injured right hand or fractured 
pelvis. Review of the facility policy titled, Investigations of Abuse. dated 12/2022 revealed, Procedure 1) 
Upon allegation of abuse resident safety shall immediately be assured and shall be maintained thru out 
investigation process. 3) If resident makes allegation of staff to resident abuse, staff shall be relieved of duty 
until investigation is complete. Administrator or delegate shall be immediately notified and shall also 
immediately initiate investigation of allegation. 4) Formal investigation shall be based on written statements 
from witnesses and other parties with information regarding the allegation or abuse or incident.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
medical record review, staff interviews, and facility policy review, this facility failed to ensure resident falls 
were reported, investigated and fall care plans were in place. This affected four (Resident #106, #56, #70, 
and #78) of the four resident reviewed for falls. The facility census was 19. Findings include: 1. Review of the 
medical record for Resident #106 revealed an admission date of 08/14/2025 and a discharge date of 
10/14/2025. Diagnoses included Alzheimer's disease, muscle weakness, anxiety, and adult failure to thrive. 
Review of the plan of care dated 08/15/2025 and revised 10/15/2025 for Resident #106 revealed this 
resident was at risk for falls. Interventions included to anticipate and meet residents needs, ensure a safe 
environment and floors are free from spills, and clutter. Review of the Fall Risk assessment dated [DATE] 
revealed a score of 20 indicating Resident #106 was at a high risk for falls. Review of the progress note 
dated 08/15/2025 at 12:43 A.M. created by Licensed Practical Nurse (LPN) #180 revealed Resident #106 
rang her call light which was answered promptly. Resident #106 was observed sitting upright on the floor. 
Verbalized she fell out of the bed and her left knee was hurting. Range of motion was with in normal limit. 
Resident declined x-ray at this time. Review of the Initial Investigation/Incident/Accident Report dated 
08/15/2025 at 12:00 A.M. revealed Resident #106 experienced a fall out of her bed and complained of her 
knee hurting. Corrective action preventative measures identified was to remind the resident to use her call 
light to ask for assistance prior to attempting to transfer. Review of the progress note dated 08/15/2025 at 
10:30 A.M. created by Registered Nurse (RN) #305 revealed that Resident #106's family agreed to the use 
of a pull string tab alarm to alert staff of attempts to stand, which the resident has done five times today. 
Review of the progress note dated 08/20/2025 at 2:45 P.M. created by the Director of Nursing (DON) 
revealed Resident #106 attempted to stand with her legs placed over the arm of a chair and slid to the floor. 
No injury noted and assisted up and back into the chair without incident. Continued review of Resident 
#106's medical record revealed no incident report or investigation was completed for the incident that 
occurred on 08/20/2025 where Resident #106 slid out of the chair onto the floor. Review of Resident #106's 
admission Minimum Data Set (MDS) 3.0 assessment dated [DATE] revealed a Brief Interview for Mental 
Status (BIMS) score of 11 out of 15 indicating an moderately impaired cognition for daily decision making 
abilities. Resident #106 was noted to experience impairment to one lower extremity.Review of the progress 
note dated 09/01/2025 at 3:30 A.M. created by RN #310 revealed Resident #106 was taken to her room and 
laid down after repeatedly asking to go to bed. Resident #106 wanted back up saying she couldn't sleep in 
that bed. Left resident to see if she would lay back down. After about 5 minutes went back to check on 
resident who was on the floor crawling across the floor, had slid self off bed. Bed was in low position and fall 
mat was on the floor. Continued review of Resident #106's medical record revealed that a fall report and 
intervention was not completed for the incident that occurred on 09/01/2025. Review of physician orders for 
Resident #106 revealed no noted orders related to the tab string alarm that was put in place on 08/15/2025 
as well as the low bed and fall mat next to the bed that was noted to be in place in the progress note from 
09/01/2025.Interview on 11/10/2025 at 2:00 P.M. with the DON revealed when a resident is admitted to the 
facility a fall assessment is completed to determine if they are at risk for falls and the proper interventions 
would be implemented. The DON confirmed the falls that Resident #106 experienced on 08/20/2025 and 
09/01/2025 did not have a fall report or investigation completed and all noted fall interventions including a 
pull string tab alarm, low bed, and a fall mat was not included in the plan of care and there were no physician 
orders for any of the fall interventions. 2. Review of the medical record for Resident #56 revealed an 
admission date of 04/19/2022. Diagnoses included anxiety, muscle weakness, and peripheral vascular 
disease. Review of the plan of care dated 08/05/2025 for Resident #56 revealed this resident was at risk for 
falls. Interventions include, if resident is a fall risk initiate fall risk precautions. No interventions were noted in 
this care plan. Review of Resident #56's Quarterly MDS 3.0 assessment dated [DATE] revealed this resident 
experienced long and short term memory problems, altered level of consciousness and displayed a severely 
impaired cognition for daily decision making abilities. Resident #56 was noted to experience impairments to 
the bilateral upper and lower extremities. Review of the progress note dated 10/20/2025 creator unknown 
revealed Resident #56 was observed lying on her left side on the floor. Alert and without injury from low bed. 
Vital signs within normal limits. Noted documentation for Neuro check. Interventions include to assist with 
incontinence care.Continued review of Resident #56's medical record revealed no evidence that the fall 
incident that occurred on 10/20/2025 had been reported or investigated. Review of Resident #56's physician 
orders revealed no orders in place related to fall interventions. Interview on 11/10/2025 at 2:00 P.M. with the 
DON confirmed Resident #56 did have a fall care plan in place but it lacked fall interventions. The DON also 
confirmed a fall report and investigation had not been completed for the incident that occurred on 10/20/2025 
nor was there any physician orders in place for fall interventions. 3. Review of the medical record for 
Resident #70 revealed an admission date of 03/24/2025. Diagnoses included dementia, altered mental 
status, and difficulty in walking. Review of the Quarterly MDS 3.0 assessment revealed Resident #70 
experienced long and short term memory problems, inattention, disorganized thing, delusions, and 
wandering as well as a severely impaired cognition for daily decision making abilities. No upper or lower 
extremity impairments. Review of the nursing progress note dated 10/28/2025 at 11:10 P.M. created by LPN 
#502 revealed Resident #70 was observed lying on the floor beside the bed. Resident was unable to report if 
he rolled out of bed or lost balance attempting to stand up or ambulate. Resident asked what part of his body 
hit the floor and he said this and held both knees. Continued review of Resident #70's medical record 
revealed no evidence of a fall report or investigation completed for the fall that occurred 10/28/2025. Review 
of physician orders for resident #70 revealed no orders in place for fall interventions.Interview on 11/10/2025 
at 2:00 P.M. with the DON confirmed Resident #70 did not have a care plan in place for falls and a fall report 
or investigation was not completed for the fall that occurred on 10/28/2025. 4. Review of the medical record 
for Resident #78 revealed an admission date of 12/06/2024. Diagnosis included Huntington's disease, 
epilepsy, and repeated falls. Review of the Quarterly MDS 3.0 assessment dated [DATE] revealed a BIMS 
score of 09 out of 15 indicating a moderately impaired cognition for daily decision making abilities. Resident 
#78 was noted to experience impairment to bilateral upper and lower extremities. Review of the progress 
note dated 09/16/2025 at 11:40 P.M. created by RN #210 revealed Resident #78 was noted on the fall mat at 
bedside laying prone. Resident was noted to be moaning and verbalized having pain. Staff member noted 
blood to residents face with no injury visible. Resident acknowledged rolling out of bed and hitting hit head. 
Neuro checks began per policy. Review of the progress note dated 10/22/2025 at 6:45 P.M. created by RN 
#210 revealed Resident #78 was up in a Broda chair (a specialized positioning wheelchair designed for 
comfort, safety, and support), resident attempts to enter the facility from the back resident patio. Resident fell 
out of the Broda chair face first and landed on his lower face. His mouth was bleeding. Resident assisted off 
the floor into the Broda chair by staff members. Continued review of Resident #78's medical record revealed 
no evidence to support that a fall investigation or report had been completed. No fall report or investigation 
was provided upon request. Review of Resident #78's care plan revealed no plan in place related to falls. 
Interview on 11/10/2025 at 2:00 P.M. with the DON confirmed Resident #78 did not have a care plan in place 
for falls and confirmed a fall investigation or report had not been completed for the falls that occurred on 
09/16/2025 and 12/22/2025. Review of the facility policy titled Falls Policy, no date noted revealed It is the 
policy of this facility to utilize preventative measures in order to avoid accidental falls. 2. Residents identified 
as being at risk for falls shall have a plan of care developed to address risk factors and implement 
interventions in order to decrease risk of fall and or injury. 3. In the unfortunate event of a resident fall 
Interdisciplinary Team shall: B. Investigate for cause, probable cause and or causative factors that could 
have resulted in this fall. G. After a fall, resident's care plan shall be reviewed and revised as warranted to 
prevent further falls and or injury. New and revised plan of care interventions shall be communicated to the 
interdisciplinary team. This deficiency represents non-compliance investigated under Complaint Number 
2661527.
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