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Greenbrier Nursing Home 1119 East Owen K Garriott Road
Enid, OK 73701

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

47453

Based on record review and interview, the facility failed to notify a resident's responsible party when the 
resident had a fall for one (#1) of three sampled resident reviewed for falls.

The Administrator identified 80 residents resided in the facility.

Findings:

A Doctor Calls form, undated, read in part, Assess residents for change in condition, disease processes, 
notify physicians and family.

Resident #1 had diagnosis which included arterial fibrillation, acute respiratory infection, congestive heart 
failure.

A progress note, dated 06/02/24 at 1:30 p.m., documented Resident #1 was on the floor in room, on their 
side with a skin tear to right elbow. The note did not document if the resident's representative was notified of 
the fall.

On 10/08/24 at 10:33 a.m. The DON stated They stated they had reviewed Resident #1's progress note from 
06/02/24 and did not find documentation anyone at the facility had notified the emergency contacts listed in 
Resdient #1's chart. 

On 10/08/24 at 11:21 a.m., LPN #1 was asked the policy for contacting family and/or resident representative 
for change of condition and/or fall. They stated that family is to be notified of all incidents. They were then 
asked to review a progress note for a fall on 06/-2/24 for Resident #1, after review they were asked if family 
and/or resident representative was notified of the fall on 06/02/24, they stated the progress note does not 
state if family was notified of fall.
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